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It gave us great pleasure and interest to read the com-
mentary of Zembala et al. on the article by Pruszczyk and 
Konstantinidis published in Kardiologia Polska [1, 2]. As out-
lined in the commentary, surgical embolectomy can pro-
vide excellent early and long-term outcomes. 

According to ESC guidelines for patients with acute 
pulmonary embolism surgical embolectomy is recom-
mended when other forms of treatment have failed or are 
not feasible. Patients with high or intermediate risk acute 
pulmonary embolism requiring urgent treatment are a very 
heterogeneous group. At present, the 3 existing alterna-
tive therapies – thrombolysis, catheter-based therapy, and 
surgical embolectomy – are difficult to compare. Perhaps 
a large registry will shed some more light on the results 
of these methods. However, several aspects regarding the 
treatment of patients with acute pulmonary embolism 
should be noted. DiChiacchio et al. reported that 35% of 
patients undergoing surgical pulmonary embolectomy had 
evidence of chronic thromboembolic lesions at the time of 
surgery [3]. Regarding the challenging management of pa-
tients with chronic thromboembolic hypertension it is rea-
sonable to assume that it may be important to treat these 
two similar but different diseases simultaneously, as it may 
have a direct impact on the outcome. According to our ex-
perience, which will be published shortly, about 30% of pa-
tients with acute pulmonary embolism had the presence 
of chronic thromboembolic lesions that are only surgically 
removable. These findings increase the risk of the opera-
tion, but it is probably still the best option.

Another issue is the lack of established and unambigu-
ous management of patients with acute pulmonary em-
bolism who present with “thrombi in transit” in the right 
heart cavities. Barrios found that the presence of thrombi 
in heart cavities results in a nearly 5-fold increase in mor-
tality [4]. Similarly, the RiHTER study showed that detection 
of “thrombi in transit” in the right heart cavities significant-
ly increases mortality (19% vs. 8%; p = 0.003) [5]. Similar 
results were reported by Burgos in a study evaluating the 
outcome of patients with thrombi in right heart cavities 
treated with thrombolysis or surgery (18.2% vs. 18%) [6]. 
However, the surgical method was not presented, and it is 

not known how complete the surgical embolectomy was, 
which is crucial for successful outcomes. In our experience 
of the surgical treatment of 20 consecutive patients with 
acute pulmonary embolism with “thrombi in transit” in the 
right heart cavities we achieved excellent results. All pa-
tients survived the operation, and at the 1-year follow-up 
there was no death. While previous guidelines mentioned 
the possibility of surgical treatment for these patients, the 
reasons for the disappearance in the current ESC guidelines 
are not known. 

In our opinion, these two clinical conditions mentioned 
above strongly favor the surgical approach, but can only be 
compared to the results of the registries.

Finally, the important role of the pulmonary embolism 
response team (PERT) must be emphasized. These are 
teams that do not have a strictly defined membership.  
It usually involves intensive care, interventional and non-
interventional cardiology experienced in the management 
of acute pulmonary embolism, radiology and other special-
ties as required. Implementation of PERT increases the use 
of advanced methods of treatment, particularly catheter 
directed therapies, but as a permanent member of this 
team, we have noted a significant increase in the number 
of surgical pulmonary embolectomies performed in recent 
years.

In conclusion, we share the opinion that the best treat-
ment of unstable patients with acute pulmonary embolism, 
as well as selected intermediate high risk patients with an 
overloaded right ventricle, is surgical treatment, which in 
experienced surgical teams allows one to obtain excellent 
early and long-term results.
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