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Conclusion & Importance

Risk stratification of patients presenting to the
Emergency Department with confirmed Pulmonary
Embolism (PE) into a low-risk subgroup has allowed
many patients to be treated at home or with brief
hospital stays. For hospitalized patients with low-risk
PE, roadblocks to outpatient therapy include initial
use of Unfractionated Heparin (UH), delayed
initiation of direct oral anticoagulant therapy
(DOAC), and inadequate outpatient follow up.

Two cohorts of low-risk PE patients were separately
reviewed over a 6-month period, one pre-
intervention, the other, post-intervention. In the pre-
intervention group, 50 patients were identified, along
with the mode of anticoagulation used, days to
DOAC initiation, and LOS in days. The intervention
consisted of a lecture to educate hospital staff about
risk stratification (using Hestia and PESI clinical
scores, and the European Society of Cardiology Risk
Stratification guidelines), use of low-molecular
weight heparin (LMWH) instead of UH, early
engagement of case management for DOAC
approval and cost, and a discharge checklist
(including follow up, cancer screening needs, and if
hypercoagulable work up was needed). In the post-
intervention group, 33 patients were identified, with
the same parameters reviewed.

Of the 50 patients reviewed in the pre-intervention cohort, 76.9% initially received UH. Time to
therapeutic aPTT was 17.3 hours (with 30% of patients never reaching therapeutic aPTT before
transition to DOAC), DOAC was started on day 2.8, and LOS was 4.2 days. Of the 33 patients in the post-
intervention cohort, 91.0% of patients were initiated on LMWH, DOAC was started on day 1.9, and
LOS was decreased to 2.1 days. Long term follow up was unavailable.

Education aimed at identifying and initiating 
LMWH for low-risk PE, together with early 
engagement of case management, can reduce LOS 
and cost of care. We estimated that the decreased 
LOS translated to a cost of care savings of about 
$297,330.00 dollars for the 30-patients who 
received LMWH. 
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