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* ATS 1999, ESC 2000, BTS 2003, ACEP 2003, ACCP 2004, ACCP 2008

1- MASIF (Kardiak arrest, sok, hipotansiyon)
2- SUB-MASIF (normotansif PE + sag kalp hastaligi)
3-NON-MASIF (normotansif PE - sag kalp hastaligi YOK)



Prognozu degerlendirmeye goére yapilmis
siniflama 2014

Table 9 Classification of patients with acute PE based on early mortality risk

Early mortality risk Risk parameters and scores

Shock or PES class [V dr;‘f;::ﬂ':m Cardiac [aboratory
hypotension or sPESI 2| Invaging tast® biomarkers®

High [-II-)~i + (ﬂd

Both positive
Intermediate=low = + Either one (or none) positive*

Intermediate=high s

Intermediate

Low _ _ Assessment optional; if assessed,

both negative*




2019 ESC EVRELEMESI

Haemodynamic Clinical parameters RV dysfunction on Elevated cardiac
instability? of PE severity and/ TTE or CTPAP troponin levels®
or comorbidity:
PESI class I1lI-V or
sPESI =I

©ESC 2019



Prognostic Model for Pulmonary
Embolism: PESI Score

Class 1 Very low risk <65
Class 2 Low risk 66-85
Class 3 Intermediate risk 86-105
Class 4 High risk 106-125
Class 5 Very high risk > 125
Predictor Points Predictor Points
Age Age inyrs  Clinical findings:
Male +10 Pulse 2 110/min +20
Comorbid conditions: SBP < 100 mm Hg +30
Cancer +30 Respiratory rate = 30/min +20
Heart failure +10 Temperature < 36°C +20
Chronic lung disease +10 Altered mental status +60
O, saturation < 90% +20

Aujesky D, et al. Am J Respir Crit Care Med. 2005:172:1041-1046, |‘§aﬁm Medscape



PESI Class lll to V indicates moderate to
* 27 90 saturasyon alti very high 30-day mortality risk; sPESI

* 31 100 sistolik kan basinci alti 21 point(s) indicate high 30-day
mortality risk.

* 5- Kronik kardiyopulmoner hastalik

* 6- Malignite

e HERBIRI 1 PUAN, HERHANGI BIRININ OLMASI YETERLI

Jimenez D, et al. Arch Intern Med
2010:170:1383-9.



Tahle 3.|Thirty-|]ay Mortality Within Risk Strata Derived From the Original and the Simplified PESI

in the Derivation and Validation Cohorts

Original PESI Derivation Cohort, %

Simplified PESI Derivation

(95% Cl) Study Cohort, % (95% Cl)
PESI Risk | Patients Deaths?® | | Patients Deaths |
Categories (n=10354) (n=953) (n=995) (n=T78)
Original
| 19.4 (18.7-20.2) 1.1N0.7-1.7) 14.3(12.1-16.4)" 2.1(0.2-4.5)
| 21.5(20.7-22.3) 1R.5-4.0) 22.0(19.4-24.6) 2.7(0.6-4.9)
| 21.7(20.9-22.5) 6.5 (p.5-7.6) 27.7 (25.0-30.5)" 5.4(2.8-8.1)
IV 16.4 (15.7-17.1) 10.4 (p.0-11.9) 21.5(18.9-24.1)" 10. 3 (6.2-14.3)
V 21.0 (20.3-21.8) 24.5 (P2.7-26.9) 145 (12.3-16.7) 22 2 (15.4-29.0)
Low? 40.9 (40.0-41.8) 11.7-2.6) 36.3 (33.3-39.3)° 2.5(0.9-4.1)
High? 59.1(58.1-60.0) 14.0/(13.1-14.9) 63.7 (60.7-66.7) 10. 9 (8.5-13.3)
Simplified
Low 30.7 (27.8-33.5) 0.0-2.1)
High 69.3 (66.5-72.2) 8.9-13.2)




* Sag ventrikil disfonksiyonu icin EKO da RV dilatasyonu ve /veya
diastol sonu RV/LV oraninin 0.9 veya 1.0 In Ustliinde olmasi; RV serbest
duvar hipokinezisi; veya BT de diastol sonu RV/LV oraninin 0.9 veya
1.0 In Gstuinde olmasi olarak tanimlanur.

