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Introduction. Pulmonary thromboembolism (PTE) represents a medical emergency and is the 
third most common cause of mortality after myocardial infarction and stroke. The purpose of this 
study was to describe the characteristics and management of patients with PTE admitted in a referral 
emergency hospital in Romania.  

Material and methods. We retrospectively reviewed all cases of PTE diagnosed in one of the 
largest emergency hospitals in Bucharest during a 2-year period (January 2014 – December 2016). 
Patients with acute PTE were identified by a database search of the diagnostic codes of all discharge 
diagnoses. Demographic, clinical and paraclinical tests data was retrieved from medical records. 

Results. 221 patients (48.87% male, mean age 61.76 years (range 21-94 years)) were 
diagnosed with PTE in our hospital (0.31% of all hospitalizations). Dyspnea was the most frequent 
symptom reported (78.9%), followed by pleuritic chest pain (23.9%) and unilateral leg pain (15.8%). 
Upon presentation, 12.6% of patients had high-risk PTE. Up to 72.8% of patients had at least one 
thrombotic risk factor, while cancer (14%) was the most frequent amongst them. The mean length of 
hospitalization was 10.3 ± 4.6 days. Unfractioned heparin (UFH) was the preferred anticoagulant during 
hospital stay (73.7%, p < 0.001). Vitamin K antagonists (AVK) were the preferred anticoagulant 
(71.7%, p < 0.001) after discharge, whereas non-antivitamin K oral anticoagulants (NOAC) were 
recommended in 26.3% of patients. Thrombolysis was used in 18 (8.4%) cases. Mortality was 0.9%. 

Younger patients more frequently associated thrombophilia or a previous thromboembolic 
event and clinical signs of DVT at presentation. Older patients associated more frequently a history of 
hospitalization for heart failure or atrial fibrillation during the previous 3 months and a history of 
cancer. The clinical presentation in older patients was more severe, with higher PESI scores (103.6 ± 33.4 
vs. 55.5 ± 17.9, p<0.001) and a longer hospital stay (10.7 ± 4.7 vs. 9.2 ± 3.9, p = 0.03). The type of 
anticoagulant treatment did not differ depending on age.  

Conclusion. In our emergency hospital, PTE is a relatively rare cause of hospitalization; the 
rate is, however, comparable with other major hospitals. Dyspnea and pleuritic chest pain was the 
clinical presentation dyad. UFH was the preferred anticoagulant for in-hospital treatment while AVK 
was the preferred option for long term treatment and recurrence prophylaxis; however an increasing 
number of patients are prescribed NOAC. In older patients clinical severity was higher upon 
presentation, hospitalization duration was increased and cancer was more frequently associated. 
Younger patients associated more frequently a primary hypercoagulable state and recurrent 
thromboembolism. Mortality rate was low during hospitalization, comparable with that seen in other 
studied populations.  

Key words: pulmonary embolism, hospitalization, risk factors, computed tomography, anti-
coagulation.  

INTRODUCTION 

Pulmonary thromboembolism (PTE) represents 
a medical emergency and is the third most common 
cause of mortality after myocardial infarction and stroke 
[1]. The incidence of PTE among the European 
population exceeds 1 per 1 000 [2]. There are several 
international registries created in order to evaluate 
the incidence, demographic and clinical characteristics, 

as well as prognosis of patients diagnosed with PTE [3, 
4]. In 2009, The Romanian Registry of Pulmonary 
Thromboembolism (RO-TEP) has been created with a 
priority in evaluating epidemiologic, therapeutic 
and clinical outcome differences in patients admitted 
for PTE in several hospitals in Romania. Data 
reported so far is scarce and the RO-TEP Registry 
can thus far offer an accurate view on PTE patients 
characteristics and management [5]. Nonetheless, 
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the results of this registry are still unpublished and 
data on characteristics of management in emergency 
hospitals is not currently available.  

The purpose of this study was to describe the 
characteristics and management of patients with 
PTE admitted in a referral emergency hospital in 
Romania.  

