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GANH NANG THUYEN TAC PHOI
* Ty lé mac: 1/1000 ngudi trudng thanh
* Nguyén nhan tir vong tim mach thi' 3

%
THACH THU'C PIEU TRI I
* Khang dong: diéu tri nén tang
 Tiéu soi huyét: PE nguy co cao
Ti lé tlr vong: > T Xuat huyét lién quan TSH:
27,7%/30 ngay vai PE nin * 21,7% chay mau lén

nguy co cao 3% xuat huyét ndi so /

CAN THIEP NOI MACH N
* Tiéu sgi huyét duong déng mach qua catheter (CDT)

« Ca&ithién huyét dong va chirc nang that phai
 Nc (STORM-PE, STRIKE-PE,...): hiéu qua va an toan Y
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TIEU SOTHUYET QUA ONG THONG

« CDT cho phép truyén TSH tai cho vao
PM phodi hodc truc ti€p vao huyét khai.

.+ GOm 2 loai:

1. CDT tai chd thong thudng qua &ng
| thong Pigtail, Uni-Fuse,...

2. CDT qua catheter tang cudng siéu am
i (ultrasound —accelerated CDT): hé '
thong EKOS

'+ LiBu r-TPA: 5-10mg/ 1 dong mach phéi.

-+ Uu diém: nguy co chay mau thap hon
TSH toan than, thu thuat nhanh, it xdm
lan.

-+ Nhugc diém: bién chirng xuét huyét 3-
5%, can thdi gian dé truyén thudc =2
theo doi

_________________________________________________________________________




CAN THIEP LAY HUYET KHOI CO’ HOC

e E)u’a ong thong truc ti€p tdi vi tri cuc huyét khoi:
hat, pha vo, nghién,... lay ra khoi tudn hoan phoi

'« Céc hé thong: FlowTriever System, Lightning Flash 5
'+ Uu diém: ldy bo huyét khdi ngay 4p tirc, cai thign |
huyét dong, khéng can luu lai catheter, cé thé lay
ca huyét khoi ci '

_________________________________________________________________________________________

'+ Nhugc diém: thai gian thuc hién k§ thuat kéo dai
hon, chiphi.cao

_________________________________________________________________________________________







CAP NHAT CAN THIEP MACH TRONG
PIEV TRITHUYEN TAC PHOI
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CAP CAN THIEP MACH TRONG PIEU TRI
THUYEN TAC PHOI
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ESC GUIDELINES

@ ESC European Heart Journal (2020) 41, 543 — 603 -$3-Su

European Society doi:10.1093/eurheartj/ehz405

of Cardiology

- o
- 8 =
- 5
A 2
2 5

2019 ESC Guidelines for the diagnosis and
management of acute pulmonary embolism
developed in collaboration with the European

Respiratory Society (ERS)

The Task Force for the diagnosis and management of acute
pulmonary embolism of the European Society of Cardiology (ESCQ)

HRS
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Circulation

New online

https://doi.org/10.1161/CIR.0000000000001415

Americon

Associotion.

CLINICAL PRACTICE GUIDELINES

2026
AHA/ACC/ACCP/ACEP/CHEST/SCAI/'SHM/SIR/SVM/SVN
Guideline for the Evaluation and Management of Acute
Pulmonary Embolism in Adults: A Report of the American
College of Cardiology/American Heart Association Joint
Committee on Clinical Practice Guidelines

l & < umm
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- PHANTANGNGUYCO(ESC2019)

European Society of Cardiology
recommendations

PESI 1II-V or RV dysfunction elevated
on USt or

sPESI = 1 CTPA" troponin

intermediate risk

hemodynamic
instability

intermediate -high

EEEE I
intermediate-low — — <1 positive

assessment
optional

low risk

RV dysfunction on USt or CTPA"”

tRV/LV =1 and TAPSE <16 mm most frequently reported
*RV dilation on CTPA =1.0 (rather than 0.9) on CTPA is probably a more appropriate prognostic indicator
"Signs of RV dysfunction on TTE (or CTPA) or elevated cardiac biomarker levels may be present, despite a
calculated PESI of I/1l or an sPESI of 0. Until the implications of such discrepancies for the management of
H Rs PE are fully understood, these patients should be classified into the intermediate-risk category."

