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Case 1. 
• 16 year old girl 

• Admitted with a 5 day history of dyspnoea associated with left sided chest 
pain 

• D-dimer elevated - CTPA confirmed extensive bilateral PEs with features of 
R heart strain

• Trop 26, NT pro-BNP 5717 

• Background – menorrhagia – had recently commenced COCP; anxiety 
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Low risk PESI (I)







Adult or Child?
• Patient dependent factors 

• Physiologically an adult

• Signposting – deferred to mother, did not want to be involved in decision 
making, OCP for menorrhagia not contraception, embarrassed when 
discussed anticoagulants in the setting of pregnancy 

• Found adult critical care difficult  

• Very distressed by venipuncture 



• The law assumes that by the age of 16 years, young people are 
able to make decisions about their own care, although there are 
national differences relating to consent to investigations and 
treatment. 

• If a child or young person with capacity refuses to give consent, you 
must respect their decision.

GMC guidance





Choice of anticoagulant 



• AMPLIFY VTE – 18 or older

• EINSTEIN VTE – ‘they were of legal age for consent’; Rivaroxaban group 
55.8�16.4, Control group 56.4�16.3

• HOKUSAI VTE – 18 or older

• RECOVER – 18 or older 





What actually happened 

• Admitted to critical care bed 

• Initial anticoagulation with UFH – to facilitate intervention if she deteriorated 

• Improved so no intervention 

• Transitioned to apixaban (menorrhagia) 

• NT pro-BNP and troponin normalized; VQ at 3/12 no residual PE 



• Back at school and participating in normal activities 

• Counselled regarding future contraceptive options/pregnancy 



Case 2.

• 40 year old man with acute onset right leg swelling and pain.

• R leg 10cm bigger than L leg, pulses normal. 

• RFs for VTE – recent LH flight (Australia) and gastroenteritis. 

• Hx – previous apendicectomy (2015) and asthma. 

• D-dimers 11.86 (NR 0-0.55 mg/L FEU).  



• Doppler: ‘The CFV, SFV, and popliteal vein are patent and compressible 
with wall to wall colour Doppler flow. The external iliac vein appears patent 
and compressible where visualised. In the calf the PTV, ATV, and peroneal 
veins are patent on augmentation. Impression: No evidence of a right leg 
DVT.



High 
probability 

DVT  

Risk 
factors 

No other 
obvious 
cause  

High    
D-dimer 

Clinical 
signs 



NICE 



Diagnosis and management of acute deep vein thrombosis: a joint consensus document from the European 
society of cardiology working groups of aorta and peripheral vascular diseases and pulmonary circulation 
and right ventricular function Eur Heart J. 



• In clinically suspected DVT, VUS provides overall sensitivity of 94.2% for 

proximal, and 63.5% for isolated distal DVT, with an overall specificity of 

93.8%.

• Combination with colour-Doppler US increases sensitivity but lowers 

specificity. When DVT is suspected (without PE symptoms), 

anticoagulation may be safely withheld in patients with a single normal 

complete VUS. 

• Limited CUS provided it can be repeated, and integrated within a diagnostic 

strategy including clinical probability, and D-dimer assessment.



ACCP



• Anticoagulated 

• MRV - High-grade IVC stenosis/atresia. Acute non-occlusive thrombosis of 
the right external iliac vein. Acute, occlusive thrombus of the right common, 
common femoral, femoral and popliteal veins.

• Admitted for lysis and stenting 

• Currently well – legs the same size and back in the gym 



• BCSH guidelines (2012) - Patients with acute IVCT should be considered 
for catheter-directed thrombolytic therapy or endovascular surgery (2C).



Case 3.

• 33 year old woman 

• Initially presented with vomiting and auditory disturbance ? Mastoiditis 

• CT in keeping with CVST

• Background of menorrhagia 

• Recently started COCP 
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• EINSTEIN, AMPLFY, HOKUSAI VTE and RECOVER – DVT and PE

• European Stroke guidelines (2017) - Recommendation: we do not 
recommend using NOACs (factor Xa or thrombin inhibitors) for the 
treatment of CVT, especially during the acute phase. Quality of evidence: 
very low; Strength of recommendation: weak

• BCSH guidelines (2012) - It is suggested that patients with CVST without 
contraindications to anticoagulant therapy should be treated early with 
therapeutic dose LMWH for at least 7 d (2C). It is suggested that oral 
anticoagulation with warfarin should be delayed until the patient's condition       
has stabilized (2C). It is suggested that a minimum of 3 months treatment is 
given (2C).





Take home points 

• PESI adjunct to clinical decision making 

• Evolving field when it comes to DOAC indications 

• Need to individualize management plans when patients fall outside 
guidelines 