* Myokard hasari icin troponin | veya T nin artisi veya sag kalp
yvetmezligi sonucu olarak natriuiretik peptid konsantrasyonunun
artmasi olarak tanimlanir

* Hipotansiyon veya sok varsa ne PESI ne de laboratuar testlerine
bakmak gerekli degildir.



 Hipotansiyon aciklama:

* Sistolik kan basincinin 90 mmHg nin altinda olmasi veya hipovolemi-
sepsis-yeni baslayan aritmi olmadan 15 dk dan fazla sire 40 mmHg
den daha fazla disus yasamasi
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Olgu 1: Hipotansiyon?
/5 vyas, erkek hasta

Tam Kodu Toird Tarmi Adi 18.08.2023 21:49:00
10 Ana Tan ESANSIYEL (PRIMER) HIPERTANSIY ON
RO7.4 Ana Tan GOGUS AGRISI, TANIMLANMAMIS

Sikayet / Hikaye

HIPOTANSIYON , GOGUS AGRISI
TA:68/47

HIKAYE

KY TANILI ZIHINSEL ENGELINDEN DOLAYI ILETISIMI KISITLI HASTA 2 AY KADAR SUREDIR GOGUS VE KARIN AGRISI OLUYORMUS.
BURAYA GETIRDIKLERINDE KALP DOKTROU CIGERLERINDE SIVI OLMA IHTIMALINDEN WYE BUNUN KY SONUCU OLABILECEGI
SOYLNEMIS. BUGUN OGLEN GiBI DUZENLI ALDIGI

DIOVAN PULCET ECOPIRIN ALDACTONE ARLECSATRIL URIKOLIZ ILACLARININ ALINMASI SONRASI HASTA HIPOTANSIFLESIP
SARARMIS BAYILMA NOKTASINA GELMIS.

OG: KY, ZIHINSEL ENGELLI (DOGUSTAN)

OP: KALP ANJIO (BU PAZARTESI OLMUS.)

Karar
ONERILERLE TABURCU EDILDI.

YAPILAN ISLEMLER

KAN
EKG

FIZIKI BULGULAR

HASTA KOOPERE DEGIL. VERBAL ILETISIM YOK DERECE KISITLI.
GENEL DURUM ORTA
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e Tedavi plani: DMAH



Olgu: 2
Pulmoner emboli trombolitik tedavi ne zaman
hangi dozda~
* 32y,
*E
* 5-6 yildir DM, 2 vyildir hipertansiyon
* BFT bozuklugu saptaninca nefrolojiye gonderiliyor
* BUN:23, Kreat:1.5, proteinuri 1,5 gr

* Sag bobrek kicilmus ve parankim kalinhginda artis var, biyopsi amaci
ile nefroloji servisine yatiriliyor

e 2 adet bx alintyor, hemogram dususu yok, taburcu ediliyor.
* 3 gun hastane yatisi var.
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as f Cinsiyeti 32/ E
Crasya MNo 4146235478
Telkik Istem Zarmani M2.11 2015 1401 MHNMurmune Kabul Zamarnr 121717 .20 5 14201

Flurmurne Tord
MMurmurne Aldma Zamani T2.11. 2015 1401 Lizman Cnay Larmani 24 .11 2015 15:01

Eski Biyvopsi Mo

KLINIK BILGI:
FProteinuri (+) BlinenDMM + HT hastalhiklarn mewcut

MAKROSKOP :
HKayitsiz thpte gondearilen 3 adet buwugld 1,2x0,1x0_1 crm, en kgl O 1x0_ 1x0.1 crm olgdlerimde bej renkdi
dokular, 0.3 crm lik ks immunoflorasan icin ayrildl. Kalan 2 parcga 1 kasette takibe alinds.

MIK. RO SKKOP]D

Fesitlerde. baobrege ait doku parcalan izlendi. Dokunun Y%E807 koteksten olusmustur. Seri kesitlerde en fazla &
adet glomerdl gordlimektedir. Glomeaerdllerden 2 si tamamen sklerotiktir- Diger 8 glomeaerdlde degisen oranalrada
mezengial matriks artis:) vardir.

