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Abstract 

Although the illnesses, which is life-threatening and requiring life-long treatment, such as antiphospholipid 
syndrome and pulmonary embolism, cause trauma and stress at the acute stage, in time they may be seen as an 
opportunity or a second change by some patients. Pulmonary embolism is an experience which requires emotional 
care rather than medical care in the long term, affects the feelings and behaviors severely after the first shock and 
change lives. However, it is observed that especially in life-threatening situations the focus is generally on the 
physical aspect of the disorder and the psychological effects and emotional support might be overlooked. In this 
study, the perspective of the person, being both patient and a healthcare professional, who encounters some 
communication related problems with medical staff during her antiphospholipid syndrome related massive 
pulmonary embolism experience, is presented. It is aimed to increase the healthcare professionals’ awareness 
regarding supporting the patients in order to help them to cope with the illness, overcome this traumatic process and 
grow stronger. Thus, in addition to ensuring recovery in a shorter period and positive effects in treatment and care 
results; psychological problems, which might appear in the long term, can also be prevented. 
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Introduction 

Antiphospholipid syndrome is an autoimmune 
disease characterized with recurrent arterial/venous 
thrombosis, spontaneous abortion, preterm delivery 
or stillbirth, stroke, thrombocytopenia (Gezer 
2003; Kawczyk-Krupta et al., 2013; Maggiorini et 
al., 1997). The most common pulmonary symptom 
of this syndrome, in which thrombophilia related 
antiphospholipid antibodies exist in blood, is 
pulmonary embolism or pulmonary hypertension 
after embolism (Gezer, 2003; Maggiorini et al., 
1997). Pulmonary embolism, which might result in 
death if the diagnosis is not made in one hour after 
the first signs and symptoms, is categorized under 
three groups depending on the amount of the 
pulmonary vessels affected: massive (major), sub-
massive and non-massive (minor). In massive 
pulmonary embolism which detected with more 
than 50% obstruction of the pulmonary vessels 
early period mortality rate is reported to be 

between 15-30% (Shaughnessy, 2007). Almost 
50% of the patients having experienced venous 
thrombolysis before carry the risk of an embolism 
recurrence and in the case of a genetic or 
coagulation related factor, it is reported that this 
recurrence risk will increase. With a life-long 
anticoagulation treatment this risk could be 
reduced at the rate of 80-90%, however this 
treatment brings along a major bleeding risk 
(Bennett et al., 2016; Gezer, 2003; Kearon et al., 
2003; Ozturk et al., 2004; Prandoni et al., 2014; 
Shaughnessy, 2007). In other words, the patient 
has to continue his/her life in the thin line between 
the risk of bleeding and coagulation (Bennett et al., 
2016).  

Pulmonary embolism is an experience requiring 
emotional care rather than physical in the long 
term and changing the emotions and behaviors 
drastically after the first shock. It is also stated that 
while physical complications of the disease are 
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well-known, very little is known about its 
psychological effects; and this increases the risk of 
failure in defining the patients’ psychological 
needs by healthcare professionals (Bennett et al., 
2016; Noble et al., 2014). Especially major 
pulmonary embolism puts patients through a 
continual emotional distress, because it is a life-
threatening situation and the risk of recurrence is 
undetermined. For this reason, it is highly 
important to research the psychological effects of 
the disease (Bennett et al., 2016; Noble et al., 
2014). In this study, the aim is to examine the 
effects of the antiphospholipid syndrome and this 
related massive pulmonary embolism from the 
perspective of an individual, who is both a patient 
and a healthcare professional. It is also aimed to 
increase the awareness of the healthcare 
professionals regarding providing the necessary 
psychological support that the patient and relatives 
need during this traumatic process and grow 
stronger.  

