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From the desk of editor:
Dear Readers,

We all know that ideal treatment of Acute STEMI (ST-elevation myocardial infarction)
remains primary angioplasty. In the real world scenario, most of the hospitals worldwide
are not equipped with cath lab facility. “Time is muscle” and each second is very important |
once patient presents with acute STEMI. 80 % of Indian population lives in rural area and it

may takes hours to shift a patient to interventional centre. Once the diagnosis of Acute

STEMI confirms, the door to needle time and door to balloon time should be 30 and 90 minutes
respectively. Each patient should be individualized and physician who is handling such types of cases
should take the decision whether to transfer patient to a higher level and manage efficiently at place where
patient presents with acute symptoms. In this news letter, | have highlighted salient features of ACC/AHA
guidelines to manage a patient with Acute STEMI at the primary and secondary care level.

Dr. Satya Gupta

Management of Acute STEMI: Salient recommendations

Initial Patient Evaluation : The delay from patient
contact with the healthcare system to initiation of
fibrinolytic therapy should be less than 30
minutes. Alternatively, if PCl (Percutaneous
Coronary Intervention) is chosen, the delay should
be less than 90 minutes. Figure 1
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History : History should focus on presence of
hypertension, diabetes mellitus, possibility of
aortic dissection, risk of bleeding, clinical
cerebrovascular disease, stable or unstable
angina, Ml, CABG (Coronary Artery Bypass Graft),
or PCI.
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Physical Examination : Examination should be
performed to aid in the diagnosis and assessment
of the extent, location, and presence of
complications of STEMI. A brief, neurological
examination to look for evidence of prior stroke or
cognitive deficits should be performed before

administration of fibrinolytic therapy.

Electrocardiogram : A 12-lead ECG should be
performed and shown to an experienced
emergency physician within 10 minutes of ER
arrival for all patients with chest discomfort.

If the initial ECG is not diagnostic, but the
patient remains symptomatic, and there is a high
clinical suspicion for STEMI, serial ECGs at 5- to 10-
minute intervals or continuous 12-lead ST-
segment monitoring should be performed to
detect the potential development of ST elevation.

In patients with inferior STEMI, right-sided
ECG leads should be obtained to screen for ST
elevation suggestive of RVMI (Right Ventricular
Myocardial Infarction).
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Laboratory Examinations : Once the diagnosis of STEMI is
secure; initiation of reperfusion therapy should not be delayed
to wait for the results of a cardiac biomarker assay.
Quantitative analysis of cardiac biomarker measurements
provides prognosticinformation.

Routine Measures

a. Oxygen : Supplemental oxygen should be administered to
patients with arterial oxygen desaturation (Sa02 < 90%). It is
reasonable to administer supplemental oxygen to all patients
with uncomplicated STEMI during the first 6 hours.

b. Nitroglycerin : Patients with ongoing chest pain should
receive sublingual nitroglycerin (0.4 mg) every 5 minutes for a
total of 3 doses, after which an assessment should be made
about the need for IV nitroglycerin. IV nitroglycerin is indicated
for relief of ongoing pain, control of hypertension, or
management of pulmonary congestion.

Nitrates should not be administered to patients with SBP<
90 mm Hg or > 30 mm Hg below baseline, severe bradycardia
(<50 bpm), tachycardia (>100 bpm), or suspected RV Ml and
patient who have received a phosphodiesterase inhibitor for
erectile dysfunction within the last 24 hours (48 hours for
tadalafil).

c. Analgesia : Morphine sulfate (2 to 4 mg IV with increments of
2to 8 mg IV repeated at 5 - 15 minute intervals) is the analgesic
of choice for management of pain associated with STEMI.
Alternatively , Inj Norphine can be given if available. Routine
sedatives should be avoided during acute episode and ongoing
chest pain.

d. Aspirin : Aspirin should be chewed by patients who have not
taken aspirin before presentation with STEMI. The initial dose
should be 162 mg to 325 mg. Rapid buccal absorption occurs
with non—enteric-coated aspirin formulations.

e. Beta-Blockers : Oral beta-blocker therapy should be
administered promptly to those without a contraindication,
irrespective of concomitant fibrinolytic therapy or
performance of primary PCl. Itis reasonable to administer IV
beta-blockers promptly to patients with tachyarrhythmia
hypertension.

