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Table 8 Classification of pulmonary embolism severity and the risk of early (in-hospital or 30 day) death

Early mortality risk Indicators of risk

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

Intermediate—high -

Intermediate
Intermediate—low One (or none) positive

Assesment optional;
if assessed, negative

BESC 2019
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Thrombolysis for Pulmonary Embolism and Risk of All-Cause
Mortality, Major Bleeding, and Intracranial Hemorrhage: A
Meta- Analysis
Chatterjee 5, Chakraborty A, Weanberg 1, er al. JAMA 2014;311:2414-21.
that systemic thrombolytics for PE are associated

rith a 47% ality risk reducts IS came
NNT - 54). In inter with a 47% mortality risk reduction but this came

with lower mortaliny at the cost of a 9.2% major ch ate_and a
bleeding events (OR, 1.5% stroke rate. As a result @ 5
—  LComment: [hc

eligible for systemic thrombolytics end up receiv-

15 the himst analysis of
statistical power to det 1ng the treatment [38]. The Pulmonary Embolism

mcluding hemodynamically stable patients wath nght ventneoular dystunc
non. However, of so, then mprovement in morality muost be tempere

by what appears to be sigmnibcantly increased nsk of major bleeding and
mtracranial hemorrhage wath use of thrombolyne therapy Tor PR, particn
larly in pancnts older than 65 years of ape.
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Survival and recurrence after acute pulmonary embolism @.
treated with pulmonary embolectomy or thrombolysis in New
York State, 1999 to 2013

Timothy Lee, BS." Shinobu ltagaki, MD. MS.* Yuting P Chiang, MD, MS." Natalia N. Egorova, PhDD.*
David H. Adams, MD.* and Joanna Chikwe, MD*

ABSTRACT e L e e T

Backgronnd: Pulmonary embolism (PE) resalis in more than 230,000 hospitali- . h--—-. T
zations annually in the United States, with high mortality. Outcome data are |

limited, and reperfusion strategies remain controversial. Here we evaloated the | 5
outcomes of thrombaolysis and surgical embolectomy in patients with acute PEus- | *
g a statewide database. Frgar

Methods: Among 174,322 patients hospitalized with PE in New York State be- 1 ' -
tween 1999 and 2013, we performed a retrospective comparizon of 2111 adulis | = - " d
with acute FE who underwent either thrombolysis (n = 1854; 88%) or surgical =~ - st S
embolectomy (0= 25T 12%) as first-line therapy. Patients were identified 0sing i bew vok Sae. 1959 o2mz *

a mandatory database_ The median follow-up was 4.2 years (range, 0-16.3 yvears ).

The primary study endpoint was all-cause mortality, secondary OUICOMES  Cenirsl Message

included recurrent PE. recurrent deep vein thrombosis, reintervention, and siroke.  Pulmosssy cxboleclmy @ ssocistol wilh simskar

. . ) ) casly wmad loeg-lerm syl compoeed o thrombol -

Results: In 2111 paticnts who underwent reperfusion, there was no difference in sis, sppoding puidcin « Lalizsas for e
i lectomy whes thnsnbolysis s coseaisdicalel

vy o i BRI T T T, LI B L CCHNIDDL YRS Anc] Lse W RS il
derwent surgical embolectomy (15.2% wva 132%: odds ratio [OR], 1.12, 95%
confidence imerval [CI), 0.72-1.73). Thrombolysis was associated with higher R ——

risk of stroke (1.9% vs 0.8%: OR, 4707057 CI. 1U5-2047) and remerventon o oo mm e e e
(38% ws 1.2%: OR, 7.16: 95% C1, 2.17-23.62) at 30 days. Five-vear actuarial o dota are il arel chasics of reper
survival was similar in the 2 groups (714% [95% Cl, 70.3%-74.5%) vg  stecpyronsis conlmmorsal W provids e ol st
76.1% [957% TL T2 RT0TaT, Ttard ratio (HR) for death, 1.11; 95% CI, o Ssacisltin crly sdlongtcm astoomcs sl
0.83-1.49). Thrombolysis was associated with a higher rate of recurrent PE neces-

itating inpatient readrmdssion (7.9% [93% CL 6.9%-0.4%] vs 28% [95% CL
1.1%%-5.8%]: HR, 338; 95% CI, 1 48-7.73).

