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Amac: Trombolitik tedavinin hastaya sadece ilk
birkag gtin fayda sagladigi, 1. haftadan sonra ise
sadece antikoaglilan tedavi alanlarin da benzer
tromblis erime oranlarina sahip olduklan duisuntil-
mektedir. Bu calismanin amact trombolitik teda-
vinin 10. guniinde hastalarin klinik parametrelerine
ve Pulmoner Arter BT Obstriiksiyon Indeksi acima
oranlanina etkisinin olup olmadiguun arastiuril-
masudur.

Yontem ve Gerec: Calismaya pulmoner trombo-
emboli tarust konmus 28 olgu alindi. Trombolitik
tedavi verilmesinin uygun gortldigti 15 hasta
calisma grubuna (grup 1), kalan 13 hasta ise
konvansiyonel tedavi(antikoagtilan tedavi) grubuna
(grup 2) alindi. Tedavinin semptomlarin baslama-
sindan sonraki ilk 14 gtinde baslandiqi hastalardan
trombolitik (r-TFPA) verilenler grup 3, verilmeyenler
grup 4 olarak planlandi. Calisma grubundaki has-
talara tani konuldugu anda protokole goére trom-
bolitik tedavi uygulandi ve ardindan antikoagtilan
tedavi ile devam edildi. Kontrol grubundaki
hastalara sadece antikoagtilan tedavi verildi. Gelis
srasinda ve 10. giinde pulmoner BT anjiyografi,
transtorasik ekokardiyografi, arteryel kan gazi
calisildi. PABTOI hesapland. Veriler tedaviden énce
ve tedaviden sonra 10. guinde gruplar arasinda
karsiastinld.

ABSTRACT

Aim: Benefit of thrombolytic therapy for the
patients with pulmonary embolism is thought to
be in only the first few days and it's considered
that after the first week anticoagulation therapy
has similar rates of resolution. The purpose of the
study is to investigate the effect of thrombolytic
therapy on the patient's clinical parameters and
Pulmonary Artery CT Obstruction Index opening
rates on the tenth day.

Material and Methods: In this study, 28
pulmonary embolism cases were investigated.
Taken in to consideration clinical, radiographic,
echocardiographic, biochemical findings, and
contraindications to thrombolytic therapy, 15
patients enrolled to the thrombolytic therapy
group (group 1) and the remaining 13 patients
were included in the conventional therapy (group
2).Patients given thrombolytic therapy(r-TFA) in
the first 14 days after pulmonary embolism was
planned as group 3 and treated with
anticoagulants only as group 4. Pulmonary CT
angiography, transthoracic echocardiography
(ECHO), arterial blood gasses were studied on
admission and tenth day. PACTOI was calculated
from pulmonary CT angiography.
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Bulgular: Gruplar arasinda baslangi¢ kriterlerinde
istatistiksel olarak anlamli farklhlhik saptanmadi.
Grup 1'de 10. giinde %52.8+25.5'ltik acllma orani
elde edilirken, grup 2'de bu oran %42.5*+20.0
olarak saptandi. Grup 3°'delO. gtinde acilma oraru
%58.4+24.5'e ulasirken, grup 4'de bu oran
%42.2+22.2 bulundu. Tedavinin 10. giintinde grup
3’deki hastalarda grup 4’e gére PO2, SaO2 ve PAB
degerlerinde anlaml diizelme bulundu (p<0.05).

Sonuc: Sonug¢ olarak, pulmoner embolinin akut
doneminde yaran bilinen trombolitik tedavinin,
yalmiz konvansiyonel antikoagtilan verilen gruba
gore daha iyi BT acuma oranlani, AKG ve EKO
bulgularimin olmast tedavinin 10. guintinde bile
yararl oldugunu géstermistir.

