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Abstract

Background: Patients with chronic obstructive pulmonary disease (COPD) have a modified clinical presentation of
venous thromboembolism (VTE) but also a worse prognosis than non-COPD patients with VTE. As it may induce
therapeutic modifications, we evaluated the influence of the initial VTE presentation on the 3-month outcomes in
COPD patients.

Methods: COPD patients included in the on-going world-wide RIETE Registry were studied. The rate of pulmonary
embolism (PE), major bleeding and death during the first 3 months in COPD patients were compared according to
their initial clinical presentation (acute PE or deep vein thrombosis (DVT)).

Results: Of the 4036 COPD patients included, 2452 (61%; 95% CI: 59.2-62.3) initially presented with PE. PE as the
first VTE recurrence occurred in 116 patients, major bleeding in 101 patients and mortality in 443 patients (Fatal PE:
first cause of death). Multivariate analysis confirmed that presenting with PE was associated with higher risk of VTE
recurrence as PE (OR, 2.04; 95% CI: 1.11-3.72) and higher risk of fatal PE (OR, 7.77; 95% CI: 2.92-15.7).

Conclusions: COPD patients presenting with PE have an increased risk for PE recurrences and fatal PE compared
with those presenting with DVT alone. More efficient therapy is needed in this subtype of patients.

Keywords: Chronic obstructive pulmonary diseases, Deep venous thrombosis, Prognosis, Pulmonary embolism,
Venous thromboembolism
Background
Chronic obstructive pulmonary disease (COPD) is a com-
mon and severe medical condition: it affects more than 10%
of people over 40 years old [1] and the World Health
Organization estimates it will become the fourth leading
cause of death in 2030 worldwide [2]. Recent data showed
that about one in every four individuals will be diagnosed
for COPD during their lifetime [3].
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COPD is recognized as a moderate risk factor for another
frequent disease : venous thromboembolism (VTE), in
the same group than cancer or hormonal therapy [4].
Pulmonary embolism (PE) and deep venous thrombosis
(DVT) are the two clinical presentation forms of VTE.
DVT is two times more frequent than PE in the general
setting, whereas PE have a higher risk of death [5]. As
patients with COPD have reduced pulmonary vascular
reserve, PE is considered to be a major threat in COPD
patients, reported to be responsible of at least 10% of deaths
[6] but its evocation may be challenging, particularly during
an acute exacerbation of COPD [7-9].
We recently found that COPD patients with VTE have

a higher embolic “tropism” than non COPD patients
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[10]. The clinical presentation of VTE (say PE or DVT)
in COPD patients is modified with higher PE/DVT ratio
than non COPD patients. They also experiment higher
rates of VTE recurrences as PE, and higher rates of fatal
PE. In the general setting, these outcomes are influenced
by the initial VTE clinical presentation (say PE or DVT).
For example, patients presenting initially with DVT have
higher risk to present with DVT rather than PE in case
of recurrence. It is unclear if it remains true in COPD,
because of its higher embolic tropism. Moreover, these
worse outcomes might prompt clinicians to increase the
antithrombotic pressure, but we also found that COPD
patients experiment higher risk of bleeding than non-
COPD patients and this point should conversely prompt
clinicians to avoid exposure to an increase risk of bleeding.
Hence, we aimed to assess the association between the

clinical presentation of VTE (PE or DVT) and the risk of
3-month adverse outcomes (i.e. PE, major bleeding and
death during the follow-up) in patients with an objectively
confirmed acute symptomatic VTE and underlying COPD
from the RIETE Registry.

Materials and methods
Registry design
The RIETE registry is an ongoing, international, multicen-
ter, prospective cohort of consecutive patients with symp-
tomatic, objectively confirmed, acute VTE (DVT, PE, or
both). Patients are managed according to the clinical prac-
tice of each participating hospital center. The only exclusion
criterium is participation in a therapeutic clinical trial with
blind medication. Demographic data and comobidities such
as cancer, COPD, chronic heart failure or renal insufficiency
at the time of the index event are systematically prospect-
ively recorded by the treating physician. For this analysis,
only COPD patients were considered. At each participating
center, a registry coordinator controlled the quality of data
collection (eg, internal validity and coherence) and recorded
the data from each patient on a computer-based case report
form. Coordinators ensured that all consecutive patients
with confirmed VTE were included in the registry. In
addition, the database of each analysis was controlled. The
information was then transferred online via a secure Web
site to the Study Coordinating Centre responsible for data
management. Data quality was also monitored by members
of contract research organizations who compared the data
on medical records with the data transferred online during
periodic visits to participating hospitals. All patients pro-
vided oral or written consent to their participation in the
registry, in accordance with the requirements of the ethics
committee of each country.

