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ABSTRACT

Pulmonary thromboembolism (PE) is a relatively common cardiovascular emergency, with a sig-
nificant mortality and morbidity often precipitated by deep venous thrombosis (DVT).It is consid-
ered as the third most common cardiovascular disorder after Acute Coronary Syndromes (ACS)
and Stroke. This study aims to find out the clinical characteristic of Nepali PE patients. We hope
that it can be helpful in the early recognition and management of PE patient. Eleven consecutive
patients PE who were diagnosed based on CT report were studied. Predisposing factors were
same as the other international study. Among eleven patients three were diagnosed as high risk
pulmonary embolism, others were intermediate risk. Shortness of breath, chest discomforts are
the commonest symptom. Echo revealed Dilated RA and RV were present in all patients. All the
patients were treated with Heparin/Low molecular Heparin. Among the three high risk PE patients
only one patient was treated with Thrombolytic therapy because of the missed diagnosis. The
diagnosis is the most difficult and tricky part in the management of PE as treatment is the easiest
part. Early suspicion is the most important part in the management of PE as symptom and sign are
non-specific.
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INTRODUCTION

Pulmonary thromboembolism (PE) is a relatively
common cardiovascular emergency ', with a sig-
nificant mortality and morbidity often precipitated
by deep venous thrombosis (DVT).It is consid-
ered as the third most common cardiovascular
disorder after Acute Coronary Syndromes (ACS)
and Stroke, with 300000 hospitalizations and
50000 deaths annually in US and as many as
200000 deaths annually in the European Union.
234 The true incidence of PE is unknown. Be-
cause its many non-specific clinical features it
is one of the most difficult diagnostic challenges
in all of medicine. 58 It has been reported, that
only one third of patients dying with PE have a
correct ante mortem diagnosis.®> The diagnosis
was never even made in most of these patients
ante mortem. Although some patients die despite
a correct and early diagnosis, Mortality is four-
fold to six fold greater in those patients in whom
the diagnosis was missed. Thus, there is contin-
ued interest in the accuracy of the clinical ante
mortem diagnosis of PE.” Though small number
of patient population we are trying to find out the
clinical characteristic of Nepali PE patients. We
hope that it can be helpful in the recognition and
management of PE patient.

METHODS

Eleven consecutive patients who were treated in
our cardiac center for PE were studied. The diag-
nosis was confirmed by CT. All the patient data
in this study were obtained from hospital registry.

RESULTS

Clinical characteristics of the patients included in
this study are shown in the table. The age range
was between 31- 68years. There were 8 male
and 3 female patients. Among eleven patients
three were diagnosed as high risk pulmonary em-
bolism, eight were intermediate risk.

Characteristics n=11

Age 31-68years
Male/Female 8/3

High risk PE 3
Intermediate risk PE 8

About the predisposing factors two have fac-
ture bone; cancer in one, recent surgery in one,

remaining three patient don’t have any predis-
posing factor.

Predisposing factor

Cancer 1

Recent Surgery
Bone fracture

N =

CLINICAL PRESENTATION

Nine of these patients presented to the ER. Nine
cases were referred cases from other hospital
with the diagnosis of ACS, only one patient was
diagnosed as pulmonary embolism by the refer-
ring hospital. One patient presented to our ER
and suspected to have PE on ECHO finding.
Shortness of breath was present in all of them,
chest discomfort in seven patients and syncope
in three patients. Three patient presented in Car-
diogenic shock. Sinus tachycardia was present
in five patients.SPO2 was less than 90% in six
patients. Troponin | was positive in just a single
patient.

ECG

ECG finding of the patient are as follows:
ECG Finding No of patients
T waves negative in V1-V4 8

S1 Q3 T3 pattern 2
Sinus tachycardia 5
Complete/incomplete RBBB 2
Normal 3
Chest X-ray

Hampton humps in one patient all others have
unremarkable finding in chest X-ray.

Echocardiography
Dilated RA and RV were present in all patients.

Treatment
All the patients were treated with Heparin/Low
molecular Heparin.

Among the three patients who were diagnosed as
high risk pulmonary embolism and was supposed
to be treated with Thrombolytic therapy only one
patient was treated with it. Two high risk pulmo-
nary embolism patients did not receive such ther-
apy, as we could not diagnose them when they
presented to us. They were treated in line of ACS
initially.
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Prognosis
All the patients were discharged on Warfarin after
few days of hospital stay.

DISCUSSION

This study is the first observational study on PE
patients. As in the developed countries diagnosis
of PE is usually delayed and missed. To make a
confirmatory diagnosis of PE, CT is needed which
is not only expensive but also not easily available.
As the symptoms of PE are non-specific and con-
firmatory test not easily available unless the clini-
cal feature are clearly in favor of PE then only pa-
tient are sent for the confirmatory test. This may
be the reason behind delayed diagnosis. Most of
the patients in our study were referred cases with
the diagnosis of ACS and later diagnosed as PE;
this suggests that earlier suspicion and diagno-
sis of the disease would largely help in the early
management of the disease.

In our population the predisposing factors are
same like those in other international studies.
Sudden onset of shortness of breath was the
most common symptom in our patient like in oth-
er international studies 8. Chest discomfort along
with shortness of breath was the common pre-
senting symptoms in our patient. Though these
symptoms are not specific but we consider that
these symptoms should make us suspicious of
PE unless explained otherwise. When we con-
sider the usefulness of ECG in the diagnosis of
PE, ECG findings in these patients are usually
non-specific and many times they are sugges-
tive of ACS which may be the reason why most
of the patients were referred with the diagnosis of
ACS. Though simple investigation such as chest
radiography and ECG are often inadequate in the
diagnosis but they are really useful in the evalua-
tion of PE. ®'° S1 Q3 T3 pattern is considered as
the most specific ECG changes of PE but as in
other studies they are not sensitive. Negative T
waves in Leads V1-V4 a sign of RV strain is com-

mon in our study population, though this pattern
can be a normal variant and an ECG changes of
ACS. But it can help us to make a suspicion when
the clinical findings are suggestive of PE.

It is considered that bedside transthoracic
echocardiography can provide some information
to substantiate the diagnosis,' When ECHO find-
ing of dilated RA and RV are considered along
with predisposing factors, symptom and ECG
findings, we can easily come close to the diag-
nosis of PE, as we have done it many times in
our study. Among these eleven patients one of
the patients was confirmed as PE, only on clini-
cal background with the help of ECG and ECHO
and managed with Thrombolytic agent without
the report of CT. This is the first time we have
successfully thrombolysed a PE patient without a
confirmatory CT report in our center. This practice
was done on the base of the “ESC Guidelines on
the diagnosis and management of acute pulmo-
nary embolism”.

The diagnosis is the most difficult and tricky part
in the management of PE as treatment is the
easiest part. Thrombolytic therapy is the first-line
treatment in patients with high-risk PE presenting
with cardiogenic shock and/or persistent arterial
hypotension 8. All the others patient can easily be
managed with Heparin followed by warfarin with
very good prognosis.

CONCLUSION

PE is a common cardiovascular emergency. Diag-
nosis of PE is tricky because of non-specific sign
and symptom. Shortness of breath and chest dis-
comfort is the common symptoms. Though ECG
and chest x-ray has minimal role in the diagnosis
but they can help us to make us suspicious about
the diagnosis. ECHO can provide important in-
formation in the diagnosis of PE. Suspicion is the
most important part to come to the diagnosis of
PE.
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