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«Avopoloyevnc» opado acbevwy
> eudoaon otn BaplTnTa TNC MVEUUOVLIKNG EUBOANG

British Thoracic Society (GB), Lancet 1992 1%

PIOPED (US), N Engl J Med 1992 2.5%
MAPPET Registry (D), JACC & Circulation 1997 20%
JA Heit (DK), Arch Intern Med 1999 28%
ICOPER Registry, Lancet 1999 17%
M Nakamura (JP), Clin Cardiol 2001 14%
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O davAoc KUKAOC TNC avemapkeLac tne A.K.

PA pressure /N Persistent o=Pxr/h
e
RV afterload A\ RV wall stress A\
O, demand A\

RV dysfunction / . R d

myocardial injury ﬁ

/ \ [RV perfusion ¥ ??]

RV ejection 7 Septal shift
LV preload 7

!

LV ejection \y el Ynotaon / Shock

C Greyson. Cardiovasc Res 1997; Am J Physiol Heart Circ Physiol 2000
Schmitto JD. Eur J Cardiothorac Surg 2009



>
=
©
Tt
@)
=
©
=
S
®
@)
-
£

RVPO Hypotension Shock CPR
(Echo)

* RVPO: right ventricular pressure overload

W Kasper. J Am Coll Cardiol 1997;30:1165-1171



H dtaotpwpatwaon Kwvduvou apyilel pe tnv umtoPia MM.E.

Recommendations

= |nitial risk stratification of suspecte
on the presence of shock and h
to distinguish between patients wi
of PE related early mortality l B

EUROPEAN
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Yrotaowkot a.oBsveic «uPpnAol» Kivduvou

Suspected acute PE

<o 49O
v l

‘ Ifferent management
l strategies

EUROPEAN
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Yy nAoc kivbuvoc o€ atpoduvautkn aotabela
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PD Stein. Chest 1995;108:978-981



AAyoplBuoc dtayvwonc M.E. upnAou kivdéuvou

AMEZH duvatotnta ektéAeong CTPA ?

l oxt voi

Ynepnxoypdadpnpa

1

AucAettoupyia A.K. ? CTPA
oxt
Uetikn apvnTIKA
EvaAAOKTLKN AVIEZH OEpanelo EvaAAOKTLKN
dlayvwon OpoupoéAuvo dlayvwon
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Recommendations

/ » Anticoagulation with UFH sh
in patients with high-risk P A

( = Systemic hypotension shoulc

progression of RV failt

/ = \asopressive drugs are recon |
with PE G
/ » Dobutamine and dopan |
low cardiac output and B
/ » Aggressive fluid challenge is nc B
/ = Oxygen should be admi G

Thrombolysis, Surgery,
or Catheter-Based Treatment !

www.escardio.org - p—



KAaown nrapivn (UFH) og uynAou kwvduvou TME

(kaw o€ vedpiki avenapkela, uPnAo kivbuvo atpoppayiog)
Start: 80 U/kg as bolus, 18 U/kg/h infusion rate

Maintain: Infusion Rate Based on aPTT

aPTT Dose change

<35 sec (<1.2-fold elevated) 80 U as bolus, infusion rate A by 4.0 U/h
35-45 sec (1.2-1.5-fold) 40 IE U as bolus, infusion rate A by 2.0 U/h
46-70 sec (1.5-2.3-fold) No change

71-90 sec (2.3-3.0-fold) Infusion rate ¥ by 2.0 U/h

>90 sec (>3.0-fold) Stop infusion for 1 hour, then continue with

infusion rate ¥ by 3.0 U/h

Raschke RA. Ann Intern Med 1993; 119:874-81

www.escardio.org
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neon Bepareia o€ alpoduvVaLKA aoTtaBeLa

Recommendation

Class

Level

OpoppoAuTikn Bepareia yla Tou¢ a.oOevelc pe
uynAou kwwduvou MNE mou nmapouctalovral Ye
EUUEVOUOQ UTtoTaon N kapdloyevéc shock

