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<<Michael Matson, Analyst, Needham & Company, LLC>> 
 
Good morning, everyone. I’m Mike Matson and senior medical device analyst here at Needham 
& Company. Thanks for joining us for our Virtual Healthcare Conference. I’m pleased to 
introduce Cardiovascular Systems. We have Scott Ward, CEO of the company here for a fireside 
chat. He’s going to start off with some introductory comments and then we’ll move into the 
Q&A. Scott, floor is yours. Thanks. 
 
<<Scott R. Ward, Chairman, President & Chief Executive Officer>> 
 
Thanks, Mike. And good morning, everyone, and thank you for joining us today. I certainly hope 
that wherever you are that both you and your families remain safe and that you’re all 
successfully navigating through this pandemic. Mike, of course, thank you for allowing us to 
participate. As always, I’ll just start with our Safe Harbor statement and ask that you familiarize 
yourself with the statement prior to investing in CSI. Given the uncertainty regarding this current 
environment, we are attempting to provide investors with visibility to the challenges that are 
affecting CSI and it really as a result of the spread of the Coronavirus. So we don’t have all the 
answers and some of the information that would share today may be considered to be forward-
looking. 
 
So with that, I’ll begin by just providing a quick update on the status of our business. Pre-
COVID-19, we were continuing to deliver on our plan to reach more patients to broaden our 
revenue streams and to accelerate our revenue growth. Through the first half of our fiscal year, 
we achieved 14% top line growth. Our core atherectomy business was on plan and we were 
driving more revenue per procedure through the sale of support products and the sale of products 
outside the United States. 
 
Our international revenue generated about $5.5 million in the first half of the year. So we were 
pleased with that expansion strategy. Over the past seven quarters CSI has delivered double-digit 
revenue growth and we’ve sustained strong gross margins. And I should note probably most 
importantly today that we have over a $100 million in cash and we have no debt. 
 
So at this point, I think we’re considered a bit of an unusual small cap company in that we have a 
very strong financial position and we are well-positioned to weather this storm. We have a strong 
and resilient leadership team. We have managed through difficult times in the past. So we expect 
to continue our growth trajectory when C19 subsides and when the healthcare system recovers. 
 
Before I get to your questions, Mike, I’d like to just make a few comments regarding the current 
impact of the COVID-19 crisis and then I’ll address the reimbursement environment, because I 
think that’s probably top of mind for many investors regarding CSI. So on COVID-19, despite 
the disruption caused by the virus, CSI cases are still being performed for Critical Limb Ischemia 



and also for coronary patients. In the case of coronary, we’re still treating patients that have very 
high risk and STEMI and refractory angina. About half of CSI cases fall into these categories, 
but there are other factors that are really hard for us to quantify that can further reduce procedure 
volumes such as patient reluctance to attend appointments or even to go to the hospital, the 
availability of personal protective equipment, limited hospital and cath lab capacity, the impact 
of absenteeism does social restrictions and of course, limited access to hospitals for our sales and 
clinical specialists. 
 
We’ve been really proactive in preparing for this crisis. CSI has taken action to assure that we 
keep our employees safe, while we continue to manufacture products and to support cases that 
are occurring around the country. We’ve implemented business continuity plans, we’ve reduced 
variable spending, secured our supply chain. We’ve balanced our manufacturing with demand 
that we’re seeing. I have voluntarily reduced my salary during this uncertain time and we’ve 
taken other actions to assure that the strength of our business remains intact, so that we are really 
well-positioned to support demand when the recovery starts. 
 
Along with the rest of the country, of course, we are monitoring the many models that are in 
circulation that predict various scenarios for the severity and the duration of this outbreak. In our 
view, it is just too soon to predict when or how the recovery will occur. As a result, we are 
focused on things that we can control. And we’re preparing the business for V-shaped recovery 
and this new era of business and medicine in the post C19 world. 
 
Now let me briefly address the reimbursement environment. This is actually probably a topic that 
is in top of mind for everybody as you think about CSI, but I have to say that to some degree, the 
issues that we’re dealing with in terms of COVID-19 make all the conversation about 
reimbursement perhaps a little less relevant. At the end of the day, and I think if we just go to the 
end of the conclusion of this, we really do not anticipate that coding changes are going to happen 
for at least three years. And it may be five or six years before the payment rates for endovascular 
PVI are adjusted. 
 
