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OUR CASE

53-year-old male with intermediate-high-risk PE
on 4L NC

MECHANICAL THROMBECTOMY WITH FLOWTRIEVER

The FlowTriever System extracts PE by
aspiration and/or mechanical modes

Large-bore (16-24F) aspiration catheter
Nitinol mesh disks for clot disruption

FlowSaver for blood return

o Outer Inner  Effective
Diameter Diameter  Length

r

Triever24, Triever20,  FlowSaver Blood Triever24  0.035” 72: fr 69mm  90cm
and Trieverl6 Return System (7.6 mm)

Triever20  0.035” 20Fr s6mm  90cm
. = (6.5 mm)

‘o IS Flowstasis Trieverl6  0.035” F  4smm 107cm
(5.3mm)

FLOWTRIEVER EVOLUTION: CONTINUOUS DEVELOPMENT
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ADVANCED FLOWTRIEVER OPERATOR TECHNIQUES

1. Telescoplng Technique 2. Whoosh Technique 3. Buddy Wire/Catheter

‘Smaller catheter inside larger for tortuous anatomy and  High-efficiency aspiration for maximum clot removal Stabilty wire in lower lobe, angled catheter for upper
dilated hearts lobe/truncus
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4. Mother-Child (Coaxial) 5. Plggybacking Technique 6. Proximal Aspiration First
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Triever C r o Guide pport for distal edge

embolization

7. Withdrawal for Truncus Key Principles

[ 1 « Start with lower lobes for optimal success

« Add stability wires for upper lobe access
Withdraw from interlobar to aspirate truncus without .
e — « Use transitional catheters for difficult anatomy
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INARI FLOWTRIEVER CLINICAL EVIDENCE LANDSCAPE

Intermediate Risk PE
Registy (n=600)

FLARE 10E Study (n=106)"

Single-Conter Studies (1200)"

References:

FLAME Context Arm (ns61)"

FLAME

High-Risk/Vassive PE

Observational (n=114) Intermediate-Ri

Caraiogenic Shock Anaiysis®
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MECHANICAL THROMBECTOMY: EVOLUTION OF EVIDENCE
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FLOWTRIEVER IS SAFE AND EFFECTIVE

PEERLESS: MT OUTPERFORMS CDT IN A VARIETY OF ENDPOINTS
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Other 1(04) 4(14)
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MECHANICAL THROMBECTOMY: QUALITY OF LIFE & TRANSFORMATION
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'ADDITIONAL 6o Outcomes (FLASH):

KEYFIDING
- TEP 10 v 34 il Mechenica thrombectomy achieves rapd,sustained
« Alcause mortaly: 4
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HIGH-RISK PE & FLOWTREIVER

Outcomes in High-Risk Pulmonary Embolism
Patients Undergoing FlowTriever Mechanical
Thrombectomy or Other Contemporary Therapies:
Results From the FLAME Study
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Original Research

Mechanical Thrombectomy for High-Risk Pulmonary Embolism:
Insights From the US Cohort of the FLASH Registry

James M. Horowitz, MD**, Wissam A. Jaber, MD®, Brian Stegman, MD°,

Michael Rosenberg, MD®, Christina Fanola, MD, MSc*, Ambarish P. Bhat, MD',
Sreedevi Gondi, MD°, Jordan Castle, MD", Mustafa ‘Ahmed, MD', Michsel A. Brown, o'
Rohit Amin, MD ", Mohannad Bisharat, MO, Paul Butros, MD™", Aaron DuCoffe, M
Michael Savin, MD®, Jefirey S. Pollak, MD?, Mitchell D. Weinberg, MD, MBA®,

Daniel Brancheau, DO’, Catalin Toma, MD; for the FLASH Investigators

Flame. Circ Cardiovasc Interv 2023.
FLASH. High-risk sub-analysis. JSCAI 2024.
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MECHANICAL THROMBECTOMY
ALGORITHM SIMPLIFIED
Our Case

Fiatnons
245,

MECHANICAL THROMBECTOMY OF RIGHT AND LEFT PA
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The Race to the Stratosphere
Mechanical Thrombectomy for Pulmonary Embolism * Market Landscape 2025
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CHOOSING THE RIGHT DEVICE: CLINICAL FACTORS

Clinical Scenario Device Consideration Rationale

Central/Saddle PE Large-bore (FlowTriever 24F) Maximum aspiration power
Segmental/Subsegmental CAVT (Lightning Flash) Algorithm-guided extraction
Tortuous Anatomy AlphaVac (85° angle) Enhanced navigation
Speed Priority Any MT device All faster than CDT
Cost-Conscious/Operator Limitations Consider CDT first

Device costs higher upfront

e ——
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PE THERAPY
DECISION ALGORITHM
Complex
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REIMBURSEMENT STRATEGY

Mech Thrombectomy

Procedure IPPS IPPS IPPS EKOS vs CDT
MS-DRG MS-DRG
Payment Payment Payment Reimbursement
DRG-163 | $32,802 T«; s0.823 0%
75
DR 164 | $17,012 | oo | sa1s30
DRG ’
DRG 165 | $ 13,265 e | 51 T

1
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MECHANICAL THROMBECTOMY VS EKOS CDT FINANCIAL PERFORMANCE

MT- Orlginal Analysis MT - Optimized EKOS CDT
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Key Poremeters, Key Poremetars Key Parametor

Do cont #1000 oevic cost 48000 et erer

Lengin ot sty e Lengtn o stay: s0me = cac

Cost Breelkown Cost Breekiown Cost Breetkiown

Device/procedure: #1000 oevie/praceaure: E—— sa50

Facuny 2,000 Faciny: 42000 Facuny: 2,200

Wosptai oy soren Hospt sty 45202 Hospiai tay: 1020

" frern rotessonsi pees: 42200 Prtessions Fees: s2.000

B ren Totn cont: s1nan2 Toti Cont: s20204
ot Loss: $4,682 Net Loss: $220 Not Profit: $1,605

(26.6%) L.2%) (47.3%)
STRATEGIC EKOS remains st roftablecue o igher DRG rembursement - DRG payment ifferertil ($3.987) iskey v
CONGLUSIONS + Optimizec MT approaches viabity wih oy §220 loss « M requires devioe cost below $8000 for protabilty

PE & FLOWTRIEVER: MANY QUESTIONS, MANY UNKNOWNS

Disadvantage FlowTriever

No Iytic requirement

No clear outcome benefit (PEERLESS Il coming)
Dataset growing

Minimal guideline support

ICH and Major Bleeding are still seen

Distal thrombus effect < CDT

The competition is knocking at the door

Still expensive

Capable of extracting large thrombus
Well iterated

Potentially minimal ICU needs (variation)
Rapid clinical improvement

Visually and clinically satisfying

Heme loss declining
Financially tolerable depending in ICU and
catheter costs
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