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«ATOPPAEN KAGOOV TNC
TVELUOVIKNG apTNPloC oo
OpouPo mov oynuatiletal
TPWTOYEVOC 6€ GAAN OEon
TOV KLKAOPOPIKOV
GUGTLOTOG»
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A Pulmonary Embolism




OpopBoepuPoA1K vOOOC
Venous thromboembolism (VTE)

* Ev 1w BaBel pAeBoBpouBwon (deep vein
thrombosis - DVT)

= [Mvevpovikn epBoAn (pulmonary embolism -
PE)

3N 0€ CLUYVOTNTA KAPOLOYYELOKT] VOOOG

Enintwoi iVTEi : 100-200 [ 100.000 dtoia



Web Table | Predisposing factors for VTE
(data modified from refs. 9, 15)

Strong risk factors (odds ratio >10)

Fracture of lower limb

Hospitalization for heart failure or atrial fibrillation/flutter (within

previous 3 months)
;

Spinal cord injury

2008: Major general surgery



Web Table | Predisposing factors for VTE
(data modified from refs. 9, 15)

Moderate risk factors (odds ratio 2-9)

Arthr: ]‘L’Erplf knee surge

‘ Autn—wnmune diseases I

Blood transfusion

o~

lammatory bowel disease A A
indammatory bowel disease AlaTOAOYIKEG KAKONOEIEG
*—--IIIIIIIII--"' .
Cancer (highest risk in metsTaTTdive: Ca TTvevUpova

Ca yaoTtpevTepikoU

Oral contraceptive therapy
Paralytic stroke

30 TpiIJerO Kai Postpartum period
Aoxeia

2008:
Previous VTE

Thrombophilia



Web Table | Predisposing factors for VTE
(data modified from refs. 9, 15)

Weak risk factors (odds ratio <2)

Diabetes mellitus
Hypertension

Immobility due to sitting (e.g. prolonged car or air travel)

Laparoscopic surgery (e.g. cholecystectomy)

Obesity

Varicose veins




I IpoownBeaikot mapdyovrec Opouoeuoiiknc
vocov (VTe)

= >eUmapén MPOCcwWELVOU 1] AVOCTPEWLUOU
TP AYOVTA TIG TEAEUTALEG 6 EBOOUADEC EWG
KOl 3 UNVEG TIpO TNG OLAyvwoncG : “provoked”

20 — 30 %: Agv avevpickovtol (1orotadnc IE)




2xeon ETBO kan INE

2UPTTTWHATOAOYIa eyyUs ETB® = 40 - 50% MNE
(Spiral CT) (ouxXvd QCUMTTTWHATIKA)

AocOeveig pe MNE — 40-70% ETB®

H MNE cupPaivel 3—7 nUEPES eTA TNV Evapén TN ENBO kau
UTIOpEL va ExEL potpaia eEEALEN peoa o€ 1 h peta TNV
EUDAVIOT TWV CUPTITWHATWY 0TO 10% TWV TIEPLTITWOEWV.

1. Dalen J.E. Chest 2002
2. Kearon C: Circulation 2003
3. Hull R. Amm. Int. Med 1983



Yrotpornn VTE

ApEDOG : KivOuvog UTIOTPOTING HEYOAUTEPOG TLG
OVO0 TIPWTEG EBOOUADES (KapKivog, adLVaULIO
ETITEVENC DEPATIEVTIKWY ETUTTEOWV)

OYlpog:  13% 10 1° £10G
23% ota 5 £TN
30% OTO 10 €1N

Ta 1 d-dimers kata 1n OIAPKEIA TNG
QVTITTNKTIKAGC N META TN OIAKOTIN TNG
ATTOTEAOUV £VOEICN AUCNUEVOU KIVOUVOU

U1T0Tioni’ i



nabopuoioAoyla

‘Otav evag BpouBoc anoppdooel eva
TIVEUOVLKO QYYELO:

= AU&non KUPEALSIKOU VEKPOU YWPOU (1 TIEPLOXT
aeplCetat aAAG OEV OLUATWVETOL) —> OLATAPOAXT)
aepLopov-alpdtwong (V/Q)

= AyyelocuoTtoon (ameAevBepwon BpouBo&avng kat
0EPOTOVIVNG)




naBoduailoAoyla

AMNOTEAEZMA: avénon Twv
TIVEUHOVLIKWYV QYYELOKWY
QVTLOTACEWV

Au&nuEVN TILEOT) OTNV TIVEUUOVLKT)
apTnpia

" [MveupoviKN uTEpTaOT) O€ atodPadn
>30-50% TOU ayYELAKOU OLKTUOU
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Increased RY afterload
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BP = blood pressure; CO = cardiac output; LV = left ventricular; RV = right
ventricular; TV = tricuspid valve.

