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Abstract

Objective: The objective of this study was to investigate the risk and prevalence of
venous thromboembolism (VTE) for patients undergoing a diagnostic test for VTE with
confirmed COVID-19 infection compared with patients with no COVID-19 infection.
Methods: This was a retrospective cross-sectional study of patients in an integrated
healthcare system in Sweden, covering a population of 465,000, with a diagnostic test
for VTE between March 1 and May 31 in the years 2015 to 2020. Risk for VTE with
COVID-19 was assessed by logistic regression, adjusting for baseline risk factors.
Results: A total of 8702 patients were included, and 88 of those patients tested pos-
itive on the severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) poly-
merase chain reaction test. A positive SARS-CoV-2 test did not increase the odds for
VTE (odds ratio, 0.97; 95% confidence interval [CI], 0.55-1.74) and did not change
when adjusting for sex, previous VTE, previous malignancy, Charlson score, hospital
admission, intensive care, or ongoing treatment with anticoagulation (odds ratio, 0.72;
95% Cl,0.16-3.3). The prevalence of VTE was unchanged in 2020 compared with 2015
to 2019 (16.5% vs 16.1%, respectively), and there was no difference in VTE between
the SARS-CoV-2 positive, negative, or untested groups in 2020 (15.9%, 17.6%, and
15.7%, respectively; P = 0.85).

Conclusions: We found no increased prevalence of VTE in the general population com-
pared with previous years and no increased risk of VTE in patients who were SARS-
CoV-2 positive, suggesting that SARS-CoV-2 status should not influence VTE workup
in the emergency department. The prevalence of VTE was high in patients with SARS-
CoV-2 treated in the intensive care unit (ICU), where the suspicion for VTE should
remain high.
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1 | INTRODUCTION

1.1 | Background

In the ongoing COVID-19 pandemic, reports have shown an increased
risk of venous thromboembolism (VTE), including both pulmonary
embolism (PE) and deep venous thrombosis (DVT),1"> and interna-
tional guidelines recommend prophylactic anticoagulation for all hos-
pitalized patients with COVID-19.¢ The majority of reports on VTE in
COVID-19 have been carried out in the intensive care unit (ICU) and
show a prevalence of VTE of 20% to 30%.1~2 This is higher than cohorts
of non-selected ICU patients where the prevalence of VTE is closer to
10%.”-19 However, studies on ICU patients with severe sepsis and viral
infections such as H1IN1 influenza have shown a prevalence of VTE of
37% and 44%, respectively.1112 The prevalence of VTE in hospitalized
non-ICU patients with COVID-19 is 3% to 4%,13-15 similar to stud-
ies on internal medicine patients with prophylactic anticoagulation.®
However, and relevant to emergency medicine, the VTE risk and
prevalence in outpatients with known or suspected COVID-19 is less
studied.’” Watchmaker et al studied PE incidence at 6 New York City
hospitals during April 2020 and found 87 patients diagnosed with PE
compared with 34 during the same period the previous year.'® On the
contrary, Freund et al studied PE prevalence in patients undergoing
computed tomography pulmonary angiography (CTPA) in 6 emergency
departments (ED) in Europe and found no increased prevalence or risk
of VTE in patients with COVID-19.1? Similarly, in a single center study
of 324 admitted patients (50% COVID-19), Pizzi et al found no increase
in DVT or PE in patients who were COVID-19 positive compared with
patients with no COVID-19 infection.°

1.2 | Importance

The mixed results on the risk of VTE provides a challenge for the emer-
gency physician when assessing pretest probability in patients with
known or suspected COVID-19. If COVID-19 were an independent risk
factor for VTE in outpatients, traditional approaches to risk stratifica-

tion and diagnostic testing may need to be modified.

1.3 | Goals of this investigation

The goal was to investigate if COVID-19 was associated with an

increased risk of VTE in patients undergoing testing for VTE in a

regional healthcare system in Sweden.

2 | METHODS
2.1 | Study design and setting

In this retrospective observational study, we evaluated the risk and
prevalence of VTE during the first 3 months, March 1 to May 31, of the

The Bottom Line

In a cohort of 8700 patients in Ostergétland, Sweden, who
were tested for venous thromboembolism (VTE), there was
no difference in incidence found among those with a posi-
tive severe acute respiratory syndrome coronavirus 2 (SARS-
CoV-2) test in the year 2020 compared with 2015 to 2019,
implying that SARS-CoV-2 status alone should not dictate
VTE workup in the emergency department, and other risk

factors should be considered.