MATERIAL AND METHODS 

We retrospectively reviewed all cases of PTE 
diagnosed in a county emergency hospital during a 
2-year period from January 2014 through December 
2016. Patients with acute PTE were identified by a 
data search of the diagnostic codes of all discharge 
diagnoses (primary and secondary diagnoses). The 
medical records of all of the patients with a 
diagnosis of PTE were reviewed for objective 
evidence of PE. Demographic, clinical and paraclinical 
tests data was retrieved from the medical records. 

Probability and severity scores were calculated 
retrospectively, according to the European guideline 
for diagnosis and management of pulmonary em-
bolism (ESC guideline) [6]. 

In order to characterize PTE clinical patterns 
according to age, in the analysis, patients were 
further divided into two groups, Group 1 with 54 
(24.4%) patients under 50 years of age and Group 2 
with 167 (75.6%) patients aged 50 years or older. 

Ethical approval for the study was granted by 
the Hospital Committee for Research Ethics. 

Statistical analysis 

The categorical variables were presented as 
counts and percentages, while continuous variables 
were presented as mean values ± standard deviation. 
The frequency of clinical and paraclinical charac-
teristics in the groups was compared using two-by-
two contingency table and analyzed with chi-square 
 

χ2 with Yates correction test. Continuous variables 
were compared using Student T test. A p-value < 
0.05 was considered statistically significant. Statistical 
analysis was performed with the Statistical Package 
for the Social Sciences (SPSS) 23.0 for Windows.  

RESULTS 

During the 2 year study period, 221 patients 
(48.87% male, male: female ratio 1:1.04) were 
diagnosed with PTE in our hospital, summing up to 
0.31% of all hospitalizations. Mean age at diagnosis 
was 61.76 years (range 21-94 years). Two (0.9%) 
patients died during hospitalization. 

Diagnosis of PTE was proven following a 
combination of clinical evaluation and laboratory 
and imaging tests. Clinical evaluation, estimation 
of Wells score and revised Geneva score were done 
in all patients. D-dimer levels were measured in 
37.1% of patients, lower limb ultrasound for deep 
venous thrombosis (DVT) was done in 51.1% 
patients, 2D and Doppler echocardiography in 37.5% 
patients and chest computer tomography in 90.04% 
of patients.  

Clinical presentation 

Clinical picture in patients diagnosed with 
PTE in the emergency department is displayed in 
Table 1. Dyspnoea was the most frequent symptom 
reported followed by pleuritic chest pain and uni-
lateral leg pain, whereas hemoptysis and fever were 
found in only a minority of patients. Clinical signs 
of DVT were present in 72 (32.6%) cases and 40 
(18.1%) patients had a history of PTE. Tachy-
cardia, defined as a heart rate over 100 bpm, was 
found in 87 (39.3%) patients. 

Up to 72.8% of patients had at least one 
thrombotic risk factor. Patient comorbidities and 
risk predictors are detailed in Table 2.  

Table 1 
Frequency of symptoms reported by patients diagnosed with PTE in the emergency department 

Variables Total 
No (%) 

Group 1 
(< 50 years), no (%) 

Group 2 
(≥50years), no (%) p-value 

Number (%) 221 54 (24.4) 167 (75.6) - 
Male sex 108 (48.8) 29 (53.7) 79 (47.3) 0.4 
Symptoms 
Dyspnea 174 (87.7) 36 (66.6%) 142 (85.0) 0.003 
Pleuritic chest pain 52 (23.5) 18 (33.3) 34 (20.3) 0.05 
Unilateral leg pain 34 (15.3) 12 (22.2) 22 (13.1) 0.10 
Substernal chest pain 34 (15.3) 6 (11.1) 28 (16.7) 0.05 
Syncope 33 (14.9) 7 (12.9) 26 (15.5) 0.6 
Cough 27 (12.2) 11 (20.3) 16 (9.5) 0.03 
Hemoptysis 14 (6.3) 7 (12.9) 7 (4.1) 0.02 
Fever 4 (1.8) 2 (3.7) 2 (1.1) 0.22 
Signs of DVT 72 (32.5) 23 (42.5) 49 (29.3) 0.07 

