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CORONARY INTERVENTIONS

CLINICAL RESEARCH
The collateral circulation of coronary chronic total occlusions
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Abstract

Aims: Despite advances in und ding the physiological role of in coronary chronic total occlusions (CTOs), coll: 1 remains poorly defined.
Our aim was to define the and inter ional utility of within a large pop of patients with CTOs.

Methods and results: We studied the coronary angiograms of 481 patients with 519 CTOs at six centres in the UK over four years. Detailed angiographic analysis
‘was performed by inter ional cardiologi: ialising in CTO p coronary intervention (PCI). All visible coll Is with a coll 1 ion (CC)

grade >1 were recorded. A subgroup of CTOs (n—277) was assessed for interventional capability, defined as whether the collateral supply was able to facilitate retro-
grade access. We described 45 different collateral patterns: 20 in right coronary artery (RCA), 13 in left anterior descending (LAD), and 12 in circumflex artery CTOs.
Septal collaterals from the LAD to the right posterior descending artery (RPDA), and from the posterior descending artery to the LAD were most common, and most
often idered as having “inter ional capability”.

Conclusions: This is the largest analysis of coll 1 circulati in a population of patients with CTOs. We anticipate that these data will be of significant
benefit in angiographic analysis and procedure planning for CTO PCL

FIF'F'FIIE:Q

ACTUALISATIONS

ET PERSPECTIVES
EN_PATHOLOGIE

CARDIOVASCULAIRI



X

PALAB

BIARRITZ
8/9/10

JUN 2016

Circulation collatérale

RCA CTO (n=279)
collateral patterns (n=20)

1) LAD septal to RPDA
72.0%

2) AVCx to PLV
50.0%

3) Bridging
19.3%

4) Apical LAD to RPDA
14.5%

5) LAD to RV branch
11.6%

6) RA branch to dRCA
9.1%
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LAD CTO (n=153)
collateral patterns (n=13)

1. PDA septals to LAD
52.3%

2. RV branch to LAD
26.8%

3. OM to Diagonal
22.9%

4. Diagonal to dLAD
20.9%

5. RA branch to LAD
17.6%

6. pLAD to dLAD
15.7%
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Cx CTO (n=87)
collateral patterns (n=12)

1) Diagonal to OM
RD 32.9%, LD 27.3%

2. PLV to AVCx
RD 18.4%, LD 36.4%

3. Bridging
RD 18.4%, LD 9.1%

4. OM to OM
RD 10.5%, LD 18.2%

5. RPDA to OM
9.2% (all RD)

6. RA branch to dCx
8.0% (all RD)
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Pronostic

Italian Registry of CTO (IRCTO)

Non-randomized registry of 1777 pts (826 MT, 776 PCI, 175 CABG)
CTO PCI was independently associated with lower MACCE and Death
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PCl Success

Log rank Mantel-Cox p<0.001

S. Tomasello et al EHJ 2015

Similar findings to those
observed by Jang et al in CTOs
with well-developed collaterals,
JACC CV Intv 2015
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Outcomes Related to Single CTO PCI

Success vs. Failure
Single center registry: 1,110 CTO pts, 734 with successful PCI

MACE (propensity-adjusted) Survival (propensity-adjusted)

sstment (%)

adjustment (%)
of ps adju
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e of death

vival fre

Survival free

CTO success predicted freedom from revasc (including surgical)

Gb Corumsia UNIVERSITY
222 MepicaL CENTER

() CRF: 2 JaguszeWSKi et al, CCl 2015 5 NewYork-Presbyterian
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‘W! i =
“x“i"“l‘i 69 CTO PCls with
=i RadPad
compared with
55 non-CTO PCls
without RadPad

Operator
exposures were
similar, despite

2-3X greater
patient exposure

FIGURE 1. Demonstration of use of the radioabsorbent drape
during preparation for percutaneous coronary intervention.

Shorrock et al, J Invasive Cardiol 2015 e
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Decreasing Contrast and Fluoro Time
for CTO PCI: 3 center registry

338

[ P<0.001. Rucrorcopy | [ p0.005, conuan |

291 293

Fluoroscopy time (min)

277 Contrast volume (mi)
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Years since Initiation of CTO PCI Registry

Decreases were observed in contrast to increasing technical success

Gb Corumsia UNIVERSITY
=2 Mepicar CENTER

OCRF : Michael et al, CCI 2015 by
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Mean annual CTO volume

Brilakis et al, JACC Cardiovasc Intv 2015

MACE (%)
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Serial IVUS Findings: CTO PCI with DES

40 CTOs systematically assessed
Distal vessel enlargement (positive remodeling) was seen
No variability with subintimal vs. luminal approach
Late stent malapposition seen in 42.5% (throughout segments)

Baseline ~_Proximal Distal

Saito et al, AJC 2016 3 NewAYork»Presbyter‘ilan
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The role of BVS in CTO PCI :
Mid-term Clinical Outcomes with
Multi-imaging Techniques

CTO NYC 2016

Yaron Almagor M.D.
Antonio Serra M.D.