Figure | Key factors contributing to haemodynamic collapse in
acute pulmonary embolism
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[Tvevpovikn veptaon

" 1 aKpLPNG emimTWoN €lval Ayvwotn
0.1%to05.1%....

- 2 yrs: 3.8% [1.1 — 6.5]
S~ 1yr: 3.1% [0.7 - 5.5]

1,5% petd améd unprovoked TTE
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S~ 6 mo: 1.0% [0.0 — 2.4]

Figure 2. The Cumulative Incidence of CTPH after a First Episode of Pulmo-
nary Embolism without Prior Deep-Vein Thrombosis.

Pengo V et al. N EnglJ Med 2004



[ToorepaioTnra rou raroou!

KMvikn taivounon g popovtntog
TNG TVEVUOVIKNG ENPOINS



2014 ESC Guidelines on the diagnosis and

Suspected acute PE
Shock or hypotension®?

/

management of acute pulmonary embolism

Ta&ivopnon pdoel Tng mBavoTnTAc

BavaTou TiI¢ TpwTeg 30 nuépeg

PE = pulmonary embolsm.
*Defined as systolic blocd pressure <90 mm Hg, or a systolic pressure drop
by 240 mm Hg, for >15 minutas, if not caused by new-onset arrhythmia,

hypovolaemia, or sepsi.
®Based on the estimated PE-related in-hospital or 30-day mortality.
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KAINIKH EIKONA

PULMONARY EMBOLUS

o Thrombolytic Therapy

o Tachypnea ) PC(
- w i




KAtvika yapaktnplotika acOevov pe vmowpla IIE

ota TEII

Infarction

Embolus in lungs

Dyspnoea

Pleuritic chest pain 39% 28%
Cough 23% 23%
Substernal chest pain 15% [ 7%

Fever

Haemoptysis

Syncope 6% 6%
Unilateral leg pain 6% 5%
Signs of DVT (unilateral 249, 189,

extremity swelling)

Pollack et al. (2011)
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KAtvika yapaktnplotika acOevov pe vmowpla IIE

ota TEII

Infarction

Embolus in lungs

/0% \

Dyspnoea 51%
Pleuritic chest pain \ 39% } 28%
Cough 23% 23%

Substernal chest pain

extremity swelling)

Syncope

Unilateral leg pain 6% 5%
P e

Signs of DVT (unilateral @ 189,

Pollack et al. (2011)




KAwvika yapaktnplotika acBevov pe vropia IE

ota TEII

Dyspnoea

Pleuritic chest pain
Cough

Substernal chest pain

| Aouumwuanxé‘é aoOeVvAC

Syncope

Infarction

Unilateral leg pain

Signs of DVT (unilateral

...ECaptovtal and to pEyebog tov euforov ko
T1 YEVIKT] KOATAGTAGT) TOV a50evoUC




2nNuela

v Tayvkapdio 2 polikf Tvevpovikn eppoin)
v Tayvmvowa v vrébraon
v NMAoeNTOS 6QUYNOS TAVE® 00 TO

20 NEGOTAEVPLO OLAGTNLO v ROikn aovvouia

v "Evtovog 30¢ KapdLokog T0vog v oypbémTa

V' 2006TOAMKO QUONN0 IE EMITUOT KUTA ]
TNV ELGTTVON] GTO UPLOTEPO YELAOS TOV V' EQLOPMOT
GTEPVOV (OVETAPKELN TPLYADYYLVOG)

v oMyovpia

v EANPEUCUEVO EMITEOO GLVEIONONG




AEpla ailpatoc

@'Exouv TIEPLOPLOMEVT OLAYVWOTLKN a&la

Ymogaiyia PaO, <80mmHg (>40% &xouv guaoioloyiko SatO2)
YT1rokatvia

AVATTIVEUOTIKI OAKAAWON

4.  AptnpliokuyeAidikn diagopd puaioloyikr o€ 20% Twv
aoBevwyv pe MNE

5. HutmepkaTtvia gival acuvrOng kai uttodnAEi Tnv UTTAPEN




HAEKTPOKAPAIOI PAOHMA

@© Evuprjpato Mn e10iké

© Aldyvwor) ATTOKAELCHOU EUGPAYHATOG LUOKAPSIOU 1)
TepLKoPOLTLOOG

®S,Q,T,
® Avaotpoda T otigV. -V,

© OAePokopPikr tayukapdia (0To 40%), UTIEPKOLALOKEG
TOYUKOPOLEG

® Block 6€€loU okeAouc o€ 16% Twv acBevwy
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1. EKtipnon tng kKAwikn¢ mibavatntag: Wells Score

lotopko / KAWVIKA Eupripata Score
Juprtwpata kot onpeia €.t.p. dAeBobBpouBwong 3.0
Taxukapdia >100 /min 1.5
Aklvntornoinon oto KpePATL (eyxeipnon, Tpavua, 15
eyKEDAALKO) '
lotopikd PpAeBoBpopPwoncn MN.E. 1.5
Alpomntuon 1.0
Kakor6elg oykol 1.0




