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Case
A 61-year-old woman underwent an operation due to a left hip 
fracture after falling off her bicycle. Her previous medical history 
revealed right-sided knee prosthesis and hypertension. The 
dynamic hip screw fixation was uncomplicated. Preoperatively, 
she received a prophylactic dose of low-molecular-weight heparin.

On her first day postoperatively she experienced sudden 
syncope, shortness of breath and chest pain, followed by arterial 
oxygen desaturation and tachycardia. She was anxious and her 
extremities were cold and pale. She was immediately admitted 
to the intensive care unit where she was directly intubated and 
ventilated. A fluid challenge was administered after which 
the blood pressure remained stable. An echocardiography 
examination revealed an extremely dilated right ventricle with 
septal flattening, suggestive of a pulmonary embolism. Low-
molecular-weight heparin in a therapeutic dose was subsequently 
administered. Immediately thereafter, CT angiography 
confirmed bilateral central pulmonary embolisms (figure 1 
and 2). Meanwhile, the patient became haemodynamically 
unstable with signs of obstructive shock, after which a decision 
was made to proceed with thrombolytic therapy using 10 mg 
alteplase intravenous bolus and 90 mg continuously (over a 
course of two hours). Noradrenaline infusion and volume 
resuscitation were administered to maintain adequate blood 
pressure. Her clinical condition deteriorated after 20 minutes as 
she developed severe hypotension and bradycardia. To preserve 
perfusion pressure, dopamine and adrenaline infusion were 
required. The subsequent follow-up echocardiogram showed 
severely impaired right ventricular function with ballooning. 
Despite thrombolytic therapy, the patient deteriorated rapidly 
and therapeutic rescue treatment was considered. Surgical 
thrombectomy was not an option, as her clinical condition 
did not allow transfer to a cardiothoracic centre. Therefore, 
patient underwent emergency catheter-guided thrombolysis 
and simultaneous thrombosuction. The patient developed a 
cardiac arrest as a result of obstructive shock. Cardiopulmonary 
resuscitation was initiated and the endovascular procedure 
resulted in the removal of multiple clots (figure 3). After one 
hour without return of spontaneous circulation, resuscitation 
was ceased, which led to the patient’s death. Postmortem 
pathological examination taught us that despite aggressive 

Figure 1 and 2. Pulmonary emboli with bilateral extensive thrombi in the 
proximal pulmonary arteries
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treatment, the thromboembolism appeared to have increased 
significantly, creating a massive saddle embolism (figure 4). In 
retrospect, the reason for her increased thrombotic tendency 
remains unclear.

Figure 3. Removal of several blood clots by catheter-guided 
thrombosuction

Figure 4. Pathological examination revealed a massive saddle embolism

Conclusion
Massive pulmonary embolisms are responsible for significant 
morbidity and mortality in the general population. 
Anticoagulation is the standard therapy; systemic thrombolytic 
agents can be administered subsequently. Surgical embolectomy 
should be considered with clinical deterioration when adequate 
therapy has no effect. If not available, several catheter-directed 
techniques have been developed as an alternative rescue 
option. However, studies on minimally invasive endovascular 
approaches are scarce and have not yet proven to be superior 
to the traditional approach. Due to limited experience with 
massive pulmonary embolisms, the position of catheter-guided 
thrombosuction remains unclear.
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