XelpoupyLkn epPolektopun eivat evallaktiki Avon
AN n BpopBoAucon avevdeikvutal amoAuta ) €XEL
QTTOTUXEL

AlakaBetnplakn avappodnon/TeHaxLOUOS TOU
Bpoppou eival iowg evaAhaktik) Avon AN n
BpouPoAuon avevdeikvuTal amoAuTa 1 £XEL
QTIOTUXEL

| (1)

1 (2)

Ib (2)

A (B)

C(0)

C (c)
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Overview of Randomised Trials 1972-2002

Study Year N Groups PE-Diagnosis FU (d) End points
UK (82) .
B ueer 1973 | 160 it i PA, LS 14 angio, haemo
Marini 1988 30 UK(ZO) PA, LS 7 LS
Heparin (10)
. SK (13) :
Tibbutt 1974 30 Heparin (17) PA 3 Angio
SK (14) :
Ly 1978 25 Heparin (11) PA 10 Angio
J-Sanchez 1995 8 SK4) PA 3 LS
Heparin (4)
PIOPED 1990 13 rtPA.(9) PA, LS 7 Haemo
Heparin (4)
. rtPA (33)
Levine 1990 58 Heparin (25) PA, LS 10 LS
rtPA (20) :
PAIMS-2 1992 36 Heparin (16) PA 7 angio, haemo
- Goldhaber 1993 101 rtPA.(46) PA, LS, echo 14 echo
Heparin (55)
2002 | 256 PA (118) PA, LS, echo 30 clinical

q MAPPET-3

Heparin (138)




Thrombolysis Highly Effective

E_I_LI_I_ll_I_L_lJ_.l | B I L1 | L]

NP Fam. N Engl J Med 2002; Vol.

347, No. 15



Risks of Thrombolysis

Study
UPET 1973
USPET 1974

Levine 1990

PAIMS-2 1992
Meyer 1992
Sors 1994

Kanter 1997

MAPPET 2002

Overall

Design
P,R
P,R
P,R
P,R
P,R

P,R

Meta analysis
(5 studies)

P,R

Thrombolytic

UK (vs. heparin)

UK vs. SK

(no heparin group)

rtPA (vs. heparin)

rtPA (vs. heparin)

rtPA vs. UK
(no heparin group)

2 rtPA regimens
(no heparin group)

rtPA vs. UK

(no heparin group)

rtPA (vs. heparin)

Bleeding (Thrombolysis Group)

Major

37/82

32/113
12/54

0/33

4/20

7/34
8/29

0/53

1/118

101/536 (19%)

Intracranial / fatal

1/82

0/113
0/54

0/33

2/20

1/34
1/29

0/53

6/312
0/118

11/536 (2.0%)




Thrombolysis for High-Risk PE: Meta-Analysis

Studies That Included Patients With High-Risk-PE

S Wan. Circulation 2004;110:744-749

PE Recurrence or

0, ) -
Death 12/128 (9.4%) 24/126 (19%) 0.45 (0.22-0.92)
PE Recurrence 5/128 (3.9%) 9/126 (7.1%) 0.61 (0.23-1.62)
Death 8/128 (6.2%) 16/126 (12.7%) 0.47 (0.20-1.10)

Major Bleeding 28/128 (21.9%) 15/126 (11.9%)  1.98 (1.00-3.92)




OpopuBoAutika oxnuoto

Streptokinase 250,000 U over 30 min followed by 100,000 U/h over 12-24 h

Accelerated: 1.5 Mio. U over 2 h

Accelerated: 3 Mio. Uover 2 h

Alteplase 100 mg over 2 h
‘ Accelerated: 0.6 mg/kg over 15 min
Reteplase Two bolus injections (10 U each) with 30 min-interval (off-label)

Urokinase 4,400 U/kg KG over 10 min, followed by 4,400 U/kg/h over 12-24 h

www.escardio.org
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Contra-indications to thrombolytic therapy
Absolute contra-indications*:

» Haemorrhagic stroke or stroke of unknc
» [schaemic stroke in preceding 6 month
» Central nervous system damage or neo
» Recent major trauma/surgery/head inj
» @Gastro-intestinal bleeding within the las
» Known bleeding

www.escardio.org T—
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Lysis Failure™: An Unlikely Event