1. Ektipnon t™¢g kKAwikng mBavotntag MN.E.: Geneva Score

Risk factors

Age > 65 years +1

Previous DVT or PE +3

Surgery or fracture +2

within one month Clinical Score

Active cancer +2 Probability

Symptoms Low 0-3

Unilateral lower limb +3 Intermediate 4-10
ain .

P High >11

Haemoptysis +2

Clinical signs

Heart rate +3
75-94/min +5
>95/min




Revised Geneva score®

Wells score®

Variable Points Variable Points
Predisposing factors Predsposing factors
Age =65 years i
Previous DVT or PE +3 Previous DVT or PE +1.5
Surgery or fracture within T month -2 Recent surpery or immabilization 1.5
Active malignancy 2 Cancer 1
Symproms Symproms
Unitateral lower limb pamn +3
Hacmoptyss 2 Hacmoptysis i
Cliniczl signs Clinical signs
Heat rate Heart race
7594 beats!min 3 > 100 beats/min +1.5
: =95 beats/min +5
noooo—ro Pain on lower limb deep vedn at | Clinical sgns of DVT +3
’ alpation and unilateral cedema
acBevwv ES SRR e L
Clinical judgement
ue ME Judgermes _ |
Alternatve dagnose less likely than PE -3
Clinical probability Total Clinical probability (3 levelks) Total
Low D-3 o 0-14
10% % | s di 110 |l : d
mermediate 410 ntermedate b
30% < .
o High >11 Hgh .7
65% - ——————
Clinical probability (2 levek)
PE unlicely 0-4
>4

2014 ESC Guidelines on the diagnosis and i Pty
management of acute pulmonary embolism
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D-dimers

= EuooOnoia 87-98% otn didyvwon tng MNE
(e ELISA >95%)

= E161koTNTa TOAU YO UNAY

v OI TINEG TOUG Oa TTPETTEI VA EKTIMOUVTAI HOVO 0€ CUVOUAOHMO pE TO BaBuo
KAIVIKNG UTTOWiag.

v AmrokAgiouv tnv MNE og mepimrwoeIiS XapunAnS KAIVIKAS utrowiag Kai
O& TTEPITITWOEIC METPIAC KAIVIKNG utTowiag orav xpnoiuorroigital ELISA 7 MDA




Evdoyevric 000¢ E¢wyevic 000¢

(surface contact) (tissue factor)
\ :
Xlla v
\ VI

Xla \ /
| Xa :
Vil y

Va + Xa

mpoBpouBivn— BpouLivn (lla)




Nopaywyn D-dimers

Fibrinogen

|

Fibrinogen-
degradation
products

/- Thrombin

-

Activation

Fibrin monomers

Plasmin

Fibrinolysis

Factor X

Y

Factor Xllla

'

- Fibrin clot

Cross-linked fibrin-
degradation products
containing o-dimer

Goldhaber S, NEJM 1998
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Nopaywyn D-dimers

Activation
Factor X1

/.- Thrombin /_;::t-:r Xlla

Fibrinogen —— =  Fibrin monomers

Fibrinogen- Plasmin
degradation
products

Fibrin clot

Cross-linked fibrin-
degradation products
containing o-dimer

Goldhaber S, NEJM 1998



Disorders associated with increased plasma levels of fibrin

Arterial thromboembolic disease
Myocardial infarction
Stroke
Acute limb ischemia
Atrial fibrillation
Intracardiac thrombus

Venous thromboembolic disease

Deep vein thrombosis
Pulmonary embolism

Disseminated intravascular coagulation
Preeclampsia and eclampsia

Abnormal fibrinolysis; use of thrombolytic agents
Cardiovascular disease, congestive failure
Severe infection/sepsis/inflammation
Surgery/trauma (eg, tissue ischemia, necrosis)
Systemic inflammatory response syndrome
Vasoocclusive episode of sickle cell disease
Severe liver disease (decreased clearance)
Malignancy

Renal disease

Nephrotic syndrome (eg, renal vein thrombosis)

Acute renal failure

Chronic renal failure and underlying cardiovascular disease
Normal pregnancy

Venous malformations




D - DIMER

= REVIEW 13 peAeTwv pe 12.000 acOevelg

* HALKIO X 10 YLO >50 ETWV GE CUVOUACO HE N
uPnAn kKAvikn ilBavotnta

D-dimer levels below the age adjusted cut-off value
correctly avoided imaging examinations in 30% to
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CT ayyeioypapia

@ Amote)el Tnv €§€Taon EKAOYTG TNG N LACLKAG TIVEVLOVLKNG EUBOAT]G

® To OeTIkd ATOTEAEGUA TILOTOTIOLEL TN OLAYVWOT) KoL OEV ATIALTEL TIEPALTEPW
Tiiotomnoinon.

