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| PE RISK STRATIFICATION |

HIGH RISK :
(1) Cardiac arrest

Need for cardiopulmonary

INTERMEDIATE-HIGH oy
resuscitation

RV HAEMODYNAMIC

ELEVATED PESI 23
DYSFUNCTION INSTABILITY CARDIAC
TROPONIN
LEVELS

Guarnieri et al., Int J Cardiol 2025

Physiological parameters

Clinical

(2) Obstructive shock®® "

Systolic BP < 90 mmHg or vasopressors required

to achieve a BP >90 mmHg despite adequate

filling status

(3) Persistent hypotension
Systolic BP < 90 mmHg or systolic BP drop >40

mmHg, lasting longer than 15 min and not caused by

new-onset arrhythmia, hypovolaemia, or sepsis

End-organ hypoperfusion (altered mental status; cold,

clammy skin; oliguria/anuria; increased serum lactate)

Konstantinides SV et al., Eur Heart J. 2020;41(4):543—603

— Heart rate >100 bpm

— BP 90-100 mmHg
— Respiratory rate >20 breaths per minute

- Sa0, <90%

— Comorbidities: chronic heart failure, active neoplasm

Imaging

Echocardiography (at least 1):

—RV/LV >1.0
— TAPSE <16 mm

— Congested IVC

—RV/LV>1.0

Respiration rate (breaths per minute) <8 0-11 12-20 21-24 =25

Sp0, (%) <91 92-93 94-95 >96

Any supplemental oxygen Yes No

Temperature (°C) <35.0 35.1-36.0 | 36.1-38.0 | 38.1-39.0 >39.1

Systolic BP (mmHg) <90 91-100 101-110 111-219 >220

Heart/pulse rate (beats per minute) <40 41-50 51-90 91-110 111-130 >131

Level of consciousness, AVPU scale A V,Poru

Level of consciousness: A: alert; V: responds to voice; P: responds to pain; U: unresponsive. From National Early Warning Score (NEWS): Standardising
CTPA: the assessment of acute-illness severity in the NHS. Report of a working party. Royal College of Physicians, London, 201224, BP: blood pressure;

Sp0,: oxygen saturation

Laboratory

Elevated cardiac troponin levels or NT-proBNP >600 pg/mL,
or serum lactate 2 mmol/L

Vi

Pruszczyk et al., Eurointervention 2022;18(8):e623-e638.

A



AHA/ACC Acute PE Clinical Categories

Subclinical Symptomatic
Incidental and Low clinical severity score*

asymptomatic

Lowest risk Highest risk

B—I Subsegmental
(Single/multiple)

B 2 Non-subsegmental

¥ stk < 90 mmHg alebo pokles > 40 mmHg
trvajuci < 15 minut alebo odpovedajuci na IV
tekutiny

§ Ktorékolvek: Laktat >2mmol/I, AKI, diuréza
<0,5ml/kg/h, alteracia mentalneho stavu,
Cl<2,2l/min/m2, MAP < 60mmHg, T SCAI

stage/CPES score Ry,
@ é 2026 Adults With Acute Pulmonary Embolism Creager et al., JACC 2026; 87(13):1626-1710
© 2026 by the American Heart Association, Inc., and the American College of Cardiology Foundation.



Register PERT Consortium

A
11,436 patients with acute PE in the PERT Consortium® registry =
13.7% highrisk, 62.5% intermediate risk =
managed from pulmonary embolism reponse teams (PERT) gzo-
7. § 10+
N / @é‘% .
\ “»
N N | =)
2018 2019 2020 2021 2022 2023 2024
Catheter- b
direCted systemic Surgical Advance ™= Catheter-directed treatment === Surgical embolectomy
treatment thrombolysis | embolectomy ECMO therapy == ECMO = Systemic fyomboiysle
23-1 % 5-60/0 1 .1 % 1 .6°/o B High Risk Intermediate Risk
+0.36% quarterly | -0.17% quarterly | -0.06% quarterly | -0.06% quarterly
increase decrease decrease decrease sy 10
é 25 \,\/\/\/\N‘J
o

Matched comparison to the Nationwide Inpatient Sample
+22% 1 CDT use
-1.3% | in-hospital mortality
-0.75 | days of hospital stay

||||||||||||||||||||||||||||||||||||||||||||||||||||

2018 2019 2020 2021 2022 2023 2024 2018 2019 2020 2021 2022 2023 2024
Year

Advance ™= Catheter-directed treatment = w== Surgical embolectomy
therapy == ECMO === Systemic thrombolysis

Farmakis et al., EHJ ACC 2026;15:125-133 ‘::-ii:“;:‘:i:'::zzf:if°"f°" !