COVID-19 pandemic in the county of Ostergétland (Region Ostergst-
land, Sweden). The county has a population of 465,000 (December 31,
2019), and healthcare is provided by a central, publicly funded health-
care system. There is 1 rural community hospital, 1 urban community
hospital, and 1 academic tertiary care hospital. All hospitals, outpatient
clinics, and primary care centers in the county use the same electronic
health records (EHRs), and all diagnostic studies of VTE are performed
within the healthcare system. In the first months of the pandemic, only
patients admitted to a hospital for suspected COVID-19 were tested,
and the prevalence of COVID-19 in the general population was largely
unknown. The cumulative incidence of confirmed cases in the county
by the end of the study period in 2020 was 424 per 100,000, and the
mortality rate was 42 per 100,000. Approximately 618 patients with
confirmed COVID-19 had been admitted or were still in a hospital by
May 31, 92 of whom were in intensive care, and the healthcare system

was under considerable strain.

2.2 | Selection of participants

Adult patients (>18 years of age) who underwent a diagnostic test for
suspected VTE during the calendar months of March, April, and May
2015 to 2020 were included. Follow-up investigations, tests performed
on referred patients from another healthcare system, and planned but

non-performed tests were excluded.

2.3 | Exposures

The exposure was COVID-19 infection, defined as a positive poly-
merase chain reaction (PCR) test up to 14 days before or 7 days
after the diagnostic test for VTE. This timeframe was chosen a pri-
ori to account for the delay from symptom onset to deterioration?!
and delay to PCR test in the beginning of the pandemic. All patients
with at least 1 diagnostic test for VTE during 2020 were matched with
the regional severe acute respiratory syndrome coronavirus 2 (SARS-
CoV-2) database of real-time PCR (RT-PCR) results. PCR was the diag-
nostic criteria for COVID-19 used in our system, and patients with a
high probability for COVID-19 despite a negative PCR were tested
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repeatedly. PCR data were extracted from the healthcare system’s cen-
tral diagnostic laboratory, the only authorized SARS-CoV-2 laboratory
during this period.

24 | Measurements

Additional known risk factors for VTE were extracted from the EHR.
In-hospital care on a ward or in the ICU was defined as a minimum
of 24 hours of care, as tests related to the ED presentation may be
deferred up to 24 hours. Anticoagulant treatment was defined as treat-
ment with a BO1A class drug?? >7 days before the diagnostic test.
Risk factors for VTE were age (continuous), sex (male/female), previous
VTE (yes/no), malignancy (yes/no), ward care (yes/no), intensive care
(yes/no), and Charlson score (continuous), and data were extracted
from the EHR. The EHR has partial coverage of diagnoses before 2008
and full coverage thereafter. Mortality at 30 days was defined as all-
cause mortality based on the Swedish national civil registration reg-

istry.

2.5 | Outcomes

The outcome was a diagnosis of VTE by CTPA or ultrasound. Writ-
ten study reports were extracted from the picture archiving and com-
munication system for all CTPA and ultrasound for DVT. Findings of
PE were coded as positive for any contrast defect in a subsegmental
or more central pulmonary artery. Any additional finding classified as
definitive or probable PE by the attending radiologist was coded as PE
positive. DVT was diagnosed with complete compression ultrasound
or 3-point compression ultrasound of the leg.2® Isolated muscle vein
thrombosis and thrombophlebitis were classified as negative examina-
tions. Patients with multiple tests of the same modality on the same
day were classified as duplicates and combined to a single test. The
reports were classified as positive or negative independently by JW.
and M.J. All positive or ambiguous reports and differences in classifica-
tion were reviewed by JW.,M.J., and P.B.N. and solved through full con-
sensus. Interrater reliability was not systematically assessed. A subset
of diagnostic tests were done in the department of clinical physiology

and were already classified as positive or negative.

2.6 | Analysis

Descriptive data were reported as percentage, mean with standard
deviation (SD), or median with interquartile range (IQR). Prevalence
was reported by separate diagnoses, for example, the prevalence of
PE was CTPA-positive tests compared with all performed CTPA. Logis-
tic regression was used to investigate the crude and adjusted risks for
a VTE by COVID-19 status. Prevalence was compared with the chi-
squared test with pre-defined subgroup analysis for PE and non-PE
VTE, mainly DVT. Patients with no RT-PCR test results in 2020 were

treated as a separate subgroup to avoid bias based on test availability.

