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AMERICAN COLLEGE

of CHEST PHYSICIANS Embolies Pulmonaires a “faible risque” European Society
of Cardiology

2016 -
_—— Deux approches differentes — 2014
Criteres pragmatiques Score de mortalité

Regle HESTIA PESI simplifié Point

Instabilité hémodynamique ?

Nécessité d’une thrombolyse ou embolectomie ?
Saignement actif ou risque hémorragique important ?
Nécessité d’une supplementation en O2 ?

EP survenue sous traitement anticoagulant ?

Age >80 ans

Antécedent de cancer

Pathologie cardiorespiratoire chronique
Pression artérielle systoligue <100 mmHg

Fréquence cardiaque >110 par minute
Nécessite d’une antalgie intraveineuse ? Saturation en oxygéne <90%

Insuffisance rénale ou hépatique sévéere ?
Grossesse en cours ?
Hospitalisation pour raison médicale ou sociale ?

e




Exclusion criteria Aujesky Vinson Zondag
2011 2018 2011
N 171 324 297

Nécessité d’un traitement a X X X
I’hopital

-Monitoring cardiaque (PR, BP)
- Oxygénothérapie (sP02)

- Gestion de la douleur

Contre-indication HBPM - AOD
- Insuffisance rénale sévere

X
X
X
- Co-morbidité X
X
X
Risque hémorragique majeur X

X

X X X X X X X X
X X x X X X X X

Choix du patient

Den Exter
2016
550

X

X X x X X X X X

Critére spécifique de gravité PES| HESTIA

Une sécurité semblant similaire

1.4%
1%
0.8%



Exclusion criteria Aujesky Vinson Zondag Den Exter
2011 2018 2011 2016
N 171 324 297 550

Nécessité d’un traitement a X X X X
I’hopital

-Monitoring cardiaque (PR, BP)
- Oxygénothérapie (sP02)

- Gestion de la douleur

- Co-morbidité
Contre-indication HBPM - AOD
- Insuffisance rénale sévere

Risque hémorragique majeur

X X x X X X X X
X X X X X X X X
X X x X X X X X
X X x X X X X X

Choix du patient

Critére spécifique de gravité PESI HESTIA

Une efficacité semblant différente
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Etude ouverte controlée randomisée multicentrique internationale
avec évaluation en aveugle des criteres de jugement

HESTIA rule Yes or No Simplified PESI score criteria PPintd
assigne

Instabilité hémodynamique ? Age >80 ans 1
Nécessité d’une thrombolyse ou embolectomie ? “ Antécédent de cancer 1
Saignement actif ou risque hémorragique important ? Pathologie cardiorespiratoire chronique 1
Nécessité d’une supplementation en O2 ? Pression artérielle systoligue <100 mmHg 1
EP survenue sous traitement anticoagulant ? Fréquence cardiaque >110 par minute 1

. o . 26 centres de 4 pays : . 0
Nécessité d’une antalgie intraveineuse ? Européens Saturation en oxygene <90% 1
Insuffisance rénale ou hépatique sévere ? _ Eligible au traitement ambulatoire si SPESI score =0
Grossesse en cours ? Organisation
Hospitalisation pour raison médicale ou sociale ? spécifique

Eligible au traitement ambulatoire si regle négative

Zondag W. et al. ] Thromb Haemost 2011. Jimenez D. et al. Arch Intern Med 2010
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* Une stratégie basée sur la regle HESTIA comparée a une strategie basée sur sPESI

Est au moins aussi slre en regard des évenements cliniques graves a 1 mois ?

(récidive thromboembolique, hémorragie majeure, déces)

Si la non-infériorité est confirmée (analyse unilatérale avec borne < 2.5%)

Est plus efficiente en regard du taux de patients traités a domicile ?
(sortie de I’hopital dans les 24 heures suivant I'inclusion)

Si la supériorité est confirmée (analyse bilatérale)

Est plus efficace en regard du taux de patients éligibles au traitement

ambulatoire ? (regle HESTIA negative ou sPESI=0)

* Applicabilité de la stratégie (patients traités a domicile parmi les patients éligibles )?
 Evenements cliniques chez les patients traités en ambulatoire ?
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Schéma général

