Olgularla Pulmoner Emboli
YOnetimi
Dr. Nuri Tutar

Erciyes Universitesi Tip Fakiltesi Gogus Hastaliklari Anabilim Dall






pacsl.erciyes.edu.tr &

62047097320

Elri, Dilek
43 yil

Kadin 1.09.1978

Seri 4/5

Elr, Dilek ; Z [
62047097320 |_|v 1] @
_ — C:70.0, W: 500.0

Image no: 41
Image 41 of 432
20.10.2021, 15:42:05

®E®




* Emboli nerede
* B- Sag orta

e C- Sag alt

* D- Sol Ust

* E- Sol alt
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* Emboli nerede
e A- Sag ust

B- Sag orta
* D- Sol Ust

E- Sol alt




Olgu 3

* 41y,
* Meme Ca
* Ac Met



1 yil dnceki bt si




Yeni bt si




* Bu bt de ki pulmoner emboliye ait bulgu asagidakilerden hangisidir?
* A- Hampton sign
* B- Fleischner sign

e C- Knuckle s@

* D- Westermark sign

* E- Palla sign



PE bulgulari

Plain radiograph

Chest radiography is neither sensitive nor specific for a pulmonary embolism. It is used to assess
for differential diagnostic possibilities such as pneumonia and pneumothorax rather than for the

direct diagnosis of PE.
Described chest radiographic signs include:

s Fleizchner =sign: enlarged pulmonary artery (20%)

* Hampton hump: peripheral wedge of airspace opacity and implies lung infarction (20%)
o ‘Westermark sign: regional cligaemia and highest positive predictive value (108%)

s pleural effusion (35%)

¢ knuckle sign !

e Palla sign ' enlarged right descending pulmonary artery

e Chang sign ' dilated right descending pulmenary artery with sudden cut-off



Knuckle sign (pulmonary embolism)

Last revised by Dr Mostafa El-Feky ® on 15 Jan 2022

+ Citation, DOl and article data # Editarticle L

The knuckle sign refers to the abrupt tapering or cutoff of a2 pulmonary artery secondary to a
pulmaonary embolus (PE). It is better visualized on CT pulmonary angiography (CTPA) than chest x-

ray. This is an important ancillary finding in pulmonary embolism, and often associated with
the Fleischner sign of dilated central pulmonary arteries.

It is one of several described signs of pulmonary embaolus on chest radiographs.
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* 65y
* Erkek hasta
* PET te gorulen lezyon Uzerine gonderilmis
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Yas / Cinsiyet : 02.01.1956 / Erkek Onay Tarihi : 10.11.2021

Kurum : Sosyal Guvenlik Kurumu Servis :
Doktor :

Nukleer Tip
Prof.Dr. ESER KAYA

Hizmet Tarihi / Hizmet
09.11.2021 - PET-CT Butln Vicut (FDG) incelemesi - Niikleer Tip

Pozitron Emisyon Tomografisi Tiim Viicut Goriintiileme (18F-FDG PET/CT)
TANI / ICD 10 Tani Kodu: C34, Akciger Soliter Pulmoner Nodiil

ENDIKASYON: Metabolik karekterizasyon degerlendirmek amaci ile 18F-FDG PET/CT calismasi uygulandi.

METOD:

Tum vucut tarama, en az dort saatlik aclik sonrasinda, intravendz 0.14 mCi / kg 18Flor- Florodeoksiglukoz
(18F-FDG) enjeksiyonu ve optimal sartlarda yaklasik 60 dakikalik istirahat siiresinin ardindan verteksten uyluk
ust kesimine kadar gergeklestirildi. Transaksiyel, koronal ve sagittal kesitler ile birlikte Maximum Intensity
Projection (MIP) goruntileri analiz edildi ve maksimum Standart Uptake Value (SUVmax) hesaplandi.
(SUVmax: Lezyonda 18F-FDG uptake yogunlugunu gdsteren semikantitatif bir parametredir). CT
goruntilemesi sadece atentiasyon duizeltmesi ve anatomik korelasyon igin kullaniimaktadir, gereklilik halinde
tanisal CT deQerIendIrme igin Radyodiagnostik inceleme/konstiltasyon onerilir.

r«masﬁti 18&;—5_ Tarama Modu

3D

e

Emisyon Suresi

3 dk.