Incidence: 8% of thrombolysed patients, based on
clinical and echo criteria

E——E CHEST Original Research
— Management of Unsuccessful

PULMOMARY EMEBOLISM
Thrombolysis in Acute Massive

Pulmonary Embolism
Nicolas Menepean, MD, PRD: Marie-France S&ronde, MDD

Marie-Cécile Blonde, MD); Flerre Legalery, MDD, Koty Didier-Petit, MDY
Florent Briand, MID); Flona Ceulfisld, MSe; Frangods Schicle, MDD, PRI
Tvette Bernard, MDD, and Jean-Pierre Bassand, MD

N Meneveau. Chest 2006;129:1043-1050



Echocardiography
(paradoxical septal wall)

— [ItPA + Heparin
Heparin alone

o

At 12 h
hagnosis

S Konstantinides, Am J Cardiol 1998;82:966-970



Alternative: Surgical Embolectomy

N
T

L

L Aklog. In: Management of Pulmonary Embolism. Humana Press 2007



Surgical Embolectomy for Massive PE

Author Country Pub(:lt:taetion pEnT: d Patients Operations/ly  Deaths zzﬁ;ﬁ?;
Aklog USA 2001 1999-2001 29 14,5 3 10%
Doerge Germany 1999 1979-1998 41 2,2 12 29%
Ullman Germany 1999 1989-1997 40 5,0 14 35%
Jakob Germany 1995 1988-1994 25 3,6 6 24%
Gulba Germany 1994 1988-1993 13 2,6 3 23%
Stulz Switzerland 1994 1968-1992 50 1,9 23 46%
Laas, Schmid Germany 1993 1975-1992 34 2,0 15 44%
Bauer Switzerland 1991 1978-1990 44 3,7 9 20%
Kieny France 1991 1970-1989 134 7,1 21 16%
Meyer France 1991 1968-1988 96 4,8 36 38%
Clarke England 1986 1960-1985 55 2,2 24 44%
De Weese USA 1976 1961-1975 11 7 64%
Gesamt ...................................................................................... 837 ...................... 26131% ......

L Aklog, Kapitel in ,Management of Pulmonary Embolism“. Humana Press 2007



Alternative: Catheter-Based Therapy

N Kucher. In: Management of Pulmonary Embolism. Humana Press 2007

Guide wire port

\

/ L-shaped
aspiration

AngioJet Xpeedior, Possis, MN Aspirex, Straub, CH




Vena Cava Filters

Recommendation Class Level
IVC filters may be used when there are absolute

contraindications to anticoagulation and a high risk of lib B
recurrence

The routine use of IVC filters in patients with PE is not i B

recommended




Noppotaotikol acBeveic «pun vpnAov» KivdéUvou

Suspected acute PE

Shock or hypotension*
High-risk** Non-high-risk**

J, Different management l

strategies

AMERICAN COLLEGE OF - @
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¢ Treatment Recommendations

Recommendation

Class

Level

LMWH or fondaparinux recommended form of initial
treatment for most patients

Routine use of thrombolysis (afterload reduction) in
non-high-risk PE patients is not recommended (1B);
may be used in selected patients

1 (1)

lib

A (A)

AMERICAN COLLEGE OF

T e LT e R Through Education
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CARDIOLOGY ®



Thrombolysis in Non-High-Risk PE

No Clinical Benefit (?)

Studies That Excluded Patients With Massive PE

Outcome

Recurrent PE or
Death

Recurrent PE

Death

Major Bleeding

Thrombolysis
n/N

13/246 (5.3%)

5/246 (2.0%)

6/246 (2.4%)

Heparin
n/N

12/248 (4.8%)

7/248 (2.8%)

6/24

8/248 (3.2%)

OR
(95% Cl)

1.07 (0.50-2.30)

0.76 (0.28-2.08)

1.16 (0.44-3.05)

0.67 (0.24-1.86)

S Wan. Circulation. 2004;110:744-749



Need For Further Risk Stratification ?

