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CASE 1

• 67 years old, male, farmer,

• Complaints: Dyspnea, Chough– for one year—

• Anamnesis: No history of chronic diseases

Smoking: 50 p/years

• Two months ago, he had involuntary movements in his right arm and a 
biopsy was taken with the preliminary diagnosis of an intracranial mass. 

• Medication used: Levetiracetam, dexamethasone (taking it for 2 months)



• Physical Examination:

• His general condition is fair-good, cooperative, oriented.

• SPO2: 93 (room air) Pulse: 73 min

• No significant pathology was observed in the respiratory system

and cardiovascular system examination. 

• It was learned that the patient took oral antibiotics as there was

a cavity in the recent chest imaging.



Laboratory:

WBC: 12990 /µL
Neutrophil: 7480 /µL
Lymphcyte: 4610 /µL
Platelet: 206.000 /µL

Hgb: 13.6 g/dL
BUN / Kreatinin: 21 / 0.96 mg/dL

GFR: 82
Na / K: 141 / 4.34 mmol/L
Ca / P: 9.95 / 2.56 mg/ dL

AST / ALT: 15 / 25 u/L
T. Protein / albumin: 6.5/3.6 g/dL

CRP: 19.27 mg/L
Procalcitonin: 0.04 ng /mL
Sedimentation: 53 mm/s







•  He was admitted to the Pulmonology Clinic with a 

preliminary diagnosis of Necrotizing Pneumonia? Lung 

Abscess? Malignancy?

• Bronchoscopy was planned for the patient who could not 

expectorate sputum.



• D-dimer: 8890 µg/L

• Troponin: 19.6 ng/ L

• Pro BNP: 270 pg/ mL

• Pulmonary CT angiography was performed with suspicion of PTE.





Pulmonary Infarction in PTE
• Occlusion of the distal pulmonary arteries causes 

ischemia, hemorrhage and eventually necrosis in the lung 

parenchyma. 

• It is most commonly caused by acute pulmonary 

embolism and its incidence has been reported to be 

approximately 30%.

•  Following pulmonary artery occlusion, the bronchial 

arteries become the primary source of perfusion of the 

pulmonary capillaries. 

• Relatively higher blood pressure in the bronchial 

circulation causes an increase in capillary blood flow, 

leading to extravasation of erythrocytes (alveolar 

hemorrhage). If this bleeding is not resorbed, it will 

result in tissue infarction and necrosis.



D dimer
Age X10 = Upper limit



According to YEARS criteria 

1- Presence of DVT findings 

2- Hemoptysis 

3- Pulmonary embolism is the most likely diagnosis

None of the YEARS criteria + D DIMER <1000, or

If there is one or more of YEARS + D DIMER<500, embolism is excluded





sPESI = 1





• Bilateral lower extremity venous Doppler USG: The right popliteal vein, 

the left main and superficial femoral vein, and the left popliteal vein appear 

to be completely thrombosed.

• The patient was started on Enoxaparin 2x 0.6 IU.

We planned rebiopsy





ESC/ERS 2019

J Blood Med. 2024; 15: 171–189.



In the treatment of cancer-related VTE;

• Individualized treatment (drug interaction, risk of bleeding)

• Monotherapy (rather than combined antithrombotics)

• Treatment for 3-6 months, but continuing treatment as long as 

there is active cancer



In the treatment of cancer-related VTE;

• Conditions with a high risk of bleeding;

• GI or GU cancers

• Brain cancer

• Recent surgery or life-threatening bleeding

• Concomitant cancer therapy associated with increased risk of bleeding (e.g., 
bevacizumab, agents that induce GI mucosal toxicity)

• Severe thrombocytopenia (<50,000)

• Kidney or liver failure

• Concomitant antiplatelet therapy



After 3 months of anticoagulant (LMWH) treatment 



Should imaging methods (such as CT angiography or V/P 
scintigraphy) be performed to show that thromboembolism 
has disappeared after PTE treatment?







Case 2

• 18 yo, male, student

• The patient, who had an ENT examination due to snoring, had a sore 

in the nose and high CRP, and was started on cefuroxime axetil. 

• While taking antibiotics, the patient applied to Emergency 

Department of Local Hospital with the complaint of coughing and 

hemoptysis at home. The patient had 5-6 fresh red hemoptysis, 

approximately 1 cup in total.



