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Purpose

To in-hospital —mortality, major adverse events, and organ-specific complications—in
hlgh-nsk pulmonary embolnsm (PE) pauems treated with mechanical thrombectomy (MT), catheter-directed
h (CDT), or ly

Methods
We conducted a survey-weighted, mverse-pmbab:ln' f- ighted (IPTW) analysis of 72,362
weighted adult high-risk PE hospitali (N: Inpati Sample 2016-2022) managed with MT

(26.1%), CDT (24.0%), or systemic thrombolysis (50. 0"/-) A multinomial logistic model generated IPTW
weights, adjusted for age, sex, comorbidities, and hospital characteristics, which were then multiplied by the
NIS discharge weights. Survey-weighted logistic regression, using MT as reference, estimated adjusted odds
ratios (aORs) and 95% confidence intervals (CIs).

Trend in In-Hospital Mortality by Intervention (2016-2022)

MT = Machanical Thrombectomy, COT = Cathater-Directed Thrombectomy.
Systemic = Systemic Thrombolysis

Intervention <=~ MT -e= CDT === Systemc
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Figure 1 Summary:

Among 72,362 weighted admissions for high-risk PE,
systemic thrombolysis was the most frequently used
strategy (50%), followed by MT (26%) and CDT (24%).
Patients receiving systemic thrombolysis were slightly
older and more often female. Racial distribution was
comparable across groups, though Black and Hispanic
patients were more frequently treated with CDT or
systemic therapy than MT. Comotbidity burden (CHF,
ahythmias, COPD, disbetes, hypertension) was
consistently higher in CDT and systemic groups
compared with MT, reflecting a sicker baseline
population.

Figure 2 Summary:
From 2016 to 2022, in-hospital mortality declined
across all interventions for high-risk PE. MT initially
had the highest mortality (~12-13%) but
the most pi d decline after
2019, falling below both CDT and systemic
thrombolysis by 2021-2022. CDT maintained
consistently low mortality (4-6%) throughout, with
only a slight increase in later years. S/sxem-c
is showed i stable y (5
8%), with a modest rise peaking in 2021 beiove
trending down in 2022. These patterns suggest
improvements in MT outcomes over time, while CDT
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Year Survey-weighted analyses showed that high-risk PE admissions consistently had longer LOS and higher hospital charges than intermediate-
risk cases from 2016-2022. LOS averaged ~11-13 days for high-risk versus ~6-7 days for intermediate-risk, while charges exceeded
$300,000 in high-risk compared with ~$120,000 in intermediate-risk admissions.
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In high-risk PE, MT was linked to lower mortality, cardiogenic shock, i i
and acute kidney injury vs. systemic thrombolysis. CDT had higher ficIaNE e Sarmey Ve ghiad eas Totsl Charges. (rhamaodak Kb vo. Mgt Hob e
stroke risk but less cardiogenic shock than MT. Systemic thrombolysis
showed the highest mortality, MACE MA(_CE and AKL MT may figure 3 Summary: ot |
offer survival and organ-p ive p ive trials are The left panel shows adjusted odds ratios (aORs) with 95% Cls for in-hospital CDT and i § =
needed. thrombotysis versus MT in high-risk PE. CDT demonstrated comparable mortality but higher risk of stroke and ischemic stroke, g PREE
while sy is was higher odds of mortality, MACE, MACCE, and acute kidney injury. : B [eo.
Both CDT and systemic thrombolysis reduced odds of cardiogenic shock compared with MT. H -
j s
The right panel displays the distribution of i P f- weights (IPTW), of the
model. Most weights clustered near 1, with a long right tail, i balance across groups. ‘ ™ ST - J