2026
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pERT  Acoagulation
for management support

B Success

+ v~
Contraindication
for systemic TL

‘_

Start max 60-90 min
+ after establishing indication for CDT +
—Or !

v

Contraindication
for systemic TL

A

=1 oo
= s — £
g ’ coT ) -
- Systemic TL Systemic TL s
= ¢ 2 = ¢ =

Start 2-4 hrs after
Success » completion of systemic TL < Success
+ +
Success
+ -
Consider CV support
Individual decisions
v v v

lla C Can thiép bang 6ng thdong truc ti€p (CDT) c6 thé can nhac & bénh nhan PE
nguy co cao, chong chi dinh tiéu sgi huyét hoac that bai

lla C c6 thé can nhac CDT & bénh nhan PE nguy co trung binh cao, khi biéu
hién lAm sang dién tién xau di, khi dang diéu tri vdi liéu phap chdng déng.

_- T
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AHA/ACC Acute PE Clinical Categories

A

Subclinical
Incidental and
asymptomatic

Lowest risk

2026 Adults With Acute Pulmonary Embolism

- @ ® 2026 by the American Heart Assoclation, Inc., and the American College of Cardio

qy

Fou

indation

Highest risk
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2019 ESC Guideline®

B

2026 AHA/ACC/Multisociety Guideline'

AHAJACC/Multisociety Recommendations

COR* ESC Recommendations
Classification Initial risk stratification of suspected or confirmed PE, based
schemeas on the presence of hemadynamic instability, is
(Top Take- recommended to identify patients at high risk of early
Home miortality.
Meszage 1)

Top Take-Home Message 1: & new clinical classification scheme is

presented, entitled "Acute Pulmonary Embalism Clinical Categories,”
with 5 categories (A4-E) and subcategories, ranging from low to high
risk for adverse outcomes, in order to enhance the precision af
severity classification, prognosis assessment, and evidence-based
therapeutic decision-making for patients presenting with acute PE.

Mon-elevated risk score {eg, PESI class -1l or sPE5Sl = O)

Subclinical=incidental and asymptomatic PE

= N L right tricle on i i

§ armal Fight venirice an ‘maging Symptomatic PE with low clinical severity score (eg, PESI class 1-11,
= sPESI = 0, Hestia = 0)

3

| Elevated risk score (g, PESI class 1I-1Y or sPESI ==1) Symptomatic PE with elevated clinical severity score {eg, PESI class
a = MNone or 1 positive of either troponin or right ventricular 1=\, sPESI=1, Hestia =1}, and
= ﬁ dysfunction on imaging C1: Mormal RY and normal biomarkers
3 E C2: Abnormal BV or =1 abnormal biomarker

E S
=
Elevated risk score (g, PESI class 1I-1Y or sPESI ==1) C3: Abnormal BV and =1 abnormal biomarker
u'l = Both positive troponin and right ventricular dysfunction on
oo imaging
2 5
Ex
&
.=
Hemodynamic instability Inciplent cardicpulmonary failure (eg, normatensive shock, transient

== hypotension)

&=

&, Cardiopulmonary failure (persistent hypotension with cardiogenic
T shock, cardiac arrest)




Initial Assessment and Management by AHA/ACC Acute PE Clinical Categories

Category A Category B CategoryC1  Category €2 Category C3

Subclinical Symptomatic,  Symptomatic,
Low Clinical Elerated Clinical

Severity Score
b2 | e 0
Initlate DOAC [ Initiate LMWH LMWH or
| I
= = . =
1 )
. > |
:‘;’:f:?gmg hem ﬂJ Measure at least 1 cardiac biomarker [ﬁ
t =
Wi
Measure lactate '
1
il P
Evaluate RY size and function with CT and/or echo l‘ { VA-ECMO
, B Evaluatefor 28
Use decision 100l 1o identify
suability for : it Use validated risk score to dentify higher+isk patient :zmn?u\sm
Muttidisciplinary PERT assessment to guide cinical management ”
Vasopressor and/or inotropic therapy D”
Systemic thrombolysis m Systemic
(if acceptable bleeding risk), f“ hssigrery thiombolysis
COL, or MT in appropeiate cOLMT if acceptable

cases or surgical bleeding risk
embalectomy
— Y p——
— — Fm——T
— Tiw
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Hermatology/
Oncology

