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Careful analysis of angiogram/ MSCTE Q«O Insigniiesienosis
@
?9* Consider use of s as
N primary str
cx@s
s . . (%) :
Proximal cap ambiguity #|—¢#————| ICUS guided entry &
No l Iy 5}@’ ist J 1 No
Poor distal vessel qucliﬂfy@ = Interventional collaterals presenﬂ%
\U es
No l QQ I l Yes
- ! 2 No .
Antegrade wire ggs Refrograde®
ed approa approachi
If suitable O
reentry zone @?~ Primary Intentional knuckle wire /| ADR with s'ingmy:t'
Qy « Ambiguous course in CTO &
2 ) « Tortuous CTO segment
Disse®tion Parallel .
e’a P Us::fﬂl‘;:e::i'::;cl‘:t’r:ckh wire/ ADR after falled witing:
reentry wiring+/- - Length>20 mm &
(CrossBoss/ IVUS guided ki, i e i
Stingray) & Wiringe: &
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IVUS guided wiring / LasT
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1. IVUS guided E;é‘ﬁetration
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2. IVUS gﬁﬁjed rewiring
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[ Considerstopping If > 3 hr; 3.7x eGFR ml contrast; AirKerma > 5 Gy unless procedure well advanced. ] OOQ
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1. IVUS guideg}«éﬁ&bénetration
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Retrograde approach iségoﬁ&e only option for angiophically
blunt CTO in Hybrid algorithm.

IVUS g,ﬂﬁf\ded entry is the first
steg«ﬁ"ﬁ APCTO club algorithm.
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VU gwded rewiring;
Re I-j@w to link angiogram and IVUS |mage?
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NCT LCXCTO case
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1. Major branch’guided.

R LAO

RAO
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Septal br. at 5 Oglock
d

Riagonal br. at 9 O’clock




2-Probe-wire positién guided.
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Intimal space
S
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Probe and wire are in the same line in RAO and is
separatedly located from the wire in LAO .

Subintimal first wire
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IVUS from subistimal wire
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IVUS in CTCNesmns

Antegrade approach
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1. Check the entry of CTO Ioc§fed at bifurcation
Guidewire mampulat{,@n to the right direction

2. Guidewire p05|t|on;o°8ub|nt|ma| space or intra-plaque? S
3. IVUS-guided Wmng )
Retrograde appr(@ach S
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1. P05|t|@@ﬁ of the retrograde wire and IVUS
2. Appropnate balloon size for r-CART &

3. Stent landing zones without contrast N

Through the procedure

1. Extravascular damage (hematoma, perforationv)éo
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2. Verify guidewire passage s Courtesy of Dr. Junko Honye




A;GI' Peri-medial o“ﬁlgh echoic band
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Figure 3. Representative case of peri-
medial high-echoic band (PHB). (A) An-
giography after PCI shows diffuse lumi-
nal narrowing (arrow) distal to the target
lesion. (B) IVUS image after PCI to the
target lesion shows PHB with minimal
amount of plaque burden. (C) Angiogra-
phy at 9-month follow-up shows remark-
able lumen enlargement without addition-
al intervention. (D) IVUS image at 9-month
shows increased vessel size. PHB was
not observed, suggesting resolution of
vessel shrinkage. IVUS, intravascular ul-
trasound; PCI, percutaneous coronary
intervention.

> Courtesy of Dr. Junko Honye



Take home rwessage
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. Combine both CA@ and IVUS images into 3D in your brain.

2. Comprehensme understandmg of both images is reqwred

to achieve gcmccessful results of CTO-PCI. Q««"

. Think a@ﬁ ‘oredict. Q@Q’*’é

. Thlqj@and understand the reason why to proc:@%d to the
n@i{t step. P &

. Thmk logically, then you will be a vvmne.g*

W Courtesy of Dr. Junko Honye
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