The last time the endovascular PVI codes were reviewed. The process was started in 2007, a 
working group was established and they reported out two years later in 2009, then the RVS 
Update Committee or the RUC Committee conducted an evaluation of the actual procedure costs 
and the revised codes were set and put in place in 2011. So history shows us that the process took 
four years from start to finish. 
 
And this time around, the process will not start until October at the earliest. We don’t know that 
it will start in October. October as soon as it started. So even if they begin this multi-year 
process, I think it’s important to note that two recent economic studies have shown that the 
average cost of atherectomy is about $11,600 with a range of $10,000 to $15,000 in cost across 
the country. So these amounts actually book in today’s reimbursement rates for our procedures in 
both the OBL and the hospital setting. 
 
So finally, if the codes are open, we expect that the medical community will also advocate really 
strongly to improve reimbursement for Critical Limb Ischemia. As I stated earlier about half of 
our cases in Peripheral or CLI and these are very vulnerable patients that cannot be deferred. 



They often present with severe wounds, sometimes infected with gangrene, and they may be at 
risk of developing septic shock. So we know the cost of the index procedure for CLI patients is 
much higher and that the total cost is nearly $35,000 including hospitalization. 
 
As a result, we think it’s very possible that reimbursement will be improved for the care of CLI 
patients across the country. So in my view, as we stand here today in the midst of the C19 crisis, 
the reimbursement concern seems a bit overblown and it is something that I’m very confident 
CSI can manage overtime. 
 
So with that, Mike, why don’t I stop there and I’ll just give it back to you. We’ll get onto some 
questions. 
 
Q&A 
 
<Q – Michael Matson>: Yeah, thanks. That was helpful. So if you want to start with the COVID-
19 topic, maybe follow-up on some of your comments there dig into a little more detail. So first, 
I understand when you filed your 8-K that you were seeing the CAD or coronary procedures less 
impacted than your peripheral procedures generally. But then within peripheral there’s kind of a 
mix depending on whether it was claudication or CLI. 
 
But within the coronary part of the business, can you maybe just talk about how the procedures 
breakdown between the ones that are – the types that are maybe more effected versus less 
effected? I mean I don’t know if it’s – you have patients coming in with heart attacks, you have 
to be, it was more of an emergent procedure versus something that’s more elective in nature 
within the coronary part of your business. 
 
<A – Scott R. Ward>: Well, I think as you can see, and even as you just read the newspapers or 
the published literature today, I think we know that diagnostic catheterizations for PCI have 
really slowing down. And they’ve – frankly they’ve nearly stopped in places where the COVID-
19 crisis is at its peak. As we see our cases that the patients that have refractory angina and have 
comorbidities such as, hypertension or heart failure that is the patient population that that still 
needs to be treated. 
 
Where there are diagnostic catheterizations still being performed or obviously on STEMI cases 
and many times those STEMI cases are still being treated or those patients are being released and 
then bringing them back in a reasonably short period of time for follow-up care. But in coronary, 
I mean I think it’s right now the market is really asymmetrical across the United States. So in the 
Northeast and New York for example even STEMI cases, interventional cardiologists are asking 
where of all the STEMI cases gone. And as we look at the rest of the country where perhaps the 
outbreak has not been as severe yet, or where like in Washington State where perhaps they have 
it better under control, there we’re seeing more of the coronary cases still being performed. 
 
<Q – Michael Matson>: Okay. And then just on the peripheral side, so the – maybe you can 
explain, claudication versus CLI, maybe the difference there. And is that pretty consistent with 
the above the knee versus below the knee part of the market i.e. that the claudications more 
above the knee market, that CLI is more of the below the knee part of the market. 



 
<A – Scott R. Ward>: Yeah. So I think that’s a fair characterization. We, of course, probably 
60% of our revenue is generated from below the knee cases. And the below the knee cases are 
most often Critical Limb Ischemia. There can be above the knee cases that are also CLI, but most 
of the CLI cases involved patients that have lesions below the knee. And of course, that’s where 
we really focus. 
 
So as we look at our patient population overall, probably about half are Critical Limb Ischemia 
patients and about half are claudicants. The claudicant patient would be a patient that has pain on 
walking or standing or going upstairs and that may be intermittent pain. Sometimes they may 
have pain at rest or they may have pain that is just simply making it difficult for them to 
ambulate. 
 
That patient population is deferrable. And in many cases, those patients either aren’t showing up 
for appointments or physicians are just simply postponing the care of those patients. If the 
patients were generally going to be treated in the hospital setting, we’re seeing that they are 
being deferred very often. And many of the office based labs that have been treating claudicant 
patients for various reasons have either low down or literally just stopped performing cases at all. 
 
