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In the current issue of the Polish Heart 
Journal, Dr. Ezgi Güner [1] commented on 
our clinical vignette entitled “Ultraslow 
thrombolysis for subacute mitral prosthet-
ic valve thrombosis,” referring to several 
shortcomings, which require further elab-
oration. First, we would like to express our 
gratitude for raising the importance of an 
issue of differentiation between pannus 
and thrombus, both of which can lead to 
signs and symptoms of heart failure and in-
creased mean pressure gradient but require 
different management. Dr. Güner provided 
data supporting the multimodality imaging 
approach, with the central use of computed 
tomography (CT) imaging in addition to 
transesophageal echocardiography to fur-
ther characterize the lesion responsible for 
the increased transmitral gradient. Although 
cardiac CT emerges as a crucial diagnostic 
modality in diagnostics of valvular heart dis-
ease and pathology of prosthetic heart valves 
in patients with sinus rhythm, we decided 
not to perform cardiac CT due to the risk of 
the impaired quality of imaging related to 
an irregular high heart rate in the course of 
atrial fibrillation, which precluded adequate 
electrocardiogram gating [2]. Also, transe-
sophageal echocardiography showed a high 
possibility of involvement of both thrombus 
and pannus in the pathophysiology in this 
clinical scenario. Additionally, the evidence 
of subtherapeutic values of the international 
normalized ratio spoke in favor of the throm-
botic mechanism. Following the prolonged 

administration of a thrombolytic agent at 
a low dose, we confirmed a significant reduc-
tion of transmitral gradient accompanied by 
symptomatic improvement, which indirectly 
confirmed accurate diagnosis. 

Second, Dr. Güner provided data support-
ing a more aggressive regimen of thromboly-
sis (25 mg/6 hour instead of 25 mg/25 hour), 
which was shown to be more effective in 
hemodynamically unstable patients [3]. The 
patient in question was characterized by sig-
nificant exertional dyspnea (New York Heart 
Association class III) but did not show symp-
toms of acute heart failure or hemodynamic 
instability, which supported the use of a less 
aggressive thrombolytic approach.

Third, Dr. Güner referred to various rec-
ommendations by the European Society 
of Cardiology and the American College of 
Cardiology/American Heart Association, with 
the latter giving equal recommendations for 
both surgical treatment and thrombolysis [4, 
5]. This, indeed, means that ultraslow throm-
bolysis represents an alternative to urgent 
surgery, which is not sufficiently endorsed 
by European guidelines [5]. In our opinion, 
the presented case underscores the utility of 
ultraslow dose thrombolytic therapy, which 
is underrepresented in the contemporary 
European guidelines [5]. Notably, ultraslow 
thrombolysis can be used in a wider group 
of patients than traditional thrombolysis, 
especially in cases of high perioperative risk. 
We would like to once again thank Dr. Güner 
for all the constructive remarks.
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