Kazuistika C. 1

e 27 rocC. pacientka, po sec. Caesarea, 3,5 hod. po vykone zastava obehu, opakovanou
KPR s ROSC do 5 minut, OTI + UPV

e Bed side TTE dilat. PK, D-shape
e CTPA — masivna PE

e TK 95/60 mmHg (NA 0,06ug/kg/min), CVT 15 mmHg, SF 130/min, SpO2 98% (FiO2
60%)




e TNI 1735 ng/l, NTproBNP 983 pg/ml, lakt. 4,6 mmol/l, Hgb 75g/I, PESI 117b (IV), sPESI
3b,

e ESC - High risk, ACC/AHA E2R

0dB / MI: 1.13/TIS: 0.86 0dB / MI: 1.13/ TIS: 0.86

Cardiac / Cardiac Difficult / 4Vic

e PERT tim — ECMO (19F ven. Kanyla a 15F art. Kanyla) + MET

P

R ‘ad'-‘ K
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Kazuistika
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04 024 11:05:04 —_— ardiac / Cardiac Difficult /7 4V1c

1 Distance = 2.05 cm a

dT = 301 msec -
dT-> =199 bpm - N - 2 61 fps / 140 mm
Slope = 6.82 cm/s | s ) 59 fps / 140 mm - NTHI Genera|
P 3 General ~-2D—-
. / . —-2D--- H4.0MHz / 8 dB
H4.0MHz / 9 dB TEQ: 1 / Offset: 0 dB
. DR: 67 dB DR: 67 ¢B
y M— ;

0dB
DR: 65 dB

e L I L v o 1+ o+ 4« | Sweep:60

0

Distance = 3.50 cm
2 Distance =4.46 cm

|

1637 /163

05/12/2024 10:13:07

Cardiac / Cardiac Difficult / 4V1c
- 1 V=0.166 m/s

PG = 0.11 mmHg
05/12/2024 10:12:41

61 fps / 140 mm

Sweep: 100
2

0dB / MI: 1.13 / TIS: 0.86
Cardiac / Cardiac Difficult / 4V1c

' » = - General : =
s 3 y %, --2D-—- ; 61 fps /1 ¢
= s 3 H4.0MHz / 8 dB y . NTHI Gels
2 TEQ: 1/ Offset: 0 dB : i
L s Sy DR: 67 dB Patae
_— DTl TEQ: 1/ Og;et 0
4 mm ~
L . . . : | N : A . | . +_3.5MHz
[ -3dB/DR: 55
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anticoagulation

Bk SYSTEMIC ]
Unfractionated heparin THROMBOLYSIS

Hemodynamic
instability

ACUTE
HIGH-RISK Cardiogenic
shock REFRACTORY |( CARDIAC
HYPOTENSION ] | ARREST
O Q ‘ Cardiac
arrest
Supportive care HIGH RISK
-Oxygen/mechanical ventilation OF BLEEDING
-Volume replacement &
-Inotropes/vasopressors an¥%\\’|‘ﬁg:‘g I-?'II'SIED
-Mechanical ventilation
THROMBOLISIS PROTOCOLS*: v
- rtPA: 100 mg over 2 h; accelerated ABSOLUTE ECMO
regimen (not approved) in extreme CONTRA-INDICATIONS*: SURGICAL
haemodynamic instability such as ’ EMBOLECTOMY
cardiac arrest : 0.6 mg/kg over 15 min » History of haemorrhagic stroke __> CATHETER-DIRECTED
(max. 50 mg) or stroke of unknown origin THROllEVIBEUé REI\EIIOVE\L
- Streptokinase: loading dose of * Ischemic stroke <6 months
250 000 Ul over 30 min, followed * CNS neoplasm v
by 100 000 Ul/h over 12-24 hrs - Major trauma/surgery/head If unavailable:
- Urokinase: loading dose of injury < 3 weeks -Mobile ECMO
4400 Ul/kg over 10 min, followed . Bleeding diathesis ¥ ;
by 4400 Ul/kg/h over 12-24 h; . Acti b? di F{_etrleval -
accelerated regimen: 3 millions Cilveblecding high volume
Ul over 2 h. *According to the ESC/ERS guidelines [1] ECMO center