As we look at Critical Limb Ischemia, these are patients that generally have below the knee, 
long, more severely calcified lesions. These lesions are literally blocking blood flow to the foot 
or to the lower portions of that extremity. And as a result of that, the patients develop – can 
develop fairly serious wounds that can become infected. So for example, if a patient presents at a 
hospital even today that has, let’s say wet gangrene in an infected wound on their foot, that 
patient still needs to be treated and is not being deferred. That’s of course a very severe 
circumstance that if it’s left untreated will lead to amputation and perhaps worse. And so that 
patient population is still being treated. 
 
And that’s the population, frankly, that I think we’re pretty heavily focused on right now. There 
just simply aren’t any alternatives and that’s where we’re continuing to support cases. We’re 
doing that sometimes using telemedicine, using apps FaceTime and other things. So we’re 
becoming very creative. The medical community is actually being quite receptive of that. And 
we’re able to support and train cases remotely under circumstances where let’s say our clinical 
specialists or sales reps cannot access the hospital or that the OPL setting. 
 
<Q – Michael Matson>: Yeah. Well, that leads perfectly into my next question was just as about 
the topic of the reps not being able to get into the facilities. So how big of an issue is that and 
what degree are there facilities where they’re doing procedures, but they can’t get in? I mean, 
obviously if they can’t get in but they’re not doing the procedures really that matters but… 
 
<A – Scott R. Ward>: Yeah. I think what we’ve really done is focused on the institutions that are 
still performing procedures. In those – in many of those institutions, if the physician request 
support for a case, the hospital allows that support to occur. So in many cases, we have 
physicians who are still routinely doing these cases. Sometimes it’s isolated to just a particular 
hospital or a particular setting. And that particular physician or that team of physicians may still 
be doing either coronary or peripheral cases that involve atherectomy. Under those 



circumstances, they may be requesting clinical support. And as a result, our sales rep or clinical 
specialists would be present. 
 
In other circumstances, the hospital has a hard and fast policy that they just are not allowing any 
outside sales reps or clinical support or literally anybody from the outside to come into that 
hospital setting. And under those circumstances, we’re becoming very creative and being pretty 
good now at supporting these cases using video conferencing types of tools and that kind of 
thing. 
 
So that really is how that is happening. I think where we see probably the largest impact quite 
obviously is in just new account development. We have adjusted all of our training and education 
programs now to be to run those online. So we’re still doing all of that didactic training with 
physicians who are interested in learning the procedures. And actually we’re seeing quite a great 
response to that. But there’s limitations of course, and that is that we can’t treat the hands on a 
portion or we can’t train the hands on portion of this treatment. 
 
But literally in late March, we conducted a course in Germany where a physician treated four 
patients and broadcast that online. And we did – we trained and educated a lot of physicians 
through that, so all of that of course is preparing for recovery. And when that happens, obviously 
we’ll have to be running a fair number of courses that allow us to train and educate the hands on 
portion. But in the meantime, we won’t have a lot of new accounts coming into our pipeline. 
 
<Q – Michael Matson>: Okay. And what about the domestic impact compared to the 
international impact of your international business? Is pretty small at this point, but are you 
seeing a similar impact in both there is from the pandemic? 
 
<A – Scott R. Ward>: Well, most of our international revenue is generated in coronary in Japan. 
And so what we’re finding is that the market segmentation that I described for the U.S. is also 
applied, is the same in Japan. The COVID-19 crisis has been a bit late landing on the shores in 
Japan. And they only recently have started to consider social restrictions and other things like 
that. So thus far the cases have remained fairly stable and as we might expect, but it’s hard to 
predict what will happen in the future now and it’ll completely depend on how Japan – how the 
crisis spreads across Japan. 
 
<Q – Michael Matson>: Okay, thanks. And I know that you’ve taken some steps including a 
voluntary reduction to your own salary to try to reduce costs, but can you maybe comment on 
other believers you can use to reduce costs in a quarter where you can see – you potentially see a 
sizeable revenue decline? 
 
<A – Scott R. Ward>: Yes, absolutely. And we have done that. We’ve obviously reduced our 
variable spending. We’ve slowed down spending on various programs. In some cases that is 
done because our vendors for some of our R&D programs are also challenged. And so these are 
circumstances where we have slowed down certain projects. We obviously travel and education 
is – travel and entertainment TV spending, things like that are simply not occurring. So we’ve 
taken a lot of those efforts, but I think as we look at, for example, our manufacturing operations, 



we continued to produce product in Minnesota and Texas [indiscernible] (18:50) really proud of 
our manufacturing things. 
 
