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« Siklikla alt ekstremite venlerinden kaynaklanan bir
pihtinin, venodz sistem boyunca ilerleyerek sag
ventriktlli gecerek pulmoner arterlere yerlesmesi
sonucu gelisir.
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Risk Faktorleri
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# Tim PE hastalarinin %30’unda hicbir risk faktori
bulunmamaktadir!!!



Fracture of lower limb

Hospitalization for heart failure or atrial fibrillation/flutter (within
previous 3 months)

Hip or knee replacement
Major trauma

Myocardial infarction (within previous 3 months)

Previous venous thromboembolism

Spinal cord injury




Arthroscopic knee surgery
Auto-immune diseases

Blood transfusion

Central venous lines

Chemotherapy

Congestive heart or respiratory failure
Erythropoiesis-stimulating agents

Hormone replacement therapy (depends on formulation)

In vitro fertilization

Infection (specifically pneumonia, urinary tract infection and HIV)

Inflammatory bowel disease

Cancer (highest risk in metastatic disease)

Oral contraceptive therapy
Paralytic stroke
Postpartum period

Superficial vein thrombosis

Thrombophilia

Bed rest >3 days

Diabetes mellitus
Hypertension
Immobility due to sitting (e.g. prolonged car or air travel)

Increasing age

Laparoscopic surgery (e.g. cholecystectomy)
Obesity

Pregnancy

Varicose veins




Patofizyoloji

o

Akut PE hem dolasimi hem de gaz degisimini bozar.

Pulmoner arterlerde dolasimi bozan pihti, ayni zamanda
pulmoner arter basincini artirarak sag kalp tzerinde artmis yuike
neden olur.

Artmis pulmoner arter basincini yenmek icin kompansatuvar
sistemlerle sag kalp basinci artinlmaya calisihir.

Ancak pulmoner arter basinci 40 mmHg’nin Gzerine ciktiginda
sag ventrikil pompa fonksiyonu yetersiz kalir.

Azalmis sag ventrikil outputu azalmis sol ventrikil preload’u ile
sonuclanir.

Kardiyak output ve sistemik kan basinci diser.
Artmis sag kalp ihtiyaci karsilanamaz hale gelir.
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BP = blood pressure; CO = cardiac output; LV = left ventricular; RV = right
ventricular; TV = tricuspid valve.




Klinik Siniflandirma
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* Akut pulmoner emboli epizodunun ciddiyetinin klinik
siniflandiriimasi, pulmoner emboli iliskili erken
mortalite riski ile tahmin edilmektedir.

* 30 gunluk mortalite riski

* Hastanin basvuru anindaki klinik durumu
degerlendirilerek siniflandirma yapilir.



Suspected acute PE

l

Shock or hypotension?

?

Not high-risk®

PE = pulmonary embolism.
*Defined as systolic blood pressure <90 mm Hg, or a systolic pressure drop

by 240 mm Hg, for >15 minutes, if not caused by new-onset arrhythmia,

hypovolaemia, or sepsis.
®Based on the estimated PE-related in-hospital or 30-day mortality.
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+ Klinik belirti ve semptomlar non-spesifik oldugu icin
PE tanisini erken koymak zor olabilir.

+ Klinik stiphe varliginda ileri tetkikler dastundlmelidir.



Table 3 Clinical characteristics of patients with

suspected PE in the emergency department (adapted
from Pollack et al. (2011)).%?

PE confirmed PE not confirmed
(n=1880) (n=528)
Dyspnoea 50% 51%
Pleuritic chest pain 39% 28%
Cough 23% 23%
Substernal chest pain 15% 17%
Fever 10% 10%
Haemoptysis 8% 4%
Syncope 6% 6%
Unilateral leg pain 6% 5%
btnl |

DVT = deep vein thrombosis.

Pollack CV et al. Clinical characteristics, management, and outcomes of patients diagnosed with acute pul-monary embolism in the

emergency department: initial report of EMPEROR (Multi-center Emergency Medicine Pulmonary Embolism in the Real World Registry).Jam
Coll Cardiol2011;57(6):700 — 706



Klinik Olasiligin Degerlendirilmesi
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* Kan gazl analizi
* Hipoksi
* Hipokarbi

* Respiratuvar alkaloz sikhkla goraldar.