H YTToAQyIOTIKI TOJOYpA®ia TIVEUPOVIKWY apTNRIWVY €XEI TN MEYAAUTEPN
guaioBnoia kai €101KOTNTA yia Tn didyvwaon eMBOANG O€ KUPIOUG, )\ogaloug
N TMNMUATIKOUG KAGDOUC TWV TTVEUUOVIKWY OPTNPIWV.

Single-detector CT (SDCT) euaioBnaoia:70%, €1dikotnta 90%
J Thromb Haemost 2005

Multi-detector CT (MDCT) euaic0noia:83%, €101kéTnTa 96%
PIOPED II, N Engl J Med 2006
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Eikova epppdktwv otn CT Bwpaka
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2TTIVONpoypa@nua agpiouou - alNAaTwong

AntoteAEopata: GUCLOAOYLKO, YAUNATG, EVOLAESNG KOl UYNANG
mBavotnrtag

MeyaAo mocooto (>50% ) evoldueong BoavoTNTAG (LN OLOyVWOTLKO)
AladopoToinon EKTIUNTWY (UTIOKELEVIKN EKTIMNON)

AcBeveig e XAl — epdpuonpua: MeyaATtepeg OUOKOALEG

To ducloloyiko omiivOnpoypadnpa armokAeiet tnv ME.




2MINOHPOI'PAOHMA AEPIZMOY - AIMATQ2HX

" Awyotepn aktvofohio ard CT (1,2mSv
EVOVTL 2-6MSv avtiotolya)

[potiuaTal oe:

= AoBeveiqg pe yapunAn kAwvikn Bavotnta kat puotoroyikn a/a
Owpakog

= 3€ VEOUG (YUVAIKEG)

= AMepyia o€ oklaypadikd (Llotopikd shock)
=  Eykupoouvn

= Nedplkr] avemdpKeLa

= MUEAWPO KOL TIOPATIPWTELVALULN

SPECT (single photon emission CT)




2TTLVOnNpoypadnuUa 0EPTLOUOU ATUATWONC
ubnAnc miBavotntac

Lung Ventilation

Lung Perfusion
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[MveupoVvIKi ayyeloypa@ia

H Ttrveupovikr) ayyeioypagia arroteAovoe 10 gold standard yia Tn
dlayvwon tng MNE.

v'H CT TIVEUPOVIKWYV QyYEiWwV TTPOCPEPEI TTAPOUOIA ATTOTEAECUATA
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Yriepnxoypaenuo kapdi1ag

To 25% Ttwv acBevwyv ue MNE
TTapouaidlel diIdtaon RV

Echo criteria:

e Ao non-standardized; various combinations
o 80 = I and thresholds
Sarggiove £ RV dilatation (RV>LV, or RVEDD
3211991 " 4
e - . >30 mm)
o _ , [ RV free wall hypokinesia
5, : - 4 s d :
- \\ - Paradoxical septal wall
-~ Pulmonary hypertension (RV-RA

N 5 gradient >30 mm Hg, or pulm
acceleration time <80 ms)

= A€V OUVIOTATOL OTO OLAYVWOTIKO aAyoplBuo ¢ MNE yia
aLpodLVO LKA oTtaBepoug aoBeveiq
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Suspected PE with shock or hypotension

CT angiography immediately availante 2014 ESC Guidelines on the diagnosis and
l | l management of acute pulmonary embolism

'

Echocardiography

'

RV overload®

|

l CT angiography

Y.es — 3"3;1?3"3 ——  CT angiography
| patient stabilized
i [

; ' '

No other test available® positive negative
or patient unstable

Y

Search for other causes PE-specific treatment: Search for other causes
of haemodynamic instability primary reperfusion® of haemodynamic instability

CT = computed tomographic; PE = pulmonary embolism; RV = right ventricular.

*Includes the cases in which the patient’s condition is so critical that it only allows bedside diagnostic tests.

bApart from the diagnosis of RV dysfunction, bedside transthoracic echocardiography may, in some cases, directly confirm PE by visualizing mobile thrombi in the right heart
chambers. Ancillary bedside imaging tests include transoesophageal echocardiography, which may detect emboli in the pulmonary artery and its main branches, and bilateral
compression venous ultrasonography, which may confirm deep vein thrombosis and thus be of help in emergency management decisions.

