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Ambulatory Emergency Care Service 

Pulmonary Emboli Pathway 

 
Patients with suspected PE – assessing suitability for AEC Service 

 
 

Referral from GP, clinic, ED 

accepted by the  AEC team 

(07775778343/on-call 

medical team (bleep 007) 

Features: dyspnoea, chest pain, haemoptysis, syncope, leg swelling 

Diagnosis: CXR, ECG, bloods 

Risk factors: immobilisation, active cancer, personal or family history of 

VTE,or thrombophilia, oestrogen therapy , polycythaemia or 

thrombocythaemia 

Pre-test probability 

      (Wells score) 

Low probability - Wells 

score 4 or lower 

Not clinically 

consistent with 

PE: manage as 

appropriate 

High probability -Wells 

score 4.5 or more 

Request D-dimer 

Omit D-dimers, request CTPA/VQ scan , start LMWH empirically if no 

imaging within 4 hours (unless high bleeding risk) 

CTPA or VQ scan 

Positive 

Consider alternative diagnoses, appropriate 

symptom control, and discharge with follow-up in 

primary or secondary care                                              

If DVT clinically present consider leg Doppler 

Negative       

Positive 

 
 

 

 

 

 
  

  

  

  

Negative 

  

Ambulatory care if PE severity index (above) class I/II and no contraindications 

If suspicion of severe pulmonary hypertension (clinical signs, raised troponin, abnormal ECG, 

increased RV:LV ratio on CTPA) admit and get echocardiogram 

Thrombolysis is only indicated in haemodynamic instability and initiated after discussion with the 

medical SpR/consultant (use alteplase per the BNF) 

Anticoagulation according to trust protocol, ensure no contraindication and discuss with 

haematology if in doubt (high baseline PT/INR). IVC filters are rarely required. 

All patients with unprovoked PE require follow-up (Dr Datta’s Monday respiratory clinic), and 

sometimes urgent investigations (e.g. for malignancy). 
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PESI score: 
 
 

 
 
 
 
 

 
 
 

 
Exclusion criteria: 

 SpO2<95% (unless known low baseline saturation) 
 Systolic BP < 100 mmHg 
 Chest pain requiring parenteral analgesia 
 Active bleeding (even if minor) 
 Severe pulmonary hypertension requiring serial echo  
 High risk of bleeding (stroke within last 10 days, GI bleed within last 14 days, 

platelets<50 x 109 
 
Relative contraindications to outpatient management:  discuss with haematology team 

 Severe renal impairment (GFR<30 ml/min) 
 Severe obesity (therapeutic effect of standard LMWH dose unpredictable – monitor 

anti-Xa ) 
 Previous intolerance to heparins (HIT or allergy) – alternative initial anticoagulation 

required 
 PE developed while already on warfarin 

 

Candidates for early outpatient management are those with a PESI class I/II. 

PESI score: 

 Age in years        
 Male sex        +10 
 Cancer (active /on  cancer therapy , suspected recurrence)   +30 
 Diagnosis of heart failure       +10 
 Diagnosis of chronic lung disease      +10 
 Pulse ≥110 beats per min       +20 
 Systolic blood pressure <100 mmHg     +30 
 Respiratory rate ≥30 breaths per min     +20 
 Temperature <36°C       +20 
 Altered mental status (disorientation or worse)    +60 
 Arterial oxygen saturation <90% with or without O2    +20 

 

PESI classification: 

 <66  Risk class I 
 66–85  Risk class II 
 86–105  Risk class III 
 106–125  Risk class IV 
 >125  Risk class V 
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Ambulatory care is suitable if the patient meets the following criteria: 
 

1. PE Severity index class I/II (low risk of complications)  
2. Sufficiently mobile and able to attend the Ambulatory Care Unit, means of 

communication (ideally mobile number) – consider involving STARRS 
3. The patient remains the responsibility of the referrer until physically present on the 

Ambulatory Care Unit. If there is any suspicion that the patient may DNA, inpatient 
management may be preferable 

4. Referral completed on ICE 
5. Ambulatory care is appropriate only if there are no other life-threatening pathologies 

in the differential diagnosis (e.g. ACS, aortic dissection) 
6. Complete a drug chart for LMWH, and warfarin post diagnosis 
7. There are no concerns over high bleeding risk 
8. Drug interactions have been checked for using the BNF or with Medicines 

Information (NWP number 2762), discuss with haematology if warfarin or LMWH 
might be contraindicated 

 
Checklist if PE confirmed: 
 

1. Initiate warfarin according to the trust anticoagulation policy on the DVT pathway 
(state duration clearly). Complete a yellow booklet and give it to the patient.  

2. Does the patient need urgent investigations to exclude an underlying cause for 
unprovoked PE (e.g. imaging for malignancy)? 

3. For unprovoked PE consider new patient appointment on the Monday respiratory 
clinic (Dr Datta). Arrange echocardiogram if clinical concerns over pulmonary 
hypertension. 

4. Refer to anticoagulation clinic (email referral) or GP to monitor anticoagulation 
5. Complete discharge summary on EDN 
 

Checklist if PE excluded: 
 

1. Review clinically for alternative explanation for symptoms, refer to other teams if 
appropriate 

2. If the patient was receiving LMWH empirically, ensure there is not another diagnosis 
that might warrant anticoagulation (e.g. newly diagnosed AF)  

 

 

 

 

 

 

 

 

 

NB: Ambulatory Care Unit to complete all on-going referrals, where required, where initial referral will be classed 

as First Appointment 


