3187


CURRENT MANAGEMENT OF THE CORONARY CHRONIC TOTAL OCCLUSION 
B.F. Uretsky 

UAMS and CAVHS, Little Rock, AR, USA
Decision-making in treating a coronary chronic total occlusion (CTO) should align with guidelines and appropriate use criteria for management of the non-CTO lesion, utilizing the same criteria, i.e. the extent of symptoms and ischemia and the adequacy of medical therapy. The idea that collaterals adequately perfuse the myocardium in the CTO territory is a myth; in fact, that region may be considered a chronically ischemic zone.   When matched with patients without a CTO for all coronary syndromes, prognosis is worse for the CTO patient. Additionally, a CTO in patients with left ventricular dysfunction and an ICD is the most potent predictor for ICD shocks and second most important parameter related to mortality. Available data have shown that revascularization with PCI of a CTO can improve symptoms, decrease the need for bypass surgery and improve ventricular function and suggest that survival is improved. The use of percutaneous coronary intervention (PCI) to recanalize the CTO has been limited by a relatively poor success rate of 60-70%. The use of newer techniques can improve may increase success rate to 85-90% and increase the poor of PCI candidate. They include the antegrade dissection-re-entry technique with dedicated tools for this purpose including the CrossBoss, Sting-Ray balloon, and dedicated re-entry wire. In addition, the use of retrograde techniques, both intra-luminal and dissection re-entry, increase the success rate to a range where patients with multivessel disease and a CTO may be completely revascularized by percutaneous methods. Currently no randomized trials have demonstrated that CTO PCI is more effective than medical therapy or bypass surgery but such trials are ongoing and should provide increased clarity in decision-making.

