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Table 2. Absolute Risk Metrics of Outcomes of Major Interest
- No. Needed
Outome ofintereet No. of Events/No. of Patients, Absolute Event Rate (%) et ot P E RT TEA M
(No. of Studies Reporting) Thrombolytic Group Anticoagulant Group Harm PValue
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I Major bleeding (16)* 98/1061 (9.24) 36/1054 (3.42) NNH = 18 <.001 M |t d I h
— i i
I ICH (15) 15/1024 (1.46) 2/1019 (0.19) NNH = 78 002 u Isciplinary approac
S Recurrent PE (15) 12/1024 (1.17) 31/1019 (3.04) NNT = 54 003
Age >65y .
Facilitate decision making
All-cause mortality (5) 14/673 (2.08) 24/658 (3.65) NNT = 64 07
- Major bleeding (5)* 87/673 (12.93) 27/658 (4.10) NNH =11 <.001
Age <65 .
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All-cause mortality (1) 9/388 (2.32) 17/396 (4.29) NNT = 51 09
Major bleeding (11)° 11/388 (2.84) 9/396 (2.27) NNH = 176 89 * Intermediate/ high risk
Intermediate-risk PE
All-cause mortality (8) 12/866 (1.39) 26/889 (2.92) NNT = 65 03 :
[ Waior bieeding &) 67/866 (7.74) 20/889 (2.25) NNH = 18 oot | Lower rates of major bleeding

Chatterfe. etal. JAMA 2014

Patient selection

High risk presentation
« Hemodynamic instability
— RV dysfunction & RV injury, shock +/- vasopresso!
— Hypoxemia (< 90%)
— Respiratory distress (>30/min)
* Clotin transit
 High global clot burden + poor reserve

Consideration to lysis: intermediate risk

* Evolving decompensation (hypoxemia, shock)

High Risk Patients

* Recombinant tPA most commonly used
IV continuous infusion vs bolus dosing
Immediate vs delayed
Bolus 100mg over 15 minutes
OR
50mg bolus followed by
infusion of 50mg over 2 hours

Alteplase 100mg over 2 hours| — =——)

* Establish and secure line access before therapy start

* Monitor closely for bleeding complications
Neuro checks
Frequent vitals

Line checks
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Fibrinolysis for Patients with Intermediate-Risk
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Other considerations

« CPR/ cardiac arrest > 10 minutes/ traumatic arrest

Case by case basis
Modest success

* Clotin transit

Limited data to recommend AC vs reperfusion therapy

* Failed systemic thrombolysis
Try, try again? - full or half dose vs AC

Drawbacks and Limitations

« Safety concerns

+ ~10% major bleeding risk
+ 4% intracranial hemorrhage risk

* Unclear efficacy data in high risk patients
* Limited RCTs in high risk pts

* Effect on long term sequelae (Post PE
syndrome, CTED, CTEPH)

* Poor utilization

* Nearly 30% have a contraindication
* < 25% high risk patients receive thrombolytics
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Stein etal.. Am J Med 2012

28.5% in-hospital mortality with current practice

Silver, et al, JSCAI, 2023

Contemporary Practice

Contemporary Management and m
Outcomes of Patients With
High-Risk Pulmonary Embolism
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ROLE FOR CATHETER BASED THERAPIES IN
INTERMEDIATE-HIGH AND HIGH RISK PATIENTS

QUALITY OF LIFE, MORTALITY, CLINICAL DETERIORATION EVENTS

Future
Directions

HOW INCREASED UTILIZATION OF CATHETER BASED

THERAPIES IMPACTS SYSTEMIC THROMBOLYTIC USE

VA ECMO AS A BRIDGE TO CATHETER BASED OPTIONS
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