
Retrograde vs 
Antegrade 
approach 
MASAHIKO FUJIHARA
Osaka Keisatsu Hospital Cardiovascular Division

Osaka International Medical and Science Center, Osaka, Japan  



Disclosure

Masahiko Fujihara

-----------------------------------------------------------------------------------------

I have the following potential conflicts of interest to report:

Consulting: Abbott, Philips, Nipro, Cordis, Kaneka, BD

Employment in industry:

Stockholder of a healthcare company:

Owner of a healthcare company:

Other(s), Boston Scientific, Medtronic, GORE, Terumo 

I do not have any potential conflict of interest 



The Four Pillars of Modern Endovascular Therapy

ACCESS ASSESS PREPARE TREAT
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The 1st Step: 
The Challenge of CTO
Our Obsession: Procedural Success

In this phase, we faced the toughest anatomical 

challenges.

Our sole question was: How do we conquer these 

complex lesions?*The mission was clear.

ñHowto cross "
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Continuous Evolution of 
My CTO Success Rates
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Bidirectional Access with various distal puncture



For FPA CTO:

Prompt 

Switch to 

Retrograde

Antegrade 

Purist



Distal Access Site

Antegrade (CFA, Crossover)

Distal SFA

Popliteal

Anterolateral popliteal

DPA

Distal PTA

When Antegrade Fails: What is the Optimal 

Retrograde Access Site for SFA CTO?

¸ Is there a suitable puncture target?
¸ Can we obtain sufficient backup support?
¸ Is reliable hemostasis achievable?
¸ 0.014-inch vs. 0.018-inch system?
¸ Should we deliver devices via tibial access?



Classic Popliteal Puncture 
(The "Ura -PAN" Approach)



RAO30° (right leg, ipsilateral oblique view)

Schmidt A. J Endovasc Ther.2012;19:23-29. Tan M, J Endovasc Ther. 2017;24:525-530.

RAO30° ˢright leg, ipsilateral obliqueview x

Anterolateral popliteal puncture Distal SFA puncture 



The Game-Changer for SFA CTO Bidirectional 
Approach: SFA distal
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60°

Distal SFA puncture 

SFA POPA



The Modern Trend: 
Anterolateral Popliteal Approach

Special thanks to Michinao Tan for providing these clinical images.
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Distal SFA puncture 

SFA POPA

Anterolateral popliteal puncture 



Tibial Access: A Fundamental Tool in the EVT 
Toolbox



How to Choose the Optimal Retrograde Access Site? 
Tailored Strategies for Individual Patients

Puncture
Puncture

Position

Depth

Check
Depth Sheath Backup Hemostasis

Standard

POP

Prone or 

Leg 

Elevation

AP AP Deep OK Strong
Balloon and 

band

Distal

SFA
Easy Ipsilateral

Contralater

al
mild No Poor

Balloon 

tamponade

Anterolater

al popliteal
Easy Ipsilateral

Contralater

al
deep No Strong

Balloon 

tamponade

DPA
Vessel-

dependent

Ipsilateral
Contralater

al Surface OK Moderate Manual Easy

PTA distal
Vessel-

dependent

Contralater

al
Ipsilateral

Surface
OK Moderate

Manual 

Easy



Objectives of Retrograde Access

1 Maximize procedural success

2 Minimize the target lesion length

3 Secure an optimal wire route (True Lumen)

4 Avoid unnecessary subintimal tracking

5 Preserve critical collateral side branch

Clinical 

Goals

¸ Facilitate successful vessel preparation

¸ Achieve a "stent-less" strategy 

(avoiding metal implantation)



70 years Male 

R3 claudication

Diabetes

Hypertension

ESRD on Dialysis

ABI 0.68
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Achieving "Stent -less" Outcomes: 
DCB-Only Strategy for Complex CTOs



Guidewire Routing Impacts Patency Rates Post -DCB

Toyoshima T, JACC Cardiovasc Interv. 2024 Mar 11;17(5):608-618. 

intraluminal DCB angioplasty was superior to subintimal DCB angioplasty for FP CTO treatment, with a 

significantly better 1-year rate of freedom from restenosis.



Successful Vessel Preparation is essential for the 
clinical success of DCB

Tomoi Y, J Endovasc Ther. 2025 Dec;32(6):1944-1952. 



Vessel Preparation is successful, 
does the type of DCB matter?

Tomoi Y, J Endovasc Ther. 2025 Dec;32(6):1944-1952. 



Does successful Vessel Preparation influence the 
outcomes of DES or DCB?

LINC 2026 Osamu Iida

Semi- and non-compliant balloon use had a significant 
interaction effect on the association between DCB 
versus DES and TLR risk (P = 0.017 and 0.018).

A 3-Year Propensity Score-Matched Analysis From the CILANTRO Investigators 



How to go passed the CTO lesion with IVUS


