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LES FONDAMENTAUX

* Quel benehce va tirer le patient de cette
anglopIaStle?

* Les p@atlents ayant une CTO sont a haut
"'§flue cardiovasculaire, mais o

<= Tous ne nécessitent pas de revascularlsa"uon
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o = Balance bénéfice risque de I’ angloplgstlelTTT
® médical.
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* |l faut savoir dire quand I’ an(g«foplashe n’est
pas nécessaire!! N
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Rationnel de l‘angioplastie de la
& CTO.
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* Plusieurs ét@wﬁes observationnelles suggerent:
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En Faveur
Réducc:)g@n de lischémie
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Revascularisation
(bb-egcomple‘te
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Ameélioration des symptbmes
Amélioration de la fonction VG

Réduction du risque d’arrythmie

Ameéliorer la survie
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Contre &
Angioplasties tres challengiaﬁ
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L] agn J 4 0
Evaluer la viabilité
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Quel patient vgﬁ?er un bénéfice

o
Risque dg@%mplications et peu ou pas
de bégé"ﬁce
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A randomized mt&lﬁflcentre trial to compare
revascularlzathﬁ with optimal medical
therapy for tk‘\e treatment of chronic

Single-vessel disease (n=192)

total co rogi‘ary occlusions
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Mulgpessel disease (n=204) N lior
& angina-
& ﬂ equivalent
N symptoms
& | Treat non-occlusive lesions
<> | before CTO with DES (n=116)
& 11
& Randomisation 2:1
49
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<O PCI with DES + ‘2/ \
oMT
n=259
No PCl: n=5
Success (n=220) Failure (n=34)
l |
Medical Rx
n=33 +5 I CABG n=1
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Efficacy: Health status

@ 12 months <

Safety: Death, non-fatal myocardial mfarctlo‘[?‘@ 36 months
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Figure 2 Study flowchart of the EUROCTO trial.
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A randomized multicentre trial to compare
revascularization wgetfl optimal medical
therapy for the tlgee?"atment of chronic

total coronarxyﬁcclusmns
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\'#'ahle 5 Adverse events at 12 months follow-up in

MC, not calculated.
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. patients with a coronary total occlusion randomized to <O
) - g &
& optimal medical therapy or percutaneous coronary <
N ©
‘d,oo intervention \"\0
< )
) @
&oi‘ OMT PCI P-value R\
s e NS TR EE &
<
OQ\‘ Major cardiovascular and 9(6.7) 13(5.2) 0.55 6@6\
N cerebrovascular events O
© . X
%b during follow-up, n (%) 6\)0
(\0}@ Allcause death, n (%) 0 2(0.8) NC Qko
oS Cardiac death 0 2008)  NC @&

Myocardial infarction, n (%) 0 5(1.9) NC &0\)
MNon-Q-wave 0 4(1.6) NC 6‘@6
Q-wave 0 1(0.4) NC 2

Ischaemia-driven 9(6.7) 7(2.9) 0.11 .{{9@'
revascularization, n (%) &O

Ischaemia-driven target 9(6.7) 5(2.0) 0.04 «0\)%
revascularization, n (%) ozv

Stent thrombaosis 4] 1(04) NC 0%
(definite or probable), n (%) N

Cerebrovascular event, n (%) 1(0.7) 2(0.8) QQ&

Hospitalization cardiac,n (%) 8 (5.9) 15 (5.9) C)OQO 58

o
The percentages for the events are determined from a Ka Meier curve.



A randomized multlcentre trial to compare
revascularization wu;ﬁ optlmal medical
therapy for the tre,atment of chronic

total coronary ¢ gtclusions
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Figure 5 Comparison of changes in CCS classification from baseline to follow-up between opu@%l medical therapy and percutaneous coronary
intervention. CCS: Canadian Cardiology Society. ec}z\
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Declslon CTO
Objectif lair \\"’DC IDM AVC Revasc

Crude HR 1.195 (95% ClI, 0.86-1.66), P=0.30

Adjusted HR 1.08 (95% Cl, 0.75-1.56),
P=0.67
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YearsSinceRandomization
No. at Risk
OoMT 190 131
PCI 209 150




Primary End Point

(Death, MI, Stroke a&ny Repeat Revascularization)

1 Char;glng primary endpoint and sample size over 6 years

2 0%Pematurely terminated with <2/3 intended enroliment
S

& Lessthan Yenrolled patients represented in primary endpou@it
and
health status measures

4 >20%crossover from OMTto PCl,and 10%no attergzpted CTOPCI
despite randomization assignment &

@
&O
5 Similar number of stent revascularization be’f’ween ClOand MT
eo
Years SinceRandomization

No. atRisk
OoMT 246 178
PCI 241 175




‘%Q,c“e’% demonstrating benefit relative to or reduction in medicines y
& procedural failure or medical \@eé‘
09&0 therapy alone and comparable to @Q\
KB non-CTOPCI eQ
Event Fre%garvival 16 observational studies (~32,500 1 RCIshowing no difference(iﬁ‘e
_06 pts) reporting improved survival; MAQCCE compared with rgéglcal
ﬁ(\@* 4-5yr TTRY% therapy (@Q
@provement in VFunction | Meta-analysis of 34 studies and at least | Outcome may depg?'nd on viability and
'\%@(L 9 additional studies demonstrate extent of basegme impairment;
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In what clinical settings might CT@‘T—’CIlmprove myoutcome?
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Objective JiiFavor Against