Director Interventional Cardiology
Shaare Zedek MC, Jerusalem
Sant Pau M.C, Barcellona

Renal function &
CK, US Troponin
-Pre&6,12&24
hours post-PCI

Methods
Wire Crossing
1st dilatation small balloon 1.25- 2.0mm
NTG 400 mcgr
IVUS ahalysis
Further dil. with NC /Cutting/ Rota + cutting

IVUS ahalysis
BVS implantation
OCT,IVUS analysis
Further dil. with NC if needed

Follow-up

Clinical FU by Phone Call: 1 month

[ clinical visit & ISCT/MRI: 6-8 month

Angio FU & OCT: 12 months

Clinical Visit & JSCT: 18 months

Clinical FU by Phone Call: 24 months, 3, 4 and 5 years

Study Profile
67 successful CTOs (2014-2015),

=18)

5 patients excluded:
Oid patients with comorbilities
7 patients excluded:
Patient o referent physician refuse
6 patients excluded:
Live CTO courses with other DES

49 clinical eligible CTOs

Angiographic criteria (n=11)

| [, Spetents excivced: — |
28.5% of clinical eligible CTOs were due to
predefined-angio criteria or PCI related complications
1) Coronary perforation after 7 |

stentgraft
(1) Aorto-ostial disection after
rotational atheretomy: 4mm DES

(1) Distal coronary disection after
'BVS: 2.25mm DES

35(44) Absorb CTO cases

CTO complexity (n=44)
CTO angiographic characteristics
Blunt stump type* 40.0 (14)
+ Severe Tortuosity (Bending)* 1.4 (4)
« Significant Calcification* 343 (12)

Previously Failed Lesion* 86(3)

* Occlusion length 2 20mm* 31.4(11)
CTO complexity (J-CTO Score)
« Easy (score of 0) 25.6 (9)
* Intermediate (score of 1) 48.6 (17)

+ Difficult (score of 2) 86(3)

values are 5% and (n) of p

* Very difficult (score of 23) 17.2(6)
Occlusion length (mm) 18.6 [ 125
Target Lesion length (mm) 35.9215.8

Procedural Characteristics (n=44)

Radial or bi-radial/femoral approach 60.0 (21)
6- Sheath Size 51.4(18)
Antegrade Strategy 85.7 (30)
Number of GW used per lesion 18011
Number of pre-dilatation balloons used per lesion 26097
Plaque modification:

¥ Cutting balloon pre-dilatation 71.4 (25))

¥ Rotational Aterecthomy 8.6 (3)
Number of scaffolds used per lesion 220089
Total scaffold lenght implanted per lesion, mm 5251 229
Post-dilatation (0.5mm bigger NC balloon / scaffold) 62.9 (22)

values are

Immediate Results (n=44)
All scaffolds were successfully delivery and deploy

Results (44)

Side Branch Occlusion (SBO)S: as a reduction in TIMI flow to grade 0 or 1.
Accordingly,side branches with pre-BVS implantation TIMI flow grade 0 or 1, were excluded

+ Total number of visible analyzed SBs covered by BVS(n) 109
v Mean number/lesion 32:14
v SB<0.5mm 41.3 (45)
v SB20.5mm 58.7 (64)
Post-BVS SBO 6.4(7)
v SB<0.5mm 37(4)
v $B20.5mm 27(3)

Dissection before BVS was observed in (4/7) 57% of all SBO cases
(100% of SBO with bigger SB 2 0.5mm)

6.- Muramatsu T, et al. JACC Cardiovasc Interv. 2013

1-month FU (n=43)  6-months FU (n=35)

Overall Death 0 0
Cardiac 0 0

Ml 0 0

TLR 0 0

MACE 0 0

BVS Thrombosis* 0 0

In-scaffold re-occlusion** (2)5.7%

ARC definition* 'MSCT** (100% FU completed)
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* Prospective, non-randomized registry on CTO PClI

* Investigator-driven
* 4 European countries, 17 dedicated CTO-centers

* +- 1200 patients
* Validation of “The Hybrid algorithm”

