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Current choice of 1st Wire
in Antegrade Approach

Previous: Spring coil wires (Floppy wire or Miracle 3g) with

micro-catheter as a first choice.

Now: Hydrophilic coated wire (Fielder FC or Fielder XT) as a

first choice in Toyohashi Heart Center.

If failed, exchange to a stiffer wire (Miracle 12g or Conquest).
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W Spring coil CTO wire
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Current CTO Wiring Strategy

Fielder XT |

a small tip slippery wire




» Histological average size is 200um (0.008 inch)
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" Fielder XT

Fielder XT enables precise tip shaping due to its short soldering

tip
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I{flicrﬂ Channel Tracking as 15t ﬁttem&ﬁt

|

First, you should advance a support catheter

proximal to CTO.
Even when any visible channel can not be seen,

you may attack the occlusion by a small tip
slippery wire (Fielder XT).

f it can not be advanced into the CTO, please
change to a CTO wire (Miracle 3).

f it can be advanced, you may continue the
wiring supported by catheter because it's less

traumatic.




Current CTO Wiring Strategy &g

Fielder XT Miracle 3
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Antegrade approach

1. Single wire manipulation

2. Parallel wiring

3. WVUS guided wiring

|

Retrograde approach
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Current CTO Wiring Strategy

Fielder XT Miracle 3 Miracle 12
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Current CTO Wiring Strategy

Fielder XT | Miracle 3 Miracle 12
Confianza

Parallel wiring‘

Unsuccess
{ Not advanced)
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'Exchange through stiff wire to soft | o
wire within the CTO lesion

A strong stiff wire such as a Miracle 12g or a Conquest

wire iIs only used for a short distance in CTO lesion.

Strong stiff wire is likely to enter into subintimal space, if
used for a long distance in CTO lesion.

The role of strong stiff wire is to cross a proximal hard

fibrosis cap. Once a strong stiff wire is entered into

the cap, softer wire such as a Xtreme or a Miracle 3g
should be used.
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1. Wiring through collateral
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Current CTO Wiring Strategy

Fielder | Miracle 3 Miracle 12

Parallel wiring |«

Retrograde approach

Unsuccess
{ Not advanced)

Confianza
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Current Wiring lechnique for Coronary CT&'

IVUS guided wiring technique

A. Confirmation of the entrance of CTO and entry point
of the wire

B. Penetration from subintimal space to true lumen




THE ENTRANCE OF CTO AND
ENTRY POINT

OF THE WIRE
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PENETRATION FROM

SUBINTIMAL SPACE TO TRUE
LUMEN




False lumen

True lumen

Guide wire




Case: RCA-CTO %1
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Impact of IVUS Guidance
on Overall Success Rate
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HI-TORQUE PROGRESS

POLYMER Sleeve with

HYDROPHILIC COATING:
TAPERED TIP Designed to maximize wire
0.012", 0.0105" maneuverability while in the lesicn

14 - —

BARE COIL: PARABOLIC CORE: CORE-TO-TIP

Fortactile feelin the lesion Transition less paraboliccore  — gyA|N|ESS STEEL
designed excellent steering and

control.

Non-coating 3em
2mm®* RADIOPAQUE COIL

For stabilizing tip control
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Corsairin the Antegrade ;t‘lﬁqzrpr-:»anch&gﬂ

As A Support Catheter for Wiring

Equivalent wire maneuverability as conventional MC
Good cross-ability of the tip into the occlusion

As A Penetration Catheter
Good cross-ability after successful wiring

No need of 1.25/1.5 mm balloon due to “Dotter” effect










Final Angiogram
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What is next? %!

Fielder XT | Miracle 3 Miracle 12
Confianza

Parallel wiring‘

: Retrograde approach I -. %_IVUS guidance
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' BRIDGEPOINT




The BridgePoint System

CrossBoss CTO Catheter Stingray CTO Re-Entry System




CrossBoss

014" Compatible (OTW)
Polyurethane-Hydrophilic Coated Coiled Wire Shaft
1 mm Atraumatc Distal Tip

Torque Device

Spin to Advance

0l4”
Guidewire
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Final Angiogram
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What is next? %!

Fielder XT | Miracle 3 Miracle 12
Confianza

Parallel wiring‘

: Retrograde approach I -. %_IVUS guidance
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’ Summary &;ﬂ

As the 1st attempt, Micro channel tracking with FielderXT
Is sometime feasible.

Parallel wiring I1s still the "gold standard”.

IVUS guided penetration is possible option as final
method for me.

Our success rate still mainly depends on the
development of devices.

Antegrade approach is , no doubt, still one of the most
important method for CTOlesion.