Study variables and definition
For the purpose of the present study, COPD patients
were divided according to their initial VTE presentation:
PE patients defined as patients with an objectively
confirmed initial symptomatic PE (with or without DVT)
or patients who died from PE less than 8 days after their
first symptoms of PE with no evidence of PE recurrence,
and DVT patients defined as patients with an objectively
confirmed initial symptomatic DVT without symptomatic
PE. The following information was also collected:
demographic data, symptoms on presentation, types and
results of VTE diagnosis methods, risk factors for VTE,
and the 3-month outcomes. Recent immobilization is
defined as an immobilization for non-surgical reason ≥4
days in the 2-month period prior to VTE diagnosis. Recent
surgery is defined as operation in the 2 month prior to
VTE. Obesity is defined by a BMI>30 kg/m2.

Study outcomes
In the present study, the occurrence of an objectively
confirmed PE, major bleeding, fatal PE and all-cause
death were the outcomes of interest that were analyzed
during a 3-month follow-up period. In patients with acute
respiratory symptoms suggesting PE, symptomatic PE was
confirmed if it was documented objectively (positive helical
computed tomography scan, high-probability ventilation–
perfusion lung scan, positive pulmonary angiography,
visualization of thrombus in right ventricle or right atrium
on echocardiography, or intermediate-probability ventila-
tion–perfusion lung scan associated with deep-vein throm-
bosis in the lower limbs confirmed by compression
ultrasonography or contrast venography). If the patient died,
death was considered to be due to PE if this diagnosis had
been documented at autopsy, or if the patient died shortly
(less than 10 days) after objectively confirmed symptomatic
PE, and in the absence of any alternative diagnosis.
Bleeding complications were classified as ‘major’ if they

were overt and required a transfusion of 2 or more units
of bloods, were retroperitoneal, spinal or intracranial, or
were fatal.
These events were adjudicated by the RIETE registry

coordinators.

Data analysis
Differences in the distribution of characteristics between
PE patients and DVT patients were assessed using
Chi square tests for categorical variables and t test
for continuous variables. Cumulative incidence rates
of first VTE recurrence as PE, fatal PE (either the first
or subsequent VTE recurrence), all-cause death and major
bleedings were estimated using the Kaplan-Meier method
and compared between PE patients and DVT patients by
the log-rank test. Cox proportional hazards regression
models were used to examine whether initial presentation
with PE was associated with the study outcomes. Odds
ratios and 95% confidence intervals (CIs) were used to
quantify the associations.



Table 1 Baseline characteristics of 4036 patients with
COPD according to initial VTE presentation

PE patients
(n=2452), %

DVT patients
(n=1584), %

p

Men 1579 (64.4) 1114 (70.3) <0.0001

Obesity (BMI > 30 kg/m2) 470 (19.2) 356 (22.5) 0.02

Age

Mean (SD) 73.4 (11.4) 72.0 (11.7) <0.0001

≥75 years 1332 (54.3) 727 (45.9) <0.0001

Cancer 535 (21.8) 353 (22.3) 0.73

Recent surgery 197 (8.0) 111 (7.0) 0.23

Previous VTE 383 (15.6) 290 (18.3) 0.02

Recent immobilization > 3 days 780 (31.8) 491 (31.0) 0.59

Recent immobilization is defined as an immobilization for non-surgical reason
≥4 days in the 2-month period prior to VTE diagnosis. Recent surgery is
defined as operation in the 2 month prior to VTE.
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Data were processed and analyzed using SAS-Windows™
software (version 9.2).

Results
Between March 2001 and June 2011, 36949 consecutive
patients over 18 years with acute, symptomatic, objectively
confirmed VTE have been enrolled in RIETE. Of them,
4036 (10.9%) had COPD: 2693 patients (66.7%) were
male and 1343 female. The age of the COPD population
(mean±SD) was 72.85 ± 11.53 years. Cancer was reported
in 888 (22.0%) of COPD patients.

