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Course Title: Diagnosis and M anagement of Pulmonary Embolism

Cour se Proposal

Course Objective: To diagnose and treat Pulmonary embolism patients
Course Outcome: Improvement in management of Pulmonary embolism patients

among interns

Course Audience: Medical Internsof 2017 Batch

Course Coordinator: Dr.Vijay Kumar

Course Facultieswith Qualification and Designation:
1.Dr. Vijay kumar Assistant Professor & HOD
2.Dr. Prakash rao balan ,Senior resident

Course Curriculum/Topics with schedule (Min of 30 hours)

SIN Date Topic Resour ce Time Hou
0 faculty rs
1 2.12.2017 Introduction Dr..Vijay 26pm |4
' kumar
5 9.12.17 Predisposing factors Dr.Prakash 2-6 p.m 4
' rao balan
16.12.17 Genera rules for | Dr.Vijay 2-6 p.m 4
. : o kumar
3 diagnosis:
23..12.17 Revised geneva Dr.Prakash 2-6p.m 4
clinical prediction reo balan
4, .
rule for risk
assessment:
30.12.17 Imaging tests for Dr.Vijay 2-6p.m 4
5, diagnosisfo kumar
pulmonary embolism
6.01.2018 Adjusted management Dr.Prakash 2-6 p.m 4
6. stratergies rao balan
13012018 |Drugs used in the|Dr.Vijay 26pm |4
management of | kumar
7. pulmonary embolism:
20.01.2018 | Recent advancesin Dr.Prakash | 2-6p.m |4
8. pulmonary embolism rao balan




27.01.2018 | Multiple choice questions Dr.iVjay 2-4 p.m 2
9. and discussion kumar
Total 34

hrs
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Annexure 1

DIAGNOSIS AND TREATMENT OF PULMONARY
EMBOLISM

Pulmonary

PARTICIPANT HAND BOOK




COURSE DETAILS

Particulars Description

Course Title DIAGNOSISAND TREATMENT OF PULMONARY
EMBOLISM

Course Code CTO06

Objective 1.Introduction
2.Predisposing factors
3.General rulesfor Diagnosis.
4 Revised Geneva Clinical Prediction rule for risk
assessment:
5.Imaging tests for Diagnosis for Pulmonary Embolism
5.Risk adjusted management stratergies
6.Drugs used in the management of Pulmonary Embolism
7.Recent updates in Pulmonary Embolism

Key Competencies | On successful completion of the course the students will
have skill in managing a pulmonary embolism patient

Target Student Interns

Duration 34hrs Every December 2017 — January 2018

Theory Session 32hrs + 2 hours of Multiple choice questions

Assessment Multiple choice questions

Procedure




1.INTRODUCTION :

V enous thromboembolism (VTE), clinically presentingasDVT or PE, isglobally
the third most frequent acute cardiovascular syndrome behind myocardia
infarction and stroke.

In epidemiological studies, annual incidence rates for PE range from 39-115 per
100 000 population; for DVT, incidence rates range from 53-162 per 100 000
population.

Cross-sectional data show that the incidence of VTE isamost eight times higher
inindividuals aged > 80 years than in the fifth decade of life.

In paralle, longitudinal studies have revealed a rising tendency in annual PE
incidence rates 4-7 over time.

Together with the substantial hospital associated, preventable, and indirect annual
expenditures for VTE (an estimated total of up to €8.5 billion in the European
Union), these data demonstrate the importance of PE and DVT in ageing
populations in Europe and other areas of the world.

They further suggest that VTE will increasingly pose a burden on health systems
worldwide in the years to come.