“Thrombolysis; alternatively, surgical embolectomy or catheter-directed treatment (Section 5).




2014 ESC Guidelines on the diagnosis and

management of acute pulmonary embolism
|

Assess clinical probability of PE
Clinical judgment or prediction rule®

l l

Low/intermediate clinical probability High clinical probability
or PE unlikely or PE likely
D-dimer
l
negative positive
A
CT angiography CT angiography
l l l ! |
no PE PE confirmed- no PE PE confirmed*
! ! ! ! !

No treatment®

i i Treat t®
or investigate further? reatmen

No treatment® Treatment®

CT = computed tomographic; PE = puimonary embolism.
“Two alternative classification schemes may be used for clinical probability assessment i.e. 2 three-level scheme (clinica probability defined as low, intermediate, or high) or 2
two-level scheme (PE unilkely or PE likely).When using a moderately sensitive assay, D-dimer measurement should be restricted to patients with iow clinical probability or a
PE-unlikely classification, while highly sensitive assays may also be used in patients with intermediate clinical proabllicy of PE Note that plasma D-dimer measurement Is of limited
use in suspected PE occurring In hospitalized patients.

“Treatment refers to anticoagulation treatment for PE

“CT anglogram Is considered to be diagnostic of PE If It shows PE at the segmental or more proximal level.

“In case of a negative CT angiogram In patients with high clinical prebabificy, further Investigation may be considered before withholding PE-specific treatment
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2014 ESC Guidelines on the diagnosis and
management of acute pulmonary embolism

Value of lower limb compression ultrasonography

Under certain circumstances, CUS can stll be useful in the
diagnostic work-up of suspected PE. CUS shows a DVT in 30-50%
of patients with PE,’ Maddaniie finding proximal DVT in a patient
suspected of PE is sufficient to warrant anticoagulant treatment

, . 194 a
without further testing. = Hence, performing CUS before CT may
be an option in patients with relative contraindications for CT such

195,196

as in renal failure, allergy to contrast dye, or pregnancy.

CUS showing a proximal DVT in a patient with clinical suspicion of PE
confirms PE.
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=  Tuyaio evpnua — Bepamneia




= EkTipnon g mpoyvwong

Acute RV dysfunction is a critical
determinant of outcome in acute PE.




Original and Slmphfled PESI (pulmonary embolism severity index)

Age Age in years | point (if age >80 years)
Male sex +10 points -
Cancer +30 points | point
Chronic heart failure +10 points
| point

Chronic pulmonary disease +10 points
Pulse rate 2110 bp.m. +20 points | point
Systolic blood pressure <100 mm Hg +30 points | point
Respiratory rate >30 breaths per minute +20 points -
Temperature <36 °C +20 points -
Altered mental status +60 points -
Arterial oxyhaemoglobin saturation <90% +20 points | point

Class 1:<65 points 0 points= 30-day mortality risk 1.0%

very low 30-day mortality risk (0-1.6%) (95% ClI 0.0%-2.1%)

Class II: 66-85 points

low mortality risk (1.7-3.5%)

Class lil: 86-105 points 2| point(s)= 30-day mortality risk 10.9%

moderate mortality risk (3.2-7.1%) (95% CI 8.5%—13.2%)

Class IV: 106-125 points

high mortality risk (4.0-11.4%)

Class V: >125 points

very high mortality risk (10.0-24.5%)
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reperfusion?
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tment, if feasible'
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Initial Treatment

Unfractionated
neparin

Low-molecular-weight
heparin

Fondaparinux
Thrombolysis

Percutaneous mech-
anical embolectomy

Surgery
Vitamin K antagonists

=5 Days

Long-Term Treatment

Vitamin K antagonists
(INR target, 2.0-3.0)

Extended Treatment

Vitamin K antagonists
(INR target, 2.0-3.0 or 1.5-1.9)

Indefinite
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Active cancer
Unprovoked PE
or
Recurrent VTE

Indefinite




LMWH n UFH

Apeon Kol TIAY}pNG AVTLITNKTLKT oywyn).