Case Report 

32-year-old female patient, who had no history of 
illness or operation, applied to the emergency 
service consciously with complaints of increasing 
shortness of breath, chest pain and transient 
fainting. The patient describes what she 
experienced at the emergency service as follows: 
“I heard one of the healthcare personal at the 
emergency service telling my family “It must be a 
stress related fainting. There is nothing to worry 
about. Has something might bothered her 
happened lately?” Then I told that my complaints 
are increasingly continuing. I told that I am a 
healthcare worker either, and I am having trouble 
breathing. A thrombus which blocking the both of 
main pulmonary artery and affecting the heart was 
detected with the lung x-ray and the computerized 
thorax tomography (CT). When bilateral massive 
pulmonary embolism was diagnosed, one of the 
healthcare personal came and told “You are a 
healthcare professional it is okay for you to 
know.” He told me the diagnosis, explained the 
severity of the situation, which I was in a risk of 
death, I might not recover, and I was going to be 
taken into intensive care immediately. For a while, 
I watched the people around me in a slow motion 
and heard their voices as if they were coming from 
further away and thought “Is that it? Am I dying 

now?” There was nothing I could do; I 
surrendered and started to watch the people 
rushing around me.”  

After the investigations carried out it was detected 
that the massive pulmonary embolism was 
developed after the deep venous thrombosis 
occurred in the right lower leg. Then, the patient 
was taken into the intensive care unit and they 
started thrombolytic and anticoagulant treatment. 
After 15 days the patient was discharged. She was 
diagnosed with antiphospholipid syndrome after 
the examinations at various hospitals for eight 
months. The patient stated that she experienced 
intense fear, pessimism and stress in the early 
periods and during the treatment, but after a while 
she gained a different perspective of life: “I 
experienced psychologically damaging and hard 
times because of the fear of a recurrence of the 
embolism, possibility of living the same things, fear 
of death, countless tiring examinations, the 
uncertainty of the diagnosis and all the healthcare 
staff at the hospitals I applied saying that “You’re 
back from death’s door, you might have been dead 
now. But don’t worry about that, take it easy.” I 
was told that I have to be strong, I must know this 
process, I have to be more understanding and bold 
saying that “You are a healthcare worker.” I 
couldn’t understand why I should be more bold or 
strong just because I was a healthcare worker. 
There were moments that I felt like I was my own 
caregiver that was trying to support and protect 
the sick part of me by standing straight patiently… 
Even though I was a little relived after the 
diagnosis of antiphospholipid antibody syndrome 
because at least the reason behind the embolism 
was revealed, I experienced an intense stress and 
desperation when I found out that I was going to 
be on medication and under control for my whole 
life. The risk of recurrence of embolism was high 
because of my disease and my previous embolic 
episode, I had to be on the alert at all times and I 
should not interrupt the treatment… The disease 
changed my life; I realized that the traumatic 
experienced I had after the acute period and 
standing face to face with death were the 
triggering factors for me to realize the value of life. 
I started to think that what I went through was a 
second chance and an opportunity to improve 
myself. I saw how important and valuable the 
support of my family and relatives is. I had quite a 
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time for thinking and reading. There were 
advantages of being a healthcare worker in terms 
of accessing the current medical resources. On the 
other hand, in that process I got the chance to 
evaluate myself as a healthcare worker. I 
saw/experienced especially how important 
emotional support and empathetic approach 
provided to the patients in life-threatening acute 
situations are. Even though I have not experienced 
visible  changes; my priorities in life, the value I 
give to ones I love and myself, the reactions I give 
to the small or everyday problems have changed. 
Seeing that I could overcome this great crisis led 
me to be more confidants while solving other 
problems and deciding, and realize that I was 
much stronger than I had thought. Yes, it is a life-
long, hard process but now I believe that I will 
overcome. Patient’s warfarin treatment and follow-
ups are continuing with an active INR (between 2 
and 3).  