2.PREDISPOSING FACTORS:

Strong risk factors (OR > 10)

Fracture of lower limb

Hospitalization for heart failure or atrial fibrillation/flutter
(within previous 3 months)

Hip or knee replacement

Major trauma

Myocardial infarction (within previous 3 months)

Previous VTE

Spinal cord injury



Moderate risk factors (OR2-9)
Arthroscopic knee surgery
Autoimmune diseases
Blood transfusion
Central venous lines
Intravenous catheters and leads
Chemotherapy
Congestive heart failure or respiratory failure
Erythropoiesis-stimulating agents
Hormene replacement therapy (depends on formulation)
In vitro fertilization
Oral contraceptive therapy
Post-partum period
Infection (specifically pneumonia, urinary tract
infection, and HIV)
Inflammatory bowel disease
Cancer (highest risk in metastatic disease)
Paralytic stroke
Superficial vein thrombosis
Thrombophilia
Weak risk factors (OR < 2)
Bed rest >3 days
Diabetes mellitus
Arterial hypertension
Immobility due to sitting (e.g. prolonged car or air travel)
Increasing age
Laparoscopic surgery (e.g. cholecystectomy)
Obesity
Pregnancy
Varicose veins

HEMODYNAMIC COLLAPSE IN PULMONARY EMBOLISM:

(1) Cartiac amest (3)Obstructive shock’”
Needor cardopulmoniry Systolk 8P < %0 mmHg or vasopressars required
MESUSCR00N to achieve 1 BP 250 mmHg despre adequare
filing sratis
And
End-crgan hypoperfusion {dtered meredl status <old,
clary din; o gurisiaruns; ncreaed sorum lactate]

B8P = bood pressure.

Systolic BP < 0 mmiHg cr sysmolic BP drop 240
mmHg, lasting koager than 15 min and not cased by
new-onset arhythimia, hyposolasmia or s
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.“ inflammation
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3.GENERAL RULES FOR DIAGNOSIS:

Pre-test clinical probability of PE should be objectively assessed in each patient
D-dimer should be determined if pre-test probability of PE is low or intermediate

Diagnostic imaging of the chest should be used to assess post-test probability of PE in
most patients; further testing is necessary when post-test probability of PE is neither
sufficiently low nor sufficiently high to permit therapeutic decisions

Diagnostic strategies for PE could differ significantly in different clinical contexts and
special conditions

4.REVISED GENEVA CLINICAL PREDICTION RULE FOR RISK
ASSESSMENT:



Previous PE or DVT
Heart rate
75 —-94 b.p.m.
=95 b.p.m.
Surgery or fracture within the
past month
Haemoptysis

Active cancer

Unilateral lower-limb pain

Pain on lower-limb deep venous
palpation and unilateral cedema
Age =65 years

Low
Intermediate
High
Two-level score
PE-unlikely
PE-likely
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5.PULMONARY EMBOLISM SEVERITY INDEX:

Ape Age o years 1 pain: {f 3gc >80
years)

Mate sex + 10 points —
Cances +30 points 1 poimt
Cheonic baart +-10 points
failure
Thronc pumonany + 10 points Tpoin
disease
Pulse rate >=110 +20 points 1 poima
b.pom.
Systohc BF <100 + 30 ponts 1 paoimt
mng
Respiratoery rate +20 ponts —
=30 breaths per
mEn
Temperature + 20 points -
=36°C
Alzorod mental + &0 points
Status
Artenal oxyhacrmo- + 20 points 1 poine
globan satusranon
=50%

Risk serata”

6.RECOMMENDATIONS

EMBOLISM:

Class Iz -~ 65 points

wery low 30 day mor-
tality risk (0 —1.6%)

Class 11: 66 - 85

0 points = 30 day
mortaliny nsk 1.0%
(95 QO O0-22.1%)

points

e mortality rsk
(1.7 - 35=)

Class 111: 86 - 105 =1 point(s) = 30
points day moctality risk

moderate mortality
risk (3.2 —-T71%)

Class I1V: 106 125
points

nigh morzality risk
(40-11.4%)

Class V: >12S
points

wery high rmortalicy
=k (0.0 —-24.5%)

ey AR e . - ———
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Suspected PE with haemodynamic instability
In suspected high-risk PE, as indicated by the presence of haemodynamic instability, bedside echocardiography or emer-
gency CTPA (depending on availability and clinical circumstances) is recommended for diagnosis.'**
It is recommended that i.v. anticoagulation with UFH, including a weight-adjusted bolus injection, be initiated without delay
in patients with suspected high-risk PE.

Suspected PE without haemodynamic instability

The use of validated criteria for diagnosing PE is recommended."