DVT – deep vein thrombosis. 
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Table 2 
Patient comorbidities and risk predictors for PTE 

Variables Total 
No (%) 

Group 1 
(< 50 years), no (%) 

Group 2 
(≥50 years), no (%) p-value 

Number (%) 221 54 (24.4) 167 (75.6) - 
Male sex 108 (48.8) 29 (53.7) 79 (47.3) 0.4 
Risk factors 
At least 1 risk factor 106 (47.9) 24 (44.4) 82 (49.1) 0.5 
Cancer 31 (14.0) 0 (0) 31 (18.5) 0.02 
Major trauma 27 (12.2) 5 (9.2) 22 (13.1) 0.4 
History of hospitalization for HF or AF 
in the previous 3 months 23 (10.4) 0 (0) 23 (13.7) 0.004 
Chemotherapy 13 (5.8) 0 (0) 13 (7.7) 0.034 
Lower limb fracture 12 (5.4) 5 (9.2) 7 (4.1) 0.1 
Severe infections  11 (4.9) 3 (5.5) 8 (4.7) 0.8 
Use of contraceptives  7 (3.1) 7 (12.9) 0 (0) <0.001 
Therapy with hormones  7 (3.1) 2 (3.7) 5 (2.9) 0.79 
Knee or hip replacement 5 (2.2) 1 (1.8) 4 (2.3) 0.8 
Thrombophilia 5 (2.2) 5 (9.2) 0 (0) <0.001 
Respiratory insufficiency  5 (2.2) 0 (0) 5 (2.9) 0.19 
Autoimmune disease 2 (0.9) 0 (0) 2 (1.1) 0.41 
Previous VTE 40 (18.0) 16 (29.6) 24 (14.3) 0.01 

AF – atrial fibrillation, NOAC – direct oral anticoagulant, DVT – deep vein thrombosis, HF- heart failure, LV – left 
ventricle, PTE – pulmonary thromboembolism, RV – right ventricle, VTE – venous thromboembolism.  

Probability of PTE and risk stratification 

Pre-test probability was assessed using both 
Wells and revised Geneva scores, the simplified 
versions. Wells score misclassified as PE unlikely 
22.1% of patients, whereas the revised Geneva score 
misclassified significantly more, 40.2% of patients 
that were subsequently diagnosed with PE (Table 3). 

Based on patient clinical status upon pre-
sentation, 12.6% of patients were classified as high 
risk PTE (with shock/hypotension) and the remainder 
as non-high risk. According to the original version 
of the PESI (Pulmonary embolism severity index) 
score, a quarter of patients were at high or very 
high mortality risk, while another quarter was at 
low risk (Table 4).  

Table 3 
Probability of PTE in the study groups 

 Wells Score rGeneva Score Total P-value& 
 PE likely PE unlikely PE likely PE unlikely   
Group 1  
(<50 y) 

47 (87.0%) 7 (13.0%) 26 (48.1%) 28 (51.8%) 54 0.005 

Group 2 
(≥50y) 

125 (74.8%) 42 (25.2%) 106 (63.4%) 61 (36.6%) 167 0.02 

P-value* 0.09  0.04    
Total 172 (77.8%) 49 (22.2%) 132 (59.7%) 89 (40.3%) 221 <0.001 

rGeneva score – revised Geneva score, PTE – pulmonary embolism; *PE likely in patients ≤ 50 versus > 50 years. &PE likely with 
the Wells versus the rGeneva Score. 

