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A P P RO P R I AT E U S E G U I D E L I N E S F O R

Evaluation of Suspected
Pulmonary Embolism in Pregnancy
Pulmonary embolism (PE) in pregnancy, although infrequent, is nevertheless the leading cause of maternal deaths in the US.1 Accurate
and rapid diagnosis is critical to prevent mortality. Evaluating for PE in pregnancy is a challenge, because the physiological changes of

pregnancy can overlap with the signs and symptoms of PE or deep vein thrombosis (DVT).
This care process model recommends an evidence-based protocol to evaluate suspected PE in pregnant patients (see the algorithm below).

Based on recognized guidelines2 and expert consensus, it represents a collaborative effort including Intermountain’s Cardiovascular, Intensive
Medicine, and Women and Newborn Clinical Programs; Intermountain’s Imaging Service; and Intermountain Medical Center’s
Thrombosis Clinic, Department of Medicine, and Department of Emergency Medicine.
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•
•
•
•
•

Pregnant Patient with Suspected PE
evaluate for DVT Signs/Symptoms (a)
NO signs/symptoms of DVT

DVT signs

CTPA: CT pulmonary angiogram
CUS: Venous compression ultrasound
CXR: Chest x-ray
DVT: Deep venous thrombosis
V/Q scan: Ventilation/perfusion
lung scan

Algorithm noteS
Bilateral CUS

(–)

(a) DVT signs/symptoms include leg
pain, tenderness, edema, redness, and
warmth. In pregnancy, thrombosis is
more common on the left side in the
first trimester, and is restricted to
the femoral or iliac veins in over 50%
of cases.3,4
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done) (b)

(+)
Treat

This document presents an evidence-based
approach that is appropriate for most
patients. It should be adapted to meet the
needs of individual patients and situations
and should not replace clinical judgment.

(–)
Do not
treat

(b) bilateral CuS after a technically
inadequate CtPa. A repeat CTPA
should be performed only if a review of
prior study suggests a technical cause
that can be remedied or improved. A
positive CUS may preclude the need
for further tests that involve radiation.
Consider repeating the CUS twice, on
days 3 and 7. While serial ultrasound
has not been directly studied in
suspected PE, this strategy excludes
suspected DVT (the most common
etiology of PE) in pregnant patients.5

See page 2 for key points that
provide background and support for
this algorithm.
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A CPM on suspected
PE in nonpregnant
patients is also
available. Click the
picture to open it.
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