Helms et al., Intensive Care Med 2023;49(5):579-582 efldoveny iter srdcovjch



Kazuistika 2

* 43 r. muz, kolaps rano na toalete, bolesti brucha, dyspnoe, TK PHK 85/50 mmHg, LHK
nemeratelny, SF 130/min - pocas transportu BEA - asystdlia

— OTI+UPV, KPR (LUCAS), €as zastavy 10:27, prichod do VUSCH 10:59
e EKG: sin. tachykardia, BPTR

e TTE na CPO — dilatacia pravostrannych oddielov, podana Actilyse 50mg/10 min (11:07)
e Zavedenie VA ECMO (11:30) + TEE, Noradrenalin 0,7ug/kg/min, Embessin 2,4IU/h

ido-bazicky stat
MMW/W&MWNWV/\N)WV/ A°|*°pHaZ|Cky status 8876 1290 - 7420
1 pCO2 12,3 kPa 545 - 6,78
WMWWWMVWWM t pO2 106 kPa 2,70 - 530
Vypotitané hodnoty
WW\JWWMWW 21 ABE.c -30,3  mmol/L 25 - 29
avR

‘ 4 SBE, -26,0  mmollL
ﬁhﬂW\MWMWMMM{A\MM[A\ i chéa-(P),c 81  mmoiL

t mOsm.c 307,0 mmol/kg

[
[
[
[
[
[

[ 275, =

Hodnoty elektrolytt
142 W [ 136 - 146

\//\_—\JM /\/J\V/‘WLV,\MJ\M\L ”w\\/\’\'ﬁ r/\’hJL\’/ cNa+ mmol : a
[
[
[
[
[

1t cK+ 54 mmol/L
t cCh 115 mmol/L

i #!w \/\/\\KW’“\“\/*"\W »\\/“"‘MN\‘*\M ,\V\"\ w cCa2+ 1,30 il

Hodnoty metabolitt

brt e e SR e M
JN \,/‘/\*J\//\’\N/V/\‘J U—N’W\J \\//\JM Hodnts)éy2 oximetrie N
N ) \/W\/ e

M e V\NM‘JW e ot
BPSER BN S RERT ERGE poREr Snems MJM/ Sl

B 05T tE R R
o 11'500 ] bodoslovensky dstav srdcovych
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-3dB / M- 015/ TIS: 0.51 -3dB / MI: 015/ TIS: 0.51
19/01/2026 "1'51'48n oo Cardiac / TEE / VSM 19/01/2026 ‘11'49'05“ R Cardiac / TEE / VSM

Lens Temp: 37.8°C . . = Lens Temp: <37°C

62 fps /124
Ge

6.0MHz
DR:
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CT mozgu

* Maligny edém mozgu s tonzilarnou herniaciou a kompresiou 3. a 4. mozg. komory.

* Bez jednoznacne diferencovatelnej kontrastnej naplne v artériach Willisovho okruhu,
extrakranialne artérie so suboptimalnou naplnou.

e Uzaver AMI. Distalne stendzy visceralnych vetiev.

‘ .

bdoslovensky dstav srdcovych &
a cievnych choréb, a.s. <

\/



High-risk PE

probably non-inferior to
systemic thrombolysis

J

Surgical
thrombectomy

controlled & effective
clot removal

limited availability
maximally invasive
peri-operative
complications
including major
bleeding & heart failure

b

ECMO — most alebo destinacna liecba?

(1)

Cardiopulmonary
stabilization

No refractory
shock or
cardiac arrest

PUImonary
reperfusion

Systemic

m
== _fA\
|

e non-invasive
o universal availability

¢ uncontrolled reduction
of clot burden

e bleeding risk including
intracranial
haemorrhage

thrombolysis
=

probably non-inferior to
systemic thrombolysis

Percutaneous catheter-
directed treatment

I

V °

% -

controlled clot removal
rapid haemodynamic
improvement

lower bleeding risk than
systemic thrombolysis

limited availability
peri-interventional
heart failure
vascular injury

Hunsicker et al., Intensive Care Med 2025; 51:773-775

VA-ECMO
as bridge-to-
recovery

VA-ECMO &
therapeutic
anticoagulation
alone

ECMQO may be considered, in combination with
surgical embolectomy or catheter-directed treat-

I1b C
ment, in patients with PE and refractory circula-

tory collapse or cardiac arrest.? >?

