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Introduction

This presentation emphasizes the depth of multifocal 
atherosclerosis, its simultaneous presentation, and possible 
combined surgical treatment. We describe a clinical case of a  

 
67-year-old male with severe cardiac and cerebral symptoms and 
multiple comorbidities. He underwent a hybrid interventional 
procedure performed jointly by the cardiac and interventional 
teams [1-4].

Abstract
Multifocal atherosclerotic disease is most severe of cardiovascular pathology, which associated with significantly higher rate of MACCE, mortal-

ity, rehospitalization that requires multidisciplinary approach, multimodality imaging, complex treatment algorithm. Both, endovascular procedure 
and optimal medical therapy are used for each CAD and CVD. A hybrid simultaneous interventional procedure with using new antithrombotic agent 
may become a solution for improvement of outcomes in patients with Acute Coronary Syndrome and TIA/Stroke. 

Case Presentation

Figure 1: CT showed 95-99% stenosis right MCA.
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A 67-year-old male with history of multiple illness including: 
hypertension, diabetes, dyslipidemia, mild renal impairment, 
coronary artery disease. Patient was hospitalized to ED with 
recurrent transit ischemic attacks (TIAs) combining with NSTEMI-
MI. At the time of the examination, the patient complained of diffuse 
headache, marked general weakness, increased blood pressure 
up to 190/120 mmHg, weakness in the left side extremities and 
numbness of the tongue, recurrent chest pain. The patient had 
episodes of unconsciousness twice at home without seizures. The 
12-lead electrocardiogram (ECG) showed ST segment depression 
in V2 – V6 leads. Transthoracic echocardiogram was performed, 

which showed preserved cardiac function (EF – 50%), with aortic 
sclerosis, anterior LV wall hypokinesis (mostly interventricular 
septal segments) [5,6]. Hb -112 g/l, creatinine – 1.28mg/dL, 
Troponin 1.8ng/ml. Cerebral CT demonstrated severe kinking C1 
and critical stenosis of the Right ICA and MCA (Figure 1).

To clarify the cardiac and neurologic diagnosis a coronary 
and cerebral angiogram was planned. Selective carotid/cerebral 
angiography showed right internal carotid artery stenosis C2 
segment 70-75%, and intracranial Right MCA in the M1 segment 
has critical stenosis of 95-99% blood flow TIСI 1-2 (Figure 2).

Figure 2: Selective carotid/cerebral angiography showed 95-99% right MCA stenosis and C2 ICA stenosis 70%, severe kinking C1.

Coronary angiography showed critical narrowing along the 
anterior interventricular branch of the left coronary artery 90% in 

the proximal segment, 75-80% in the middle segment and 70-80% 
in the marginal branch (Figure 3).

Figure 3: Selective coronary angiography showed critical narrowing along the anterior interventricular branch of the left coronary artery 85-90% 
in the proximal segment.
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The simultaneous endovascular procedure was performed. 
Transfemoral approach, anesthesia – local+ sedation, antithrombotic 
agent – Cangrelol 30mcg/kg bolus and followed by a 4mcg/kg/
min infusion via IV line. The first stage was neurointervention: 
1) Angioplasty M1 segment right MCA with thromboaspiration 
technique 2) Angioplasty stenosis C2 segment ICA . A Neuromax 
6F guiding catheter was placed in the distal right common carotid 
artery [7]. A pressurized flushing system was set up. A Distal 

access catheter Sophia 5F with coaxial system neurowire Traxess 
0.014 +and Neurospeed 2.5x 8 mm intracranial balloon (3 -4 atm) 
were used. The ballon inflation lasted 10 sec with next following 
aspiration via Penumbra System. After that, balloon angioplasty 
was performed in C2 segment ICA using Neurospeed 2.5x 8 mm (8 
-10 atm) intracranial balloon. Control angiography was performed 
with result TICI 3 (Figure 4).

Figure 4: Restoration of blood flow in the intracranial section of the internal carotid artery and the M1 segment of the right spinal artery.

The second stage was coronary artery stenting. A guidewire 
system was inserted into the left coronary artery. Predilatation 
with a 2.5 x 15 mm balloon was performed (p 11-12 atm) in the 

proximal LAD [8]. DES Resolute Integrity 2.75 x 14 mm (p11 -12 
atm) was implanted. Control angiography was performed with a 
positive angiographic result TIMI3 (Figure 5).

Figure 5: Restoration of blood flow in the left anterior descendance artery.

The closer device AngioSeal. Duration of procedure 85min, 
contrast – 210ml. There were not any complication. Optimal 
medical therapy: Ticagrelor 90mg x twice per day, Aspirin 75mg, 
Rosuvastatin 20mg. Patient discharged on the fourth day [9].

Discussion

Angiography and stenting of carotid and coronary arteries are 
becoming part of routine interventional practice and are widely 
performed by appropriately trained and qualified specialists. Each 
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procedure has its own indications and contraindications, its own 
risks, its own techniques, and areas of application. It requires 
appropriate knowledge and experience and specialized medical 
instruments. In clinical practice, we are often confronted with 
these procedures being performed separately, sometimes even at 
different time intervals. This leads to a loss of precious time for the 
patient [10,11].

Of course, there are reasons and indications for this too. 
However, after carefully weighing and weighing up the risks 
and benefits, we are more inclined toward the simultaneous 
performance of such interventions. Firstly, the X-ray burden on the 
staff and the patient is significantly reduced. Repeated interventions 
always exponentially increase the risk of infection and septic 
complications. Most importantly, the patient receives all necessary 
care at once, without losing any time. This significantly increases 
the chances of subsequent recovery. This reduces the length of 
hospital stay and the overall financial burden on the healthcare 
system as a whole [12-15].
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