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Different  options for Fempop 
thromboembolic occlusions  

 Fogarty catheter embolectomy 

 Catheter directed aspiration 

 Catheter directed local lysis  

 Mechanical thrombectomy 



Fogarty catheter embolectomy 
     - the standard surgical treatment 

 
  surgical trauma 
Higher perioperative 

complication rate  
Blindly treatment if without 

DSA 
 Injuring the intimal lead to 

the recurrence of thrombus 
 
 



Catheter directed aspiration 
 

• My experience is Only suitable for fresh,short thromboembolic lesion 
• BUT  the risk of new distal embolization,and complexity of handling  

BEFORE BEFORE AFTER AFTER 



Catheter directed local thrombolysis  
(CDT) 

 Time – consuming ,cost intensive 

 Requiring intensive care monitoring and  
reangiograms 

 Effective for acute/subacute lesion, not for 
chronic lesion 

 The risk of bleeding, distal embolization, vessel 
spasm 

 

 



Groin Hematoma 



Distal embolization or spasm 



Rotarex :Percutaneous mechanical 
thrombectomy（PMT) 

 



Rotarex :Percutaneous mechanical 
thrombectomy（PMT) 

 Advantages： 
 Simple handling  
 Shorten intervention time  
 Quickly remove thromboembolic material or 

soft plaque 
 Avoidance of lytic substances with consequent 

reduced risk of hemorrhage complications 

 

 
 

 
 



Rotarex is suitable for  
 

 Acute／Subacute thromboembolic occlusion 

 Chronic ASO combined with thrombus 

 ISR 



         Male 84   
         Left popliteal artery subacute embolization  
         Risk factor:atrial fibrillation 
         Therapy: PMT 



Female 80 
 Left SFA instent long occlusion (40 cm) 
Therapy: PMT+POBA 

 



Male 74 
Left SFA and popliteal artery occlusion 
Therapy: PMT+POBA+STENT 



Male 83 
Left endograft limb occlusion after EVAR 
Therapy: PMT+POBA+STENT 

  



How to use Rotarex effectively and safely 

 Choose the proper patient according to the history 
and operating feeling 

 Need at least one lower limb artery or major 
collateral to establish a sufficient runoff situation 

 MUST be used in true lumen ,NOT subintimal, 
Caution in small arteries, NOT for tibial arteries helps 
to avoid perforation and bleeding 

 Heparinization  first，Advance  slowly in occlusion 
part ,  especially before passing the last cm -helps to 
avoid distal embolization 

 

 

 



Initial experience in Huashan hospital  
（2015.3-2015.12) 

 
N=13 

Age 72-85 (78.1) 
 

sex Male 10（76.9%）,Female 3（23.1%） 

Lesion length 14.7cm（6～40cm） 

Acute  
thromboembolic events 

 

                                        5  (atrial fibrillation 2 Thrombogenesis  3) 

 Instent occlusion 4 
 

Subacute/ Chronic ASO 
combined with thrombus 

4 



Number of patients 
 

13 

technical successful rate 100% 

Procedure time (min) （90±20.3） min 
 

Bleeding volume（ml） （150±16.2）ml 
 

Therapy 

      PMT 5（38.5%） 

      PMT+POBA 4（30.8%） 

      PMT+POBA+STENT 3（23.1%） 

      PMT+POBA+STENT＋CDT 1（7.6%） 

Perioperative Complication 

      Distal embolization 0 

      Arterial rupture 0 

      Acute occlusion（24hrs after）               1（7.6%） 

Acute  
Thromboembolic 
evevts（4／5） 

 ISR 
（3／4） 

ASO 
（4／4） 

  6 months 
Patency rate  

100% 
 

66.7% 75.0% 



Take home message 

• Compare to other debulking device ,Rotarex has 
more widly indication(fresh/chronic 
thrombus,soft plaque,hyperplasia neointimal) 
and lower distal embolization rate 

• Choose the proper patient and with cautious 
use ,it is a very safe and effective device for 
endotherapy 



Thanks  for your attention! 
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