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Application of Branching Techniques in Interventional

Treatment of Coronary Chronic Total Occlusion
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China)

[ Abstract ] Coronary chronic total occlusion( CTO) remains a major challenge for interventional doctors. If there is a large branch at

the entrance, body or exit of the lesion, it will increase the difficulty of opening to some extent, and affect the success rate, efficacy and

quality of opening. The adoption of necessary branching techniques and reasonable equipment is crucial. The progress in this area is outlined

in this article.
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