: || Kesit Kalinhg:

5 mm

|| CT parametreleri

50 mA, 110 kV

100 mg/dl

' Kan Glukoz Duzeyi

sbellumda metabolik aktivite fizyolojik diizeyde izlenmektedir.

ile glandiiler yapilarda malignite dusiindiiren patolojik 18F-FDG

sterobazal segmentte, plevral tabanl yaklasik 2.4x2.2 cm
ks F-FDG uptake ;SUVmax 3: 7F izlenmektedir. Sag akciger alt
Ia |k 2.0x1.7 cm boyutlarinda noduler lezyonda orta

Sag akciger alt lob posterobazal segmentte, yaklasik

azik lezyon izlenmektedir. Her iki akcigerde,
G:uuptake (SUVmax 5.1) izlenmektedir.

larda patolojik hipermetabolik lezyon

e

A






* Plan:
* A- Biyopsi aldiririm
* B- Takip ederim

@_C- Kontrastli BT anjio gektiririm>
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OLGU 4

* 41y, Erkek hasta,

* s adami,

e Ukraynada iken masif hemoptizi
* Bilinen hastalig| yok












* Taniniz nedir?



e Sedim yuksek

* Oral-genital aft oluyor

* Dermatoloji kons: Behcet

* Pulse steroid ve 6 klr pulse endoxan aliyor, antikoagtlan almiyor












BEHCET HASTALIGI, DAMARSAL TUTULUM
TEDAVIS

e Vascular disease

* Large artery disease — Arterial involvement in Behcet syndrome is
uncommon but can lead to dilatations and aneurysms of medium- and
large-sized arteries [117,118]. These complications may require combined
medical and surgical or interventional radiology treatments.

* The medical approach involves high-dose glucocorticoids and another
immunosuppressive agent, typically cyclophosphamide [47]. The
approach with both of these medications for this indication is as described
above in the treatment of posterior uveitis (see 'Posterior uveitis' above).
Several small studies also report improvement with TNF-alpha inhibitors,
including infliximab and adalimumab [119-121].



https://www.uptodate.com/contents/treatment-of-behcet-syndrome/abstract/117,118
https://www.uptodate.com/contents/cyclophosphamide-drug-information?topicRef=8239&source=see_link
https://www.uptodate.com/contents/treatment-of-behcet-syndrome/abstract/47
https://www.uptodate.com/contents/treatment-of-behcet-syndrome
https://www.uptodate.com/contents/infliximab-including-biosimilars-of-infliximab-drug-information?topicRef=8239&source=see_link
https://www.uptodate.com/contents/adalimumab-including-biosimilars-of-adalimumab-drug-information?topicRef=8239&source=see_link
https://www.uptodate.com/contents/treatment-of-behcet-syndrome/abstract/119-121

* Venous thrombosis — Venous disease in Behcet syndrome is believed
to result from endothelial inflammation leading to thrombosis
[47,131]. The approach to preventing venous thrombotic events in
Behcet syndrome is control of systemic inflammation rather than the
institution of primary anticoagulation. Treatment should include
glucocorticoids in combination with another immunosuppressive
agent used in the same manner as for posterior uveitis
(see 'Posterior uveitis' above). However, if venous thrombotic events
occur, they should be treated with anticoagulation using standard

approaches



https://www.uptodate.com/contents/treatment-of-behcet-syndrome/abstract/47,131
https://www.uptodate.com/contents/treatment-of-behcet-syndrome

Olgu 5

* 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.



I SlKIKI] ISTeyern LMOKDOr AL ird e

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
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e Thrombosis Research

Volume 120, Issue 2, 2007, Pages 195-200

LLHL\ IER
REGULAR ARTICLE

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.



* 100 mgr TPA veriliyor

* Hb disusu oluyor

* 2 Unite ES veriliyor

e Tekrar arrest ve exitus oluyor



* 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.

e Yuksek riskli PE hastalarinda Kanit 1B olarak onerilmektedir.



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




Olgu 6

24y

* Erkek hasta

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

* Troponin pozitif
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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



A1




* YBU vyatis,
e Solunum sayis1=48

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

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




* 1- Hasta hangi grupta?



* 5- Kronik kardiyopulmoner hastalik

* 6- Malignite
* 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?



/_\

AKUT PE'Li HASTA J
I
C Antikoagiile D

I

Hemodinamilk Instabilite?