We’ve continued to have really strong performance. Our teams have come we’ve continued to 
produce products. So obviously, we’ve scaled that back a bit in order to reflect our reduce 
demand. But as a result of that, I would expect that we’re going to do a pretty good job at 
sustaining our margins and continuing to perform fairly well in that context over time. 
 
<Q – Michael Matson>: Okay. And then so let’s move on to just some non-COVID-19 topics. So 
I decide the short-term impact from all this. Let’s talk about the peripheral business first. So what 
are the main factors driving growth into peripheral business? Is it just procedure volume growth 
or overall market growth? Is it new products? The OBL progress, you need increasing use below 
the knee, et cetera. 
 
<A – Scott R. Ward>: Yeah. Our peripheral business is really driven by the underlying epidemic 
that exists in PAD. And I think we even see that in this COVID-19 crisis. It’s quite amazing that 
we’re still supporting these cases and unfortunately the ravages of peripheral arterial disease 
don’t take a break because COVID-19 is out there. And as a result, these patients still need to be 
treated in our presenting. So it’s an indication of just the important role that we play in providing 
care for this peripheral arterial disease patient population. I think we’re – where our growth 
really comes from in our peripheral businesses, first really from the – just this underlying 7%, 
8%, 9% year-over-year growth that we see in PAD. 
 
We continue to support that our effort – our focus is to grow in excess of that and I think as you 
know, we’re trying to drive our core domestic atherectomy business in peripheral at a rate of 
about 10% or thereabouts. And we’ve been able to deliver on that and we’ve been successful 
with that. And that is largely been driven by growth in office-based labs, where we see a lot of 
office based labs having adjusted their focus to treat these more complex patients that have 
critical limb ischemia. And we have followed those physicians and continued to support their 
activities. And I think when the recovery starts, those institutions are going to be very important 
to provide care for the patient population that is not presenting at hospitals. 
 
In the case of the future growth, I think we have been focused on revenue per procedure and 
substantially increasing the revenue that we can generate per procedure that we support. So as we 
look to fiscal year 2021, we will be launching a full line of PTA balloons that can be used for the 
care of these patients. Of course, we have microcatheters and our guidewires that will be out 
there. And then we’re launching our embolic protection device, the wire on device and we intend 
to launch that early in the fiscal year. 
 
So that device as an average selling price, let’s say embolic protection devices have an average 
selling price of about $1000 in the U.S. and if we look at these other balloons, wires and 
catheters, there’s probably $600 to $800 of incremental revenue that could be generated from the 
sale of those devices as well. 
 
So we don’t expect every center to use all of our support devices and we don’t expect all of our 
support devices to be used in every case. But there is the potential to increase our revenue per 



procedure by that $1,600 to $1,800 in many cases across our market segment. So that is going to 
be – that’s a really important growth driver for us as we look at the next couple of years is really 
continuing to drive that core business at that 10% rate and then to add in our support devices and 
have that just continue to carry our growth going forward. 
 
<Q – Michael Matson>: Okay, thanks. That was very helpful. And then what’s your latest view 
on the Paclitaxel device backlash. I think you’ve said last year that it was driving, you thought it 
was helping your atherectomy business. Do you believe that that’s still the case and where do 
you things stand with the use of those products? 
 
<A – Scott R. Ward>: Yeah. So the Katsanos report now has obviously been annualized and I 
think any impact regarding drug-coated balloons is pretty much behind us. The utilization of 
drug-coated balloons and the use of those products now has really stabilized out and I don’t think 
as much influence on our market any longer. They are important devices for use in the treatment 
of patients that have had restenosis or at a high risk of restenosis. And that’s where we still see 
them being used. But I think the impact of those devices kind of coming on and off the market 
has really stabilized out. 
 
<Q – Michael Matson>: Okay. And you’ve been making a push with your radial access 
atherectomy device in peripheral, you’ve seen radial really take off in coronary. It’s still kind of 
an emerging stage in peripheral. And what do you think it’ll take to become the steering here in 
peripheral. And what’s really missing at this point to drive faster adoption. 
 
<A – Scott R. Ward>: Yeah, I mean, it is – you’re right that it has grown rapidly in coronary, 
although it still would not be considered the standard of care in the United States even with that. 
So the adoption of radial procedures for PCI continues to be lower than what you might expect. I 
mean, around the world, probably 85% of PCIs are performed via the radial artery, in the U.S., 
it’s still is less than that. 
 
