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The PERSEVERE Trial: Advancing 
Evidence in High-Risk PE
Global Principal Investigators discuss the design and impact of a randomized trial evaluating 

the FlowTriever System versus standard of care for high-risk pulmonary embolism. 

With Stavros V. Konstantinides, MD, PhD, and Nicolas Meneveau, MD, PhD

The PERSEVERE trial is enrolling patients with 
high-risk, or massive, pulmonary embolism 
(PE). As the Global Principal Investigators for 
PERSEVERE, please explain the unmet need 
behind the study. What are the gaps in existing 
literature that you are aiming to address, and 
why is a randomized trial in this patient popu-
lation important?

Prof. Konstantinides:  High-risk PE is classically 
defined by “hemodynamic instability” based on per-
sistently low arterial blood pressure or collapse, neces-
sitating cardiopulmonary resuscitation. It is associated 
with a very unfavorable early prognosis, with in-hospital 

mortality rates ranging from 20% to 50%, and rising to 
almost 85% if cardiac arrest occurs. Of all patients with 
acute PE, these are the patients who most urgently 
need effective life-saving treatment, but this is also the 
PE risk class with the largest knowledge gaps regarding 
optimal management to date. The only “high-level” 
evidence to back existing guideline recommendations 
in this risk category comes from a single randomized, 
prematurely terminated trial of eight patients, pub-
lished in 1995, which claimed superiority of intravenous 
streptokinase (a thrombolytic agent no longer used in 
most countries) compared to unfractionated heparin.1 
This is totally insufficient and outdated, and should not 
be accepted as “evidence” in the second quarter of the 
21st century. Moreover, many patients with high-risk PE 
also have contraindications against thrombolytic drugs 
and consequently do not receive any advanced reperfu-
sion treatment in the real world, with physicians hoping 
that anticoagulation alone and catecholamines will save 
the life of the affected patient. 

Today, the most important unanswered questions 
concerning the science and the practice of high-risk PE 
management are:

•	 How is high-risk PE best defined? Is the old, blood 
pressure–based definition of the European Society 
of Cardiology (ESC) dating back to 2019 adequate,2 
or should the definition of shock expand to include 
threatening decompensation and so-called “nor-
motensive shock,” as is already the case for other 
forms of cardiogenic shock? Should we place more 
focus on early signs of tissue hypoxia instead of 
waiting for the systemic blood pressure to fall?

•	 Is intravenous alteplase treatment effective and 
safe in patients with PE and shock (risk classes 
E1-E2 in the latest American Heart Association 
[AHA]/American College of Cardiology [ACC] 
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guidelines3)? If yes, which regimen is better: 100 mg 
over 2 hours or 0.6 mg/kg (with a maximum of 
50 mg) over 10 to 15 minutes?

•	 Large-bore mechanical thrombectomy (LBMT) has 
been demonstrated to effectively remove the bulk 
of proximal thrombus in massive PE, but can it 
improve the early clinical outcome of patients with 
high-risk PE? Can it perhaps also improve long-
term outcomes in terms of persisting symptoms, 
late PE sequelae, functional status, quality of life, 
and return to work/previous activities?

•	 Can up-front integration of extracorporeal mem-
brane oxygenation (ECMO) into the management 
strategy further contribute to improving early 
outcomes?

•	 What is the best way to design and execute a con-
temporary, state-of-the-art randomized controlled 
trial (RCT) to evaluate and define the success of a 
modern advanced treatment strategy in high-risk 
PE, apart from simply comparing 7-day or 30-day 
mortality?

As the first landmark RCT in this critical setting, in 
which every minute counts, PERSEVERE was designed to 
specifically address these clinical and scientific questions.

 
Prof. Meneveau:  The PERSEVERE trial was designed 

to address a major therapeutic gap in the management 
of acute high-risk, or massive, PE. Although current 
international guidelines recommend systemic throm-
bolysis as the standard reperfusion strategy for high-risk 
PE, the evidence base supporting this recommendation 
remains surprisingly limited.2 This creates a clear mis-
match between the severity of the condition and the 
strength of the data guiding treatment.