Initial VTE presentation
At study entry, 2452 COPD patients (61%) were
objectively diagnosed as having PE. Compared to the
1584 DVT patients, PE patients were significantly
older (patients over 75: 54.3% vs 45.9%, p<0.0001)
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Figure 1 PE recurrences according to initial presentation as DVT or P
and were more likely female (35.6% vs 29.7%, p<0.0001).
Conversely, obesity as well as a history of VTE were less
often associated with PE at presentation (respectively
19.2% vs 22.5%, p=0.02; 15.6% vs 18.3%, p=0.02) (Table 1).
First VTE recurrence as PE during the 3-month follow-up
At 3 months, the first VTE recurrence as PE occurred in
116 patients (2.9%; 95% confidence interval (CI): 2.4-3.4)
(Figure 1). The cumulative incidence rates of first
symptomatic VTE recurrence as PE reaches 4.1%
(95% CI : 3.4%-5.0%) in PE patients vs 1.1% (95% CI:
0.7%-1.8%) in DVT patients (pLogrank<0.0001) (Table 2).
During this period, the cumulative incidence rates of
first symptomatic VTE recurrence as DVT was 0.4%
(95% CI: 0.2%-0.9%) in PE patients vs 1.5% (95% CI:
1.0%-2.1%) in DVT patients. Predictive factors associated
with VTE recurrence as PE are presented in univariate
(Table 3) and multivariate analysis (Table 4). The risk of a
first VTE recurrence as PE was increased in patients
initially presenting with PE (OR= 2.04 (1.11-3.72), p<0.01),
as in patients with cancer (Table 4).
Major bleeding
Three months after the initial VTE event, 101 patients
(2.5%; 95% CI: 2.1-3.0) presented with a major bleeding
(Figure 2). Of these, 25 (25%) died of the bleeding event.
Major bleeding cumulative incidence at 3 months was
3.0% (95% CI: 2.4%-3.8%) in PE patients and 2.0% (95%
CI: 1.4%-2.8%) in DVT patients (pLogrank=0.06) (Table 2).
There was a trend toward an increased risk of major
bleeding in patients presenting with PE in univariate
analysis (Table 3), but it failed to reach significance
(OR= 1.46 (0.94-2.25) and was no more significant in
the multivariate analysis (Table 4). Only recent surgery
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Table 2 Three-month cumulative incidence of study
outcomes according to initial VTE presentation

PE patients
(n=2452)

DVT patients
(n=1584)

p

First recurrent VTE as PEa 99 (4.1%) 17 (1.1%) <0.0001

All-cause deaths 305 (12.5%) 138(8.7%) 0.0002

Fatal PE* 76 (3.1%) 6 (0.4%) <0.0001

Major bleedings 70 (3.0%) 31 (2.0%) 0.08
a fatal or not.
* First recurrence or subsequent fatal PE.
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or immobilization were significantly associated with the
risk of major bleeding.

Fatal PE and all-cause death
Overall, 443 (cumulated incidence of 11.0%; 95% CI:
10.0-12.0) patients died during the 3-month study period
(Figure 3): 82 died of PE, 25 of bleeding, and 336 died
for other reasons (Table 5). The cumulative incidence of
death was higher in PE patients (12.5% (11.2%-13.8%))
compared to DVT patients (8.7% (7.4%-10.2%))
(pLogrank=0.0001)(Table 2).
At 3 months, fatal PE was retained for 82 patients

(2.0%; 95% CI: 1.6-2.5). The cumulative incidence rates
of fatal PE were 3.1% (95% CI: 2.5% - 3.9%) in PE
patients vs 0.4% (95% CI: 0.2 – 0.9%) in DVT patients
(pLogrank<0.0001) (Table 2). Predictive factors associated
with Fatal PE are presented in univariate (Table 3) and
multivariate analysis (Table 4). The risk of fatal PE
was increased in patients initially presenting with PE
(OR= 6.77 (6.77 (2.92-15.7), p<0.01), as in patients
with cancer or those recently immobilized (Table 4).
Table 3 Univariable analysis for recurrent VTE, recurrent PE a

Recurrent VTE Recu

Men 68 (76%) 42

OR= 1.56 (0.96-2.53) OR= 1.4

Obesity (BMI > 30 kg/m2) 24 (35%) 12

(N=2728) OR= 1.26 (0.76-2.09) OR= 0.8

Age ≥75 years 38 (42%) 21

OR= 0.70 (0.46-1.07) OR= 0.5

Cancer 32 (36%) 19

OR= 1.98 (1.28-3.07) OR= 1.7

Recent surgery 7 (7.8%) 3

OR= 1.02 (0.47-2.23) OR= 0.6

Previous VTE 15 (17%) 7

OR= 1.00 (0.57-1.75) OR= 0.7

Recent immobilization 26 (29%) 17

OR= 0.96 (0.61-1.53) OR= 1.0

Initial presentation as PE 53 (59%) 43

OR= 0.91 (0.60-1.39) OR= 1.9
Discussion
To the best of our knowledge, the present study is the
largest clinical cohort focusing on patients presenting
with COPD and VTE. We found that COPD patients
presenting initially with PE concentrate the worse outcomes
and represent a therapeutic challenge, with more recurrent
VTE as PE and Fatal PE, but also a trend-toward an
increased risk of major bleeding.
In our study, 61% of COPD patients were objectively

diagnosed as having PE. We have recently pointed out
this modified clinical presentation [10], which may be
explained by the presence of already-known condition
leading to chronic dyspnea (say COPD) or by chronic
systemic inflammation. Another recent work describes
similar results in asthma, another pulmonary chronic
inflammatory disease [11].
COPD patients initially presenting with PE were more