A sayrda atrofik tup wvardr. .

Intaerstisyumda hafif siddette iltihabi mononudkleer hdcre infiltrasyono vardir ki glomerdl cevresinda
periglomeruler fibrozis gorulmektedir.

Damar duvarlarinda fibroz intimal kalhinlasma vardir.

Histokimnyasal olarak yvapilan Kongor Red boyas: ile negatf sonug elde edildi.

Histokimnyasal olarak yvapilan PAS ve MT bovalan yukardaki bulgularn destekler niteliktedir.

Yapiulan immanoflorasan cahsmalard a;

C3 ile gomerdl gordlmedi. Boyvanma izlenmedi.

Ig G ile glomerul gorulmedi. Boyanma izlenmedi.

g A ile glomerdl gordalmedi. Boyvanma izlenmedi.

Ig M ile glomeral gorualmedi. Boyanma izlenmedi.

C4 ile glomerul gordalmedi. Boyvanma izlenmedi.

CHg ile glomerdl gordlmedi. Boyvanma izlenmeaedi.

Fappa ile glomerdl goralmedi. Boyvanma izlenmedi.

Lambda ile glomerdl gordlmedi. Boyvanma izlenmeaedi.

TAMNI
DIFFUZ GLOMERULOSKLERDZ, BOBREK IGME BivOPSISI

ARS GOR.SERIFE SECIL BAaRATALI PROF.DR.HULYA Aakiasuirg

Cipl Tescil Mo 155202 Dipl Tescill Mo 76108



* Hasta hastaneden cikip otobls duragina yuriyerek gidiyor,

* Orada nefes darligi ve gégus agrisi gelisiyor,

* Tekrar hastaneye donerek acile basvuruyor,

* Acile basvuruda hastanin Genel durumu orta, takipnesi var,

 Birkac dakika sonra solunumu ylzeyellesiyor ve hasta entlbe ediliyor.
* Sonra kardiyak arrest, CPR ile geri donuyor

* Kontrastli BT cekiliyor

* Bu esnada D Dimer sonucu cikiyor = 190






.'-*-:_‘_‘J;:._-:{,_:_-_ &,
Sesa .
e Thrombosis Research

Volume 120, Issue 2, 2007, Pages 195-200
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Diagnostic value of D-dimer in patients with
suspected pulmonary embolism: Results from a
multicentre outcome study

Florence Parent ® Sophie Maitre 3, Guy Meyer %, Chantal Raherison d, Hervé Mal & Remi Lam:arf, Francis Couturaud

g, Dominique Mottier €, Philippe Girard b, Gérald Simonneau 2, Christophe Leroyer £ 2 E



Results

Three hundred and fifty two patients were included in 4 centres. Prevalence of PE
was 38.6%. PCP was low in 82 (23.3%), intermediate in 176 (50%) and high in 94
(26.7%) patients. Sensitivity of D-dimer was 96.3% (95% CI: 93-99) and negative
predictive value reached 94.4% (95% CI: 90-99). Five patients with a confirmed PE
had a D-dimer level below 500 ng/ml (two patients with a high PCP). Among 258
patients with low or intermediate PCP, 80 (31%) had a negative D-dimer test result;
three of them had a false negative result and the number needed to test was 3.3.
Among 94 patients with a high PCP, 9 had a negative D-dimer test result; two of

them had a false negative result and the number needed to test was 13.5.

Conclusion

These results confirm that rapid assays used in this study can safely exclude PE in
first-line testing only in non-high CP patients.



Risk factors of venous thromboembolism in focal
segmental glomerulosclerosis with nephrotic
syndrome

Shi-jun Li 7, Yuan-Mao Tu ¢, Chang-sheng Zhou 2, Li-Hua Zhang ¢, Zhi-hong Liu <

Affiliations 4+ expand
PMID: 26220221 DOI: 10.1007/s10157-015-1149-4

Abstract

Background: Venous thromboembolism (WTE) is an important and potentially life-threatening
complication in focal segmental glomerulosclerosis (FSGS). The aim of this study was to investigate
the prevalence and predisposing risk factors of venous thromboembolism in patients with FSGS with
nephrotic syndrome.

