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CLINICAL POLICY ALERT

Outpatient Treatment for Pulmonary Embolism
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Policy Recommendations and Focus Points in bold

Clinical Question: In patients with low-risk pulmonary embolism (PE), is outpatient treatment
recommended?

Patient Management Recommendation:

In patients with low-risk PE, we recommend outpatient treatment over hospitalization
provided access to medications, ability to access outpatient care, and home circumstances
are adequate (strong recommendation, low-certainty evidence). (1)

Key Points:

o Treatment at home is more convenient and less expensive than hospitalization and is
preferred by most patients. (1)

e Treatment with direct oral anticoagulants (DOACS) (e.g., apixaban or rivaroxaban) makes
outpatient therapy more accessible and less complicated. (1)

¢ To help identify low-risk patients suitable for home treatment, physicians may use clinical
decision instruments, such as the Hestia criteria, or clinician judgment in conjunction with a
simplified Pulmonary Embolism Severity Index (sPESI). (1,2)
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¢ Patients with evidence of right ventricular (RV) strain or increased troponin/B-type natriuretic
peptide (BNP) levels should be considered for hospitalization, given their higher risk for poor
outcomes. (1) RV strain pattern on electrocardiogram (ECG), RV abnormality on computed
tomography (CT), or elevated troponin/BNP should prompt a diagnostic echocardiogram.

¢ Although the evidence base supporting the guideline recommendations is considered weak, it
is consistent with the results of 2 recent systematic reviews that reported no difference in
outcomes among patients with low-risk PE, whether treated as inpatients or outpatients.
(1,3,4)

Patient Risk Stratification

The initial disposition of patients with PE should be guided by an assessment of clinical patient risk.
Risk stratification can be accomplished by classifying patients into the following three categories

(5):

e High-risk: signs of shock, end-organ damage or hypoperfusion, hypotension, or
cardiac arrest

¢ Intermediate-risk: evidence of right-heart strain on imaging (ECG, CT,
echocardiogram), elevated troponin, and/or elevated BNP

e Lowe-risk: clinically stable without evidence of high-risk or intermediate-risk features
and low-risk assessment using a clinical decision tool, such as the Hestia criteria or
sPESI score + physician judgment (see diagram)

Patients with high- or intermediate-risk criteria should be hospitalized for inpatient
treatment.

In the HOME-PE trial by Roy et al., a randomized study comparing the Hestia criteria with the
sPESI, both strategies had similar safety and effectiveness, allowing more than one third of patients
to be treated safely at home. Importantly, both scoring tools were considered complementary to the
physician’s clinical judgment. The treating physician was able to overrule the triaging tool in cases
when admission was prudent for medical or social reasons.(2) The MATH-VTE trial conducted by
Kline et al. demonstrated real-world efficacy and safety of monotherapy oral anticoagulation to treat
patients with deep vein thrombosis and PE in the emergency care setting who are deemed low risk
by either the modified Hestia criteria or sPESI plus clinical judgment. In this study, eligible patients
with a variety of PE locations (including subsegmental, segmental, lobar, and main pulmonary
artery) were treated successfully as outpatients. In addition, the 30-day rate of PE and VTE
recurrence was low (1.0%), the rate of subsequent bleeding complications requiring hospitalization
was 0.8%, and, importantly, there were no deaths. (6) These studies support the ability of these
clinical decision tools to safely risk stratify patients to outpatient DOAC therapy.

If the patient has no high- or intermediate-risk criteria, evaluate the patient for low risk using
Hestia criteria or clinician judgment plus sPESI:

Criteria for low-risk (adapted from Kline J, Adler D, Alanis N, et al. Study protocol for a multicentre
implementation trial of monotherapy anticoagulation to expedite home treatment of patients
diagnosed with venous thromboembolism in the emergency department. BMJ Open
2020;10[10]:e038078). (7)
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The modified Hestia criteria (all must be true):
e Systolic blood pressure >100 mm Hg
e No thrombolysis needed
¢ No active bleeding
o Sa02 >94% while breathing room air
¢ Not already anticoagulated
¢ No more than two doses of intravenous narcotics in the emergency
department
¢ No other medical or social reasons to admit
e Creatinine clearance >30 mL/min
e Not pregnant, no severe liver disease or heparin-induced thrombocytopenia

OR

Physician judgment plus sPESI criteria
The physician opinion that a patient’s overall social and medical situation is favorable for
home treatment* and the patient has a zero score on the sPESI.

All of the following must be true:
e Age 18-81 years
¢ No history of cancer
¢ No history of heart failure or chronic lung disease
e Pulse <110 beats/min
e Systolic blood pressure >99 mm Hg
e O2 saturation >89%

*Examples of additional social and medical factors include: Does the patient have the ability to
obtain (i.e., pay for) medication? Does the patient have access to expeditious outpatient
follow-up? Does the patient have adequate home circumstances (family and social support)?

Disposition Determination

Recent guidelines recommend that patients classified as low-risk PE can be started on a DOAC
and managed at home. The expert panelists placed “a very high value on avoiding the potential
increase in risk of harm (including much greater cost) related to hospitalization even though the
magnitude of benefit is similar.” (1)

Patients who are classified as low risk by Hestia criteria or clinician judgment and sPESI
score, have access to DOAC medication and outpatient follow-up, and have appropriate
social support can be discharged home with outpatient therapy.
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PE Treatment Algorithm
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Risk Stratification

High-risk: Signs of shock, end-organ damage or
hypoperfusion, hypotension, or cardiac arrest.

Intermediate-risk: Fvidence of right-heart strain on
imaging (ECG, CT, echocardiogram), elevated troponin,

and/or elevated BNP.

Hospitalize

Modified Hestia criteria (all must be true):

o Systolic blood pressure > 100 mm Hg

* No thrombolysis needed

» No active bleeding

* Sa0; > 94% on room air

» Not already anticoagulated

* No more than two doses of intravenous
narcotics in the emergency department

* No other medical or social reasons to admit

 (reatinine clearance > 30 mL/min

» Not pregnant, no severe liver disease or
heparin-induced thrombocytopenia

OR
Physician judgement plus sPESI criteria

The physician opinion that a patient's overall social
and medical situation is favorable for home
treatment™ and the patient has a zero score on the
sPESI.

All of the following must be true:
* Age 18-81 years
* No history of cancer
Mo history of heart failure or chronic lung
disease
Pulse <110 beats/min
Systolic blood pressure > 99 mm Hg
0, saturation > 89%

Examples of additional social and medical factors include: Does the patient have the ability to obtain (i.e pay for) medication? Does the patient have
hccess to expeditious outpatient follow-up? Does the patient have adequate home circumstances (family and social support)?
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