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Abstract: Cases involving both cerebral infarction due to internal carotid artery occlusion and acute coronary syndrome are clinically
rare and challenging to treat. A 50-year-old male patient was admitted to the hospital due to coexistence of internal carotid artery
occlusion ischemic stroke and acute coronary syndrome. After coronary angiography and percutaneous coronary intervention (PCI),
immediately perform cerebral angiography, followed by right internal carotid artery occlusion balloon dilation and stent formation,
intracranial artery thrombectomy, and complete recovery of cerebral blood flow. His condition improved significantly after 15 days,
and the weakness of the left limbs and alalia improved a lot. The patient who was followed up for 1 years had stable conditions and
was able to take care of himself, with an mRS score of 1. Patients with acute cerebral infarction typically receive rt-PA treatment
within 4.5 hours. If head and neck CTA reveals occlusion of a large artery, endovascular therapy can be used as a bridge. The
therapeutic sequence of coronary stenting followed by endovascular thrombectomy and carotid artery stenting may have been critical
to the patient’s favorable clinical outcome. While Antiplatelet aggregation is crucial during the perioperative period of carotid artery
stenting or/and coronary stent implantation, its initiation within 24 hours of intravenous thrombolysis must balance efficacy against
bleeding risk. Tirofiban represents a potential option during this high-risk period.

Keywords: acute ischemic stroke, endovascular treatment, acute coronary syndrome, percutaneous coronary intervention, antiplatelet
aggregation, cardiocerebral infarction

Introduction

Cardiocerebral infarction (CCI) refers to the rare occurrence of acute ischemic stroke and acute myocardial infarction
either simultaneously or in close succession,’ with an estimated prevalence ranging from 0.29% to 0.79%.' Cases
involving both cerebral infarction due to internal carotid artery occlusion and acute coronary syndrome are clinically rare
and challenging to treat. Experiencing both an acute ischemic stroke and acute coronary syndrome simultaneously is
a medical emergency, and failure to treat these conditions promptly results in a poor prognosis. Currently, there is a lack
of standardized treatment protocols specifically for cardiocerebral infarction. In recent years, advancements in rational
drug therapy and interventional cardiology have significantly lowered mortality and effectively improved the functional
prognosis of patients with this condition. Clinical decision-making requires a careful risk-benefit analysis, often
prioritizing the lesion that poses the most immediate threat to life.> However, the etiological factors and contributing
factors of cerebral infarction due to internal carotid artery occlusion combined with acute coronary syndrome can vary
among patients. The shared pathological foundation between acute myocardial infarction and large-artery atherosclerotic
stroke is constituted by the interplay of multiple mechanisms, including atherosclerosis, vascular endothelial dysfunction,
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activation of the coagulation system, catecholamine storm in Takotsubo syndrome, cytokine storm in systemic inflam-
mation, patent foramen ovale, aortic mural thrombus, and genetic susceptibility.* Although guidelines support the use of
intravenous thrombolysis in cardiocerebral infarction, its application warrants cautious evaluation.” Concerns include the
potential risk of cardiac rupture and the limitation of anti-thrombotic therapy within 24 hours post-thrombolysis, which
may impact the feasibility and timing of subsequent percutaneous coronary intervention.”> The potent and reversible
antiplatelet effect of tirofiban supports its potential role in the perioperative setting of endovascular therapy for acute
cardiocerebral infarction.®® As a result, different patients may require individualized medications and treatment plans to
improve their survival rate and functional prognosis. This paper presents a case of a patient with both cerebral infarction
due to internal carotid artery occlusion and acute coronary syndrome, aiming to offer new insights into the diagnosis and

treatment of patients with cardiocerebral infarction.

