LETTERS TO THE EDITOR

A Typical Presentation of Pulmonary Embolism
Role of Arterial – Pulmonary Oxygen Difference
The Editor,

Sir,

Three post coronary artery bypass graft (CABG) patients had
atypical presentations of Pulmonary Embolism [PE] (1). It is
estimated that 11% of elderly patients with PE have atypical
presentations and about 60% of the lesions in peripheral lung
fields are missed.
Case 1 ─ A 67-year old male had CABG five weeks
(three vessell) previously and presented with a history of
chest pain, shortness of breath and loss of consciousness. He
was treated as acute coronary syndrome and placed on
inotropes and then transferred, 3 days later, to the Eric
Williams Medical Sciences Complex.
He had sinus tachycardia and his chest was clinically
clear. He was hypotensive. ABG pH 7.426, P02 80.6
(expected for age 83.5 mmHg), PCO2 39.1 mmHg. H CO3
26 mm1/L A-a D02 21.2 mmHg (normal up to 12), computed
tomography pulmonary angiogram (CTPA) negative V/Q
scan. Segmental perfusion deficits were seen within left lung
posterolaterally (2). Small sub-segmental deficits were noted
in the right lung laterally and the appearance was consistent
with multiple pulmonary emboli.
Case 2 – A 64-year old male, a known hypertensive,
who had CABG 9 days previously presented with acute confusional state. There was no loss of consciousness or focal
signs but there was inappropriate speech and erratic behaviour. He had sinus tachycardia, a clear chest, GCS 12/15,
and CT Brain was normal. ABG: pH 7.5. P02:
80.6
(expected for age 84.2 mmHg). PCO2 28.0 mmHg, 22.0
mmo1/L (A-a) DO2 37.8 mmHg ie hypoxia with respiratory
alkalosis and elevated alveolar arterial O2 difference. CTPA–
no abnormality noted (3). V/Q scan showed subsegmental
perfusion defects in both lung fields greater in the left lung,
suggestive of micro-embolic events/ resolving PE.
Case 3 – A 61-year old female presented with severe
epigastric pain. She had end stage renal failure secondary to
multiple myeloma and was on dialysis three times per week.
She also had shortness of breath with chest pain for three
weeks, which was pleuritic in type. She was normo-tensive
but tachycardic and no abnormality was found in the
epigastric region, ABG pH 7.416, P02 72.3 mmHg, PC02 26.5
mmHg, HC03 17.1 mmo1/L, (A-a) D02 44.2 mmHg, CTPA
was negative. V/Q scan showed subsegmental perfusion
deficts in the lower zone of the right lung, decreased
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perfusion in the mid-zone of the left lung. The appearance
was suggestive of multiple PE. All three patients were
anticoagulated and im-proved clinically over a course of a
week each in hospital.
These cases demonstrate:
* Atypical presentations of pulmonary embolism
* Pulmonary embolism in the periphery of the lungs
without being demonstrated by CTPA but shown
only with V/Q scan (4, 5).
* The arterial pulmonary oxygen difference (gradient)
on ABG can be a simple and indicative test for
likely pulmonary embolism including the peripheral
lung fields
* None of the above patients had evidence of deep
vein thrombosis in the legs (6, 7, 8).

From: A Maccum, HH Hanoman, Eric Williams Medical
Sciences Complex, Mount Hope, Trinidad and Tobago, West
Indies.

Correspondence: Dr HH Hanoman, Eric Williams Medical
Sciences Complex, Mount Hope, Trinidad and Tobago, West
Indies. E-mail: HHanoman@gmail.com
REFERENCES
1.
2.

3.
4.
5.
6.

7.

8.

Kearon C. Diagnosis of pulmonary embolism. CMAJ 2003; 168: 183.
Anderson DR, Kahn SR, Rodger MA, Kovacs MJ, Morris T, Hirsch A
et al. Computed tomographic pulmonary angiography vs ventilationperfusion lung scanning in patient with suspected pulmonary embolism: a randomized controlled trial JAMA 2007; 298: 2743–53.
Quiroz R, Kucher N, Zou KH, Kipfmueller F, Costello P, Gold haber SZ
et al. Clinical validity of a negative computed tomography scan in
patients with suspected pulmonary embolism. JAMA 2005; 293:
2012–7.
Van Strijen M, de Monye W, Kieft GJ, Bloem JL. Diagnosis of
pulmonary embolism with spiral CT: a prospective cohort study in 617
consecutive patients [abstract]. Radiology 1999; 213 (Suppl): 128.
Stein PD, Fowler SE, Goodman LR, Gottschalk A, Hales CA, Hull RD
et al. Multi-detector Computed Tomography for acute pulmonary
embolism. N Engl J Med 2006; 354: 2383–5.
Bulger CM, Jacobs C, Patel NH. Epidemiology of acute deep vein
thrombosis. Tech Vasc Interv Radiol 2004; 7: 50–4.
Neff MJ. ACEP releases clinical policy on evaluation and management
of pulmonary embolism. American family physician 2003; 68: 759–60.
(Wells)
Stein PD, Gottschalk a, Salzman HA, Terin ML. Diagnosis of acute
pulmonary embolism in the elderly. J Am Coll Cardiol 1991; 18:
1452–7.