HOMNAE-FPE=
Diagnostic ’'EP Inclusion - randomisation Orientation Suivi 3 mois
Groupe A: Prise en charge basée sur la régle HESTTA
Régle HESTIA négative .
Patients avant > Ambulatoire Traitement
! Y ) ambulatoire
une EP recommandé _ Suivi
Régle HESTIA positive : Trait 3 :
............................ > Hospitalisation — rattement a :
, : I’"hopital :
recommendée : _ _ 5
Diagnostic EP < 24H ) : : : )
Pas de choc hypoTA Recueil Possibilité de surpasser la recommandation Suivi organisé par une équipe [
Admission < 48 H données en cas de raison impérative « thrombose »
.| Consentement : : : :
Groupe B: Prise en charge basée sur s-PESI
: Score s-PESI =0 ,
: . Traitement
: > Ambulatoire bulatoi
: recommandé ; ambufatoire Suivi
Score s-PESI >0 Trait £
: > Hospitalisation — ra’l ementa
: . : I"hopital
: recommendée : _
;\:/ >\j< Y- - m - - /RN A Y
<24H <24H
JO J3  J14 J30 J90




i‘i/ Randomization and Follow-up

HOMAE=-F&=

January 2, 2017 —July 7, 2019

1974 randomized

PE patients
|

3 withdrew their consent and the 1 withdrew his consent and the

—>

utilization of their personal data h Al |0cati on utilization of his personal data
A 4 A 4
984 assigned to 986 assigned to
the HESTIA group the sPESI group
intention-to-treat population intention-to-treat population

9 withdrew their consent

FOI IOW'U | 1 withdrew his consent
9 were lost to follow-up p 7 were lost to follow-up

A

A \ 4

966 at day 30 analysis 978 at day 30 analysis
Intention-to-treat population Intention-to-treat population
891 at day 30 analysis 896 at day 30 analysis

Per-protocol population Per-protocol population




Clinical characteristics

Age- mean £ SD —yr

Male sex —no. (%)

History of cancer or active cancer — no. (%)

Chronic heart failure — no. (%)

Chronic lung disease — no. (%)

PE diagnosed during anticoagulation — no. (%)

Heart rate > 110 beat per min — no. (%)

Oxygen saturation <90% or oxygen therapy —no. (%)
Imaging and laboratory values

Right ventricular overload — no. (%)

High level of troponin — no. (%)

High level of BNP or NT-proBNP —no. (%)
Anticoagulant treatment

Direct oral anticoagulant treatment — no. (%)

Vitamin K antagonist — no. (%)

Low molecular weight or normo-fractionated heparin —no. (%)

HESTIA strategy

(N=984)
63.5+17.7
509 (51.7)
217 (22.2)

42 (4.3)
(10.3)
2)
(18.2)

101
178
170 (17.3)

61 (6.
(17
221 (22.4)

294(29.9)
190 (19.3)

714 (72.6)
50 (5.1)
180 (18.3)

SPESI strategy
(N=986)
62.3+£17.5
513 (52.0)
183 (18.7)

8 (3.9)

92 (9.4)

68 (6.9)
157 (16.0)
178 (18.1)
225 (22.8)

268 (27.2)
187 (18.8)

731 (74.1)
52 (5.3)
154 (15.6)




HESTIA group
N=984

\ 4

A

Management according to
the allocated rule

596 (61%)
HESTIA positive

388 (39%)
HESTIA negative

SPESI group
N=986

A 4

A 4

477 (48%)
sPESI =0

509 (52%)
sPESI >0

— Per-protocol management

A P

- 3DOAC
contraindication
- 13 patient refusal

o’/\]

%)

Management according to

the attending physician

606 (62%)

Hospitalization

---> Protocol major deviation

378 (38%)

Outpatient care

Al

ofo) > I3,
& %129,

g

358 (36%)

