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® DIAGNOSIS OF PE

® CLINICAL DECISION RULES
® CLINICALTESTS

® DIAGNOSTIC IMAGING

® TREATMENT
® CONTROVERSIES IN MANAGEMENT/CUTTING EDGE

3/25/2019



DISCLOSURE

® | TAKE NO MONEY FROM ANY COMPANIES
¢ ..BUT I'M VERY WILLING, IF YOU KNOW ANYONE!
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PULMONARY EMBOLISM

® CLOTTED BLOOD ENTERING PULMONARY CIRCULATION
® OFTEN ORIGINATES FROM DEEP VEINS OF THE LEGS (DVT)

PurmMoNarY EMBOLISM

Sk T
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PULMONARY EMBOLISM

Increased RV afterload

v

RY dilatation

TV insufficiency

RV O; deliver:
2 L 'L RV wall tension T

RV coronary l

perfusion Ne}lraharmonal
activation
Systemic BP l Myocardial
inflammation
Low CO RV O, demand T
LV pre-load J, RV ischaemia

RV output l RV contractility l

BP = blood pressure; CO = cardiac output; LY = left ventricular; RV = right
ventricular; TV = tricuspid valve.

M

PULMONARY EMBOLISM

® IT'SBAD

¢ IT'S COMMON

® IT"STRICKY TO DIAGNOSE
® WE STILL SOMEHOW MANAGE TO OVER-TEST FOR IT
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WHO SHOULD BE EVALUATED?

® DYSPNEA
® COUGH
® CHEST PAIN

® SYNCOPE* ;
* PESITTRIAL 5

RISKFACTORS
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RISK FACTORS
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PHYSICAL EXAM

® NORMAL!

® TACHYCARDIA
® HYPOXIA

® TACHYPNEA

® SIGNS OF DVT

Sl T R

EVALUATION FOR PE - ECG

® SINUS TACHYCARDIA
® RIGHT HEART STRAIN PATTERNS

Sk T




EVALUATION FOR PE - ECG
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EVALUATION FOR PE - ECG
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EVALUATION FOR PE - ECG

HWWWW

EVALUATION FOR PE - CXR

® USEFUL FOR GENERATING ALTERNATIVE DIAGNOSES
® BEWARE PULMONARY INFARCT

I
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‘Wells' Score for PE

WELLS CRITERIA

Clinical signs and
symptoms of OVT

PEis 81 disgnosia
OR equally likely

Heart rate » 100

e on at
feast 3 days OR
surgery in the

Previous & wes

diagnased PE or
T

Wells' Score for PE

Heart rate » 100

Immabilization at
least 3 days OR

s
previous & weeks

Previous,
ohjectively
disgnesed PE or
T

Memoptysis

Malignancy wf
trsatment within&

RESULT

0.0 points Low fisk

cananE

*
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‘Wells' Score for PE

WELLS CRITERIA

PEs 81 disgnosia
OR equally likely

Heart rate > 100

e on at
feast 3 days OR
surgery in the
previous & weeks

diagnased PE or
T

L Wells' Score for PE

aLCATDR

WRTETIR

Heart rate » 100

Immabilization at
least 3 days OR

s
previous & weeks

Previous,
ohjectively
disgnesed PE or

Memoptysis

RESULT

0.0 points

Y g
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REVISED
GENEVA
SCORE

“ Geneva Score (Revised)

CALCULATON KT ETEPS

Age =65

Unilatesal lower
limb pain

RESULT
0 points Low risk group

“ Geneva Score (Revised)

CALCULATON KT ETEPS

Active malignant
condition

Unilatesal lowar
Tormbs pain

Hemopryils

e _

Pain on limb
palpation

RESULT

0 points Low risk group

-
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EVALUATION FOR PE — D DIMER

e

EVALUATION FOR PE —D DIMER

® THREE STEP PROCESS:
® DO | REALLY THINK THIS PATIENT HAS A PE?
® NO, BUT REALLY?
¢ AM | GOING TO BE HAPPY ACTING ON A POSITIVE D-DIMER?

