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 A pulmonary embolism is an obstruction of the 
pulmonary artery or 1 of its branches by a thrombus, 
tumor, air, or fat matter. A saddle pulmonary  
embolism is a thromboembolus that occurs at the 
bifurcation of the main pulmonary artery.1 It repre-
sents a potentially large, unstable clot associated 
with sudden hemodynamic collapse. Untreated 
pulmonary embolisms have a high mortality rate.2-4 
(doi:10.7556/jaoa.2015.069)
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A 27-year-old man with recent intramedul-
lary rod placement for open tibia frac-
ture repair presented with sudden-onset  

dyspnea and chest pain followed by a syncopal 
event. His initial vital signs showed hypoxia (arte-
rial oxygen saturations, 80% while breathing room 
air), tachycardia (heart rate, 115-120/min), and  
hypotension (blood pressure, 82/40 mm Hg).  
A computed tomographic pulmonary angiograph 
demonstrated a large saddle embolus extending 
into the right and left pulmonary arteries, the proxi-
mal lobar arteries, and several segmental branches  
bilaterally (image A). An echocardiograph showed 
right-sided heart strain with a D-shaped interventric-
ular septum (image B), a dilated right ventricle with 
decreased systolic function, global hypokinesis, and 
sparing of the right ventricular apical region consis-
tent with a positive McConnell sign. The saddle pul-
monary embolus likely occurred secondary to the pa-
tient’s recent surgical procedure. The patient received  
tenecteplase intravenously, with subsequent resolu-
tion of the thrombosis and its associated symptoms.  
A repeated echocardiograph demonstrated resolu-
tion of the right-sided heart strain and normalization  
of the biventricular size and function. 
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