likely to suffer recurrence as PE than DVT patients. The
impact of initial clinical presentation on the form of
recurrence is currently still under debate. For example,
PE was the form of recurrence in half of the patients
included in the EINSTEIN DVT study [12], while
patients with PE were shown to be at higher risk of
recurrence as PE than DVT patients in the general
settings [13]. Our 3.9-times increased risk is close to the
3-times increased risk of PE in PE patients compared to
DVT patients found in Baglin’s study. According to
recommendations regarding at-home treatment [14], we
may hypothesize that hospitalized DVT patients are at
higher risk of recurrence and closer to PE patients than
DVT patients managed at home. This argument is
reinforced by the way we classified patients as presenting
nd fatal PE

rrent PE Fatal PE Major bleeding

(74%) 55 (66%) 65 (66%)

1 (0.78-2.55) OR= 0.98 (0.62-1.56) OR= 0.99 (0.64-1.51)

(28%) 12 (18%) 22 (36%)

9 (0.45-1.74) OR= 0.50 (0.27-0.95) OR= 1.30 (0.77-2.20)

(37%) 53 (64%) 63 (64%)

6 (0.33-0.96) OR= 1.72 (1.10-2.71) OR= 1.76 (1.16-2.68)

(33%) 32 (39%) 25 (26%)

8 (1.02-3.11) OR= 2.26 (1.44-3.54) OR= 1.22 (0.77-1.93)

(5.3%) 4 (4.8%) 13 (13%)

7 (0.21-2.15) OR= 0.61 (0.22-1.67) OR= 1.90 (1.05-3.44)

(12%) 9 (11%) 18 (18%)

0 (0.31-1.54) OR= 0.60 (0.30-1.21) OR= 1.12 (0.67-1.89)

(30%) 44 (53%) 39 (39%)

1 (0.57-1.79) OR= 2.75 (1.77-4.25) OR= 1.59 (1.06-2.40)

(75%) 76 (92%) 68 (69%)

7 (1.08-3.62) OR= 7.10 (3.27-15.4) OR= 1.46 (0.94-2.25)



Table 4 Multivariable analysis for recurrent VTE, recurrent PE, fatal PE and major bleeding

Recurrent VTE Recurrent PE Fatal PE Major bleeding

Cancer 2.11 (1.37-3.26) 1.91 (1.10-3.31) 3.43 (2.11-5.59) -

p-value=0.001 p-value=0.022 p-value=<0.001

Recent surgery - - - 2.41 (1.30-4.46)

p-value=0.005

Recent immobilization - - 3.53 (2.16-5.77) 1.88 (1.23-2.88)

p-value=<0.001 p-value=0.004

Initial presentation as PE - 2.04 (1.11-3.72) 6.77 (2.92-15.7) -

p-value=0.021 p-value=<0.001
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with PE. The presence of symptoms was a requisite.
However, some patients in the DVT group may also
have presented with an asymptomatic PE [15], leading
to shrinkage of the difference between the PE recurrence
risk of PE patients and DVT patients. In addition, as diag-
nosis of PE may be difficult in COPD patients since clinical
signs of COPD mimic PE [16,17], it is possible than some
recurrent PE were under-diagnosed in our study, in both
groups of patients.
The risk of major bleeding was 1.5 (95% CI of 0.9 to

2.2) higher in PE patients compared to DVT patients as
found in the whole VTE population from the RIETE
registry [18], despite the anticoagulation target does not
differ usually between DVT and PE patients [19]. The
non-statistically significant results in the subgroup of
COPD patients may be due to a lack of power.
The overall 3-month all-cause mortality in these

patients with concomitant COPD and VTE is estimated to
be 11.0%, three-time higher than in a recent randomized
control trial including stable COPD patients [20] and as
high as that one observed in COPD patients admitted in a
respiratory intensive care unit for a severe exacerbation
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Figure 2 Major bleeding according to initial presentation as DVT or P
[21]. Besides the presence of PE in 60% of our patients,
this high mortality may be explained by the characteristics
of our population: elderly patients (51% over 75), 22% of
cancer. In this population at high risk of death, PE as the
presentation of the initial VTE increased the risk of death
by 1.5 (95% CI of 1.2 to 1.8). Despite significant thera-
peutic improvement in the management of VTE and
COPD, this result was already reported in the same pro-
portion more than twenty years ago (when none of the
COPD current treatments were available) in a small and
highly-selected group of COPD patients [22] and already
described in patients with VTE [23,24]. The association
between PE at presentation and a higher mortality raises
the possibility that some recurrent PE could have been
fatal, but classified as respiratory failure secondary to a
severe COPD exacerbation. Fatal PE may then have been
underdiagnosed. Of note, fatal PE represents the main
cause of death in patients, particularly in patients
presenting with PE. In COPD initially presenting with
PE the incidence of recurrent PE and major bleeding
was similar (69 vs. 70 events, respectively), but the
incidence of fatal, PE was 4 times higher than that of
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Figure 3 Mortality according to initial presentation as DVT or PE.
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fatal bleeding (76 vs. 17 deaths, respectively). In contrast,
in COPD patients initially presenting with DVT there were
17 PE recurrences and 31 major bleeding events, but the
incidences of fatal recurrent PE and fatal bleeding were
similar: 6 vs. 8 deaths. Thus, these observations suggest
that in COPD initially presenting with PE the major
concern should be recurrent (and potentially fatal) PE.
The main limitation in this study may be that the diagno-

