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IVUS guided wiring / LasST .

Considerstoppingif > 3 hr; 3.7x eGFR ml contrast; Air Kerma > 5 Gy unless procedure well advanced
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alysis and reading of CTO a

New Inovative Guidewire
* Paralell wire technique
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Visible microchannels Tapered proximal cap Blunt proximal cap
Proximal Low penetration force wire Low penetration Intermediate penetration
with polymer jacket and force wire force wire
o i |
Intermediate penetration Intermediate penetration High penetration
force wire force wire force wire
Short length (< 20 mm) with Reasonable to continue with wire
unambiguous course " sed to cross the proximal cap
CTO body Step down to & low penetration force
Long length (> 20 mm) with
unambiguous course = wire or intermediate force non-tapered
wire
Dlﬂ.lCOp Escalation from softer more steerable wire to a higher penetration

force wire may be required.




New inovative Guidewire
* Paralell wire technique
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COI’E Twist wi //'2}\) Rope coil Ilgth
o (Coil structuiiashta

Rope Core wire
* Tip design
Tapered, tip coating

* Tip load
0.3g~12¢
* Coating

hydrophilic, slip coating, silicon coating
polymerjackt coating

"Tokyo General Hospital










* Paralell wire technique
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ASAHI Gaia Next - '™
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ASAHI Gaia Next

Your dreams. Woven together.

NS/NHI INTECC



XTRAND coil

v" Decreased breakage risk within the occlusion

v Improved resistance in case of trapping into the lesion
v' Increased torque via counter clockwise rotation

ASAHI Gaia Next 1 2.0gf  0.36mm/0.27mm (0.014inch/0.011inch)
ASAHI Gaia Next 2 4.0gf  0.36mm/0.30mm (0.014inch/0.012inch)
ASAHI Gaia Next 3 6.0gf 0.36mm/0.30mm (0.014inch/0.012inch)
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New inovative Guidewire







LAO cranial

W







RAO cranial LAO cranial

W




llateral channel crossing

Septal channel classificatic

Epic: V choice
e CTO crossing

IVUS evaluation

r-CART

Knuckle wire technique
* Subintimal stenting
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Is there donor artery lesion?

4

\ Considerstenting donor artery

Epicardial channels

C areful analysis of angiogram/ Channels

L->R Septal channels R -> L Septal channels !
1 1 Suoh 03 to cross channel

Use twin lumen catheter if § No

: : - difficulties with accessing MC/ corsair follow Sion technique
Biplane selective angio retroflex ostium.

Sionwire cross channel \ No

\ Yes
No Yes Switch wires

Successful Wire Crossing/ corsqir cross?

>

Further distal selective chan l No
nel angiogram

Switchto Tumpike LP
Caravel, Microcatheter,
Or new corsair

Switch wire Nc,/ \ No

Selective /
Rotational
s Use side branch
Angiogram Use 1.25 balloon anchorballoonto push M

C across
forepicardial

Begin retrograde
wiring

No

to do septal
channel dilatation
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Conventional wire into channel ostium

L Careful reading angiogram

15t choice 20d choice
Septal Epicardium

¥
* Tip injection comfirm blood through MC
Suoh 03—Sion by negative pressure [| Suoh 03—Sion black

with Caravel, Corsair with Caravel, MC

®

UES | Tip injection or Guide injection back MC until main branch S
Change GW or another channel |
GW cross but MC not cross
Change small MC or another channel
Surfin for tiny straight channel No surfin

Change sion blue at distal entry point to proximal vessel



Channel Imm<  Imm>
bent

90 degree> I

90 degree< IV
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Success
of cross

96.8% . 86.7% 90. 4% 42. 6% 54. 5%
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llateral channel crossing

icardail channel GW.

e CTO crossing

IVUS evaluation
r-CART

Knuckle wire technique
* Subintimal stenting
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26.3%

A. RAO-RC Injection {28) B. RAO-LC Injection (27) C. LAQ=LC Injection (17)

26.3%

0. RAO~RC Injection (15) E LAO-LC Injection (6) F. RAO=RC Injection (3)33
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G. RAO~RC Injection {3)
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PTFE coating

SLIP COAT® coating 21cm
0.014”

Hydrophilic Coating:52cm
SLIP-COAT®

rope coil / radiopacity 3cm
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Retrograde wire and MC access

Contemporary reverse CART

Fail reverse
CART

Lesion< 15mm

4

Consider direct retrograde
wire crossing

Primary Intentional Retrograde knuckle wire :

+ Ambiguous course in CTO
+ Tortuous CTO segment
+ Heavy calcification

Antegrade IVUS examination




Careful reading angiogram

XTR—UB3
with Caravel, Corsair

‘ Con pro—Pilot 200

Short CTO
—Retrograde wire crossing

Small vessel or bifurcation
Only Retro GW cross
— KWT

Careful reading IVUS
N
/ Both wire in TL

Near areca

& (ONN

Long CTO —Compenporary r-CART
Ambiguous course

Ante GW not inter m omg CTO,
—Knuckle wire +1-CART As (G o FIL

Retro GW in Ante GC e talidl

Change GC = Guide extension

Snare catch ~ Rendezvous Externalization by RG3
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choice

Ep

r-CART

Knuckle wire technique
* Subintimal stenting
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IVUS

AT/RT or AS/RS AT/RT or AS/RS

. . AT/RS AS/RP
connection(+) connection(-)

Bigger balloon

Signiticant prox Change r-CART position

dissection

\ Retro stiff wire puncture

IVUS guided

Further retro knuckle '/
to change r-CART position
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Ep choice

IVUS evaluation

* Subintimal stenting
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e Co

on

Ep choice

* CTO crossing
IVUS evaluation

r-CART
Knuckle wire technique
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Intimal Plaque Tracking Sub-Intimal Tracking

a = IVUS catheter , b = Sub-Intimal space, ¢ = the Intimal Plaque
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