Table 4 
PESI (Pulmonary embolism severity index) score in the study groups 

PESI class risk Group 1 (<50 y) Group 2 (≥ 50y) Total P-value* 
I 41 (75.9%) 15 (8.9%) 56 (25.3%) <0.001 
II 8 (14.8%) 38 (22.7%) 46 (20.8%) 0.20 
III 5 (9.2) 55 (32.9%) 60 (27.1%) <0.001 
IV 0 (0%) 27 (16.1%) 27 (12.2%) - 
V 0 (0%) 32 (19.1%) 32 (14.4%) - 
54 167 221  

  *Age <50 versus age ≥50 years. 

Treatment 
The mean length of hospitalization was 10.3 ± 

4.6 days. No difference in length of hospital stay 
was found comparing patients initiated on non-

antivitamin K oral anticoagulants (NOAC) versus 
those receiving parenteral anticoagulation (10.8 ± 
4.4 vs. 10.6 ± 4.2 days, p-value 0.8) during hos-
pitalization. With respect to treatment, in 96.8% of 
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patients anticoagulation with either unfractioned 
heparin (UFH), low molecular weight heparin 
(LMWH) or NOAC was initiated in the hospital. 
Three patients had major trauma that impeded anti-
coagulant administration while for the remainder, 
no contraindication was found. UFH was the 
preferred anticoagulant during hospital stay (73.7%,  
p < 0.001). Upon discharge, anticoagulation was 
 

recommended in 205 (92.7%) patients. Vitamin K 
antagonists (AVK) were the preferred anticoagulant 
(71.7%, p < 0.001) whereas NOAC were recom-
mended in 26.3% of patients.  

Thrombolysis was used in 18 (8.4%) cases, in 
17 cases as systemic thrombolysis and in 1 patient 
as catheter directed local thrombolysis (Table 5). From 
these patients, 7 (38.8%) received primary reperfusion. 

Table 5 
Treatment in the study groups 

 During hospitalization 
(No (%)) 

Anticoagulation after discharge 
(No (%)) 

Thrombolysis 
(No (%)) 

 UFH LMWH NOAC 
Total 

LMWH NOAC AVK 
Total 

No Yes 
Total 

Group 1  
(<50 y) 

40  
(74.0) 

5 
(9.2) 

9 
(16.6) 

54 2 
(4.0) 

14 
(28.5) 

33 
(67.3) 

49 51 
(94.4) 

3 
(5.6) 

54 

Group 2  
(≥50 y) 

123 
(76.8) 

9 
(5.6) 

28 
(17.5) 

160 2 
(1.2) 

40 
(25.6) 

114 
(73.0) 

156 152 
(91.0) 

15 
(9.0) 

167 

Total 163 14 37 214 4 54 147 205 203 18 221 
P-value 0.6 0.3 0.8  0.2 0.6 0.4   0.4  

AVK – vitamin K antagonists, NOAC – direct oral anticoagulant, LMWH – low molecular weight heparine, UFH – unfractioned 
heparine.  

PTE in young patients 

Young patients, under 50 years of age, repre-
sented almost a quarter of the PTE patients. Their 
clinical and biological profile as compared to that 
of older patients with PTE is represented in Tables 
1-2. Patients clinical probability for PTE in the two 
groups, based on Wells and Geneva revised scores, 
is illustrated in Table 3 and the PESI score in Table 4. 

Older patients had more frequently a history 
of hospitalization for HF or atrial fibrillation (AF) 
during the previous 3 months, and a history of 
 

cancer, while younger patients had more frequently 
a form of thrombophilia or a previous thrombo-
embolic event (Table 2). Older patients presented 
more frequently with chest pain and dyspnea, while 
younger patients presented with clinical signs of 
DVT (Table 1). The clinical presentation in older 
patients was more severe with higher PESI score 
and a longer hospital stay (Table 6). The type of 
anticoagulant treatment did not differ between 
groups (Table 5). The Wells score indicated ‘PTE 
likely’ more frequently than the revised Geneva 
score in the patients diagnosed with PTE (Table 3). 

