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The main findings of our study are that in a contemporary CTO PCI practice:
A) All available crossing strategies are required for successtul recanalization
achievement of technical success with no B) Antegrade dissection/re-entry and the retrograde approaches are more frequently used in me
in-hospital major adverse cardiac events C) Favorable intermediate-term clinical outcomes can be achieved after successtul CTO PCI
(MACE). crossing strategy utilization.
Earlier studies from our institution had suggested a trend for higher rates of target vessel revas
antegrade dissection/re-entry approaches, but in this study the overall rate of target lesion re
revealed no significant differences between crossing strategies.

stenosis within the treated segment and
restoration of TIMI grade 3 antegrade tlow.
Procedural success was defined as

plex lesions
‘dless of intimal vs. subintimal CTO

rization with use of the retrograde and
larization was substantially lower and