Inerventions
Cardicdogy

B-NR

O bé&nh nhan thuyén tac phdi (PE) cap cé nguy co cao xay ra cac két cuc
bat loi (tic la thu6c AHA/ACC PE Categories C-E), Cac quyét dinh lam
sang trong thoi gian nam vién nén dwgc thao luan béi mét nhém da
chuyén khoa vé PE (PERT)




_

2a C-LD | Bénh nhan PE cdp thudc phan nhdm AHA/ACC C3-E2 c6 bang chirng huyét khéi tu do
trong nhi phai va/hoéc huyét khéi “dang di chuyén” trong that phai (clot-in-transit), viéc
str dung céac liéu phap diéu tri chuyén sau thay vi chi diéu tri chéng déng don thuan la
hop ly nham gidm nguy co dién bién ldm sang xau

Bénh nhan PE cap thudéc phan nhém AHA/ACC C2-D2, khdng cé chong chi dinh vdi tiéu
sgi huyét va dang dudc cdn nhac can thiép chuyén sau, viéc lua chon tiéu sgi huyét
qua catheter (CDL) hay lay huyét khoi co hoc (MT) so v&i phuong phép con lai trong viéc
giam tl vong hodc xuat huyét ndng van chwa chac chan.

2b

Interventional Advanced (can thiép chuyén sau): Tiéu soi huyét toan than, tiéu sgi huyét qua 6ng thong
(CDL), l&y huyét kh&i ca hoc (MT), ECMO va phAu thuat.

HRS
2026




Bénh nhan PE cap, thudéc nhom E1, tiéu sgi huyét qua catheter (CDL) két hgp vdi khang
dong la hgp ly dé ngan ngira tinh trang ldm sang x4au di va tir vong sém.

Bé&nh nhan PE cdp thudc nhom D1-2, dang can nhac liéu phap diéu tri nang cao, CDL két
hdp v3i khang dong cé thé dugc xem xét nham ngan nglra tinh trang lAm sang xau di

Bé&nh nhan PE cdp thudc nhom D1-E1 ma tiéu sgi huyét dang duoc can nhéac, hiéu qua
clia CDL so vdi tiéu sgi huyét toan than trong viéc giam céac bién c6 xau di lam sang gay tur
vong/khéng tlr vong ngan han, cling nhu cai thién séng con dai han, kha nang chirc nang
va chat lvong cudc séng la chwa rd rang; tuy nhién, tiéu sgi huyét qua catheter cé thé
dwo'c can nhac thay cho tiéu sgi huyét toan thdn nham gidm nguy co chay mau nang.

C-LD

Bénh nhan PE cap thudéc nhom C2-3, Lgi ich ctia CDL két hop vdi khang dong so véi khang
dong don thuan trong viéc ngan ngtra tinh trang xau di lam sang gay tr vong/khong tlr vong
ngan han, ciing nhu cai thién tlr vong dai han, kha nang chirc nang va chat lwong cudc
song la chwa r6 rang.

C-EO

O bénh nhan PE cap thudc nhém A-C1, CDL khdng dugc khuyén cdo thay cho diéu tri
khang déng don thuan dé cai thién két cuc lam sang hoéc triéu ching.




_

2a B-NR | B&énh nhan PE cép thudc nhém E1, viéc lwa chon lay huyét khoi co hoc (MT) két hgp vdi
khang déng thay vi chi khang déng don thuan la hgp ly nham ngén ngtra tinh trang mat
bu ldm sang va tr vong cap tinh.

B-NR | B&nh nhan PE cap thuéc nhém D1-2, dang cdn nhac diéu tri liéu phap nang cao, MT két
hop véi khang déng cé thé duge can nhac thay vi chi khang déng don thuan nham ngan
nglra tinh trang ldm sang xau di thém.

C-LD | Bénh nhan PE cap thudéc nhom C2-3, Lgi ich ctia MT két hop v3i khang dong so véi khang
dong don thuan trong viéc ngan ngtra tinh trang lam sang xau di gay tlr vong/khong tr
vong ngan han va cai thién séng con dai han cing nhu chirc nadng la chwa rd rang.