Methods: A total of 120 FSGS patients with nephrotic syndrome were enrolled in this study. Venous
thromboembolism was confirmed by contrast-enhanced dual-source computed tomography
angiography or magnetic resonance venography. Potential clinical and laboratory risk factors for VTE
were screened.

Results: Venous thrombosis was demonstrated in 12 (10 %8) Eatients. Venous thrombosis occurred

during the first episode of nephrotic syndrome in 3 patients and during a relapse in 9 patients. Eight
patients had a pulmonary embolism, four had a renal vein thrombosis, three had a lower limb deep
vein thrombosis, one had a cerebral sinovenous thrombosis, and one had a portal vein thrombosis.
The positive predictive value for the D-dimer level was 22.4 9 in the patients with FSGS, and the
negative predictive value for the D-dimer level was 100 2. Of the screened risk factors, higher
hematocrit and relapse of nephrotic syndrome were risk factors for VTE. Other risk factors, such as
proteinuria, hypoalbuminemia, platelet count, fibrinogen level, and antithrombin Il level, were not risk
factors for VTE in patients with FSGS.



* PE de trombolitik tedavi ile pulmoner obstriksiyon, pulmoner arter
basincl ve pulmoner vaskller rezisdansta UFH ne gore cok daha hizli

duzelme saglanir.
* |lk 48 saatte en yuksek etkiyi gosterir ama 6-14 giine kadar etkilidir.

* Metaanalizde %9.9 ciddi kanama yaptigl ve %1.7 intrakranial kanama
yaptigi gosterilmistir.

* Yuksek riskli PE hastalarinda Kanit 1B olarak onerilmektedir.
* 100 mgr tPA 2 saatte oneriliyor (alteplaz)



Molecule
rtPA

Streptokinase

Urokinase

Regimen

100 mg over 2 h

0.6 mg/kg over 15 min (maximum dose 50 mg)*

250 000 IU as a loading dose over 30 min, followed by
100 000 IU/h over 1224 h

Accelerated regimen: 1.5 million IUJ over 2 h

4400 IU/kg as a loading dose over 10 min, followed by
4400 U/kg/h over 12—24 h

Accelerated regimen: 3 million IU over 2 h

Contraindications to fibrinolysis

Absolute

History of haemorrhagic stroke or stroke of unknown origin
Ischaemic stroke in previous 6 months

Central nervous system neoplasm

Major rauma, surgery, or head injury in previous 3 weeks
Bleeding diathesis

Active bleeding

Relative

Transient ischaemic attack in previous 6 months

Oral anticoagulation

Pregnancy or first post-partum week

MNon-compressible puncture sites

Traumatic resuscitation

Refractory hypertension (systolic BP =180 mmHg)
Advanced liver disease

Infective endocarditis

= ESC 2019

Active peptic ulcer




Web Table 4 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

= MNon-compressible puncture site

= Traumatic resuscitation

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

» Infective endocarditis

= Acrtive peptic ulcer

ESC2014, European Heart Journal




Absolute contraindications:*

‘Absolute contral
immediately life-

ndicationstot

reatening hig

rombolysis might become relative ina patient with

-risk PE




* Hastaya hangi dozda trombolitik verilir?
* A- 100 mgr TPA 2 saatte

* B- 50 mgr TPA 2 saatte

 C- 50 mgr TPA 15 dk da

e D- 100 mgr TPA 30 dk da



* Hastaya hangi dozda trombolitik verilir?
* A- 100 mgr TPA 2 saatte

* B- 50 mgr TPA 2 saatte

* C-50 mgr TPA 15 dk da

e D- 100 mgr TPA 30 dk da



* 100 mgr TPA 2 saatte veriliyor
* Hb disusu oluyor

* 2 Unite ES veriliyor

e Tekrar arrest ve exitus oluyor



Efficacy and Safety of Low Dose
Recombinant Tissue-Type Plasminogen
Activator for the Treatment of Acute
Pulmonary Thromboembolism

A Randomized, Multicenter, Controlled Trial

Chen Wang, MDD, PhD, FCCP: Zhenguo Zhai, MDD, PhD: Yuanhua Yang, MID: Qi Wu, MD.