 Prof. Dr.Jo Dens (Pl) * Jan14-0ct 15

e 1229 CTOs included

Z0L Genk,
BE

Dens J, Genk (BE)
Kayaert P, Brussels (BE
Walsh S, Belfast (UK)
Hanratty C, Belfast (UK
Spratt J, Edinburgh (UK
McEntegart M, Glasgo
Kelly P, Basildon (UK)
Smith D, Swansea (UK)
Smith E, London (UK)
Irving J, Dundee (UK)
Bagnall A, Newcastle (
Smith W, Nottingham
Strange J, Bristol (UK)
Agostoni P, Utrecht (N
Knaapen P, Amsterdan
Faurie B, Grenoble (FR
Avran A, Marseille (FR
Bressollette E, Nantes

=

w (UK)

UK)
UK)

L)
n (NL)

FR)

e 1187 patients included
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L’algorithme hybride de désobstruction moderne-
Approche initiales

. Cap prox clair?
2. Bon lit d’aval?

Gm— later _
_ﬁ
|ntervent|onnelle’7

oui non non
4. Lon r<20mm

Brilakis E, Grantham JA, Rinfret S, et al. J Am Coll Cardiol Intv 2012
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k%% Demographic & angiographic characteristics =

Overall Success Failure

N°of inclusions 1229 1063 166
Age (years) 65+12 65+12 65%13
Men (%) 85 85 86
Current smoker (%) 22 22 21
Hypertension (%) 62 61 69
Dyslipidemia (%) 67 67 69
Diabetes Mellitus (%) 26 26 31
Heart failure (%) 9 9 12
Taux de succés: 86 %  Previous Mi (%) 39 38 48
i %) 17 15 36
Previous PCI (%) 57 57 58 |
Previous stroke (%) 6 6 7
Peripheral arterial disease (%) 14 13 19
CTO Target vessel
RCA (%) 61 61 65
LCX (%) 23 24 18
LAD (%) 16 15 18
LMCA (%) 0.3 0.4 0.0
CTO length (>20mm) (%) 59 56 78
Blunt stump (%) 50 46 70
Calcification (%) 59 56 75
Bend 245° (%) 34 31 52
Prior failed CTO-PCI (%) 22 21 27
Lack of “Interventional collaterals" (%) 34 34 38

In-stent r nosis (%) 10 10 9
[1-cTo score 20+£1.0 19+10 26+0.7 |
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it Lesion complexity (J-CTO)

Inclusions according to lesion complexity (J-CTO)

—

e



PALAIS
BIARRITZ APPAC

ACTUALISATIONS
ET PERSPECTIVES
EEEEEEEEEEE

N°of inclusions

Radial access only (%)
Dual injection (%)
Procedure time (min)
Fluoroscopy time (min)
Patient AK dose (Gray)

Contrast volume (ml)

Overall
1229
25
77
104 £ 72
44 + 57
2.1+1.6
275+ 135

Success
1063
25
76
95 + 66
40 + 53
19+14
265 + 127

kizo? Procedural characteristics

Failure
166
24
85
137 £104
6124
3.2+20
340+ 162
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N° inclusions (% success)
Guiding catheter
Guidewires

Balloons

Stents

Microcatheters

Overall
1229
1.9+0.9
5.2+3.8
351238
2411
1.3+0.5

Success
1063 (86)
1.9+0.9
4.8+3.6
3.6+2.7
24+1.1
1.2+0.5

Materials

Failure
166 (14)
22+0.9
7.514.2
26+3.3
23+1.6
1.5+0.8

0
117 (98)
1.7+0.7
2.9+2.0
2.5+1.5
1.8+0.9
1.1+0.3

1
242 (96)
1.8+0.9
3.8+3.3
3.0+21
21+1.0
1.1+0.4

2
375 (88)
2.0+0.9
5.0+£3.6
35+23
24+1.1
1.2+0.5

ACTUALISATIONS
ET PERSPECTIVES

CARDIOVASCULAIRE

23
495 (78)
2.1+0.9
6.5+3.9
46+3.3
2811
1.3+£0.6
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Applied strategies according to outcome

Overall Success Failure
N° of inclusions 1229 1063 166
AWE (%) 81 82 77
ADR (%) 24 22 37
Retrograde (%) 41 36 71
Total number of strategies 1794 1488 306
Number of strategies 1.5%+0.7 1.4+0.7 1.8+0.8
Number of strategy changes 0.5+0.7 0.4+0.7 0.8+0.8

AAAAAAAAAAAAAA
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e Primary strategy - outcomes s

Successful initial strategy

100%
80%
60%
62% 66%
51%
20%
16%
7%
0%
AWE ADR RETRO

O Application @ Success

Overall primary strategy success =
60%
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First strategy success rate according to J-CTO score
100%
2%