Another major gap is that systemic thrombolysis 
is often underused in real-world practice because of 
bleeding concerns, especially intracranial hemorrhage, 
and contraindications (eg, recent surgery, advanced age, 
active cancer, active bleeding). As a result, only a minor-
ity of unstable patients actually receive thrombolysis, 
leaving a majority of patients undertreated. At the 
same time, LBMT has emerged as a promising catheter-
based alternative that may achieve rapid clot removal 
and right ventricular unloading with potentially less 
bleeding, but the available data have mostly come from 
registries, single-arm studies, or nonrandomized com-
parisons.

PERSEVERE is an ambitious study that faces numerous 
challenges, particularly the difficulty of conducting a ran-
domized trial in a population of unstable patients. The 
urgent need to coordinate care and the issue of obtain-
ing consent from patients who may be on respiratory or 
circulatory support have led to significant reluctance to 

include them in such a prospective study. The very defi-
nition of high-risk PE encompasses a broad spectrum of 
clinical presentations, ranging from arterial hypotension 
to cardiac arrest, including obstructive cardiogenic shock. 
It is therefore essential to best define the population that 
is likely to benefit from a pulmonary revascularization 
strategy in combination with hemodynamic support 
therapies, including circulatory assistance. Furthermore, 
the multidisciplinary care of these patients complicates 
the implementation of such a strategy. All of these chal-
lenges have dampened enthusiasm for conducting a 
randomized trial in the setting of high-risk PE. Promising 
preliminary data on a percutaneous thromboaspiration 
approach offer a unique opportunity to make progress in 
this field, as no randomized trials have been conducted 
in this context for 30 years. 

PERSEVERE is therefore important because it is the 
first adequately powered RCT specifically focused on 
high-risk PE. It aims to provide robust comparative 
evidence on both efficacy and safety, helping clinicians 
move beyond expert opinion and observational data 
toward a more evidence-based treatment strategy for 
this critically ill population.

The rationale and design of the trial were 
recently published in American Heart Journal.4 
Can you describe the design of the PERSEVERE 
study? What arms will patients be randomized 
to, and how long is the follow-up?

Prof. Meneveau:  PERSEVERE is a multinational, 
open-label, randomized controlled superiority trial 
evaluating whether LBMT with the FlowTriever System 
(Stryker Peripheral Vascular) is superior to standard of 
care in patients with acute high-risk PE.4 The trial plans 
to enroll approximately 200 patients across up to 40 
sites in Europe and the United States, with random-
ization in a 1:1 ratio. Although the treatment assign-
ment is known to investigators and treating teams, 
the adjudication of the primary and safety outcomes is 
performed by a blinded clinical events committee, and 
safety is further overseen by an independent data safety 
monitoring board.

Eligible patients are adults with acute proximal PE of 
recent onset, evidence of right ventricular dysfunction, 
and features consistent with high-risk disease (eg, hypo-
tension, vasopressor requirement, markedly elevated 
lactate with signs of obstructive shock, need for ECMO, 
resuscitated cardiac arrest). After randomization, all 
patients receive therapeutic anticoagulation in addition 
to their allocated treatment strategy. The study’s target 
population covers the broad spectrum of the clinical 
presentations of high-risk PE and incorporates the most 
advanced circulatory support strategies. In particular, 
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patients on ECMO are not excluded, which should 
allow for evaluation of therapeutic strategies combining 
reperfusion and hemodynamic support. Once again, the 
inherent difficulties of conducting a randomized trial in 
unstable patients requiring urgent care led us to limit 
exclusions to cases of refractory cardiac arrest with a 
low Glasgow Coma Scale score or those at very high risk 
of bleeding so as not to disadvantage the control group. 
The approach is pragmatic and closely aligned with 
everyday clinical situations.

The two treatment arms are straightforward. In the 
experimental arm, patients undergo LBMT using the 
FlowTriever System. In the control arm, patients receive 
standard of care according to local practice, which may 
include systemic thrombolysis, surgical embolectomy, 
ECMO as stand-alone therapy, or anticoagulation alone. 
Importantly, catheter-directed thrombolysis (CDT) is 
not allowed as an initial therapy in the control arm, 
although it may be used as bailout treatment if needed.

