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ABSTRACT
A massive pulmonary thromboembolism after pulmonary endarterectomy:
A case report
Pulmonary endarterectomy is a first choice treatment for chronic thromboembolic pulmonary hypertension which may be a complication of pulmonary thromembolism. Here, we present a 70-year-old female who admitted
to our clinic with acute massive pulmonary thromboembolism after a pumonary endarterectomy operation because of non-compliance to anticoagulation treatment.
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ÖZ
Pulmoner endarterektomi sonrası masif pulmoner emboli: Olgu sunumu
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Pulmoner endarterektomi, pulmoner embolinin bir komplikasyonu olabilen
kronik tromboembolik pulmoner hipertansiyon için birincil seçenektir.
Burada, kliniğimize pulmoner endarterektomi sonrası antikoagülan uyumsuzluğu nedeniyle masif pulmoner emboli ile başvuran, 70 yaşında bir kadın
hastamızı sunduk.
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INTRODUCTION

Chronic thromboembolic pulmonary hypertension
(CTEPH) may be a complication of PTE. Pulmonary
endarterectomy (PEA) is the first choice treatment for
CTEPH (3-5). PEA is a technically difficult and long
operation. In this operation, organized thrombus
attached to the vessel intima is removed. After this
operation, pulmonary vascular endothelial dysfunction develops and increased thrombomodulin causes
abnormal hemostasis (6). Therefore, lifetime anticoagulation is required after the operation.

ular venous distention, and pitting edema in both
lower extremities. Artery blood gas analysis (room
air) elicited pH 7.47, PCO2 23 mmHg, PO2 67
mmHg, and O2 saturation 92%. There were sinus
tachycardia, right axis deviation, and right ventricle
hypertrophy in electrocardiogram. Transthoracic
echocardiography (TTE) exposed enlarged right
chambers with right overload and severe tricuspid
regurgitation with severe pulmonary hypertension
PAB: 85 mmHg There was eccentric filling defect
eccentric in the central and both main pulmonary
arteries with segmental and subsegmental pulmonary
artery branches in thorax computed tomography (CT)
angiography and the diameter of the pulmonary truncus increased by 43 mm (Figure 1). Ventilation perfusion scintigraphy imaging revealed perfusion mismatch with normal ventilation.

Here, we present a case who admitted to our clinic
with acute massive pulmonary thromboembolism
after a pumonary endarterectomy operation. The
patients written informed consent was obtained.

Right cardiac cathaterization was performed. The
mean pulmonary artery pressure was 45 mmHg. The
patient evaluated as CTEPH was directed to cardiovascular surgery for PEA (Figure 2).

CASE REPORT

There were no complications in the early postoperative follow-up of the patient. Control echocardiography was normal. Three months after pulmonary endarterectomy, she admitted to the emergency department with chest pain and respiratory distress complaint. Physical examination findings were blood
pressure 90/50 mmHg, pulse rate 120 beats/minute,
respiratory rate 30 breaths/minute. Blood tests
revealed D-dimer 357 ng/mL, NT-pro BNP 5375 pg/
mL. Artery blood gas analysis (room air) elicited pH
7.34, PCO2 24 mmHg, PO2 66 mmHg, lactic asit:

Massive (high-risk) pulmonary thromboembolism
(PTE) is a life-threatening disease. These patients
account for less than 5% of acute PTE cases (1). Early
hospital mortality in massive PTE cases varies
between 25-65% (2).

A 70-year-old female was directed our clinic with the
suspicion of chronic thromboembolic pulmonary
hypertension. She was on anticoagulant treatment for
six months. She was a housewife and admitted with
progressively worsening shortness of breath for five
years. She had history of COPD and treated with
ınhaler broncodilator therapy. But, pulmonary function test was normal. Physical examination caught
out blood pressure 110/70 mmHg, pulse rate 115
beats/minute, respiratory rate 26 breaths/minute, jug-
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Figure 1. Control thorax computed tomography angiography pulmonary artery sections.
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DISCUSSION
We aimed to emphasize the importance of anticoagulant use in this case who presented with massive
pulmonary thromboembolism clinic because she did
not use anticoagulant after PEA.

Figure 2. Post-operative pulmonary endarterectomy material
organized thrombus.

5.7 and O2 saturation 89%. Thorax CT revealed the
diameter of the pulmonary truncus was dilated with
45 mm. Both main pulmonary artery segmental, subsegmental pulmonary artery branches showed
extremely progressive filling defects according to
previous CT angiography images (Figure 3).
TTE revealed enlarged right chambers with right overload and severe tricuspid regurgitation with severe
pulmonary hypertension. When the patient’s post-operative treatment was questioned, she ended up using
anticoagulant therapy for two weeks. She was admitted to intensive care service with the diagnosis of
acute PTE. Thrombolytic therapy was held with 50
mg alteplase due to the absence of stable hemodynamics of the patient. Symptoms in the follow up and
the height of lactic acid was declined. On the fourth
day of follow-up, sudden cardiac arrest and death
evolved.

A

Massive PTE is a life-threatening disease. Early hospiral mortality may reach 65% (2). Systemic thrombolytic therapy is the first choice for patients with massive PTE (7). The active resolution of thrombus via
thrombolytic agents improves rapidly pulmonary
perfusion, hemodynamic defect, gas exchange and
right ventricular dysfunction. Currently, the most
widely using agent is alteplase. In our case, 50 mg
alteplase was administered and the patient’s hemodynamics and oxygenation improved. However, the
patient died due to sudden cardiac arrest on the 4th
day after treatment.
PEA is the first choice treatment for CTEPH (3-5). It is
a technically difficult and long operation. After this
operation, lifelong anticoagulation is substantial
because of pulmonary vascular endothelial dysfunction and increased thrombomodulin causes abnormal
hemostasis (6). In our case, since she did not continue anticoagulant use after the operation, she was
admitted to a more aggressive clinic.
In conclusion, we want to share this case to emphasize the importance of anticoagulant use after pulmonary endarterectomy.
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Figure 3. Thorax computed tomography angiography pulmonary artery sections in the postoperative third month emergency application.
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