
Suspected PE? discuss admission with 
AMU consultant 

complete a 2-level PE Wells 
score to define pre-test 

probability

check D dimer assay, if negative 
consider alternative diagnosis

Is patient shocked or 
hypoxic?

No

Treat with therapeutic dalteparin (dependent on eGFR) and continue 
assessment process either in community or via AMU as clinically 
appropriate

yes

Is massive PE suspected 
(syncope, peri-arrest, 
marked SOBAR, marked 
hypoxia, right heart strain 
on ECG)?

Is patient pregnant?
follow PE pregnancy 

pathway
yes

Full history and examination with 
particular reference to VTE risk 
factors / 2-level PE Wells score

Initial physiological observations

Initial investigations: FBC, U&E, LFT, 
CRP and clotting screen, CXR & ECG

Review results

PE now 
unlikely 

manage alternate 
diagnosis, 

refer back to GP

PE remains 
likely 

abnormal CXR or 
significant 

respiratory disease

arrange CTPA 
(prehydrate if eGFR<30)

arrange Q scan

yes

Interpret results

High pre-test 
probability and 
high probability 

scan 

Low pre-test 
probability and low 

probability scan

All other 
combinations to be 
assessed by MAU 

consultant

no

PE excluded

consider 
alternative 
diagnosis

Treat as PE

Establish PE 
related early 

mortality risk (see 
grid)

Admit for treatment

consider thrombolysis 
as per massive PE 

protocol

Consultant to 
consider suitability of 
ambulatory out-patient 
management / referral to 
Acute VTE team

High

Intermediate

Low

PE-related early 
Mortality Risk Clinical 

(shock or hypotension)
RV dysfunction Myocardial injury

Risk Markers

HIGH >15%

Intermediate
3 – 15%

Low <1%

+ (+)* (+)*

-

-

+

- -

+

-

+

-

+

*in the presence of shock or hypotension it is not necessary to confirm RV (right ventricle) 
dysfunction/injury to classify as high risk of PE-related early mortality

no

Score </= 4

Reference:  ESC guidelines 2008

follow massive PE 
protocol

Score > 4

no

If positive
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Two-level Wells Score for pulmonary embolism  (PE)

Heart rate > 100 beats per minute

An alternative diagnosis is less likely than PE

Clinical signs and symptoms of DVT (minimum of leg swelling and pain with 
palpation of the deep veins)

Immobilisation for more than 3 days or surgery in the previous 4 weeks

Previous DVT/PE

Clinical feature Points

1.5

1.5

3

1.5

3

Haemoptysis

Malignancy (on treatment, treated in the last 6 months, or palliative)

1

1

Clinical probability simplified score

PE likely     more than 4 points

PE  unlikely       4 point or less

Systemic thrombolysis - refer to massive PE protocol



Dalteparin
Initial treatment for all patients 

(dependent on eGFR see 
unfractionated heparin)*

Active cancer patients should 
ideally be treated with 
Dalteparin for duration of 
therapy. Reduce dose to    
150u/kg/day after 1 month.

Pregnant women should only be 
treated with Dalteparin

Warfarin
As per policy after 

initial heparin 
treatment

Body weight kg

Under 46

46 – 56

57 – 68

69 – 82

83 and over

>110kg

Dalteparin dose (units)

7500 once daily

10000 once daily

12500 once daily

15000 once daily

18000 once daily

You may wish to give a higher dose 

although this is unlicensed, discuss 

with haematology consultant

Unfractionated 
heparin*

If eGFR <30 do not 
use dalteparin  

Admit and treat with 
UFH as per heparin 

policy Duration of 
treatment 

generally 6/12 for 
PE

Systemic 
thrombolysis 
(see page 2)

Follow-up
Contact anticoagulant team who can advise on ongoing treatment and initiate or direct to GP if the practice concerned self-manages warfarin.

FBC must be checked Day 4 & Day 7-10 in all patients on unfractionated heparin and in patients with cancer continuing on Dalteparin to look for a 
fall in platelet count which might herald Heparin induced thrombocytopenia with thrombosis (HITT) – a >50% fall from baseline must be discussed 
with consultant haematologist.

Underlying cause for PE must be considered with investigations normally done by GP (e.g. further investigations for cancer in all patients aged 
over 40 years with a first unprovoked PE who do not have signs or symptoms of cancer such as CXR, USS, abdomino-pelvic CT scan (and a 
mammogram for women)

Thrombophilia clinic review for patients with unprovoked or recurrent PE (if appropriate). Do NOT send blood tests for heritable thrombophilia 
screening whilst the patient has active thrombosis. You may send bloods for investigation of antiphospholipid syndrome screening if warfarin has 
not been started (anticardiolipin antibodies & lupus anticoagulant).

Rivaroxaban 
15mg twice daily for 21 days

then 20mg once daily. 
Reduce maintenance dose to 15mg od if 
CrCl = 15-49ml/min, do not use if CrCl 

<15ml/min

To calculate CrCl: 
Male: ((140 − age) x (wt in kg) x 1.23 

divided by (Cr μmols/L )) 
Female: the above x 0.85 

Treatment of confirmed PE


	Page-1�
	Page-2�
	Page-3�

