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Co-morbidities

HTN

Diabetes type II:   neuropathy

Hyperlipidemia

Medical History

PCI to proximal LCX- 2005

PCI to Distal RCA- 2008

Lab tests

CBC- normal

Creatinine- normal

CASE 

PRESENTATION
Age (years): 78

Gender: Male

BMI: 30

Clinical Presentation

CCSII and NYHAII symptoms

Progressive symptoms for the last 6 months

Optimized on GDMT



Procedural Strategy

1.    Ad-Hoc CTO-PCI to LCX-

Single catheter, RR, EBU 3.5, 6F.

2.    Staged PCI to RCA-

Dual access. 

CASE

PRESENTATION
Age (years): 78

Gender: Male

BMI: 30

Exertional breathlessness and chest discomfort

Clinical Indication and decision making

CCS II

SPECT- inferolateral ischemia > 15% 

Echocardiogram- Inferolateral hypokenesia

Angiography

• proximal LAD lesion 40%

• Proximal LCX CTO

• Proximal RCA CTO

JCTO score

RCA – 3

LCX- 2



1) Ad Hoc CTO PCI of LCX

• Single GC- EBU 3.5, 6F
• Over the Wire Balloon- 1.25X15mm
• PILOT 200 Miracle 6









PILOT 200



Miracle 6









After Miracle cross 
deescalating to soft wire





Wiring the main 
marginal





Post stenting



2) Staged CTO PCI of RCA

• Dual injection GC- R. Femoral: EBU 3.5, 7F     R Radial: AL0.75, 6F
• MC- Corsair pro 150cm
• Sion wire SUOH 03 wire  GAIA 2 





Septal surfing with sion
wire



De-escalation to SUOH 
03 wire









Escalation to GAIA-2 wire







GAIA 2 successful wiring 
to ostial RCA







GAIA 2 wire entering the 
antegrade catheter 
trapping mc 
advancement  wire 
externalization





Antegrade SASUKI MC 
advancement for PLB 
wiring



Successful PLB wiring



Final Result