Ot dlayvwoTikeég e&eTAOELG dev Ba TipemeL va kaBuoTtepouv tnv evapén g
eUTIELPLKNG Beparteiag

Apxtkd evOoPAEPLa yoprynon nrapivng ( evepyotolel tnv avtiBpopBivn )

EmiBpaduvel 1] avaoTEAEL TNV €EEALEN NG €V Tw BABeL PAeBoBpdpPwong kat
LELWVEL T TIVEUOVIKE EBOA

UFH
OepatreuTIKA ETTITTEDQ O TTPETTEI VA ETTITEUXOOUV TIG TTIPWTES 24 WPES

2TOX0G:1.5 @OPEC TO AVWTEPO OPIO TNG PUCIOAOYIKNG TIUNG aPTT




Warfarin

= H avtimnktikr} dpdon g Bapdapivng emTuyxaAveTol HECW TNG
AVOOTOANG TWV TTAPAYOVTWY TMENG TTou e§0pTWVTAL ATIO TN
Brropivn K (11, VI, IX, kot X)

= Méegylotn dpdomn PHETA 36-72 WPEG ATIO TNV APXLKN XOPTIyNoNn

= Tithomoinomn nueprolag doong (Ba mpemel va mopakoAouBeital
1 T Tou INR)

= 210x0G INR:2-3

© YmoAoytopog INR apyikd kaBnuepva kat otn ouveyela [ week




NEa QVTLUTNKTIKA dapLoKa

Parenteral, indirect

|X

/

——  |Xa

Villa

Fondaparinux

Eliquis

l
Dabigatran ﬁ
Pradaxa

Fibrinogen * Fibrin

Xarelto Va AT
Rivaroxaban _I
Apixaban, LY517717, Du-176b, YM150
AT NMH
Il




OpouoAuon

Evoei&elg
» Alpoduvoapikr aotdBela
> 2e ao0evelg pe StatapayEg TG 0e€Lds kapdlakng Aettoupyiog

> 2e aoBeveiq uPnAov kivdUvou pe YAUNAEG KAPSLOTIVEUUOVIKEG
ededpieg

AmtoteAel Tnv avtipeTwTion ekhoyrig o€ padikri MNE

ZuvioTwWHEVN 60601: somg alteplase bolus

Agv TIPETEL VO TIPOLY LOLTOTIOLEITOL OE PN LOLGLKY] TIVEUOVLKY] EMPOAN




O1ATpo KATW KO1ANC OAERQC

Evéeiéeic:

= AoBeveig 0TOUG OTIOIOUG UTIAPYEL ATIOAUTN
QAVTEVOELEN XOPTIYNONG OVTLTINKTLKTG LY WYTS

= AoBeveig ol omolol pe utotpomidlovTa ETELCOOLA

dbAeBoBpdpBwong apd Ty opB] Ajyn
QVTLTINKTLIKTC Y WYTS



Table 2. Contraindications to Anticoagulant Therapy.*

Absolute contraindications

Active bleeding

Severe bleeding diathesis or platelet count = 20,000/ mm3
Meurosurgery, ocular surgery, or intracranial bleeding within the past 10 days
Relative contraindications

Mild-to-maoderate bleeding diathesis or thrombocytopeniay

Erain metastases

Recent major trauma

Major abdominal surgery within the past 2 days

Gastrointestinal or genitourinary bleeding within the past 14 days
Endaocarditis

Severe hypertension (i.e., systolic blood pressure =200 mm Hg, diastolic
blood pressure =120 mm Hg, or both) at presentation

Bates S et al, N Engl J Med 2004;351:268-77.



Aldapkela Bepamneiloc

* [VwoTol TapAyovteG KIVOUVOU: 3 UNVEG
* [pwto LOL1OTIOEG ETELOOOLO: 6 PUTVEG

= AOLTEG TIEPLMTTWOELG: TOUAAYLOTOV 6 UNVEG



Occult cancer presenting as
unprovoked pulmonary embolism

= ~10% of patients presenting with unprovoked
PE will develop cancer within the next 5—10
years, with the majority of cases appearing in
the first 1—2 years after diagnosis of PE

= The search for occult cancer after an episode
of VTE may be restricted to careful history,
physical examination, basic laboratory tests,
and a chest X-ray






AvOpOG 51 ETWYV, N KATIVIOTNG, KINVOTPOdOg,
npoocepyetoL oto TEI

1) OL0&LPLOTIKO BWPAKIKO AAYOG
TIAEUPLTIKOV TUTIOV, aldviolag evapéng

2) dvuoTIvoLd
3) EMTIUPETO £wWG 38° C



Napoyoa vooocC

= ‘EAaPe €€ltriplo 1 nuEpa mipLy attd opBomediKr) KALVIKNA
» [MoAuKaTaypaTLOG (TPOYOLO ATUYNA TIPO 14N UEPOV):
# AE pnplaiov (ecwTteplkn ooteoocuvBeon)
# AE kvrjung (ecwteplkr) ooteoouvBeon)
# AP mimyeokapTilknG (e&wtepLkr) ooteoocuvOeon)

AvodEPETAL OUAAT] LETEYXELPNTLKT] TIOPELX KoL 0 aloBEVTG

eNaE €EITTPLO 10 NUEPEG ETA, PE QYWYT] YL NTTOPIVN
XOUNAOU poplakov Bapoug (evoéarapivn 40mg 1 X 15.C.)



