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Introduction

“~Pulmonary embolism (PE) is a major
__ AlloNGc 05 oroplem.

ﬁ Fhe diagnosis is often difficult to obtain
nd Is frequently missed.

.

= ,Mortallty In untreated PE Is approx.
;_-;; ~but with adequate treatment, it can be

reduced to

*%The prevalence of PE at autopsy (
In hospitalized patient has not changed
over the last 3 decades.
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For clinice
massive al < R —
T e PE consists of shock and/or hypotension (defined as a
ic blood pressure <90 mmHg or a pressure drop of 40 mmHg
15 min if not caused by new-onset arrhythmia, hypovolemia
__,_.;_'-;-!- Si S) .
& S Otherwise non-massive PE can be diagnosed.
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~— v Asubgroup of patients with non-massive PE may be identified by
~  echocardiographic signs of right ventricular hypokinesis. This

- —subgroup Is called submassive, because there is growing evidence
that the prognosis of this patient group may be different from those
with non-massive PE and normal right ventricular function.




DI20RESIS Ol

as a wide range o clinical presentation.

asonable clinical suspicion Is required
v0|d missing the diagnosis of PE.

|rst line diagnostic tests, such as ECG,
chest X-ray and blood-gas analysis are
indicated to assess clinical probability of PE
and general condition of the patient.
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Dlagn03|s 0 P

& linical evaluatior IS accurate to
rlmlnate a subgroup of patients with a
v likelihood of PE.

0__ A nlcal probability may be estimated

e
4

mpirically or explicitly by a prediction

;Patlents with a low clinical probability of
PE, no lower limb deep vein thrombosis and
a nondiagnostic lung scan have a very low
risk of PE.
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RiIsk factors of VIES
'” >4O yr
1' aUul alr trave
ory of venous thromboembolism
U gery requiring >30 min of anesthesia

- -

olonged |mmob|I|zat|on

JCongestlve heart failure
rwCancer
vFracture of pelvis, femur, or tibia




JRISK factors ofi VIE,

Desity

trogen therapy
Ty ammatory bowel disease
0 er netic or acquired thrombophilia
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S Symptoms of PEw
JPe———— No PE
Ef’)nea 80 % 59 9%

Eést pain pleuritic 52 % 43 %

?ﬁést pain substernal 12 % 8 %

ough 20 % 25 %
lemoptysis 11 % 7 %

yncope 19 % 11 %



E Sigps.efiPE
- _
hypnoea (20/min) 20%
ghycardia (> 100/min) 26 %
§ns of DVT 15 %
ver > 38.5 7 04,

anosIs 11 %

No PE
68%0
23 %
10 %
17 %
9 %



__-_'fasis or infiltrate
iral effusion
ural-based opacity (infarction)
svated diaphragm

creased pulmonary vascularity
nputation of hilar artery*

poxemia

— pr— |

33%
10%
25%
6%
1%

81%
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D_iagnostic Prediction

al|s et. al.:

Clinical 1ata

¢ Alternative diagnosis is less likely than PE
~ * Heart rate above 100/min
= * Immobilisation or surgery in the previous 4 w
= * Previous DVT or PE
- * Haemoptysis
* Cancer, being treated currently or
within the previous 6 months or palliative

e Low <2
* Intermediate 2-6
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Dlagnoestic Precichion -

‘clinical probability might

H1ual U doot g 0

clude the following.

'The patient has clinical features compatible with PE
B (raised respiratory rate, which may be accompanied by
E haemoptysis, pleuritic chest pain, or both)

1. The absence of another reasonable clinical explanation
2. The presence of a major risk factor

* A.PLUS 1. AND 2.: high pre-test clinical probability
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Mﬁed pretest probability for DV

Score

stem 1

ng of the entire leg 1

ter than 3 cm difference in calf circumference 1

ing oedema 1

ateral superficial veins 1
cfactors present:

‘native diagnosis likely (ruptured Baker's cyst in rheumatoid -2

Itis, superficial thrombophlebitis, or infective cellulitis)
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RINEbUral el ISTorY OfaVANET =

. In_.thrombosis (DVT)
) start in the calf

About of untreated cases of DVT In the
alf will extend to involve the proximal
/eins and do so within a week of

i =
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INBiral JHIStorR o\

\ptomatic

OXimal DVT and without chest
imptoms have lung scan evidence of
Julmonary embolism (about have
“high-probability”” lung scans). These
ibnormalities are often misdiagnosed as
1ew pulmonary embolism during

reatment.
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q aitRINSlIStery OTRVANETSE

of all patients who are diagnosed
ave DVT; about " of these cases
,__-"_a Ive the prOX|maI veins
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Mithout treatment, about  of patients with
ymptomatic proximal DVT or PE are
xpected to have recurrent VTE within 3



S\atural History of VIEM

After PE as compared with DVT, at
St'Wi : > months, a high
roportion of recurrent episodes of
/TE are fatal PE (case fatality rate
yver 2-fold higher)
“t° ~ of symptomatic PE cases are
stimated to be fatal within an hour of
1rst symptoms:
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With treatment of PE, about
esolution of perfusion defects is
xpected after 2—4 weeks. Eventually,
somplete resolution of PE embolism is
wwnected to occur 1N about of
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Egaiural IHIStOrY. & ProgRESIS
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lity in untreated PE is

feated VTE has a high risk of (fatal or
)-fatal) recurrence.

=

iﬁticoagulant therapy reduces the mortality
patients with PE by

‘he prognosis of treated, non-massive VTE Is
ainly dependent on co-existing illnesses, such

 malinnancys nr C\/ dicaacaoc



Jlake nome Message;

’EIs a common medical emergency that
,-. we Vantt @ "' c- _ECiaItieS

1ssed

Yortality of untreated PE about 30% that
:an be reduced to 2-8 % with adequate
reatment

>0, Use of clinical prediction rules and
lilagnostic algorithms i1s mandatory to avoid

hic Fat+al AliniAaral armavcaone,cyv, nenanccrianllyvys 1