Outpatient care

628 (64%)
Hospitalization

So

-0,

v

\

S Final management )
o | UEEEETEEE | o,

4 DOAC
contraindication
16 PE specific
treatment

100 concomitant
iliness

14 social reason
30 patient refusal

606 (62%)
In-hospital
treated

378 (38%)
Discharged
< 24H

361 (37%)
Discharged
<24H

625 (63%)
In-hospital
treated
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HESTIA strategy SPESI strategy
(N=984) (N=986)
Main outcome _ ' ' Adjusted absolute
In the per-protocol population n® of patients with event/total n" of patients (%) difference* (90%Cl)
Composite of recurrent VTE, major bleeding
34/891 (3.82) 32/896 (3.57) 0.20% (-1.03to 1.43)  P=0.005
and all-cause death at 30 days ) N

N ELimit of non-
tinferiority
| I
2,5% 0% 2,5%

HESTIA better SPESI better

HESTIA was non inferior to the sPESI on the rate
of the composite of recurrent VTE, major bleeding and death at Day 30




HESTIA strategy SPESI strategy
(N=984) (N=986)
Main outcome _ . _ Adjusted absolute
In the per-protocol population n” of patients with event/total n® of patients (%) difference™® (90%Cl)
Composite of recurrent VTE, major bleeding 34/391 (3.89 39/396 (3.57 0.20% (-1.03 to 143 P=0.01
and all-cause death at 30 days / (3.82) / (3.57) -20% (-1.03 t0 1.43) e
Major Secondary outcomes Adjusted absolute
In the intention-to-treat population difference* (95%Cl)
Rate of patients actually treated as 378/984 (38.4) 361/986 (36.6) 1.78% (-2.40t0 5.96)  P=0.41

outpatients

| |
-10% 0% 10%
SsPES| better HESTIA better

There was no significant difference between HESTIA and sPESI
on the rate of patients managed as outpatient
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HESTIA strategy SPESI strategy
Clinical characteristics (N=378) (N=361)
Age > 80 years —no. (%) 26 (6.9) 9 (2.5)
Male sex — no. (%) 201 (53.2) 197 (54.6)
History of cancer or active cancer — no. (%) 59 (15.9) 28 (7.9)
Chronic heart failure — no. (%) 7(1.9) 1(0.3)
Chronic lung disease — no. (%) 26 (7.0) 12 (3.4)
PE diagnosed during anticoagulant treatment — no. (%) 15 (4.0) 22 (6.2)
Heart rate > 110 beat per minute — no. (%) 42 (11.3) 24 (6.7)
Oxygen saturation < 90% or oxygen therapy — mean £ SD - % 14 (3.7) 9 (2.5)
Imaging and laboratory values
Right ventricular overload — no. (%) 46 (12.2) 44 (12.2)
High level of troponin — no.(%) 54 (14.3) 37 (10.2)
High level of BNP or NT-proBNP —no. (%) 19 (5.0) 11 (3.0)
Anticoagulant treatment 3
Direct oral anticoagulant treatment — no. (%) 321 (85.9) 315 (87.3)
Vitamin K antagonist — no. (%) 7 (1.9) 12 (3.3)
Low molecular weight or normo-fractionated heparin — no. (%) 37 (9.8) 24 (6.6)

Outpatients characteristics were not similar with HESTIA and with sPESI

Ay AN A
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Clinical events at day 30

Composite of recurrent VTE, major bleeding
and all-cause death
Recurrent VTE

Major bleeding

All-cause death

7

HESTIA strategy SPESI strategy
N=378 N=361
Intention-to-treat population

n° of patients with event/total n° of patients (%)

5/375 (1.33) 4/359 (1.11)
0/374 (- 2/358 (0.56)

5/375 (1.33) 1/358(0.28) '\,

1/375 (0.27) 1/359 (0.28)

Hematemesis - metastatic
cancer of the pancreas.
Palliative care (D4)

Menorrhagia (D11, 12, 21)

Intracerebral hemorrhage /
cerebral vasculitis (D15)

The rate of adverse events in
outpatients was low with both

strategies

0.19% (-1.15 to 1.52)

-0.26% (-0.63 to 0.10)

1.07% (-0.38 to 2.53)
-0.01% (-0.36 to 0.35)

Respiratory failure Occult
metastatic lung cancer.
Palliative care (D27)

Extension of preexisting
proximal DVT (D4, D14)
Menorrhagia (D15)




4 Conclusions

HOMAE-FP=

Pour sélectionner les patients ayant une EP en vue d’un traitement
ambulatoire, la stratégie basée sur la regle pragmatique HESTIA et |a stratégie
basée sur le score de mortalité sPESI ont

une securité et une efficience similaires

Vis-a-vis de sPESI, |a stratégie HESTIA identifie moins de patients comme
eligible au traitement ambulatoire mais son applicabilité est meilleure,

le médecin devant moins souvent surpasser la régle HESTIA
qgue le score sPESI.