The primary endpoint is assessed through hospital 
discharge or 7 days after randomization, whichever 
comes first. Patients are then followed for 3 months to 
capture mortality, functional recovery, quality of life, 
readmissions, and post-PE impairment.

Prof. Konstantinides:  In PERSEVERE, patients are 
randomized 1:1 to LBMT using the FlowTriever System 
or standard of care (including systemic thrombolysis, 
surgical embolectomy, or possibly anticoagulation 
alone). Key inclusion criteria include a proximal pulmo-
nary filling defect and at least one of the following: (1) 
persistent systolic hypotension or need for vasopres-
sors, (2) tissue hypoxia as indicated by venous lactate 
≥ 4 mmol/L along with clinical signs suggesting obstruc-
tive shock, or (3) need for ECMO support prior to 
randomization. Patients with resuscitated cardiac arrest 
and return of spontaneous circulation may also be 
included if they have regained consciousness and have 
no evident persistent neurological deficits.

The trial’s primary composite outcome includes 
(1) all-cause mortality, (2) cardiac arrest necessitat-
ing cardiopulmonary resuscitation, (3) bailout to an 
alternative therapeutic strategy, and (4) major bleed-
ing, all occurring until hospital discharge or day 7 after 
randomization (whichever comes first), as well as (5) 
ECMO in place on day 7 after randomization. Follow-up 
over 90 to 120 days ensures a comprehensive assess-
ment of dyspnea severity and the patient’s functional 
status and quality of life using established, standardized 
scales and questionnaires. In addition, 6-minute walk-
ing distance, postpulmonary impairment, and return to 
work or previous status are prospectively documented 
at the end of the follow-up period.

Patients in the standard-of-care arm can 
receive a few different primary therapies. 
How was it decided which therapies would be 
allowed? Is there a reason CDT was not includ-
ed as a primary therapy option?

Prof. Konstantinides:  The explicit aim of PERSEVERE 
is to compare LBMT with the current standard of care 
in patients in the high-risk class of acute PE. Although 
an increasing number of centers in the United States, 
Europe, and globally do choose to perform LBMT in 
patients with acute high-risk PE, systemic thrombolysis 
remains the standard of care in high-risk PE, at least in 
patients without absolute contraindications to this type 
of treatment. Theoretically, intravenous thrombolysis 
offers several important advantages as it is broadly 
available and standardized and can be initiated within 
minutes, requiring neither specific operator skills and 
experience nor emergency mobilization of qualified 
personnel and hospital equipment. On the other hand, 
and as emphasized above, patients with high-risk PE 
often have contraindications against thrombolytics and 
consequently do not receive reperfusion treatment. 
This fact was also taken into account in defining the 
standard-of-care treatment arm in PERSEVERE.

CDT is usually given over 7 to 24 hours depending on 
local protocols, and this treatment duration may be too 
long for patients with overt hemodynamic instability 
and collapse.

Prof. Meneveau:  The standard-of-care arm in 
PERSEVERE was intentionally designed to reflect con-
temporary real-world management of high-risk PE 
rather than an artificially narrow comparator. In prac-
tice, although systemic thrombolysis is the guideline-
recommended first-line reperfusion strategy, clinicians 
frequently individualize treatment according to bleed-
ing risk, local expertise, surgical availability, severity of 
shock, and whether extracorporeal support is needed. 
For that reason, the control arm permits the therapies 
that are already accepted in routine care and supported 
by current guideline frameworks: systemic thromboly-
sis, surgical embolectomy, anticoagulation alone, and 
ECMO as a stand-alone support strategy. This design 
increases the external validity of the trial and makes 
the comparison more clinically relevant across a broad 
range of hospitals and health care systems.

The decision to not include CDT as a primary therapy 
option appears deliberate and methodologically impor-
tant. First, the study specifically aims to compare LBMT 
against current standard of care in high-risk PE, not 
against every catheter-based technology. Because CDT 
is itself a device-based reperfusion strategy, including it 
as a routine primary option in the control arm would 
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blur the mechanistic distinction between the two strat-
egies and make the trial harder to interpret. Second, 
CDT is not a standard primary approach in this proto-
col, although it remains available as bailout therapy if 
the patient deteriorates or fails to improve.