109% (95% CI
BS5—-13.2%)

OmC A

DIAGNOSIS OF

PULMONARY

Initiation of anticoagutation is recommended without delay in patients with high or intermediate clinical probability of PE
while diagnostic workup is in progress.



In suspected high-rk PE. a1 indicated by the presence of heemodymamic instabiiity, bedsde echooardiography or emer-
gercy CTPA (depending oo avallabibty and dinical circumstances) & rocommended for dagriosis.””

It is recommended that iy, antkoagulation with UFH, including 2 weight-adjusted boks njection, be intiated without delay
in pavients with suspected high-nisk PE.

Thio use of valdared oitera for diagnosing PE is recommended

Initiation of anticoagulation & recommended without delay n patients with high ar intermediate cinicl probablity of PE
wihils dagrastic workup 6 In progress,

It i recommen ced that the degnasTc Strasagy bo Lased on cinical probitality, assessed waher by cinical judgeenont or by
& validated pradiction e LI 17

Plazma D-dimer measurement. preferably using 3 highly sensiive assay, is recommended In outpatents/emargency depart-
ment patents with low or intermedame Cinical probabiity, or thase that are PE<unikely, (0 redace the need for inneces-
mmn‘ and imdnﬁof\m MO A2

AS 3N Werrative 10 0w fived D-dimer cut-off, a negathw Dodimer 15T uiing an afo-adusted cut-off [age = 10wl in
patients aged =50 years) should be cornmdered for excuding PE in patients wath low or intermediate chrical prababiity.
o thosa that are PELnikaly. ™

As an afternative to the fiwed or age-adjusted Dedimer cut-ofl. D.dimer levets achpred to dirical probablity” shoud be
considared to exclude PE'Y

D-dmer measurement Is not recommended in patients with high chrical probabiity. 25 a normal result dees not safely
exchde PE, evon when usiog a hghly sensicive assay, '™

Itis recommended to rejoct the dagnosis of FE (without Further testing) f CTPA is narmalin a patient with low or inter-
medtare chrical probabiity, or who Is FE-U"!W.‘" Ukted 1

It is recommended 1o scoept the disgnosis of PE (without fuether testing) T CTPA shoms o segmental or more praxional
filirg defect in a pavent with intemediate o Migh cinical probastity.” '

It 0l Lo cormsidannd 1o reject the diagnoss of PE (without Turther testing] If CTPA is rarmal in a patent with high dinl-
cal probability or who is PE-likely.'™

Further imagrg tests to confirm PE may be considered in cases of isolated subsegmental fillrg defects ™

CT venography & not recommended as an adunct to CTPAM 14

It is recommanced 10 rejct the dagnosis of PE (wikhout furthor tsting) if the parfusion lung scan & narmal ™ 17715484

h should be conskdered to accept thar the dagnosis of PE (without forther teszing) If the V/Q scan yedds high probablity
for PE

Vi) SPECT may be considerad for PE dagnosis. |11
.' } | . ~

It 8 racommended to accapt the diggnosis of VTE (and PE) if a TUS shows 3 proximal DVT ina patient with cinical suspi-
cion of PE M

If CLIS shaws orly a cistal DVT, further testng should be considered to corfirm PE,' 77

I & positve pressmat CUS is usad to coafirm PE, assessran of PE sevarity should bo cansidered 1o permilt risk-adusted
managemene. '8

MRA i5 not recommended for ning out PE 17



Initial risk stratdication of suspected or confirmed PE, basad on the presence of haemodyrami instabulity,  recom-
mended to identify patients at high risk of earty mortality,” 18777
I patients without haemadynamic instabilty, further swratification of patiercs with acute PE into intermediate- and low-

Atk fies is recom mwm.mmm

I patients without haemadynamic instabiity, use of cinical prediction rues integrating PE severity and comortrdiy, peef-
erably the PES! or sPESL should be considered for risk assessment In the acute phase of P, ™12

Assessment of the RY by imaging methods” or ldboratary biomarkens” should be consicered, even nthe presence of a

low PESI ce a negatve PE51°°

In patients without hacmadynamic instabiity, use of vabdated scores combining dinical, imagng, and boratory PErciated
peognostic factars may be considened 10 further swratfy the seventy of the acuie PE episode ™™ 77