Konstantinides SV et al., Eur Heart J. 2020;41(4):543-603

COR LOE RECOMMENDATIONS

2. In patients with acute, refractory
cardiogenic shock as a result of
known or suspected acute PE (AHA/
ACC PE Category E2), it is reason-
able to institute VA-ECMO, provided
appropriate resources are available,
to stabilize hemodynamics and
improve oxygenation.>®

3. In patients with acute PE in AHA/
2b c-LD ACC PE Category E2 who are placed
on VA-ECMO support, the useful-
ness of additional advanced thera-
pies is not well established.”®

Creager et al., JACC 2026; 87(13):1626-1710




ECMO — most alebo destinacna liecba?

e Retrospektivne data 1060 pacientov s High-Risk PE, 34 centier (2012-2022)

e Tzv. ,trial emulation” napodobnujuca dizajn RCT

VA ECMO Systémova TLL Chirurgicka embolektémia Katétrova liecba
N=126 n=643 N=49 N=173
ECMO 30,2% ECMO 53,1% ECMO 24,3%
J
| \
73% < Celkova mortalita » 44%
47,6% < Zavazné krvacanie » 26%
A pmmnm N )
ECMO vs. Reperfuzna lie¢ba (xECMO) e

™ celkovej mortality (OR 1,34; 95% Cl 1,07-1,67)

Intensive Care Med (2025) 51:490-505

B 10 15 20 0 5 10 15 20 0 5 10 15 20 0 5 10 15 20



Kazuistika 3

* 51 r. muz, st. p. trombdze DK (FV Leiden heterozygot), synkopa, TK 102/67 mmHg, SF
115/min, DF 25/min, Sp0O2 87%, pravostrannd hemiparéza den pred prijmom na par minut

e CT-PA: bilat. PE; CT mozgu: F vlavo subkortikalne hypodenzna area 10mm

e TNI 2687 ng/l, NTproBNP 1487 pg/ml, RV/LV 1,09, lakt. 0,9 mmol/l, PESI 101b (lll), sPESI
>1




e TK: 130/76 mmHg, SF 85/min, DF 18/min, SpO2 94-95% bez 02

e TTE+TEE: tranzitny trombus 30x5mm v LP a 42x8mm v PP v DPS secundum s LP
skratom

e PERT tim: Chirurgicka embolektomia (MTE — riziko syst. embolizacie, TLL — riziko
embolizacie a Kl pre recentnid NCMP)

0dB / MI: 1.12/TIS: 1.22 -3dB / MI: 0.42/TIS: 0.36
07/08/2023 14:36:22 a . Cardiac / Cardiac / 4Vic

-3dB / MI: 0.13 / TIS: 0.51
07/08/2023 "4'43'56(‘ o A Cardiac / TEE / VSM

07/08/2023 14:44:55
o

e, . v
M

Sane
6.0MHz /|0 dB

DRTY7 dB
ress

I

Ay ‘.""—.l ; o
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Chirurgicka embolektomia

887-9273 o

iy T

) a
VISCO MEDICAL LLC wwivviscotcom o (973,
2 3 4 5

METRIC 1|

£ " - . 'l’
Vycliodoslovensky dstav srdcovych BT 2188
a cievaych choréb, a.s. P =¥ I



Trombus v prechode/uviaznuty v PFO

* Pritomny v cca. 2-4% pacientov

e 358 pac. s trombom prichytenym v PFO

* 13% nemocnicna mortalita, 21,2% ischemicka NCMP, 4,6% akutny IM
o Akutny IM - 1 celkovej mortality (OR 7,83; 95%Cl 2,7-22,7; p<0,001)

* Chirurgicka trombektémia - | 65% nemocni¢nej mortality (OR 0,35; 95%Cl
0,18 - 0,70; p=0,003)

L. ) . . COR LOE RECOMMENDATIONS
Logistic regression model in-hospital death.
1. In patients with acute PE in AHA/
Variable Odds Ratio 95% Confidence Interval P-value = e ACC PE Categories C3-E2 who have
evidence of free-floating right atrial

Male sex 1.70 0.90-3.21 0.10 and/or RV clot-in-transit, the utili-
Age, per year 1.02 0.997-1.04 0.10 zation of advanced therapies over
Mvyocardial infarction 7.83 2.70-22.7 ~0.0001 anticoagulation alone is reasonable

to reduce the risk of clinical
deterioration.’