Case Report

Clinical Presentation

A 50-year-old male patient was admitted to the hospital on April 14, 2022 due to 1 day of chest tightness and 1 hour of
weakness in his left limb. The patient experienced chest tightness and chest pain accompanied by profuse sweating
before April 13, 2022. He exhibited weakness in his left limb one hour before arriving at the hospital and also
experienced alalia, a speech disorder. He had no prior history of hypertension and diabetes. No bad habits of tobacco
or alcohol use. He denied any family history of strokes or acute coronary syndrome, and he had healthy, nonconsangui-
neous parents. The physical examination upon admission revealed 36.8°C (T), 89 beats/min (P), 19 beats/min (R), and
125/89 mmHg (BP). The patient was agitated, but no moist rales or dry or moist crackles were detected in the lungs. His
heart beat was rhythmic with 89 beats/min, and no significant pathologic murmurs were noted in each valve auscultation
areca. The abdomen was soft, with no tenderness, rebound tenderness, muscle tension, or edema in the lower limb. The
liver and spleen could not be touched under the ribs. Further check-ups indicated that the patient had dysarthria but could
provide relevant answers to questions. His pupils were equal in size, measuring 3 mm in diameter, with both direct and
indirect pupillary light reflexes intact. Eyeball movements were found to be normal, and both eyeballs were centered.
Additionally, the left nasolabial fold was shallow, the mouth slanted to the right, and the tongue was centered. Muscle
strength in the left limb was graded at 1, while the right limb was graded at 5. Muscle tone was normal, and 2+
symmetrical tendon reflexes were observed in all limbs. The Hoffmann’s sign, Rossolimo’s sign, Babinski’s sign, and
Chaddock’s sign were all negative for both limbs. The patients did not cooperate with the examination for sensory ataxia.
The examination results also revealed soft neck muscles, indicating no abnormalities and Kernig’s sign for bilateral limbs
was negative. The NIHSS (National Institutes of Health Stroke Scale) score was 12.

Assistant Examinations
Pre admission assistant examination at 10:51 on April 14, 2022, cardiac troponin I (cTn I) 0.013ng/mL (reference range:
0 to 0.034ng/L). Myocardial enzyme: creatine kinase 82.1 U/L, creatine kinase-myocardial band 3.41 ug/L, lactate
dehydrogenase 138 U/L. Electrocardiogram: II, III, AVF leads: ST segment depression, V2-V4 leads: T wave peak.
Admission assistant examination at 11:12 on April 14, 2022, Brain CT: high density of right middle cerebral artery,
no other obvious abnormalities found (Figure 1A and B). At 18:09 on April 14, 2022, blood lipid: total cholesterol
5.73 mmol/L, high-density lipoprotein 0.77 mmol/L, and low-density lipoprotein 3.96 mmol/L. Cardiac troponin I (cTn I)
12.8ng/mL. Myocardial enzyme: creatine kinase 729 U/L, creatine kinase-myocardial band 75.20 ug/L, lactate dehy-
drogenase 228 U/L. No significant abnormalities were found in blood routine, urine routine, stool routine, coagulation
panel (four items), thyroid panel (three items), erythrocyte sedimentation rate, fasting blood-glucose, glycosylated
hemoglobin, renal function, C-reactionprotein, uric acid, electrolyte, and liver function examinations.
Electrocardiogram at 15:32 on April 15, 2022: sinus bradycardia; abnormal Q-wave in the anterior septal wall,

suggesting anterior septal myocardial infarction; occasional ventricular premature contractions.
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Figure | The patient’s cranial CT and MRI images. (A and B) The initial cranial CT scan after admission revealed a high-density sign in the right middle cerebral artery (red
arrows). (C and D) The immediate post-surgery cranial CT scan showed slight leakage of contrast agent in the right cerebral hemisphere (red arrows). (E and F) The cranial
CT scan taken 8 hours after surgery indicated absorption of the contrast agent with no signs of hemorrhage (red arrows). (G and H) The cranial CT scan taken 2 days after
surgery displayed cerebral infarction foci in the right cerebral hemisphere (red arrows). (I-L) The DWI (Diffusion-Weighted Imaging) cranial MRI scan taken 4 days after
surgery indicated multiple cerebral infarction foci in the right cerebral hemisphere (red arrows).

Interventions
When cardiovascular interventional physicians and cerebrovascular interventional physicians arrive on the scene
simultaneously, efficient collaboration is essential to ensure optimal patient care. After obtaining informed consent
from the patient and their authorized representative, intravenous administration of 0.9 mg/kg of Alteplase was immedi-
ately initiated for thrombolytic therapy, as the patient experienced an acute cerebral infarction within 4.5 hours and had
no relevant contraindications. While using alteplase infusion, endovascular diagnosis and treatment were promptly
conducted without waiting for further evaluation of whether the patient’s symptoms and signs had improved. First,
coronary interventional diagnosis and treatment were performed, followed by cerebrovascular interventional diagnosis
and treatment. After intravenous thrombolysis, tirofiban was continuously intravenously infused at a rate of 0.4 pg/
(kg-min) for 30 minutes, followed by an intravenous infusion at a rate of 0.1 pg/(kg-min) for 24 hours.