Recommendation Class Level
In non-high-risk PE patients, further

stratification to an intermediate or low-risk PE

subgroup based on the presence of of RV lla B

dysfunction and myocardial injury should be
considered

.escardio.org
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Acute Pulmonary Embolism:

How to Detect RV Dysfunction ?




Early Markers of RV Dysfunction

e

*e

ECG

* Right heart catheterization
» Echocardiography

* CT scan

* Biomarkers

o

AR

AR

AR

NF Voelkel. Circulation 2006;114:1883-1891



Echo criteria:

non-standardized; various combinations
and thresholds

» RV dilatation (RV>LV, or RVEDD
>30 mm)

» RV free wall hypokinesia

» Paradoxical septal wall

» Pulmonary hypertension (RV-
RA gradient >30 mm Hg, or
pulm acceleration time <80 ms)
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YriepnxoypadLka EVPNUATO OE VOPUOTOCLKOUC
LETO-OVOAUON
Relative risk of in-hospital death
Study Exposed Non-exposed RR (fixed) Weight RR (fixed)
or sub-category (nIN) (nIN) (95% CI) (%) (95% CI)
01 Echocardiography
Grifoni et al.'? 4/65 3/97 —_— 17. 44 1.99 (0.46-8.60)
Vieillard-Baron et al.'5 1/32 2/63 - 9.76 0.98 (0.09-10.45)
Kucher et al.'® 2/19 0/40 - b 2.37 10.25 (0.52-203.61)
Kostrubiec et al.'* 10/60 3/38 | 26. 61 2.11 (0.62—7.18)
Pieralli et al.'® 4/35 0/26 = P 4,14 6.75 (0.38-120,10)
[ subtotal (95% C)) 211 264 < 60. 32 2.53 (1.17-5.50) |
Total events. 21 (Exposed), 8 (Non-exposed)
Test forheterogeneity : y*=2.09,df=4 (P=0.72), F=0%
Test foroverall effect: Z=2.35 (P=0.02)

Apvntikn mpoyvwotiki aéia: 60 (55-65)%
Octikn npoyvwotikn aéio: 58 (53-63)%

0.01 0.1 1 10 100
No RV dysfunction RV dysfunction

O Sanchez. Eur Heart J 2008;29:1569-1577



RV Dysfunction in Normotensive PE:

Therapeutic Implications ?

Patients (%)

50

40

30

20

10

Bl Alteplase (n=118)
[ 1 Placebo (n=138)

13 (11%)

P=0.006

34 (24.6%)

Alteplase
(n=118)

Placebo
(n=138)

S. Konstantinides. N Engl J Med 2002;347:1143



RV Dysfunction in Normotensive PE:
Therapeutic Implications ?

30%| 1 Alteplase (n=118) P=0.001
|| = Placebo (n=138) (23?%%)
o 20%
c
(¢})
©
O
=
10%
0

Death CPR Shock Intubation Emergency
Thrombolysis

N Engl J Med 2002;347:1143



Evpnuato amo tnv agovikn topoypadia

CT Criteria:
retrospectively tested

» RV dilatation, RV:LV >1.0
(or RV:LV >1.5)

» [Leftward septal bulging]

» [Pulmonary arterial obstruction
indexes (Bankier, Qanadli, Mastora)]




RV Dysfunction (CT) in Patients Without Schock

Study Exposed MNon-exposed RR (fixed) Weight RR (fixed)
or sub-category (nIN) (nIN) (95% CI) (%) (95% Cl)

Negative predictive value: 58 (51-65)%
Positive predictive value: 57 (49-64)%

02 Computed tomography

Ghuysen et al. 7 3/24 3/47 —) 14.69 1.96 (0.43-8.98)
van der Meer et al. 18 10/69 3/51 +—8— 24.99 2.46 (0.71-8_50)
[ Subtotal (95% C1) 93 98 I 39. 69 2.28 (0.87-5.98) |
Total events: 13 (Exposed), 6 (Non-exposed) ~
Test for heterogeneity: x> = 0.05,df =1 (P=0.82), 7 =0%
Test for overall effect: Z=1.67 (P=0.09)
Total (95% Cl) 304 362 < 100.00 2.43 (1.33-4.45)