INTRODUCTION

Pulmonary embolism (PE) is a disease with
increasing frequency due to the evolving
diagnostic methods, with a wide Cclinical
spectrum from asymptomatic cases up to
sudden death and with high overall mortality
and morbidity rates. PE incidence is
determined as 12-64 % in autopsy series and
has been thought to be responsible for 5.4%
of all hospital mortalities (1,2). The main
treatment of disease is anticoagulation. Higher
mortality rates of massive and sub-massive
diseases mark the necessity of other agents in
treatment (3,4). In guidelines, anticoagulation
with thrombolytic treatment is recommended
in massive embolism, and in only some
selected cases thrombolytic treatment is
recommended for sub-massive disease
(3.,4,5). As of indicated, it may not be correct
to wait hypotension in these patients each
time (6). Sometimes to wait may also threat
patient’s life. May be it should be given up to
limit the high-risk concept with hypotension in
guidelines and radiologically diagnosed
massive pulmonary embolism patients with
the low oxygen pressure, high PAP (pulmonary
artery pressure) and signs of right ventricle
dilatation should be included in the high risk
group. Benefits of thrombolytic treatment have
been shown. But, it is thought that, there is no
considerable difference between thrombolytic
and conventional treatments after the first
week. The basis of this idea depends on the

Results: Differences were insignificant between
the groups for the initial criteria. Opening rate on
the tenth day was 52.8%+*25.5 in group 1 and
42.5%+=20.0 in group 2. In patients of group 3
opening rate was 58.4%=*24.5 on the tenth day,
whereas in group 4 it was 42.2%=22.2. Significant
improvements on PO2, SaO2 and PAP was seen in
group 3 patients at the tenth day when compared
with group 4 (p<0.05).

Conclusion: As a conclusion it is shown that
patients receiving thrombolytic therapy had better
PACTOI and ABG and ECHO findings at the tenth
day.

studies performed with ventilation/perfusion
(V/Q) scintigraphy investigating the effects of
thrombolytic treatment (7-10). However,
nowadays, V/Q scintigraphy left it's place to
computed tomography (CT) angiography.
Especially computed tomography pulmonary
angiography is more sensitive in PE diagnosis
and may directly show thrombus (11-12).

Randomized controlled trials with very high
number of patients are necessary since
generally there are many accompanying risk
factors present in these patients. The amount
of occlusion of vascular bed after first week in
the patients having anticoagulation or
thrombolytic therapies is still continues to be
controversial.

In this study, the differences in resolution of
embolism are investigated in submassive
pulmonary thromboembolism, among
patients treated with or without thrombolytic
regimens, on the 10th day of treatment with
the findings of ABG (arterial blood gases),
ECHO (echocardiography) and pulmonary CT
angiography.

MATERIAL AND METHODS

This study is a prospective, case-controlled
clinical trial. Local Ethics Board permission
has been obtained for the study. Ethics Board
localization, permission number and date was
reserved and hidden for blinding.
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Twenty eight patients with PE, diagnosed by
pulmonary CT angiography, laboratory and
clinical findings were included in the study.
Trans-thoracic echocardiographies (ECHO)
were performed for all patients and the
findings of right ventricular enlargement
and/or hypokinesis of the free wall, leftward
septal shift, and evidence of pulmonary
hypertension were recorded. If right ventricular
dysfunction is seen on cardiac ultrasonography,
the diagnosis of acute submassive, pulmonary
embolism is supported. Written informed
consent has been obtained from all patients
who agreed to participate in the study.

Demographic characteristics of patients,
application dates, time passed from the onset
of symptoms till the initiation of the treatment,
laboratory results, ABG values, PACTOI values,
lower extremity  venous compression
ultrasound (CUS) and transthoracic ECHO
findings were recorded to the detailed patient
form. On the 10™ day, ABG, transthoracic
ECHO and pulmonary CT angiography results
of these patients were also recorded. Those
patients who are younger than 18 years of age
or pregnant or who have renal failure or
another contraindication for CT evaluations
were excluded from the study. Fifteen patients
that were evaluated to be suitable for
thrombolytic treatment (according to clinical,
radiological and laboratory values) were
included in the thrombolytic treatment group
(group 1). Thirteen patients were evaluated to
be not suitable for thrombolytic treatment
(according to clinical, radiological and
laboratory values) conventional anticoagulant
treatment regimen was given in the
conventional treatment group (group 2). One
patient with older age, two patients with peptic
ulcer, one patient with the history of
intracranial hemorrhage, two patients who
refused the thrombolytic treatment and seven
patients who were clinically stable were
incorporated to the conventional treatment
group (group 2). Three patients in group 1
received thrombolytic therapy after 14 days of
the disease because of late admission to
hospital.

