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The size of the problem

“The challenge is that the “classic” presentation with abrupt onset of 
pleuritic chest pain, shortness of breath, and hypoxia is rarely the case. 
Studies of patients who die unexpectedly of pulmonary embolism 
reveal that they complained of nagging symptoms often for weeks 
before death related to pulmonary embolism. Forty percent of these 
patients had been seen by a physician in the weeks prior to their 
death2”

Unusual Presentation of A Massive Pulmonary Embolism
Safi M et al1

1. Safi M, Rostami RT, Taherkhani M. Unusual presentation of a massive pulmonary embolism. J Tehran Heart Cent. 2011 Winter;6(1):41-4. Epub 2011 Feb 28. PMID: 23074604; PMCID: 
PMC3466862.
2. Kline JA, Runyon MS. Pulmonary embolism and deep venous thrombosis. In: Marx JA, Hockenberger RS, Walls RM, editors. Rosen’s Emergency Medicine Concepts and Clinical Practice. 6th ed. 
London: mosby; 2006. pp. 1368–1382
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How do identify some with VTE?
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Think Thrombosis!
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What does EMPEROR tell us?

These registry data suggest that appropriate 
initial medical management of ED patients 
with severe PE with anticoagulation is 
poorly standardized and indicate a need for 
research to determine the appropriate 
threshold for empiric treatment when PE is 
suspected before diagnostic confirmation.1

1. Pollack CV, Schreiber D, Goldhaber SZ, Slattery D, Fanikos J, O'Neil BJ, Thompson JR, Hiestand B, Briese BA, Pendleton RC, Miller CD, Kline JA. Clinical characteristics, management, and outcomes 
of patients diagnosed with acute pulmonary embolism in the emergency department: initial report of EMPEROR (Multicenter Emergency Medicine Pulmonary Embolism in the Real World Registry). 
J Am Coll Cardiol. 2011 Feb 8;57(6):700-6. doi: 10.1016/j.jacc.2010.05.071. PMID: 21292129.
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Pathways in Venous Thromboembolic Disease

• Compare with Cardiac Chest Pain Pathways



www.nice.org.uk/guidance/cg95/resources/north-bristol-nhs-trust-suspected-acute-coronary-syndrome-guideline-pdf-8836564719
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However!

• Assessment of anginal chest pain, NICE CG 95* states:

• Constricting discomfort in the front of the chest, or in the neck, shoulders, jaw or arms 

• Precipitated by physical exertion

• Relieved by rest or GTN within about 5 minutes.

• All 3 of the features above is defined as typical angina. 

• 2 of 3 of the features above is defined as atypical angina. 

• 1 of 3 of the features above is defined as non-anginal chest pain. 

        

Anginal Pain is:

* https://www.nice.org.uk/guidance/CG95
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Pathways in Venous Thromboembolic Disease

• Compare this with issues around PE and DVT
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Symptoms & Signs of PE

Feature PE confirmed
PE 

not confirmed

Dyspnoea 50% 51%

Pleuritic Chest Pain 39% 28%

Cough 23% 23%

Substernal Chest Pain 15% 17%

Fever 10% 10%

Haemoptysis 8% 4%

Syncope 6% 6%

Unilateral leg pain 6% 5%

Signs of a DVT (unilateral extremity swelling) 24% 18%

Clinical characteristics of patients with suspected PE in the emergency department (adapted from Pollack et al. (2011)).
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Back to Basics

• Risk factors include:-Enduring

• Previous venous thromboembolism
• Cancer (known or undiagnosed)
• Increasing age
• Being overweight or obese
• Male sex
• Heart failure
• Acquired or familial thrombophilia
• Chronic low-grade injury to the vascular wall (for example vasculitis, hypoxia from 

venous stasis, or chemotherapy).
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Back to Basics

• Risk factors include:-Transient

• Immobility, significant trauma, or direct trauma to a vein.

• Hormone treatment (for example oestrogen-containing contraception or hormone 
replacement therapy).

• Pregnancy and the postpartum period.

• Dehydration.
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Think Thrombosis!
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Tests:-Risk Scores
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Tests:-Risk Scores

Criteria Score

Active cancer (treatment ongoing, within the last 6 months, or palliative). 1

Paralysis, paresis, or recent plaster immobilization of the legs 1

Recently bedridden for 3 days or more, or major surgery within the last 
12 weeks requiring general or local anaesthetics

1

Localized tenderness along the distribution of the deep venous system 
(such as the back of the calf)

1

Entire leg is swollen. 1

Calf swelling by more than 3 cm compared with the asymptomatic leg 
(measured 10 cm below the tibial tuberosity).

1

Pitting oedema (greater than on the asymptomatic leg) 1

Collateral superficial veins (non-varicose). 1

Previously documented DVT 1

If an alternative cause is considered more likely than DVT. -2

Criteria Score

Active cancer (treatment on-going, within the last 6 months, or 
palliative).

