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Nefes alma- vermede zorluk: tikanma hissi:



AKUT DISPNE

_ Pulmoner N
Kardlyak _ Dlger
Flash pulmoner odem Pulmoner kontlzyon Pulmoner Emboli (yag,  Anafilaksi

amnion, hava, pihti)

Hemotoraks Pnomoni Anksiete
Tamponat Diafragma ripturd ARDS Zehirlenmeler (Organik
fosfat)

Abdominal yuklenme
(asit, gebelik, obezite)



KRONIK DISPNE







Tipik belirtiler Daha az tipik belirtiler  Ozgiil bulgular Daha az 6zgul bulgular

Jugiler ven Periferik 6dem
basincinda artis (sakral,skrotal)
Hepatojuguler refli Akcigerlerde

krepitasyon

S3 Plevral efflizyon

Kalp tepe atiminin Aritmi

sola kaymasi

Kalpte Gfirdm Tasikardi,
Tasipne
Hepatomegali
Asit
Kaseksi

Akut kronik KY ESC 2012



Fizik muayene bulgusu Klinik anlami Olasi tani

Hepatojuguler refli

Pulsus alternans Ciddi sol ventrikul disf.

Periferik 6dem Sag/sol ventrikil disf

Sol/Sag vent disf KY, Ciddi HT, Aort darhgi,
HKMP




Sadece KTI' de artisin KY tanisinda duyarlilik ve 6zgulliigu cok
dusuktur.



00000001 (0200










Kardiyak Tamponad

250 ml mai ile kardiyomegali,
temiz akciger (cadir kalp).
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tamamen normal
EKG'si



Impulses take chaotic, random pathways in

atria.

There is no organized electric activity [and
hence no effective pumping action] in the

atria.

Atrial Fibrillation

A

CICiba

Variable

& &
B azeline coarsely or finely irregular; P wave abzent. Yentricular responsze [QR5] irregular, slow, or I-Elpid_*
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Coarse Fibrillation
| | | |

Fine Fibrillation




Multifocal Atrial Tachveardia (MAT)

Usually associated with severe
pulmonary disease.

Lead II
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Impulses originate IRREGULARLY AND
RAPIDLY AT DIFFERENT POINTS IN ATRIA. ™
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P wave contours, PR intervals, PP and thus RR intervals all may vary. -
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Aclklanamayan nefes dar“gl
en sik goruleni



* subtotal obs.ile istirahat anjinasi
olusur  USAP

Distal mikroembolilere .
NSTEMI

Total okluzyon * STEMI

Complete

Plaque rupture
Triggers: physical exertion, mechanical stress due to
an increase in cardiac contractility, pulse rate, blood
pressure, and possibly, vasoconstriction

Vulnerable plaque
Large, eccentric lipid-rich
pool

Foam-cell infiltration of lipid
core secreting tissue factor

Thin fibrous cap

Local inflammatory environ-
ment, including neutrophils,
T celis, macrophages,
srmooth-muscle cells, and
cytokines promaoting cap
braakdown by secretion of
matrix metalloproteinases

Thrombus formation
Systemic thrombogenicity
Platelet activation,
adhesion, and sggregation

Coagulation-pathway
activation and thrombin
formation

Fibrinogen conversion

to fibrin with cross-linking
of bands

Incomplete

. SPONENGOUS lYSIS, FOPAIT,  — coronary

coronary :
occlusion and wall remadeling occlusion

| Acte | T Unstable angina or
myocardial Tims‘:eri? m :("::;ﬁ;mﬁg:v non-Q-wave myocardial
infarction o ad infarction
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A classical “Non Q myocardial infarction”. Note : We can't label this ECG as NSTEMI as there
is residual ST elevation (In fact it is a STEMI evolving into Non g MI.)
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I Dilated
Cardiomyopathy

%20 Ejeksiyon Fraksiyonu

%10 Ejeksiyon Fraksiyonu
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BNP (pg/ml)
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Baseline Pulmonary
n=134 left ventricular n = 85
dysfunction
No CHF
n=22

Other
cardiac
n=75

Etiology of dyspnea

Other
non-cardiac

non-pulmonary
n=27
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Pulmonary Asthma COPD Pneumonia Acute Lung Pulmonary
fibrosis n=11 n=42 n=3_§ bronchitis n=2 cancer embolism
n=1 n=14 n=4 n=3

O _

Types of Lung Disease
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Septum i dortic arch

et atrium

Papillary MU3CTEs ——

il Hitral-valve
Inferiar wall

. Left i-'e.ﬁtri'cle



Apex of the heart

fpex of heart
- T

o Anterior wall

J m Left ventricle
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*Bulmonary
Fnk

Tricuspid valve
dortic valve

Coranary sinus

Right atrium

.
v Fozsa ovalis
Interatrial septum

Left atrium
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TEE: AVA olcumu Sureklilik prensibine gore AVA

Sl 3 o el - P
[LWET W1l = D222 m
Vmax = 094 Ml e
o | Px Groa = 3.5
o Ha Grod = 1.9 mmdg

CSA;*VTI, = CSA,*VTl,

¥max = 4.53 mJioec’ ‘ -

Pk Grod = 81.9 mmHg -,3- %
Mn Grod = 50.7 mmdg £

&3 | Welocity = 237 misec I



LV sistolik islevin normal yada hafif anormal olmasi
(>%45-50)






SagV Disfonksiyonu ve Yliklenmesi Etiyolojisi

Sol KY yapan nedenler (AMI, KMP,
VKH...) (en sik)

Pulmoner HT yapan nedenler (KOAH,
cor pulmonale...)

Pulmoner Emboli

* Konj Kalp hastaliklari (ASD, ebstain...)

# 441003 CT 2006G
14-Dec-2007

18:19:13.51
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PULMONER EMBOLI

Elektrokardiyografi
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PULMONER EMBOLI- Ekokardiyografi

Yiksek riskli PE hastalarinda, ekokardiyografide sag ventrikul yiklenme
veya disfonksiyon bulgulari yoksa pratik olarak PE ekarte edilir.

YUksek riskli olmayan PE'de ekokardiyografinin esas rolu orta veya disik
risk kategorilerine gore prognostik ayirimi yapmaktir.



Yiksek riskli PE suphesi

(sok veya hipotansiyon)

Acil BT*
hayir evet
Ekokardiyografi
Sag ventrikiiler overload
|
’ ' BT miimkiin i
hayr evet— L —— BT
: ve hasta stabil
Diger testler'miimkijn degil # l ) l .
veya hasta stabil degil pozitif negatif
A\ E 1
Baska sebepler PE spesifik tedavi Baska sebepler

arastinlir b . dogrulanir arastinlir

Trombolizis veya
embolektomi planla









Femoral, Subclavian Veya Juguler
Ven Ponksiyonu:

- Sheath Sistemi Yerlestirilir

- Kateterle RA'a Kadar
llerlenir;

- CS, LA, Rv'ye Girilir.

Rv Yolu ile Rvot-pa-dallari-wedge
(La Trasesi)

W

ROXIMAL
= IECTION HUB

CONNECTOR

< DISTAL

LUMEN HUB

BALLOON
INFLATION
VALVE

onnmn
INJECTION

PORT

THERMISTOR
BALLOONQ
DISTAL LUMEN




Tanim Ozellikler Klinik gruplar

Pulmoner HT Ortalama PAB>25 Tumu

Post kapiller PHT Ortalama PAB>25 Sol kalp hastaliklarina bagh PHT

Pulmoner wedge basinci >15
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