This approach preserves a cleaner comparison: LBMT 
as the tested interventional strategy versus convention-
al accepted management. It also ensures that escalation 
to CDT is still possible for patient safety, while counting 
such escalation as a clinically meaningful failure of the 
initial assigned treatment.

Regarding the eligibility criteria, PERSEVERE 
appears to allow for enrollment of patients 
with high lactate but who are hemodynami-
cally stable, in contrast with the current ESC 
guideline definition of high-risk PE that 
requires hemodynamic instability.2 What fac-
tors led to the inclusion of such patients?

Prof. Konstantinides:  Although arterial hypotension 
is a clear sign of hemodynamic instability, it is not the 
only, and most of all, not the earliest sign of failing of the 
circulation. Before the human body “gives up” systemic 
blood pressure—its last line of defense for maintaining 
perfusion of vital organs—tissue hypoxia may already be 
present despite apparently normal blood pressure levels. 
These patients are not hemodynamically stable as often 
regarded in the past; rather, they are already manifesting 
early or “normotensive” shock, corresponding to class B 
in the updated Society for Cardiovascular Angiography 
& Interventions shock classification pyramid.5 It is impor-
tant to emphasize and make clear to the medical com-
munity that shock and, consequently, high-risk PE, or any 
other acute cardiovascular syndrome, are not all-or-none 
phenomena. It covers an entire spectrum of escalating 
circulatory insufficiency and, ultimately, overt failure 
and collapse. Besides testing LBMT with the FlowTriever 
System for patients with high-risk PE, the inclusion 
criteria of PERSEVERE help advance our understand-
ing of what is really “high risk,” evolving from the 2019 
European guidelines definition2 and learning from the 
evidence that has accumulated in recent years.

 
Prof. Meneveau:  One of the most interesting fea-

tures of PERSEVERE is that it broadens the operational 
definition of high-risk PE beyond overt hypotension 
alone. The trial allows enrollment of patients with a 
venous lactate level of ≥ 4 mmol/L plus clinical signs 
suggesting obstructive shock or hypoperfusion, even if 
blood pressure is still preserved. The rationale is that 
hemodynamic collapse in PE is often a continuum 
rather than a binary event. Some patients compensate 
temporarily and remain normotensive despite already 

having significant right ventricular failure, impaired car-
diac output, and tissue hypoperfusion. If one waits for 
frank hypotension to occur, the opportunity for earlier 
reperfusion may be missed.

We deliberately chose a lactate threshold of 
4 mmol/L, which is higher than the 2.5 mmol/L thresh-
old referenced in current European guidelines.2 Our 
reasoning is clearly explained in the design paper.4 Data 
from the FLASH registry suggest that lactate values 
around 2.5 mmol/L are relatively common even among 
intermediate-risk PE patients and are not necessarily 
associated with the extreme risk profile targeted in this 
trial.6 By contrast, lactate levels near 4 mmol/L have 
been associated with mortality in cardiogenic shock 
populations, making this threshold more specific for 
severe circulatory compromise.

We also note that a substantial proportion of 
patients with clinical obstructive shock may be nor-
motensive at presentation. Including such patients 
therefore reflects the biological reality of high-risk PE 
and may identify a subgroup most likely to benefit from 
rapid reperfusion before irreversible decompensation 
occurs. In that sense, the eligibility criteria are designed 
to capture true severity earlier and more precisely than 
blood pressure alone.

What considerations contributed to the design 
of the primary endpoint in PERSEVERE?

Prof. Meneveau:  The primary endpoint of 
PERSEVERE is a composite clinical endpoint assessed 
through the earlier of hospital discharge or 7 days after 
randomization. It includes five adjudicated compo-
nents: all-cause death, cardiac arrest requiring cardio-
pulmonary resuscitation, bailout to an alternative ther-
apeutic strategy, major bleeding defined by Bleeding 
Academic Research Consortium criteria, and ECMO 
still in place on day 7. This is a deliberately pragmatic 
and clinically rich endpoint that captures both efficacy 
and safety in a patient population where deterioration 
can occur rapidly and where treatment decisions often 
involve escalation of support.