+ Hipoksi hastalarin %40’inda gorilmeyebilir!!!
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+ EKG
* Sinuas tasikardisi %40 } Hafif/Orta
* Atrial aritmiler  Atrial fibrilasyon

*

*

*

V, -V, derivasyonlarinda T dalga inversiyonu -

5,Q,T; paterni
inkomplet/Komplet sag dal blogu

- Ciddi
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Figure 88-3. Initial electrocardiogram tracing from an 18-year-old worman on oral contraceptives in the ED with syncope. Several findings
consistent with pulmonary embolism are shown, including tachycardia, the S1Q3T3 pattern, and an incomplete right bundle branch block.
Computed tomography angiography revealed extensive bilateral pulmonary emboli, and echocardiography showed severe right heart dysfunction.

Rosen’s Emergency Medicine Concepts and Clinical Practice, 8th Edition
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Figure 88-6. Serial electrocardiograms obtained 2 minutes apart show the progression from a narrow complex rhythm (A) to a right bundle
branch block pattern (B) in a patient with massive bilateral pulmonary emboli. Shortly after the second tracing was obtained, the patient
developed cardiovascular collapse refractory to vigorous resuscitation efforts.

Rosen’s Emergency Medicine Concepts and Clinical Practice, 8th Edition
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* X-ray
* PE spesifik bulgular nadir goraltr
* Westermark bulgusu
* Hampton horglcu

* Dispne ve gogus agrisinin diger nedenlerinin
ekartasyonu icin faydalidir.



Westermark bulgusu

Anant Subramanian Krishnan, M.D., and Tristan Barrett, M.D. N Engl J Med 2012; 366:e16



Hampton horgici




Hampton horgici

http://emedicine.medscape.com/article/300901-overview



Wells Kurali

Clinical decision rule points

Previous PE or DVT 1.5 |
Heart rate 2100 b.p.m. 1.5 |
Surgery or immobilization within the past four weeks 1.5 |
Haemoptysis | |
Active cancer | |
Clinical signs of DVT 3 |

3 |

Alternative diagnosis less likely than PE

Three-level score

Low 0-I N/A

Incermediate 2-6 N/A

High =7 N/A
Two-level score

Pt unlikely 04 0-1

PE likely 25 22




Revize Geneva Kural

Previous PE or DVT 3 |

Heart rate

75-94 bp.m.
295 b.pm.

3

5

Surgery or fracture within the past month 2
Haemoptysis 2 |

2

3

4

Active cancer

Unilateral lower limb pain

Pain on lower limb deep venous palpation and unilateral oedema

Age >65 years | |

Low 0-3 0-1
Intermediate 4-10 2-4
High =11 >5

Two-level score
PE unlikely 0-5 0-2
PE likely =6 >3
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* Wells | Revize Geneva
+ Dusuk olasilikh gruptaki hastalarin %10’unda
+ Orta olasilikli gruptaki hastalarin %30’unda

+ Yiiksek olasilikli gruptaki hastalarin %65’inde

* Wells [ Revize Geneva Basitlestirilmis

* Muhtemelen PE degil olarak siniflanan hastalarin
%12’sinde

PE tespit edilmektedir.
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* D-dimer’in negatif prediktif degeri ylksektir.

* Normal D-dimer seviyeleri PE veya DVT’nin muhtemel
olmadigini gosterir.

* ELISA yontemi ile D-dimer Ol¢cimlerinin tanisal
sensitivitesi %95’tir.

* Negatif ELISA D-dimer + Klinik olasilik testleri

+ lleri degerlendirmeye gerek kalmadan PE siipheli
hastalarin #30’unda PE dislanabilir.
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* Yasla beraber D-dimer spesivitesi azalir.

* 80 yas Uzeri %10’lara iner.

* Yash hastalarda d-dimer degerlendirmesinde yasa
bagh cut-off degerlerinin kullanilmasi 6nerilmistir.
* <50yas 500 pg/L
* >50yas yas x10 ug/L



BT Pulmoner Anjiografi
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* PE tanisinda en cok tercih edilen yontemdir.

* PE disunulmeyen hastalarda torasik gorantileme
sonrasinda %1-2 oraninda insidental PE tespit
edilmektedir.