The coronary angiography revealed plaque infiltration with multiple mild-to-moderate coronary stenoses, as well as
a significant stenosis (approximately 90%) in the proximal-to-mid segment of the left anterior descending artery (LAD),
spanning approximately 25 mm in length, with TIMI (Thrombolysis In Myocardial Infarction) flow grade 3. According
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to the preoperative plan, balloon dilation and stenting were immediately performed on the LAD. A successful implanta-
tion of an Abbott drug-eluting stent (2.5*38mm) was achieved, with good stent apposition after adequate post-dilation
and no residual stenosis observed. TIMI flow grade 3 was restored in the LAD, and the coronary interventional procedure
was completed (Figure 2A and B).

Immediately following the coronary angiography and PCI (Percutaneous Coronary Intervention) treatment, a cerebral
angiography was performed, which indicated a significant stenosis at the origin of the right internal carotid artery (ICA)
and occlusion at the terminal end of the right ICA. No obvious abnormalities were noted in the morphology and course of
other cerebral arteries. Based on the cerebral angiography results, the diagnosis was considered to be thromboembolism
from the origin of the right ICA, occluding the C7 segment of the right ICA.

Promptly, balloon dilation and stenting were performed on the stenotic area of the right ICA, with a successful
placement of a WALLSTENT (9*50mm). Mild residual stenosis (30%) was noted. Subsequently, intracranial throm-
bectomy was conducted using a cat6 intracranial support catheter and a distal occlusion double-basket embolectomy
device, EMBOTRAP2, successfully retrieving the embolus. Complete blood flow restoration was achieved in the
occluded intracranial artery, with TIMI flow grade 3. The surgical procedure was then concluded (Figure 2C-I).

Figure 2 Images of the intravascular treatment process and pathology of the embolus. (A and B) Images before and after stent implantation in the left anterior descending
coronary artery (red arrows indicate the site of coronary stenosis). (C-I) Images of the cerebral angiography, right carotid artery stent implantation, and intracranial artery
thrombectomy process (red arrows indicate the key location during the procedure). (J-L) Pathology of the embolus indicated thrombosis.

4 https: International Medical Case Reports Journal 2026:19



Luo et al

Outcome and Follow-Up

Post-surgery, continuous intravenous infusion of Tirofiban was maintained at a rate of 0.1 pg/(kg-min) for 24 hours,
followed by a bridging therapy with dual antiplatelet aggregation using Aspirin and Clopidogrel. Additionally, statins were
administered to stabilize plaques, blood pressure was controlled, and rehabilitation therapy was provided. The embolus
pathology indicates thrombosis (Figure 2J-L). The cranial CT scans conducted post-intervention (Figure 1C and D), 8 hours
post-surgery (Figure 1E and F), and 2 days post-surgery (Figure 1G and H) revealed no hemorrhagic transformation. The
cerebral infarction lesion in the right cerebral hemisphere gradually appeared and remained stable Four days post-surgery,
the cranial MRI also indicated multiple large infarction lesions in the right cerebral hemisphere (Figure 11-L). His condition
improved significantly after 15 days, and the weakness of the left limbs and alalia improved a lot. The physical examination
indicated that the patient was conscious and could talk normally. The muscle strength of the limbs was graded 5. The NIHSS
score was 1. The patient was discharged from the hospital without complications and prescribed long-term antiplatelet
aggregation therapy and intensive statin treatment for outpatient care. The patient who was followed up for 1 years had
stable conditions and was able to take care of himself, with an mRS score of 1.

Discussion
Challenges in Diagnosing and Treating Patients with Both Acute Ischemic Stroke and

