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• 43 yo male
• BMI 30.5
• No previous medical history
• Tibia and fibula fracture 3 weeks ago (LWMH 40 

mg/24h)
• Emergency department: abdominal pain and 

diarrhea
• Cardiac arrest at the emergency department
ü CPR maneuvers are started, adrenaline
ü Orotracheal intubation and mechanical 

ventilation
o Pulse is recovered
o Sinus rhythm+RBBB
o BP 60 mm Hg

ü TTE: dilated and dysfunctioning RV + RV 
thrombus

HIGH RISK PULMONARY EMBOLISM



• Inmediate progressive hemodynamic 
deterioration

• Trasferred to the cath-lab while on 
cardiac massage with external 
compressor

• PH 7.2;  Lactate 13
• Put on VA-ECMO
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HIGH RISK PULMONARY 
EMBOLISM



HIGH RISK PULMONARY EMBOLISM

BASAL
• PAP 

69/35/46mmHg 
• SAT AO 96%
• HR 110 bpm

POST-
TROMBECTOMY
• PAP 

41/21/29mmHg 
• SAT AO 100%
• HR 104 bpm



• Excellent evolution in the ICU
• Hemodynamically stable, DBT at minimal doses and ECMO 

around 2 L/min
• TTE: moderate to severe RV dilatation and dysfunction 

improved to mild

• Withdrawal of circulatory support 48 h later 
ü Compression FV
ü Proglide in the FA

• Complications
ü anemia up to 8 g/dl (bleeding after venous decannulation)
ü fever up to 38.3º  2nd day of ECMO implantation (STAF coag 

neg), 4 days with prophylactic amoxi-clav in the context of 
urgent intubation
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• Pre-Discharge TTE: Non-dilated RV with preserved systolic 
function. No PH

• 6 months anticoagulation with apixaban. Discharge 10 days 
after PE.

• 6 months follow-up
ü Dyspnoea if walking fast. Working as a construction worker
ü Unique perfusion defect in LII, not concordant in the ventilation 

study
ü Waiting TTE
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IMPORTANT ISSUES

• NON-DEBATABLE
ü Mandatory reperfusion in HR-PE
ü If lysis contraindication or high bleeding risk         

TROMBECTOMY

• DEBATABLE
ü If cardiac arrest

o iv inmediate sistemic lysis + ECMO?
o ECMO + mechanical trombectomy?
o ECMO + catheter directed local thrombolysis?
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INTERMEDIATE-HIGH RISK ACUTE PE ON CTEPH

• 57 yo woman with systemic lupus + triple positive antiphospholipid 
syndrome + episodic hemolytic anemia

• DM-Insulin
• Precapillary PH mixed cause: CTEPH (PE Jan/2024) + group 1 

(lupus)
• CCD Jun/24: PAPm 33 mm Hg, PVR 3.5 WU.  



INTERMEDIATE-HIGH RISK ACUTE PE ON CTEPH

• 3/OCT/24  presented with 
haemoptysis, dyspnoea and 
tachypnoea

• Diagnosis of acute bilateral central 
PE 

• Tachypnoeic (RR 40) , with 
respiratory insuficiency, needing 
high flow nasal cannula

• Normotensive but in sinus 
tachycardia (120 bpm)

• ProBNP 2900, lactate 1,9

• Previous treatment: enoxaparin + 
inmunoglobulin +  dexametasone + 
rituximab
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BASAL
• PAP 89/23,50
• SAT AP 

68.7%
• SAT AO 

100%
• CI 4,7 l/MIN
• BP 135/80,95 
• RR 33/min
• HR 114 bpm

POST-
TROMBECTOM
Y
• PAP 78/24,44
• SAT AP 

62.8%
• SAT AO 

100%
• CI 4,3 l/MIN
• BP 110/65,85, 
• RR 27/min
• HR 103 

bpm
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• Enoxaparin + ASA 100mg + methylprednisolone pulses 
250mg/24 (3 days) with subsequent switch to prednisone 
10mg/day + immunoglobulins 5 days) +  Daratumumab 
1800mg/weekly 

• Cardiorespiratory deterioration and progressive pancytopenia
• Currently on respiratory support with GNAF with episodic 

desaturation

• Multidisciplinary meeting: 
ü to perform thromboendarterectomy 
ü change treatment from Daratumumab to Eculizumab to 

control the Lupus disease in order to perform surgery 
next week

INTERMEDIATE-HIGH RISK ACUTE PE 
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IMPORTANT ISSUES

• 2-3% PE will develop CTEPH as a sequela
ü CTEPH should be suspected if severe PH in the acute event
ü Correlation with persistence of RV dysfunction during 

follow-up

• According to 354 PEAs at the University of California in 
2021-2022 up to 44% patients with CDT had had CTEPH 
when the technique was performed
ü Importance of proper patient selection, as CDT is less 

effective when CTEPH is already present
ü Importance of recognizing this entity as CDT in this scenario 

may have a higher complication rate
ü Complicates the determination of the true rate of PES after 

CDT

INTERMEDIATE-HIGH RISK ACUTE PE 

ON CTEPH
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