80%

60%

40%

20%

0%

Easy Inter Diff V-Diff
©mAWE mADR mRWE mRDR
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& Outcomes according to primary strategy

Initial strategy
n=1229

Antegrade

n =946 (77%)

Failure, stop

n =39 (4%)

Y

Successful
n = 587(62%)

Underwent further attempts
n =320 (34%)

)

Y

Successful
n =248 (78%)

Total successful
n =835 (88%)

Y

Antegrade dissection/re-entry
n =85 (7%)

Successful
n =56 (66%)

Failure, stop

=4 (5%)
Y

Underwent further attempts
n=26(31%)

Successful
n=20(77%)

Total successful
n=76(89%)

Retrograde

n =198 (16%)

Failure,

n =20 (10%)

Successful
n=101(51%)

stop

Y

¢

Underwent further attempts
n=77 (39%)

Y

Successful
n =50 (65%)

Total successful
n=151(76%)



'PALAIS

| 18 CONGRES
| BIARRITZ
118/9/10
/ JUN2016

Success, %

Self-reported procedural success

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

98%
117
Easy

Procedural success

96%

88%

242

375
Inter

Diff

J-CTO score

86%
78%

495

1229
V-Diff

Total

AAAAAAAAAAAAAA
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Progress CTO registry

PROspective Global REgiStry for the ..
T Study of CTO interventions Y N

2
o
HEALTH CARE
SYSTEM

72":—"?’»‘"':::'::?: UTSouh}h:ve‘sCtel‘m
—— 2016 CTO Summit
Ay Appieton i bruary 26, 2015
Cardiology, WI, Minneapolis VA 1
PeaceHealth St. K. Alaswad Medical Center, MN, Massachusetts
Joseph Medical S. Garcia General Hospital, MA,
Center, WA, F. Jaffer
W. Lombardi B. Yeh
el Columbia University,
NY,
T°ram,?‘¢§:!”' °L}',‘,°,{‘ ‘,’;o':‘:: Mid America Heart D. Karmpaliotis
Wyma Institute, MO, J.A.
- ° Grantham Carolina East MC, NC
San Diego VAMC and Denver VAMC, Little Rock VAMC, o Sossup
University of E. An ;r B. Uretsky
California, CA SISO
M. Patel D"::;;’v’;"& and P ——
Banner Samaritan E.S. Brilakis I'I?)s.‘Kamm'm‘lzaGrIA,
Medical Center, AZ, ~ N. Lembo
A. Pershad Baylor Dallas, TX,
: Houston VAMC, J. Choi
23 sites ™, —
Sponsors: DVARC and UTSW A Denktas - Houlion N Abi-Rafeh, O
National coordinator: BV Rangan

A. Shah Mogabgab
Database manager: A Karatasakis
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J-CTO Score

494 native CTO lesions

W derivation
O validation

GW success <30 minutes, %
@
3

0 1 2 3 4

J-CTO score
Patientnumber 329 65 82 92 6 2
O1es 26 48 46 33 10

Morino, Y. et al. JACC Intv 2011;4:213-221

Crossing within 30 minutes %=’ . <

Variables and definitions

Tapered Blunt
Entry with any tapered tip
or dimple indicating
direction of true lumen is
! categorized as “tapered”.
Calcification

Regardless of severity, 1 point

is assigned if any evident
calcification is detected within
the CTO segment.

Bending >45degrees

3

”

b

o

One point is assigned if bending>
45 degrees is detected within the
CTO segment

Any tortuosity
separated from the CTO segment

is excluded from this assessment.

Using good collateral images,
try to measure “true” distance
of occulusion, which tends to be

shorter than the first impression.

Re-try lesion
Is this Re-try (2™ attempt) lesion ? (previously attempted but failed)

Category of difficulty (total point)
Oeasy (0) Ointermediate (1)
Odifficult (2) O very difficult (=3)

Entry shape
O Tapered (0)
O Blunt 1)

point

Calcification
O Absence (0)
O Presence (1)

point

Bending >45°
O Absence (0)
O Presence (1)

point

Occl.Length
0 <20mm (0)
0O =20mm (1)

point

Re-try lesion
ONo (0)
OvYes (1)

point

Total

points

Validation of J-CTO Score in PROGRESS CTO

1/2012 to 7/2014
6 centers, n=650 lesions

J-CTO score and CTO PCI approach

100% 98% 98%

Successful crossing technique (%)

Technical success rate (%)
@
8

3

J-CTOscore0 J-CTOscore1 JCTOscore2 J-CTOscore3 J-CTOscored J-CTOscore5

= Antegr g ®Anteg!

