The first experiences of
antegrade re-entry dissection system
@ Severance Hospltal
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Algorithm for Crossing CTOs
[Dualinjection ]

1. Ambiguous proximal cap
2. Poor distal target
3. Appropriate “interventional” collaterals

l Lesion length <20 mm
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Switch Strategy |

J5E] UKIVERSITY COLLEGE OF MEDICINE
C OVASCULAR HOSPITAL Brilakis ES, et.al., JACC Cardiovasc Interv 2012 Apr, 5(4): 357-79




CASE 1. 52/ M, Stable angina (CCS Il)
®* Hx: Failed LAD-CTO PCI at other hospital
* Risk factors: Hypertension, dyslipidemia
®* Exercise ECG test: Positive // TTE: No RWMA, EF 56%

* No interventional collateral
from RCA to LAD

e LADCTO
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Start antegrade CTO PCI - Failed
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1-M later, re-try CTO PCI

@ Severance Hospital
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. To find interventional collateral from Dx or LCx

Corsair + 014" G/ W : — SUOH 03

SOk YONSE UNIVERSITY COLLEGE OF MEDICINE
SEVERANCE CARDIOVASCULAR HOSPITAL




YOMSE UKIVERSITY COLLEGE OF MECHCIME

&) SEVERANCE CARDIOVASCULAR HOSPITAL



Re-try of antegrade CTO-PCI using IVUS guidance

IVUS guided LAD wiring :Corsair with Gaia 1st — Gaia 3rd — XTR
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Antegrade re-entry dissection (ADR)
GW Advancement by Knuckle wiring ¢ XT-R
—> CrossBoss Crossing Catheter

CrossBoss Crossing Catheter
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Stingray ballaon catheter and gwdewwe
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Stingray™ Coron; IO Re-Entry System

* 2.5 10-mm flat balloon

* Designed to be inflated in the
subintimal space to 3 to 4 atm.

* The inflated balloon provides

° M | racle 12 leverage for a dedicated re-entry

guidewire to engage 1 of 2 exit

9 Stlngray Cath plorts offset by 180;, 1hofwhiclh will
. A . always point toward the true lumen

- Remove wire & deflation of Stingray cath | EEREES
to reduce subintimal space

—> Inflation of Stingray cath
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designed for re-entry



Stick-and-swap re-entry; Stingray wire = Pilot 200 - Pilot
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' balloon 2.5*15

dilation:
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Resolute Onyx
2.5x38 + 3.5x22 + 3.5x12
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NC balloon 3.5*15

Post-dilation
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Final CAG
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CASE 2: M / 68. Stable angina, CTO at pLCX // HTN, DM

® PHx: s/p PTCA c stent at mLAD (taxus 2.75x32, 2.75x28) (2004.10)
s/p PTCA c stent at p-dRCA (taxus 3.5x24, 2.75x28, 2.75x12) (2005.3)
Echocardiography: No RWMA, LVEF = 68%
MIBI: Mild degree, small sized, reversible photon defect in the lateral wall
TMT: Positive

Coronary angiography (2005.12.19)
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CAG & LCx PCl (2018.02.22)
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Antegrade CTO PCI with wire escalation

Dual Catheter Angiography

Clear Proximal Cap
Good Distal Target

-> Wire @ sub-intima No 2 ,‘V \re
Length < 20mm

Wire Dissection Re-entry Wire | Dissection Re-entry
escalation (CrossBoss™/ Stingray™) | escalation (Reverse CART) |

|

Dissection Re-entry | Dissection Re-entry
. (Reverse CART) ' (CrossBoss / Stingray)
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Change into ADR I

The Stingray™ S
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CrossBoss™ Catheter

Dual Catheter Angiography

Clear Proximal Cap
Good Distal Target

Antegrade Retrograde

ye‘s/ N‘o Length < 20mm y V \no
Wire Dissection Re-entry | Wire |, Dissection Re-entry
escalation (CrossBoss™/ Stingray™) ||| escalation (Reverse CART)

Dissection Re-entry
(CrossBoss / Stingray)