sis of COPD in the RIETE registry may be questionable. No
Table 5 Reported causes of death, according to initial
VTE presentation

PE patients
(n=305)

DVT patients
(n=138)

Fatal pulmonary embolism 76 (24.9%) 6 (4.3%)

Respiratory insufficiency 55 (18.0%) 22 (15.9%)

Neoplasia 44 (14.4%) 37 (26.8%)

Infection 32 (10.5%) 14 (10.1%)

Fatal bleeding 17 (5.6%) 8 (5.8%)

Heart failure 10 (3.3%) 6 (4.4%)

Sudden death 6 (2.0%) 6 (4.4%)

Multi-organ failure 6 (2.0%) 5 (3.6%)

Myocardial infarction 5 (1.6%) 2 (1.5%)

Bowel occlusion 3 (1.0%) 1 (0.7%)

Liver insufficiency 2 (0.7%) 1 (0.7%)

Stroke 1 (0.3%) 2 (1.4%)

Terminal renal insufficiency 1 (0.3%) 2 (1.4%)

Critical limb ischemia 1 (0.3%) 0

Other 11 (3.6%) 2 (1.5%)0

Unknown 35 (11.5%) 24 (17.4%)
functional tests were systematically performed to diagnose
COPD. This is unfortunately shared with the vast majority
of other observational studies [25-28]. For example, only
28% of patients included in a recent study [28] of acute
exacerbation of COPD had functional data. However,
there is little chance that patients have been misclas-
sified regarding their COPD status. The prevalence of
COPD in the RIETE registry is similar to prevalence
of COPD in general setting [29]. Moreover, COPD is
usually underdiagnosed [30], and so, if misclassifica-
tion exists, it should preferably be underdiagnosed.
Nevertheless, the record of the presence of COPD
was not different between PE and DVT patients, then
not leading to any measurement bias. Furthermore, it
could have been interesting to check whether the severity
of COPD is associated with the initial VTE clinical presen-
tation and whether it affects the association between PE
presentation and the 3-month outcomes. Unfortunately,
this variable was not available in the RIETE registry.
Conclusion
In conclusion, we found a significant higher risk of
recurrent VTE as PE and fatal PE in COPD patients
presenting with PE compared to those presenting
with DVT. As PE is the main cause of death during
the 3-month follow-up, there is a huge need for
treatment which would be more efficient in terms of
PE occurrence but also which would not induce an
increase in the bleeding risk, as there is also a trend
in a increased risk of bleeding. In this view, retrievable
vena cava filter [31], which protect the pulmonary
vascular bed without increasing the bleeding risk, deserves
further evaluations.



Bertoletti et al. Respiratory Research 2013, 14:75 Page 7 of 8
http://respiratory-research.com/content/14/1/75
Abbreviations
CI: Confidence interval; COPD: Chronic obstructive pulmonary disease;
DVT: Deep-vein thrombosis; OR: Odds ratio; PE: Pulmonary embolism;
VTE: Venous thromboembolism.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
LB designed the study. LB, LH, JJMV, ARM, MM and the RIETE members
included patients. SQ performed the statistical analyses. LB, SQ, and SL
drafted the manuscript. All authors read and approved the manuscript.