Background: Optimal dosing of the recombinant tissue-type plasminogen activator (rt-PA) is
important in treating pulmonary thromboembolism (PTE). The aim of this study was to compare
the efficacy and safety of a 50 mg/2 h rt-PA regimen with a 100 mg/2 h rt-PA regimen in patients
with acute PTE.

Methods: A prospective, randomized, multicenter trial was conducted in which 118 patients with
acute PTE and either hemodvyvnamic instability or massive pulmonarv arterv obstruction were
-andomly assioned to receive a treatment regiment of either rt-PA at 50 mg/2 h (n =635) or 100 mg/2 h
(n=2>53). The efficacy was determined by observing the improvements of right ventricular dys-
functions (RVDs) on echocardiograms, lung perfusion defects on ventilation perfusion lung scans,
and pulmonary artery obstructions on CT angiograms. The adverse events, including death,
bleeding, and PTE recurrence, were also evaluated.

Results: Progressive improvements in RVDs, lung perfusion defects, and pulmonary artery
obstructions were found to be similarly ‘iiglliﬁtdllt in both treatment groups. This is true for patients
with either hemodynamic instability or massive pulmonary artery obstruction. Three (6%) patients
in the rt-PA 100 mg/Z. h group and one (2% ) in the rt-PA 50 mg/l h group died as the result of
either PTE or bleeding. Importantly. the 50 mg/2 h rt-PA regimen resulted in less bleeding ten-
dency than the 100 mg/2 h regimen (3% vs 10%). especially in patients with a body weight < 65 kg
(14.8% vs 41.2%, P = .049). No fatal recurrent PTE was found in either group.

Conclusions: Compared with the 100 mg/2 h regimen, the 50 mg/2 h rt-PA regimen exhibits simi-
lar efficacy and perhaps better safety in patients with acute PTE. These findings support the notion
that optimizing rt-PA dosing is w orthwhile when treating patients with PTE.

Trial registration: clinicaltrials.gov; Identifier: NCT00781378 CHEST 2010; 137(2):254-262




Olgu 2

24y

* Erkek hasta

* Hemoptizi, gogls agrisi ve ates sikayeti ile geliyor,
* D Dimer 3860

* Troponin negatif
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* Antibiyotik veriliyor,
 Poliklinik kontrol éneriliyor



e Sabah tekrar poliklinige geliyor,
e Solunum sayisi: 40

* Nabiz:122

* KB:140/70

e SPO2:85

e Tekrar BT



Al




* YBU vyatis,
e Solunum sayis1=48

* Nazal kantlden 4 It/dk dan oksijen alirken sp02:90-91, NIMV ye
alintyor= 40 soluyor

* Troponin +
* Yatak basi EKO yapilamiyor ancak BT de RV/LV orani 1.



* 1- Hasta hangi grupta?



PESI Class Ill to V indicates moderate to
* 21 90 saturasyon alti very high 30-day mortality risk; sPESI

* 31 100 sistolik kan basinci alti 21 point(s) indicate high 30-day
mortality risk.

* 5- Kronik kardiyopulmoner hastalik

* 6- Malignite

e HERBIRI 1 PUAN, HERHANGI BIRININ OLMASI YETERLI

Jimenez D, et al. Arch Intern Med
2010:170:1383-9.



2019

Early mortality risk Indicators of risk
Haemodynamic Clinical parameters RV dysfunction on Elevated cardiac
instability? of PE severity and/ TTE or CTPAD troponin levels®

or comorbidity:
PESI class I1I-V or
sPESI >

S L R S I s

Intermediate—low One (or none) positive

©ESC 2019



* 1- Hasta hangi grupta?
* intermediate high
 2- Hastaya tedavi plani ne olmali?
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* 2- Hastaya tedavi plani ne olmali?
* Rehbere gore antikoagutlan



* Takipnesi kirllmamasi nedeniyle trombolitik veriliyor,
* 100 mgr 2 saatte,

* Genel durumu 1 gun sonra duzeliyor,

* Solunum sayisi O2 le 20 lere dlsuyor,

* Takip eden gunlerde servis devri ve tab ediliyor



Intermediate high risk hastalarda trombolitik
verelim mi?

o



Moderate Pulmonary Embolism Treated With Thrombolysis
(from the “MOPETT” Trial)