See Edional Commentaries pages 1091
and 1093,

Conclosions: Pulmonary emboleciomy and thrombolysis are sssociaed with
similar early and long-term survival, supporting guideline recommendstions fof — See Editorial page 1080,
emboleciomy when thrombolysis is contraindicated. (1 Thorac Cardiovase Surg
2018 155: | 0R4-90)




ESC GUIDELINES
@ E S C European Heart Journal (2020) 41, 543 —603 LeSC Gy,

4 . o
European Society doi:10.1093/eurheartj/ehz405 . -3
of Cardiology . a
. L]

2019 ESC Guidelines for the diagnosis and
management of acute pulmonary embolism
developed in collaboration with the European
Respiratory Society (ERS)

6.6 Recommendations for acute-phase treatment of
high-risk pulmonary embolism®

Surgical pulmenary embolectomy is recom-
mended for patients with high-risk PE, in whom
thrombolysis is contraindicated or has failed.” **’

6.7 Recommendations for acute-phase treatment of
intermediate- or low-risk pulmonary embolism

As an alternative to rescue thrombolytic ther-
apy, surgical embolectomy® or percutaneous
catheter-directed treatment® should be con- lla C

sidered for patients with haemodynamic dete-

rioration on anticoagulation treatment.
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KaTeTepHa acnipauia Tpomboembonis

Ali et al., 2018
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Supplementary Table 7 Adjustment of unfractionated heparin dosage
Activated partial thromboplastin time Change of dosage
<35 5(<1.2 x control)

35-455(12

BO Uikg bolus, increase infusion rate by 4 Liikgh

40 U/kg bolus, increase infusion rate by 2 U/kgh
s (15=213 x con ]

Mo change
90s(23 * control]

Reduce infusion rate by 2 U/kg/h
>90 5 (=3.0 x contral)

Stop infusion for 1 h, then reduce infusion rate by 3 U/kg/h



Tinzaparin

Dalteparin

Nadroparin®

HM ['enapuH

Dosage
1.0 mg/kg
or

1.5 mg/kg®
175 Ulkg
100 1U/kg"

or

200 1U/kg"
86 IU/kg

or
171 1U/kg

Interval
Every 12 h

Once daily*
Once daily

Every 12 h®

Once dailyb
Every 12 h

Once daily

5 mg (body weight <50 kg); Once daily

7.5 mg (body weight 50 —100 kg);
10 mg (body weight =100 kg)




TpaguuinHa cxema
aHTUKOArynaHTHOI Tepanii

I
|
|
I
BapdapwuH
|
[TapeHTepanbHi
aHTUKOAarynsHT
(HOI, HMT, ®IT)
] |

*——————————————

MHB = mixxHapoaHe HopmanizoBaHe BiOHOLLUEHHS;

Kearon C et al. Chest 2016; 2. Pradaxa SPC; 3. Lixiana SPC; 4. Xarelto SPC; 5. Eliquis SPC.
Current versions available online at: http://www.medicines.org.uk/emc/ Takxe akTyanbHble
BEPCUM MHCTPYKLWIA AOCTYMHbI Ha canTe http://www.drlz.com.ua/



http://www.medicines.org.uk/emc/
http://www.drlz.com.ua/

HoBi nepopanbHi aHTUKoArynaHTun

BapdrapuH nlg koHTponem
MHB

Oabiratpan 150 mr 2 p/g

PusapokcabaH 15 mr 2 p/a PuBapokcabaH
3 TUXKHI 20 mr 1 p/g

AnikcabaH
*10mr 2 p/a AnikcabaH 5 mr 2 p/g
7 OHIiB

Antithrombotic Therapy for VTE Disease CHEST Guideline and Expert Panel Report» Kearon C et al. Chest
2016; 2. Pradaxa SPC; 3. Lixiana SPC; 4. Xarelto SPC; 5. Eliquis SPC. Current versions available online at:
http://www.medicines.org.uk/emc/ http://www.drlz.com.ua/



http://www.medicines.org.uk/emc/
http://www.drlz.com.ua/