Immediate beta-blocker therapy appears to reduce the
magnitude of infarction and incidence of associated
complications in subjects not receiving concomitant
fibrinolytic therapy, the rate of reinfarction in patients
receiving fibrinolytic therapy, and the frequency of life-
threatening ventricular tachyarrhythmias.

f. Reperfusion : Several issues should be considered in
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selecting the type of reperfusion therapy:

B Time From Onset of Symptoms. The efficacy of fibrinolytic
agents in lysing thrombus diminishes with the passage of
time. Fibrinolytic therapy administered within the first 2
hours (especially the first hour) can occasionally abort Ml
and dramatically reduce mortality.

B Risk of STEMI. When the estimated mortality with
fibrinolysis is extremely high, e.g. in patients with
cardiogenic shock, compelling evidence exists that favors a
PCl strategy.

B Risk of Bleeding. Choice of reperfusion therapy is also
affected by the patient's risk of bleeding. If the suspected
risk of bleeding is more with fibrinolytic therapy, the more
strongly the decision should favor PCI. If PClis unavailable,
then the benefit of pharmacological reperfusion therapy
should be balanced against therisk.

B Time Required for Transport to a Skilled PCI Laboratory.
For facilities that can offer PCI, PCl approach is superior to
pharmacological reperfusion. The experience and location
of the PCl laboratory plays a role in the choice of therapy.
Not all laboratories can provide prompt, high-quality
primary PCl. Even centers with interventional cardiology
facilities may not be able to provide the staffing required
for 24-hour coverage of the catheterization laboratory.
Despite staffing availability, the volume of cases in the
laboratory may be insufficient for the team to acquire and
maintain skills required for rapid PCl reperfusion
strategies.

Indications for Fibrinolytic Therapy

In the absence of contraindications (Table-1), fibrinolytic

therapy should be administered to STEMI patients with

B Symptom onset within the prior 12 hours and ST elevation
greater than 0.1 mV in at least 2 contiguous precordial
leads or atleast 2 adjacent limb leads.

B Symptom onset within the prior 12 hours and new or
presumably new LBBB.

B Symptom onset within the prior 12 hours and 12-lead ECG
findings consistent with a true posterior Ml.

B Symptoms beginning within the prior 12 to 24 hours who
have continuing ischemic symptoms and ST elevation
greater than 0.1 mV in at least 2 contiguous precordial
leads or at least 2 adjacent limb leads.

Fibrinolytic therapy should not be administered to
asymptomatic patients whose initial symptoms of STEMI

began more than 24 hours earlier and to patients whose 12-
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lead ECG shows only ST-segment depression except if a true
posterior Ml is suspected.

Table-1: Contraindications/Cautions for Thrombolysis

Absolute contraindications

B AnypriorICH

B Known structural cerebral vascular lesion (eg, AVM*)

B Known malignant intracranial neoplasm (primary or
metastatic)

B [schemic stroke within 3 months EXCEPT acute
ischemic stroke within 3 hours

B Suspected aortic dissection

B Active bleeding or bleeding diathesis
menses)

B Significant closed head or facial trauma within 3 months

B History of chronic severe, poorly controlled hypertension

B Severe uncontrolled hypertension on presentation
(SBP> 180 mm Hg or DBP > 110 mm Hg)

B History of prior ischemic stroke greater than 3 months,
dementia, or known intracranial pathology not covered in
contraindications

B Traumatic or prolonged (greater than 10 minutes) CPR or
major surgery (less than 3 weeks)

B Recent(within 2 to 4 weeks) internal bleeding

B Noncompressible vascular punctures

B For streptokinase/anistreplase: prior exposure (more
than 5 days ago) or prior allergic reaction to these agents

B Pregnancy

B Active peptic ulcer

B Current use of anticoagulants: the higher the INR, the
higher the risk of bleeding

*Arteriovenous Malformation

(excluding

Complications of Fibrinolytic Therapy: The occurrence of a
change in neurological status during or after reperfusion
therapy, particularly within the first 24 hours after initiation of
treatment, is considered to be due to ICH (Intracranial
Hemorrhage) until proven otherwise. Fibrinolytic, antiplatelet,
and anticoagulant therapies should be discontinued until brain
imaging scan shows no evidence of ICH.