Totalevents: 34 (Exposed), 14 (Non-exposed)
Test for heterogeneity: ¥* =2.14,df =6 (P=0.91), = 0%
Test for overall effect: £ = 2.88 (P = 0.004)

0.01 0.1 1 10 100
No RV dysfunction RV dysfunction

O Sanchez. Eur Heart J 2008;29:1569-1577



Epyaotnplokol Blodeilktec: TPOTIOVIVEC

bound and circulating troponin Troponin T: independent predictor
of 30-day mortality

in 56 (unselected) patients with PE

Cumulative survival

Cardiac myocyte

1 |—| Sttt T, — SR {
0,8
_\_|_I log rank 17.05, p < 0.001

0,6 1

Tropomyosin

Structurally bound

cTnT = 0.1 ng/ml

0,4

0,2

0
@ 0 5 10 15 20 25 30
& Follow-up [days]

S Korff. Heart 2006;92:987-993 E Giannitsis. Circulation 2000;102:211-217



Tpormovivec kal Bvntotnta: Meta-avaluon

Data from 20 studies (4 retrospective); n=1,985 pts (1998-2006): Troponin 1" in 31%

Study Tn positive Tn negative OR OR
or sub-category n/N n/N 95% ClI 95% Cl
01 Troponin |
Meyer 0/14 /22 Not estimable
Douketis 0/s 0/19 Not estimable
Kucher 4/28 1/63 EE— 10.33 [l.10, §7.20]
Mehta 1/18 1/20 —_— 1.12 [c.0s, 19.28]
Enea 4/20 0/e —_—— 3.55 [0.17, 75.58]
La Vecchia 5/14 1/324 —. 18.33 [L.89, 177.48)]
Yalamanchili 8/z24 9/123 — 6.33 [2.14, 18.77)
Douketis JD 6/862 L0/396 —— 4.14 [Ll.45, Lll.82)
Scridon 23/73 5/68 — 5.80 [2.08, 16.33]
Binder 6/46 1/78 —_—l 11.55 [l.34, 9$9.27]
Amorim 2/42 1/18 _— 0.85 [0.07, 10.02]
e D >
Subtotal (95% CI) 408 885 ‘ 4.01 [2.23, 7.23]
Fotaeremte—T4Frrpostrer-S7-thrregahver
Test for heterogeneity: Chiz = 1252, df =9 (P =0.19), 2=28.1%
Test for overall effect: Z = 4.84 (P < 0.00001)
02 Troponin T
Giannitsis 8/18 1/38 —_—— 26.60 [3.30, 265.30]
Janata 5/41 0/65 — 19.74 [1.06, 367.18]
Pruszczyk 8/32 0/32 e — 22.55 [1.24, 409.83]
Bova 7/26 1/34 — 12.16 [1.39, 106.48]
Kostrubiec 9/39 6/861 T—— 2.75 [0.89, B.47]
Kaczynska 10/28 §/59 —— 4.91 [1 , 15.42]
Kline 2/20 o/1s1 _— 43.65 [2.02, 944.27]
Fotevski e e — 4
| Subtotal (95% Cl) 210 472 < 7.95 [3.79, 15.65]
vertsSt{Frrpostiver -t Frrregstvey
Test for heterogeneity: Chi#2 = 8,16, df =7 (P =0.32), 12=14.2%
Test for overall effect: Z =5.49 (P < 0.00001)
Total (95% CI) 618 1367 Q 5.24 [3.28, B.38]
Total events: 122 (Tn positive), 51 (Tn negative)
Test for heterogeneity: Chiz =22.81, df =17 (P =0.16), 2 =25.5%
Test for overall effect: Z=6.92 (P < 0.00001)
0001 001 01 1 10 100 1000 Log scale

