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if CTA was denied and patients denied SOB, an echocardiogram 
was performed with a 6 min walk test to document resolution 
of RV strain, hypoxia and SOB before oral anticoagulants were 
prescribed. Patients were followed for several months and no 
recurrence of PE, associated morbidity or mortality was noted. 
We recommend further controlled studies to determine if 
prolonged therapy with lovenox is as effective as thrombolytic 
therapy or catheter techniques in preventing short and / or long 
term morbidity or mortality associated with submassive PE. 

Editorial
The incidence for pulmonary embolus (PE) ranges from 400 to 
600,000 patients per year in the US with a morality rate reaching 
up to 15% in the first three months. Patients with normal BP, 
02 saturations and minimal SOB have a good prognosis and the 
current recommended therapy is adequate. Patients with massive 
PE with hypotension and severe hypoxia warrant thrombolytic 
therapy or catheter directed thrombolysis and / or embolectomy 
and fragmentation. Patients with submassive PE, however, do not 
necessarily need thrombolytic agents but current anticoagulant 
recommendations may not be adequate and sufficient to 
prevent chronic pulmonary HTN, associated morbidity and death 
secondary to persistent clot burden [1-4]. These patients have 
right ventricular strain diagnosed either with echocardiogram, 
EKG, high Troponin and high BNP. Authors have suggested treating 
these patients via catheter driven techniques with or without 
thrombolytic therapy [5,6]. Our patients with submassive PE who 
were clinically stable but with evidence of RV strain were treated 
with IV heparin therapy for 5 - 7 days then switched to Lovenox 
subcutaneously for 2 - 4 weeks keeping the antifactor Xa in the 
range 0.5 IU/ml to 1.2 IU/ml. Oral anticoagulation was initiated if 
CT pulmonary angiogram (CTA) performed in approximately 2-4 
weeks showed significant resolution of the embolus. However, 
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