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Abstract: Objective To study the predictive value in risk stratification of plasma C reactive protein (CRP),D-Dimer (D-D)
levels for patients with acute pulmonary embolism(APE). Methods 110 cases of patients with APE from emergency depart-
ment of the Ninth Hospital of Xi’an City from January 2015 and January 2017 were selected. According to 2008 ESC pulmo-
nary embolism guide standard, APE patients were divided into low-risk group (n=36) .moderate-risk group (n=150) and
high-risk group (n=24) and plasma CRP,D-D levels were detected by immune enhanced turbidimetric method. Results
With the increase of risk stratification, left ventricular end diastolic diameter (LVEDD) and pulmonary artery systolic pres-
sure estimation (PASPE) were gradually increased and oxyhemoglobin saturation (SaQ.), arterial partial pressure of oxy-
gen (Pa0;) and left ventricular ejection fraction (LVEF) were gradually decreased. Compared among groups, there were sta-
tistically differences (¢=3.228~27.021,all P<C0.05). Plasma CRP and D-D level and abnormal rate of high-risk group
were significantly higher than low-moderate risk groups,the above indicators of moderate-risk group were obviously higher
than that of low-risk group,compared with significant difference (g=38. 293~14. 816,all P<C0. 05). The receiver operating
characteristic (ROC) curves showed that area under (ROC AUC) value in risk stratification of plasma CRP.,D-D levels for
patients with APE were significantly higher than SaQ, ,Pa0O,, LVEF,LVEDD and PASPE, compared with statistically sig-
nificant differences (+=5.126~9. 215,all P<{0. 05). Conclusion The predictive value in risk stratification of plasma CRP
and D-D levels for patients with acute pulmonary embolism was satisfying,and it is worthy of clinical popularization and ap-
plication.
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