Christopoulos, Wyman, Alaswad, Karmpaliotis, Lombardi, Grantham, Yeh, Jaffer, Cipher, Rangan, Christakopoulos,

Kypreos, Lembo, Kandzari, Garcia, Thompson, Banerjee, Brilakis.
Circ Cardiovasc Interv. 2015;8:€002171

96%

920
80
70
60
40
30
20

0

JCTO  JCTO  JCTO  JCTO
score0  score1 score2  score3

&

8%

JcTO
score 5

OGRESs o
C

Technical success, procedural time

=>160 min
=110-160 min|
=75110 min
=<75min
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Ao New score

OGRES§ . .
— i <, PROspective Global REgiStry for the Study of
roximal cap . .
ambiguity e CTO interventions
(F;rcg ress (1 point) iy 781 patients
T score 7 US centers
2012-2015
Absence of 98.2 97.5
“interventional” - 100 - 91.6
OGRES§ collaterals 9 90 -
3 (’) A &«
<] S (1 point) p 80 | 76.7
° 70 |
§ 60 |
2 bends>70 » 50 -
Moderate/ degrees or 1 = i
severe < 40
’ bend>90 (3}
tortuosity degrees ‘e 30 |
(1 point) ﬁ 20 -
Christopoulos, Kandzari, Yeh, ﬁ 10 4
Jaffer, Karmpaliotis, Wyman, 0 4
A L di, Gr
Moses, Christakopoulos, Tarar, ! 0 1 2
Rangan, Lembo, Garcia, Cipher, m
Thompson, Banerjee, Brilakis. (ql'rcqmgex CTO PROGRESS CTO score
poin:
Christopoulos, Kandzari, Yeh, Jaffer, Karmpaliotis, Wyman, Al d, Lombardi, G h Moses, Christakopoul
Tarar, Rangan, Lembo, Garcia, Cipher, Thompson, Banerjee, Brilakis.
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New Scoring Algorithms

CT-RECTOR

Multiple Occlusion

Blunt Stump

Presence of 22 complete interruptions
of the contrast opacification separated

by contrast-enhanced segment of 25 mm

Absence of any tapered stump
at the entry or exit site

Severe Calcification

Bending 245°

Second Attempt

Duration of CTO

Presence of any caicium involving
250% of the vessel cross-sectional
area at the entry or exit site or within
the occlusion route

Presence of any bending 245°
at the entry or exit site or within
the occlusion route

Previously failed PCl at CTO

Duration of CTO 212 months or unknown

Difficulty Group

[ Easy (0)

B oifficult (2)

M Intermediate (1) Bl Very Difficult (23)

Muitiple Occlusion

I Presence (1)
B Absence (0)

Blunt Stump

M Presence (1)
B Absence (0)

Severe Calcification|

[l Presence (1)

B Absence (0)

Bending 245°

B Presence (1)

B Absence (0)

Second Attempt

B Yes (1)
W No (0)

Duration of CTO
B Yes (1)

B No (0)

Total Score

AHPPARC
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CL-SCORE

Independent Predictive Variables

OR Score
Severe calcified lesion 2.72 p

Previous CABG 2.49 15

Lesion length 220 mm 2.04 15
Previous Mi 1.6
Blunt stump 1.39
Non-LAD CTO location  1.56

Alessandrino et al,
JAC CV Intv 2015

Opolski et al
JACC CV Intv 2015
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(New) Device Reports

Category
MultiCross FIM
CrossBoss Tips and Tricks
BridgePoint Systematic Review
Excimer Laser for CTO Procedures
Extended Usage of GuideLiner
GHOST-CTO
ABSORB-PILOT (BVS)

3 center BVS in CTO

Positive remodeling / Pulsatile Function after
BVS

BVS in False Lumen

CT follow-up of BVS after CTO

OCRF

Author
Mitsutake
Kwan
Wosik
Sapontis
Chan
La Manna
Vaquerizo
Goktekin
Tanaka
Latib

Ojeda

Journal/Meeting
CcCl
J Invasive Cardiol
J Invasive Cardiol
CCl
Eurointervention
CCl
AJC, Eurotintervention
J Invasive Cardiol
JACC CV Intv
Circ CV Intv
AJC

m Corumsia UNIVERSITY
222 MepicaL CENTER

= NewYork-Presbyterian
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LR Guides
SION TECC™®

Leading to the NEXT

=
4 (/4
—— L" ~ —~~
<3 P COGR
ASAHI

SION

Feldee X T2A.
\ 0 ASAHI
SION black .‘b
ASAHI
SI®N blue

Fetdee X TR

Your dreams. Woven together.