¢ D DIMER SHOULD BE USED /N CONJUNCTION WITH CLINICAL DECISION TOOLS TO SCREEN FOR PE
® D DIMER BEING POSITIVE DOES VOT OBLIGATE YOU TO PERFORM FURTHER IMAGING

ik s e

3/25/2019
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CLINICAL DECISION TOOLS

LOW OR MEDIUM RISK BY STOP EVALUATING FOR PE
SCORING SYSTEM

PERFORM ADDITIONAL PE

HIGH RISK BY SCORING ; TESTING
SYSTEM Don't pass go, just

e s

AGE ADJUSTED D DIMER

® D DIMER LEVELS NATURALLY RISE WITH AGE

® MULTIPLE STUDIES ON ADJUSTING THE UPPER A G E ‘ S m
LIMIT OF NORMAL BASED ON AGE
® SCHOUTEN (2013) — 97% SENSITIVE

® RIGHINI (2014) — INCREASED SPECIFICITY
WITHOUT CHANGING SENSITIVITY

® VANES (2016) — 5-15% DECREASED PE IMAGING;
NO RISK OF MISS

® APPLY IN PEOPLE >50

3/25/2019
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AGE ADJUSTED D DIMER

¢ IN D DIMER ASSAY WHERE NORMAL IS <500 NG/ML (FEU)
® NEW UPPER LIMIT OF NORMAL IS (PATIENTS AGE X 10)
® EG-65 YEAR OLD NEW NORMAL IS <650 NG/ML
¢ IN D DIMER ASSAY WHERE NORMAL IS <250 NG/ML (DDU)
¢ NEW UPPER LIMIT OF NORMAL IS (PATIENT'S AGE X 5)
® EG- 65 YEAR OLD NEW NORMAL IS <325 NG/DL

® IN D DIMER ASSAY WHERE NORMAL IS <230 NG/ML......PRAY?

M

AGE ADJUSTED D DIMER

® REDUCED PE TESTING AROUND 15%

® LESS THAN 2% MISS RATE
® SUPPORTED BY ACEP
¢ IN THROMBOSIS CANADA GUIDELINES

3/25/2019
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PULMONARY EMBOLISM RULE OUT CRITERIA

® CRITERIATO BE APPLIED IN LOW RISK PATIENTS
® CAN RULE OUT* PE IF ALL ELEMENTS ARE NEGATIVE

33

PERC Rule for Pulmonary Embolism @) 3
HR =100

02 Sat on Room Air < 95%

Prior History of DVT/PE

® PATIENT HAS TO BE LOW RISK (<15% RISK)

Recent Trauma or Surgery

® WELLS

® GENEVA Hemoptysis

° GESTALT Exogenous Estrogen ,P
O THEN APPLY THE CRITERIA Unilateral Leg Swelling ‘g

® IF ALL ARE NEGATIVE — STOP YOUR WORK UP FOR PE!

3/25/2019
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PERC RULE

® PROPER TRIAL (FREUND 2018)

In patients with low clinical probability of PE, and in the absence of D-dimer assay testing, the

¢ ONE MISSED PE BY USING CRITERIA diagnosis can be safely excluded using the PERC (Pulmonary Embolism Rule-out Criteria) rule for
® ACEP (2018) — LEVEL B RECOMMENDATION
® ALSO IN THROMBOSIS CANADA GUIDELINES

=

pulmonary embolism.

N

Patient with hint of PE
IMAGING IN PE
Haven't ordered a CT Ordered way too negative CTs already and the

this shift many negative CTs last D-dimer | ordered took 2

already on this shift hours and was positive
Order CT

Near end of shift?