1

Heamoptysis 1

Recently bedridden for 3 days or more 1.5

Surgery within the previous 4 weeks 1.5

Heart Rate of greater than 100bpm 1.5

Previous DVT or PE. 1.5

There are clinical features of a DVT 3

If an alternative diagnosis is considered less likely than PE. 3

Two level DVT Wells score Two level PE Wells score

DVT low risk ≤1 PE low risk ≤3



Would easy access to D-Dimer help?

Patient presents with suspicion of DVT/PE

Clinical Assessment and Well’s Score

Well’s score High Risk
Arrange imaging and 

undertake POC D’dimer
Negative Scan D’dimer

Positive Arrange further imaging 

Negative
Consider alterative 

diagnosis
Well’s score Low Risk

Arrange POC D’dimer
Send Apply task D-Dimer to Covid

Nursing, in SHIPLEY MODULE ONLY

Positive 

Positive Scan

Consider alterative 
diagnosis

Negative

D’dimer

D’dimer has a value in the initial assessment of those at low/medium risk of thrombotic 
events (DVT/PE/CVST). It has a high NEGATIVE predictive value
To assess for moderate or low risk people with DVT and PE undertake the Well’s score after 
clinical assessment
For those with headache and suspected Central Venous Sinus Thrombosis then low risk 
features are normal neurological examination and absence of risk factors such as pregnancy, 
puerperium, combined oral contraceptive use or smoking*
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What does NICE say?

https://www.nice.org.uk/guidance/ng158
Accessed 23rd August 2022

https://www.nice.org.uk/guidance/ng158
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What does NICE say?

https://www.nice.org.uk/guidance/ng158
Accessed 23rd August 2022

https://www.nice.org.uk/guidance/ng158
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What does NICE say?

https://www.nice.org.uk/guidance/ng158
Accessed 23rd August 2022

https://www.nice.org.uk/guidance/ng158
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What does NICE say?

In patients with suspected DVT, evidence from the de novo cost-
consequences model developed for this guideline suggests that 
compared to laboratory testing:

Excluding primary care costs, the overall point-of-care testing strategy is 
less costly than laboratory testing (-£1,331 [-£10,777 to £8,721)]). When 
primary costs are included, the overall point-of care testing strategy 
becomes significantly less costly (-£20,166 [-£30,296 to -£9,527])

https://www.nice.org.uk/guidance/ng158/evidence/a-ddimer-testing-in-the-diagnosis-of-deep-vein-thrombosis-and-pulmonary-embolism-pdf-8710588334
Accessed 23rd August 2022

https://www.nice.org.uk/guidance/ng158/evidence/a-ddimer-testing-in-the-diagnosis-of-deep-vein-thrombosis-and-pulmonary-embolism-pdf-8710588334


www.thrombosisuk.org

What does NICE say?

In patients with suspected PE, evidence from the de novo cost-
consequences model developed for this guideline suggests that 
compared to laboratory testing:

Overall, point-of-care D-dimer testing results in a small increase (2 per 
1,000 people) in the number of false negative results and a large 
decrease (151 per 1,000) in the number of false positive results, 
although neither of these findings is statistically significant at the 5% 
level. Excluding primary care costs, the overall point-of-care testing 
strategy is less costly than laboratory testing (-£14,374 [-£37,279 to 
£10,115]). When primary costs are included, the overall point-of care 
testing strategy becomes significantly less costly (-£33,725 [-£59,124 to -
£6,331]).

https://www.nice.org.uk/guidance/ng158/evidence/a-ddimer-testing-in-the-diagnosis-of-deep-vein-thrombosis-and-pulmonary-embolism-pdf-8710588334
Accessed 23rd August 2022

https://www.nice.org.uk/guidance/ng158/evidence/a-ddimer-testing-in-the-diagnosis-of-deep-vein-thrombosis-and-pulmonary-embolism-pdf-8710588334
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Safety Netting

• With some many variables…
• What to watch out for:

• Progressive symptoms
• Heamoptysis
• Stepwise changes
• Palpitations
• Episode of collapse/syncope (A&E)

• What to watch for that may suggest not VTE:
• Purulent sputum production
• Fever/flu like symptoms
• Change in stool suggesting GI bleeding

• Patient focus:
• Increasing anxiety about the situation 
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What actions can you take as a clinician?
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Summary

• There is a great deal of poor education regarding thrombosis in GP 
training

• Need to maintain the discussion

• Think about the diagnosis and risk score

• Point of Care D-dimer may assist

• Keep the pathway simple

• Keep the intervention simple

• Ensure the patient knows what is happening to them and why



Let’s Talk Clots patient 
information app 



https://ltc-app.vfairs.com
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