
Receiver operating characteristics (ROC) curve analysis was
performed separately for patients with low and intermediate
probability, and the optimum cut-off value to exclude PE
determined.
Results Of the 2139 patients, prevalence of PE was 3.2% (50/
1535) in the low, 14.2% (63/443) in the intermediate and 26%
(42/161) in the high probability group. No patients with a D-
dimer of <0.5 ug/mL who were discharged without any radio-
logical investigations have returned with a missed diagnosis of
PE.

ROC curve analysis showed the optimum D-dimer cut off
value in low risk patients was 0.52, and 0.57 in patients with an
intermediate risk.

Abstract P270 Table 1

Criterion (low risk) Sensitivity Specificity NPV

>0.52 100% 49% 100%

>0.8 92% 71%

>1 84% 78% 99.4%

Criterion (int risk) Sensitivity Specificity NPV

>0.57 100% 37% 100%

>0.8 83% 62%

>1 76% 67% 94.7%

Conclusion The optimum D-dimer value must be chosen in the
context of missed PEs versus scanning fewer people and thus
avoiding unnecessary radiation and using resources more effi-
ciently. A higher D-dimer of 1.0 ug/mL would have correctly
avoided 161 scans and subsequently saved over £19,000.2 This
must be offset however against patients being incorrectly diag-
nosed and often ending up in hospital with complications. Using
the same cut off of 1.0 ug/mL would have missed a total of 22
PE’s during the study period. Based on this the conventional D-
dimer cut off value of 0.5 ug/mL is most appropriate for patients
attending the ambulatory PE clinic.
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Introduction Patients attending the ambulatory pulmonary embo-
lism (PE) clinic at the Glenfield Hospital are risk stratified into
low, intermediate and high risk based on the BTS scoring.1

Those with a low or intermediate pre-test probability go on to
have a microlatex D-dimer assay and if this is greater than 0.5
ug/mL, imaging in the form of CTPA or VQ scan is carried out.

It has been suggested recently that using age adjusted D-
dimers (patient’s age X 10) ug/L in patients above the age of
fifty may improve the negative predictive value in ruling out a
PE, whilst not affecting sensitivity.2

Methods Data was collected for 2139 consecutive patients who
presented to the ambulatory PE clinic between June 2010 and

Dec 2014. For each of these patients, age, BTS clinical probabil-
ity, D-dimer results and final diagnosis was recorded.

For each patient above the age of 50, an age adjusted D-
dimer was calculated by multiplying the age by 10. The patient’s
actual D-dimer was then compared against the age adjusted D-
dimer to determine how many scans could have been avoided,
and how many PE’s may have been missed.
Results Above and including the age of 50, there were 660
patients in the low risk, 242 patients in the intermediate risk
and 104 in the high-risk categories. Using an age adjusted D-
dimer approach would have resulted in 123 scans being right-
fully avoided (84 in the low risk and 39 in the intermediate
risk), but 6 PE’s would have been missed (2 in the low risk and
4 in the intermediate risk).

No patients with a D-dimer of <0.5 ug/mL who were dis-
charged without any radiological investigations have returned
with a missed diagnosis of PE.

Abstract P271 Table 1

Criterion Sensitivity Specificity NPV

Age-adjusted D-dimers (low risk) 94% 48% 99%

Age adjusted D-dimers (int risk) 90% 37% 95%

Age adjusted (low and int risk) 91% 45% 98%

Conventional 0.5 100% 49% 100%

Conclusion The optimum D-dimer value must be chosen in the
context of missed PEs versus scanning fewer people and thus
avoiding unnecessary radiation and using resources more effi-
ciently. An age-adjusted D-dimer in patients above the age of 50
would result in PEs being missed, and a conventional cut off
value of 0.5 ug/mL is most appropriate for patients in an ambu-
latory care setting.
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Introduction and objectives There is an increasing national
precedent for ambulatory care of selected patients with sus-
pected pulmonary embolism (PE).1 As part of our ambulatory
services we established an ambulatory PE pathway in January
2012 with the intention to reduce hospitalizations and cost with-
out any associated risk.
Methods We conducted a retrospective review of all 165 patients
referred to the ambulatory service for suspected PE between Jan-
uary 2012 and May 2013. We included 122 patients and we
reviewed all medical notes, laboratory and radiological
investigations.
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