Avec une stratégie basee sur HESTIA ou basée sur sPESI,
dans des hopitaux organisés pour cela,

lus du tiers des patients avant une EP peuvent étre traités a domicile
avec un tres faible taux de complications.




4 Des elements de discussion...

HOMAE=-F&=

1. Traitement ambulatoire des patients ayant une dilatation
du VD ou une elévation de la troponine ?

2. Faut-il mettre en place une organization spéecifique ?

3. Finalement, que choisir HESTIA ou sPESI ?



4 Des éléments de discussion...
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1. Traitement ambulatoire des patients ayant une dilatation
du VD ou une élévation de la troponine ?

2. Faut-il mettre en place une organization spéecifique ?

3. Finalement, que choisir HESTIA ou sPESI ?



PATIENT WITH ACUTE PE j

v

Anticoagulate

|

HAEMODYNAMIC INSTABILITY?

No

Distinguish low- from intermediate-risk PE? J

CHECK @ and ©:

e

@ CLINICAL SIGNS OF PE SEVERITY,
OR SERIOUS COMORBIDITY?

Yes: > PESI Class llI-IV or sPESI =1
HIGH RISK*® > Alternatively: =1 Hestia criterion of PE

severity or comorbidity fulfilled?

@ RV DYSFUNCTION
ONTTE OR CTPA?®

@ or ® present Neither €@ nor @ present:
LOW RISK®

h

r

[ Perform troponin testf

Troponin positive

+ RV dysfunction:
INTERMEDIATE-
HIGH RISK®

Reperfusion
treatment

haemodynamic
support

Troponin negative:

b

HOSPITALIZE

A\

No other reasons for
hospitalization?8
Family or social support?2
Easy access to medical care?

=| not true Yes, all true

EARLY DISCHARGE
HOME TREATMENT

What do the (new) guidelines
saye

(ESC/ERS 2019)

Recommendation Class® Level®

Carefully selected patients with low-risk PE
should be considered for early discharge and
continuation of treatment at home, if proper lla

outpatient care and anticoagulant treatment
d.c 178206317319

can be provide

Konstantinides et al Eur Heart J 2019:54:1901647



Right ventricle assessment in patients with
pulmonary embolism at low risk for death
based on clinical models: an individual
patient data meta-analysis

CT-RVD vs no CT-RVD

OR for short-term mortality 2.03*
(95% C10.51-8.10) NNT= 250

< X

AND/OR

IPDMA including
5010 low-risk PE

CONFIRMED PE

patients from 18

. AND/OR
studies

LOW-RISK
PATIENTS

SPESI=0
or
PESI<86 |

BNP elevated vs normal

OR for short-term mortality 6.69*
(95% C1 1,29-34.6) NNT= 71

Short-term mortality:
0.7% (25%Cl, 0.4-1.3)

AND/OR

Troponin elevated vs normal

OR for short-term mortality 2.78*
(95% C1 1.06-7.26) NNT= 91

- 2 m g »wumnuwnd
-2 muwuoe P P~r >3 202

Echo-RVD vs no echo-RVD
OR for short-term mortality 5.86*
(95% C1 2,31-14.86) NNT= 43

Becattini et al. Eur Heart J 2021; 42 (34): 3190-3199



Table4 Role of sequential tools for right ventricle assessment in the prediction of death occurring in-hospital or with-
in 30 days

No RVD on No RVD on CT Normal BNP or Normal troponin
echocardiography angiography NT-proBNP
BNP or NT-proBNP Elevated Normal Elevated Normal - - Elevated Normal
Death in-hospital or at 30d  0.8% 3% (1/357) 1.8% (1/55) 04% (1/225) - - 1.1% (2/179)  0.3% (2/598)