7.IMAGING TESTS FOR DIAGNOSIS OF PULMONARY EMBOLISM:

VN e

CTPA ' mﬁbmuchdth

centres

o Excelent accuracy

o Sireng valdation in prospecive manxge-
ment outcame studes

o Low rate of iconchuswe results (3-5%)

® May provide dtermative dagnosss i PE
exthoded

o Siort acquisitin tme

Planar # Aimost o contraindications
VIQ scan o Reltvely Inopensive
o Swreng aldation in prospecive manage-

(T 70 WOPRIIooR | R 1ea P
i

o Radasen exgosure

P

N ssues
o Radirson efactive dose 3~ 10
o Exposre to indine contrase: mi®
o limited use in jodine allergy and o Sinificant radation exposure
FypethyrodsT to yeun femaie breast tssoe
o nigks in pregrant and brexitieeding
woman
¢ conrandcaed n severe renal hlure
o Terdency to overuse becauseof easy
ancesskiity
o Clirical relevance of CTPA dignos's of
subragmartal PE unknown
o Not readly avakible in 3l centres o Lower radation than CTPA,
o Inerabaers variabity in merpretston electve dose ~2 nSP
o Resuhs reported as Skefhood ratios
o Incencksne in 50% of cases
o Camct provide dtermatve dignoss 1 PE
oouded




VIQSPECT o Anost mo comtrandications o Varabiity of techigues o Lower radation than CTPA,

o Lowest rate of on-diagnostic tests (<3%) o Variability of diagnostic crteria effective dose ~1 mise®
¢ Hghacoracyaccordingto avalabledatz @ Canrot provide aitermative diagnosis f PE
o Birary intarpretation [PE v, 'no %) wichided
o Nouwalidstion in praspectve managerent
cutcome studes
Pulmonary ¢ Hstorcal gold standard o hrGsive procedure ¢ Highest raciation, efiective
angiography o Not readily avaiiable ba 2l centres dose 10-20msy

8.RISK ADJUSTED MANAGEMENT STRATERGIES:

v
Diagrostic sgoritam Bragnastic asgorithm for
tor high-risk PE nontegh-nck PE
PE confirmed
PESIclass .Y PESI class |-l
' y or $PESI 1 or $PESI)
PE conlirmed Intermediate risk
Consider lurther
risk sératidication

D ESC 2010



l Both pasdive One positive
‘ or bath negatne
v v v

. l

It is recommended that anticoagulation with
UFH., including a weight-adjusted bolus injec-
tion., be initiated without delay in patients with
high-risk PE.

Systemic thrombolytic therapy is recom- |
mended for high-risk PE. “°~

Surgical pulmonary emmbolectomy is recom-
mended for patients with high-risk PE. in whom
thrombolysis is contraindicated or has failed.® *%7
Percutaneocus catheter-directed treatment
should be considered for patients with high-
risk PE, in whom thrombolysis is contraindi-
cated or has failed.©

Norepinephrine and/or dobutamine should be
considered in patients with high-risk PE.
ECTMMO may be considered, in combination with
surgical embolectomy or catheter-directed treat-
ment, in patients with PE and refractory circula-
tory collapse or cardiac arrest o 2

9.DRUGSUSED IN THE MANAGEMENT OF PULMONARY EMBOLISM:



Molecule Regimen Contraindications to fbrinolysis

iPA 100 mg over 2h Absolute
0.6 mgke over 15 min (maxamum cose 30 mg” History of haemoerhagic stoke or stroke of unknown origln
Streptokinase 250 000 IL) a¢ 2 leading dose over 30 min, follewed by Ischaemk steake in previous § monts
100 000 ILVh over 12-24 b Centra nervous system neoplasm
Pecelerated regimenx 15 milion U over 2h Major trauma surgery. o head Fjury m presious 3 weeks
Urckinase 400 Ik 2 2 loacing dose over 10 min, followed by Bmdm‘
4400 1UKgh over 12-24 1 MR.B“M
Aecelerzed regimen: 3 million L over 2 e e
Trarsient ischaemic attack in previows & months
Oral anticoagulation
Pregrancy or first post-partum week
Non-compressible punctre sites
Traumatic resusciation
Refractory hypertension (systolic B >180 mintg)
Advanced ver disease
Infective endocarditis
Active paptic ulcer

10.NEW CONCEPTSIN PULMONARY EMBOLISM:

D-dimer cut-off values adjusted for age or clinical probability can be
used as an alternative to the fixed cut-off value.