C Becattini. Circulation 2007;116:427-433



[0 Prap— e
2
g temoees e e e o e but...
2 90 cardiac troponin (I)
E NOT an indepenedent
3 851 n=318 hemodynamically S £ I
stable patients 2=l .Or QIONAEE
50, Log rank p=0.008 mortality
Cl] 5I 1b 1I5 2b 2I5 3l0 D Jimenez. Eur Respir J 2008;31:847
Days
Meta analysis: cardiac troponin levels
> 9studies . did NOT adequately
» 1366 patients with — :
. distinguish between
symptomatic PE _ : _
> Pts normotensive at diagnosis high risk and low risk

D Jimenez. Chest 2009; 136:974-982



Meta-analysis of Natriuretic Peptides

Data from 13 studies; n=1,132 pts: BNP/NT-proBNP 1> in 51%

Outcome: Overall mortality

Study High BNP Normal BNP OR (random) Weight OR (random)

or sub-category ni i 95% Cl % 95% Cl

[10] Ray et al 3/29 0/19 - $ l4.82 E.15 [0.25, 105.59]
[11] Pieralii et al 4741 0/z0 & 15.31 4.92 [0.25, 95.99]
[14] Kriiger et al 1717 L/28 - 16.72 1.50 [0.09, 25.75]
[17] tenWolde et al 9/36 z2/74 — £3._1E 12.00 [2.44, 59.12)
Total (95% CI) 123 138 g 100.00 6.52 [2.04, 20.86]

L] J‘
Test for heterogenetty. Chi* =1.63, df = 3(P = 065),F =0%
Test for overall effect: Z =316 (P = 0.002)

NT-pro-BNP elevated

NT-pro-BNP normal

ni niN
[8] Pulsetal 9/53 2/54 —l— 52.20 5.3z [1.09, 25.92]
{12] Binder et al 7/67 o557 = » 15.73 14.26 [(0.80, 255.33]
[13) Kostrubiec et & 15/72 osze +—8—*F 1l6.10 15.37 [0.89, 266.09]
[15) Pruszczyk et al 15/58 0/2z1 ——w»— 15.97 15.32 [0.87, 268.39]
Total (95% CI) 250 160 o 100.00 8.72 12.78, 27.40] |
al everts. -pro- Y ; -pro- normal)

Test for heterogeneity; Chi* =085, df = 3 (P = 0.84), F =0%
Test for overall effect: Z=3.71 (P = 0.0002)

Total (35% CI) 373 z98 . 100.00 7.56 [3.35, 17.09]
Total events; 63 (NT-pro-BNP eleveted), 5 (NT-pro-BNP normal)
Test for heterogeneity: Chi* = 262, df = 7 (P =092),F =0%
Test tor overall effect: Z = 4 .86 (P < 0.00001)
0.01 01 10 100

FA Klok. Am J Respir Crit Care Med 2008;178:425-430



Acute Pulmonary Embolism
and Pulmonary Hypertension:
RV Dysfunction -
Evolving Concepts and Outlook

1) 2uvbuoaopuotl Blodektwv
2) Néeot Brodeiktec pvokapdLlaknC VEKPWONG
(uPnAou kivduvou)

3) OAokAnpwpevol Brodeikteg AK SuoAettoupylog
KoL VEKPWONC



1) Zuvbuaopol BlodelkTtwy

Parameter

Tests / Findings

RV Dysfunction

+?

Myocardial injury

RV dilatation, hypokinesis or pressure
overload on echocardiography

RV dilatation on spiral CT

[BNP or NT-proBNP elevation]
[N right heart pressures at RHC]
Cardiac troponin T or | positive
[H-FABP]

[Myoglobin]

www.escardio.org
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1) Zuvbuaopotl BlodelkTwyv

Patient group Complication risk (OR, 95% ClI)

Troponin T-negative (<0.04 ng/ml) -

Troponin-positive, echo-negative
~ 15% OAwv Twv

aoBevwv pe MN.E.