=

Order CT scan

Wait, that jerk
Mahoney is my
relief

N

Courtesy Jeffrey Kline
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CT SCAN

® CT PULMONARY ANGIOGRAPHY
© ABOUT 90% SENSITIVE

® NEED AT LEAST 200 HU IN MAIN
PULMONARY ARTERIES

i

3/25/2019

=

CT SCAN

® ADVANTAGES
® MORE READILY AVAILABLE

® CAN SHOW OTHER LUNG
PATHOLOGY

® QUICKER

¢ DISADVANTAGES
® CONTRAST
® KIDNEY INJURY
® ALLERGY
® EXTRAVISATION
® RADIATION DOSE
® FALSEPOSITIVES

=

S
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VENTILATION/PERFUSION SCAN (V/Q)

® INHALATION OF RADIOACTIVE TECHNETIUM OR XENON ISOTOPE s =

© SUBSEQUENT IV INJECTION OF RADIOACTIVE TECHNETIUM

® CHEST SCANNED TO SEE VENTILATION AND PERFUSION , ‘ ' ‘ ;
® MISMATCH IMPLIES PE ;!

V/Q SCAN

® ADVANTAGES ® DISADVANTAGES
® LOWER RADIATION DOSE ® AVAILABILITY
® NO RENAL INVOLVEMENT ® INTERPRETATION

® NEED NORMAL LUNGS

3/25/2019
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WHAT TO DO?

M

® ULTRASOUND LOOKING AT DEEP VEINS OF THE LEG
® CAN BE SOURCE OF PE

® PERFORMANCE?
¢ SENSITIVITY: 30%
® SPECIFICITY: 57%

® IF POSITIVE TREAT FOR SUSPECTED PE
® MAY BE SUPPLEMENTARY TEST IN HIGH RISK PT WITH POOR SCANS

LEFT POPV

NON COoMP

3/25/2019
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RURAL AND REMOTE

BEDSIDE ULTRASOUND AND PE

® CAN WE USE ULTRASOUND TO HELP DIAGNOSE PE?
® INDIRECT SIGNS?
® DIRECT SIGNS?

3/25/2019
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BEDSIDE ULTRASOUND IN PE

APICAL|

G1 2/10C
M15 T3 Dilated Right
18.0cm =3
Ventricle

RV:LV > [:]

REBELEM

REBELEM

BEDSIDE ULTRASOUND IN PE

* MINIATI (2001)
® POSITIVE SCAN =RV HYPOKINESIS, RV SIZE, TRICUSPID REGURGITATION

® SENSITIVE 53%, SPECIFICTY 90%
® DRESDEN (2014)

® POSITIVE SCAN =RV DILATION

® 98% SPECIFIC FOR PE

3/25/2019
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BEDSIDE ULTRASOUND IN PE

® THROMBUS IN TRANSIT
¢ CLOT VISUALIZED IN THERV
® HIGHLY PREDICTIVE OF PE
® HIGHER MORTALITY
® SICKER PATIENTS

Pu-1c/EEINE

DRESMAP2

G76/E1/100%
Tis!

REBELEM

BEDSIDE ULTRASOUND IN PE

| M .
! I
11 = ! s alidi : ‘( SHERHE BRI 115 BT 12 A 0o (i S B 1 4 |
' 1 VS’\ w (VE
» I i i
® PROBLEMS? ' o
L . ‘
® SKILLS |
1
LA b EaE P St i

=
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BEDSIDE ULTRASOUND IN PE

¢ ACEP/AMERICAN SOCIETY OF ECHOCARDIOGRAPHY

® “MAY BE HELPFUL IF POSITIVE IN THE COMPROMISED PATIENT BUT IS CLEARLY NOT SUFFICIENT TO RULE THIS
IMPORTANT DIAGNOSIS OUT OR TO RISK STRATIFY PATIENTS WITH STABLE HEMODYNAMICS”

® EUROPEAN SOCIETY OF CARDIOLOGY
¢ “IN AHAEMODYNAMICALLY COMPROMISED PATIENT WITH SUSPECTED PE, UNEQUIVOCAL SIGNS OF RV
PRESSURE OVERLOAD AND DYSFUNCTION JUSTIFY EMERGENCY REPERFUSION TREATMENT FOR PE IF
IMMEDIATE CT ANGIOGRAPHY IS NOT FEASIBLE”