Mohsen Sharifi, MD*"#*, Curt Bay, PhD". Laura Skrocki, DO", Farnoosh Rahimi, MD?,
and Mahshid Mehdipour, DMD*", “MOPETT" Investigators

The role of low-dose thrombolysis in the reduction of pulmonary artery pressure in
moderate pulmonary embolism (PE) has not been investigated. Because the lungs are very
sensitive to thrombolysis, we postulated that effective and safe thrombolysis might be
achieved by a lower dose of tissue plasminogen activator. The purpose of the present study
was to evaluate the role of this “safe dose™ thrombolysis in the reduction of pulmonary
artery pressure in moderate PE. During a 22-month period, 121 patients with moderate PE
were randomized to receive a “safe dose” of tissue plasminogen activator plus anti-
coagulation (thrombolysis group [T(G], n = 61 patients) or anticoagulation alone (control
Troup [CGI = 60). The primary end pomis consisicd of pulmonary hy pertension and the
composite end point of pulmonary hypertension and recurrent PE at 28 months. Pulmonary
hypertension and the composite end point developed in 9 of 58 patients (169 ) in the TG
and 32 of 56 patients (57%) in the CG (p <0.001) and 9 of 58 patients (16%) in the TG and
35 of 56 patients (63%) in the CG (p <0.001), respectively. The secondary end points were
total mortality, the duration of hospital stay, bleeding at the index hospitalization, recurrent
PE. and the combination of mortality and recurrent PE. The duration of hospitalization was
2.2+ 0.5 days in the TG and 4.9 £ 0.8 days in the CG (p <0.001). The combination of death
plus recurrent PE was 1 (1.6%) in TG and 6 (10%) in the CG (p = 0.0489). No bleeding
-m:currﬂd in any ;g;l'u[:n-u[:h.r and dﬂﬂpltﬂ a pn.s;ltwf: trf:ru:l ln favor of a “safe dose™ th:rumhul}?ms

pressure that was ]T].Ell]]'l'ﬂll'l-E:[l at 28 m-unth.s (o 21]13 Elsevier Inc. All nghts l'-E:EiE:l'VE:ﬂ [ﬁm
J Cardiol 2013:;111:273—277)
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* Randomize, cift kor, hipotansiyonu olmayan
intermediate yuksek risk hastalarda tenekteplaz+
heparin ile plasebo + heparin tedavisi karsilastiriliyor.

e 1. haftada 6lum, hemodinamik bozukluk ve kanama
oranlari karsilastiriliyor.

* 1005 hasta



Table 3. Efficacy Outcomes.*

Tenecteplase Placebo Odds Ratio
Outcome (N=506) (N=499) (95% Cl) P Value
Primary outcome — no. (%) 13 (2.6) 28 (5.6) 0.44 (0.23-0.87) 0.02
Death from any cause
Hemodynamic decompensation 8 (1.6) 25 (5.0) 0.30 (0.14-0.68) 0.002
Time between randomization and primary 1.54+1.71 1.79£1.60
efficacy outcome — days
Recurrent pulmonary embolism between 1(0.2) 5 (1.0) 0.20 (0.02-1.68) 0.12
randomization and day 7 — no, (%)
Fatal 0 3 (0.6)

Nonfatal 1(0.2) 2 (0.4)



Table 4. Safety Outcomes in the Intention-to-Treat Population.*

Tenecteplase
Outcome (N=506)
no. (%)

Bleeding between randomization and day 7

Major extracranial bleeding 32 (6.3)

Minor bleeding 165 (32.6)

Major bleeding 58 (11.5)
Stroke between randomization and day 7 12 (2.4)

Ischemic stroke 2 (0.4)

Hemorrhagic stroke:: 10 (2.0)

Placebo
(N=499)

— P
[ T 'S T - o

'_I

= -

P = O™ [
f— L — L — S

Lo

Odds Ratio
(95% Cl)

5.55 (2.3-13.39)

12.10 (1.57-93.39)

P Value

<0.001

0.003
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* 709 hasta
* 1 ay ve 24 aylik sonuclar karsilastiriliyor
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TABLE 4 Findings in Patients With Echocardiographic Long-Term Follow-Up