Table 6 
Imaging and severity characteristics in young patients versus older PTE patients 

Variables Total Group 1 
(< 50 years) 

Group 2 
(≥50 years) p-value 

Number (%) 221 54 (24.4) 167 (75.6) - 
Male sex 108 (48.8) 29 (53.7) 79 (47.3) 0.4 
AngioCT scan (no (%)) 
*Central PTE 148 (66.9) 35 (64.8) 113 (67.6% 0.6 
Echocardiography (no (%)) 
Dilated RV 58 (26.2) 9 (16.6) 49 (29.3) 0.06 
RV dysfunction  38 (17.1) 6 (11.1) 32 (19.1) 0.17 
LV dysfunction 26 (11.7) 3 (5.5) 23 (13.7) 0.10 
Other severity parameters 
PESI score 91.6±36.7 55.5±17.9 103.6±33.4 <0.001 
Hospitalization days 10.3±4.6 9.2±3.9 10.7±4.7 0.03 

LV – left ventricle, PTE – pulmonary thromboembolism, RV – right ventricle, VTE – venous thromboembolism. *Central PTE 
indicates the involvement of the right or left pulmonary artery. 

DISCUSSION 

In the present study we analyzed the clinical 
and paraclinical profile of patients admitted for 
PTE in a major emergency hospital from Romania.  

PTE diagnosis represented 0.31% of all hos-
pitalizations during the 2-year studied period, an 
incidence rate similar to those reported in the 
United States (between 0.047-0.40%) [7]. Our data 
is limited to PE patients who were hospitalized, 
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and PTE diagnosis could be more frequent in the 
emergency department, even though admittance 
rates reported in the US are around 86% [8].  

The two most frequent symptoms were 
dyspnea and pleuritic chest pain, whereas clinical 
signs of DVT appeared in a third of patients only, 
thus emphasizing once more that clinical suspicion 
of PTE should be based on a combination of signs 
and symptoms as the Wells and revised Geneva 
scores taken into consideration [6]. In the present 
study, which evaluated patients diagnosed with PTE, 
the revised Geneva score indicated significantly 
more frequently a low probability for PTE than the 
Wells rule. The retrospective calculation of these 
scores may explain the difference between the two 
scores; however, there are several other studies that 
emphasize the same discrepancy [9].  

In less than a quarter of patients we found no 
thrombotic risk factors, a result in accordance with 
other studies reporting percentages of 15-40% of 
unprovoked PE [10]. Even though in younger 
patients risk factors are frequently absent, in our 
study there was no difference between young and 
older patients regarding the number of unprovoked 
PTE [11]. The emergency profile of the hospital in 
which the study was undertaken might have led to 
a selected population of young patients with a more 
severe clinical status or comorbidities. For instance, 
there were no differences in the percentage of 
young and older patients with limb fractures or 
major trauma. Nonetheless, the profile of thrombotic 
risk factors differs between groups, with thrombo-
philia being more frequent in the young, while 
cancer and prior hospitalizations for HF or AF are 
more frequent in the older patients as it would be 
expected considering the age-dependent prevalence 
of the respective diseases in the general population 
[12, 13].  

Diagnosis of PTE in our hospital is based on 
internal protocols in accordance with the ESC 
guidelines. Therefore, after clinical evaluation and 
PTE probability assessment, in most cases, CT 
angiography was the next diagnostic step as it is 
readily available, preceded or not by D-Dimer 
testing as dictated by the clinical probability scores 
[6]. Two thirds of patients were diagnosed with 
central PTE at CT angiography, defined as thrombi 
in the lobar arteries. Interestingly, there was no 
difference in the prevalence of central PE between 
the two studied groups, even though the severity of 
clinical presentation in the older patients was 
significantly higher as assessed by the PESI score. 
However, we found similar proportions of RV 

