PAUSE PRE PE

“Reasonable and prudent emergency care does not dictate that all patients with a sign or
symptom of PE must be tested for PE. Nor does it dictate that a patient with one or more
risk factors for PE must undergo testing for PE in the absence of a sign or symptom of PE.”
- Kline J & Kabrhel C, Emergency Evaluation for Pulmonary Embolism, Part 2: Diagnostic Approach, 2015.
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*If probability of PE is <2%, harms of testing are greater than benefits Last updated: 1/22/2020
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