• Since the patient also had hypoxemia, he was admitted to the 
Anesthesia ICU and empiric antibiotic therapy and 
methylprednisolone 100 mg were administered. The patient was 
admitted to our ICU on the same day due to increased respiratory 
distress and the need for high flow.

• Complaint: Hemoptysis, shortness of breath and palpitations

• Background: VSD closure in childhood

• No chronic diseases, no smoking or any other habit



• Physical Examination:

• General condition is moderate-poor, GCS: 15, dyspneic

• SS: ral+ in places in the right middle-lower zone, 

• CVS: rhythmic, tachycardic Pulse: 110 / min

• No significant pathology was observed in other system 

examinations.



Laboratory:
WBC: 17090 /µL

Neutrophil: 15660 - Lymphocyte: 1020 
/µL

Platelet: 50.000 /µL
Hgb: 15.1 g/dL

BUN / Kreatinin: 13.9 / 0.84 mg/dL
GFR: 127

Na / K: 142 / 4.36 mmol/L
Ca / P: 9.23 / 2.7 mg/ dL

AST / ALT: 22 / 62 u/L
t. Bil / d. Bil : 0.57 / 0.23 mg/dL

T. Protein / albumin: 7.4 / 4.5 g/dL
CRP: 73.8 mg/L

Procalcitonin: 0.07 ng /mL
Sedimentation: 53 mm/s

Pro-BNP: 411 pg/mL, 
troponin: 30 ng/L

D-dimer: 2860 µg/L
Urinalysis: Blood:25 leukocyte: 100 

pH: 6.5. eritrosit: 10, nitrit:-
Urine microprotein/creatinine

: 47 / 265 mg/dL



Pulse: 122/min
Sinus tachycardia





• The patient was consulted to Hematology due to thrombocytopenia.

• ► Peripheral smear compatible with 50,000 /µL, no atypical cells

• ► Abdominal USG: The liver is of normal size, with smooth contours 
(Grade 2 steatosis), the spleen is normal, and no pathological findings were 
found in other organs.

• ► Serological blood samples were sent. 

• Cardiology was consulted. EF: 65, normal echo findings, no additional 
recommendations.



• Vasculitis was considered the primary diagnosis because the patient 

was young, had hemoptysis, alveolar hemorrhage (high flow 

requirement), and microscopic hematuria upon arrival.

• Pulse steroids (1 g/day) and empiric antibiotics were given for 3 days.

• The patient's hemoptysis regressed, his need for oxygen decreased, 

and the clinic recovered.

• CRP became negative.



4th day control x-ray



Serological findings

• Lupus anticoagulant: positive

• BETA-2 MICROGLOBULIN: N

• ACA- Ig M: negative, ACA- Ig G: positive

• Anti-phosphatidylserine IgG > 120 (+), Ig A and Ig M negative

• ANA IFAT: 1/1000 GRANULAR PATTERN positive

• Anti-ds DNA: 261.46 (positive)

• ANCA: negative

The patient was consulted to Rheumatology: 
Systemic Lupus Erythematosis (SLE)



• The platelet level of the patient was around 40-80.000. During this 
period, no prophylactic anticoagulant treatment was given except 
compression stockings. 

• On the 6th day of hospitalization, severe chest pain and tachycardia 
developed. 





What do we do now?

• Would it help to look for a D-dimer?

• Patient's baseline D-dimer was 2860 µg/L

• Would you give a prophylactic dose of anticoagulant on arrival?



≥ 4 , high risk





• Enoxaparin 2x0.8 IU/kg was started. Daily platelet count (whole 
blood) and hemoptysis were monitored.

• Lower Extremity Venous doppler US: Clear

• New ECHO: 1 TY, PAB NOT MEASURED, RIGHT DIAMETER 4.7 -4.8, 
MINIMAL D FINDING+ SEPTAL BOUNCE+ MCCONEL- 



• On the 3rd day of LMWH treatment, platelet count decreased to 
33.000 /µL. 

• No active bleeding sign was observed. 

• LMWH was stopped ---- Fondaparinux 1x7.5 mg SC was started.                     
+ Concurrent vitamin K antagonist



Thrombosis Research, 
2021, March, 38-42



• The use of prophylactic or therapeutic dosage of anticoagulant 
therapy in patients with moderate to severe thrombocytopenia (<50 ×
109/L) is risky.