* Cogu kanser hastasi



Harris & Harris' The Radiology of Emergency Medicine, 5th Edition




Harris & Harris' The Radiology of Emergency Medicine, 5th Edition



Rosen’s Emergency Medicine Concepts and Clinical Practice, 8th Edition



Case courtesy of Royal Melbourne Hospital Respiratory, Radiopaedia.org



Akciger Sintigrafisi
\

Sintigrafide amac hipoperfiize olan segmentte normal olan
ventilasyonun gdsterilmesidir.

BT anjiografiye kiyasla belirgin derecede diisiik seviyede
radyasyona maruziyet vardir.

Sikhkla

Dustk olasilikli ve normal PAAC bulgulari olan hastalarda
Geng hastalarda (6zellikle bayan)

Gebelerde

Kontrast iliskili alerji dykasu olanlarda

Ciddi bobrek yetmezliginde

Myeloma ve paraproteinemi dykist olanlarda tercih edilmesi
Onerilir.

* X X F* * *
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http://emedicine.medscape.com/article/300901-overview



Ysee

Perfusion Scan Ventilation Scan

http://emedicine.medscape.com/article/300901-overview



Pulmoner Anjiografi
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* PE tanisi ve dislanmasinda altin standarttir.

* BT anjiografinin bu tetkige yakin dogruluk vermesi ve
daha az invaziv olmasi nedeniile ginimuzde daha az
tercih edilmektedir.



Kearon C. Diagnosis of pulmonary embolism. CMAJ. 2003 Jan 21;168(2):183-94



http://www.meddean.luc.edu/lumen/MedEd/Radio/curriculum/Harrisons/Pulmonary/Pulmonary_embolism1d.htm



http://emedicine.medscape.com/article/300901-overview



MR Anjiografi
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* Yakin zamanda MR ile ilgili calisma sayisi artmis ve
genelde bu calisma sonuclarina gére MR’in PTE’de
kullanim icin yetersiz oldugu gorisu hakimdir.



Ekokardiyografi
o

* Akut PE’de, EKO ile tespit edilebilecek sag ventrikiil
basinc¢ yuku ve ventrikil disfonksiyonu gelisir.

* Sag ventrikil boyut ve fonksiyonunu hizli ve givenilir
sekilde gdsterebilecek 6zgun bir EKO degeri yoktur.

+ Sag yuklenmeyi teyit edecek kesin bir sag ventrikl
boyutu tanimlanmamustir.

* Bu nedenle PE’nin EKO tani kriterleri farkh calismlarda
farkli sonuclar seklinde tespit edilmistir.



Ekokardiyografi
o

+ EKO’nun negatif prediktif degeri %40-50 civarindadir.
* Negatif EKO sonucu PE tanisini dislamaz.

* Bununla birlikte sag ventrikil yliklenme bulgulari ve
disfonksiyonu akut PE olmaksizin altta yatan diger
kardiyak ve solunumsal hastaliklara da bagli olabilir.

+ Sag ventrikdl dilatasyonuna ek olarak trikispit
yetmezligi, serbest duvarda hipokinezi varlig| ve sag
kalpte trombus varligi bulgularin PE lehine oldugunu
gosterir.




Kompresyon Venoz Ultrasonograti
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* PE vakalarinin cogunda kaynak alt ekstremitedeki
DVT’dir.

* Kompresyon USG semptomatik DVT tanisinda >%90
sensitivite ve yaklasik %295 spesifiteye sahiptir.

* 4 nokta degerlendirme ile DVT varligi kolaylikla tespit
edilebilir (uyluk ve popliteal fossa)

* DVT tanisinin tek kriteri venin yetersiz komprese
olmasidir.




Rosen’s Emergency Medicine Concepts and Clinical Practice, 8th Edition



Tintinallis Emergency Medicine A Comprehensive Study Guide 7th Ed



Tintinallis Emergency Medicine A Comprehensive Study Guide 7th Ed



Tanisal Stratejiler
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* Sok ve Hipotansiyonun Eslik Ettigi PE Stphesi

* Sok ve Hipotansiyonun Eslik Etmedigi PE StUphesi



Sok ve Hipotansiyonun Eslik Ettigi PE

Suphesi
‘\

* PE klinik olasiligi genelde ylksektir.
* AylIricl tani

# Kapak disfonksiyonu

* Tamponad

# AKS

* Aort diseksiyonu

+ Secilecek ilk tetkik EKO

* Hemodinami dizelirse BT anjiografi ile tani teyit
edilebilir.




