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Current treatment guidelines recommend 

anticoagulation and thrombolysis as first 

line therapy for the treatment of massive 

pulmonary embolism (PE). Patients with 

absolute contraindications to 

anticoagulation and thrombolytics have 

limited treatment options. Catheter-

directed mechanical thrombectomy 

(CDMT) is a useful adjunctive therapy 

to patients who do not respond to 

systemic therapy, but its use as sole 

therapy for patients who are not 

candidates for anticoagulation or 

thrombolysis is unreported. 

The aim of this retrospective case-

series is to evaluate CDMT for the 

treatment of six patients with massive 

PE and absolute contraindications to 

anticoagulation and thrombolytics. 

A retrospective electronic chart review at one institution identified all patients with massive 

PE and central thrombus burden per imaging. Data was collected from August 2016 to May 

2022 and all patients were evaluated by a multidisciplinary cardiogenic shock team. 

Outcomes evaluated were: 7 and 120-days all-cause mortality, thrombus burden reduction 

on angiography, time to hemodynamic stabilization, estimated blood loss (EBL) during 

treatment, transfusion requirement, major or minor adverse events, reason for 

contraindication to anticoagulations or thrombolysis, and time to initiation of therapeutic 

anticoagulation after the procedural completion. 

INTRODUCTION

OBJECTIVES

METHODS

CDMT is feasible and safe in patients with 

massive PE as a primary reperfusion therapy 

in whom thrombolysis and anticoagulation 

cannot be offered. 

CONCLUSIONS

Eleven patients were identified who presented 

as massive PE. Six out of 11 patients who 

fulfilled the selection criteria were included in 

the study. Overall survival at 7 and 120-days 

was 100% & 83% respectively. One patient 

death occurred 13 days after the procedure, and 

the median follow-up time was 163 days (IQR 

120-202 days). All six patients had thrombus 

burden reduction on final pulmonary artery 

angiography and became hemodynamically 

stable 72 hours following embolectomy. No 

treatment related adverse events were reported. 

Median EBL was 425 mL (interquartile range 

(IQR) 300mL-600mL) and 4/6 patients received 

transfusions with a median of 1 unit per patient. 

Anticoagulation treatment was started in 5/6 of 

the patients with a median of 15 days after 

CDMT (IQR 7-25.5 days). IVC filters were 

placed in five out of six of the patients (83.3%). 

RESULTS

Case Thrombus Burden History of 

Cancer

Contraindicatio

ns to 

anticoagulation

s

Blood 

Transfusion 

(units)

Follow-up 

(days)

IVC filter 

placement 

Time to 

Anticoagulati

on (Days)

1 Saddle Vaginal SCC 

and peritoneal 

carcinomatosis 

Hemothorax and 

hemoperitoneum 

2 14 

(Dead under 

palliative 

care)

Yes Never started

2 Saddle Lung cancer 

and brain 

metastasis

Brain metastasis 0 >120 Yes 30

3 Bilateral MPA Bladder cancer Active Hematuria 

from bladder 

cancer

1 126 No 15

4 Bilateral MPA Diffuse large B-

cell lymphoma

Active Hematuria 

from prostate 

surgery (TURP)

1 446 Yes 21

5 Bilateral MPA None Intracranial 

hemorrhage due 

to hereditary 

hemorrhagic 

telangiectasia

0 200 Yes 7

6 Saddle None Intracranial 

hemorrhage

2 202 Yes 7


