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[ Abstract] Objective ; To investigate the diagnosis and treatment of pulmonary embolism in hospitals of different medical levels in re—
cent 10 years in order to provide evidences to improve the level of the pulmonary embolism prevention,diagnosis and treatment.
Methods ; The clinical data of 336 pulmonary embolism patients from 31 hospitals of different medical levels of Chongging from Jan-

uary 2003 to December 2012 by convenience sampling method were investigated. The questionnaire included;the general situation,

the underlying diseases and risk factors, clinical manifestations,
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examination findings, treatment and prognosis. Results ; (DA total

of 336 patients(195 cases were confirmed, 141 cases were diag—
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nosed in clinical) of which 105 cases died. @ The most com—
mon complicated diereses were hypertension , trauma and
surgery , lung cancer,cardiac insufficiency, malignant tumor,
diabetes, braking, lung infection. @The common symptoms were

dyspnea,symptoms of deepvein,chest pain,palpitation,cough,
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sputum, and syncope. @The definite diagnose rate of un—elderly patients showed higher than that of elderly patientsv,the difference
was significant(67.14% vs. 51.03%,P=0.003). The mortality of elderly patients was higher than that of non-elderly patients,and the
difference was significant (36.60% vs. 24.29% ,P=0.017). &The definite diagnose rate of patients who were diagnosed from 2008 to
2012 was higher than patients who were diagnosed from 2003 to 2007, and the difference was significant(62.23% vs. 38.6%,P=0.000).
The mortality of patients who were diagnosed from 2003 to 2007 was higher than that of patients who were diagnosed from 2008 to
2012,and the difference was significant (49.12% vs. 27.34% ,P=0.000). @®The definite diagnose rate of tertiary hospitals was higher
than that of second-class hospitals,and the difference was significant(59.81% vs. 31.58% ,P=0.015) ; The difference of the mortality
of between tertiary hospitals and second—class hospitals was not significant(31.01% vs. 36.84% ,P=0.595). DThe mortality of inter—
vention group was higher than non—intervention group, the difference was significant(14.53% vs. 69.61% ,P=0.000). @The multivariate
regression analysis confirmed that the factors associated with the definite diagnose rate including the age(odds ratio:2.177,95%CI=
1.356 to 3.494) ,time(odds ratio:3.175,95%CI=1.720 to 5.860) ,and the class of hospital (odds ratio:0.262,95%CI=0.094 tc 0.728);
the risk factors associated with the mortality including the time (odds ratio; 1.817,95%CI=0.895 to 3.687) and untreated (odds ratio:
0.078,95%CI1=0.044 to 0.137). Conclusion ;The consciousness of pulmonary embolism diagnosis is gradually improved for the most
hospital medical staff from 2003 to 2012 in Chongging,but the consciousness of prevention and screening high—risk patients with pul—
monary embolism is poor. Tertiary hospitals mainly depend on computed tomography pulmonary angiography (CTPA) in the diagnosis
of pulmonary embolism. Pulmonary embolism diagnosis mainly conduct in clinic in'different medical levels hospitals, and the definite
diagnose rate is low. While the definite diagnose rate of un—elderly patients is higher than that of elderly patients,and the the definite
diagnose rate of tertiary hospitals is higher than that of second-class hospitals. The diagnosis and treatment of Pulmonary embolism is
non-standard , and the mortality of pulmonary embolism is high. Treatment could decrease the mortality of the patient with pulmonary
embolism. The ability of diagnosis and treatment of pulmonary embolism should be further improved.
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31 REBEILGIA 336 BilRHE, B 182 B, 4 154 B, K
HFERL 195 51 (58.04%) , I FRIZHF 141 5] (41.96%), 195 #
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Tab.1 Basic diseases of 336 patients

Bl g

HRHBR (n.%) HEREBRR (n.%)

L 85(25.30) || WEARM 32(9.52)
ABERT 3 A NEGHGE 66(19.64) || B 21(6.25)
HEHKF3d 53(15.77) || SRMIEEREMAER 21(6.25)
FETR 46(13.69) || BlEpmHL 18(5.36)
Tk 48(14.29) || OIhEEAE 12(3.57)
posididintc s 44(13.10) || =fE2 A 11(3.27)
ABERT 3 TAWNAETFRE 35(1041) || FBMECIER  5(149)
18- B ZEHE AR 34(1021) || iR 3(0.89)

F2 336 HEETEIRKRARMEA
Tab.2 Main clinical manifestations and signs of 336 patients

e KRR b &AE BiI% (n,% )
(n,%)
VR ] 158(47.02) TFBAKR 124(36.90 )
XK 104(30.95) @& 112(33.33)
HEBkMARIER  79(23.50) %4 40(11.90)
Jitape 74(22.02) LODAERER 38(11.31)
P =2 64(19.50) FERIKMB/FER 24(7.14)
g 55(16.37) P2 juiH 21(6.25)
25K 41(1220) ZRMRHEE 13(3.87)
ZERAE 6(1.79) I T LIS 8(2.38)
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Tab.3 Main examinations results of 336 patients
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Tab. 4 Definite diagnose rate of different groups

i ABEH 8] BERER
WL BERE EEERE 20032 2007 4 2008Z 2012 4E =REREE THREREE
(n=194,260 % )* (n=140, <60 % ) (n=57)* (n=278) (n=316)° (n=19)
B2BIE (n) 99 94 2 173 189 6
2R (%) 51.30 ' 67.14 38.60 62.23 59.81 31.58
rHE 8.654 10.861 5.872
P 0.003 0.001 0.015

o, 2 BIRET LS, TRWATESAT, B FIEK 334 650 H 1 FIREE ARSI, Tk A W4 HA7 504, HUSBIEK 335 B sc:
A1 BIREE ERE SR, TENA WL T4, BUR G 335 6, B2 E LGS BIEE A, R g

#5 WMicEEXERWRSIZBEEAIHT
Tab.5 Risk factors associated with definite diagnose rate analysis by stepwise logistic regression

HE A8 1 B EIVREY 4 RUHER  Waldy @ PE gt 95%CI

i - <60 % =0;>60 % =1 0.778 0.241 10.388 0.001 2.177 1.356~3.494
et ] » 2008 = 2012 4F =0;2003 Z 2007 4E =1 1.155 0313  13.652 0.000 3.175 1.720~5.860
BEpr %R - ZHER =0; =R EBE =1 -1.339 0.521 6.599 0.010 0.262 0.094~0.728
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Tab.6 Mortality of different groups .
A ABEET[E] EBiHR BETH
FETIEM 2ERE EEERHE  2003F 2007 £ 2008FE 20124 ZRERRE _RERSRE THE KRTHR4
(n=194, 260 % )* (n=140,<60 %) (n=57)* (n=278) (n=316)" (n=19) (n=234) (n=102)
FET-H(n) 71 34 28 76 98 7 34 71
L E (%) 36.60 24.29 49.12 27.34 31.01 36.84 14.53 69.61
Y 5719 10.486 0.283 100.302
PfE 0.017 0.000 0.595 0.001
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Tab.7 Risk factors associated with mortality analysis by stepwise logistic regression
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Fif ] = 2003 % 2007 4E =1;2008 Z 2012 4 =0 0.597 0.361 2.733 0.098 1.817 0.895~3.687
RETH® FH=1;RKFH=0 -2.553 0.288 78.577 0.000 0.078 0.044~0.137
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