Acute Coronary Syndrome

Acute ischemic stroke and acute coronary syndrome are two life-threatening diseases that can occur simultaneously. The
incidence of stroke after acute myocardial infarction ranges from 1% to 5%, with 73% of patients exhibiting atrial
fibrillation and 15% having multiple blocked branches of the coronary artery.” However, how to diagnose and treat these
two kinds of diseases is different. The causes of acute cerebral infarction due to internal carotid artery occlusion vary,
including in situ atherosclerotic thrombosis (ISAT), cardiac embolism, and takayasu’s arteritis. In contrast, coronary
artery occlusion in cases of acute coronary syndrome is more likely caused by atherosclerosis with thrombosis.'® Blood
clots from cardiac embolism can migrate from the aortic arch or carotid vascular into the intracranial arteries.
Additionally, increased catecholamine release and autonomic dysfunction in patients experiencing acute myocardial
infarction exacerbate platelet aggregation and contribute to thrombosis. These factors may represent the pathophysiolo-
gical mechanisms that lead to acute ischemic stroke.'' When treating patients with both acute ischemic stroke and acute
coronary syndrome, the initial placement of a stent to preserve myocardial function may delay stroke treatment,
potentially resulting in permanent disability. Conversely, if the endovascular treatment for internal carotid artery
occlusion is given first, the patient may experience cardiogenic shock or malignant arrhythmias, leading to serious
consequences. Rt-PA is currently the only thrombolytic drug approved for use in treating both acute ischemic stroke and
acute myocardial infarction. Patients with cerebral infarction can usually be treated with rt-PA within 4.5 hours, and
bridging therapy can be provided if head and neck CTA suggest large artery occlusion.'? For cerebral infarction patients
undergoing rt-PA thrombolytic therapy, the initiation of antiplatelet aggregation therapy with aspirin and clopidogrel is
typically delayed to between 24-48 hours to avoid intracranial bleeding or other organ-related bleeding complications.'?
The time window for thrombolysis in acute myocardial infarction is within 12 hours of onset,'® which is longer than that
for acute ischemic stroke. If a coronary stent is implanted, the administration of aspirin and clopidogrel for antiplatelet
therapy is typically required after the procedure. However, for patients with atrial fibrillation besides infarction, the use of
drugs alone for antiplatelet aggregation may increase the risk of thrombosis due to atrial fibrillation. Vitamin
K antagonist (VKA) in combination with single antiplatelet therapy (SAPT) may be the most effective treatment plan
for preventing stroke for these patients.” However, current data do not show that anticoagulation therapy is suitable for
patients with acute coronary syndrome following stent placement. Similarly, patients who have undergone emergency
carotid artery stenting also require antiplatelet aggregation therapy with aspirin and clopidogrel to prevent blood clot
formation and subsequent vascular reocclusion. Therefore, there exists a therapeutic contradiction: for cerebral infarction
patients who have undergone rt-PA intravenous thrombolysis, the administration of aspirin and clopidogrel for antiplate-
let aggregation is typically delayed by more than 24 hours; however, immediate use of aspirin and clopidogrel for
antiplatelet aggregation is necessary after coronary artery stenting and/or carotid artery stenting procedures. Tirofiban is
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a highly effective intravenous antiplatelet drug, characterized by its rapid onset and short half-life. It is particularly suited
for patients undergoing coronary stent implantation and/or emergency carotid stent implantation procedures. Continuous
intravenous infusion of Tirofiban can effectively prevent in-stent thrombosis while maintaining a low risk of bleeding.
The specific administration method is as follows: an initial intravenous infusion at a rate of 0.4 micrograms per kilogram
of body weight per minute for 30 minutes, followed by a continuous intravenous infusion at a rate of 0.1 micrograms per
kilogram of body weight per minute for 24 to 72 hours. When performing endovascular treatment on patients, the
adequate and timely use of Tirofiban concurrently addresses the challenge of withholding aspirin combined with
clopidogrel for antiplatelet aggregation therapy within the first 24 hours after intravenous thrombolysis.'* Although
patients may be within the time window for intravenous thrombolysis, the treatment outcomes for cerebral infarction and
myocardial infarction are still influenced by the volume of the infarct core, the area of the ischemic penumbra, the size
and nature of the thrombus, and collateral circulation. Additionally, there is a risk of reinfarction and hemorrhagic
transformation, with cardiac rupture and pericardial tamponade being the most severe thrombolytic complications in
patients with acute myocardial infarction. Therefore, maintaining a delicate balance between ischemia and hemorrhage
simultaneously is crucial. For acute myocardial infarction patients who are in the stroke thrombolysis phase and have
unstable hemodynamic status, emergency coronary stent implantation may provide benefits.'> However, the central
therapeutic dilemma lies in the fact that urgent reperfusion therapy for one condition may delay or increase the risk of
treatment for the other.®'® No standardized guidelines currently exist for this scenario. A case series suggests that
intravenous tissue plasminogen activator at stroke dose may be the preferred initial step, followed by endovascular
coronary or cerebrovascular intervention as needed.” However, the use of rt-PA requires careful consideration of the
associated risk of cardiac rupture and the limitation of antithrombotic therapy within the subsequent 24-hour window.’
Tirofiban represents a potential antiplatelet option during this critical perioperative period following thrombolysis and
subsequent coronary or neurovascular intervention.” Therefore, the treatment steps for this patient were as follows: first,
intravenous thrombolytic therapy was administered; immediately after, coronary stent implantation surgery was per-
formed; and finally, cerebrovascular intervention was carried out. Perioperative antiplatelet coverage with tirofiban was
administered within the first 24 hours post-procedure.

