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[ Abstract )

occlusion index ( CTI) and the risk of pulmonary embolism, and to explore the predictive value of the above indexes for high—

Objective To analyze the relationship between D—dimer, fibrinogen ( FIB) , CT pulmonary artery

risk patients with pulmonary embolism.Methods A total of 105 pulmonary embolism patients who were treated in Zigong Fourth
People’ s Hospital from February 2017 to September 2019 were selected, and they were divided into high—risk group (n=14) ,
intermediate-risk group ( n=32) and low-risk group ( n=59 ) according to the risk level of pulmonary embolism.The D—dimer,
FIB and CTI in the three groups were compared.Spearman rank correlation was used to analyze the correlation between the
D—-dimer, FIB, CTI and risk stratification of pulmonary embolism.ROC curve was drawn to analyze the predictive value of D—dimer,
FIB, CTI and their combined detection for high risk of pulmonary embolism.Results D-dimer, FIB and CTI in intermediate—
risk group and high-risk group were statistically significantly higher than those in low-risk group ( P<0.05) , D-dimer, FIB
and CTI in high—risk group were statistically significantly higher than those in intermediate-risk group ( P<0.05) .Spearman
rank correlation results showed that D—dimer, FIB and CTI were positively correlated with the risk stratification of pulmonary
embolism ( 7, value was 0.610, 0.599 and 0.596, respectively, P<0.05) .ROC curve analysis showed that the best cutoff value
of D=dimer in predicting high risk of pulmonary embolism was 9.93 mg/L,, AUC was 0.692 [ 95%CI (0.522, 0.862) ],
sensitivity was 64.29%, specificity was 71.43%; the best cutoff value of FIB in predicting high risk of pulmonary embolism was
6.15 g/L., AUC was 0.823 [95%cCI (0.725, 0.921) J, sensitivity was 64.29%, specificity was 75.82%; the best cutoff
value of CTI in predicting high risk of pulmonary embolism was 42.07%, AUC was 0.806 [ 95%CI (0.681, 0.931) ],
sensitivity was 71.43%, specificity was 78.02%; the sensitivity of the combined detection to predict high risk of pulmonary
embolism was 92.86%, and the specificity was 93.41%.Conclusion D-dimer, FIB and CTI are positively correlated with the
risk of pulmonary embolism, and D-dimer, FIB, CTI and their combined detection have a certain predictive value for high risk
patients with pulmonary embolism.

[ Key words]  Pulmonary embolism; Risk stratification; D—dimer; Fibrinogen; CT pulmonary artery occlusion

index; Sensitivity; Specificity
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Figure 1 Analysis of the relationship between D—dimer and the risk stratification of pulmonary embolism
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Figure 2  Analysis of the relationship between FIB and the risk stratification of pulmonary embolism
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Figure 3 Analysis of the relationship between CTI and the risk stratification of pulmonary embolism
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high risk of pulmonary embolism
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