Updated information is provided on the radiation dosage when using
CTPA and a lung scan to diagnose PE (Table 6).



Risk assessment

A clear definition of haemodynamic instability and high-risk PE is
provided (Table 4).

Assessment of PE severity and early PE-related risk is recommended,
in addition to comorbidity/aggravating conditions and overall death
risk.

A clear word of caution that RV dysfunction may be present, and
affect early coutcomes, in patients at ‘low risk’ based on clinical risk
scores.

Treatment in the acute phase

Thoroughly revised section on haemodynamic and respiratory sup-
port for high-risk PE (Section 6.1).

A dedicated management algorithm is proposed for high-risk PE
(Supplementary Figure 7).

NOACGCs are recommended as the first choice for anticoagulation
treatment in a patient eligible for NOACs; VKAs are an alternative
to NOACGCs.

The risk-adjusted management algorithm (Figure 6) was revised to
take into consideration clinical PE severity, aggravating conditions/
comorbidity, and the presence of RV dysfunction.

Chronic treatment after the first 3 months

Risk factors for VTE recurrence have been classified according to
high, intermediate. or low recurrence risk (Tabie 171).

Potential indications for extended anticoagulation are discussed, includ-
ing the presence of a minor transient or reversible risk factor for the
index PE, any persisting risk factor, or no identifiable risk factor.
Terminology such as ‘provoked’ vs. ‘unprovoked’ PE/VTE is no lon-
ger supported by the Guidelines, as it is potentially misleading and
not helpful for decision-making regarding the duration of
anticoagulation.



VTE recurrence scores are presented and discussed in parallel with
bleeding scores for patients on anticoagulation treatment
(Supplementary Tables 713 and 14 respectively).

A reduced dose of apixaban or rivaroxaban for extended anticoagula-
tion should be considered after the first 6 months of treatment.

PE in cancer

Edoxaban or rivaroxaban should be considered as an alternative to
LMWH, with a word of caution for patients with gastrointestinal
cancer due to the increased bleeding risk with NOAGCs.

PE in pregnancy

A dedicated diagnostic algorithm is proposed for suspected PE in
pregnancy (Figure 7).

Updated information is provided on radiation absorption related to
procedures used for diagnosing PE in pregnancy (Table 12).
Long-term sequelae

An integrated model of patient care after PE is proposed to ensure
optimal transition from hospital to community care.

Recommendations on patient care have been extended to the entire

spectrum of post-PE symptoms and functional limitation, not only
CTEPH.

A new comprehensive algorithm is proposed for patient follow-up
after acute PE (Figure 8).

LBAS AN
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SRI LAKSHMI NARAYANA INSTITUE OF HIGHER EDUCATON
AND RESEARCH

nexure - 11

DIAGNOSIS AND TREATMENT OF PULMONARY EMBOLI
MULTIPLE CHOCE QUESTIONS

Sri Lakshmi Narayana Institute of Medical Sciences, Puducherry

% E AND ASSESSOR IN

Candidate Name gﬂ'&(w“%& Assessor Name (D., \ e
Netierae  okecask

Course code: CT 06

ate of Assessment ) | ,Ol. 200 % Assessor Position

1)A 25 year old woman complains of shortness of breath after 10 hours of
travel by air. In the Emergency Ward her respiratory rate is 25/min. BP 110/70.
P =90. Pulmonary embolism is suspected. Her D-Dimer is 200 mg/m
fibrinogen units. What is the next step:

A Start anticoagulation

~B. Order a V/Q scan
C. Order a pulmonary angiogram
D. Offer reassurance and discharge

2)In diagnosing pulmonary embolism which of the following signs is most
reliable:

/}(.‘Pulsc rate
B. Respiratory rate
C. Blood pressure
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D. Nail bed cyanosis