Several design considerations shaped this endpoint. 
First, mortality alone would be too narrow and may 
underrepresent clinically important treatment failures, 
especially in a trial of feasible size. High-risk PE patients 
can survive yet still experience catastrophic deteriora-
tion, require bailout reperfusion, or remain dependent 
on ECMO. Including these events makes the endpoint 
more sensitive to meaningful differences between strate-
gies. Second, major bleeding was incorporated because 
the trial is not simply testing whether one approach 
removes clot more effectively; it is also evaluating 
whether reperfusion can be achieved with an acceptable 
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safety profile. That is especially important when compar-
ing a mechanical strategy to therapies such as systemic 
thrombolysis that carry substantial bleeding risk.

The bailout component is also highly relevant. In this 
setting, needing to switch therapies or urgently escalate 
support reflects failure of the initial strategy. Likewise, 
ECMO dependence at day 7 signals persistent severe 
cardiopulmonary compromise. Overall, the endpoint is 
well aligned with the realities of high-risk PE; it focuses 
on short-term, hard clinical events while balancing sur-
vival, hemodynamic stabilization, rescue interventions, 
and bleeding.

Prof. Konstantinides:  When designing the 
PERSEVERE trial, particular attention was given to defin-
ing a composite primary endpoint that would both be 
scientifically rigorous and reflect and inform contem-
porary state-of-the-art treatment of acute high-risk PE. 
Thus, besides the “classic” outcomes of death, cardiac 
arrest necessitating cardiopulmonary resuscitation, and 
major bleeding, the primary endpoint also includes bail-
out to an alternative strategy and ECMO life support 
in place on day 7 after randomization. Bailout com-
prises (1) initiation of unplanned ECMO support at any 
time prior to or on day 7, or any ECMO use beginning 
> 6 hours after randomization; (2) unplanned use of 
additional mechanical, pharmacomechanical, or phar-
macologic catheter-based therapies, systemic thrombo-
lytics, or surgical thrombectomy; and (3) changing from 
the assigned treatment strategy (ie, between LBMT and 
systemic thrombolytics). ECMO use planned from the 
beginning as an adjunctive means to support LBMT or 
standard of care, depending on the randomly assigned 
treatment, is considered an endpoint only if it needs to 
be maintained at least 7 days postrandomization.

The choice of these outcomes criteria defining the 
primary endpoint supports a carefully planned, up-front 
multimodal treatment strategy and, at the same time, 
takes into account adjustments in the treatment plan 
that often need to be made early and fast in such a 
rapidly changing emergency situation. In this regard, it 
defines a time window after which the initially assigned 
treatment and adjunctive supportive measures can be 
considered to have failed to reverse the shock.

The meticulously elaborated criteria for reaching the 
primary endpoint are one of the greatest strengths of 
PERSEVERE and may set a standard for evaluating thera-
pies in acute high-risk PE in future trials.

 
What are the potential impacts of the 
PERSEVERE trial on this patient population? 
How might the study change how patients with 
high-risk PE are managed?

Prof. Konstantinides:  As explained previously, the 
trial’s design, and particularly its primary endpoint, 
supports a carefully planned, up-front, state-of-the-art 
multimodal treatment strategy that accounts for and 
supports the treatment adjustments that must be made 
early and fast in a rapidly changing emergency situation. 
Thus, PERSEVERE is expected to inform and define the 
future standard of care in the management of acute 
high-risk PE, aiming at fast relief of right ventricular 
pressure overload and reversal of shock through cathe-
ter-based thrombus removal—to be aided, if necessary, 
by mechanical support of oxygenation and circulation.

