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Obtain CBC, PT/INR/PTT, fibrinogen, D-dimer, BNP, lactate,troponin

If patient has cardiac hx,
discuss admission with
PCICU, otherwise admit

to PICU

Bedside ECHO + for

CTA + for acute PE?

No Consider and

RV strain?

Yes
A

Patient stable for
CTA?

Yes
y

Acute PE

Obtain CTA if patient
condition stabilizes

Provide supportive
care and heparin as
» below. Consider VA
ECMO. Consult
Heme.

treat other

Consult Cards
and Heme

causes

Obtain ECHO

+RV dilation on CTA

confirmed?

Yes

Consult Heme

Start Heparin 75 units/kg (max 5,000 units) bolus over 10 min, then 20 units/
kg/hr (max 1,000 units/hr) if > 1 yr or 28 units/kg/hr if <1 yr. UFH level goal
of 0.3-0.7. PTT goal 65-100. See anticoagulation protocol*

Hemodynamic

Supportive Care:
Vasoactives
02 and iNO
If intubation required,
prepare for hemodynamic
arrest, minimize Paw

Arrest/Peri-
Arrest

decompensation

PE Multidisciplinary Team**
Discussion: Interventional thrombolysis|
vs. anticoagulation alone. Consider
patient condition, degree of RV strain,
troponin, bleeding risk and other

or +RV strain on
ECHO

Intermediate
Risk PE

Any
‘contradication
to thrombolysis?
Is troponin
ormal?

Yes to BOTH

No to
ANY

Low Risk PE
Low risk: Anticoagulation alone
(LMWH/DOAC) with Heme guidance.
Intermediate and high risk: Convert
anticoagulation to above agent once
stabilized and no further
interventions planned.

Intermediate Risk PE

patient factors.

*https://www.vumc.org/department-pharmacy/vch-p

c-an

ion-stewardship-committee-resources

**PE Multidisciplinary Team Members: Heme, Cards/Cath, and Primary Team