Surgical thrombectomy 0.35 0.18-0.69 0.002

Shah et al. Int J Cardiol 2021:342:1-6 Creager et al., JACC 2026; 87(13)1626'1710



Kazuistika 4

68 r. pacientka, synkopa, dyspnoe, sTK 80/50 mmHg (NA 0,07ug/kg/min), SF 110/min,
RR 20/min, Sp0O2 80%, EKG S1, Q3, T3, PESI 151b (V), sPESI 4b;

 ESC - High Risk; ACC - AHA E1R-
* TNI 450,8 NTproBNP 14601, A-Lakt 2,7 mmol/l, Hgb 144g/I

e CT — masivna PE, susp. Tu ezofagu




* TTE — D-shape, LV/RV 1,84, TAPSE 11mm
« UFH i.v.

» Angioldg/kardiolég — rozhodnutie o EKOS

1 Distance = 5.26 cm
2 Distance = 2.85 cm




Katétrova lieCba — EKOS

e 2x F1/1 50ml + Actilyse 4 mg injektomatom 6,25ml/hod (celkovo 8mg - 8 hod.)
* 2x F1/1 1000ml + Heparin 10001V infizomatom 35ml/hod U

undergoing CDL, a reduced throm-
bolytic dose of <5 mg of alteplase
per PA is not recommended over a
standard dose of 5 to 10 mg of
alteplase per PA to reduce the risk
of bleeding and/or reduce the rate
of fatal or nonfatal clinical
deterioration.*®




Kontrolné TTE

e CUS —trombodza vv. Tibiales posterior
 DOAK
« TTE: S 13,7 cm/s, RV/LV 1,12 (1,84) = |, 60%

IR

0dB / MI: 1.17 / TIS: 1.26
Cardiac / Cardiac / 4Vic

06/03/2023 12:02:03
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Systémova trombolyza

TLL je stade poduzivana a odpoved na liecbu klesd s dizkou trvania sypmtémov

* Podanie po 8,5 hodinach vs. do 8,5 hod. bolo spojené s vyssou 30 dnovou KV mortalitou (HR 7,81;
95%Cl 1,84-33,05, p=0,005) a incidenciou zavazného krvacania (40% vs. 6,5%, p<0,001) a klinickym
zhorsenim stavu (23,3% vs. 6,5%; p=0,03)

gt - “Treombotysis < 8S5hes
e I Trrombolysis > 86 hrs
o) gvn?o'?a s <8Shrs .
51.5 0.8 g:'n:o( s >86hrs -
=
=
41.0 £ 06
. 3
w
@
> &
= A
=
32.4 8
=
[ &)
Log Rank (Mantel-Cox), p=0.002
024
12.1 o.o-‘
T T T T T T T
[} s 10 15 20 25 30
Time (days)
- “Thrombolysis < 85hrs 46 45 43 a3 42 42 42
MAPPET (1996) ICOPER (2006) EMPEROR (2012) IPER (2012) RIETE (2018) —MTrombolysis > 86 hes 30 25 22 21 21 20 18

Zuin et al., ) Thromb Thrombolysis 2019:48(2):323-330 Zuin et al., Thromb Res 2019;173:117-123.



Kazuistika 5

20 ro¢na pacientka, synkopa (20s bezvedomie), TK 150/90 mmHg, SF 160/min, SpO2:
92%, Uzivanie HAK, RR 21/min

CT-PA — masivna PE, dilatacia PK, sedlovity trombus

sPESI 1, PESI 40b —tr. | !!]