We performed a sensitivity analysis for the timing of COVID-19 diag-
nosis by running all possible time frames up to 30 days before or after
the diagnostic test. We also performed analysis to test the robustness
by incrementing the number of positive VTE cases in the SARS-CoV-2-
positive cohort until there was a statically significant difference com-
pared with the SARS-CoV-2-negative cohort.

Based on historical data, about 500 VTE tests are performed each
month in the system. A sample size calculation with the chi-square
goodness-of-fit test for 2 categorical variables with a conservative
effect size of 0.1 (« = 0.05, power = 0.8) required 785 samples. A total
of 3 months of data collection, March 1 through May 31, were collected
to account for a possible decrease in tests during the initial period of
the pandemic. To assess differences in VTE testing practice due to the
pandemic, 5 years of historical data were included that was not consid-
ered in the sample size calculation.

Data were imported into Pandas (version 0.23)2“ and analyzed with
Python using the Scipy library (version 1.17)%°
(version 0.12).2¢

and Statsmodels library

2.7 | Ethical considerations

This study was carried out in accordance with the Declaration of
Helsinki.2” Ethical approval was granted by the Swedish Ethical Review
Authority with permit reference 2020-02701, and the study was
pre-registered on May 26, 2020, at ClinicalTrials.gov with identi-
fier NCT04400877. The study has been conducted according to the
Strengthening the Reporting of Observational Studies in Epidemiology
guidelines for reporting observational trials.

3 | RESULTS

There were 9973 diagnostic tests for VTE performed during the study
period. After the exclusion of ineligible tests and a reduction for dupli-
cate tests, a total of 8702 tests were included in the analysis (Figure 1).

The cohort of patients that performed a diagnostic test for VTE in
2020 was well matched with patients from 2015 to 2019. However,
the subgroup of patients with a positive SARS-CoV-2 test were more
often men, had a higher prevalence of previous VTE and a lower preva-
lence of malignancy, and were more likely to be treated in or admit-
ted to a ward or an ICU compared with the 2020 and 2015 to 2019
cohorts (Table 1). The prevalence of any VTE, PE, and DVT in the full
cohort was 16.2%, 17.5%, and 15.2%, respectively. There was no differ-
ence in prevalence of VTE in 2020 compared with 2015 through 2019
(16.5% vs 16.1%; difference, 0.4%; 95% confidence interval [Cl], —1.8%
to 2.4%; Appendix).

COVID-19 infection was confirmed for 88 diagnostic tests, and 14
of these had positive findings of VTE, 12 had positive findings of pul-
monary embolisms, and 2 had positive findings of DVTs. There was no
significant difference in the prevalence of VTEs between the confirmed
SARS-CoV-2-positive, SARS-CoV-2-negative, or untested groups in
2020 (15.9%, 17.6%, and 15.7% of tests in each group, respectively;
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n=9973

Diagnostic tests March 1 - May 31
2015-2020

Compeossion sltrasound of the keg (n=2624)
Comgputer Tomography Pulmosary Angeogram (n=442%)
Complcte compressson uitrascund (log'arm) (n=2921)

1271 Excluded

< I8 years (n84)

Referred or fault exams (n=187)
Mulople tests cn same patient and dase (= 1000)

Full cohort
n=8702
2015-2019 2020
n=7304 n=1398
SARS-CoV-2 SARS-CoV-2 SARS-CoV-2
positive negative not tested
n=88 n=546 n=764

FIGURE 1

P =0.85; Table 2). The prevalence of VTEs in patients diagnosed on the
ward and as outpatients was lower in the SARS-CoV-2-positive group
compared with the group confirmed negative (Table 3). There was a
high prevalence of VTEs in the cohort of patients treated in the ICU
before their diagnostic test (7/10; 70%). No patients in the ICU with
negative or those with no SARS-CoV-2 test were diagnosed with VTE
during the study months in 2020 compared with 39% (n = 9/23) from
2015 through 2019 (Table 3)

A positive SARS-CoV-2 test decreased the risk of VTE compared
with a negative SARS-CoV-2 test (odds ratio [OR], 0.97; 95% Cl, 0.55-
1.73) in an unadjusted analysis. The OR for VTE decreased (0.72; 95%
Cl, 0.16-3.3) when adjusting for previous VTE, previous malignancy,
intensive care, in-hospital care, sex, age, Charlson score, and ongoing
treatment with anticoagulation.