Prof. Meneveau:  If PERSEVERE shows that LBMT 
is superior to current standard care, its impact on the 
management of high-risk PE could be substantial. At 
present, clinicians treating these patients face a major 
dilemma. Systemic thrombolysis is recommended 
in guidelines, yet many patients are poor candidates 
because of bleeding risk or formal contraindications. As 
a result, treatment pathways vary widely across institu-
tions, and decisions are often based on local expertise, 
availability of surgical or catheter-based teams, and 
clinician preference rather than high-level comparative 
evidence. A positive PERSEVERE trial could help reduce 
this uncertainty.

The most immediate effect would likely be on reper-
fusion strategy selection. If LBMT improves the compos-
ite of death, cardiac arrest, bailout therapy, major bleed-
ing, and persistent ECMO dependence, it could become 
a more prominent first-line option for appropriately 
selected patients with high-risk PE, particularly those in 
whom thrombolysis is hazardous or unlikely to be used. 
Because the trial also evaluates longer-term outcomes 
such as quality of life, functional recovery, readmission, 
and post-PE impairment, it may also shift the field away 
from focusing only on short-term survival and toward a 
more comprehensive view of recovery.

More broadly, the study could influence guideline 
updates, multidisciplinary PE response team algorithms, 
and hospital resource planning. It may encourage ear-
lier recognition of obstructive shock, faster transfer to 
centers capable of advanced reperfusion, and more 
structured treatment pathways. Even if the trial does 
not definitively establish LBMT as superior, it should 
still provide a much stronger evidence base for compar-
ing strategies in a population that has historically been 
managed with limited randomized data.

The field of PE is an area of active research, 
with several randomized trials currently under-
way. Are there any other PE studies that you 
are excited about right now?
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Prof. Meneveau:  This is a particularly exciting 
moment in PE research because the field is finally 
moving from registry-driven evidence and toward ran-
domized comparative trials. Beyond PERSEVERE itself, 
one of the most important recent studies is PEERLESS, 
which compared LBMT with CDT in intermediate-risk 
PE.7 Although that trial focused on a different risk cat-
egory than PERSEVERE, it is highly relevant because it 
reflects the broader trend toward evaluating whether 
mechanical reperfusion can provide meaningful clini-
cal advantages without increasing bleeding. The fact 
that PEERLESS demonstrated lower rates of clinical 
deterioration or bailout therapy and reduced intensive 
care unit utilization makes it an important signal for 
the field.

I am also encouraged by the continued maturation 
of the FLAME and FLASH data sets.6,8 These studies are 
not randomized in the same way as PERSEVERE, but 
they have been influential in showing that thrombec-
tomy can be performed with acceptable safety and 
promising hemodynamic results, including in some 
patients with high-risk PE. They helped establish the 
biological plausibility and feasibility that made a trial 
like PERSEVERE possible.

Importantly, it has to be noted that at least two 
additional randomized trials in high-risk PE are ongoing 
(NCT06833827, NCT06672081). This is very encourag-
ing because no single study will answer every question 
in such a complex population. Taken together, these 
efforts suggest that the next few years could transform 
PE management by clarifying which reperfusion strat-
egy is best for which patient, and under what clinical 
circumstances.

Prof. Konstantinides:  A number of major, guideline-
relevant RCTs are currently underway that are evaluat-
ing different catheter-based procedures in patients with 
acute PE. In high-risk PE, the results of TORPEDO-NL 
and CATCH-PE are expected to support and comple-
ment those of PERSEVERE. In intermediate-risk PE, 
HI-PEITHO, PEERLESS II, PRAGUE-26, and PE-TRACT 
will help assess the benefits of CDT or mechanical 
thrombectomy, focusing on both early and long-term 
clinical outcomes. In only 2 to 3 years, the world of PE 
will be totally different!

 
What do you hope to see in the future regard-
ing treatment guidelines and patient care in 
the PE space?

