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1. Pincer attack

Use Retrograde Technique wisely



This is RCA CTO case. Scrutinization of this view shows there are
2 collateral channels extending from LAD to 4PD and from LCX to 4AV.

Case 1 : Double Retrograde Approach for 

RCA CTO with distal bifurcated lesion



Retrograde wire was advanced to the CTO lesion. Then we conducted reverse CART 
technique which can make communication among these 2 wires. 

Thus retrograde wire reached the antegrade guiding catheter.

Case 1 : Double Retrograde Approach for 

RCA CTO with distal bifurcated lesion



When this retrograde wire completed externalization, ballooning from 
antegrade route was planned, however, since 4AV branch was not yet 
opened up, and antegrade approach to 4AV was not successful.

Case 1 : Double Retrograde Approach for 

RCA CTO with distal bifurcated lesion



Therefore retrograde approach taking the route of LCX to 4AV was conducted.
After all, it resulted to save both 4AV and 4PD (without losing branches ) .

This is the ¬Potential Advantageº 

Case 1 : Double Retrograde Approach for 

RCA CTO with distal bifurcated lesion



RCA semi bridge CTO with collateral from mainly from LCX epicardial channel

Case 2 : RCA bridge CTO with collateral 

mainly from LCX epicardial channel



Antegrade approach first !!  Usually, you ¢d better not to do antegrade contrast injection. 

Case 2 : RCA bridge CTO with collateral 

mainly from LCX epicardial channel



Parallel wire technique !!  Use 90 ° different ang.projection wisely to confirm wire position.

Case 2 : RCA bridge CTO with collateral 

mainly from LCX epicardial channel



Even several GW manipulating, GW could not. At that time Collateral condition changed !!  

Case 2 : RCA bridge CTO with collateral 

mainly from LCX epicardial channel



Collateral condition changed !! Septal route appeared !! Now we can do Retrograde !!

Case 2 : RCA bridge CTO with collateral 

mainly from LCX epicardial channel



Retrograde GW was advanced in CTO to close Antegrade GW with 2 appropriate view.

Case 2 : RCA bridge CTO with collateral 

mainly from LCX epicardial channel



Wanted to do Reverse CART technique !! And finally complete externalization of GW.

Case 2 : RCA bridge CTO with collateral 

mainly from LCX epicardial channel



Stenting from antegradely very carefully.  And this is a FINAL ANGIOGRAM,

Collateral condition is not always same during your procedure.

Case 2 : RCA bridge CTO with collateral 

mainly from LCX epicardial channel



Retrograde Approach is a very nice technique 

but you need to remind

¬This is our GURANTEEº

Key Message 1 : Concept of Retrograde Approach   

1. Retrograde technique is highly sure, reliable technique

IF we have an appropriate collateral channel to use for it .

2. Condition of collateral channel is always changing and 

different in each procedure. And interestingly, even during

the one procedure, collateral condition will sometimes change.



2. Shone torch on the floor

Use IVUS as a torch 



Case 3: LAD CTO: distal end has a hard ¬old CAPº 

LAD blunt CTO(not so long) with dull end distal re -entry site



Antegrade GW went into CTO lesion with checking several projection, 

Now looks not so bad !!!

Case 3: LAD CTO: distal end has a hard ¬old CAPº 



Looks OK !! In several projection, but in some projection, looks very small deviation.

So, we started checking IVUS

Case 3: LAD CTO: distal end has a hard ¬old CAPº 



IVUS shows...

Case 3: LAD CTO: distal end has a hard ¬old CAPº 

Looks OK !! In several projection, but in some projection, looks very small deviation.



Case 3: LAD CTO: distal end has a hard ¬old CAPº 

Then we started IVUS guided Re -Wiring !!!IVUS shows...



After several manipulating the GW... We could get true lumen and confirmed.



Case 3: LAD CTO: distal end has a hard ¬old CAPº 

Final Angiogram



Case 4 : LAD CTO with LMT(LCX ost .) stenosis

LAD CTO with LMT severe stenosis(LCX ost. stenosis)
At first, attempting Antegrade Approach, but no gurantee



LAD

Guidewire

So we start IVUS guided wiring for entering LAD CTO.
In some cases, it is difficult because of the big space of LMT. 



Of course, we need to check GW position by several projections.

Case 4 : LAD CTO with LMT(LCX ost .) stenosis



Finally... We are good enough to do TAP stenting in LMT

Case 4 : LAD CTO with LMT(LCX ost .) stenosis



However, if you have a narrowing of the LMT, 

You have a chance to see ENTRY POINT of CTO

Guidewire

Key Message 2: IVUS guided approach   

In case of LAD no stump CTO, sometimes , we can not see the entry 
point by IVUS, because of the big space of LMT -LCX. 



Case 5 : LAD CTO with bridge collateral

LAD CTO with bridge collateral and ambiguous collateral from RCA. 


