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nary risk factors :
rtension, diabetes melitus, dyslipidemia, ex-smoker

history :
ad no evidence of prior MI, prior PCI or prior CABG.

2Nt 1lIness :

as referred to the hospital for further examination because of
'mal electrocardiogram. Excise Tc scintigraphy revealed reversibl
mia and viability of the antero-septal wall. Coronary angiogram
ed mid-LAD CTO at bending portion. Left ventriculography shov
hypokinesis of anterior wall and ejection fraction was 69%. \We
ied PCI for the LAD CTO.
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CUILILIUSIULS

We performed PCI for mid-LAD CTO by bi-directional
approach.

The CTO lesion was located at bending portion.

Because of acute bend of the lesion, both antegrade and
retrograde wire manipulation were difficult.

Using the retrograde wire as a marker, we could recognize
the distal true lumen continuously with multi-angle

projection, the antegrade wire could cross the CTO lesion
successfully.