M

3/25/2019

® DVT STUDY
® MAY BE HELPFUL IN RULING INA CLOT
® SAME CAVEATS AS BEFORE

25



BEDSIDE ULTRASOUND IN PE

® DIRECT SIGNS
® PULMONARY CONSOLIDATION
® INFARCT
®  ATELECTASIS

® SQUIZZATTO (2013)
® META-ANALYSIS OF STUDIES LOOKING AT US IN PE
® POOLED SENSITIVITY OF 81% AND SPECIFICITY OF 89%

® MATHIS (2015)
® 2PLEURALLESIONS —OR-
® 1PLEURAL LESION AND PLEURAL EFFUSION
® SPECIFICITY 95%-99%

e

BEDSIDE ULTRASOUND IN PE

® BOTTOM LINE: ULTRASOUND ISN'T SUPERIOR TO OTHER IMAGING
® BUTHAS ITS ROLE IN THE PATIENT IN EXTREMIS

ik s e

3/25/2019
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why, | haven't

in years!

TREATMENT '

had this much fun

L what's going
on here?

ooe.
2 S
()

platelet party!

i

0
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%) o0 L 25) 513 2. 42
3 ©
3

&

o
%8 e <

e ©

£ 5

no, seriously,

we're stuck platelet party!

theAwkwardYeticom

N
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TREATMENT

® THREE TIERS OF PE
® NON-MASSIVE
® SUB-MASSIVE
® MASSIVE

=

e
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TREATMENT — MASSIVE PE  coricaerow osunnge ouare

NATIONAL HEALTH ALERT #I13 B
! Bloed Clot

® ANY PE WITH ASSOCIATED HYPOTENSION
¢ SBP <90 MMHG FOR >15 MIN
® DROP IN SBP OF >40

® NOT A RADIOGRAPHIC DIAGNOSIS

TREATMENT — MASSIVE PE

® THROMBOLYSIS
® TPA PREFERRED AGENT
¢ 100 MG OVER 2 HOURS
® COUPLE WITH HEPARIN

® CATHETER DIRECTED THROMBOLYSIS

® EMBOLECTOMY

=

ik e

3/25/2019
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TREATMENT — SUBMASSIVE PE

® PEWITH SIGN OF:
® RVDYSFUNCTION
® DILATION ON IMAGING
® BNP
® ECG CHANGES
® MYOCARDIAL NECROSIS

=

M

TREATMENT — SUBMASSIVE PE

® GOAL IS TO PREVENT PULMONARY HYPERTENSION AND RIGHT HEART FAILURE

® MOST STUDIES USED STANDARD DOSE TPA
® ‘MAPETT'/‘TOPCOAT'/PEITHIC’
¢ MOST HAD SOME MORBIDITY BENEFIT
® VERY SLIGHT MORTALITY BENEFIT (1-2% ARR)
¢ INCREASED RISK OF ICH (5% ARI)

3/25/2019
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TREATMENT OF SUBMASSIVE PE

® HALF DOSE TPA
® "TREND” TOWARDS DECREASED BLEEDING
® NO STUDY HAS LOOKED AT LONG TERM OUTCOMES
¢ SURROGATE MARKERS

3/25/2019
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Courtesy Rebel EM

TREATMENT — SUBMASSIVE PE

® BOTTOM LINE: CAN CONSIDER IN SOME
PATIENTS WITH TENUOUS
HEMODYNAMICS OR SEVERE SYMPTOM
BURDEN WITH A LOW BLEEDING RISK

=

B e
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TREATMENT —NONMASSIVE PE

® EVERYONEELSE
® REQUIRES ANTICOAGULATION

M

ANTICOAGULATION

® VERY FEW TRUE CONTRAINDICATIONS TO ANTICOAGULATION
¢ IMMEDIATE POST OPERATIVE
® ACTIVEBLEED

¢ SHOULD EVALUATE RISK OF BLEEDING WITH SCORING SYSTEM }
® HAS-BLED SCORE MOST COMMON i
® ANYTHING OVER 2 SHOULD PROMPT DISCUSSION OF RISKS AND BENEFITS ;

® MORTALITY OF UNTREATED PE 5-25%

3/25/2019
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A BRIEF DISCUSSION ABOUT IVC FILTERS
DON'T
DO
IL.