NS/N\HI INTECC
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Distributeur officiel en France:

Revetement SLIP-COAT ®
40cm o —4 BIOSENSORS
Spire radio-opague = J INTERNATIONAL™
15em o

Revétement en PTFE

W
—_—

f 0.36mm (0.014")
: S88seececetstes

&
—— Ame composite T L or b lllustration sans valeur scientifique
Ame en acier inoxydable Source: étiquette emballage

| 3 versions de Gaia pour affronter diverses configurations anatomiques

Diametre:0.010" (0.26mm) - 0.014” (0.36mm)
Charge de I’extrémité :1.7gf
Diameétre:0.011”mm (0.28mm) - 0.014”’mm (0.36mm)
Charge de I’extrémité :3.5gf

ASAHI Gaia Th”,d Diamétre 0’.0] 2”’ m.m’ (030mm) - 0.0] 4” (0.36mm)
Charge de I’extrémité :4.5gf

ASAHI Gaia First

ASAHI Gaia Second
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“coup de fouet” ou “whip motion”

P T CAmGUdDE WIRE

Controle de I'extrémité distale

v' “Whip” ou “coup de fouet”: accumulation du torque

lllustration sans valeur scientifique

Le “whip” rend le contrdle directionnel impossible, lorsque soudainement le torque
accumulé se libére au niveau de I'extrémité distale.
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guide pour CTO

AAAAAAAAAAAAAA

PTCAWmGUJIDE WIRE

Extrémité distale Ame composite Extrémité préformée
conique SION TECC sur ITmm

Objectif:
amélioration de la
capacité de
pénétration

Obijectif: amélioration de

Objectif: la durabilité de la forme

amélioration du
controle du torque

du guide et de son
controle directionnel
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AN Rigidité de I'extrémité distale CONFIANZA
PRO 12
A
Miracle 12
CONFIANZA
PRO

ASAHI Gaia Third

ASAHI Gaia Second
ASAHI Gaia First

Fielder XT-A
lllustration sans valeur scientifique
Fielder XT-R Distributeur officiel en France:
- — — —4 BIOSENSORS

— = J INTERNATIONAL™

N L :

Plaque dure Calcification sévére
Without stump MR RAAAAAEAAS

I Channel communication |
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Guidewire for CTO crossing (2) Retrograde cases (s )
Antegrade alone = FFC " Gaia 2
21% m SION = SION
[ | 2012 (1063) | 2013(1138) | P | = ULTIM3 o ULTIV3
Guidewire cross 91.8% (976) 93.5% (1064) 0.1300 = XT-R . Gaia1
ala
W Gaial
mXT-R
ULTIM3, g0, 25 = Gaia 2
2% Other
other
Con Pro Retrograde wire cross
12,2%
= ULTIM3 " Gaia 2
m FFC W Gaial
FFC, 4% ConPro = ULTIM3
S, 2012 " Gaia 1 # SION
ULTIM 3/ = XT-R
% ' 10% » Gaia 2 =XT-R
Wizard other other
3,4%

Seirei Hamamatsu General Hospital, Japan
Hisayuki Okada cTo sumMmIT 2016
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SION black
Pre=s ﬂr_’q e

SION black

PTCA GUIDE WIRE

Characteristics

M Polymer Jacket + SION TECC

Designed with greater lubricity, control and durability. ASAHI SION black
M Improved Flexibility Radiopaque length: 3cm ~——— Stainless steel high-tension core PTFEcoating  0.36mm(0.0147)

s e (E— .
M Durable tip for shape retention ) Polymer Jacket coating: 20cm |

SION TECC is designed to maintain tip shape for vessel selectivity and catheter positioning. Coated with SLIP-COAT® coating: 40cm \

M Precise torque response
SION TECC provides precise torque response in tortuous vessel.
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Your dreams. Woven together.
/A ASAHIINTECC

Non disponible

Good trackerbility

Tip Injection

AAAAAAAAAAAAAA
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'PALAIS

5 CONGRES

BIARRITZ

el Ballons

Lacrosse LAXA Sapphire Il PRO ‘

SAPPHIREIIEPRO

vvvvvv y Dilatation Catheter

Sapphire II PRO, the workhorse for CTO procedure

<0.0241"> <0.0245"> <0.0255"> <0.0256"> < 0.0267" 0.0277

Sapphire Il PRO NIC Nano Across CTO Emerge Tazuna Mini TREK Lacrosse LAXA
1.0mm 0.85mm 1.1mm 1.2mm 1.25mm 1.2mm 1.3mm

Features Benefits

Different balloon material for small sizes Better material robustness

Increased inner lumen wall thickness Less guidewire friction
New tip material Lower entry profile, better crossability
Better secondary profile Good for multiple inflations — cost savings