Troponin Elevated Elevated Normal Elevated Normal - -

Death in-hospital or at 30d 0% (3/152) 6)  2.3% (2/88) 0.5% (2/415) —(0/38) 0.3% (2/598) - -
Echocardiography RVD No RVD RVD No RVD RVD No RVD
Death in hospital or at 30d - - 4.2% (2/48) 0.5% (2/421) —(0/47) 0.3% (1/357)  2.9% (5/170)  0.4% (3/766)
CT Angiography RVD No RVD - - RVD No RVD RVD No RVD
Death in hospital or at 30d  0.4% (1/223)  0.5% (2/421) - - —(0/159)  0.4% (1/225) 0.3% (1/282) 0.5% (2/415)

RVD: right ventricle dysfunction; CT: Computed Tomography; BNP: B—type natriuretic peptide; NT—pro BNP: N-terminal pro B—type natriuretic peptide.

Stratégie 1 : BNP ou NT-proBNP
Stratégie 2 : échocardiographie + troponine

Becattini et al. Eur Heart J 2021; 42 (34): 3190-3199
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HESTIA strategy SPESI strategy
Clinical characteristics (N=378) (N=361)
Age >80 years —no. (%) 26 (6.9) 9 (2.5)
Male sex — no. (%) 201 (53.2) 197 (54.6)
History of cancer or active cancer — no. (%) 59 (15.9) 28 (7.9)
Chronic heart failure — no. (%) 7(1.9) 1(0.3)
Chronic lung disease — no. (%) 26 (7.0) 12 (3.4)
PE diagnosed during anticoagulant treatment — no. (%) 15 (4.0) 22 (6.2)
Heart rate > 110 beat per minute — no. (%) 42 (11.3) 24 (6.7)
Oxygen saturation < 90% or oxygen therapy —mean £ SD - % 14 (3.7) 9 (2.5)
Imaging and laboratory values
Right ventricular overload — no. (%) 46 (12.2) 44 (12.2)
High level of troponin — no.(%) 54 (14.3) 37 (10.2)
High level of BNP or NT-proBNP —no. (%) 19 (5.0) 11 (3.0)
Anticoagulant treatment }
Direct oral anticoagulant treatment — no. (%) 321 (85.9) 315 (87.3)
Vitamin K antagonist — no. (%) 7 (1.9) 12 (3.3)
Low molecular weight or normo-fractionated heparin — no. (%) 37 (9.8) 24 (6.6)

Ay AN N

Roy PM et al. Eur Heart J. 2021; 42(33):3146-3157.
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HESTIA strategy SPESI strategy
N=378 N=361
Intention-to-treat population

Clinical events at day 30 n° of patients with event/total n° of patients (%)

Composite of recurrent VTE, major bleeding

-nd all-cause death 5/375 (1.33) 4/359 (1.11)
Recurrent VTE 0/374 (-) 2/358 (0.56)
Major bleeding / 5/375(1.33) 1/358 (0.28) '\,
All-cause death 1/375 (0.27) 1/359 (0.28)

Hematemesis - metastatic
cancer of the pancreas.
Palliative care (D4)

Aucune récidive d'EP,
détérioration hémodynamique
Menorrhagia (D11, 12, 21)

Intracerebral hemorrhage / ,OU deces pqr EP .

0.19% (-1.15 to 1.52)

-0.26% (-0.63 to 0.10)

1.07% (-0.38 to 2.53)
-0.01% (-0.36 to 0.35)

Respiratory failure - occult
metastatic lung cancer Palliative
care (D27)

Extension of preexisting
proximal DVT (D4, D14)
Menorrhagia (D15)




583 (51.7%)
treated as inpatient

1,604 patients
with pulmonary embolism
eligible for inclusion

476 excluded

- 94 (5.9%) asymptomatic or not
confirmed PE

- 252 (15.7%) PE during
hospitalization

- 51 (3.2%) no anticoagulation

-16 (0.1%) invasive treatment

- 64 (4%) lost of follow-up

Y

576 patients
treated as inpatient
in the matched cohort

Y
1,127 (70.3%)
included patients

A

544 (48.3%)
treated as outpatient
(early discharge n=59)

505 patients
treated as outpatient
in the matched cohort

"ABLE 1: Patient characteristics

T Tl I I momimm et A1~

Prior to matching M atched cohort
Inpatients  Outpatients Inpatients Outpatients
N=583 N=544 N=576 N=505