• Expert opinion recommends low-dose DMAH for those with platelet 
counts between 25-50 × 109/L and no anticoagulation for those with 
platelet counts <25 × 109/L. 



Front Pharmacol. 2024





• This study evaluated the AFIRE (Atrial Fibrillation and Ischemic Events With Rivaroxaban in 
Patients With Stable Coronary Artery Disease) trial. Thrombocytopenia was defined as platelet 
count <100 000/mm3 level at enrollment. A total of 2133 patients were classified into the 
thrombocytopenia (n=70) and non-thrombocytopenia (n=2063) groups. 

• Major bleeding was significantly higher in the thrombocytopenia group than in the non-
thrombocytopenia group (10.0% versus 4.1%, P=0.027). 

• CONCLUSIONS: Among patients with atrial fibrillation and chronic coronary syndrome, 
thrombocytopenia was significantly associated with increased risk of major bleeding. Selecting 
drugs for patients with thrombocytopenia continuing antithrombotic therapy should be 
given special consideration.



• Rivaroxaban was the most-utilized DOAC (28 patients), followed by 
apixaban (7 patients) and dabigatran (1 patient). One patient 
developed a deep venous thrombosis with no other new or recurrent 
thromboses. There were no reported clinically significant adverse 
events in any patient

• Argatroban and bivalirudin require intravenous infusion and require 
close aPTT monitoring and dose adjustment. Fondaparinux requires 
injection and is contraindicated with body weight <50kg. DOACs 
would offer the novel ability for an oral treatment in the treatment of 
the acute phase HIT and allow for minimal monitoring and consistent 
dosing strategies. Therefore, DOACs are an intriguing choice for 
the treatment of the acute phase of HIT.



• The patient is being followed up in Rheumatology with the diagnoses 
of SLE and AFAS.

• He is using plaquenil, mycophenolate mofetil, methylprednisolone, 
warfarin



The 2023 ACR/EULAR APS classification criteria, Arthiritis Rheumatol, 2023 Oct;75(10):1687-1702



Anticoagulant treatment continues 
with Warfarin. 
Duration of treatment? 





Treatment Duration 

• Unprovoked 

• Without genetic risk factor

• Without additional diseases









Case 1: Unprovoked VTE

• 52 year old male

• Past Medical History: None

• Diagnosis: Unprovoked symptomatic right leg DVT

• Treatment: He has been treated with anticoagulation for 3 months without any 
bleeding concerns



Indefinite antithrombotic therapy is suggested in most individuals with unprovoked VTE 
(Treatment of VTE ASH guideline)

Thrombophilia testing strategy would mean that patients without thrombophilia would stop anticoagulant 
therapy (potential for more thrombosis and less bleeding)

What management strategy do you suggest?

a. No thrombophilia testing and indefinite anticoagulation 

b. Thrombophilia testing and stop anticoagulation in patients without thrombophilia 

Usual Care





Base Risk of VTE 
Recurrence 

(1st year)

Treatment 
Risk for  
Major 

Bleeding

Recommended Strategy 
for Thrombophilia Testing 

Unprovoked High (10%)

0.5-1.5%

Do Not Test (indefinite anticoagulation in all)

Unusual Site
Intermediate 
(2.7%-3.8%)

Do Not Test (indefinite anticoagulation in all)
OR
Test  (indefinite anticoagulant therapy in patients 
with thrombophilia)

Provoked 
(non-surgical)

Intermediate (5%)
Test (indefinite anticoagulant therapy in patients 
with thrombophilia) 

Provoked 
(surgical)

Low (1%)
Do Not Test (primary short-term anticoagulation 
in all)

Intermediate Risk of 
recurrent thrombosis: 
Testing can tip the balance 
towards indefinite 
anticoagulation 
(thrombophilia positive 
recurrent VTE  risk > 
bleeding risk)

High or Low Risk of 
recurrent thrombosis: 
Testing does not cross 
treatment thresholds (i.e. 
for unprovoked VTE, 
recurrent VTE risk > bleeding 
risk regardless of 
thrombophilia test results)

Summary of Thrombophilia Testing Strategy for Patients with VTE 





TEŞEKKÜRLER…
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