B-NR | B&nh nhan PE cap thudc nhém D1-E1 dang can nhéac diéu trj liéu phap nang cao, hiéu
qua clia MT trong viéc gidm tinh trang xau di ldm sang gay t&r vong/khéng t&r vong ngan
han va cai thién séng con dai han, chirc ndng co quan va chat lugng cubc séng so vdi
tiéu sgi huyét toan than la chwa rd rang; tuy nhién, MT cé thé dugdc cdn nhac thay cho
tiéu soi huyét toan than nham giam nguy co chay mau nang.

C-EO | Bénh nhan PE cap thubéc nhém A-C1, MT khong duge khuyén céo thay cho diéu tri
khang dong don thuan dé cai thién két cuc ldm sang hoéc triéu ching.
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2019 ESC Guideline®

2026 AHA/ACC/Multisociety Guideline'

COR* ESC Recommendations

COR*

AHA/ACC/Multisociety Recommendations

Catheter-Directed Thrombolysis and Mechanical Thrombectomy

2a Percutaneous catheter-directed treatment should be 2a
considered for patients with high-risk PE, in whom
thrombolysis is contraindicated or has failed.

2b

2b

2b

2b

HRS
2026

In patients with acute PE in AHAJACC PE Category E1, catheter-directed
thrombolysis plus anticoagulation is reasonable to prevent further
clinical deterioration and early mortality.

In patients with acute PE in AHA/ACC PE Categories D1-2 in whom
advanced therapy is being considered, catheter-directed thrombolysis
plus anticoagulation may be considered to prevent further clinical
deterioration.

In patients with acute PE in AHASACC PE Categories D1-E1 in whom
thrombolysis is being considered, the efficacy of catheter-directed
thrombolysis over systemic thrombolysis to reduce short-term fatal/
nonfatal clinical deterioration, and improve long-term survival,
functional capacity, and quality of life is unclear, but catheter-
directed thrombolysis may be considered over systemic thrombolysis
to reduce major bleeding risks.

In patients with acute PE in AHA/ACC PE Category EJ, it is reasonable to
choose MT plus anticoagulation over anticoagulation alone to prevent
further clinical decompensation and acute mortality.

In patients with acute PE in AHA/ACC PE Categories D1-2 in whom
advanced therapy is being considered, MT plus anticoagulation may be
considered over anticoagulation alone to prevent further clinical
deterioration.

In patients with acute PE in AHAJACC PE Categories D1-E1 in whom
advanced therapy is being considered, the efficacy of MT to reduce
short-term fatal/nonfatal clinical deterioration and improve long-term
survival, functional capacity, and quality of life over systemic
thrombolysis is unclear, but MT may be considered over systemic
thrombolysis to reduce major bleeding risks.

2019 ESC Guideline®

2026 AHA/ACC/Multisociety Guideline’

COR* ESC Recommendations

COR* AHA/ACC/Multisociety Recommendations

Systemic Thrombolysis

Systemic thrombolytic therapy is recommended for high-risk
PE.

Routine use of primary systemic thrombolysis is not
recommended in patients with intermediate- or low-risk
PE.

No corresponding guideline recommendation

Surgical pulmonary embolectomy is recommended for
patients with high-risk PE, in whom thrombolysis is
contraindicated or has failed.

2a I patients with acute PE in AHA/ACC PE Categories E1-2 and acceptable
bleeding risk, in whom advanced therapy is being considered, systemic
thrombolysis and anticoagulation is reasonable over anticoagulation
alone to reduce mortality and recurrent PE.

2b In patients with acute PE in AHA/ACC PE Categories D1-2 and an
acceptable bleeding risk, in whom advanced therapy is being
considered, systemic thrombolysis and anticoagulation may be
considered over anticoagulation alone to prevent further clinical
deterioration.

In patients with acute PE in AHA/ACC PE Categories A1-C2, systemic
thrombolysis should not be used over anticoagulation alone due to
increased risk of major bleeding and intracranial hemorrhage.