Suspected PE with shock or hypotension
CT angiography immediately available

No* Yes
l J L
Echocardiography
RV overload®
l l v
CT angiography
No Yes —» avaai:a]lzle — CT angiography
patient stabilized
j l l
No other test available® positive negative
or patient unstable
v :
Search for other causes ' PE-specific treatment: Search for other causes
of haemodynamic instability ~ "~~~ "°°°° > | primary reperfusion® of haemodynamic instability

CT = computed tomographic; PE = pulmonary embolism; RV = right ventricular.

*Includes the cases in which the patient’s condition is so critical that it only allows bedside diagnostic tests.

bApart from the diagnosis of RV dysfunction, bedside transthoracic echocardiography may, in some cases, directly confirm PE by visualizing mobile thrombi in the right heart
chambers. Ancillary bedside imaging tests include transoesophageal echocardiography, which may detect emboli in the pulmonary artery and its main branches, and bilateral
compression venous ultrasonography, which may confirm deep vein thrombosis and thus be of help in emergency management decisions.

“Thrombolysis; alternatively, surgical embolectomy or catheter-directed treatment (Section 5).




Sok ve Hipotansiyonun Eslik Etmedigi

PE Stphesi
\

« Strateji BT anjiografi izerine kuruludur.
+ Ilk basamak degerlendirme D-dimer
# Klinik olasilik distik/orta
* D-dimer negatif ise PE dislanir
* D-dimer pozitif ise BT anjiografi ¢cekilmeli
 Klinik olasilik ytksek
* D-dimer istenmeden BT anjiografi cekilmeli



Suspected PE without shock or hypotension

Assess clinical probability of PE
Clinical judgment or prediction rule’

l l

Low/intermediate clinical probability High clinical probability
or PE unlikely or PE likely
Y
D-dimer
l Y
negative positive
Y Y
CT angiography CT angiography
1 l
no PE PE confirmed- no PE PE confirmed®
! ! | } !
No treatment® %
No treatment® Treatment® or investigate further? Treatment

CT = computed tomographic; PE = pulmonary embolism.

*Two alternative classification schemes may be used for clinical probability assessment, i.e. a three-level scheme (clinical probability defined as low, intermediate, or high) or a
two-level scheme (PE unlikely or PE likely).When using a moderately sensitive assay, D-dimer measurement should be restricted to patients with low clinical probability or a
PE-unlikely classification, while highly sensitive assays may also be used in patients with intermediate clinical probability of PE.Note that plasma D-dimer measurement is of limited
use in suspected PE occurring in hospitalized patients.

*Treatment refers to anticoagulation treatment for PE.

“CT angiogram is considered to be diagnostic of PE if it shows PE at the segmental or more proximal level.

“In case of a negative CT angiogram in patients with high clinical probability, further investigation may be considered before withholding PE-specific treatment.




Refe

Suspected PE with shock or hypotension

In suspected high-risk PE, as
indicated by the presence of
shock or hypotension,

emerﬁcg CT %%rjpm

(depending
on availability and clinical

circumstances) is
recommended for diagnostic

purposes.

182

In patients with suspected
high-risk PE and signs of RV
dysfunction who are too
unstable to undergo
confirmatory CT
angiography, bedside search
for venous and/or pulmonary
artery thrombi with CUS
and/or TOE may be
considered to further
support the diagnosis of PE, if
immediately available.

188, 189

Pulmonary angiography may
be considered in unstable
patients referred directly to
the catheterization
laboratory, in case coronary
angiography has excluded an
acute coronary syndrome
and PE emerges as a
probable diagnostic
alternative.




Suspected PE without shock or hypotension

The us2 of validated critera

for diagnosing PE is
recommended.

198

Clinical evaluation

It is recommended that the
dagnostic strategy be based
on clinical probability
assessed either by clinical

judgement or a validated
prediction rule.