Tenecteplase Placebo
(N — 144) (N — 146) p Value
Right ventricular end-diastolic diameter 34 (23.6) 22 (15.1) 0.058
=30 mm
Missing data 12 (8.3) 11 (7.5)
Right/left ventricular end-diastolic 34 (23.6) 22 (15.1) 0.834
diameter =0.9
Missing data 12 (8.3) 11 (7.5)
Hypokinesia of the right ventricular free 6 (4.2) 5(3.4) 0.740
wall (any view)
Missing data 4 (2.8) 4 (2.7)
Tricuspid annulus plane systolic 14 (9.7) 7 (4.8) 0.107
excursion reduced
Mean, mm Hg 23.6 + 4.8 23.9 + 3.6
Median, mm Hg 24.0 (20.0-27.0) 24.0 (21.0-26.0) 0.551
Missing data, 19 (13.2) 18 (12.3)
Tricuspid systolic velocity =2.6 m/s 22 (15.3) 27 (18.5) 0.412
Missing data 11 (7.6) 14 (9.6)
Systolic pulmonary artery pressure, mm Hg
Mean 31.6 = 12.3 30.7 = 10.2 0.527
Median 30.0 (24.0-35.0) 30.0 (25.0-35.0)
Missing data 33 (22.9) 39 (26.7)




CONCLUSIONS

In a large, prospective randomized controlled trial of
patients with intermediate- to high-risk PE, throm-
bolytic treatment with tenecteplase did not affect

long-term mortality rates, and it did not appear to

reduce residual dyspnea, functional limitation, or

persisting RV dysfunction, which were mostly mild in

both treatment arms. These results suggest that
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* 14 RKC, 2132 hasta

* tPA grubu antikoagtlan grubuna gore mortalitede Ustln
* Major kanamada artis yok, minor kanamada artis var

e Reklrren emboli riski daha dusuk

* Ancak daha cok klinik calismaya ihtiyac var
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Intermediate—high-risk pulmonary embolism (PE) is characterized by right ventricular (RV)
dysfunction and elevated circulating cardiac troponin levels despite apparent hemodynamic
stability at presentation. In these patients, full-dose systemic thrombolysis reduced the risk of
hemodynamic decompensation or death but increased the risk of life-threatening bleeding.
Reduced-dose thrombolysis may be capable of improving safety while maintaining reperfusion
efficacy. The Pulmonary Embolism International THrOmbolysis (PEITHO)-3 study (ClinicalTrials.gov
Identifier: NCT04430569) is a randomized, placebo-controlled, double-blind, multicenter,
multinational trial with long-term follow-up. We will compare the efficacy and safety of a reduced-
dose alteplase regimen with standard heparin anticoagulation. Patients with intermediate—high-risk

PE will also fulfill at least one clinical criterion of severity: systolic blood pressure =110 mm Hg,
respiratory rate =20 breaths/min, or history of heart failure. The primary efficacy outcome is the
composite of all-cause death, hemodynamic decompensation, or PE recurrence within 30 days of
randomization. Key secondary outcomes, to be included in hierarchical analysis, are fatal or GUSTO
severe or life-threatening bleeding; net clinical benefit (primary efficacy outcome plus severe or life-
threatening bleeding); and all-cause death, all within 30 days. All outcomes will be adjudicated by
an independent committee. Further outcomes include PE-related death, hemodynamic
decompensation, or stroke within 30 days; dyspnea, functional limitation, or RV dysfunction at 6
months and 2 yvears; and utilization of health care resources within 30 days and 2 years. The study is
planned to enroll 650 patients. The results are expected to have a major impact on risk-adjusted
treatment of acute PE and inform guideline recommendations.

0.6 mg/kg Alteplaz: 15 dk da
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Abstract

Pulmonary embolism represents a common life-threatening condition. Prompt identification and
treatment of this pathological condition are mandatory. In cases of massive pulmonary embolism and
hemodynamic instability or right heart failure, interventional radiology treatment for pulmonary
embolism is emerging as an alternative to medical treatment (systemic thrombolysis) and surgical
treatment. Interventional radiology techniques include percutaneous endovascular catheter directed
therapies as selective thrombolysis and thrombus aspiration, which can prove useful in cases of failure
or infeasibility of medical and surgical approaches.
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