2b  In patients with acute PE in AHA/ ACC PE Category C3 and acceptable
bleeding risk, in whom advanced therapy is being considered, the use
of systemic thrombolysis and anticoagulation over anticoagulation
alone to prevent further clinical deterioration is uncertain.

2b  In patients with acute PE being treated with systemic thrombolysis, lower
dose systemic thrombolytics may be considered to reduce risk of
bleeding.

2a In patients with acute PE in AHA/ACC PE Category E1, surgical
embolectomy compared with anticoagulation alone is reasonable to
prevent further clinical decompensation and acute mortality.

2b In patients with acute PE in AHA/ACC PE Categories D1-2 in whom
advanced treatment is being considered, surgical embolectomy plus
anticoagulation may be considered over anticoagulation alone to
prevent further clinical deterioration.

2b In patients with acute PE in AHA/ACC PE Categories D1-E1 who are
surgical candidates and in whom advanced therapy is being
considered, the benefits of surgical embolectomy to reduce short-
term fatal/nonfatal clinical deterioration and improve long-term
survival, functional capacity, and quality of life over systemic
thrombolysis is unclear, but surgical embolectomy may be considered
over systemic thrombolysis to reduce the risk of intracranial
hemorrhage.

m In patients with acute PE in AHA/ACC PE Category E2 not on mechanical
Beneft circulatory support, surgical embolectomy is not recommended over
- other advanced therapies for preventing short-term mortality.



THAN TRONG CHONG CHi BINH

* B4t thuong tinh mach chu e Khong duang ti€p can tinh
dudi va tinh mach chu trén mach

« Covan sinh hoc &dvan ba la * \V/an nhan tao co hoc (3 la, DM
hoac van dong mach phoi phoi)

* C6 day dién cuc tao nhip that e Chong chi dinh ctia TSH: chan
phai thuong dau, chdy mau hoat

 Bé&nh tim bam sinh bén phai dong, tién sir xuat huyét néo, u

« Hbi stc tim phéi kéo dai nao.
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Complication

Sudden
haemodynamic
collapse

Frequency

Uncommon

Cause

Fragmentation of the
thrombus during
mechanical
thrombectomy increases
pulmonary resistance

Increased right
ventricular strain due to
excessive catheter
manipulation

Incorrect tricuspid valve
crossing determining
acute tricuspid
insufficiency or rupture

Free wall perforation and
cardiac tamponade

Solution Haemoptysis

Increase inotropesVA-
ECMOiIntraprocedural thrombolysis

Catheter removallntraprocedural
thrombolysisVA-ECMO

Catheter removalCardiac surgery

PericardiocentesisCardiac surgery

Large branch
dissection

Paradoxical
embolism

Non-pulmonary
bleedings

Uncommon

Rare

Rare

Uncommon

Guidewire tip perforation

Large branch perforation

Reperfusion injury

Excessive catheter
manipulation

Systemic embolism
through a patent
foramen ovale or other
congenital defects

Excessive
antithrombotic treatment
or side effect of
thrombolysis

Ventilatory support, selective
intubation if neededReverse
heparinBalloon inflationSelective
coiling

Ventilatory support, selective
intubation if neededReverse
heparinBalloon inflationCardiac

surgery

Ventilatory support, selective
intubation if needed

Generally self-limitingCTA during
FUBalloon inflation

Specific management according to
the embolism site

Stop thrombolysisReverse
heparinSpecific management
according to the bleeding site



CAC KET QUA NGHIEN cU’U

L—



Outcomes in High-risk Pulmonary Embolism: Results from the FLAME Study
FlowTriever® system for acute massive pulmonary embolism (PE)

FLAME Study

Context Arm
(n=61)

« Systemic thrombolysis (68.9%)
+ Anticoagulation alone (23.0%)
» Catheter-directed thrombolysis (6.6%)
« Surgical thrombectomy (1.6%)

FlowTriever Arm
(n =53)

Large-bore mechanical
thrombectomy

60%

o 17.0%!