Safety and Prognosis of Mechanical Embolectomy After Intravenous Thrombolysis

versus Mechanical Embolectomy Alone for Acute Ischemic Stroke

Previous studies have shown that the probability of restoring the blood flow within 3 hours after intravenous thrombolysis
for occlusion of the intracranial segment of the internal carotid artery is quite low (4%). In contrast, this probability
increases to 21% and 38% for occlusions in the M1 and M2 segments of the middle cerebral artery, respectively.!” This
indicates that in anterior circulation infarction, the closer the occluded blood vessel is to the distal segment of the middle
cerebral artery, the higher the probability of restoring blood flow. Conversely, the closer the blocked vessel is to the internal
carotid artery and the heart, the lower the probability. Therefore, an increasing number of studies have shown that, in
patients with acute ischemic stroke caused by large vessel occlusion, compared to intravenous alteplase bridging with
mechanical thrombectomy within 4.5 hours after the onset of neurological deficit symptoms, mechanical thrombectomy
alone results in no poorer functional prognosis over 90 days, and there is no significant difference in the incidence of
complications such as cerebral hemorrhage.'®?? However, the combination of intravenous thrombolysis and mechanical
embolectomy may not lead to the desired outcomes. This is partly because the use of recombinant tissue plasminogen
activator (rtPA) for intravenous thrombolysis can delay the execution of mechanical thrombectomy. More importantly, rtPA
increases the risk of symptomatic cerebral hemorrhage or cardiac rupture. Therefore, the risks of cerebral hemorrhage and
other hemorrhagic complications are slightly higher when both methods are used together compared to mechanical
thrombectomy alone. However, some scholars argue that intravenous thrombolysis, approved for the acute management
of both conditions has been suggested as the best approach to the treatment of simultaneous cardiocerebral infarction if
there is no contraindication, and both presentations are within the time frame for the administration of a thrombolytic.>
Several meta-analyses indicate that early intravenous administration of tirofiban within at least 24 hours after rt-PA
thrombolysis, as well as its use as rescue therapy during mechanical thrombectomy when bridging with intravenous
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thrombolysis, is acceptably safe and does not increase the risk of intracranial hemorrhage, symptomatic intracranial
hemorrhage, or distal embolization.”* For the patient in this study, we performed intravenous thrombolysis before
mechanical thrombectomy, with perioperative administration of tirofiban. The imaging indicated a relatively large area
of cerebral infarction; however, the prognosis remained favorable, with no significant symptomatic cerebral hemorrhage
observed. This paper contends that the bridging treatment of intravenous thrombolysis and endovascular intervention is
more suitable for treating acute stroke caused by large vessel occlusion of the anterior circulation within 4.5 hours of onset.
However, during intravenous thrombolysis and mechanical thrombectomy, it is essential not to wait to assess the outcomes
of thrombolysis. Without imaging indicating the site of vascular stenosis, we cannot determine whether the infarct site of
anterior circulation infarction is located in the internal carotid artery or the middle cerebral artery. The probability of
restoration of blood flow is low after intravenous thrombolysis for occlusion of the internal carotid artery; however, this
probability is higher in cases of occlusion within the cerebral artery. It does not require preparation or puncture before the
surgery, which saves time for treatment and allows for prompt reperfusion to increase the blood flow. Despite the favorable
clinical outcome achieved in this patient, the single-case nature of this report is evident. Consequently, the specific
management approach and positive result cannot be generalized. In summary, the decision on whether to bridge intravenous
thrombolysis before mechanical thrombectomy needs to comprehensively consider the specific condition of the patient, the
location and size of the thrombus, as well as the experience of the clinician. Each case should be analyzed individually to
determine the most appropriate treatment approach.