Patients who received the thrombolytic
treatment in first 14 days of symptoms were
sub-grouped as group 3 (n=12) while patients
who received only conventional treatment in
first 14 days were sub-grouped as group 4
(n=10) and these 2 droups were also
compared with each other. All patients were
diagnosed with moderate-severe risky group
pulmonary embolism according to the 2014
classification of the European Society of
Cardiology (ESC) (4). To the patients in
thrombolytic treatment group, just after the
diagnosis was established, 100 mg r-tPA was
given by the peripheral intravenous way in 2
hours. During treatment, patients were
monitorized. At the end of this treatment,
enoxaparin sodium at the adjusted dosages
with the patients weight, was started. Warfarin
was administered to patients again after at
least 5 days of enoxaparin sodium treatment
till INR value reach to 2.0-3.0 range.
Enoxaparin sodium was discontinued and the
treatment was only carried on with warfarin.

On the other hand patients in control group
received only enoxaparin sodium. Again
warfarine was given after at least 5 days of
LMWH (enoxaparin sodium) treatment and
when INR value reached the 2-3 range,
enoxaparin sodium was discontinued and the
treatment was only carried on with warfarin.

Pulmonary CT angiography was performed to
all patients in admission and on the 10th day
of treatment. Lower extremity venous doppler
was applied to all patients in admission. The
admission and 10™ day CT, ABG and ECHO
findings of patients were compared as group 1
with 2 while group 3 with 4. Multi-slice CT
(Aquillion 64, Toshiba, Tokyo, Japan) has been
used for CT estimations. CT images were
evaluated by an experienced radiology
specialist on thorax radiology and two chest
diseases specialist. Radiologist was blind
about the clinical, laboratory and other
radiological findings of cases. Pulmonary
artery obstruction index was calculated by
radiology specialist according to the formula
developed by Qanadli et al. (13) and proven in
many studies.
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The percentage of obstruction was calculated
by dividing the patient score by the maximal
total score and by multiplying the result by
100. The pulmonary artery CT obstruction
index can be expressed as: (n-d)/40x100,
where n is the value of the proximal thrombus
in the pulmonary arterial tree equal to the
number of segmental branches arising distally
(minimum:1; maximum:20) and d is the degree
of obstruction (minimum:0; maximum: 2) (13).

Embolus absorption ratio on the 10™ day
control has been obtained with the formula
shown below:

PACTOI Percentage Change= ((1°** day PACTOI
-10" day PACTOI) /1% day PACTOI) x100

Bilateral lower extremity compression ultrasounds
were performed with Toshiba Powervision
6000 (Japan) brand device and the results
were recorded. ECHO was performed with
Vivid 7 pro brand device and the results were
documented.

The improvements in ABG and ECHO on the
10" day were expressed as percentage
changes according to the admission. Results
were calculated using the following formulas.

pCO, % change = ((10™ day pCO, - 1% day
pCO,) /1% day pCO,) x 100

pO, % change= ((10" day pO, — 1* day pO,)
/1% day pO,) x100

Sa0, % change = ((10" day SaO, -1% day
Sa0,) / 1°* day Sa0O,) x100

PAP % change = ((1* day sPAP -10" day sPAP)
/1° day PAP) x100

Statistical analysis

SPSS 16.0 program was used for data
analysis. Frequencies (%) were used for
categorical variables and mean=*standard
deviations or medians (min.-max.) was used
for continuous variables. Chi-square test was
used for comparison of categorical variables;
Student t-test (independent samples t-test)
and Mann-Whitney U-test were used for
comparison of independent continuous
variables of the study groups. Spearman
correlation coefficient was calculated for
biomarkers that yielded statistical significant
differences between groups. p<0.05 was set
for the statistical significance threshold.

RESULTS

Totally 28 patients diagnosed with submassive
embolism, with the ages ranging from 29 to
83; 15 who had thrombolytic treatment and 13
who had conventional treatment were
investigated. In regards to demographic
features and initial PACTOI, PAP and ABG,
there were no significant differences between
groups. The comparisons of properties of
cases are summarized in Tables 1 and 2.

The comparisons of percentile changes in
PACTOI, pCO,, pO,, Sa0, and PAP values on
the 10™ day of treatment, among all patients
and among patients treated in first 14 days are
shown in Table 3 and 4.