3)Lytic therapy is recommended in acute pulmonary embolism when:

A Patient complains of shortness of breath
B. Patient complains of chest pain
€ BP is 60/40
D. Venogram is positive
E. There is blood-tinged sputum

4)Pulmonary Embolism is a life threatening condition
[CU setting. Which of the following is not a feature of
patients with pulmonary embolism

ith increased RV/LV diameter

commonly seen in the
Echocardiography in

A)Right ventricular dilatation w

_BjMitral Regurgitation

C)Bowing of interventricular septum

D)Pulmonary artery dilatation
llowing is accurate about the etiology

ic, renal, or upper extremity

5)Which of the fo of pulmonary emboli?

A)Most pulmonary emboli originate in the pelv

veins

B)Small thrombi typically trav
pleuritic chest pain

el less distally and are less likely to produce

C) Most pulmonary emboli are single
involved with emboli than

The lower lobes of the lung are more commonly

the upper lobes
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)

6)Of the following, which is considered the more significant risk factor for
pulmonary embolism?

r_.)x/)lfgpcrcy:~'.linuria
B)Mild bradycardia
C) Hemolytic anemia

D)Hypolipidemia

7)Which of the following statements is accurate about physical examination
findings in patients with pulmonary emboli?

A)Temperature in excess of 103° F is common in patients with pulmonary
emboli

et : 3 . .
JB)Tachypnea is among the most common physical signs of pulmonary emboli

C)Chest wall tenderness as the sole physical finding indicates a cause other
than pulmonary embolism

D)Patients with massive pulmonary embolism display signs of systemic
hypertension

8)Which of the following tests is generally the next step after clinical
prediction rule results indicate that a patient has a low or moderate pretest
probability of pulmonary embolism?

,,A’ﬁ-dimcr measurement
B)Troponin level measurement
C)Brain natriuretic peptide (BNP) measurement

D)Activated partial thromboplastin time (aPTT) measurement

8-
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9)Which of the following is accurate about the treatment of pulmonary
embolism?

A)Thrombolytics are the treatment of choice in most children with pulmonary
emboli

B)When possible, thrombolytic therapy should be used in patients with acute
pulmonary embolism associated with hypotension

C)Most patients with acute pulmonary embolism should receive [V
unfractionated heparin (UFH) instead of low-molecular-weight heparin
(LMWH)

D)Subcutaneous (SC) UFH is preferred to fondaparinux in patients with acute
pulmonary embolism

10) A 54 year old female smoker was admitted with gradually worsening
breathlessness over the last 10 days. She reported a cough but no obvious fever
or discoloured sputum. Her past medical history included an unprovoked DVT
3 years previously. She was not taking any regular medication. There were no
findings on review of systems and nothing abnormal on clinical examination
apart from breathlessness. Her blood results and chest X-ray were normal. A
subsequent CT pulmonary angiogram was performed and showed bilateral
proximal pulmonary emboli with no evidence of right heart strain. She was
started on low molecular weight heparin and Warfarin. For how long should
she be anticoagulated?

A)3 months

B)6 months

()12 month
,D)/Dcpcnds on her DASH Score
E)Indefinitely
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DIAGNOSIS AND TREATMENT OF PULMON EMBOLI
HMULTIPLE  CHOWE RUESTIONS

Sri Lakshmi Narayana Institute of Medical Sciences, Puducherry

’ CANDIDATE AND ASSESSOR INFORMATION
Course code: CT 06

Candidate Name &‘F;“N.‘ CA- Assessor Name V).‘ V‘U \U-N’P&
Moiema e

Assessor Position

ate of Assessment 4 .01 20\&

1)A 25 year old woman complains of shortness of breath after 10 hours of
travel by air. In the Emergency Ward her respiratory rate is 25/min. BP 110/70.
P = 90, Pulmonary embolism is suspected. Her D-Dimer is 200 mg/ml

fibrinogen units. What is the next step:

A Start anticoagulation

B. Order a V/Q scan
~C. Order a pulmonary angiogram
D. Offer reassurance and discharge
2)In diagnosing pulmonary embolism which of the following signs is most
reliable:
A Pulse rate