Discussion 

Negative life experiences such as disease bring 
along serious physical and psychological trauma 
and may change the individual’s perspective of life 
and sense of compliance and peace (Connerty & 
Knott, 2013; Jim et al., 2006). Especially in life-
threatening situations like pulmonary embolism, as 
from the first moment the diagnosis is made, the 
patient tries to cope with the problems such as an 
intense emotional distress, sense of losing oneself, 
the thought of not deserving the happened, 
withdrawal, long term fear regarding the trauma 
memories, making life-changing decisions, change 
in behaviors and worries about the future (Bennett 
et al., 2016; Jim et al., 2006; Noble et al., 2014). 
Patients always have concerns and anxieties 
whether or not they will have another embolism 
attack or when it is going to happen. On the other 
hand, focusing much more on the symptoms like 
shortness of breath and getting exhausted quickly, 
and limitations in daily life and exercises can be 
observed (Noble et al., 2014).  However, 
individuals can respond this experience differently. 
While some individuals might show a fatalistic and 
nihilistic approach feeling that they can no longer 
control on their faith and they are at the mercy of 
following thrombosis cases; other ones see this 
situation as an opportunity to improve themselves, 
realize the value of life, reset their priorities, 

improve spiritually, establish meaningful relations 
and gain a deeper perspective. It is reported that if 
they can overcome their problems, individuals can 
go through this process with not just a fast 
recovery also growing stronger, and some 
individuals can even essential change their carriers 
and life styles (Connerty & Knott, 2013; Jim et al., 
2006; Noble et al., 2014; Ozcetin & Hicdurmaz, 
2017). 

In massive pulmonary embolism, successful care 
results depend on two main factors: firstly, quick 
diagnosis and intervention in order to prevent the 
life-threatening situation; secondly and most 
importantly, patient care and emotional support 
including from patient’s family (Bennett et al., 
2016; Noble et al., 2014; Shaughnessy, 2007). In 
this case, even though symptoms as panic, fainting, 
shortness of breath and weakness were regarded as 
stress related, in the first one hour the diagnosis 
was made and they started the treatment. Along 
with the early diagnosis and treatment, it is vitally 
important that the members of the healthcare team 
understand the traumatic process the patients and 
relatives are going through, provide the physical 
and psychological support they need during this 
process, plan supporting approaches and use 
effective communication techniques through this 
process and while giving bad news (Okyayuz, 
2003; Ozcetin & Hicdurmaz, 2017). In the national 
literature, it is stated that healthcare professionals 
have hard time while giving bad news, majority of 
them have not received adequate training about 
this situation and they feel incompetent. At this 
point the suggested approach is that the physician, 
who made the diagnosis, or the nurse, who plays 
an active role in the treatment, should give the bad 
news at a proper time after all the laboratory 
investigations are completed (Bahadir, 2009; 
Ucun, 2014). Especially when giving bad news or 
explaining the diagnosis, it should be taken into 
consideration what the patient knows about the 
situation, or if she/he wants to know at all and also 
patient’s readiness level for the news; it is also 
important to offer options with short and 
understandable sentences, to show empathy and to 
support the patient in order to help her/him to 
express her/his feelings after the information is 
given (Bahadir, 2009). It is extremely important 
that healthcare professionals should attend 
vocational and post-graduate trainings in order to 
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improve their awareness and knowledge on the 
subject (Okyayuz, 2003; Ucun, 2014). In this case 
it can be seen that occasional problems between 
the patient and the healthcare professionals 
regarding the explanation of the diagnosis, 
communication and providing psychological 
support affected the patient’s coping process, her 
self-confidence and her hopes for the future 
negatively.  

As a result, it should not be forgotten that the 
psychological support provided in the early period 
has a positive effect on the treatment and care 
results, as well as it reduces the symptoms of post-
traumatic stress and prevents the possible 
psychological problems that might occur in the 
long term (Bennett et al., 2016; Noble et al., 2014). 
Especially in life-threatening or life-long treatment 
requiring diseases like antiphospholipid syndrome 
or pulmonary embolism, it should always be taken 
into consideration that a positive communication 
with the patient, psychological support and 
empathetic approach are just as vital as early 
diagnosis and treatment. 
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