92-94, 99, 100,
104-106




D-dimer

Plasma D-dimer
measurement is
recommended in outpatients/
emergency department
patients with low or

in inical
probability, or PE-unlikely, to
reduce the need for
unnecessary imaging and
irradiation, preferably using a
highly sensitive assay.

99, 100, 112-
116, 135

In low clinical probability or
PE-unlikely patients, normal
m&%mng—emm
highly or moderately

sensitive assay excludes PE_ |

99, 100,
112-116

Further testing may be
considered in intermediate
probability patients with a
negative moderately sensitive
assay.

99, 100, 105

D-dimer measurement is not
recommended in patients
with high clinical probability,
as a normal result does not
safely exclude PE, even when
using a highly sensitive assay.

110, 111




CT angiography*

Normal CT angiography
safely excludes PE in patients

with low or intermediate
clinical probability or PE-

unlikely.

safely exclude PE in patients
with high clinical probability
or PE-likely.

22, 113;
116, 135

Normal CT angiography may |

CT angiography showing a
segmental or more proximal

thrombus confirms PE.

99

may be considered in case of
isolated sub-segmental clots.

134

Further testing to confirm PE |

134




viQ scintigra-phy

83, 94,

Dlormal pecfusion lung
inti - 114, 135

: 4rin L1

High probability V/Q scan

confirms PE. e

A non-diagnostic V/Q scan
may exclude PE when
combined with a negative
proximal CUS in patients
with low clinical probability
or PE-unlikely.

83,114, 135

Lower-limb CUS

Lower-limb CUS in search of
DVT may be considered in
selected patients with
suspected PE, to obviate the
need for further imaging
tests if the result is positive.

113, 114, 116

QUS showing 3 proximal
DVT in a patient with clinical 116, 194

suspicion of PE confirms PE.

If CUS shows only a distal
DVT, further testing should
be considered to confirm PE. |

116

Pulmonary angiography

Pulmonary angiography may
be considered in cases of
discrepancy between clinical
evaluation and results of
non-invasive imaging tests.

134

MRA

MRA should not be used to 170, 171
rule out PE.




Pulmoner Embolism Severity Index
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* Hem prognoz tahmininde hem de tedavi stratejisini
belirlemede kullaniimaktadir.



Pulmoner Embolism Severity Index

Parameter Original version?' Simplified version?'®
Age Age in years | point (if age >80 years)
Male sex +10 points -
Cancer +30 points | point
Chronic heart failure +10 points
Chronic pulmonary disease +10 points dol
Pulse rate 2110 b.p.m. +20 points | point
Systolic blood pressure <100 mm Hg +30 points | point
Respiratory rate >30 breaths per minute +20 points -
Temperature <36 °C +20 points -
Altered mental status +60 points -
Arterial oxyhaemoglobin saturation <90% +20 points | point
Risk strata®

Class 1:<65 points 0 points= 30-day mortality risk 1.0%

very low 30-day mortality risk (0-1.6%) (95% Cl 0.0%~2.1%)

Class Il: 66-85 points

low mortality risk (1.7-3.5%)

Class IlI: 86105 points
moderate mortality risk (3.2-7.1%)
Class IV: 106~125 points

high mortality risk (4.0~ 1.4%)
Class V: >125 points

very high mortality risk (10.0~24.5%)

2| point(s)= 30-day mortality risk 10.9%
(95% CI 8.5%~13.2%)




Pulmonary Embolism Rule-Out Criteria

(PERC Rule)

Pulmonary Embolism Rule-Out Criteria (PERC Rule)
Age <50y

Pulse oximetry >949% (breathing room air)

Heart rate <100 beats/min

No prior venous thromboembolism

No recent surgery or trauma (requiring hospitalization, intubation, or epidural
anesthesia within prior 4 wk)

No hemoptysis
No estrogen use
No unilateral leg swelling

Reproduced with permission from Kline JA, Mitchell AM, Kabrhel C, et al: Clinical criteria to

prevent unnecessary diagnostic testing in emergency department patients with suspected
pulmonary embolism. / Thromb Haemost 2: 1247, 2004.