Authors’ information
Coordinator of the RIETE Registry: Dr. Manuel Monreal (Spain)
RIETE Steering Committee Members: Dr. Hervé Decousus (France), Dr. Paolo
Prandoni (Italy), Dr. Benjamin Brenner (Israel)
RIETE National Coordinators: Dr. Raquel Barba (Spain), Dr. Pierpaolo Di Micco
(Italy), Dr. Laurent Bertoletti (France), Dr. Manolis Papadakis (Greece), Dr.
Marijan Bosevski (Republic of Macedonia), Dr. Henri Bounameaux
(Switzerland), Dr. Radovan Malý (Czech Republic)
RIETE Registry Coordinating Center: S & H Medical Science Service
Members of the RIETE Group
SPAIN: Arcelus JI, Arcos MP, Ballaz A, Barba R, Barrón M, Barrón-Andrés B,
Blanco-Molina A, Bosco J, Chaves E, Cañas I, Casado I, Contra A, Conget F, de
Miguel J, del Campo R, del Toro J, Falgá C, Fernández-Capitán C, Gabriel F,
Gallego P, García-Bragado F, Gavín O, Gómez V, González J, Gracia V, Guil M,
Guillem N, Gutiérrez J, Hernández L, Hernández-Huerta D, Jaras MJ, Jiménez
D, Jiménez S, Jiménez-Gil M, Lobo JL, Lecumberri R, López-Jiménez L,
Lorenzo A, Macià M, Madridano O, Marchena PJ, Martín M, Martín-Villasclaras
JJ, Monreal M, Morales M, Morán LP, Nauffal MD, Nieto JA, Núñez MJ,
Mascareño MC, Ogea JL, Otero R, Pedrajas JM, Riera-Mestre A,
Rodríguez-Dávila MA, Román P, Román-Bernal B, Roldán V, Rosa V, Royo C,
Ruíz J, Ruiz-Gamietea A, Ruiz-Giménez N, Sahuquillo JC, Sánchez R, Sánchez
Muñoz-Torrero JF, Soler S, Soto MJ, Tiberio G, Tolosa C, Trujillo J, Uresandi F,
Valdés M, Valle R, Vela J, Vidal G, Villalta J, Zorrilla V; FRANCE: Bertoletti L,
Bura-Riviere A, Debourdeau P, Farge-Bancel D, Lamuraglia M, Mahe I, Merah
A, Quere I; GREECE: Babalis D, Papadakis M; ISRAEL: Brenner B; ITALY: Barillari
G, Ciammaichella M, Di Micco P, Dalla Valle F, Duce R, La Regina M, Maida R,
Orlandini F, Pasca S, Piovella C, Poggio R, Prandoni P, Quintavalla R, Rota L,
Schenone A, Tonello D, Visonà A, Zalunardo B; REPUBLIC OF MACEDONIA:
Bosevski M. SWITZERLAND: Bounameaux H; CZECH REPUBLIC: Malý R,
Hirmerova J; ECUADOR: Salgado E.

Acknowledgments
The authors would like to thank Pr Patrick MISMETTI (St-Etienne, France) for
his intellectual input and critical revisions, and all RIETE members for
including patients. We thank Paula Harry of MediBridge (Vélizy, France) for
her revision of the English text, supported by the University Hospital of
Saint-Etienne. We express our gratitude to Sanofi Spain for supporting this
Registry with an unrestricted educational grant. We also express our gratitude
to Bayer Pharma AG for supporting this Registry. Bayer Pharma AG’s support
was limited to the part of RIETE outside Spain, which accounts for a 15,51% of
the total patients included in the RIETE Registry. We also thank the Registry
Coordinating Center, S & H Medical Science Service, for their quality control,
logistic and administrative support. Laurent BERTOLETTI thanks the “Collège des
Enseignants de Pneumologie” who provided a research grant.

Author details
1Thrombosis Research Group, EA3065, University Saint-Etienne, Jean Monnet,
Saint-Etienne F-42023, France. 2CIE3, INSERM, Saint-Etienne F- 42055, France.
3Department of Therapeutic Medicine, CHU Saint-Etienne, Hôpital Nord,
Saint-Etienne F-42055, France. 4Department of Internal Medicine, Hospital
Municipal de Badalona, Barcelona, Spain. 5Department of Pneumonology,
Hospital Clínico Universitario Lozano Blesa, Zaragoza, Spain. 6Department of
Internal Medicine, Hospital Clínico San Carlos, Madrid, Spain. 7Department of
Internal Medicine, Hospital Infanta Sofía, Madrid, Spain. 8Department of
Pneumonology, Hospital Universitario Virgen de las Nieves, Granada, Spain.
9Department of Internal Medicine, Hospital Univesitari de Bellvitge - IDIBELL,
Barcelona, Spain. 10Department of Internal Medicine, Hospital Universitari
Germans Trias I Pujol, Badalona, Spain.
Received: 15 March 2013 Accepted: 15 July 2013
Published: 18 July 2013

References
1. Buist AS, McBurnie MA, Vollmer WM, Gillespie S, Burney P, Mannino DM,

Menezes AMB, Sullivan SD, Lee TA, Weiss KB, Jensen RL, Marks GB, Gulsvik A,
Nizankowska-Mogilnicka E: International variation in the prevalence of
COPD (the BOLD study): a population-based prevalence study.
Lancet 2007, 370:741–750.

