EMCrit RACC Pulmonary Embolism Pathway

. . Notes:
. Order Bilateral Dopplers of Legs Vascular Consult if )
HIGH BLEEDING RISK: AQBIVLETE U O E R RO LA S —> (if suspicion, consicFI)eE)r UE as wegll) \po» Contraindication to
. Anticoagulation with Proximal LE » Proximal clot=Filling defect in
1. Any Prior ICH i DVT lobar or more proximal artery
2. Known structural intracranial = RV dysfunction on echo findings
cerebrovascular disease (e.g., avm) Risk stratify based on vital signs, CTPA include: dilated and/ or
3. Known malignant intracranial findingz %NPA trOF;]OHin and hypokinetic RV, septal flattening
neoplasm edside echo or bowing
4. Ischemic stroke within the past 3 = |f IV thrombolysis or catheter-
months directed treatment anticipated,
2, CUSEIEEER S OATE DIESEE N NON-MASSIVE [ LOW RISK ] PE: SUBMASSIVE WITH RV STRAIN MASSIVE [HIGH RISK ] PE: BUEHEL L SIS e el ame i
6. A(;tlve, non-compreSSIbIe : [ INTERMEDIATE RISK ] you know yOU will be '
STz . . . Normotensive Proximal clot and: contgmplatlng tht.’o'rr.wboly5|s, ,
/.. Known inherited or acqwrec'i' without RV strain : : SBP < 90 mmHg/MAP <65 for > 15 consider hqldlng |n|t|a!I heparin
bleeding disorder, e.g., hemophilia, Normotensive, proximal clot Min or 40 mmHg drop from = Stop heparin drip during
platelet count <50,000/uL, or liver l and: _ baseline; or profound bradycardia administration of tPA. Recheck
failure with ~ prothrombin time RV>LV on CTPA or RV dysfunction (<40 bpm) PTT immediately after tPA infusion
abnormal (INR > 1.7) | HEPARIN on echo is complete. When PTT <2 x ULN,
8. Surgery that required opening of ANTICOAGULATION restart heparin drip WITHOUT
the chest cavity, peritoneum, skull, or (LMWH Preferred) bolus at same rate as before tPA
spinal canal within the previous 14 was started. Consider waiting until
days - UNFRAC HEPARIN UNFRAC HEPARIN fibrinogen returns to normal
9. Recent significant closed-head or ANTICOAGULATION (see notes) ANTICOAGULATION (see notes) levels as well before restarting
facial trauma with radiographic . heparin.
evidence of bony fracture or brain T
injury et
ll‘
ADMIT TO INTERNAL K
MEDICINE ; EVIDENCE OF SHOCK OR
(consider Discharge) ; RESPIRATORY FAILURE:
MODERATE BLEEDING RISK: corger o :
! Episodic hypotension
: SBP (<90mmHg or MAP<65)
1. Age >70 years (AHA uses >75) : OR ACTIVATE ASSESS BLEEDING RISK
2. Current use of anticoagulation ! HR/SBP consistently > 1.0 Code PE
3. Pregnancy (Consult OB) ! OR
4. Noncompressible vascular ! Respiratory Distress or Sp0O2 <
punctures ST : :o 90% on 26 L NC
i onsu '
?érdTig?JL:JrInn?gﬁaor;/pr;Zfsr::%tzcgion (>10 SERT TEAM **Monitqr for ',' the: Also c_onsider_ further HIGH Moderate LOW
: worsening . therapies in patients with elevated .
minutes) ' ‘ - CONSULT " respiratory and lactate or troponin depending on
6. Recent internal bleeding (within 2 (Pulm Fellow) hamiodynanmic bleeding risk
to 4 weeks) Status**
7. Remote (>3 months) ischemic
stroke . .
. L Depending on Severity:
8. Major surgery within 3 Wgeks. Depending on Severity and . Aplteplasi 50 mg ove¥1
9. Uncontrollable hypertension: Bleeding Risk: hour
SBP>180 or DBP > 100, despite anti- ASSESS BLEEDING RISK = Alteplase 25 mg over 6 hours = Alteplase 100 mg over
hypertensive treatment = Alteplase 50 mg over 1 hour 2 hours
10. Metastatic cancer (consider Head = Alteplase 100 mg over 2 »  Weight-Based
CT in any cancer patient) Alteplase 50 mg over 1 hours Tenecteplase (Peri-
11. Head trauma causing loss of hour ACTIVATE = Weight-Based Tenecteplase Code or Coding)
consciousness within previous 7 days or - LOW MODERATE HIGH bR (Peri-Code or Coding)
(Get a Head CT) Alteplase 25 Mg over 6 .
12. Large Pericardial Effusion Hours
Consider Persistent
ider: :
Alteplase 25 mg over 6 Consider advanced therapy > Hyl_pl);gg)rzzlr(r)]?aor
options [open embolectomy,

Hours | meeea. <
or endovascular embolectomy, \_J
CDT, ECMO]

Catheter Directed
Therapies
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