Thoughts About Whether to Perform CT Perfusion Imaging for Stroke Diagnosis

When a patient presents with stroke and requires intervention, it is essential to consider five key questions: (1) is it
a stroke with hemodynamic instability? (2) Can we identify an irreversible infarct core and a treatable ischemic
semidarkness? (3) Is there a thrombosis or embolism that can be treated?(4) Is there sufficient collateral circulation
compensation? (5) Is there a risk of injury due to hyperperfusion? Recent studies increasingly suggest that computed
tomography perfusion (CTP) plays a crucial role in assessing the efficacy of intravenous thrombolysis for cerebral
infarction and guiding the decision-making regarding interventional therapy.** As we all know, CTP reveals the cerebral
blood flow (CBF) and cerebral blood volume (CBV) below the normal range when acute ischemic stroke occurs, whereas
the mean transit time (MTT) of the contrast agent, the transit time to peak (TTP) of the contrast agent and the time-to-
maximum (Tmax) of cerebral blood flow were above the normal range.”” *’ Infarcted and non-infarcted tissues can be
distinguished using CBF and CBV parameters.”>*® The ischemic area can be predicted by MTT, TTP, and Tmax.?’
However, it remains uncertain whether CTP plays a role in the early cerebral infarction treated with rt-PA for intravenous
thrombolysis within 4.5 hours or treated with embolectomy within 6 hours. Therefore, we cannot exclude patients from
treatment with mechanical embolectomy based solely on the infarct core volume predicted by CTP, particularly in
patients with short onset time.® Additionally, CTP requires approximately 20-30 min from image acquisition to
reconstruction and patient transportation, which can result in delays in the emergency treatment for some patients with
acute ischemic stroke. However, for cerebral infarctions exceeding 6 hours due to large vessel occlusion, this delay is
irrelevant, regardless of whether there is infarcted brain tissue present. That is because the collateral circulation
compensation may play an important role rather than the time window at the time.”” Furthermore, CTA of the head
and neck and CTP of the head significantly elevate the level of contrast agents in the body, thereby increasing the risk of
contrast agents damaging the brain tissue or contrast-induced encephalopathy (CIE). Therefore, for cerebral infarction
caused by large vessel occlusion of the anterior circulation within 6 hours after onset, patients who have the indications
can receive endovascular therapy without requiring perfusion imaging or other imaging examinations. If the condition
persists beyond 6 hours, CTP should be performed first to find the infarct core area and the volume of the ischemic
penumbra, and then endovascular treatment should be provided after assessing the risk.*® In this case, we determined that
the cerebral infarction occurred within 6 hours, and the patient also had acute coronary syndrome; therefore, we opted not
to perform CTA and CTP examinations to expedite treatment. Additionally, our clinical experience indicates that the peak
edema of infarcted brain tissue occurs earlier after endovascular treatment compared to conservative drug therapy, and
glucocorticoid could delay this peak. Glucocorticoids can inhibit the inflammatory response, reduce the infiltration of
inflammatory cells in brain tissue, make cerebral blood vessels less permeable, improve the interstitial edema, increase
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cerebral blood flow, improve the blood supply of brain tissue, reduce the effect of contrast agent on brain tissue edema,
lower the risk of cerebral hernia due to the peak of edema, and improve the functional prognosis for patients with large
cerebral infarction.®’ Although among patients with acute ischemic stroke due to large-vessel occlusion undergoing
endovascular thrombectomy, adjunctive methylprednisolone added to endovascular thrombectomy did not significantly
improve the degree of overall disability, it could significantly reduce mortality, severe disability, and symptomatic
intracranial hemorrhage risk.*' So we prophylactically administered medium-dose glucocorticosteroids (methylpredni-
solone 2-3 mg/kg for 3 days) which resulted in favorable outcomes.

Conclusions

The selection of the most effective treatment plan for cerebral infarction caused by internal carotid artery occlusion and
acute coronary syndrome varies significantly among individuals. Intravenous thrombolysis, mechanical thrombectomy,
and percutaneous coronary intervention are all viable treatment options. The therapeutic sequence of coronary stenting
followed by endovascular thrombectomy and carotid artery stenting may have been critical to the patient’s favorable
clinical outcome. While Antiplatelet aggregation is crucial during the perioperative period of carotid artery stenting or/
and coronary stent implantation, its initiation within 24 hours of intravenous thrombolysis must balance efficacy against
bleeding risk. Tirofiban represents a potential option during this high-risk period. This strategy proved effective in this
specific patient, but its efficacy needs to be validated in larger-scale studies. Additionally, for cerebral infarction caused
by large vessel occlusion in the anterior circulation within 6 hours after onset, patients who meet the criteria can receive
endovascular treatment without the need for perfusion imaging examinations.
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