Table 1. Comparison of characteristics of cases

Group 1 (n=15) Group 2 (n=13)
Characteristics Mean+SD |Median(Range) Mean+SD |Median(Range) |P value
Male/Female 6/9 4/9 >0.05
Age, years 59.9+17.5 64 (29-83) 58.8+15.9 65 (25-76) >0.05
Admission time, day 7.2+8.7 3 (1-30) 8.0x8.1 5 (1-30) >0.05
Treatment onset time ,day 8.4+8.8 5 (1-30) 8.0+8.1 5 (1-30) >0.05
Admission PACTOI, % 57.3+7.3 57.5 (42.5 -72.5) 52.0+10.0 | 50 (37.5-72.5) |>0.05
Admission PAP, mm Hg 57.1x11.5 55 (40-85) 48.5+11.3 45 (30-70) >0.05
Admission pO,, mm Hg 52.6+9.7 52 (37 -71.2) 56.4 +12.9 | 55.8 (34.9-79) |>0.05
Admission Sa0Q,, % 86.0+8.2 89.2 (63 -95.2) 87.8+9.2 91 (60.1 -95.2) |>0.05
Admission pCO,, mm Hg 28.6+4.6 29.6 (19 -38.2) 32.6+6.3 |30.5(27.3-52.1) [>0.05

Group 3: Patients receiving the thrombolytic treatment in first 14 days.
Group 4: Patients receiving the conventional treatment in first 14 days.
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Group 3 (n=12) Group 4 (n=10)
Characteristics Mean*SD |Median (Range)| Mean*SD Median (Range) P value
Male/Female 3/9 3/7 >0.05
Age, years 58.0+19.2 58.5 (29-83) | 55.5+16.7 60.5 (25-76) >0.05
Admission time, day 3.3x2.7 2 (1-10) 45+3.1 3.5 (1-10) >0.05
Treatment onset time, day 4.5+3.7 4 (1-12) 4.5+3.1 3.5 (1-10) >0.05
Admission PACTOI, % 57.2+8.2 |58.8 (42.5-72.5)| 50.1x10.4 | 46.3 (37.5-72.5) >0.05
Admission PAP, mm Hg 55.1+7.4 54.5 (40-68) | 49.0x12.6 45 (30-70) >0.05
Admission pO,, mm Hg 50.4+9.2 49.3 (37 -71.2)| 57.1=13.9 57 (34.9-79) >0.05
Admission Sa0,, % 84.5+8.5 85.9 (63 -95.2)| 87.6x10.4 | 91.1 (60.1 -95.2) >0.05
Admission pCO,, mm Hg 27.7 *4.1 29.4 (19 -32.8)| 32.5 7.2 30.2 (27.3 -52.1) >0.05

Group 3: Patients receiving the thrombolytic treatment in first 14 days.
Group 4: Patients receiving the conventional treatment in first 14 days.

Table 3. The evaluation of percentile changes in PACTOI, ABG, and PAP on the 10™ day of treatment
according to the type of treatment among all cases.

Group 1 (n= 15). Group 2 (n= 13)
Change (%) Mean *SD Median (Range) Mean *SD | Median (Range) | P value
PACTOI, % change +25.5 52.8 50 (13.6-100) 42.5+20.0 | 40.9 (15.8-80) >0.05
pCO,, % change 22.6+18.3 22 (-5.76 -62.56) 10.0+£13.2 | 8 (-28.6 -11.37) <0.05
pO2, % change 38.2+20.4 37 (2.7 -84.3) 26.3+22.4 | 12.9 (3.4 -61.1) >0.05
Sa0,, % change 10.7+x10.6 7.3 (0.4 -42.5) 7.5=10.4 3.2 (0.4 -39.8) >0.05
PAP, % change 41.7+x15.6 41.7 (12.5 -70.6) 26.9+15.1 | (0-53.9) 28.6 <0.05

Group 3: Patients receiving the thrombolytic treatment in first 14 days.

Group 4: FPatients receiving the conventional treatment in first 14 days.

Table 4. The evaluation of percentile changes in PACTOI, ABG, and PAP on the 10" day of treatment
according to the type of treatment among cases treated in first 14 days.