ANTICOAGULATION

3/25/2019
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ANTICOAGULATION

® L OW MOLECULAR WEIGHT HEPARIN
® FRAGMENTS OF HEPARIN-LIKE MOLECULES
® GIVEN BY SUBCUTANEOUS INJECTION

¢ COMMON DOSES
® ENOXAPAREN 1 MG/KG SCBID
® ENOXAPAREN 1.5 MG/MG SC OD
® DALTAPAREN 100 U/KG SCBID
® DALTAPAREN 200 U//KG SC 0D
® TINZAPARIN 175 U/KG SC OD

e

ANTICOAGULATION

amu ox

Then

60.0.6

(L]

OR

| L

*Maybe not, we'll come back to that

L —
- fe—

—
p—

3/25/2019
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ANTICOAGULATION

GET AWAY RAT,
YOU CARRIER OF

® DIRECT VITAMIN K ANTAGONIST DISEASE
® WARFARIN
® TARGET INR 2-3

| ALSO CARRY
PRESENTS

.Q‘

® NEED TO BRIDGE WITH LMWH/HEPARIN @
DAMMIT

f

-

N N

ANTICOAGULATION

Fetal Warfarin Syndran «: fut with lypoplastic noce, St face

and low racal trsdge as well o altered calefly ation (Smith 1982)

Warfarin's Mortal Enemy

-

= N

3/25/2019
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ANTICOAGULATION

® DIRECT ORAL ANTICOAGULANTS

® DIRECT THROMBIN INHIBITORS
® DABIGATRAN

3/25/2019
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ANTICOAGULATION

® DIRECT ORAL ANTICOAGULANTS
® FACTOR XA INHIBITORS
® RIVAROXABAN
® APIXABAN
® EDOXABANF

e s

ANTICOAGULATION

® UNFRACTIONATED HEPARIN
® INTRAVENOUS BOLUS OF 80 U/KG
® INFUSION OF 18 U/KG/HR
® TARGET APTT 40-60
® REQUIRE AN INFUSION

3/25/2019

36



ANTICOAGULATION SUMMARY

® DOAC GENERALLY BEST
® WARFARIN IF REVERSAL IS IMPORTANT

® WARFARIN IF POOR KIDNEY FUNCTION
® LMWH IF YOU HAVE CANCER OR PREGNANT ]

DISCHARGE

3/25/2019
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WHO IS SAFE TO DISCHARGE HOME

® HESTIA CRITERIA
® ALL NEGATIVE — 0% MORTALITY AT 30 DAYS

® PESI CRITERIA (SIMPLIFIED)
® SCORE OF 0 HAS 0% MORTALITY AT 30 DAYS

Sl T R

WHO IS SAFE TO DISCHARGE HOME

3/25/2019
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WHO IS SAFE TO DISCHARGE HOME

DURATION OF ANTICOAGULATION

® PROVOKED PE
® |FPROVOCATIVE FACTOR REMOVED 3 Vs
® UNPROVOKED

® AT LEAST THREE MONTHS
® STRONG CONSIDERATION FOR LIFETIME

I

3/25/2019
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ANYWAY, T GUESS
WHAT I'M SAYING
iS...FIGHTING THE
PATRIARCHY IS
GREAT, YO
SHoULP TRY IT
" SOMETIME.