In a test of robustness, the difference in the prevalence of VTE
became statistically significant after adding 14 patients to the SARS-
CoV-2-positive and VTE-positive group. This would correspond to an
increase in prevalence of 100% compared with our findings. There was
no difference in VTE prevalence irrespective of time frame for classi-
fying a patient as COVID-19 positive, between 1 and 30 days before

Flowchart of diagnostic tests included in the study. SARS-CoV-2, severe acute respiratory syndrome coronavirus 2

and after the diagnostic test with a consistently lower prevalence in the
COVID-19 group (mean difference, 1.84%; SD, 0.8).

3.1 | Limitations
This was a retrospective observational study, and the results are lim-
ited to the variables we were able to control for. We used the risk fac-
tors for PE and DVT defined by Wells et al,282? but were not able to
obtain physiologic data or referring physicians’ assessments at the time
of the diagnostic test to adjust for all the criteria in the conventional
diagnostic tools.2?3% However, we believe that we have been able to
adjust for the majority of confounders for VTE when evaluating infec-
tion with SARS-CoV-2 as a possible risk. This is supported by the results
of our adjusted regression model, which show a significant association
between VTE, previous VTE, and admission to an ICU, and a negative
association with ongoing treatment with oral anticoagulation.

Only patients who had a diagnostic test for suspected VTE were
considered in this study, hence this is a select cohort of patients, which

limits the generalizability. However, there was no increased prevalence
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TABLE 1
subgroup of patients who were SARS-CoV-2 positive
2015-2019
Cohort
N 7304
Age,y 64.9
Female, n (%) 4172(57.1)
BMI, kg/m? (n) 27.8(5144)
Risk factor
Ongoing anticoagulation, n (%) 2557 (35.0)
Previous VTE, n (%) 698 (9.6)
Previous malignancy, n (%) 1430 (19.6)
Charlson score, median (IQR) 4(2-6)
Treatment
Admitted to ward, n (%)© 1625 (22.2)
Ward care, n (%)° 1258 (17.2)
ICU admission, n (%)¢ 96 (1.3)
ICU care, n (%)° 23(0.3)
Ventilator treatment, n (%) 47 (0.6)
Outcome
VTE positive, n (%) 1179/7304 (16.1)
PE positive, n (%) 610/3416(17.9)
30-day mortality, n (%) 173/7304 (2.4)

Epidemiology data of patients who have done a diagnostic test for venous thromboembolismin 2015 to 2019, 2020 and the

20207 SARS-CoV-2 positive
1398 88

64.4 62.6

794 (56.8) 34 (38.6)
28.3(934) 28.7 (64)
449 (32.1) 22 (25.0)
124 (8.9) 13(14.8)
271(19.4) 10(11.4)
4(1-6) 3(1-5)
374(26.8) 30(34.1)
219(15.7) 41 (46.6)
37(2.6) 7(8.0)
18(1.3) 10(11.4)
25(1.8) 8(9.1)
230/1398 (16.4) 14/88 (16.0)
124/779 (15.9) 12/78 (15.4)
47/1398 (3.4) 8/88(9.1)

BMI, body mass index; IQR, interquartilerange; PE, pulmonary embolism; SARS-CoV-2, severe acute respiratory syndrome coronavirus 2; VTE, venous throm-

boembolism.

2Includes the SARS-CoV-2-positive group.

bMore than 24 hours of care before a diagnostic test for VTE.
¢Admission within 24 hours of diagnostic test for VTE.

TABLE 2 Difference inthe prevalence of VTE between patients
who were SARS-CoV-2 positive, SARS-CoV negative, and not tested in
2020

Positive Negative Untested 2020
VTE? 15.9% (14/88) 17.6% (96/546) 15.7% (120/764)
PE 15.4% (12/78) 16.2% (71/439) 15.6% (41/262)
DVT 15.4% (2/13) 21.6%(25/116) 16.1% (82/509)

DVT, deep venous thrombosis; PE, pulmonary embolism; SARS-CoV-2,
severe acute respiratory syndrome coronavirus 2; VTE, venous thromboem-
bolism.