Prof. Konstantinides:  I strongly hope and expect 
that PERSEVERE, together with the other major RCTs in 
intermediate- and high-risk PE currently underway, will 
inform future guidelines by helping validate not only 

individual catheter procedures but also integrated mul-
timodal treatment strategies for the risk categories of 
severe PE as originally defined by the ESC guidelines in 
2014 and 2019 and recently revisited by the 2026 ACC/
AHA guidelines.2,3,9 “Colorful” risk stratification tables in 
guideline texts are meaningless as standalone elements. 
They will become truly relevant and useful for clinicians 
only if they can be accompanied by strong evidence-
based recommendations on how to treat patients in 
a given risk class, particularly when it comes to the 
risk classes that describe severe acute PE in which the 
patient’s life directly depends on rapidly choosing the 
most effective and safest procedures and measures.

Prof. Meneveau:  Looking ahead, I hope treatment 
guidelines in PE become both more evidence-based and 
more nuanced. For high-risk PE in particular, current 
recommendations still rely heavily on limited random-
ized evidence. As trials like PERSEVERE mature, guide-
lines should be able to move beyond broad statements 
and offer clearer patient-centered recommendations 
about when to choose systemic thrombolysis, MT, sur-
gery, ECMO-supported strategies, or combinations of 
these approaches.

I also hope future guidance will better recognize that 
severe PE is not defined only by overt hypotension. The 
PERSEVERE design reflects an important clinical reality: 
Some patients have profound right ventricular dysfunc-
tion and tissue hypoperfusion before blood pressure 
falls. Incorporating markers such as lactate, shock physi-
ology, right ventricular dysfunction, and early clinical 
trajectory into risk stratification could help identify 
patients who would benefit from earlier reperfusion, 
rather than waiting for frank collapse.

From a patient-care perspective, I would like to see 
more standardized multidisciplinary pathways, especial-
ly through PE response teams, so that unstable patients 
can be assessed rapidly and routed toward the most 
appropriate therapy without delay. Just as important, 
I hope the field continues to expand its focus beyond 
in-hospital survival alone. Outcomes such as functional 
recovery, quality of life, post-PE impairment, and read-
missions matter greatly to patients and should increas-
ingly shape both trials and guidelines.

Ultimately, the goal is more personalized PE care: 
treatment strategies matched to bleeding risk, severity, 
anatomy, and local expertise, supported by robust ran-
domized evidence rather than tradition alone.  n
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Indications for Use:

The FlowTriever Retrieval/Aspiration System is indicated for (1) The non-surgical removal of emboli and thrombi from blood vessels. (2) Injection, infusion, and/or aspiration of contrast 
media and other fluids into or from a blood vessel. The FlowTriever Retrieval/Aspiration System is intended for use in the peripheral vasculature and for the treatment of pulmonary 
embolism. Triever Catheters are indicated for: (1) The non-surgical removal of emboli and thrombi from blood vessels. (2) Injection, infusion, and/or aspiration of contrast media and other 
fluids into or from a blood vessel. Triever Catheters are intended for use in the peripheral vasculature and for the treatment of pulmonary embolism. The FlowSaver Blood Return System is 
used with Inari Medical catheters and sheaths for autologous blood transfusion.

Review complete Instructions for Use, Indications for Use, Warnings, Precautions, Possible Adverse Effects and Contraindications prior to use of these products. For all non-Inari products, 
please refer to complete manufacturer Instructions for Use/Intended Purpose.

Caution: Federal (USA) law restricts this device to sale by or on the order of a physician.
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This document is intended solely for the use of healthcare professionals. A surgeon must always rely on his or her own professional clinical judgment when deciding whether to use a 
particular product when treating a particular patient. We do not dispense medical advice and recommend that surgeons be trained in the use of any particular product before using it in 
surgery.

The information presented is intended to demonstrate Stryker’s products. A surgeon must always refer to the package insert, product label and/or instructions for use, including the 
instructions for cleaning and sterilization (if applicable), before using any of Stryker’s products. Products may not be available in all markets because product availability is subject to the 
regulatory and/or medical practices in individual markets. Please contact your representative if you have questions about the availability of Stryker’s products in your area.

Stryker or its affiliated entities own, use or have applied for the following trademarks or service marks: FlowTriever and Stryker. All other trademarks are trademarks of their respective 
owners or holders. The absence of a product, feature, service name or logo from this list does not constitute a waiver of Stryker’s trademark or other intellectual property rights concerning 
that name or logo.
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