In patients with ICH, infusions of cryoprecipitate, fresh
frozen plasma, protamine, and platelets should be given, as
dictated by clinical circumstances.
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Assessment Of Reperfusion : Noninvasive findings suggestive
of reperfusion include relief of symptoms, maintenance or
restoration of hemodynamic and or electrical stability, and a
reduction of at least 50% of the initial ST-segment elevation
injury pattern on a follow-up ECG at 60 to 90 minutes after
initiation of therapy.

Persistence of unrelenting ischemic chest pain, absence of
resolution of the qualifying ST-segment elevation, and
hemodynamic and/or electrical instability are generally
indicators of failed pharmacological reperfusion and the need
to considerrescue PClI.

Heparin:

UFH (Unfractionated heparin) : UFH should be given
intravenously to patients undergoing reperfusion therapy with
alteplase, reteplase, or tenecteplase, with dosing as follows: bolus
of 60 U/kg (maximum 4000 U) followed by an initial infusion of 12
U/kg per hour (maximum 1000 U/hr) adjusted to maintain aPTT at
1.5to02.0times control (approx. 50-70 seconds).

UFH should be given intravenously to patients treated with
nonselective fibrinolytic agents (streptokinase, anistreplase,
or urokinase) who are at high risk for systemic emboli (large or
anterior M, atrial fibrillation, previous embolus, or known LV
thrombus).

LMWH (Low Molecular Weight Heparin) : LMWH might be
considered an acceptable alternative to UFH.

Direct antithrombins : In patients with known heparin-induced
thrombocytopenia, it is reasonable to consider bivalirudin as a
useful alternative to heparin.

Antiplatelets

Aspirin : A daily dose of aspirin (initial dose of 162 to 325 mg
orally; maintenance dose of 75 to 162 mg) should be given
indefinitely after STEMI to all patients without a true aspirin
allergy.

Thienopyridines : Clopidogrel can be given for one month after
acute STEMI alongwith aspirin.

Inhibition of RAAS : An ACE inhibitor should be administered
orally within the first 24 hours of STEMI to patients with AWMI
(Anterior Wall MlI), pulmonary congestion, or LVEF < 40 %, in
the absence of hypotension or known contraindications to that
Class.

An ARB should be administered to STEMI patients who are
intolerant of ACE inhibitors.
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Strict Glucose Control During STEMI : During the acute phase
(first 24 to 48 hours) of the management, it is reasonable to
administer aninsulin infusion to normalize blood glucose, even
in patients with an uncomplicated course.

After the acute phase of STEMI, it is reasonable to
individualize treatment of diabetics, selecting from a
combination of insulin, insulin analogs, and oral hypoglycemic
agentsthatachieve the best glycemic control.

Magnesium : Documented magnesium deficits be corrected,
especially in patients receiving diuretics before the onset of
STEMI. Episodes of torsade de pointes-type ventricular
tachycardia (VT) associated with a prolonged QT interval be
treated with 1 to 2 g of magnesium administered as an
intravenous bolus over 5 minutes.

Calcium Channel Blockers : Verapamil or diltiazem can be given
to patients in whom beta-blockers are ineffective or
contraindicated (eg, bronchospastic disease) for relief of
ongoing ischemia or control of a rapid ventricular response
with atrial fibrillation or flutter after STEMI in the absence of
CHF, LV dysfunction, or atrioventricular (AV) block. Nifedipine
(immediate-release form) is contraindicated in treatment of
STEMI because of the reflex sympathetic activation,
tachycardia, and hypotension associated with its use.

Location

Coronary Care Unit:

1. STEMI patients should be admitted to a quiet and
comfortable environment that provides for continuous
monitoring of the ECG and pulse oximetry and has ready
access to facilities for hemodynamic monitoring and
defibrillation.

2.  The patient's medication regimen should be reviewed to
confirm the administration of aspirin and beta-blockers
in an adequate dose to control heart rate and to assess
the need for intravenous nitroglycerin for control of
angina, hypertension, or heart failure.

Stepdown Unit:

1. It is a useful triage strategy to admit low-risk STEMI
patients who have undergone successful PCl directly to
the stepdown unit for post-PCl care rather than to the
CCuU.

2. STEMI patients originally admitted to the CCU who
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demonstrate 12 to 24 hours of clinical stability (absence
of recurrent ischemia, heart failure, or hemodynamically
compromising dysrhythmias) should be transferred to
the stepdown unit.