2. Mathers CD, Loncar D: Projections of global mortality and burden of
disease from 2002 to 2030. PLoS medicine 2006, 3:e442.

3. Gershon AS, Warner L, Cascagnette P, Victor JC, To T: Lifetime risk of
developing chronic obstructive pulmonary disease: a longitudinal
population study. Lancet 2011, 378:991–996.

4. Torbicki A, Perrier A, Konstantinides S, Agnelli G, Galiè N, Pruszczyk P, Bengel
F, Brady AJB, Ferreira D, Janssens U, Klepetko W, Mayer E, Remy-Jardin M,
Bassand J-P, Vahanian A, Camm J, De Caterina R, Dean V, Dickstein K,
Filippatos G, Funck-Brentano C, Hellemans I, Kristensen SD, McGregor K,
Sechtem U, Silber S, Tendera M, Widimsky P, Zamorano J-LL, Andreotti F,
et al: Guidelines on the diagnosis and management of acute pulmonary
embolism: the task force for the diagnosis and management of acute
pulmonary embolism of the European society of cardiology (ESC).
Eur Hear J 2008, 29:2276–2315.

5. White RH: The epidemiology of venous thromboembolism.
Circulation 2003, 107(23 Suppl 1):I4–I8.

6. Zielinski J: Causes of death in patients with COPD and chronic respiratory
failure. Monaldi Arch Chest Dis 1997, 52:43–47.

7. Bertoletti L, Mismetti P, Decousus H: The cloud of pulmonary embolism
during COPD exacerbation. Thorax 2012, 67:177–178. author reply 178.

8. Bertoletti L, Righini M: Adequate use of PE clinical prediction rule in
COPD patients. Eur Respir J 2010, 37:218–219.

9. Bertoletti L, Mismetti P, Décousus H: Trends in cause-specific mortality in
oxygen-dependent COPD: what about pulmonary embolism? Am J Respir
Crit Care Med 2011, 184:1211–1212.

10. Bertoletti L, Quenet S, Mismetti P, Hernández L, Martín-Villasclaras JJ, Tolosa
C, Valdés M, Barrón M, Todolí JA, Monreal M: Clinical presentation and
outcome of venous thromboembolism in COPD. Eur Respir J 2012,
39:862–868.

11. Majoor CJ, Kamphuisen PW, Zwinderman AH, Ten Brinke A, Amelink M,
Rijssenbeek-Nouwens L, Sterk PJ, Büller HR, Bel EH: Risk of deep-vein
thrombosis and pulmonary embolism in asthma. Eur Respir J 2012. Epub
ahead of print.

12. Bauersachs R, Berkowitz SD, Brenner B, Buller HR, Decousus H, Gallus AS,
Lensing AW, Misselwitz F, Prins MH, Raskob GE, Segers A, Verhamme P,
Wells P, Agnelli G, Bounameaux H, Cohen A, Davidson BL, Piovella F,
Schellong S: Oral rivaroxaban for symptomatic venous
thromboembolism. N Engl J Med 2010, 363:2499–2510.

13. Baglin T, Douketis J, Tosetto A, Marcucci M, Cushman M, Kyrle P, Palareti G,
Poli D, Tait RC, Iorio A: Does the clinical presentation and extent of
venous thrombosis predict likelihood and type of recurrence? a patient
level meta-analysis. J Thromb Haemost 2010, 8(11):2436–2442.

14. Mismetti P, Baud J-M, Becker F, Belmahdi F, Blanchard P, Constans J,
Couturaud F, Debourdeau P, Drouet L, Dumarcet N, Ferrari E, Galanaud J-P,
Girard P, Hay B, Laporte S, Laroche J-P, Leizorovicz A, Liard F, Mahé I, Meyer
G, Oger E, Parent F, Quéré I, Samama M: Guidelines for good clinical
practice: prevention and treatment of venous thromboembolism in
medical patients. J Mal Vasc 2010, 35:127–136.

15. Tzoran I, Saharov G, Brenner B, Delsart D, Román P, Visoná A, Jiménez D,
Monreal M: Silent pulmonary embolism in patients with proximal deep
vein thrombosis in the lower limbs. J Thromb Haemost 2012, 10:564–571.

16. Zvezdin B, Milutinov S, Kojicic M, Hadnadjev M, Hromis S, Markovic M, Gajic
O: A postmortem analysis of major causes of early death in patients
hospitalized with COPD exacerbation. Chest 2009, 136:376–380.

17. Pineda LA, Hathwar VS, Grant BJ: Clinical suspicion of fatal pulmonary
embolism. Chest 2001, 120:791–795.

18. Ruíz-Giménez N, Suárez C, González R, Nieto JA, Todolí JA, Samperiz AL,
Monreal M: Predictive variables for major bleeding events in patients
presenting with documented acute venous thromboembolism. Findings
from the RIETE Registry. Thrombosis and haemostasis 2008, 100:26–31.