N 200

Composite
Primary
Endpoint

;g 3 60%
QS =
ool
;. . : . S 9K .
Objective Design Primary Endpoint z =E 1.9% 28.5% 29.5%
- —-— . (o]
e Evaluate treatment outcomes of ® Prospective, multicenter, non- ® In-hospital composite of all-cause %
patients diagnosed with high-risk randomized, parallel group, mortality, bailout, clinical
(massive) pulmonary embolism observational study | Three deterioration, and major bleeding 60%
who have received treatment Registries: FlowTriever, Context, 'S
with the FlowTriever system and Prior Therapy o
compared to a pre-specified 115 subjects enrolled at 11 US © e 20
meta-analytic performance goal sites following a successful o 3.8% 30.3% m
interim analysis allowing early 0% =00
closure of the study
c
_2 60%
T =
o2
- .g 30% 0, 0
o8 15.1% 15.6%
: EBEEE
O 0%
. g’ 60%
Sis
—
‘2‘5 8 30%
3 11.3% 11.5% 24 6%

o — I
2026 The FlowTriever Arm and Context Arm were parallel registries designed to capture relevant information on the

treatment and management of high-risk PE by care pathway. The Context Arm was not intended as a comparator to
the FlowTriever Arm.

*Sianificantly lower than Performance Goal (P<0.01).




Major adverse events within
4B h Clinical Events Committes,
a composite of:

27.3% Mean Reduction
Device-related death

) p < 0.0001

hajor bleading

Device-related serious adverse
events within 48 h Clinical Events
Committee, a composite of:

RV/LV Ratio

Clinical deterioration

Pulmonary vascular injury

Cardiac injury within

Post-Procedure

Pre-Procedure

Patients who did not

Mean reduction

CENTRAL ILLUSTRATION: Primary Efficacy and Safety Endpoint Results of
the EXTRACT-PE Trial

0.0%—4.0%

0.0%—2.5%

0.0%—4.0%

0.0%—2.5%

0.0%—2.5%

0.0%—-2.5%

N/A

Intensive care unit

Median Indigo

Major adverse events
procedure time

within 48 h* receive intraprocedural

thrombolytics
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2026

ratio at 48 h

ista, A.K. et al. J Am Coll Cardiol Intv. 2021;14(3):319-29.




STORM-PE RCT

CAVT - Proven by
Level 1 Evidence

CAVT : The Most Advanced Treatment for PE

Y4

CAVT Arm AC Arm

CAVT shows superior efficacy
over anticoagulation alone

@ Primary Endpoints (A RV/LV)

The CAVT arm demonstrated a significantly greater reduction
in right heart strain compared to the AC arm

RV/LV Reduction Baseline to 48 Hours

29.7% 13.1%

Relative Reduction Refative Reduction
2 P<0.001
Relative & Absolute Reduction

16 —
1.63
0.4 1 -1 1
04 |

L

Baseline 48 Hours Baseline 48 Hours

[ cavT am (N=46) [l AC Arm (N=52)

48 Hour RV/LV Reduction > 0.2

100%
P=0.011

80% 78.3%‘. Significantly more
patients in the CAVT arm

had a treatment effect

CAVT - Proven by Level 1 Evidence

Objective: Evaluate the efficacy and assess the safety of treating
acute, intermediate-high risk pulmonary embolism with anticoagulation
plus CAVT Computer Assisted Vacuum Thrombectomy with the Indigo*
Aspiration System Lightning Flash™ versus anticoagulation alone

Design: 100 patients randomized 1:1 to CAVT plus anticoagulation (CAVT arm)
or anticoagulation alone (AC arm): 22 U.S. and international sites

@ Safety

The CAVT arm safety rate was comparable to the AC arm, with
numerically fewer Major Adverse Events (MAE)® in the CAVT arm’

Composite MAE < 7 Days (%, n)

8%

P=0.681 Major Bleeding®
s {BARC 3a-5)
4%

4 3% CAVT Arm AC Arm
i 2)
o 2-10/0 1-90/0

(1/47) (1/53)
o —
P>0.999

[ cavr am in=a7y [} AC Arm (N=53)

@ Procedural Data + cavr Arm

mPAP Device

Time-

Technical
Success'

Reduction
(mean)

Related
Transfusion

{median)

Devce Frocedere

25 56 27.3% 100% 0%

min min 8.2 mmHg (47/47) (0/47)

