
Acad Emerg Med. 2021;28:1325–1327.	﻿�   | 1325wileyonlinelibrary.com/journal/acem

Received: 27 April 2021  | Accepted: 27 April 2021

DOI: 10.1111/acem.14271  

H O T  O F F  T H E  P R E S S

SGEM#323: Mama I’m comin’ home—For outpatient treatment 
of a pulmonary embolism

Corey Heitz MD1  |   Kirsty Challen MBChB, PhD, FRCEM2 |   William K. Milne MD3

1Lewis Gale Medical Center, Salem, VA, USA
2Lancashire Teaching Hospitals NHS Trust, Preston, UK
3University of Western Ontario, Goderich, Ontario, Canada

Correspondence: Corey Heitz, MD, Lewis Gale Medical Center, 1900 Electric Road, Salem, VA 24153, USA.
Email: coreyheitzmd@gmail.com

Supervising Editor: Esther K. Choo, MD, MPH.

BACKGROUND

Pulmonary embolism (PE) is a common diagnosis in emergency de-
partments (EDs) in the United States, with over 180,000 patients 
receiving this diagnosis in 2016.1,2 Recent literature suggests that 
there is a subset of patients, up to 50%, who are low risk, are candi-
dates for oral anticoagulation, and have primary care follow-up, who 
can be managed as outpatients.3,4 While trials have suggested that 
outpatient management is safe, outcomes from clinical practice are 
not clear.

ARTICLE SUMMARY

This study is a retrospective cohort study utilizing a database of 740 
U.S. hospitals, consisting of approximately 20% of U.S. hospitaliza-
tions in a given year. Patients who were ≥18 years of age and re-
ceived a diagnosis of PE between July 2016 and June 2018 were 
included. In addition, patients had to have imaging to evaluate for 
PE as well as treatment of PE. Patients who had been evaluated in 
the ED for a PE-related visit in the previous 90 days were excluded, 
as were patients who expired in the ED. The primary outcome of in-
terest was initial disposition from the ED, with secondary outcomes 
including return visits or hospitalizations with 30 days and costs.

QUALIT Y A SSESSMENT

This study includes a large number of U.S. hospitals and patients, 
from diverse practice settings including urban and rural academic 
and community centers, and as such is likely reflective of U.S. prac-
tice patterns. The outcomes are clearly delineated and measurable to 
minimize bias. The major limitations of the study come from the limi-
tations of the database, which contains coding data only. Individual 
patient-level details such as vital signs, laboratory results, and other 
findings were not available, so no information about risk stratifica-
tion could be performed. In addition, size and location of the PEs 
could not be obtained from the database. As such, the data allowed 
conclusions regarding the specific outcomes of interest (disposition, 
return visits, costs) but could not provide information to analyze dis-
charge or admission criteria, appropriateness, or other factors.

KE Y RESULTS

A total of 61,070 patients were identified from the database, with a 
mean age of 62 years. Slightly over half (53%) were female. For the 
primary outcome of disposition from the ED, 4% of patients were 
discharged, and 96% were admitted. Charges among the total cohort 
were $9,225 while outpatients were charged $1,214. Return visits 
occurred for 28% of patients, and 11% of those initially discharged 
were subsequently admitted. Respiratory failure, shock, hypoten-
sion, heart failure, and malignancy were associated with admission 
at the index visit. A total of 1.3% of discharged patients returned 
within 30 days for a bleeding-related complaint, and 1.9% of admit-
ted patients died.
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Discussing: Westafer LM, Shieh MS, Pekow PS, Stefan MS, Lindenauer PK. Outpatient 
management of patients following diagnosis of acute pulmonary embolism. Acad Emerg 
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AUTHORS’  COMMENTS

U.S. patients with an ED diagnosis of PE are overwhelmingly dis-
charged from the ED. Charges for admitted patients are much 
higher than for those discharged. There is approximately a one in 
10 chance of admission once discharged and a one in three chance 
of returning to the ED. U.S. emergency physicians should consider 
risk stratification and appropriate criteria for safe discharge of PE 
patients.

TOP SOCIAL MEDIA COMMENTARY

Comments from thesgem.com

Jeffery Hill: Most patients with PE end up admitted in our system but 
those with a sPESI<1 are candidates for outpatient treatment pend-
ing the ability to arrange meds and follow up.

Comments from Twitter

@RozhenalMD : In my experience the limiting factor is often the 
fact that some insurance plans cover rivaroxaban and others cover 
apixaban, apparently none cover both. So it's practically impossible 
to figure this out and send them home on a doac unless it's 2 pm on 
a Tuesday. Hence, obs.

Reply by author @LWestafer: We get around this with 
initial coupons. https://eliqu​is.com/eliqu​is/hcp/resou​
rces#panel​-eleme​nt-2… either 30d free or 10$ copay 
regardless of insurance- I tell patients they may get 
switched but this will get them started

@TheCaseyGlass: I don't have numbers but we discharge most 
without an O2 requirement or other signs of massive PE. Our pharma-
cists help initiate tx with NOAC or before that we would send out on 
enox & warfarin. We have an Obs protocol to help get the dominoes 
lined up if it will take a minute.

Paper in a pic by Dr. Kirsty Challen

https://eliquis.com/eliquis/hcp/resources#panel-element-2
https://eliquis.com/eliquis/hcp/resources#panel-element-2
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Twitter poll by Ken Milne

TAKE-TO -WORK POINTS

Society guidelines provide direction for risk stratification of PE pa-
tients who can safely be discharged home. U.S. emergency physi-
cians should consider utilizing these tools to select patients who do 
not need to be admitted, with the understanding and subsequent 
communication to the patient that about one in three will return to 
the ED, and 10% will be admitted on a future visit.
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