Group 3 (n=12) Group 4 (n=10)
Changes in % MeanxSD Median Range) | Mean*SD Median (Range) | P value
PACTOI, % change 58.4+24.5 54.2 (20-100) 42.2+22.2 40.7 (15.8-80) >0.05
PACTOI, % change 25.5+18.5 22.8 (6 -62.6) 10.7+14.4 10.2 (-11.4 -28.6) >0.05
pCO,, % change 44,1+17.5 | 41 (23.3 -84.3) 26.1+21.8 14.2 (3.4 -56.5) <0.05
pO,, % change 12.7+10.9 11.3 (1.7 -42.5) 79*x11.7 3.2 (0.4 -39.8) <0.05
Sa0,, % change 40.4x11.5 40.8 (20 -59.7) 27.5*x17.2 31 (0 -53.9) <0.05

Group 3: Patients receiving the thrombolytic treatment in first 14 days.
Group 4: FPatients receiving the conventional treatment in first 14 days.
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Both from each group, treatment started 14
days after the onset of symptoms, on 3
patients.

Among all patients and among patients
treated in first 14 days, it was reported that,
PACTOI percentile changes were higher in
patients receiving thrombolytic treatment. The
mean, standard deviation, minimum and
maximum values PACTOI percentile changes
in all patients treated with thrombolytic
treatment and conventional treatment are
shown in Fig.1.

There was no statistically significant correlation
between the PACTOI percentage changes on
the 10™ day of treatment and the onset day of
treatment. However, it was found that with the
delay in onset of the treatment, in both
thrombolytic and conventional treatment
groups, PACTOI percentage changes on the
10™ day were decreased. This relationship is
shown in Figure 2. It is remarkable that, there
were 2 patients in thrombolytic treatment
group in whom PE were 100% improved which
shown in Figs. 3 (a and b).

50 1
40 + o

304

= .

10th Day Percentage Change ( %) in PAOI*

Trombolytic treatment group

(n=15)

Conventional treatment group
(n=13)

Figure 1. PACTOI percentage changes on the 10"
day, according to the shape of
treatment.
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Figure 2. The relationship between percentage
changes in PACTOI on 10" day and
onset time of treatment.

Figure 3. a. CT pulmonary angiography of the
patient before thrombolytic treatment.

DISCUSSION

Pulmonary thromboembolism is a disease with
increasing importance in recent years, with
difficulties in diagnosis, and question marks in
treatment causing acute and chronic
problems. Due to its large clinical spectrum
ranging from asymptomatic disease to sudden
death, it is evident that every patient cannot
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be treated similarly. In management of these
patients, not only quick resolution of
embolism to overcome the acute problems
but also full resolution of embolism to prevent
CTEPH development in chronic period should
be aimed.

In literature, it has been thought that after the
acute effect of thrombolytic treatment,
approximately in first week, thrombolytic non-
receiving patients also have the similar
thrombus absorption rates (7-10). The basis of
this idea depends on previous reports like
PAIMS-2, determined similar embolism
absorption rates in both groups in first week.
In PAIMS-2 study, patients receiving
thrombolytic and conventional treatments
were compared with pulmonary angiography
in 24™ hour, and V/Q scintigraphy at the end of
1 week and 1% month. In this study it has
been reported that, in 24" hour the
thrombolytic receiving group was having
better emboli absorption rates however this
difference was not present after the first week
(10).

Nevertheless, it is evident that, it is not
possible to predict the emboli absorption rates
with V/Q scintigraphy in subacute periods of
PE due to parenchymal alterations and
vascular changes like hypoxic vasoconstriction
(14-16). Owing to these changes, the usage of
V/Q scintigraphy in not only prediction of
emboli absorption rates but also in diagnosis
of PE after the 24™ hours is controversial (17).
Moreover, in a study it has been determined
that, lung perfusion defects determined in V/Q
scintigraphy do not show the intravascular clot
correctly (18). It has been determined in many
studies that, CT angiographies, especially new
generation ones, may correctly determine
emboli burden and correlate with the clinic
(19-23). In our study, in all patients receiving
thrombolytic treatment (n=15), on the 10" day
of treatment, an absorption rate of
52.8+25.5% was determined in PACTOI with
pulmonary CT while this ratio was
42.5+20.0% in conventional treatment group
(n=13).

