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Angiographic evidence of thrombus adversely affects the 

outcomes of PCI. 

Adjunctive strategies have been tried with variable degrees 

of success: IIBIIIA receptor inhibitors, mechanical 

thrombectomy, thrombolytic infusion. Distal protection 

devices have been shown to reduce complication in SVG 

PCI, with controversial data on STEMI. 

Even though the routine use of thrombectomy is not 

beneficial, empirically we assume that it is desire to reduce 

thrombus load in patients with large thrombus burden, 

especially when distal flow is deteriorated. 

What about cases in which the standard procedures fail? 

We propose an alternative, for selected situations… 

Background 



EKG Case 1 CASE 1 

73 years-old woman; HT. 

ACSNSTE with ECG changes in inferior 

leads and positive cardiac troponin T. 

Plan: stabilization and catheterization 24 

hours later. ASA, NTG, carvedilol, 

clopidogrel, LMWH, and statins. 

On the day of the planned coronariography 

she suddenly began with angina 8/10 and 

dyspnea.  

Physical  Examination: 90/60 mmHg, 110 

bpm, signs of low cardiac output, and 

pulmonary rales.   

CASE 2 

71 years-old man; smoker. 

The patient was sent from another center 

on 4th day of Inferior STEMI, with 

postmyocardial infarction angina. ASA, 

NTG, clopidogrel, LMWH and statins. 

On admission, he presented angina with 

complete AV block. 

Admission Before Angio 



Case 1 Angio Case 2 Angio 

1. Severe obstruction of the 

first septal branch of the LAD 

and mild stenosis in the LCX.  

2. Collaterals to the right 

coronary artery. 

3. Thrombotic occlusion of 

RCA. TIMI 0.  

Left Coronary Artery 

with no severe 

stenosis. 

Thrombotic occlusion 

of RCA with no distal 

flow. TIMI 0 



Case 1 PCI Case 2 PCI 

1. JR 4 7F 0.078” guiding 

catheter; 0.014” floppy 

guidewire 

Dilatation with 2.0 x 20 

mm coronary balloon: 8 

atm 

After first balloon 

dilatation: massive 

coronary thrombus  

Aspiration was 

attempted with an 

EXPort catheter 

(Medtronic), but no 

material was 

retrieved. 

Slow flow persisted, 

as well as angina 

and low cardiac 

output. 

JR4 guiding catheter; 

predilatation; massive 

thrombus and failed aspiration 



The Maneuver… 

Unsuccessful 

thrombus 

aspiration with 

EXPort 

catheter…  

What about to 

use a FilterWire 

EZ embolic 

protection device 

like a Fogarty 

catheter? Already on 

Antiplatelet 

Therapy… 

Massive 

thrombus in a 

critical patient… 

Even a risky 

maneuver, 

withdrawing the 

FilterWire loop in 

open configuration 

could ensnare and 

retrieve the 

thrombus… 



Thrombus Extraction using the FilterWire EX 
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Net closed with the 

retrieval sheath. 

Positioning the 

FilterWire 

Withdrawal in open 

configuration 

FilterWire loop in 

open configuration 

  The floppy guidewire 

was left in position for 

stabilizing the system and 

maintaining access 

across the lesion 

(arrowheads)   



Case 1 after Thrombus Extraction 

With TIMI 3 flow obtained, we completed the procedure with POBA and stenting despite 

residual thrombus for minimizing the risk of vessel injury 

Thrombotic material with rubbery consistency recovered 

Case 2 after Thrombus Extraction 

Case 1 Case 1 Case 2 Case 2 



2.5 x 30 mm balloon 

Case 1 POBA 
Second 0.014” 

floppy guidewire, 

distal balloon 

inflation and finally 

kissing balloon in 

bifurcation  
Kissing balloon 

After kissing balloon 
After distal 

balloon inflation 

1 

2 4 

3 

With TIMI 3 flow obtained, we completed the procedure with POBA and 

stenting despite residual thrombus for minimizing the risk of vessel injury 



Angioplasty: Stenting 

DES 3.0 x 33 mm Final Result 

D III D III 

The patient was angina-free and hemodynamically stable.  

 Inotropic agents were not required. 

Case 1 

Case 2 

DES 3.5 x 32 mm 

The patient was 

angina-free 

and stable.  

 Complete Heart 

Blocked 

improved.  

Final Result 



Case 1 

Follow up 

Case 2 

In Hospital 

- Cardiac enzymes did not raise. 

- Discharged 6 days later without 

complications. 

- Treatment: aspirin, clopidogrel, beta-

blockers, statins. 

6 months follow up   

- No MACE. 

- No angina, no dyspnea. 

- Transthoracic echocardiogram: 

normal ventricular function; small 

inferior myocardial infarction. 

In Hospital 

- Cardiac enzymes did not raise. 

- Discharged 5 days later without 

complications. 

- Treatment: aspirin, clopidogrel, 

enalapril, beta-blockers, statins. 

6 months follow up   

- No MACE. 

- No angina, no dyspnea. 

- Transthoracic 

echocardiogram: normal 

ventricular function. 



TECHNICAL ASPECTS 

On those critical patients we 

attempted to use a FilterWire as a 

Fogarty catheter despite the risk of 

vessel injury.  

A good caliber vessels allowed us 

to intent the maneuver. 

We left the 0.014” floppy guidewire 

in place for stabilizing the system 

and maintaining access across the 

lesion. #1 

In order to minimize the risk of 

vessel injury: 

- FilterWire loop was opened 

proximal to crux bifurcation. 

- We removed thrombus until TIMI 

3 flow was obtained, and then we 

completed with POBA and 

stenting. 

#2 



TAKE HOME MESSAGE 

In critical patients with high 

thrombus burden, the use of a EPI 

FilterWire as a Fogarty catheter can 

be considered as an option,  despite 

the risk of vessel injury.  

Ideally, the vessel should have good 

caliber and no tortuosity nor 

calcification. 

Even tough we have success in 

these two cases, the safety and 

efficacy of withdrawing the FilterWire 

loop in open configuration for 

thrombus extraction is not well 

established. 