Troponin-negative, echo-positive

10.00 (2.14-46.80)

Both troponin- and echo-positive
P=0.004

L Binder. Circulation 2005;112:1573-1579



RV Dysfunction (Echo) + Injury (Troponin):
= an International Randomized Thrombolysis Trial

ib . Poland
UK
Switzerland
Belgium o > s
A :

Germany %‘ ‘ Austria

Slovenia

France

Portugal

Greece




PEITHO Status (as of January 31, 2010)

600

500

400

300

200

100

o -®

n° of enrolled patients
cumulative

e il

e ALTE]

; —— S9g.35 4:2

20
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2) Neol Brodeiktec upnAou kivdéuvou: H-FABP

H-FABP cTnT NT-proBNP
100 \H‘_"‘"-.—,_ 100 100_
80- RS . = BOE
. S S
< 60 = 60- = 601
¢ I = ]
E 40- S 40- > 40
. : - : i
3 50| — 26 ng/ml » 29/ —20.04 ng/ml ._ ® 99/ —21,000 pg/ml _
@ 204 _Zg nglml p<0.0001 201 Z2 504 nymi P 0.667 201 Z 21000 bYmi p=0.108
0"'1"'1"'|"'|"'| o111 71— OI[II
0 500 1000 0 500 1000 0 500 1000
Days Days Days
H-FABP in normotensive PE Sensitivity Specificity NPV PPV
H-FABP 26 ng/l (23% of patients) 0.89 0.82 0.99 0.28

M Puls. Eur Heart J 2007;28:224-229
C Dellas. J Am Coll Cardiol 2010; in press



CTEPH: Prognostic Value of H-FABP

100

a0

Cut-off level: 4 ng/mL

]
o
]

Sensitivity: 0.55
Specifity: 0.82

Sensitivity

=
[
|

zn- Patients with a H-FABP 24
ng/mL had a 4.26-fold
AUC=0.T47 higher risk for reaching

0 T T T T 1 T 5 c
0 0 w0 s s 100 the primary endpoint.
100 - Specificity

Prognostic Value of cardiac troponin T:

Only 2 (3%) patients had detectable cardiac troponin T
- both died within 20 days

M. Lankeit. Eur Resp J 2008;31:1024
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3) «OAokAnpwpevol» Brodeiktec: GDF-15

Foll

ays)

Follow-up (days)

GDF-15 cTnT NT-proBNP
100\_H_‘_‘ﬁ—% 100 100 :
N 80}T|_‘_|_|_L' 80—\_\ﬁ\_\—|_|—|_' [NT-proBNP <1000 ngiL]
£ o re
3 [NT-proBNP 21000 ngL]
-E 1
a 0 40 40
P<0.001 P=0.012
0 0 0
0 3I 750 0 3!135 TéO 0 3(I35 TéO

Follow-up (days)

MBava mMAeoveEKTHHOTA TOU
OAOKANPWUEVOU SEIKTN EVAVTL TNG
TpOTOVivNG

Avwtepoc tou NT-proBNP

M Lankeit. Am J Respir Crit Care Med 2008;177:1018-1025



Noppuotaotkoc acBevnc pe MNE kat AK ducAettoupyla
(intermediate risk):

Mowa eivat n otpatnywkn to 2010 ?

1. Ewoaywyn oe CCU N MEOG
2. XMB nmapivn apKel OTIC TEPLOCOTEPEC TIEPUTTWOELC —
watchful waiting
3. MMpwtoyevnc BpouPoAucn OTLC €ENC TIEPUTTWOELG:
a) EAQTTwMEVO KOPSLOTIVEU LOVLKA atoBOgpata
b) ZoBapn cuvvoonpotnta
c) patent foramen ovale pe R->L Shunt
4. TUMMUETOXN OE TUXOLOTIOLNMEVN BeEAETN !!



Alaotpwpatwon kwwduvou otnv M.E.: 2010

RISK MARKERS

PE-related early Potential
MORTALITY CLINICAL RV Myocardial treatment
RISK (Shock or Dysfunction injury implications

hypotension)

HIGH Thrombolysis
> 15% -+ (+)” +)” or
Embolectomy
- +

Inter _
mediate + _ Hospital
NON 3-15% = Admission

HIGH

- +

Low Early .. charge
0 Uir

<1% home treatment

www.escardio.org
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