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Case Based Presentation
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Disclosures
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I will Present PE-Related Cases. Each Case 
will Have a Take Home Message

42 Y/O M Presents with PE

• He is otherwise healthy.
• He sprained his ankle skiing, and his leg has been in a boot for 6 

weeks.
• He is speaking comfortably, complaining of some chest tightness.
• Blood pressure is 120/80, HR is 90 and RR is 8. O2 Saturation is 99% 

on room air.

PE Patients with Low-Risk of Complications
• Can be treated as outpatients.
• Should usually receive a DOAC as first line therapy.
• Should be followed closely as outpatients.

Blood Adv (2020) 4 (19): 4693–4738

77 Y/O F Presents W/ SOB

• Her past medical history includes:
• Remote breast cancer
• Mild CHF
• HTN
• DM

• She felt well, until she suddenly became short of breath.
• She has mild speech dyspnea when you interview her.
• Blood pressure is 120/80, HR is 105 and RR is 14. O2 Saturation is 94% 

on 2L of oxygen.
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Admit Patients with A High PESI Score Bonus: The Simplified PESI (sPESI) is Less 
Nuanced than the Full PESI

A 58 Y/O M W/Metastatic HCC Presents with 
Shortness of Breath
• First PE diagnosed 15 years ago.
• At the time treated with Coumadin.
• Then, for the past 2 years switched to fondaparinux.
• Chest CT was obtained and PE was noted.
• Pertinent laboratory values:
• AST/ALT – 60’s
• Normal Bilirubin
• Creatinine – 1.33 mg/dL

CT Scan

Vascular Medicine Were Consulted: 
What is the Best Anticoagulation to 
Treat this Anticoagulation Failure?

Next Steps in the Evaluation and Decision 

• Antiphospholipid antibodies
• AntiXa
• D-dimer – 
• 367 (normal)

• Comparison of CT to older CT – 
• The clot is old…

Investigate Anticoagulation Failure 
Thoroughly
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A 50 Y/O M Presents (to OSH) W/LLE Swelling 
and SOB
• His LLE looks like this:
• Pulses, motor function and sensation are normal.

Case Cont’d – He is found to have:

Echocardiogram / Labs @Presentation

• TroT <0.01, NT-proBNP – 11,702 pg/ml (normal range 0-900)

He is Started on Anticoagulation with LMWH

• His leg condition and his shortness of breath improve within 2 days.
• He is discharged home on apixaban 10 mg BID to be switched to 5 mg 

BID after a week.Patients with “Intermediate-Low” Risk PE 
often Improve with Anticoagulation Alone

Bonus: Patients with Proximal DVT often 
Improve with AC Alone. Offer Procedures 

Sparingly

A 50 Y/O M Presents (to OSH) W/LLE Swelling 
and SOB
• His LLE looks like this:
• Pulses, motor function and sensation are normal.

Case Cont’d – He is found to have:
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He is given LMWH

• Four hours after initiating anticoagulation his mental status 
deteriorates.

An IVC Filter is Indicated in Patients with Acute 
Proximal DVT and PE who Cannot Receive AC

A 76 Y/O M Requires a VP Shunt 3 Weeks After an 
Intermediate High-Risk PE. He does NOT have DVT.

No Anticoagulation 
for 3 days pre-VP 
shunt, and 7 days 

post-VP shunt.

Consider an IVC Filter for Patients with Acute PE 
who Cannot Receive AC, Even in the Absence of DVT

65 Y/O M POD #30 Presents W/SOB

• Underwent colectomy @OSH for diverticulitis.
• CT Scan showed central PE.
• Transferred to MGH ED.

The Patient is Comfortable in Bed

• Vitals: Temp 36.7 °C (98 °F) | HR 110 | BP 154/78 mmHg | RR 18 | 
SpO2 92 % | 2L (NC)
• Gen: no acute distress, breathing comfortably, speaking in complete 

sentences
• Neck: no JVD or carotid bruits
• Cardiac: tachy, regular no m/r/g
• Lungs: bibasilar inspiratory crackles
• Abd: soft, nontender, nondistended, no bruit
• Extrem: 1+ LLE edema

However, He Fails to Progress

• He is treated with anticoagulation.
• When he tries to ambulate, he becomes extremely short of breath.
• This does not improve over 3 days.

Consider Intervention for the Indication of 
Ongoing Shortness of Breath / Inability to 

Ambulate, Even in Hemodynamically Stable 
Patients.
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A 59 Y/O F Presents W/Syncope to 
a Rural Hospital
• A CT in the ED shows Central PE.
• She crashes on the way back from the CT scanner.

IV Lytics are Indicated to Treat High-Risk / 
Catastrophic PE when Advanced Measures 

are not Available.

A 59 Y/O F Presents W/Syncope to a Tertiary 
Medical Center
• A CT in the ED shows Central PE.
• PERT are consulted but have yet to see the patient.
• She crashes on the way back from the CT scanner.

In Highly Specialized Centers, Rapid 
Implementation of Advanced Measures May 

be Appropriate for Patients with High-Risk 
and even Catastrophic PE.

64 Y/O M has a PE after Hip Surgery

• You see him in clinic 3 months after his diagnosis.
• He is tolerating apixaban and clinically has returned to his baseline. 
• He is ambulating normally and denies shortness of breath.

• During his index event, the RV was dilated and hypokinetic. Troponin 
and BNP were both elevated.

Treatment Duration Post PE Depends on Clinical 
and Imaging Considerations.

Final Take Home Message:
PE Care is Often Straightforward. Until it 

isn’t. Specialized Care may 
Improve Patient Outcomes.