RISK OF RECURRENCE

® PROVOKED VTE
® 1-5% RECURRENCE RATE OVER 5 YEARS

® UNPROVOKED VTE
® 10% RISK IN THE FIRST YEAR

® 30%RISK IN THE FIRST FIVE YEARS
® THIS IS SUB-BUENO

® MALE VS FEMALE

RISK OF RECURRENCE

® CALCULATORS FOR RISK RECURRENCE
® HERDOO2
® DASH

e s

3/25/2019
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PREGNANCY AND PE

2;

3/25/2019

PREGNANCY AND PE

® HIGHEST RISK TIME?
® RELATIVERISK

® RISKFACTORS
® VITAL SIGNS
® D-DIMER

® WHO TO EVALUATE?

41



PREGNANCY AND PE

® PEEVALUATION?
* CTPE
® WORSE FOR MOM
® BETTER FOR FETUS
® V/QSCAN
® BETTER FOR MOM
® WORSE FOR FETUS
® ACCURACY?

PREGNAN

Table 2. Effects of Gestational Age and Radiation Dog
Gestational Period

induced Teratogeness
Estimated Threshold Dose®

50-100 miGy

Bafors implantation
10-2 weeks atter fenilizaticn)

Organcgenisis (2-8 wetks

200 miy
after fartilization]

200-250 mGy

Fetal period Estimated Threshold Dose®
B-15 weeks B0-310 mby
Intellectual del 25 10-point loss per 1,000 mby
Microcephaly 200 miGy
16-25 waks Sovere intellect) ty {lww riesk] 250280 miy"

*Diata barad o pesults of arimal studs, epidemislogic st
expried 1o radkaton for medscal eaions g, radkaton thera
"Bocause this isa
Mo from Patel 5., Rsede [

alithms aed radation dese oraideratiors, ¢

i the atomic bombings in Japan, and studies of grougs
e tore)

vk, ad rograty

tramaniam R, Amorssa

Table 3. Fetal Radiation Doses Associated With Common Radiologic Examinations ¢

Type of Examination

Fetal Dose* (mGy)
Very low-dose examinations {<0. T mGy)
Cenvical spine radiography (anteroposterior and lateral views) <0.001
Head or neck CT 0.001-0.01

<0.001

hest radiography (two views) 0.0005-0.01
e ———————————————————

oy

Radiography

Radiography of any exremit

Abdominal radiography 01-30
Lumbar spine radiography 1.0-10
Intravenous pyelography 5-10

Double-contrast barium enema 1.0-20

hest CT or CT pulmenary angiography 0.01-065
Low-dose perfusion scintigraphy 01-05

Pulmonary digital sublraciion angiography 05

Higher-dose examinations (10-50 mGy)
Abdominal CT 13-35
Pelvic CT 10-50
'8 PET/CT whole-body scintigraphy 10-50

Abbeviations: CT, computed tormogeaphy; PET, positron emission tomography.

“Fetal exposure varies with gestational age, maternal body habitus, and exact acquisition parameters.
Note: Annual ion = 1.1-25 mEy, *F = 2{flucrine-18}fluoro-2-

y-0-gl
Modified from Tremblay E, Therasse E, Thomassin-Naggara I, Trop L. uality initatives: guidelines for use of medical imaging
during pregnancy and lactation. 2012:32897-911

3/25/2019
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PREGNANCY AND PE

® D-DIMER DIFFICULT TO USE
® MULTIPLE STUDIES SHOWING LOW SPECIFICITY
® STILL SENSITIVE
® ONGOING DEVELOPMENT OF ‘TRIMESTER ADJUSTED D-DIMER’

e

PREGNANCY AND PE

Leg

result high rasonnd

Pregnant ____~ 2 Tier Wells
patients with

suspected PE result low
— PERC
positive

- : __resulthigh |
negative D-dimer

stop result negative

result

or

>

result ‘I
inconclusive

N
\J

_result positive |
result low

result
positive

PN

3/25/2019
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ANTICOAGULATION IN CANCER

