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ED/CCT Acute PE Guidelines 

Clinical Context and Purpose 

The purpose of this guideline is to provide risk stratification and interdisciplinary treatment 

guidelines for acute pulmonary embolism diagnosed in the ED/CCT. 
 

Background 
Acute pulmonary embolism (PE) is a commonly encountered clinical 

presentation in the emergency department and acute care setting with as many as 
900,000 annual cases. Management of acute PE begins with appropriate risk 
stratification into high risk/massive PE, high risk-intermediate/sub-massive PE, low risk-
intermediate/sub-massive PE, and low risk/non-massive PE. The goal of risk 
stratification is to identify subsets of patients who may benefit from specific treatment 
modalities and subspecialty care in addition to anticoagulation.  

While acute PE can present in a variety of ways, risk stratification incorporates 
several different features of the patient’s presentation including presenting symptoms 
and signs, hemodynamic status and vital signs, oxygen requirements, imaging 
evidence of clot burden and right heart strain/dysfunction, cardiac biomarker evidence 
of myocardial injury, presence or absence of proximal deep venous thrombosis (DVT), 
prognostication utilizing the Pulmonary Embolism Severity Index (PESI) and/or the 
simplified PESI (sPESI), as well as markers of end organ dysfunction/hypoperfusion 
and physiological stress, e.g. lactate elevation (see below for the PESI and sPESI 
scores, ECHO assessment of right heart dysfunction, and summarized in Acute PE 
Risk Stratification). 

There are various treatment options available to patients presenting with acute 
PE, including parenteral anticoagulants, oral anticoagulants, systemic thrombolysis at 
full or reduced dose, catheter-directed thrombolysis, and catheter-directed 
thrombectomy (modalities which are available at Kings County Hospital Center). In rare 
instances patients may require surgical embolectomy and/or mechanical circulatory 
support (requiring transfer to appropriate facilities). Choosing between the different 
modalities involves risk stratification and weighing the risks and benefits on an 
individual case by case basis while allowing for shared decision making; consultation 
with Critical Care and Interventional Radiology can facilitate an interdisciplinary 
approach to meet individual patient needs in challenging cases (see below summarized 
in Acute PE Clot Management). Thrombolysis should only be considered in confirmed 
or highly suspected acute PE patients with significant cardiorespiratory compromise 
where the risk/benefit ratio is judged to be favorable. In cases when several treatment 
options are reasonable to offer, ideally a consensus between ED/CCT and ICU should 
be reached prior to thrombolysis when time allows and based on patient stability. 

In addition to thrombus management, patients with acute PE may present with 
acute right heart failure/dysfunction and circulatory shock; management in these 
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patients should focus on stabilizing the circulation and right heart function. This may 
include but is not limited to titrating oxygen supplementation, judicious use of 
intravenous fluids and vasoactive medications, utilizing bedside ECHO to guide 
management (see below for suggested considerations in hemodynamic management 
of acute high risk PE with right heart failure/dysfunction).  
 

PESI and sPESI Scores:  

 
ECHO Assessment of Right Heart Function: 
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Suggested considerations in hemodynamic management of acute high risk PE with 
right heart failure/dysfunction (Follow institutional protocols for titratable vasoactive 
medication dosing ranges): 
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Acute PE Guideline 
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*Consultation with interventional radiology should not delay admission/disposition to inpatient team. 
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