19. Kearon C, Akl EA, Comerota AJ, Prandoni P, Bounameaux H, Goldhaber SZ,
Nelson ME, Wells PS, Gould MK, Dentali F, Crowther M, Kahn SR:



Bertoletti et al. Respiratory Research 2013, 14:75 Page 8 of 8
http://respiratory-research.com/content/14/1/75
Antithrombotic therapy for VTE disease: antithrombotic therapy and
prevention of thrombosis, 9th ed: American college of chest physicians
evidence-based clinical practice guidelines. Chest 2012,
141(2 Suppl):e419S–494S.

20. Calverley PMA, Anderson JA, Celli B, Ferguson GT, Jenkins C, Jones PW,
Yates JC, Vestbo J: Salmeterol and fluticasone propionate and survival in
chronic obstructive pulmonary disease. N Engl J Med 2007, 356:775–789.

21. Vitacca M, Bianchi L, Barbano L, Ziliani M, Ambrosino N: Effects of acute on
chronic respiratory failure on hypercapnia and 3-month survival.
Chest 2005, 128:1209–1215.

22. Carson JL, Terrin ML, Duff A, Kelley MA: Pulmonary embolism and
mortality in patients with COPD. Chest 1996, 110:1212.

23. Laporte S, Mismetti P, Décousus H, Uresandi F, Otero R, Lobo JL, Monreal M:
Clinical predictors for fatal pulmonary embolism in 15,520 patients with
venous thromboembolism: findings from the registro informatizado de
la enfermedad TromboEmbolica venosa (RIETE) registry. Circulation 2008,
117:1711–1716.

24. Spencer FA, Gore JM, Lessard D, Douketis JD, Emery C, Goldberg RJ: Patient
outcomes after deep vein thrombosis and pulmonary embolism: the
Worcester venous thromboembolism study. Arch Intern Med 2008,
168:425–430.

25. Hartmann IJ, Hagen PJ, Melissant CF, Postmus PE, Prins MH: Diagnosing
acute pulmonary embolism: effect of chronic obstructive pulmonary
disease on the performance of D-dimer testing, ventilation/perfusion
scintigraphy, spiral computed tomographic angiography, and
conventional angiography. ANTELOPE study group. Am J Respir Crit Care
Med 2000, 162:2232–2237.

26. Sohne M, Kruip MJH A, Nijkeuter M, Tick L, Kwakkel H, Halkes SJM, Huisman
MV, Buller HR: Accuracy of clinical decision rule, D-dimer and spiral
computed tomography in patients with malignancy, previous venous
thromboembolism, COPD or heart failure and in older patients with
suspected pulmonary embolism. J Thromb Haemost 2006, 4:1042–1046.

27. Shetty R, Seddighzadeh A, Piazza G, Goldhaber SZ: Chronic obstructive
pulmonary disease and deep vein thrombosis: a prevalent combination.
Journal of thrombosis and thrombolysis 2008, 26:35–40.

28. Murio C, Soler X, Pérez M, Calero G, Ruiz-Manzano J: Acute exacerbation of
chronic obstructive pulmonary disease in primary care setting in Spain:
the EPOCAP study. Ther Adv Respir Dis 2010, 4:215–223.

29. Halbert RJ, Natoli JL, Gano A, Badamgarav E, Buist AS, Mannino DM: Global
burden of COPD: systematic review and meta-analysis. Eur Respir J 2006,
28:523–532.

30. Global Initiative for Chronic Obstructive Lung Disease (GOLD): Global
strategy for the diagnosis, management and prevention of COPD. 2011.
http://www.goldcopd.org/. Access on May, 5th 2013.

31. Mismetti P, Rivron-Guillot K, Quenet S, Décousus H, Laporte S, Epinat M,
Barral FG: A prospective long-term study of 220 patients with a
retrievable vena cava filter for secondary prevention of venous
thromboembolism. Chest 2007, 131:223–229.

doi:10.1186/1465-9921-14-75
Cite this article as: Bertoletti et al.: Pulmonary embolism and 3-month
outcomes in 4036 patients with venous thromboembolism and chronic
obstructive pulmonary disease: data from the RIETE registry. Respiratory
Research 2013 14:75.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Materials and methods
	Registry design
	Study variables and definition
	Study outcomes
	Data analysis

	Results
	Initial VTE presentation
	First VTE recurrence as PE during the 3-month follow-up
	Major bleeding
	Fatal PE and all-cause death

	Discussion
	Conclusion
	Abbreviations
	Competing interests
	Authors’ contributions
	Authors’ information
	Acknowledgments
	Author details
	References