® TYPICAL THERAPY IS LMWH
® DOACS HADN'T BEEN STUDIED
® UNTIL Now

* RASKOB (2018)
® OPEN LABEL, NON-INFERIORITY TRIAL
® PATIENT'S HAD CANCER WITHIN LAST 2 YEARS
® 5 DAYS OF LMWH THEN EDOXABAN 60 MG DAILY VS DAILY LMWH
® LOOKED AT RISK OF RECURRENT VTE AND BLEEDING RISK

ANTICOAGULATION IN CANCER

3/25/2019

44



ANTICOAGULATION IN CANCER

® RESULTS

© BLENDED ENDPOINT : 12.8 IN EDOXABAN VS 13.5% IN LMWH
® NON-INFERIOR AS PER STUDY DESIGN

® RECURRENT VTE: 7.9% VS 11.3% (NONSIGNIFICANT)

¢ MAJOR BLEEDING: 6.9% VS 4.0% (SIGNIFICANT) 1
® ALMOST ALL BLEEDING IN GI CANCERS

® 6 MONTH ANALYSIS
® HIGHER BLEEDING RATE

e s

ANTICOAGULATION IN CANCER
A

Daiichi-Sankyo

3/25/2019
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ADVANCES IN PE RESEARCH

0ld D-Dimer Threshold New DRmE el

e

THE YEARS CRITERIA

® VAN DER HULLE (2017)

® MULTICENTRE PROSPECTIVE COHORT STUDY
® USED THREE CRITERIA RULE

® HEMOPTYSIS

® CLINICAL SIGNS OF DVT

® PEMOST LIKELY DIAGNOSIS )
® IF ALL NEGATIVE — D-DIMER <1000
® IFANY POSITIVE — D-DIMER <500
® IMAGING IF “POSITIVE” D-DIMER
® FOLLOWED FOR 3 MONTHS

e

3/25/2019
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THE YEARS CRITERIA

® RESULTS
® 14% ABSOLUTE REDUCTION IN ADVANCED IMAGING ORDERED FOR PE
® CONSISTENT ACROSS ALL SUBGROUPS

® 19 “NEGATIVE” PATIENTS WERE FALSE NEGATIVES (0.61%) '
® FLAWS ;
® HIGH PREVALENCE OF PE (13%) )

® INVESTIGATORS KNEW D-DIMER RESULT BEFORE THEY APPLIED THE YEARS CRITERIA

THE YEARS CRITERIA

® KABRHEL (2018)
® MULTICENTRE OBSERVATION STUDY
® DATA COLLECTED BUT CLINICAL PRACTICE UNCHANGED |
® WOULD LEAD TO A 21% REDUCTION IN IMAGING
® 6 PATIENTS (0.3%) HAD MISSED PE

M
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SUBSEGMENTAL PE

® ISOLATED CLOT IN ARTERY DISTAL
TO ONE OF THE MAIN BRANCHES OF
PULMONARY ARTERIES

¢ ?NORMAL FUNCTION OF LUNGS

® DO THESE PATIENTS NEED
ANTICOAGULATION?

i

=

SUBSEGMENTAL PE

® CHEST GUIDELINES (2016)
® NOANTICOAGULATION IF;
® |SOLATED SUBSEGMENTAL PE
® NOPROXIMAL DVT
® |OW RISK OF RECURRENCE/COMPLICATIONS

® ACEP GUIDELINES (2018)

® “GIVEN THE LACK OF EVIDENCE, ANTICOAGULATION TREATMENT DECISIONS FOR PATIENTS WITH
SUBSEGMENTAL PE WITHOUT ASSOCIATED DVT SHOULD BE GUIDED BY INDIVIDUAL PATIENT RISK PROFILES

AND PREFERENCES.”

=
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SUBSEGMENTAL PE

® BOTTOM LINE: IN LOW RISK PATIENTS, OR HIGH RISK BLEEDING, ISOLATED SUBSEGMENTAL PE MAY NOT
NEED ANTICOAGULATION

Sl T R

ANY QUESTIONS?

Sk T
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