In peripheral, we are probably quite a long ways away from that becoming standard of care. 
First, we’re going to need to have a full line of products. So we need to have the extended length 
balloons, wires, catheters and stance available. There is a fairly good pipeline of products now 
coming to the market that will support that. We will be bringing our own line of catheters and 
balloons to support the radial procedures as well. 
 
Once the product availability is out there, then I think it’s going to really be about training and 
educating physicians and practices, I include the cath lab techs in that, very importantly to train 
that entire procedure in not only the cath labs, but also in the office-based labs. It is a very 
attractive approach for the above the knee segment of the market, mainly because the patients 
can ambulate much more quickly after an intervention and you have much lower bleeding 
complications and it’s just a safer procedure. 
 
So we think as we get more products to the market, we train and educate more physicians and 
their cath lab technicians on how to provide this care. We think this provides a really important 
competitive advantage for us. And we’re certainly seeing the impact of that in our numbers. We 
do have – where sites adopt the radial site of access, we have very strong market share. 



 
<Q – Michael Matson>: Okay. And then wanted to ask about your view of one of your emerging 
competitors, Shockwave Medical got this Intravascular Lithotrispy or IVL technology. I guess 
the – we’ve been selling at the peripheral use, they’re working on getting coronary or peripheral, 
it sounds like the – they could have that maybe by next year or so. What’s your view of the risks 
that trialing in coronary expects your coronary business. 
 
<A – Scott R. Ward>: Well, I do think that intravascular lithotripsy, it has the potential to expand 
the market. I think, where we see this device being utilized is in shorter lesions that are more 
laminar in nature. In other words, they don’t have any nodules, no saber-toothed tiger type 
nodule in the lesion itself. 
 
And where you have 360 degree calcium and if you can position this balloon and you can get it 
there in a matter, where you get full opposition against the vessel wall for physicians that 
otherwise do not want to use or not trained or unable to use atherectomy. We are seeing that this 
product has potential to expand the market. We really aren’t seeing it being used in competition 
with our device, because we treat longer lesions, we treat more lesions that are more like CTOs 
that it can be very difficult to access. And we treat lesions that have a wide diversity of calcium 
across the segment. So you may have a severely calcified lesion that is very tight, which then is 
also followed by calcium that is not 360, maybe it’s only in 180 degree distribution in the arc of 
the vessels. 
 
So we have not really seen IVLs take market share from us. As I described in my opening 
remarks, we have sustained seventh consecutive quarters of double-digit growth. So it would be 
hard to say that they had taken a much market share from us. In the peripheral segment there, a 
lot of our business does focus on that below the knee segment and below the knee, the average 
length of a lesion is over 90 millimeters in length. If you were to use an IVL for treating that 
patient, you might need to use two or three balloons. And in this environment, well, now 
especially in this environment, if you’ve got to use two or three balloons and they’re not 
reimbursed, I think that’s become a very serious problem over time. And obviously, that’s just 
something that I will have to see and see how that evolves when the recovery begins. 
 
So I guess at this point, as we think about peripheral also, the IVLs are used quite often in pre-
TAB procedure. So they’re used in the iliac arteries and that’s also an environment that we don’t 
participate in at this time. And it is a, once again an area that these product can be used where 
they just aren’t used in our segment. So at this point, I would say, we have not really seen an 
impact our market either in coronary or peripheral. As we – as they move towards launch, we’ll, 
of course, continue to monitor that and keep you up to speed on how that impacts our market. 
 
<Q – Michael Matson>: Okay. That’s helpful. And then want to move on to the coronary 
business. So can you maybe give us an update on the ECLIPSE trial? I think you’ve said you 
have halted enrollment, given the pandemic, I don’t know if you can give us an update on where 
enrollment is at or I guess, at least the last time you provided an update. And then prior to 
stopping it, when were you expecting to have the trial completed the data available? 
 



<A – Scott R. Ward>: Yeah. So we did stop that trial after consultation with our principal 
investigators and with our steering committee. And we stop the trial for two reasons. Number 
one, is just to be respectful of the medical community and basically just avoid any further risk of 
virus spread within any of these hospitals and eliminate their focus on things that were not 
related to patient care. The second reason we stop that is obviously the presence of C-19 can also 
complicate results in the interpretation of results after the study would be completed. 
 