141

When patients started to be treated in first 14
days after the onset of symptoms are
regarded, in patients receiving thrombolytic
treatment (n=12), on the 10th day of
treatment, an absorption rate of 58.4+24.5%
was determined in PACTOI while this ratio was
42.2+22.20% in conventional treatment group
(n=10). The low number of patients may be
the reason that both of the differences were
not statistically significant. Moreover, though
there was 100% healing in 2 patients in
thrombolytic treatment group, the best
improvement ratio was only 80% in other
group. In 3 patients received thrombolytic
treatment after fourteenth day, the PACTOI
was improved with a ratio of 29.0+17.3% in
average on 10" day. When the improvement
ratio of 43.6+13.0 % in PACTOI in average in
3 patients received conventional treatment
after fourteenth day is regarded, it has been
determined that thrombolytic administration
after fourteenth day does not have any
prominent effects in emboli absorption. When
patients were evaluated together whether they
received thrombolytic or not, in patients who
were started to be treated in first 14 days
(n=22) the absorption rate of 51.0+24.3%
was determined in PACTOI while this ratio was
36.3+15.9% in patients who were started to
be treated after 14 days (n=6). The statistically
insignificance of this difference was also
thought to be due to the low number of
patients.

Additional to absorption rate, patients were
evaluated in regards to ABG and ECHO
findings. When all patients were evaluated, in
thrombolytic treatment group better
improvement ratios were recorded in pCO,,
pO,, Sa0, and PAP values than conventional
treatment group, in 10" day. The statistically
significant increase in pCO, showing the
decline in hyperventilation in thrombolytic
group was thought to be due to Dbetter
improvement in PACTOI.

In patients with acute PE, the condition of right
ventricle has a critical importance in
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determination of prognosis of patient and
effects the thrombolytic treatment decision in
patients with submassive pulmonary
embolism (5,24,25). The PAP value reflecting
the workload of right ventricle, 41.7+15.6%
decrease was reported in thrombolytic group
on the 10" day control while this ratio was
26.9+15.1% in other group. This difference
was statistically significant. This finding
suggested that; thrombolytic treatment may
provide additional benefits in patients who are
stable initially but may have poor prognosis by
progressing right ventricle failure in later
hours. In comparison of groups received
thrombolytic treatments in first 14 days with
conventional treatment group, a statistically
significant increase in pO,, SaO, values and a
statistically significant decrease in PAP values
were determined. Our results are in contrast
with the results of Konstantinides et al (9) who
have reported that, thrombolytic treatment
benefits to right ventricle functions only in first
days of treatment, and didn't find any
difference between the groups after the first
week. This may be due to the patients
population in their study. The patients having
symptoms up to 2 months were included in
the study. Moreover, when our results are
evaluated, in concordance with the literature,
when the thrombolytic treatment has been
started earlier, the higher success rate has
been determined. In our study, only 3 patients
received thrombolytic treatment after the 14™
day and the results of these patients were not
as successful as the patients received
thrombolytic treatment before the 14™ day.
When statistically significant improvements
seen in all 3 parameters we concluded that
receiving thrombolytic treatment in first 14
days is better than receiving it later.

Reports in literature about the high bleeding
ratios of thrombolytic treatment may result in
that clinicians regard the thrombolytic
treatment as the last chance in many times
(26-27). In patients treated in our clinic no
complications due to thrombolytic treatment
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was observed that may negatively affect the
prognosis of patient. Similar with our results,
Konstantinides et al (7) did not determine any
increased hemorrhagic complications due to
alteplase in 118 patients with submassive
embolism. The short achievement time results
in that, though the most frightened
complication, the hemorrhage develops, after
the cessation of admission, its affect passes
away in minutes and the hemorrhage
improves spontaneously without the necessity
of any other interventions (28). The important
points are that, patients with the high bleeding
risk should be determined correctly, the
patient should be prepared appropriately
before the thrombolytic treatment, and the
patient should be observed carefully during
admission. We thought that absence of any
patients with the unfavorable complications
due to thrombolytic treatment in contrast to
the literature was due to the election and
treatment of patients with meticulousness.

