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Male  82 year
- IDDM II
- AHT
- B II gastrectomie

- Wound toe 5 infected Right side
- Wound toe 1 non infected Right side
- Pain right foot at night

WBC  = normal !
eGFR = normal !



• Who would declare this patiënt inoperable ?

Yes No



Never declare a patiënt inoperable without a distal angiogram !

• If possible ipsilateral approach, pushability, steerability is better

• No SFA/ Popl pathology : 55 cm long 5 Fr Sheath down in the a. popl. 
( 7 Fr Sheath if you need kissing technique, e.g. truncus  & ATA with 0.014 ) 

• Start with Angiogram of the foot, to see outflow vessels, store 
position



Strategy: start with angio 

• Select appropriate crossing strategies

• Utilize intraluminal and subintimal techniques effectively

• Apply retrograde and pedal access when needed

• Manage crossing failures and complications

• Develop a systematic escalation algorithm

All true but in this patient the first 
stategy was to get a sheath in P3 
fot proper angiogram of the foot
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Angiogram Foot & Proxima

Angiosoom related vessel accessible antegrade?

Yes No

Proceed antegrade Angiosoom related vessel 
accessible retrograde

Proceed retrograde Go for vessel with best after outflow

Yes No



No antegrade approach possible so:
retrograde approach a. dorsalis pedis



PTA ATA from antegrade
Angio after 2 minutes: 
severe dissection ata

Angio after DES implant 
Eg. Angiolite



PTA with balloning of distal punction



Proceed if possible in angiosoom related vessel (exch. Cath. 4fr vertebralis)

• Decide on your guide wire:
• which vessel… ATA preferable 0.018 ( to avoid looping out in popl)

• which segment / disease … 
• BTK occlusions 0.018 … if we see reinjection in “good” distal segment  
• BTK very small high graded stenosed artery 0.014 … stay intraluminal
• Below the ankle 0.014 !!

• Very calcified pathology 0.014 , or cto wire

• Decide on your support catheter:
• Balloon
• Microcatheters
• Oscar device



Guide wire
0.018

Indication Remark.

Boston V18
Control

- Soft occlusions
- If you need support

First real dedicated BTK 
wire !!  +/- 105 Euro 

Connect flex wire Abbott - Little bit sharper
- (better penetration)
- Good support

Fragile tip
+/- 105 Euro 

Command flex wire Abbott - Little Little Difficult to shape
Extreme resistant
+/- 100 Euro

Guide wire
0.035

Indication Remark.

Terumo j-tipped - To place sheath
- To get exchange 

catheter in target vessel

No indication in BTK 
crossing 



Guidewire 0.014 Indication Remark.

Command ES 
(Abbott)

- Tortuosity
- High grade stenosis

- Difficult to shape
- Extreme resistant
- +/- 100 Euro

Astato XS  9-12
(Asahi)

- Intermediate
penetration

- More expensive

Glidewire Advantage
(Terumo)

- Tortuosity
- High grade stenosis

- Visibility low?
- +/- 100 Euro

P II grafic
(Boston)

- Tortuosity
- High grade stenosis

- Moderate rail support

Pilot wire (Abbott)
50 – 150 – 200= 1,5gr – 2,7gr – 4,1gr

CTO - Perforation
- +/- 54 Euro

Winn wire (Abbott)
40 – 80 – 120= 4,8gr – 9,7gr – 13gr

CTO - Perforation,  be careful
- +/- 121 Euro 

Astato 20
Confianza Pro 12

CTO - Perforation
- Price ?



Second case: Male : 81 years old
- DM type 2 for >5 years
- Hypercholesterolemia
- Arterial Hypertension
- Ulcus MTP II Right 5 months

Spect –CT:
fusie cor

Air & Osteomyelitis MTP 2



Dominant Peroneal
Diffuus ill and partial occluded ATP
Occluded ATA

Proximal Angio After recanalisation outflow



Still work to do:
Flow in ATP slower than in Peroneal! PTA outflow tract

PTA of ATP 2.5-150 



0.018 wire recanalising total occlusionTotal occlusion ATA Reinjection in A. dorsalis pedis Ballooning the ATA 

Wire



Severe dissection of prox. ATP Stenting prox. ATP Angio Post DES BTK 3.0-38
23-10-2017 Ulcus with Osteomyelitis→

• Revascularisation &
• Amputation of MTP II

04-12-2017 Healed



Haevy Calcification: The Major Challange, failed guide wire passage

Is Guide wire tip load increase the only thing to solve failed wire passage? 

YES NO



Crossing in BTK: 

• Intraluminal crossing

• Controlled subintimal crossing

• Re-entry Techniques

Use microcatheter support 
Small wire tip bends (1–2 mm) 
Gentle probing & torque
Frequent orthogonal views , Magnify

Small Loop formation 
Support of the balloon
Follow carefully vessel path

Wire-based re-entry 
Catheter-supported redirection 
Retrograde target creation 
Most Important Factor
Good distal target visualization.

• Retrograde crossing 
Pedal-plantar loop 
By retrograde punction

• SAFARI  technique

• Haevy Calcification: The Major Challange

Increase support 
Escalate penetration force 
Use CTO-specific wires
Utilize multiple projections



For Crossing lesion you need to understand: 

• Lesion characteristics
• Soft / hard plaque 
• Stenosis / occlusion

• Guide wire characteristics

• GW support characteristics

• Anatomy & Visuability
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