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95 patients with PTE
(2010-2019)
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i Evaluation of clinical course

Acute PTE Chronic or CTEPH
54 patients incidental PTE 6 patients
35 patients

1 patient without CT angiography
was excluded

Y

13 patients with
pulmonary infarction

40 patients without
pulmonary infarction

Fig. 1 Patient deposition chart. PTE: pulmonary thromboembolism, CTEPH: chronic
thromboembolic pulmonary hypertension.
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Wiz IEBGA R R S RS, B OB Mann-
Whitney U test 7z, #1532 — B3 chi-square
test ¥ 7213 Fisher's exact test # @ HJH 72, pfEi30.05
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FiZETE, IMEHOZNENOBEETREZRT (Table
2). BEZERHI TSI H O P EDE ISR S i ZERE
vs JEREZERE 1 420 vs 7057%, p<001), M, M0y
OBEPE IS (ENENTT% vs 13%, 38% vs 3%),
SpO I EHFTHEICEMTH -7 (924% vs 87.8%,
p<001). FREILZWETICELAZAEIIELT
&, FEBEREAEISCH2 IS L CHZERIZI29H & 2
U EOHBEEL TV (p<001). &b, Ybi%s
B LBHE CICE LA BIEmBER CAEELRD R
Motz CF¥fE 18 vs 08 H, p=04).
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Table 1 Clinical probability scores and prognosis assessments? 'V~
Wells score Simplified revised Geneva score PESI Point
Clinical signs and 3 Age >65years 1 Age (years) +age
symptoms of DVT Previous DVT or PTE 1 Male sex 10
An alternative diagnosis 3 Surgery or fracture 1 Cancer 30
is less likely than PTE within 1 month Heart failure 10
Pulse >100/min 15 Active malignant 1 Chronic pulmonary disease 10
Immobilization or surgery 15 condition Pulse >110/min 20
in the previous four weeks ’ Considered cured ] Systolic blood pressure 30
Previous DVT/PTE 15 <1 year <100mmHg
Hemoptysis 1 Hemoptysis 1 Respiratory rate  =30/min 20
Malignancy (on treatment, Pulse 75 to 94/min 1 Body temperature <36 20
treated in the last six 1 =95/min 2 Altered mental status 60
months or palliative) Pain on palpation of SpO: <90% 20
lower limb and 1
unilateral edema
Score przl;gtsishtty Score pri{)itsislitty Total point 30 day mortality %
0-4 Low 0-1 Low =65 Very low 0-1.6
=5 High 2-4 Moderate 66-85 Low 1.7-35
=5 High 86-105 Moderate 3.2-71
106-125 High 4.0-114
=126 Very high  10.0-23.9
DVT: deep vein thrombosis, PTE: pulmonary thromboembolism, PESI: pulmonary embolism severity index.
Table 2 Baseline clinical characteristics
PI group non-PI group
n=13 n=40 p-value
Age, years 42.0 [35.0-53.0] 70.5 [64.8-74.0] <0.01
Male, % 9 (69) 20 (50) 0.3
BMI 224+36 232%45 0.6
Never smoker 8 (62) 21 (52) 0.8
Symptoms
Dyspnea, % 10 (77) 32 (80) 1
Chest or back pain, % 10 (77) 5 (13) <0.01
Hemoptysis, % 5 (38) 1(3) <0.01
Syncope, % 3(23) 3 (8) 0.6
SpOz, % 924+48 878+52 <001
Deep vein thrombosis 12 (92) 36 (90) 1
Time between the presentation and diagnosis (days) 129+76 52%6.7 0.01
Time between our first visit and diagnosis (days) 1.8+39 08+19 0.4
Laboratory data
WBC, x10°/uL 112+36 92+38 0.1
LDH, U/L 257 [185-278] 241 [215-337] 0.7
CRP, mg/dL 9.6 [2.3-12.7] 1.9 [09-4.2] <0.01
D-dimer, ug/mL 43 [26-85] 139 [74-283] <001
BNP, pg/mL 49 [17-123] 65 [44-240] 0.2
Wells score 22x17 42+22 <0.01
Wells score: likely (>4) 2 (15) 21 (53) 0.03
SR Geneva score 2 [1-2] 3 [2-3] <001
PESI 86 =29 123+35 <0.01

Data are expressed as number (%) for categorical variables and mean * SD or median [25th-75th quatiles]
for continuous variables. PI :pulmonary infarction, SR :simplified revised.
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Table 3 Risk factors associated with acute pulmonary embolism

Risk factors Pigzr(l);p non;lPi igoup p-value
Malignancy 1(8) 19 (48) 0.02
Oral steroids 1(8) 6 (15) 0.7
Prolonged sitting due to the occupation 4 (31) 1(3) 0.01
Protein S deficiency 3(23) 0 0.01
Protein C deficiency 1(8) 1(3) 04
Estrogen preparation 1(8) 0 0.3
Lower limb vein valve incompetence 1(8) 0 0.3
Prolonged immobility due to fracture 0 2 (5) 1
Obesity 0 2 (5) 1
Antiphospholipid antibody syndrome 0 103 1
Unknown etiology 5 (38) 12 (30) 0.7
Data are expressed as number (%). Duplication was allowed.
Table 4 Chest computed tomography findings
PI group non-PI group
n=13 n=140 pvalue
Clot distribution
Central (main or lobar) 9 (69) 24 (60) 0.7
Peripheral (segmental or subsegmental) 13 (100) 38 (95) 1
Sole central distribution 0 2 (5) 1
Pleural effusion 6 (46) 5 (13) 0.02
Lobe with infarction
Upper lobe 1(8) (=)
Middle lobe 0 (=)
Lower lobe 12 (92) (=)
Central lucencies 9 (69) (=)
Semicircular or triangular shape 13 (100) (=)
Air bronchogram 1(8) (=)

YA EIEMETH > 72 (hYLE 4.3 vs 139ug/mL,
»<001). HIMEk%, LDH, BNPIZBIL CRRAEAEZR
Doz,

SMPTE DKM MERZ M3 5 A3 7ICBHLT,
Wells 2 2 7 I3 ER CHRICKMTH Y, 2EPTED
R E W E SN D [likely] (A2 T7HEM4LUE) @
BEMNI5% EHEIKL, T WiV 2 k=T A7
WL THRBOFERTH - 72, A TEIEETREICH
LT, PESHIIMIER CRMTH -7 (p<0.01).