Tintinallis Emergency Medicine A Comprehensive Study Guide 7th Ed
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* Destek tedavi
* SIvVI
* Vazopressorler
* Oksijen

« Definitif tedavi

*

*

*
*
*

Antikoagulasyon

Trombolitik tedavi

Cerrahi embolektomi

Perklitan kateter aracili tedaviler
Venoz filtreler
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+* Destek Tedavi

* Azalmis sistemik outputla sonu¢lanan akut sag yetmezlik
PE’de 6limun en sik sebebidir.

+ Bu nedenle en oncelikli tedavi destek tedavidir.
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* SIvi resusitasyonu

« Agresif sivi resusitasyonu sag ventrikdl fonksiyonunu daha da
bozabilir

* 500 ml’lik kontrolli sivi destegi kardiyak fonksiyonlarin
diizelmesine yardimci olabilir

* Vazopressorler

* Tercihen ndrepinefrin

* Kullanim hipotansif hastalarla sinirlandiriimahdir.
* Oksijen destegi

* Hipoksi varliginda kullaniimali

* Entlbe edilen hastalarda dustk PEEP ve disuk Tidal volimler
Onerilir.



*

*

*

*
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+ Definitif tedavi

*

Antikoagulasyon

Trombolitik tedavi

Cerrahi embolektomi

Perkltan kateter aracili tedaviler
Vendz filtreler



\

* Antikoagulasyon
* Enaz 3 ay antikoagtlasyon saglanmali
* Akut faz
* Parenteral antikoagulasyon
* UFH [ LMWH [ Fondaparinux
+ ilk 5-10 giin
* Vitamin K Antagonisti
* Baslangi¢ parenteral antikoagtlan kullanimiile érttismeli
* Yeni nesil antikoagulanlar

* Dabigatran (trombin inhibitorii) / Edoxaban (Faktor Xa inhibitori)
* Rivaroxaban (Faktor Xa inhibitori) / Apixaban (Faktér Xa inhibitori)
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* Trombolitik tedavi

* Yuksek riskli PE hastalarinda kontrendikasyon yoksa
Onerilen tedavi modalitesidir.



Web Table 3 Approved thrombolytic regimens for
pulmonary embolism

Streptokinase

250 000 U as a loading dose over 30 minutes,
followed by 100 000 IU/h over 12-24 hours

Accelerated regimen: 1.5 million |U over 2 hours

Urokinase 4400 IU/kg as a loading dose over |0 min, followed
by 4400 |U/kg per hour over 12-24 hours
Accelerated regimen: 3 million IU over 2 hours
rtPA 100 mg over 2 hours; or

0.6 mg/kg over |5 minutes (maximum dose 50 mg)

U = international units; rtPA = recombinant tissue plasminogen activator.




Web Table4 Contraindications to thrombolytic
therapy (adapted from ref. 312)

Absolute contraindications:*

* Haemorrhagic stroke or stroke of unknown origin at any time

* Ischaemic stroke in the preceding 6 months

* Central nervous system damage or neoplasms

* Recent major trauma/surgery/head injury in the preceding 3 weeks
Gastrointestinal bleeding within the last month

* Known bleeding risk

Relative contraindications

* Transient ischaemic attack in the preceding 6 months

* Oral anticoagulant therapy

* Pregnancy, or within one week postpartum

* Non-compressible puncture site

* Traumatic resuscitation

* Refractory hypertension (systolic blood pressure >180 mm Hg)
* Advanced liver disease

* Infective endocarditis

* Active peptic ulcer

*Absolute contraindications to thrombolysis might become relative in a patient with
immediately life-threatening high-risk PE.
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* Cerrahi embolektomi
* Tromboliz kontrendike ise [ basarisiz olmussa tercih
edilir
* Yuksek riskli PE hastalarinda
* Secilmis orta-yuksek riskli PE hastalarinda



FIGURE 60-10. Results of acute surgical thrombectomy. The patient sustained a
cardiac arrest with no pulse or electrical activity, followed by hypotension that was
refractory to standard treatment. Thrombus was observed “in transit” when bedside
transthoracic echocardiography was done. The patient was taken to the operating
room emergently, and median sternotomy and cardiopulmonary bypass were per-
formed. An incision was made in the main pulmonary artery, and the surgeon used
a Fogarty catheter to extract these clots.