QYZIKH EZETAZH:
® 1.MENIKH ETMNIZKOIMHZH: 'Oyn mtdoyovtog - BpePn koA

® 2.ANATINEYZTIKO ZYZTHMA: akpooon:
Xwplg olaitepa taBoloyikd evprjpota

® 3.MEMNTIKO: ywpig a&loloya maBoloyikd evpripota
® 4.KAPAIA,ATTEIA: Xwpig a&lohoya taBoAoyLlkd eupripata
® 5.0YPOIENNHTIKO: Xwpig a&loAoya maBoAoyikd euprjpota

® 6.NEYPOMYIKO-EPEIZTIKO-APOPQZEIZ:
oLdNUaTWOES Kol Beppd de€L6 KATw dkpo.

® 7.AEPMA: eKYUPLWOELG OTA KATW AKPQ




» HKT: dAePokopPikn Toyukapodia (115 odp/min)

= Agpia aipotog (02 e pLviko Kabetrpa Kot por)
2[t/min)

p02=89 mmHg

pCO2=35 mmHg

ODH=7,501

HCO3-=27 mmol/L



1) Ektipnon tng kKAwvikng mbavotntag: Wells Score

lotopko / KAWVIKA suprRpaTa Score
JupuMTWHOTO Kot onueia €.1.5. dAeBobpouBwaong 3.0
Toayukapdia >100 /min 1.5
AKlvntomoinon oto KPEPATL (eyxeipnon, Tpavpa, eykedoAikd) 1.5
lotopkod PpAeBoBpouBwonc i M.E. 1.5
Alpomtuon 1.0
KakornBeLg oykol 1.0

[1:E. KAWLKOL «TTLOGVOTEPR AITO EVAAAOKTUKN OLOYVWGE N »

3\ 4 |/ 4 A i \
[KALVLKT) EGETO0N, OKTWOYpapLa Bwpoka, HKT, agpta aLporog)
4 4 4 4
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lotopko / KAWVIKA suprRpaTa Score
SuUTTOUATA kot onpeia £.1.B. dPAeBoBPOUBwWANG s 30 >
Toayukapdia >100 /min 1.5
AKlvntomoinon oto KPEPATL (eyxeipnon, Tpavpa, eykedoAikd) 1.5
lotopkod PpAeBoBpouBwonc i M.E. 1.5
Alpomtuon 1.0
KakornBeLg oykol 1.0

[1:E. KAWLKOL «TTLOGVOTEPR AITO EVAAAOKTUKN OLOYVWGE N »

3\ 4 |/ 4 A i \
[KALVLKT) EGETO0N, OKTWOYpapLa Bwpoka, HKT, agpta aLporog)
4 4 4 4




1) Ektipnon tng kKAwvikng mbavotntag: Wells Score

lotopko / KAWVIKA suprRpaTa Score
SuumTopaTa Kat onpeia £.1.B. dpAeBoBpouBwong e 30 >
4 Toxukapdia >100 /min 15 >
AKlvntomoinon oto KPEPATL (eyxeipnon, Tpavpa, eykedoAikd) 1.5
lotopkod PpAeBoBpouBwonc i M.E. 1.5
Alpomtuon 1.0
KakornBeLg oykol 1.0

[1:E. KAWLKOL «TTLOGVOTEPR AITO EVAAAOKTUKN OLOYVWGE N »

3\ 4 |/ 4 A i \
[KAWLKN EceTAON, akTWoypagla Bwpaka, HKT, aepla apatog)
4 4 4 4




1) Ektipnon tng kKAwvikng mbavotntag: Wells Score

lotopko / KAWVIKA suprRpaTa Score
S ULTTTWHATA KAt o‘n;i:e.t.ﬁ. dAeB0BPOUPBWONG . 30 >
4 Toxukapdia >100 /min 15 >
@onoincn 0TO KPEPATL (eyxeipnon, Tpalipa, eykedalikd) 1D
lotopkod PpAeBoBpouBwonc i M.E. 1.5
Alpomtuon 1.0
KakornBeLg oykol 1.0

[1:E. KAWLKOL «TTLOGVOTEPR AITO EVAAAOKTUKN OLOYVWGE N »