Dissection Re-entry
(Reverse CART)




Stingray procedure
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IVUS & Stenting

Frame 1




Final CAG after post-dilation & IVUS




Case3.RCACTO =~ M

PHx: CAOD 3VD s/p PCl at OM (Biomime 2.75x24)
Echo: no RWMA, EF 77%

* Rt—AL-18Fr
Lt — XB 7Fr
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Septal channel tracking for Retrograde approach

Corsair with 014" G/W (Runthrough - Suho03) = Fail to negotiate
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Antegrade approach

Corsair with 014" G/W (- XTA - Gaia 1)
Parallel wire technique: Gaial & Gaial - Gaia2 - miracle 12 - Failed
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Antegrade Dissection Reentry

ADR with Stingray balloon & Stingray wire
Stick-and-swap re-entry; Stingray wire 2 Pilot 200T
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Repeat Stick-and-Swap

Repeat Stick-and-swap re-entry;
-> Failed reentry
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P66 patients were anessed for eigibility hetween 2015 and 2017 ot 11 US hospitahy

G55 were ineligibie
CORONARY

280 met eligihdity criteria

p—— M were not encolled
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Randomized Comparison of a CrossBoss o),

246 were enwolled and underwent randomizstion

First Versus Standard Wire Escalation [
Strategy for Crossing Coronary [ l
n & 122 were assigned 10 CrossBoss group 124 wern avigned 10 the guidewirs group
Chronic Total Occlusions 119 underwent initial crowsing sttemt 122 Underwent initial crosting attempt
with CrossBoss with antegrade wire escalation
The CrossBoss First Trial l e T =
Judit Karacsonyl, MD,"" Peter Tajti, MD," Bavana V. Rangan, BDS, MPH," Sean C. Halligan, MD, 122 (L00%) were nchuded i the anabyiis 124 (100%) were (ncluded in the snalyss
Raymond H. Allen, MD,” William J. Nicholson, MD," James E. Harvey, MD, MS¢," Anthony J. Spaedy, MD, of the primary and secondary cioveal of the primary amid secondary chnical
Farouc A, Jaffer, MD, PuD,* J. Aaron Grantham, MD," Adam Salisbury, | o
David M. Safley, MD," Willlam L. Lombard}, MD,' Ravi Hira, MD, Creig Technical success 108 (885) 108 (871) 0.846
M. Nicholas Burke, MD,” Khaldoon Alaswad, MD,' Gerald C. Koenig, M1
Daniel Ice, MD," Richard C. Kovach, MD," Vincent Varghese, DO," Bilal PfOCEdural success 104 (853) 103 (83]) 0728
Erica Resendes, MS," Jose R. Martinez-Parachini, MD," Aris Karatasak
Rahel Iwnetu, MD,* Michele Roesle, RN, BSN," Houman Khalili, MD" § Crossing time Major cardiac adverse events
Emmanoull S. Brilakis, MD, PuD
350 = 10%
p=0.323 p= 1.000
300 .
. %
T *
£ - !
i W ¢ ! o
g 150 i 4.03%
3 i " 3.28%
9 100
™
50 |
v CrossBoss Guidewire o Guidewire
Randomized Technique Randomized technique
g Time to cross the chronic total occlusion or abort the procedure (primary efficacy endpoint) and incidence of procedural major adverse

G cardiovascular events (primary safety endpoint).




A good time to choose ADR ?

1. Ambiguous proximal cap
2. Poor distal target

3. Appropriate “interventional” collaterals

Careful analysis of angiogram/CCTA

Proximal cap ambiguity L
No Yes

Poor quality distal vessel or
bifurcation at distal cap Interventional collaterals present

B

Brilakis ES, et.al., JACC Interv 2012;5(4): 357-79
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Improve the success rates and procedural efficiency.

« However, learning curve for using these devices and
techniqgues is necessary for the successful CTO PCI.

Consider stopping if >3 hours, >3.7 x eGFR ml contrast, Air Kerma >5 Gy unless procedure well advanced
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