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Death From Pulmonary Embolism

“ The greatest risk to life of the patient with
acute PE occurs during the initial minutes
to hours after the arrival of the embolus In
the pulmonary vascular bed.”

Alpert and Dalen. Prog Cardiovasc Dis 1994;XXXV1:417.
Moser KM. Am Rev Respir Dis 1990;141:235.




Traditlonal Tnerapy For PE

E Siandard inerapy nas peer conservaiye ‘
witn siandard anilcoagulation orotocols
Lsing nepsarin ancd syrmotormatic support
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DVT and PE Treatrmeaent Plar

IVC Filter Anticoagulation il Thrombolysis
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Outpatient 2 Days in Hospital;
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Pulmonery Ermoolus Stratificaiion
By Clinical Presentatiorn

Cardizic Arrest 10-20% wiin rmortality of 66-95% ‘
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Rignt Veriricular
Dysf inctlorn : ECrl0O

Rlignt ventricular dilatation
Paradoycal sepial sysiolic rmoilon

Dopoler evidence of pulrmonzary nyperiension

or Increased pulmonary oressures
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Importance of KV Assessrrent
frospecilve siudy of 209 gis presenting witn {
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our Groups:
Cardizac snock or arrest 13%
rlypotension witnout arrest 9%
S1% were norrmotensive witn RV dysiuncior)
A7% were norroternsive witnout RV ¢ stf Linctiorn \

10% of patients with  norrotensive RV dysfuncton

experience d JJ(JJCcLJ cleterioration with a rmortality
of nearly 50
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S [SBIENSIVE Norroignsive Nograrignsive  No
RV Dysiunetion RV Dysiunetion RV Dysiunetion

Systemic Lytic Therapy. Clinicall Assessment Standard Heparin
Catheter -directed Lytic Therapy Likelihood! of Therapy, *

Catheter -based Embolectomy [Deterioration
Surgicall Embolectomy

Anticoagulation

Possible IVC Filter
Placement L=




rleparin Trierapy vs Florinolyic
Therzoy

Fleoarin) Florinolytc agents
Does not dissolve Allows for rmore rapid
existing clot purder clot lysis
Inniolis forrmation of Irnproves pulrmornzary
new clot and allows perfusion and
endogernous outenially reduces RV
florinolysis to occur cdysiunciion




Pulmonary 2moolisn
Clinical Indicatlons for Considering
Florinolytic Trierapy
Syrncope
rlyooiernsior
severe nyposerrlia

Limited Cardio-Pulrnonary res
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RV dystunciion
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Peatlent Selection for Lysis
Pis witn acute nerr OfI/rJrlfrJJchH/ significant PE and a
rezsonanle life expectancy
Ay patient witn significant respiratory cornoprornise
LS
Avsolute contraindications include:

(D)

Q)

Tirne wincdow pest < 14

Inzwility to anicoagulaie
CVA WItnin 3 rmontns
Intracranial rmass or traildrmnea

Active Gl pleeding
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Florinolyiic Dosing Regimerns for Pe

relleic Arrest: ‘

— Alieplase 50 mg IV polus, ey regest 50 mg
In 15 rmin

5

B Ca

0 ')
(

— Reteplase 20 U 1V polus
— Tenecteplase 0.5mg/ry IV bolus (e 50rrmg)




Florinolyiic Dosing Regimerns for Pe

E Massive and Suomassive PE ‘
— Alteplase (FDA) 10 g 1V bolus followed oy
90 g IV over Znrs

— Reteplase 10 U 1V polus followed oy 10 U 1V
In 30 rnirn

— Tenecteglase 0.5 mgllg 1V bolus (mau 50 ) \




Thromoolytic Trierapy

Initial applicatlon of tnrornoolysis was witn
5/5 ermnic infusions and most of the data
CO

102y nepearin o rmromooJ/s’s IS based on
atneier direcied
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E Directinfusion of tne lytc agerni

Allows for niigner local concentration anc

B
lower doses of lyiic ageni, Typically Lrng P A ner
nr infusion
E Vonlior PA pressures during adrministration of
lytic agent \
E May provide sormne apllity 1o fragrnent clot or —

allow greater surface area penetration of ine

lyilc agent
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Thromopolysis wiin Caineter -

Opservec
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PE Tnromoolysls
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B Catheter directed tf omooJ/JJJ of large T
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Lirnitations of Tnromoolysis

Three-fold greater incidence of pleeding ‘
complicailons compared to nepsarin alone

Mejor bleeding nas veern reporied in 3-20% of
ots Undergolng tnrormoolysis

Intracranial nernorrhage retes 0-3%
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A proporilon of pailents wiin PE rave aosoluie \
or relative contraincdications

Q)
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Mecnanical Trirornoeciorny

No laoeled Indication for PE for any of tne ‘
Jurrenr recnanical thrormoect om/ cdevices

Tne Asplrex PE caineter cevice nas
nurnaniiarian use staius by DA
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Interventionzl/ Possis Indianolz, PA) €Ul CJ [he KOS
Ulirasouncd-assisted catneter (exos corp, Bothel
wa) rave peer sUc cessfully Lsed o rerrm\%
clot eltner prirnarily or as an adjunct o

thromoolysis J—



Cormplicailons of Percutanzols

i[s
Catneter Tnrompectormy {

B Punciure or dissectlon of cardlovascular

E Pulmonzry hernorrhzage

B Pericardial Tarmpornacde \
E Distal tnrormous emoolizilon
\
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Lrgical Hescls
| Hescue Empolectormny
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Mocderr Day Algoritnrn for Pe

Treairmernt {
E csizolisn diagnosis along wiin the exient and ‘
locatiorn, RV Involvement , nypoternsive or
norrrotensive
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E Consider clinical state of ine pail
underlying disease ogrocess, likelin
cleterioraiion
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E Are tnere coniraindications to irirormoolysis
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SUIMIITIELSY

Hislk stratiflcation for Interventionsal t
on clinical presentation, PV dysiunc
and respliratory cormorornise

ner 0y I dependent {
tlon,nypotension,

leray wWitr antic DrljlllclEIDrJ arc

Agyressi e‘E ‘ )
SIS Ir rLOOfOOfIcL[d OcLElde nas perneft

tnrornooly

Ca;the"er c]r%"eal approzch for fiorinolyis may allow for
C delivery and lower doses

J\/Jec'mam]@el hromoeuom/ devices nave poteniial clinical
f tnelr ¢ \

oernefit but rermain off-lanel and thel Jmlgcl_l efflcacy rnas
not neen estavlisned

Surgical “rescue” empolectorny may nave oenefit i T