B. Respiratory rat¢
C. Blood pressur¢
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D. Nail bed cyanosis

3)Lytic therapy 18 recommended in acute pulmonary embolism when:

A Patient complains of shortness of breath
B. Patient complains of chest pain
JC.BP is 60/40
2D, Venogram is positive
E. There is blood-tinged sputum
commonly seen in the

4)Pulmonary Embolism is a life threatening condition
Echocardiography in

ICU setting. Which of the following is not a feature of
patients with pulmonary embolism

A)Right ventricular dilatation with increased RV/LV diameter ¢

_BjMitral Regurgitation

C)Bowing of interventricular septum

D)Pulmonary artery dilatation
5)Which of the following is accurate about the etiology of

A’)ﬁost pulmonary emboli originate in the pelvic, renal, or upper extremity

veins

B)Small thrombi typically
pleuritic chest pain

pulmonary emboli?

iravel less distally and are less likely to produce

C) Most pulmonary emboli are single

D) The lower lobes of the lung are more commonly involved with emboli than

the upper lobes
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6)Of the following, which is considered the more significant risk factor for
pulmonary embolism?

A)Hypercystinuria
B)Mild bradycardia
/.() Hemolytic anemia

D)Hypolipidemia

7)%ich of the following statements is accurate about physical examination
findings in patients with pulmonary emboli?

A)Temperature in excess of 103° F is common in patients with pulmonary
emboli

_B)Tachypnea is among the most common physical signs of pulmonary emboli

C)Chest wall tenderness as the sole physical finding indicates a cause other
than pulmonary embolism

D)Patients with massive pulmonary embolism display signs of systemic
hypertension

8)Which of the following tests is generally the next step after clinical
prediction rule results indicate that a patient has a low or moderate pretest

probability of pulmonary embolism?
~A)D-dimer measurement
B)Troponin level measurement

C)Brain natriuretic peptide (BNP) measurement

D)Activated partial thromboplastin time (aPTT) measurement

3-
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9)Which of the following is accurate about the treatment of pulmonary
embolism?

A)Thrombolytics are the treatment of choice in most children with pulmonary
emboli

B)When possible, thrombolytic therapy should be used in patients with acute
pulmonary embolism associated with hypotension

C)Most patients with acute pulmonary embolism should receive [V
unfractionated heparin (UFH) instead of low-molecular-weight heparin
(LMWH)

D)Subcutaneous (SC) UFH is preferred to fondaparinux in patients with acute
pulmonary embolism

10) A 54 year old female smoker was admitted with gradually worsening
breathlessness over the last 10 days. She reported a cough but no obvious fever
or discoloured sputum. Her past medical history included an unprovoked DVT
5 years previously. She was not taking any regular medication. There were no
findings on review of systems and nothing abnormal on clinical examination
apart from breathlessness. Her blood results and chest X-ray were normal. A
subsequent CT pulmonary angiogram was performed and showed bilateral
proximal pulmonary emboli with no evidence of right heart strain. She was
started on low molecular weight heparin and Warfarin. For how long should
she be anticoagulated?

A)3 months

B)6 months

C)12 month

,Dfljcpcnds on her DASH Score
E)Indefinitely
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7 The level of the course v’
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From

To

Date: 27.01.2018

Dr.Vijay Kumar

Assistant Professor and Head,

Department of TB & chest,

Sri Lakshmi Narayana Institute of Medical Sciences
Bharath Ingtitute of Higher Education and Research,
Chennai.

Through Proper Channel

The Dean,

Sri Lakshmi Narayana Institute of Medica Sciences
Bharath Ingtitute of Higher Education and Research,
Chennai.

Sub: Completion of value-added cour se: Diagnosis and Management of Pulmonary

embolism & CT06

Dear Sir,

With reference to the subject mentioned above, the department has conducted the va ue-added
course titled: : Diagnosis and Management of Pulmonary embolism & CT06 Dec 2017- Jan 2018 for 8
interns . We solicit your kind action to send certificates for the participants, that is attached with this

letter. Also, | am attaching the photographs captured during the conduct of the course.

Kind Regards,

Dr. Vijay Kumar

Encl:

Certificates

Photographs