Limitations of our study were; having less
number of patients to decide for precisely
judgements and we couldn’t follow up them
for a long time to evaluate chronic pulmonary
hypertension. In addition, it was not ethically
possible to increase the control group, ie
patients in the non-thrombolytic group.
Because thrombolytic therapy was needed,
but not given due to contraindications.

As a conclusion, improvements of clinical
parameters and emboli absorption rates after
thrombolytic treatment were found better than
conventional therapy on the 10™ day. Early
administration of thrombolytic treatment may
have more benefit in cases with high emboli
burden or in cases with right ventricle
dysfunction. In those kinds of patients, ‘wait
and see policy’ may result in irreversible and
unfavorable results in many times.

ACKNOWLEDGEMENTS
We thank Aydin Kurt M.D. (Radiologist) for
assistance  with computed tomography

interpretations and PACTOI calculations.




iZMIiR GOGUS HASTANESI DERGISI

KAYNAKLAR

Dahnert W. Pulmonary thromboembolic
disease. In: Dahnert W, ed. Radiology Review
Manual. 4" Edition. Philadelphia. Lippincott
Williams & Wilkins. 1999; 431-2.

Stein PD, Henry JW. Prevalence of Acute
Pulmonary Embolism Among Patients in a
General Hospital and at Autopsy. Chest 1995;
108:978-81

Hirsh J, Guyatt G, Albers GW, Harrington R,
Schinemann HJ. Antithrombotic and
thrombolytic therapy: American College of
Chest Physicians Evidence-Based Clinical
Practice Guidelines (8th Edition). Chest 2008;
133:71-109

Konstantinides S, Torbicki A, Agnelli G,
Danchin N, Fitzmaurice D, Galie N, et al. 2014
ESC Quidelines on the diagnosis and
management of acute pulmonary embolism.
The Task Force for the Diagnosis and
Management of Acute Pulmonary Embolism of
the European Society of Cardiology (ESC)
2014; 35: 3033-80 doi:10.1093/ eurheartj/
ehu283

Kearon C, Akl EA, Comerota AJ, Prandoni P,
Prandoni P, Bounameaux H, Goldhaber SZ, et
al. Antithrombotic Therapy for VTE Disease
Antithrombotic Therapy for VTE:
Antithrombotic Therapy and Prevention of
Thrombosis, 9" ed: American College of Chest
Physicians Evidence-Based Clinical Practice
Guidelines. Chest 2012; 141(2_suppl):419-94

Howard Luke S. Thrombolytic therapy for
submassive  pulmonary embolus? PRO
viewpoint. Editorial. Thorax 2014, 69(2):103-5.
doi: 10.1136/thoraxjnl-2013-203413. Epub
2013 Apr 26.

Konstantinides S, Geibel A, Heusel G, Heinrich
F, Kasper W. Management Strategies and
Prognosis of Pulmonary Embolism-3 Trial
Investigators. Heparin plus alteplase compared
with heparin alone in patients with submassive
pulmonary embolism. N Engl J Med 2002;
347:1143-50

Sasahra AA, Bell WR, Simon TL, Stengle JM,
Sherry S. The phase Il urokinase-streptokinase
pulmonary embolism trial: a national
cooperative study. Thromb Diath Haemorrh
1975; 33:464-76

Konstantinides S, Tiede N, Geibel A,
Olschewski M, Just H, Kasper Wolfgang.
Comparison of Alteplase versus Heparin for

10.

11.

12.

13.

14.

15.

16.

17.

18.

Resolution of Major Pulmonary Embolism. Am
J Cardiol 1998; 82:966-70

Dalla-Volta S, Palla A, Santolicandro A, Giuntini
C, Pengo V, Visioli O, et al. PAIMS 2: alteplase
combined with heparin versus heparin in the
treatment of acute pulmonary embolism.
Plasminogen activator Italian multicenter study
2. J Am Coll Cardiol 1992; 20:520-6

Celenk C, Oztirk A. Pulmoner Emboli
Tanisinda  Spiral  Bilgisayarlh  Tomografi
Pulmoner Anjiografi. Turk J Med Sci 2005;
25:197-203

Langan CJ, Weingart S. New Diagnostic and
Treatment Modalities for Pulmonary Embolism:
One Path through the Confusion. Mt Sinai J
Med 2006; 73:528-41