Data in parenthesis denotes the number of test positive (VTE/PE/DVT) by
the total number of investigations done for each test and SARS-CoV-2 sta-
tus group.

aTest for PE and DVT on the same day were combined.

of VTE in the cohort except for patients in intensive care. If there were
a true increase of VTE from COVID-19, irrespective of other risk fac-
tors, we would expect to see a signal when the incidence of COVID-19
was rising in the community.

SARS-CoV-2 status was missing from a significant proportion of
patients undergoing testing for VTE in 2020, which limits the gener-

alizability of the results. We did not have the resources to chart review
these patients to adjudicate a probability of COVID-19. However, the
untested cohort resembled the cohort from 2015 to 2019 in terms of
VTE prevalence and risk factors (Table 1).

We may have missed a few PEs by not including chest computed
tomography (CT) or scintigraphy. However, any finding associated with
PE on chest CT would warrant a definitive workup including CTPA,
whereas scintigraphy is rarely performed in our system. In addition,
tests for cerebral venous sinus thrombosis were not included because
of resource limitations. We based the classification of PE on the radiol-
ogy report and not an independent read of the image data. Although
this may have introduced a subjective interpretation, it reflects the
actual practice in Sweden where non-radiologists rely on the report by

the radiologists for the diagnosis of PE.

4 | DISCUSSION

An infection with SARS-CoV-2 virus confirmed on RT-PCR was not
associated with an increased risk of VTE in patients undergoing a diag-
nostic test for VTE in a large, integrated healthcare system in Sweden.
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TABLE 3 Prevalence of VTE by SARS-CoV-2 result and admission status

SARS-CoV-2 positive SARS-CoV-2 negative Untested 2020 2015-2019
Icu? 70% (7/10) 0% (0/4) 0% (0/4) 30% (7/23)
Ward? 10% (3/31) 20% (21/108) 20% (12/64) 20% (210/1239)
Outpatient 10% (4/47) 20% (75/434) 20% (108/696) 20% (962/6042)
ICU admission® 0% (0/7) 20% (4/26) 0% (0/4) 20% (18/96)
Ward admission” 10% (3/30) 20% (49/262) 40% (30/82) 30% (484/1625)

SARS-CoV-2, severe acute respiratory syndrome coronavirus 2; VTE, venous thromboembolism.
Data in parenthesis denotes the number of test positive (VTE/PE/DVT) by the total number of investigations done for each test and SARS-CoV-2 status group.

2More than 24 hours of care before a diagnostic test for VTE.
b Admission within 24 hours of a diagnostic test for VTE.

We found no increase in prevalence of VTE in 2020 compared with
2015 to 2019, andno difference between patients who were SARS-
CoV-2 positive, negative, or untested during 2020. This is similar to the
results by Freund et al, who found no association between a confirmed
diagnosis of COVID-19 and a PE in 3253 patients undergoing CTPA for
suspected PE in the ED,? and the results by Pizzi et al, who found no
increased prevalence of VTE in admitted patients with COVID-19.20
However, there was a high prevalence of VTE in patients with con-
firmed COVID-19 in the ICU, similar to previous reports.t =3

COVID-19 did not increase the odds for VTE compared with a nega-
tive test when adjusting for known risk factors and ongoing treatment
with anticoagulation. This indicates that patients with COVID-19 being
investigated for VTE may be risk stratified using conventional tools.
Although the OR for COVID-19 suggested a lower risk for VTE, the
Cls were wide, indicating the need for a larger study to confirm these
results. Intensive care was associated with a high prevalence of VTE,
which is in line with previous studies, and the suspicion for VTE should
generally be higher in these patients.!~3

For the emergency physician, determining pretest probability
before performing a test is central to the correct use of diagnostic
testing. Based on our results, COVID-19 status had little influence
on the risk for VTE when adjusting for classical risk factors, such as
previous VTE or malignancy. The high prevalence of VTE in the ICU
group was for patients treated in the ICU for >24 hours and thus less
relevant to the emergency physician. For patients primarily seen in
the ED, the outpatient and admission groups, the prevalence of VTE
was consistently lower in the COVID-19 group, which strengthens our
results.