% of patients p value % of patients p Vi
Gender (% female) 53.9 47.4 0.031 53.8 57.5 0.t
Age (yr), mean +/- SD é’g:g) 553 (17.1) <0.001 (‘153:(2)) 636 (159) 0
Age over 80 17.2 8.1 <0.001 17.2 19.9 0.
Heart rate > 110/min 29.0 7.7 <0.001 29.0 30.4 0.7
Respiratory rate > 30/min 5.8 13 <0.001 5.4 5.6 0.¢
Temperature < 36°c 14.9 10.3 0.020 14.8 19.6 0.2
Oxygen saturation <90% 24.4 2.8 <0.001 234 20.0 0.t
stolic blood pressure <100 mmHg 8.4 11 <0.001 7.5 7.8 0.¢
Atrial fibrillation 12.9 3.9 <0.001 12.8 11.7 0.7
Altered mental status 3.9 0.6 <0.001 35 34 0.¢
Hemoptysis 6.0 53 0.626 6.1 6.2 0.
History of cancer 48.4 33.8 <0.001 48.6 56.3 0.1
Known heart failure 11.3 24 <0.001 10.9 9.2 0.€
Chronic lung disease 111 4.2 <0.001 10.9 7.4 0.z
Previous VTE 15.4 224 0.003 15.6 13.7 0.
Chronic renal disease 5.8 18 0.001 5.6 3.2 0.£
Stroke 6.2 3.9 0.076 6.1 6.6 0.t
Coronary artery disease 12.3 7.2 0.004 12.5 9.5 0.2
Dementia 6.0 2.2 0.001 5.7 4.9 0.7
severe renal failure (<30ml/min) 4.8 0.4 <0.001 4.5 3.2 0.€
derate renal failure (30-60 ml/min) 29.0 14.3 <0.001 28.6 28.6 0.¢
Proximal DVT at baseline 22.6 25.2 0.317 22.9 29.2 0.2
D-dimer > 2000 ug/L 11.5 12.7 0.539 11.6 15.2 0.2
D-dimer > 4000 ug/L 16.1 9.4 0.001 16.1 18.0 0.t
Troponin elevated 21.6 2.9 <0.001 20.9 24.2 0.t
Right ventricular dilatation 38.8 14.0 <0.001 38.4 42.3 0.t
Central PE 50.1 34.2 <0.001 50.2 55.9 0.2
Segmental PE 449 55.3 <0.001 44.8 41.9 0.
subsegmental 3.8 7.0 0.016 3.8 1.8 0.C
nfractionnated heparin treatment 24.0 1.8 <0.001 23.1 18.9 0.
PESI classification <0.001 0.t

Class | 12.3 38.1 125 114

Class Il 17.7 25.4 17.9 15.1




Qui ?

Etude HOPE

Overall matched cohort

14 days follow-up

Combined events
Recurrent VTE

Recurrent VTE & PE related deaths

Major bleeding
Mortality all causes

3 months follow-up

Combined events
Recurrent VTE

Recurrent VTE & PE related deaths

Major bleeding
Mortality all causes

PESI class llI-V

14 days follow-up

Combined events
Recurrent VTE

Recurrent VTE & PE related deaths

Major bleeding
Mortality all causes

3 months follow-up

Combined events
Recurrent VTE

Recurrent VTE & PE related deaths

Major bleeding
Mortality all causes

Multivariate analysis
OR [95% CI]

5.07 [1.68-15.28]
5.92 [1.25-28.04]
5.34 [1.54-18.50]
NE

3.11 [0.88-11.04]

0.1
Higher risk for
outpatients

Nt

10
Higher risk for
inpatients

100

4.90 [2.62- 9.17]
1.55 [0.65- 3.66]
5.09 [2.56-10.16]
9.26 [2.69-31.84]
8.72 [3.15-24.13]

4.16 [1.20-14.35]
2.97 [0.60-14.61]
4.75 [1.03-21.90]
NE

3.08 [0.72-13.13]

3.97 [1.69- 9.33)
1.42 [0.44- 4.56]
3.99 [1.45-11.01]
7.91 [1.71-36.67]
6.36 [1.60-25.35]

