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Pulmonary embolism (PE), once a rare problem in
pediatrics, has become a more common problem
especially during COVID-19. Morbidity and mortality
can be significant in pediatric patients.
Management varies due to lack of evidence-based
protocols. There is a growing need to establish
pediatric PE response teams (P-PERT) to assist
clinical teams in the timely management of
pediatric PE patients. A P-PERT is especially
valuable in pediatrics where limited data is
available on PE management. Anticoagulation,
thrombolysis, or catheter-based interventions are
high risk procedures in pediatric patients, and the
long-term sequela on the right ventricle is unknown

INTRODUCTION

AIMS

In 2019, we created a team of key stake holders
that included critical care medicine (cardiac and
pediatric), hematology, emergency medicine,
transfusion medicine, ECMO, cardiovascular
surgery, and interventional cardiology. With the
assistance of our Evidence Based Outcomes
Center, a treatment algorithm was created for
patients with diagnosed or suspected PE that
assists the bedside clinician in identifying high-
risk patients that require the expertise of the P-
PERT (massive OR submassive PE). High-risk
patients underwent immediate systemic
anticoagulation and virtual consultation from the
P-PERT within 30 minutes. The P-PERT consisted
of: ICU, hematology, interventional cardiology,
RV failure team, ECMO, transfusion medicine and
interventional radiology. A patient-specific
treatment plan is created, considering patient
stability, risks of intervening, method of
intervention, risks of anticoagulation or
thrombolysis, and need for extracorporeal
support. Those deemed as low risk PE are
managed by hematology, without the P-PERT. To
minimize inconsistencies an electronic order set
incorporating commonly used vasoactive
medications, anticoagulation, imaging,
laboratory testing has been created to assist in
decision support and is now available to the
bedside.

METHODS

The P-PERT has been called out for 19 patients
since its launch in December 2020, all received
anticoagulation in the form of heparin infusion +/-
bolus of heparin followed by enoxaparin or
rivaroxaban. Six patients with massive/high risk PE
underwent catheter-based interventions
(thrombectomy or thrombolysis) in addition to
systemic anticoagulation.

RESULTS

CONCLUSIONS
With the increasing cases of hospital DVTs and PE in
pediatric care, establishment of a P-PERT is crucial
to rapidly identify those patients who need
treatment beyond anticoagulation and mobilize the
treatment team. We hereby report the first P-PERT
at large tertiary pediatric institution.
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To create a P-PERT of key stakeholders to improve
recognition, hasten intervention and improve
outcomes by limiting inconsistencies and delays in
care
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Demographics N=19 (%)
Gender Females

Males
9 (47)
10 (53)

Risk factor Oral Contraceptives 
Malignancy 
Recent surgery 
Nephrotic 
Immobility/trauma
Acute bacterial Infection 
Sickle cell (disease/trait)
Obesity
COVID-19

2 (10.5)
4 (21)
3 (16)
1 (5)
2 (10.5)
2 (10.5)
3 (16)
2 (10.5)
8 (42)

Congenital Heart 
Disease

Fontan 1 (5)

Type of PE Sub-massive
Massive/high risk
Acute 

3 (16)
6 (31.5)
10 (53)

Intervention Systemic anticoagulation
Thrombolysis (local)
Thrombectomy 
(mechanical)

19 (100)
4 (21)
4 (21)

ECMO Yes 2 (10.5)

P-PERT DEVELOPMENT TIMELINE