There was a high prevalence of VTE at 70% (7/10), most of them
being PE (6/7), in the ICU subgroup with confirmed SARS-CoV-2 infec-
tion. Because of the pandemic, the ICU cohort for 2020 is likely dif-
ferent from the ICU cohorts between 2015 and 2019, with a more
homogenous group of patients with severe acuterespiratory distress
syndrome, limiting comparability. Although the number of patients
investigated was small in this group, the results are comparable with
previous studies’® and support the notion that VTE is a relevant prob-
lem for patients with severe COVID-19 in the ICU.® In hospitalized,
non-intensive care patients and outpatients with COVID-19, the VTE
prevalence was lower compared withpatients with no COVID-19 infec-
tion and the 2015 to 2019 cohort. This may be attributed to increased
testing in the beginning of the pandemic because of concerns for

VTE.1}231 |n addition, most elective surgery for non-malignant causes
was either postponed or canceled to free up intensive care resources
as well as to reduce the need for postoperative intensive care. Because
recent surgery is a risk factor for VTE, this might have reduced the
prevalence of VTE in the general population. On the contrary, most
non-emergent outpatient clinics and primary care appointments were
cancelled or deferred to telemedicine meetings, which may have led to
a higher threshold to test for VTE and an increased prevalence in the
2020 group. It is difficult to quantify the impact of these changes but
compared with data from 2015 to 2019, there are no large differences
in VTE prevalence in 2020, suggesting a limited impact of the pandemic
on the testing practice for VTE.

This comprehensive study includes all patients diagnosed with VTE
in the whole county of Ostergétland with 465,000 inhabitants during
the first 3 months of the pandemic. The national voluntary recommen-
dation not to travel during the initial months of the pandemic was com-
parable to a national lockdown that substantially limited the movement
and possibility of seeking care in another healthcare system, which is
uncommon even under normal circumstances, and further strengthens
our results.

We found no increased risk of VTE in patients with SARS-CoV-2
undergoing a diagnostic test for VTE in an integrated healthcare sys-
tem in Sweden during the first 3 months of the COVID-19 pandemic.
The prevalence of VTE was heterogeneous within the cohort, and
lower in patients with COVID-19 in general, except for ICU patients.
There was no general increase in prevalence of VTE compared with
201510 2019. Our results suggest that COVID-19 should not influence
the pretest probability for VTE when considering the workup for VTE

inthe ED. The results should be confirmed in a larger study.
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APPENDIX: PREVALENCE BY TEST MODALITY AND

YEAR
Comparison (mean

Test Year Prevalence, % of other years), % Difference, % 95% CI P

VTE 2015 17.8 15.9 191 —0.002198 to 0.040316 0.08
VTE 2016 16.4 16.2 0.19 —0.019701 to 0.0235 0.89
VTE 2017 16.6 16.1 0.53 —0.01547t00.0261 0.64
VTE 2018 15.3 16.4 -111 —0.031112t0 0.008991 0.31
VTE 2019 14.7 16.5 -175 —0.03729 t0 0.002361 0.10
VTE 2020 16.5 16.1 0.31 —0.018085 to 0.02429 0.80
PE 2015 19.7 17.1 2.65 —0.006363 t0 0.059272 0.11
PE 2016 16.8 17.6 —0.85 —0.040435t00.023471 0.65
PE 2017 18.9 17.2 1.66 —0.014955 t0 0.048243 0.32
PE 2018 17.4 17.5 —-0.09 —0.03087 t0 0.028999 0.99
PE 2019 16.5 17.7 -1.23 —0.042746 t00.018245 0.47
PE 2020 15.9 17.9 -1.94 —0.048116 t0 0.00933 0.22
DVT 2015 16.1 14.9 1.20 —0.015628 t0 0.039532 0.42
DVT 2016 15.9 15.0 0.90 —0.020041 to 0.038089 0.57
DVT 2017 14.5 15.3 —-0.75 —0.034555t00.019455 0.63
DVT 2018 13.7 15.5 -1.74 —0.044227 to 0.00942 0.24
DVT 2019 14.0 15.4 —-1.40 —0.040174t00.01211 0.33
DVT 2020 17.1 14.8 2.24 —0.008887 to 0.05359 0.16

Cl, confidence interval; DVT, deep venous thrombosis; PE, pulmonary embolism; VTE, venous thromboembolism.
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