3\ 4 |/ r A i \
KAWLk egetaon, aktwoypadia Bwpaka, HKT, agpla aipotog)
4 4 4 4




1) Ektipnon tng kKAwvikng mbavotntag: Wells Score

lotopko / KAWVIKA suprRpaTa Score
S ULTTTWHATA KAt o‘n;i:e.t.ﬁ. dAeB0BPOUPBWONG . 30 >
4 Toxukapdia >100 /min 15 >
@onoincn 0TO KPEPATL (eyxeipnon, Tpalipa, eykedalikd) 1D
lotopkod PpAeBoBpouBwonc i M.E. 1.5
Alpomtuon 1.0
KakornBeLg oykol 1.0







* [Tola elvat n emopevn e€€taon;
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AAyOpLOpoc Stayvwonc MN.E. og «otaBepd» acbevn

KAwwkn vnodia ‘

XaunAn/svéiaueon uynin

A 4

D-dimers (ELISA)

MD-CTPA

<500 ug/! >500 ug/!

apvnTIKN Uetikn

apvNTIKNA Uetikn

Oepancia* Oepancia

o
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[uvailka 64 ETWY, N KATIVIOTPLA, OLKLOKA,
OLOKOMIOTNKE ATIO LOLWTLKT] KALVLKT) AOyw
ETILYQLOTPLKOU AAYOUG KAl MULKNG OUVOiag
aPLOTEPOU AVW AKPOU.




[loapovoca vOOooC

= NoomAELa ATIO 41N UEPOV GE LOLWTLKT] KALVIKT) AOYW
opBomedikov yelpoupyeiou (emavopOwTLkn
enmePBaon MopapopPwTIKNG apOpitidag peyaAwy
OAKTUAWY AKPpWV TTOOWV AudwW).

To eTELOOOL0 EUPAVIOTNKE KATA TNV EYEPON TNG
ao0evVoUG HETA ATIO 4T)UEPT) KATAKALOT.

>tV acBevn 6ev yopnynOnke avTimnKTIKT aywyn



Nopovoa vococ (ouv.)

* HaoBevng avadepel:
1) ETILYAOTPLKO AAYOG, atdvidlag Evapéng
2) LOUVOLA, L WOLla APLOTEPOU AVW AKPOU

3) Edidpwon



= All=90/so0mmHg

= >PUEELC = 140/min

= AVOTIVOEG = 25/min




QYZIKH EZETAZH:
@ 1.MENIKH EMNIZKOIMHZH: 'Oym ntaoyovoag - Opedm KaAn

@ 2.ANATINEYZTIKO ZYZTHMA: akpoaon:
Xwpig dlaitepa maBoAoyika euprjpota

@3.T1EMTIKO: ywpig a&loAoya taBoAoyLlkd euprjpota
®4.KAPAIA,AITEIA: Xwplg a&lodoya maBoAloylkd gupripata.

Wuxpo kot AoPuypo oploTEPO AVW OKPO, KUAVWOT) AKPWV
SAKTUAWV

@ 5.0YPOIENNHTIKO: Xwpig a&loAoya maBoAoylkad eupripata

®6.NEYPOMYIKO-EPEIZTIKO-APOPQZEIZ:
TEPLOEOT AKPWV TIOOWV (LETEYXELPTTIKA).

®7.AEPMA: Xwpic a&loAoya taBoAoyLlkd evpripota



= HKI:S1, Q3

= AEpLa aipotog (0Tov aTHoodaLplKO aEPQ)
002= 40 mmHg

pCO2=28 mmHg

DH=7,467
HCO3-=20,6 mmol/L







|-










EPFASTHPIAKA EYPHMATA (1)




EPFASTHPIAKA EYPHMATA (2)

[evikn oUpwy. XWpig
TTaBoAoyikd euphuarda




* HoaoBevng petadepbnke otn MEO yla
TTaPokoAouBN o™ KoL EVOEYOEVT
Opopoivon.



YMNEPHXOIPAOHMA KAPAIAZ
Alatoon 0g€LWV KOLAOTNTWYV peyaAov Babuov.
Aklvnola eAeV0epOU TOLYWHATOG OEELAG KOLALQK,.

AVOLKTO WOELOEC TPT QL.
PASP=55-60 mmHg




[lopeia vooou

= Katd tn voonAeia g otn MEO €1€bn o€
KAQLOGLKT] NTTIOpLvN KOl TIpouGCiaoe
ONMUAVTIKN KALWVIKT] BeATiwon.

* MetadepOnke otnv Mav. MNveup/kr} KAk
LETA ATIO 5 NUEPEG



TRIPLEX®AEBQN KATQ AKPQN

* [Mapatnpeital mtepidpepikn Bpoufwon otn deéla
KOLVT) pnplaia.




AVO1KTO WOEL0EC TpNua

= ATEATIG OUYKAELOT)
WOELOOUG TPTMATOG O€
0000 TO 25%.

Patent foramen ovale: a review of associated