Evwet:
FUKSEK RISK

destek

hemodinamilc

Diuistiik-Orta-Yiiksek Risk PE ayvrim yvap

L CHECK @ and &:
= =
& _ o P>
PE asirlastinic: klinik isaret ve TTE veva BTPA'da
ciddi komorbidite var rnm? RV disfonksivon var mm?

F*PESI III-TV veva sPESI?T
*Alternatif: ?Hestia kriterni

e ; /

ikisi de vok
1 veyva 2 var

IDusuk Risk

v

Reperfiizyon
tedavwisi,

Hospitalizasyon icin baska

" Troponin testi vap | sebep?

— >g — Ajdle veya sosyal destek?
Troponin pozitif+ Troponin Negatif: Hastaneye ulasim kolayhs?
R% disfonlcsiyvonua: 2

ORTA YUKSEK =1 hayr Henaavai
RISK
4 k4
YATIS ERKEN TABURCL

EVDE TEDAVIL

RESC 2019



 2- Hastaya tedavi plani ne olmali? ESC 2019 a gore
* Izle, kdtillesirse reperflizyon tedavisi diisiin
e Kotlulesme: Hemodinamik dekompansasyon



* Takipnesi kirllmamasi nedeniyle trombolitik veriliyor,

* 100 mgr 2 saatte,

* Genel durumu dizeliyor, solunum sayisi 20 lere dusuyor,
e Kanama yok

* Takip eden gunlerde servis devri ve tab ediliyor

* Olgu 5 yil 6nceye ait, Bugtin olsa idi ne yapardim?

* Belkide bu olgu icin en dogrusu 50 mgr 2 saatte alteplaz vermek
olabilir



Among carriers of molecular thrombophilia, patients with lupus
anticoagulant, those with a confirmed deficit of protein C or

protein 5, and patients with homozygous factorV Leiden or homozy-
gous prothrombin G20210A (PT G202104), may be candidates for

indefinite anticoagulant treatment after a first unprovoked VTE. Mo

evidence of the clinical benefit of extended anticoagulant treatment
is currently available for carriers of heterozygous factor V Leiden or

LIGI0270A,



* Hasta halen antikoagulan tedavi almaya devam etmekte.



A l g O ri th m Conturaud et al, French Guidelines. Revue deg Maladies Respiratoires (2021) 38 000 ell?

Konstantinides S et al ESC/ERS guidelines Eur Heart J 2020
CHESTguidelines, July 2021

VTE

dp—
Not Provoked by a Provoked b o
! , ya P '
L Major Transient Risk Factor Major Transient Risk Factor eSS ek
1% Unprovoked VTE + AT or APLS | fiaive Gencer
AL, tATorAPLS | Surgery, Trauma, Immobilisation, | Chronic Inflammatory Disease
ﬁOr 7Re(:urrent Unprovoked VTE Pregnancy, Estrogen
Yes No
e — \
Men Women <50 years v ‘
Women HERDOO?2 22 (HERDOQ2 1) ol Francis Couturaud |~ JF
No Minor Transient Minor Transient Risk
Risk Factors Factor
PE - DVt
1 b, I
Bleeding Risk - l
Patient’s preference s
: : > 6 Months and while the \
J’ Residual PE? Predictive Scores? \' HidLRee 12 Ackive o undar |
Indefinite Indefinite 2.6 Months treatment |
Full-dose  Low-dose




HERDOO2

HERDOO2 Rule

Predictor Scoring

Hyperpigmentation 1 point total, if any
Edema one of these criteria
is present

Redness of either leg
D-dimer 2 250 pug/L while anticoagulated
Obesity with BMI = 30 kg/m"

Older age, ie, = 65 years
Decision Makinege:

Women: 0-1 Discontinue anticoagulation

22 Continue anticoagulation
All men Continue long-term anticoagulation

Rodger MA_ et al. BAMJ. 2017:356:51065.




VTE BLEED SCORE
(Valide edilmis (dogrulanmis))

Factor Score

Active cancer?® 2

Male with uncontrolled arterial hypertension® 1

Anaemia“ 1.5

History of bleeding® 1.5

Age =60 years old 1.5

Renal dysfunction® 1.5
Classification of patients with the VTE-BLEED score

Low bleeding risk Total score <2

High bleeding risk Total score =2




Tesekkdrler

Prof. Dr. Nuri TUTAR
Kongre Bagkars

Prof. Dr. Mehmet BAYRAM
Kongre Bilimsel Komite Bagkan