dysfunction and dilation assessed by echocardio-
graphy in the young versus older patients. This 
could be the result of the overall greater cardio-
vascular fitness and reserve of young patients along 
with the increased number of comorbidities in the 
older patients, especially HF. The in-hospital mortality 
was very low (0.9%), smaller than the overall 
mortality reported by older studies of 11-15% [14, 
15]. The more recent EMPEROR registry, including 
however younger patients, reported an in-hospital 
mortality related to PTE of 1.1% similar to our data 
[16]. The lower mortality in our study could be 
partially explained by its retrospective nature and 
the possible different coding in the electronic 
system of deaths that occurred in the emergency 
department without hospital admission. Nonetheless, 
we found a long hospital stay and more so in the 
case of older patients reflecting probably the case 
severity, even though completion of the 5-10 days 
of the parenteral anticoagulant therapy could have 
been a deciding factor [6]. However, we found no 
difference in hospital stay length between patients 
receiving non-AVK oral anticoagulants versus those 
receiving parenteral anticoagulant, as opposed to 
recent studies showing that PTE in patients treated 
with NOAC had shorter hospital stays [17, 18]. 

In-hospital treatment consisted in anticoagulation 
in almost all patients, with UFH being the preferred 
anticoagulant (73.7%). Cost and availability could 
have been an important factor when deciding for 
UFH, as the ESC guideline recommends UFH 
especially for high risk PTE, a situation where 
LMWH were not studied, whereas in intermediate 
or low-risk PTE LMWH are the first choice. 
Nonetheless, in the EMPEROR registry including a 
large U.S. sample, UFH was initiated in 53.6% of 
patients even though only 3% presented with PTE 
with shock/hypotension [16]. Only 17.2% received 
NOAC even though rivaroxaban and apixaban can 
be safely administered in patients with PTE without 
shock or hypotension according to the EINSTEIN-
PE and AMPLIFY trials and the current ESC guide-
line [19, 20]. Even apixaban and rivaroxaban were 
only recently approved and became available in 
hospitals in Romania. They were however recom-
mended as out-of-hospital anticoagulation in 26.3% 
of our patients. Nonetheless, the still prohibitive 
cost of this NOAC could hamper their recommend-
dation in the following period.  

The oral anticoagulant preferred for the out-
of-hospital anticoagulation was the AVK aceno-
cumarol, an old drug and less costly option for PTE 
patients from Romania [21]. LMWH at discharge 
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was prescribed to 4 patients with active cancer as 
recommended by the current guideline. 

Apart from anticoagulant treatment, thrombo-
lysis was used in 8.1% of patients of which only a 
third was used as primary reperfusion therapy, even 
though 12.6% presented with high risk PTE. The 
retrospective nature of this study did not allow 
evaluation for contraindication to reperfusion therapy, 
even though, according to the current guideline, 
most contraindications should be considered relative 
in patients with life-threatening, high-risk PTE [6].  

Study limitations 

Our study is a single-center report and its 
retrospective nature limits the data available for 
analysis. We could not retrieve data on the timeline 
and diagnostic steps followed in every patient, there-
fore, we could only assume the appropriateness of 
diagnostic tools that were used when following the 
ESC guideline recommendations. For instance, 
almost half of patients underwent venous Doppler 
ultrasound even though its role in PTE diagnostic 
workup is mainly as an alternative in patients with 
contraindication to CT angiography [6].  

Moreover, we obtained data from patients 
admitted starting from January 2014 when NOAC 
were only becoming available in Romanian hospitals, 
therefore, the proportion of patients receiving 
NOAC might be higher now than reported in the 
current study. 

CONCLUSION 

In our emergency hospital, PTE is a relatively 
rare cause of hospitalization; the rate is however 
comparable with other major hospitals. Dyspnea 
and pleuritic chest pain was the clinical pre-
sentation dyad, while CT angiography was the 
imaging diagnostic tool in the majority of patients. 
UFH was the preferred anticoagulant for in-hospital 
treatment while AVK was the preferred option for 
long term treatment and recurrence prophylaxis; 
however, an increasing number of patients are 
prescribed NOAC. Older patients have higher 
severity at presentations, longer hospitalization and 
an increased cancer frequency, younger patients 
present more with primary hypercoagulable state 
and recurrent thromboembolism. Mortality rate was 
low during hospitalization, comparable with that 
seen in other studied populations.  
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Introducere. Tromboembolismul pulmonar reprezintă o urgenţă medicală şi 

este a treia cauză ca frecvenţă de mortalitate după infarctul miocardic şi 
accidentul vascular cerebral. Scopul acestui studiu a fost de a descrie carac-
teristicile şi managementul pacienţilor cu PTE internaţi într-un spital de urgenţă 
de referinţă din România.  