ESC — Intermediate High risk, ACC/AHA — D2 R-

e Hs-TNI 939,3 ng/l, NTproBNP 215 pg/ml, A-Lakt 2,1 mmol/I




Kazuistika

TTE — dilatacia PK (RVD1 49mm) + dysfunkcia, RV/LV 1,45
NEWS Skoére — 9 (RR 2b, SF 3b, potreba 02 2b, Sp02 2b)
CPES skoére - 6

PERT tim — absencia kontraindikacii - podanie TLL

0dB / MI:1.17 / TIS: 1.26
Cardiac / Cardiac / 4V1c

0dB / MI: 117/ TIS: 1.26
16/02/2024 18;58:08 P Cardiac / Cardiac / 4Vic

16/02/2024 19:03:37

0dB / MI: 1.23/TIS: 1.29
Cardiac / Cardiac / 4V1¢




TTE kontrola

e CUS —trombodza vv. Tibiales posterior

* DOAK
 TAPSE 19mm, S” 13,1cm/s, RV/LV 0,84 (1,45)

18/02/2024 17:47:07 Ci

(4
0dB / MI: 1.17 / TIS: 1.26 0dB / MI: 1.17 / TIS: 1.26 B
18/02/2024 17:46;22 - F e Cardiac / Cardiac /4Vic | 18/02/2024 17:47.06 Cardiac / Cardiac / 4Vic ) .
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CPES skore

Composite Pulmonary Embolism Shock Score and Adverse
Clinical Outcomes

Primary Composite Outcome

B 2. e

Elevated BNP Adjusted HR = 1.81; 95% Cl: 1.29-2.54, p = 0.001

Elevated

Troponin
In Hospital Mortality Resuscitated Cardiac Arrest Hemodynamic Decompensation
B ehe ® (o
’ - or=—wm
aHR=1.76; 95% CI: 1.04-2.96 aHR=1.99; 95% CI: 1.17-3.38 aHR=1.96; 95% Cl: 1.34 -2.89

p=0.033 p=0.011 p=0.001

RV Dysfunction
(Mod/Severe)

Percentage of Patients Experiencing the Primary Composite Outcome with a Specific CPES Score

1R 2100 bpm

DILATED RV

y/ "
Concomitant @\ Saddle PE ’° s
VT § \® | §§ (Central Thrombus) ) u
\ o s e, il il
' 1 ‘ CPisascore ‘ : :
Zhang et al., Circ Cardiovasc Interv 2024; 17(8):e014088

Percent (%)




High-or intermediate-high-risk pulmonary embolism

* Contraindication to lysis?
* RV dysfunction?
v * Hemodynamic instability?

Catheter-based treatment
considered?

No Yes
- igh-
LK“E’,/// High-volume PE Center
Anticoagulation No Yes

Systemic fibrinolysis

ﬁ
Consider transfer

PERT

L]
L]

A\

* Patient profile, comorbidities

—-

~

I—-

A Procedural volume

~

—
Procedural volume

Mortality

Complications

Patient profile
Contraindication to fibrinolysis
Expertise

CDT
Py = D—=

+/- mechanical circulatory support

B iouser Roffi, EHJ ACC 2025;14:720-722

Recommendations for Interhospital Transfers

Referenced studies that support recommendations are

summarized in the

COR LOE

RECOMMENDATIONS

2b C-LD

1. For patients with acute PE who

exhibit high-risk features* but are
hemodynamically stable (AHA/ACC
PE Categories C3-D), transferring to
a center that can provide advanced
therapiest may be considered to
ensure access to appropriate
interventions.’

C-EO

. Unstable patients with acute PE
(AHA/ACC PE Category E) should
not be transferred to another
medical center before stabilizing
their condition.

*High-risk features include RV dysfunction and elevated cardiac biomarkers.
tAdvanced therapy examples: surgical embolectomy, CDL, MT, ECMO, and placement

of an IVC filter.

Recommendation for PERT

Referenced studies that support the recommendation
are summarized in the

COR LOE

RECOMMENDATIONS

1. In patients with acute PE who are at
increased risk of adverse outcomes
(ie, AHA/ACC PE Categories C-E)*, a
multidisciplinary PERT assessment is
recommended to improve in-
hospital clinical care delivery."'®

*AHA/ACC PE Categories A or B with multiple comorbidities may also benefit from a

PERT (eg, Category B with intracranial hemorrhage).

N

Creager et al., JACC 2026; 87(13):1626-1710



/aver

Trombolyza ostava zlatym Standardom pri high risk plucnej embodlii, je efekt klesa s
casom od nastupu symptomov.

Volba reperfuznej stratégie musi byt individualna, rozhoduje anatémia, kontraindikacie
a komorobidity.

ECMO ma skbér vyznam ako most k reperfuzii, nie ako destinacna liecba.

PERT tim ma najvacsi vyznam v komplexnych a hranicnych pripadoch a v komunikacii
so spadovymi nemocnicami.
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