3.  Uncomplicated AWMI and IWMI can be discharged from
hospital safely on 3 & 5 day respectively.

Early, General Measures

Level of Activity :

1.  After 12 to 24 hours, it is reasonable to allow patients
with hemodynamic instability or continued ischemia to
have bedside commode privileges.

2.  With STEMI
discomfort, symptoms of heart failure, or serious
disturbances of heart rhythm should not be on bed rest
formorethan 12 to 24 hours.

who are free of recurrent ischemic

Diet:

1.  Patients with STEMI should be prescribed the NCEP Adult
Treatment Panel Il (ATP Ill) Therapeutic Lifestyle
Changes (TLC) diet, which focuses on reduced intake of
fats and cholesterol, less than 7% of total calories as
saturated fats, less than 200 mg of cholesterol per day,
increased consumption of omega-3 fatty acids, and
appropriate caloricintake for energy needs.

2.  Diabetic patients with STEMI should have an appropriate
food group balance and caloricintake.

3.  Sodium intake should be restricted in STEMI patients
with hypertension or heartfailure.

Patient Education in the Hospital Setting : Patient counseling
to maximize adherence to evidence-based post-STEMI
treatments (eg, compliance with taking medication, exercise
prescription, and smoking cessation) should begin during the
early phase of hospitalization, occur intensively at discharge,
and continue at follow-up visits with providers and thorough
cardiac rehabilitation programs and community support
groups, asappropriate.

Analgesia/Anxiolytics : Use anxiolytic in STEMI patients to
alleviate short-term anxiety or altered behavior related to

hospitalization for STEMI.

Risk Stratification During Early Hospital Course : Indicators of
failed reperfusion, worsening clinical status, presence of
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mechanical complications (heart failure, presence of new
murmur) herald increased risk and suggest the need for rapid
intervention. Patients with a low risk of complications may be
candidatesfor early discharge.
Ideal Prescription at Discharge

contraindicated) as early as possible after diagnosis of
STEMIand should be continue for life long.

ACEl (Angiotensin Converting Enzyme Inhibitors) :
Within 1st 24hrs, all patients (if not contraindicated) to
be given ACEI. ARB's can be given if intolerance. At one
month, echocardiography can be done and ACEI can be
stopped if normal LV function. It should be continue in

1.  Aspirin: All patients should be on Aspirin for life long until patients with LV dysfunction, systemic hypertension or
unless contraindicated diabetics.
2.  Clopidogrel: 75mgdaily for at least on month Aldosteron Antagonist: Current evidence suggests that
3.  Statins: Maximum possible dose (Atorvastatin 80mg) at all post Ml patients should be on Aldactone or Eplineron
least for one month, dose to be titrated according to atleast for one month for better remodeling.
LDL,HDL, TG, LDL/HDL ratio. Anxiolytic: It is better to give Anxiolytic to a anxious or
4. B-blockers: B-blockers to be given to all patients (if not type A personality person.

Stool softener: Itis better to add stool softener to avoid
strain at stool for at least initial period.

To protect the most
important
people in your life

Visit CIMS Hospital
""""""" ‘

| Upto June 30, 2011 |

CIMS Super | CIMS | CIMS Women’s ¥
Advanced Comprehensive

Health Check-up 3@ Health Check-up
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| Health Check-up
T 12000/- only T 4000/-only :
(Regular Cost % 15000/-, (Reguiar Cost % 5000/, :

|

|

Upto June 30, 2011

X 1500/-only
) (Regular Cost ¥ 2500/-,
42 items total body check-up . . .
including advanced CT Scan 20 items check-up including
cardio diabetic, echo,

17 Items check-up including
calcium scoring, echo, chest x-ray, mammography,
TMT, chest x-ray, etc.)

pap smear, ultra sound

I abdomen, etc.)
Please bring this cutting

| with you to avail of this offer

TMT, chest x-ray,
carotid doppler, etc.)

Please bring this cutting
with you to avail of this offer

Please bring this cutting
with you to avail of this offer

5 ® CIMS Hospital : Nr. Shukan Mall, Off Science City Road, Sola, Ahmedabad-380060.
xry C I MS For appointment call : +91-79-3010 1200, 3010 1008 (M) +91-90990 66540, 98250 66664, 98250 66668.