OrbusNeuch“‘

Pioneers in Iife

FIF'F'FIIE:q
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é 2 Micro-cathéter double lumiére
Injection sélective

Support de Acces branche
contraste T WI n-"a/§§~

latérale
dual access catheters

guide
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Turnpike LP )

s Romple Spkol

Tumpike Gold

Turning through
Complex Interventions
W vascular
| 135cm / 150cm lengths.
R ) | e g —— ‘
o 0‘97mrt| (2.9F) 0474mrt| (2.2F)
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Micro-cathéter Multifonctionnel

Lumiere coaxiale (OTW) a 2 lumieéres (RX/OTW):

pour le 2°me guide, l'injection de . ] ,

produit de contraste ou de c A chaque fois qu un bon

médicaments. support de guide est nécessaire
= dans les angioplasties

complexes.

for Side Branch Access; especially helpful for GW manipulation in

Revétement hydrophile

Bifurcation Stenting procedure

Lumiére a échange rapide (RX)
pour le 18" guide et I'’échange de
guide

i ERUMO SVSRENTONA * En attente du marquage CE



'PALAIS
| 2 CONGRES
870710
A iNzo16

Caravel™ est un microcathéder |l est destine 3 facilner fils guldes o
© autre. Caravel est un disposit! médical de Casse I, fabricué par ASAHI INTECC CO., LTO, et dont I'évaluation de 1a conformité a été réalisée par DLKRA Certificat.on 8.V 03¢
‘consulter 3 fiche technicue pour e cul concerne les isation. ., décri les
bon usage, les Instructions d'tilisation, les avertissements et ions potentielies assaciées b I'iitsaton de ce dispostd, Carave' n'est pas o> en charge par
assurance maladie. Ma: 2016, PN A b
o

3 Nz T
i

Caractéristiques techniques

P o

Distributeur officiel en France:

g BIOSENSORSIPZ XTI =ee
INTERNATIONAL ™~

HIPIPH

)

C

ACTUALISATIONS
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Design du microcathéter Caravel™ =] BIOSENSORS

Revétement hydrophile: 70/85cm

0.43mm 0.62mm

-

PTFE

\ gy )

PTFE™ (3

Se” L 2

Extrémité distale du Caravel

Diamatre externe

Tip Distal Proximal

085mm | 040mm | 0.43mm | 0.55mm
(0.016inch) | (0.017inch) | (0.022inch) 13%om oo

ASAHI™Caravel™ | 0.48 mm | 0.62 mm
135cm (1.4Fr) (1.9Fn) (2.6 Fr)

ASAHI™Caravel™ | 0.48mm | 0.62mm | 0.85mm | 040mm | 0.43mm | 0.55mm 150em 85cm
150cm (1.4Fr) | (1.9Fn) (2.6 Fr) | (0.016inch) | (0.017inch) | (0.022inch)

Caravel™ est un microcathéter. |l est destiné 3 faciiter la mise en place des fils guides dans les vasseaux coronaires et périphérigues, et peut &tre Utiisé pour remplacer un fil guide par un
autre. Caravel est un dispositf médical de Classe Ill, fabrigué par ASAHI INTECC CO., LTD., et dont I'évaluation de la conformité a été réalisée par DEKRA Certification 8.V 0344, Veuiller comsulter

la fiche technique pour ce qui concerne les caractéristiques et performances. Avant toute utilisation, veuillez vous référer 3 & notice o'utiisation, gui décrit les informations de bom usage, les
instructions c”utilisation, les avertissements et comalications potentielles associées 3 Futilisation de ce dispositd. Caravel r'est pas pris en charge par les organismes d'assurance maladie. Mai

2016.



| PALAIS
| 18 CONGRES
| BIARRITZ
18/9/10
WJUN2016

WV WOPPac

r -
Micre

Tapered tip for tracking
through the tightest lesions

State-of-the-art Serene™ coating
with the lowest friction force

Catheter

Micro 14

[—

Micro 14

Micro 18

Indication

Teflon-lined inner

core for smooth ‘esas(‘r:':l:h::\:,":

guidewire control r e most
distal vasculature

Super low profile
shaft for optimum
tracking

Variable pitch braid optimized
for pushability and flexibility

Outer Diameter Profile Comparison (i)

temfromTip | 2em from Tip Main Shaft Diam |

0.033

Quantity

-
roxwood medical

N

AHPPARC
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aravel™ ) (2] ok | 13/190
T e e e R
FINECROSS™ MG ‘zﬁ';r';' ‘zﬁg;‘r';' ‘2:;:‘3‘ 135/150
Micro™ 14 i) ors G 155
— oo | oo | omn |
R - T
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Laser de Contact et Pulsatil
Unidirectionnel
Intensité élevée 308 nm
Monochromatique bleu (ultraviolet)= laser froid