Symptom Improvement

<

7 trials (1 RCIB single-arm)

1 RCIshowing no symptom benefit
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improvement in \Munction and/or LV
dimensions

difference; RAACno
dlfferenceb?n regional or global LV
funct;g’n but improved MACE

Other Avoidance of need for CABG L@’nted alternative evidence
(>80%); Reductionin ventricular 2
arrhythmic events (VACTO) &
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Les Fondamentaux:
Bonne anglggraphle diagnostique

* Double In&eﬂ‘ctlon
* Faible gTOSS|ssement (grand champs)
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. Pascde déplacement de table &
. Lnjectlon séquentielle: commencer par:oo
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_«* I'artere donneuse puis l'artere occlu%e
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s ¢ Longues acquisitions
* Plusieurs incidences pour une bonne

analyse de I'occlusion %f
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Analyse de la.coronarographie.

4 Caracterlasthues vont déterminer la

strategle’ de I’ angioplastie de CTO:
- Le Eap proximal °
eK\La longueur de la lésion Qég@@&&
& “a Le cap Distal @Q@@C’“@
» Les collatérales d



Le Cap proximal

\\Q)

: Ambigu‘u‘tégf
* Borne g,u existe-t-il un moignon?
Bram‘.he collatérale au niveau du cap?
(;élcmcatlon initiale
o o Dlstance du cap a I'ostium
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<b© ée»

* « Tortuosité du vaisseau
Branche collatérale pour anchioring
Extension de cathéter possible



Les Fondamentaux: Analyse du film

Le cap proxm}é(i ainsi que le trajet de I’artére
“ne sont pas clairs.




Intérét de I'injection bilaterale.
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Clarification du trajet. &
Double CTO o
Si insuffisant coroscanner >



Caracterlsthue du Cap:
Barhe ou effilée

Strategie anterograde
Guide effile soqule type Fielder XT



Branche Collatérale sur le cap
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Stratégie rétrograde

Identification de la
bonne collatérale

* Guide souple type
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* Guide souple type S|on@m»

* Passage de la connexion






Distance Ostia Cap

Lésion juxta g&tiale
Branche Collatérale sur le Cap



Occlusion’juxta ostiale




Occlusion’juxta ostiale
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Longue‘occlus




Les Fondamgmtaux: Le Matériel

&

© 3 .
3 Pilot-150 Bilot50
(% P"O/\\ //\‘\
: i <
stato : >
- ] \ / <§ :
3. . & g / Y.
m : &N
/\\/ 2
| Fielder h e e
|l f —_—y \\\6)\. W = \0 4 8
Sl < Samurai = 200-& Q
- 3 o y ~ reSS —
/b’;;éfo\ % (S, Y \ %mem g
Sy, € XTn TP A fo/ Progress-40 o
SioW Ny A —

- \\\A?f// A L/Miracle Bros-6
////./ \ Na e\oe..“ S -
| gysoim e T,
\e’o@/ M

.@' : \@@ eoi@

Onfienz |
. ‘6\\‘ B 0
§°°TP/\\O€\/9

pilot

SionBlue | uC e

Hornet




Les Fondamentaux:
Le chmx du guide
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* Quelle str;a“fegle?

* Quel est Ie guide qui va me permettre de &

I’ app1|quer’? o
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La strategie
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Perforation‘*\odirecte du cap proximal

Mlcroch‘annel tracking
Passage par les collatérales {\
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Khuckle ®
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~% Dissection reentrée A ou R

Externalisation &
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Le guide adequat
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* Perforation dus€ap
* Microchanpél
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* Collatérales
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« Knuckle
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e Externalisation
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Guide rigide et dur effilé

Hydrophile et
Polymeérique \
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Tres trés souple ef
hydrophile

Hydrophlle ﬁlur au dela
du tip b

Maten;él specmque

Loni; guide fin et
s@ufflsamment dur



Les Fondamentaux: Microcatheter
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* Améliore la’manipulation du guide
* Donne pTus de force au tip du guide
. Perg:ﬂet le changement de guide {\
B‘érmet de modifier le J du guide o
C‘ Apporte du support au guide 0

&0
@
N

* + Permet une opacification dellcazfe
* Facilité le passage des collaﬁrales
* Protége les branches coljsaterales
* Dirige les guides (douﬁle lumiére)



Les Fondameritaux: Le support

* 6-7-8F

adaptée
* Les extensions

&

o L’anchoringf




Conclusion
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* Angioplastie CTO oui mais
o Bomlg*"ﬁldication clinique
= Réf echie:
d\f&f Bien analyser le film <
cf’e « Réfléchir a la stratégie (plusieurs options) \0&6\@0
= Avec la bonne technique ,«o&z&Q
<° - Disponibilité de I'opérateur et de la sa!QI,é"’i%
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* Double abord systématique 3
» Choix du matériel adapté a sa stratégie.
b\\
= Connaitre ses limites et sgq«‘f’aire accompagner

= Savoir s’arréter i
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