Qanadli SD, Hajjam ME, Vieillard-Baron A,
Joseph T, Mesurolle B, Oliva VL et al. New CT
index to quantify arterial obstruction in
pulmonary embolism: Comparison with
angiographic index and echocardiography. Am
J Roentgenol. 2001; 176:1415-20

Wood KE. Major Pulmonary Embolism: Review
of a Pathophysiologic Approach to the Golden
Hour of Hemodynamically Significant
Pulmonary Embolism. Chest 2002; 121:877-
905

Smulders YM. Contribution of pulmonary
vasoconstriction to haemodynamic instability
after acute pulmonary embolism. Implications
for treatment? Neth J Med 2001; 58:241-7

Arseven O, Seving C, Alatas F, EKim N, Erkan L,
Findik S. Tirk Toraks Dernedi Pulmoner
Tromboembolizm Tam ve Tedavi Uzlasi
Raporu. Journal of Thorax 2009; 10:7-47

Suga K, Yasuhiko K, Iwanaga H, Tokuda O,
Matsunaga N.Relation between lung perfusion
defects and intravascular clots in acute
pulmonary thromboembolism: assessment
with  breath-hold SPECT-CT  pulmonary
angiography fusion images. Eur J Radiol.
2008; 67:472-80

Ghuysen A, Ghaye B, Willems V, Lambermont
B, Gerard P, Dondelinger RF, D'Orio V.
Computed tomographic pulmonary
angiography and prognostic significance in
patients with acute pulmonary embolism.
Thorax 2005; 60:956-61

Meer RW, Pattynama PM, Strijen MJ, Berg-
Huljsmans AA, Hartmann 1J, Putter H, et al

143




PULMONER EMBOLIDE TROMBOLITIK VE KONVANSIYONEL TEDAVI

20.

21.

22.

23.

24,

Right Ventricular Dysfunction and Pulmonary
Obstruction Index at Helical CT: Prediction of
Clinical Outcome during 3-month Follow-up in
Patients with Acute Pulmonary Embolism.
Radiology 2005; 235:798-803

Wu AS, Pezzullo JA, Cronan JJ, Hou DD, Mayo-
Smith WW. CT Pulmonary Angiography:
Quantification of Pulmonary Embolus as a
Predictor of Patient Outcome--Initial
Experience. Radiology 2004; 230(3):831-5

Metafratzi ZM, Vassiliou MP, Maglaras GC,
Katzioti FG, Constantopoulos SH, Katsaraki A,
et al. Acute Pulmonary Embolism: Correlation
of CT Pulmonary Artery Obstruction Index with
Blood Gas Values. AJR 2006; 186:213-9

Cildag M™MB, Karaman CZ. Pulmoner
Tromboemboli Tanisinda Bilgisayarl
Tomografik Pulmoner Anjiografi Obstriiksiyon
indeksi ile Geneva Klinik Skorlamasinin iliskisi.
Turk Toraks Der 2009; 10:4-8

McIntyre KM, Sasahara AA. The hemodynamic
response to pulmonary embolism in patients
without prior cardiopulmonary disease. The
American Journal of Cardiology 1971; 28:288-
94

McDonald 1G, Hirsh J, Hale GS, O’Sullivan EF.
Major pulmonary embolism, a correlation of
clinical findings, haemodynamics, pulmonary

25.

26.

27.

28.

angiography, and pathological physiology.
British Heart Journal 1972; 34:356-64

Harris T, Meek S. When should we thrombolyse
patients with pulmonary embolism? A
systematic review of the literature. Emerg Med
J 2005; 22:766-71

Goldhaber SZ, Visani L, De Rosa M. Acute
pulmonary embolism: clinical outcomes in the
International Cooperative Pulmonary
Embolism Registry (ICOPER). Lancet 1999;

353:1386-9 doi:10.1016/S0140-
6736(98)07534-5
Goldhaber SZ. Thrombolysis in Venous

Thromboembolism. Chest 1990; 97:176-80

Meyer G, Vicaut E, Danays T, et al. for the
PEITHO Investigators. N Engl J Med 2014%;
370:1402-11

Yazisma Adresi:

Dr. Mikremin Er

Ankara Atatuirk Egitim ve Arastirma Hastanesi,
Gogiis Hastaliklart Boliimii, Ankara, Tiirkiye
mukreminer@hotmail.com

144