Roy PM. J Thromb Haemost 2017



I ’ Inclusion
' EP symptomatique
' Age > 18 ans
N=1102

Exclusion

» Régle HESTIA positive
Suivi impossible
Refus du patient

Randomisation

. T . _ 0
Faut-il hospitaliser les patients - N=550 (55%) HESTIA + proBNP
ayant une regle HESTIA v '
% . N=275 Etude de non inféorité N=275
negative et un BNP ou NT- Traitement CJP Décis par EP - Mesure du proBNP
: 5 P Ambulatoire e s 130 Si <500 : traitement
pro BNP eleve . (mesure posthoc proBNP) Borne NI : 3,4010 ! ambulatoire (N=241)
HESTIA HESTIA+proBNP
275 2175
_NT pro BNP >500ng/ml ... 23 (84%) ... 34 (124%) .
Décés par EP, hémorragie grave, 0 (0%) 0 (0%)
................................. SOINSCIIUQUES e
_Traitementambulatoire 205 241
.................................... RecidiveTE . 3(L1%) . 2(08%)
e SOIGNEMeNt majeur 8(L1%) ... 1(04%) ...
Deces 3(1.1%) 4 (1.7%)

Den Exter PL et al. Am ] Respir Crit Care Med 2016



4 Des éléments de discussion...

HOMAE=-F&=

1. Traitement ambulatoire des patients ayant une dilatation
du VD ou une élévation de la troponine ?

* Mesure conservatoire sans évaluation prospective
* Intérét d’'une etude randomise



4 Des éléments de discussion...

HOMAE=-F&=

1. Traitement ambulatoire des patients ayant une dilatation
du VD ou une elévation de la troponine ?

2. Faut-il mettre en place une organization spécifique ?
3. Finalement, que choisir HESTIA ou sPESI ?



i‘l/ @©) Recommandations francaises
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10— ————1mois ——— 3-6 mois

TRAITEMENT TRAITEMENT
DIAGNOSTIC INITIAL D’ENTRETIEN TRAITEMENT PREVENTION SECONDAIRE
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Etude randomisée
controlée en ouvert
9 hopitaux en Espagne

Pulmonary

Embolism
Response Team

Jimenez D. et al. Eur Respir Journal 2021

Etude IPEP

679 patients assessed for eligibility

179 excluded

3 pregnancy

28 hemodynamic instability

13 contraindication to anticoagulation

8 life expectancy <3 months

26 received thrombolytic agents or a vena cava
filter insertion prior to randomization

101 declined to participate

E

500 patients underwent randomization

|

l

251 assigned to intervention group 249 assigned to control group

|2 post-randomization exclusions
2 misclassified as low-risk sPESI

A

r

249 included in the modified 249 included in the modified
intention-to-treat population intention-to-treat population

10 did not receive the
corresponding strategy

A

239 included in the per-
protocol analysis

249 included in the per-
protocol analysis

Pratiques

habituelles
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Pulmonary

Embolism
Response Team

Etude IPEP

Analyse de gravité

Prise en charge

Jimenez D. et al. Eur Respir Journal 2021

Examen
clinique

Pas de choc

SPESI=0

Pas de choc
SPESI> 0

Troponine

Echo
cardiographie

1- Age > 80 ans
1- Sa02 <90%

1- PAs <100 mmHg = Banassnns

1- FC> 110 /min
1- Cancer

1- Insf. cardiaque
ou respiratoire

Pas de

Stratification
du risque

Mobilisation

RAD

Suivi

dysfonction

Intermédaire faible

Troponine, l

Dysfonction
VD

- Pas de nécessité d’antalgie

Suivi possible

Immédiate Précoce Alitement
JO J1 > 48H
-Sp02>90% en AA
- Pas > 100 mmHg
-FC< 100/ min

Hypotension
Choc




Cumulative percent

100

80

60

40

i‘i/ Etude IPEP

HOMAE=-F&=

Outcomes Intervention Control Group Difference or Relative Risk
Group (N=249) (95% CI)t
(N=249)

Length of hospital stay - days -2.1(-26to-1.7)
Median 4.0 6.1
Interquartile range 3.74.2 5.7-6.5