Care Institute of Medical Sciences ~ Ph- : #91-79-2771 2771-75 (5 lines) For appointment email on opd.rec@cims.me email : inffo@cims.me web : www.cims.me
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WANTED PEDIATRICIANS Coronary Calcium Score

MD Pediatrics / DNB Pediatrics /

Chest

B e Lo What are some common uses of the procedure?

W uve - g
D. Ped / D. CH L//uf: M The goal of cardiac CT scan for calcium scoring is
Freshers also can apply Q to determine if CAD is present and to what

KEY ELEMENTS OF OUR UNIT ARE : CIeLEL extent, even if there are no symptoms. It is a

B 12 bedded NICU (level lll), with high frequency " g Salcium ﬂ screening study that may be recommended by a
oscillatory ventilator (HFOV) with NO2 E\ LN physician for patients with risk factors for CAD
compatibility. S S e but noclinical symptoms.

B 5 bedded PICU with all modern gadgets. The major risk factors for CAD are: Benefits

B 5 bedded pediatric cardiac ICU dealing with all kind B Cardiac CT for calcium scoring is a
of Pre op /Post op CHD. convenient and noninvasive way of

Applications may be forwarded to CIMS hospital at Family history of heartattacks  evaluating whether you may be at

doctor@cims.me or amit.chitaliya@cims.me Diabetes S

. ) } B The exam takes little time, causes no
or nimish.parikh@cims.me

pain, and does not require injection of
Explore the unique opportunity to learn Cigarette smoking contrast material.
high end pediatric critical care.

B No radiation remains in a patient's body
Contact Dr. Amit Chitaliya (M -+91- 90999 87400)

High blood cholesterol levels

High blood pressure

Overweight or obese e
aftera CT examination.

Physical inactivity B X-rays used in CT scans usually have no

/'_\\L#Y CIMS® immediate side effects.

Care Institute of Medical Sciences

®
CIMS Hospital : Nr. Shukan Mall, Off Science City Road, Sola, Ahmedabad-60. M ‘ t IM S
Ph. : +91-79-2771 2771-75 (5 lines) Fax: +91-79-2771 2770 L3
Mobile : +91-98250 66664, 98250 66668. Care Institute of Medical Sciences

For appointment email on opd.rec@cims.me, email : info@cims.me, www.cims.me

CIMS Neonatal & Pediatric Critical Care Services

We deliver STATE-OF-THE ART Ensur lng the best care
PEDIATRIC CRITICAL CARE SERVICES in initial steps of their lives.

We are determined to provide seamless comprehensive health care services for the children , regardless
of how complex their problems may be ; to ensure the best care in the initial steps of their lives.

key features of CIMS-Pediatric Critical Care Services -

B Highly Trained intensive care team to treat critical neonates.

B Dedicated and trained personnel to cater premature babies Neonatal ICU.

B State-of-the-art 12 bedded advanced neonatology set up, well equipped with Conventional as well as
high frequency oscillatory ventilation (HFOV-SLE 5000) With Nitric Oxide compatibility.

B Special Respiratory Care of premature babies with Non invasive ventilation (i.e. bubble CPAP).

B Wellequipped designated PICU (5 bedded-Pediatric ICU) & PSICU (5 bedded-Pediatric Surgical ICU).

B Special care forinfection control with 0.3 micron Hepa filtersin ICU.

B Facilities for Multi para Invasive monitoring, Peritoneal Dialysis, Bedside Ultrasonography, Total
Parenteral nutrition ,Photo therapy.

B Multi-disciplinary interventional programme with facilities like in-house Pediatric surgery,
F.0.Bronchoscopy.

B Well reputed Pediatric cardiology & cardiac surgical programme at CIMS with Cutting Edge technology
and gadgetsi.e. Real time 3D echo cardiography.

B 24x7 emergency supportand transport team equipped with pediatric ventilators.

B Perinatal high-risk pregnancy consultation.

® CIMS Hospital : Nr. Shukan Mall, Off Science City Road, Sola, Ahmedabad-380060.