Material şi metodă. Am analizat retrospectiv toate cazurile de PTE diag-
nosticate într-unul din cele mai mari spitale de urgenţă din Bucureşti pe o 
perioadă de 2 ani (Ianuarie 2014 – Decembrie 2016). Pacienţii cu PTE au fost 
identificaţi prin căutarea în baza de date a codurilor de diagnostic a tututor 
diagnosticelor de externare. Date demografice, clinice şi paraclinice au fost 
preluate din fişele medicale.  

Rezultate. 221 pacienţi (48.87% bărbaţi, vârsta medie 61.76 ani (range 21–
94 ani)) au fost diagnosticaţi cu PTE în spitalul nostru (0.31% din toate 
spitalizările). Dispneea a fost cel mai frecvent simptom raportat (78.9%), urmată 
de durerea toracică pleuritică (23.9%) şi durerea unilaterală de membru pelvin 
(15.8%). La prezentare, 12.6% au avut PTE cu risc înalt. Până la 72.8% din 
pacienţi au avut cel puţin un factor de risc trombotic, în timp ce cancerul (14%) a 
fost cel mai frecvent dintre ei. Durata medie de spitalizare a fost 10.3 ± 4.6 zile. 
Heparina nefracţionată (UFH) a fost anticoagulantul preferat pe durata spitalizării 
(73.7%, p < 0.001). Antagoniştii de vitamină K (AVK) au fost anticoagulantele 
preferate (71.7%, p < 0.001) după externare, în timp ce anticoagulantele orale 
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non-antivitamină K (NOAC) au fost recomandate la 26.3% din pacienţi. 
Tromboliza a fost folosită în 18 (8.4%) cazuri. Mortalitatea a fost 0.9%. 

Pacienţii mai tineri au asociat mai frecvent trombofilii sau un eveniment 
tromboembolic anterior şi semne clinice de tromboză venoasă profundă la 
prezentare. Pacienţii mai vârstnici au asociat mai frecvent istoric de spitalizare 
pentru insuficienţă cardiacă sau fibrilaţie atrială în ultimile 3 luni sau istoric de 
cancer. Tabloul clinic la prezentare a fost mai sever în cazul pacienţilor mai 
vârstnici, cu scor PESI mai mare (103.6 ± 33.4 vs. 55.5 ± 17.9, p < 0.001) şi 
durată mai mare de spitalizare (10.7 ± 4.7 vs. 9.2 ± 3.9, p = 0.03). Tipul de 
tratament anticoagulant nu a fost diferit în funcţie de vârstă. 

Concluzie. In spitalul nostru de urgenţă, PTE este o cauză relativ rară de 
internare; rata este însă comparabilă cu cea a altor spitale mari. Diapneea şi 
durerea toracică pleuritică a fost diada de prezentare clinică. UFH a fost anti-
coagulantul preferat pentru tratamentul în spital în timp ce AVK au fost opţiunea 
preferată pe termen lung şi profilaxia recurenţelor; totuşi, unui număr în creştere 
de pacienţi i-a fost prescris NOAC. La pacienţii mai vârstnici, severitatea clinică 
la prezentare a fost mai mare, durata de spitalizare a fost mai crescută şi cancerul 
a fost mai frecvent asociat. Pacienţii mai tineri au asociat mai frecvent un status 
hipercoagulant primar şi tromboembolism recurent. Mortalitatea a fost scăzută pe 
durata spitalizării, comparabilă cu cea observată în alte populaţii studiate.  
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