Ultraviolet Infrared
Excimer CO,
(Spectranetics CVX-300®
Excimer| Laser System) HoYAG A
'  Spectranetics’
Always Reaching Farther

(Ophthalmology e.g. LASIK)

ELCA"CORONARY LASER
ATHERECTOMY CATHETER

Treatment Versatility for Coronary Interventions

O Spectranetics

waysReaching Farther
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Méchanisme d’action

RUPTURE DES LIAISONS DE VAPORISATION CELLULAIRE

COVALENCE

L'énergie et les mouvements
produits a I'intérieur de la
cellule entrainent la
vaporisation du liquide
intracellulaire.

A 308 nm l’intensité lumineuse est
+ puissante que les liaisons
intracellulaires. Ce qui entraine la
séparation des ponts de covalence.
En se séparant ils produisent des
microparticules de — de 5microns qui
en mouvement créés de I'énergie.

EFFET PHOTOKINETIQUE

L'expansion des bulles et de la
vapeur générée a l'extrémité de
la fibre optique permettent sa
progression a travers la lumiére
de l'artére.

FIF'F'FIIE:q
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Deliver
CenterCross delivers over a standard
0.014" or 0.035" guidewire

Deploy
Scaffold provides anchoring and
centering near target lesion

Cross
A guidewire and microcatheter can be
used independently to cross into true

lumen

Re-Sheath
CenterCross and microcatheter are
withdrawn for standard luminal

Ultimate Support

Anchor Center

rnxwood medical
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M heter

Multi-Lumen Anchoring Catheter

—

Deliver

Deploy
Id pr

-
roxwood medical

Amplified Support U\ Catatog Numier

MC-0100-5

Anchor Wire

-
roxwood medical
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MULTI-LEVEL

JUNE 30™
JULY 157 & 2'° 2016

Nice, French Riviera

Alexandre AVRAN, MD
Stéphane RINFRET, MD

Max AMOR, MD

www.micto.com

Simultaneous = In collaboration with )
ranslation e
g incathlab®

FACULTY

« Max Amor, MD - Nar
« Alexandre Avran, MD - Marignane, France
« Nicolas Boudou, MO - Te
« Erwan Bressollette, MO - N
« Emmanouil Brilahis, MD - Data
« Alexander Bufe, MD - Krefex,

« Christopher Buller, MD - To;
« Mauro Carlino, MD - Miano, ltaly

« Philippe Durand, MD - Puris, France

« Benjamin Faurie, MD - Grencble, France

« Alfredo Galassi, MD - Catana, taly

« Omer Gohtehin, MD - Istanbul, Turhey

« Colm Hanratty, MD - Belfast, United Kingdom
« Jonathan Hill, MD -
« Thomas Hovasse, MD - Par ce
« Risto Jussila, MD - Vasaa, Frland

« Artis Kalnins, MO - fuga,
« Dimitrios Karmpaliotis, MD - New Yerh, USA

« Jacques Koolen, MD - Eindhoven, The Netherlands
« Thierry Lefévre, MD - Paris, France

« Fabrice Leroy, MD - Lile, Franc:

« Nicolas Lhoest, MD - Strasbeurg,
« Kambis Mashayefhi, MD - Bad Krazinger, Germary
« Marhus Meyer Gessner, MD - Dosselo:
« Khalid 0. Tsammam, MD - Jeddal
- Stéphane Rinfret, MD - Meatréal
« Antonio Serra, MD - Barceicna, §
« Georges Sianos, MD - T
« James Spratt, MD - Edinburgh,
« Satoru Sumitsuji, MD - Suita, Japan
« Imre Ungi, MD - Szeged, Hungary

« Daniel Weilenmann, MD - St Galle
« Gerald S. Werner, MD - Dar
« Jaroslaw Wojcik, MD - Lutlin,

. France

Kingdem

France

ik, Greece

and

LEARNING POINTS

Thursday, June, 30"
Module 1. FIRST STEPS IN CTO PCI

Starting 8

Friday, July, 1*
Module 2: IMPROVE YOUR SKILLS IN CTO
a retrc

Saturday, July, 2**
Module 3: MASTERING CTO

\j
AHPPARC
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SAVE THE DATE

JIFGTO>2016

JOURNEES INTERACTIVES FRANCOPHONES JEUDI 1ER

ET VENDREDI 2
DECEMBRE 2016
CHU TOULOUSE

d

v

Organisation :
Dr Nicolas Boudou
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