Wy ( ‘IMS For appointment call : +91-79-3010 1200, 3010 1008

(M) +91-90990 66540, 98250 66664, 98250 66668. Ph. : +91-79-2771 2771-75 (5 lines)
For appointment email on opd.rec@cims.me email : info@cims.me web : www.cims.me

Care Institute of Medical Sciences
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SUPER EARLY BIRD REGISTRATION
Special offer < 3,500/- only*

instead of Rs. X 5,000/-
Along with FREE
CIMS-3C-CON 2011 DVD set
*This offer is available upto May 31, 2011

CIMS-CON 2012 Registration Form

Cheque or DD's to be made A/C payee and in the name of ‘CIMS Hospital Pvt. Ltd.” Kindly mail the registration form
along with the cheque/DD to our office. All Cash Payment are to be made at ‘CIMS Hospital, Ahmedabad' only.

January 6-8, 2012 20 1 2

Organized by

Yoy CIMS® el The Heart Care Clinic

Carc Institute of Medical Seiences ——_ Clinical Care Consultants

Before Before Spot Reg.(After L prof. Clor O wmr. [ wmrs. O wms.

Module 31-10-11 31-12-11 31-12-11)
(A) | Main Conference (January 6-8,2012) |[1%5000 |[]% 6000 | [] % 7000

(including certification course)
(B) |Certification Courses (January 8,2012) | 1% 1500 | %2000 | L] % 2500 First Name Middle Name Last Name
(C) | ** Deposit for Hotel Accommodation | []¥ 3000 |[]% 3000 | [] ¥ 3000 Qualification : Resi. Address :

(Separate cheque)
(D) |[For students doing MD (Medicine) [1% 2500 [[J%3000 | []% 3500

with proof City : State : Pin Code :
E) |Spouse Registration (Non refundable) | []¥ 3500 |[J% 3500 | [] ¥ 3500 Phone (STD Code) (0) ®R) M)
(F) |Foreign Delegates [J $450 | [ $500 [J s$e00
(G) | % Deduction (in case of cancellation) 10% 30% No Refund Email :
** Hotel Accommodation is optional. If you have applied for **You want hotel accommodation? ClYes [INo

(The accommodation package is priced at Rs. 3,000/- for 2 nights with twin

accommodation, please send a separate deposit cheque of sharing & 4500/- for 3 nights

¥ 3000 to cover the cost of your stay for two nights. Students also

e . —
need to pay for Hotel Accommodation at the same rate. Payment Details - Spouse Registration

Spouse Registration Fee < 3,500/- (Non Refundable)

Delegate Name :

Due to limited seating in various venues, register early to avoid

disappointment. Spouse Name :

2 Contact No. :
Payment Details

i d:
3 Zinword : N <in wor
e T T T | e e LI T T [T TTTTT]
|Bank: |
k:
| sl | *Please give seperate cheque of ¥ 3,500/- for spouse registration

®
Aede C I M CIMS Hospitals, Nr. Shukan Mall, Off Science City Road, Sola, Ahmedabad-380060.
= Phone : +91-79-3010 1059 / 1060 Fax: +91-79-2771 2770 Mobile: +91-9825066664, 9825066668

Care Institute of Medical Sciences ~ Email : cimscon@cims.me ~ www.cimscon.com / www.cims.me
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EECP (Enhanced External Counter Pulsation Therapy)

No surgery. No intervention. No pain.

Advantages of EECP therapy over other options:

B A non-invasive treatment for coronary artery
stenosis.

B Performed on an out patient basis.

B Safe, painless, comfortable with no side effects
B Cost effective.

B EECP (Enhanced External Counter Pulsation), is a non-
invasive procedure which reduces symptoms of angina
pectoris.

B Ecp therapy is clinically tested and proven atraumatic

*for the patients with heart blocks in arteries who cannot or outpatient alternative procedure to standard surgical
don’t want to undergo angioplasty / bypass & for the old interventions, namely balloon angioplasty (PTCA) and
bypass patients having recurrence of chest pain bypass surgery(CABG).

;&7 ( :IM ® CIMS Hospital : Nr. Shukan Mall, Off Science City Road, Sola,  For information send SMS on below nos. & type “ECP”
Ahmedabad-380060. Ph.:+91-79-2771 2771-75 (5 lines) Dr. Bhagyesh Shah (M) +91-90990 68938
Care Institute of Medical Sciences ~ email : info@cims.me web : www.cims.me Dr. Vipul Thakkar (M) +91-90990 68935

Ambulance & Emergency : +91-98244 50000, 97234 50000, 90990 11234 Kruti Shah (M) +91-99240 55656
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