Tintinallis Emergency Medicine A Comprehensive Study Guide 7th Ed
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+ PerkUtan kateter aracili tedaviler

*

*

*

*

Pigtail/balon kateter ile trombdis fragmantasyonu
Hidrodinamik kateter araclariile rheolitik trombektomi
Aspirasyon kateterleri ile suction trombektomi
Rotasyonel trombektomi
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+* Venoz filtreler

* Antikoagulanlara kesin kontrendikasyonu olan akut PE
hastalarinda tercih edilir.

# Etkin antikoagulan kullanimina ragmen rektrren PE
hastalarinda tercih edilir.

+ Inferior vena cava’nin infrarenal kismina yerlestirilir.



Clinical suspicion of PE

Shock / hypotension?

l Yes No l
Diagnostic algorithm Diagnostic algorithm
as in Figure 3 as in Figure 4
PE confirmed l
Assess clinical risk
(PESI or sPESI)
PESI class llIHV PESI class -l
or sPESI z1 or sPESI = 0
PE confirmed
Intermediate risk
Consider further l
risk stratification
RV function (echo or CT)*
Laboratory testing®
Both positive One positive
or both negative
Y ¥

[ o [T

A/C; monitoring;

A/C; consider early

Primary reperfusion consider rescue A/C; hospitalizatione
reperfusion’

discharge and home
treatment, if feasible'




PE with shock or hypotension (high-risk)

It is recommended that intravenous
anticoagulation with UFH be initiated
without delay in patients with high-

risk PE.

Thrombolytic therapy is

recommended. 168
Surgical pulmonary embolectomy is

recommended for patients in whom 2

thrombolysis is contraindicated or has
failed.

Percutaneous catheter-directed
treatment should be considered as an |
alternative to surgical pulmonary
embolectomy for patients in whom
full-dose systemic thrombolysis is
contraindicated or has failed.®




PE without shock or hypotension (intermediate-or low-risk)?

Anticoagulation: combination of parenteral treatment
with VKA

Initiation of parenteral
anticoagulation is recommended
without delay in patients with
high or intermediate clinical
probability of PE while
diagnostic work-up is in
progress.

352

LMWH or fondaparinux is the
recommended form of acute
phase parenteral anticoagulation
for most patients.

273, 274,
281, 353

In parallel to parenteral
anticoagulation, treatment with
a VKA is recommended,
targeting an INR of 2.5 (range
2.0-3.0).

Anticoagulation: new oral anticoagulants

352, 354

As an alternative to the
combination of parenteral
anticoagulation with a VKA,
anticoagulation with rivaroxaban
(15 mg twice daily for 3 weeks,
followed by 20 mg once daily) is
recommended.

296




Spesifik problemler
\

* Gebelik

* Arter kan gazi hasta oturur pozisyondayken alinmali

* 3. trimesterde supin pozisyonda PaO, disuk olabilecegi icin
* Negatif D-dimer, PE dislanmasinda normal

populasyondaki gibi kullanilabilir.

* Gebelikte fizyolojik olarak arttigi icin nadiren negatif sonuc
+ Kompresyon USG ile DVT tespit edilirse tedavi baslanir.

* Kompresyon USG negatif ise ileri tetkikler yapilmahdir.



(ebelikte PE Siiphesi

var Yok

l Bacak semptomu i

KUS Negatif >

PA
Anormal \ Normal

Nondiagnostik
pozitif CTPA [« V/Q

Negatif YEtETSiE\ pozitif  pozitif / Negatif
|
I ! " Y

tedavi stop KUS CTPA tedavi stop




Recommendations for pulmonary embolism in
pregnancy

Recommendations Class®* | Level®

Ref®

Suspicion of PE in pregnancy
warrants formal diagnostic
assessment with validated
methods.

LDadimer measurement may be
performed in order to avoid
unnecessary irradiation, as a 4
negative result has a similar clinical
significance as in non-pregnant
patients.

18, 419

~lenous.compression.,
ultrasonography may be
considered in order to avoid
unnecessary irradiation, as a
diagnosis of proximal DVT
confirms PE.

Lerfusion scintigraphy may be

considered to rule out suspected
PE in pregnant women with normal
chest X-ray.

CT angiography should be

considered if the chest X-ray is
abnormal or if lung scintigraphy is
not readily available.

is the recommended therapy
during pregnancy in patients
without shock or hypotension.

B 432, 433
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