So that really – those two – for those two reasons, we chose to stop enrollment in the trial. We 
were on track to complete enrollment in that study, probably about this time next year. 
Obviously, now we’re in a day-to-day delay and we don’t know when we’ll resume that study. 
And even when we do, we think it will resume slowly and it will resume in a manner that will 
also follow the lifting of restrictions across the country. 
 
So at this point, it’s hard to predict what will happen with the ECLIPSE clinical trial. But I 
would say that, they know the resumption of that study won’t begin until early – until later this 
calendar year. And when it does, it’ll be a slow resumption. 
 
<Q – Michael Matson>: Okay. 
 
<A – Scott R. Ward>: As I say, most all clinical trials will be… 
 
<Q – Michael Matson>: And then how should we think about the impact of the trial when it’s 
done and the data is available? If it has a – it meets the endpoint and shows better results with 
orbital atherectomy combined with the use of the drug relating expense. I think, you want to get 
the guidelines change through incorporate atherectomy. Is that correct? And how long would that 
take and once everything is done with the trial. 
 
<A – Scott R. Ward>: So we consider this to be a definitive type of trial that that should support 
guideline changes if positive. Just as a reminder, this is a randomized controlled trial involving 
2,000 patients that 1,000 patients in each arm comparing the use of orbital atherectomy to 
balloon angioplasty for the treatment of severely calcified lesions. There are two primary 
endpoints. 
 
The first primary endpoint is an acute endpoint that looks at minimum stent area. In other words, 
how large of a lumen do you create when you place the stent accurately. And then the second is 
target vessel failure measured 12 months later. So there is both an acute endpoint and a clinical 
endpoint in the study. And as a result, we believe that this trial should be sufficient and we’ve 
been advised by our – the physicians, our medical advisors that indeed this trial should be 
sufficient to change guidelines. When we finished the trial, it will be about 12 months later that 
we would report out on the results and then we would start the process of changing guidelines 
and that would probably take 12 to 24 months after that. 
 
So at this point, unfortunately, it’s an extended period of time. I would say, we were very excited 
about that trial, because we have seen patient enrollment continuously improve and get to the 
point over the course of the past several months, where we were enrolling on average about 50 
patients a month, which was outstanding. So we were excited about the trial and where it was 



headed and when we get the chance to get that going again, I think, we’ll get that back on track 
and make it happen, but it’ll be an extended period of time now. 
 
<Q – Michael Matson>: Okay. I think we’re almost out of time. I just wanted to slide one, 
financial question in here. So in terms of your margins and operating expenses, we saw a big step 
down in OpEx since 2017. I think that was after the restructuring was completed. It was about 
flat on dollars basis in 2018, increased – and then increased in 2019 and 2020 fairly significantly. 
It looks like it’s mostly being driven by both SG&A and R&D going up. So how are you 
thinking about the balance between investing for growth and driving towards profitability over 
the next few years? Obviously, I understand that in the short-term – some pressure slowing 
revenue, but longer term what’s the outlook there? 
 
<A – Scott R. Ward>: Yeah, for sure. So I mean our – as we have been discussing the past 
couple of years, we are deliberately operating the company right now at cash flow breakeven. 
And we will kind of move up and down around that depending on which quarter we’re looking 
at. But we’re deliberately trying to run our company at that cash flow breakeven level. The 
majority of our investments thus far have gone into expanding our business internationally and 
leveraging that opportunity and driving growth in these OUS markets and then also really 
investing in research and development. 
 
So we’ve moved our R&D spend up into the mid-teens and that’s being directed at broadening 
our product line, broadening our revenue streams and positioning our company really for good 
extended long-term growth. And our goal is to sustain that growth in that mid-teen, that low to 
mid-teen range over a longer period of time. So I think that’s what you can expect to see going 
forward. As we look over the next couple of years, we would want to begin moving the company 
towards consistent profitability. And prior to C-19, I would have said that that would start in that 
kind of fiscal year 2022 timeframe and then expect us to be consistently profitable thereafter. 
Now I think we’re going to have to wait and see how this recovery unfolds and then determine 
really how – what type of financial model we can undertake going forward. 
 
<<Michael Matson, Analyst, Needham & Company, LLC>> 
 
Okay, great. I think we’re out of time, so we’re going to have to wrap up there. Thank you for 
joining us, Scott and thanks to everyone that joined into the webcast. Thanks a lot. 
 
<<Scott R. Ward, Chairman, President & Chief Executive Officer>> 
 
Thanks everybody. Thank you, Mike. 