DATA NOT YET PUBLISHMED
artccaguialion xane vs. anticoaguiaty

anary emboitsm Presented at 14 arzcatheter Cardovascular Therapeutics



NGHIEN CUU TAI KHOA CBHA - BV CHO' 2¥\%

Risk Stratification in
Acute Pulmonary Embolism

17 patients S \ =
undergoing
CDT for PE at Failed rtPa contraindication
Cho Ra rtPa
HOS |tay|. High-risk PE  Intermediate-high 11 ’8% 52 .99,
P 52,9% 47,1% ’

From January mean age
2024 to March BNl

2025 "
Tachycardia ECMO intubated

y — DVT: 41.2% | 64,7% 1 patient 11,8%




Time from admission
to puncture (days):
1,56+1,2

Procedure time (min):

77,8 + 24,9 (40-120)

Technique success:
94,1%

Clinical improvement:

82,3%

No deaths within
48 hours

30-Day / in-hospital
mortality: 11,8%

Complication:
arrhythmia 5,9%

®
v
Q
-
¥

@)
n
+
c
©
[
=

NGHIEN CUU TAI KHOA
CDHA - BV CHO' RAY

Clinical Improvement at 48 Hours

Il Baseline
BN 48 hr

Heart rate Oxygen
(bpm) requirement (L/min)
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gm Bénhnhannr69tudi ~ » ECG: nhip nhanh xoang 108 [an /
5 phut
. * Troponin |: 5375.5 mg/dl
N  + Lactate: 43,4 mg/d
2 thang trudc: dau chan (P), han ché van dong * D-dimer: 182500 ng/ml
e Ngay NV (BV Binh Chénh): Bat ngot kho tha va . * Siéu am mach mau chi dugi: chua
dau nguc . ghinhan bat thuong
WG amsang: o Sluamitm ,
: " . v Rdi loan chiic ndng that phai
e Mach nhan’h, thd nhanh nong v HE 34 n3ng
* Mach, huyetap kho do v’ Tang ap phéi: sPAP: 50 mmHg
HRS
2026

& < o




CTPA: huyét khoi

RV/LV # 1.6




Shock or PESI class 111V mfﬂ;ﬁ '::"m Cardiac laboratory
hypotension or sPESI > imaging test® biomarkers

Intermediate ' ; - ;
! Intermediate-low ‘ - + ’ Either one (or none) positive* l
: Assessment optional; if assessed,
both negative*

« Soc: phan loai high - risk PE
« Diéu tri ban dau:
« Mach: 120 bmp

 Oxygen mask 10 I/m
* Oxygen mask 10-12 mil/m

 Noradrenaline 20 ml/h, sau do 24 H>
duy tri 3 ml/hour

 Noradrenaline 3-6 ml/h
> Kha nang that bai

 Dobutamine 3 ml/hour

» Actilyse 50 mg 4



N
Assessment by S -
ST Intermediate-high risk
J
|
Anticoagulation
0
Monitoring
7\
Contraindication for ST = ariere el 1L Risk parameters?
High bleeding risk with ST? — == DIRECTED Lonsider Ol NO
INTERVENTION NOP« Stable for 24-48 hours?
CDI available in < 90 minutes?
YES
S HR-PE: MT better
Systemic Standby ECMO Systemic
thrombolysis thrombolysis
Successful Successful mmms NOC Successful

ECMO, consider SE
YES‘ YES' YES' YES

Anticoagulation and monitoring




CAN THIEP LAY HUYET KHOI



Hut huyét khoi dong mach
phai (T)







Hut huyét khéi dong mach phéi (P)






Mach: 110 bpm
sPAP: 50 mmHg T

SIEUAM TIM TAIG

Oxygen mask 10-12 ml/m

Noradrenaline 3-6 ml/h

Sau can thiep 24 gio

[VC thi hit v30:
VC thi tho &

___.—-—/
A an:
AL

Chirc ning tam




P -
9]

HOI HO HAP
THANH PHO HO CHi MINH

HOI NGHI THUGNG NIEN HOI HO HAP - HRS 2026

THE ANNUAL CONFERENCE OF THE HO CHI MINH RESPIRATORY SOCIETY

CAM ON QUY
DONG NGHIEP DA
CHU Y LANG NGHE

~ VUNG TAU, TP.HCM - NGAY 21 THANG 3 NAM 2026
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