Cost of prognostic tests - € -58.37 (-84.34 to -32.40)
Mean 17476 233.12

95% confidence interval

155.99-193.52

215.08-251.17

Cost of hospitalization - €

-1,147.31 (-1,414.97 to -879.65)

Jimenez D. et al. Eur Respir Journal 2021

Intervention
group
Control
group
20 [ —
0 10 15
Time to discharge (days)

Mean 2,085.66 3,232.97

95% confidence interval 1,947.75-2,223.58 | 3,002.81-3,463.13
30-day readmission rate - no. (%) 10 (4.0) 12 (4.8) 0.83 (0.3510 1.95)
30-day all-cause mortality - no. (%) 6(2.4) 5(2.0) 1.21 (0.36 to 4.00)
30-day PE-related mortality - no. (%) 2(0.8) 3(1.2) 0.66 (0.11 to 4.01)
30-day serious adverse events - no. (%) 10 (4.0) 7 (2.8) 1.45 (0.54 to 3.86)




4 Des éléments de discussion...

HOMAE=-F&=

1. Traitement ambulatoire des patients ayant une dilatation
du VD ou une elévation de la troponine ?

2. Faut-il mettre en place une organization spécifique ?
e Efficace — SUre - Efficiente
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2. Faut-il mettre en place une organization spéecifique ?
3. Finalement, que choisir HESTIA ou sPESI ?



HOME-FE

Journal Club

What is the best strategy for triaging patients with acute pulmonary embolism for home treatment?

HOME-PE study

%
Randomisation ﬂ?

Normotensive patients with acute pulmonary embolism
In 26 hospitals from 4 European countries

I

v '
Hestia triaging strategy sPESI triaging strategy
N=984 N=986

treated at home \

& Qualification A

e ‘

£ 39.4%

a

§ &

Shared decision | )
. 38.4% 36.3%
I Decision of hospitalisation overruling the qualification

€

: N

§ Home P=0.41 for

© treatment superiority

© 38.4% 36.6%
=

- In overall P=0.004 for

g ‘qé; population non-inferiority

>

23

3 8 N
T In patients
M ©

[ Recurrent venous thromboemblism [ij Major bleeding Jij Death

ACP Journal Club Alerts: articles abstracted in ACP

HOME-PE’s findings suggest against the use of
SPESI as the sole decision-making criteria
for inpatient vs, outpatient treatment of PE in
patients with concomitant illness or social
situations that adversely affect their ability to
manage PE as an outpatient. While sPESI seems
easier to use than Hestia, both may be equally
practical in clinical settings, where additional
factors that are formally addressed in Hestia

need to be considered.
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Régle HESTIA

Simplified PESI score criteria Point
assigned

—Age>80—ans 1
—Antecedentde cancer 1
| | | 1
Pression artérielle systolique <100 mmHg 1
Fréquence cardiaque =H-0-par-minute 1
Saturation en oxygene <90% 1

Regle IPEP = HESTIA simplifiée

Instabilité hemodynamique
PAs > 100 mmHg
FC <100 mmHg

Grossesse en cours
Accord du patient

Nécessité d’une thrombolyse ou embolectomie ou filtre cave
Contre indication anticoagulant
Nécessité d’une supplementation en O2
Neécessité d’une antalgie intraveineuse

Instabilité hémodynamique ?

Nécessité d’une thrombolyse ou embolectomie ?
Saignement actif ou risque hémorragique important ?
Nécessité d’une supplementation en O2 ?

Neécessité d’une antalgie intraveineuse ?

Insuffisance rénale ou hépatique sévéere ?

Grossesse en cours ?

Hospitalisation pour raison médicale ou sociale ?




4 Des éléments de discussion...
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1. Traitement ambulatoire des patients ayant une dilatation
du VD ou une élévation de |la troponine ?

2. Faut-il mettre en place une organization spécifique ?
3. Finalement, que choisir HESTIA ou sPESI ?

A



H!:!; Conclusion

1. Stratégie [HESTIA] ou [sPESI + jugement implicite] est
fiable et efficace permettant de traiter en ambulatoire
1/3 des patients

Hospitalisation de 24 heures des patients de gravité
intermeédiaire faible “par précaution”

HESTIA possiblement la meilleure option

4. Importance d’'une organisation / une équipe dédiée