SWEPTESSEDfERRIN T2 (2B LT Table 3127k L7-.
JEAIERE & L L, PHEERFIIREHE N 7 v 7 @R Lo
FeWp AN % B9 B ERI I, Tu 74 Y SKIBER L
DFERMEFEN % BDOTHEGIHL , B % 5 4B
FHEICD DT,

WERCTHT R Z /R L7z (Table 4). MiBhiRZEEARTRLL O
A L CIIMER CHEET RO Rh o7 T2,
HERICBWTHKOBESHEICTHP > 72 (46% vs
13%, p=0.02).

FIZEREIC BT B HEAIE FROBE L (92%),
F 72 EF AT A2 BV T central lucencies % 69% (9/13 1)
& LB ERICEEY,  air bronchogram (8% (1/13#1)
L CTdh ot

BHRICELTIE WENRORER D RSE AN
(heparin) DFEGEEHER, PUBFEE~OY Yz, F/-
I IE R OTHIEE RSN X BB Th . Bl
D) H1BIO K, FEERBEEANL E D 72 DIF BB B M
FRBE % S, BTEIR AR TS BRAT A3 T b7z 25, Al
SEYPEIEROATYE L7z, BYEPTER R L3 25816
RO o 7278, FIFMEEER IS B W CEMIES 0 HEfT O
72D 3BIASEMEPTE SAEIC & B ABERRISIE L L /2.

BER ORI 2R3 5 (Fig. 2). ERI : 315%, 5
PE. 20X X4 2 HICA MG, AR, BH X0 ik
HPHBLL 2720l E2ZE. Wik E L C2EmbuEH
ERGENTBUENZ L WzD, YN E o T2
B X MEE T T EMICE BT 28 ROREE,
CT T F3EIZ central lucencies % £F 9 {213 L HLIRIE %
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Fig. 2 Case 1. (A) Chest radiograph showing subpleural-dominant and patchy infiltrative shadow in the lower lung field
with a left costophrenic angle blunting. (B, C) High-resolution computed tomography (HRCT) showing subpleural and

semicircular and wedge-shaped infiltrations (black arrowheads) with central hypoattenuation (central lucencies, black
arrows) in the lower lobe of both lungs. (D) Contrast-enhanced CT showing a filling defect in the left lower pulmonary

artery (white arrow).

Case 2. (E) Chest radiograph showing bilateral costophrenic angle blunting and consolidation in the left lower lung field.
(F, G) HRCT showing bilateral infiltrative shadows with central lucencies (black arrows) in the lower lobe of both lungs.
(H) Contrast-enhanced CT showing filling defects in the left and right interlobar pulmonary arteries (white arrows) and

slight bilateral pleural effusion.
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RO, HiMELZH L (Fig. 2A~D). JEH]
2:350%, ik, 20XX4E11H20H, A& TH, ki
BRI R, T 2 R L, BH I b B
L7720, Mg s RE R8O Nz
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HAZLL, 1T H29 HIZ S B & 7o 72, HFE X#E
LT/ T IR 5 & M E ik b s/ o $lifb % 580, CT
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TLTW/AZErs, Tus A v SKRIEIC X 2 il
LML

zZ ¥

Jit i ZEARAE O FE BRI D ASENT BT b B <
HY, 2011 EDOEEHFHAETIZI0ON AH72D 126 A&, 15

FERTE IR L 46 RFICHM L7z L s s hTwaY. BH
& L CTAEHBOWCKE, R0 LA, HiEBEoE
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EATZEENT, HHYURTY 2 A =T AATIZBNT
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Abstract

Comparison of the clinical and radiologic features of acute pulmonary
embolism patients with and without pulmonary infarction
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Sachiko Higashino?, Rinko Katsuda? and Shin Sasaki?
4Department of Respiratory Medicine, National Organization Himeji Medical Center
bDepartment of Radiology, National Organization Himeji Medical Center

The incidence of acute pulmonary thromboembolism (PTE) is increasing in Japan; however, recent studies
have reported that acute PTE associated with pulmonary infarction is easily overlooked. Hence, to facilitate the
early diagnosis of acute PTE with pulmonary infarction, we retrospectively investigated and compared the clini-
cal and radiologic findings between acute PTE patients with and without pulmonary infarction. Patients with
pulmonary infarction were significantly younger (median: 42.0 vs 70.5 years, p < 0.01), and the frequencies of
chest or back pain and hemoptysis were significantly higher than patients without pulmonary infarction (p <
0.01). Regarding chest computed tomography (CT) findings, central lucencies were noted in 69% of patients with
pulmonary infarction and occurred predominantly in the lower lobes. Of note, patients with pulmonary infarction
were frequently (69%) treated with antibiotics before definite diagnoses, based on high C-reactive protein levels
and infiltrations visible on chest radiographs and CT scans. In the diagnosis of acute respiratory failure, the clini-
cal symptoms of chest or back pain and hemoptysis, and chest CT findings such as central lucencies and wedge-
shaped peripheral consolidations in the lower lobes should be carefully considered.



