Case 1-Basic data

» Gender: 69-yo female
= Date: DAY1 10:41am
CASE REPORT - o
= TPR:36.3/1206/30 BP:75/49
SpO2: 98% GCS: E4V5M6
%&%%:ng%ﬁ% = Triage:1
fEE#E V. SETEEL
103.04.08

Present illness History

SOB for 10+ days * Medical hx: HTN; Denied CAD/DM
No fever recently

Exertional dyspnea(+) = Allergy: NKA

No vomiting, no black stool

No headache, no abdominal pain

No back pain

Chest discomfort(+)

Physical Examination Impression

Consciousness: E4V5M4~5 = SOB
HEENT: Pupil(3+,3+)

Chest: coarse breathing sound, no wheezing,

RHB

Abdomen: Soft, no tender
Extremities: soft, no pitting edema




Order DAY1 10:59am (ohri8min)

CBC/DC/PLT = N/S 300ml H
PT/APTT than run 33
AST, Cr, 6oml/hrB/C x I o I
Troponin-I, CK, ® On monitor -
CK-MB s
ABG6

F/S (104)

EKG, CXR(p)

Order DAY1 11:53 (1hri2min)

= Primperaniamp IV ST Nausea
= N/S soomI ST BP: 76/56; 69/29mmHg

HR: 104
RR:20
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Order 13:00

= Chest CT with/without
contrast

= N/C3L/min
= Sign permit

BP:102/58

RR:22

HR:97

Pt S/S £SOB,
shock(+), CXR no
obvious findings—>
should r/o Pulmonary
embolism, do Chest
@)




DAY1 CHEST CT 14:50

Consult CV

Order 15:03 (4hr22min)

= Sign clexane permit = 16:19 (shrgomin)
= Clexane 6omgSCST = Admitted to SICU
= On critical

CallCV foriCU

N/S sooml IV ST

fEHEC31

Admission

= Tentative diagnosis:
Bilateral pulmonary embolism
HTN

She was taking hormone(Estrade, Provera)
replacement for postmenopausal syndrome for
1 while

DAY2

= Peripheral doppler: no DVT
= Heart echo:
Preserved LV contractility

LV was compressed by dilated RV with paradoxical
septal movement

Moderate TR PGmax: 45

DAY2 lab
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Add wafarin; Thrombectomy or lysis were
noted indicated, improved SOB

Discussion

Pulmonary embolism Scores




Rewsed Geneva Score
WELLS Score (PE) Variable Points
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» Previous OVT ar PE 15 Undateral kower-lmb pain 3
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* Hemaptysis

Hearl rate 84 beats imin
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Pulmonary Embolism Severity Index

Predicters.

Age
Male sex
Heart tailure
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Chronic lung dizeass +10
Arterial axygen saturation <30% Va0
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Respiratory rate 230 breaths per minute +20
Temparatur <35°C Va0
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Discussion
 AHA PE Guidelines
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Management of )
Thrombosis, ai

Definition of Massive PE

= Acute PE with sustained hypotension
for at least or
= not due to a cause other than PE,
arrhythmia, hypovolemia, sepsis, or LV
dysfunction), pulselessness, or persistent
profound bradycardia (heart rate <40 bpm with
signs or symptoms of shock).

Definition of Submassive PE

= Acute PE
SBP>g90 mm Hg
with either RV dysfunction or myocardial necrosis.

Definition of Submassive PE

= RV dysfunction means the presence of at least 1
of the following:

—RV dilation (apical 4-chamber RV diameter divided
by LV diameter >0.9) or RV systolic dysfunction on
echocardiography
—RV dilation (4-chamber RV diameter divided by LV
diameter >0.9) on CT
BNP >g90 pg/mL
N-terminal pro-BNP >500 pg/mL
ECG changes (new complete or incomplete RBBB,
anteroseptal ST elevation or depression, or
anteroseptal T-wave inversion)




Definition of Submassive PE

= Myocardial necrosis is defined as either of the
following:
troponin | >0.4 ng/mL
troponinT >0.1 ng/mL

Applying Classification of Recommendations and Level of Evidence

Copyright © American Heart Association Jaff M et al. Circulation 2011;123:1788-1830

Recommend

= Fibrinolysis is reasonable for pts with massive
PE and acceptable risk of bleeding
complications (lla/B)

= Fibrinolysis may be considered for pts with
submassive PE judged to have clinical
evidence of adverse prognosis (hemodynamic
instability, worsening resp. insufficiency,
severe RV dysfunction, or major myocardial
necrosis) and low risk of bleeding
complications (IIb/C)

Recommend

= Fibrinolysis is not recommended for patients
with submassive PE with only mild
dysfunction, i.e. low risk PEs (l1I/B)

= Fibrinolysis is not recommended for
undifferentiated cardiac arrest (Ill/B)

Interventional and Surgical
Options
= Either catheter embolectomy or surgical

embolectomy can be considered depending
on institutional and operator preference (lla/C)

= Either of these are reasonable if the pt is still
unstable in massive PE after fibrinolysis (Ila/C)

Interventional and Surgical

Options

= Also reasonable in massive PE, if the pt has a
contra-indication to lysis (lla/C)

» May be considered in lieu of fibrinolysis in
patients with submassive PE and evidence of
adverse prognosis (I1b/C)

= Not recommended for pts with PE at low risk

(1/C)




Contraindications to Fibrinolysis
Absolute contraindications

any prior intracranial hemorrhage,

known structural intracranial cerebrovascular
disease (eg, arteriovenous malformation),

known malignant intracranial neoplasm,
ischemic stroke within 3 months,
suspected aortic dissection,

active bleeding or bleeding diathesis,

recent surgery encroaching on the spinal canal or
brain, and

recent significant closed-head or facial trauma with
radiographic evidence of bony fracture or brain
injury.

Relative contraindications

age >75 years;
current use of anticoagulation;
pregnancy;

noncompressible vascular punctures;

traumatic or prolonged cardiopulmonary resuscitation (>10
minutes);

recent internal bleeding (within 2 to 4 weeks);
history of chronic, severe, and poorly controlled hypertension;

severe uncontrolled hypertension on presentation (systolic
blood pressure >180 mm Hg or diastolic blood pressure >110
mm Hg);

dementia;
remote (>3 months) ischemic stroke; and
major surgery within 3 weeks.

Suggested treatment algorithm for use of fibrinolytics to treat acute pulmonary embolism.
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1. EVIDENCE OF SHOCK OR RESPIRATORY FAILURE:
Anry hypotension (SBP<I0 mm Hg)
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Table 2. How to Administer
Fibrinolytic Therapy for Submassive PE

@ Initiate anticoagulation with intravenous
unfractionated heparin bolus and continuous
infusion with a target aPTT of 60—80
seconds as soon as submassive PE is
suspected

# Stop heparin infusion when issuing the order
to administer fibrinolysis

# Infuse recombinant tPA 100 mg over a
2-hour period with careful monitoring for
bleeding complications, including neurological
checks every 15 minutes during the infusion

# Obtain immediate post—fibrinolytic infusion
aPTT

® After the fibrinolytic infusion has concluded,
do not restart heparin until the aPTT is <80
seconds




