
Vol:.(1234567890)

Journal of Thrombosis and Thrombolysis (2024) 57:996–1007
https://doi.org/10.1007/s11239-024-03000-2

Optimizing resource allocation: Cost‑effectiveness of specified 
D‑dimer cut‑offs in cancer patients with suspected venous 
thromboembolism

Teodora Biciusca1  · Leon D. Gruenewald1 · Simon S. Martin1 · Jennifer Gotta1 · Scherwin Mahmoudi1 · 
Katrin Eichler1 · Christian Booz1 · Christian Salbach2 · Matthias Müller‑Hennessen2 · Moritz Biener2 · 
Mustafa Yildirim2 · Barbara Milles2 · Christof M. Sommer3 · Thomas J. Vogl1 · Evangelos Giannitsis2 · Vitali Koch1,2

Accepted: 5 May 2024 / Published online: 18 May 2024 
© The Author(s) 2024

Abstract
An accurate diagnosis of venous thromboembolism (VTE) is crucial, given the potential for high mortality in undetected cases. 
Strategic D-dimer testing may aid in identifying low-risk patients, preventing overdiagnosis and reducing imaging costs. We 
conducted a retrospective, comparative analysis to assess the potential cost savings that could be achieved by adopting differ-
ent approaches to determine the most effective D-dimer cut-off value in cancer patients with suspected VTE, compared to the 
commonly used rule-out cut-off level of 0.5 mg/L. The study included 526 patients (median age 65, IQR 55–75) with a con-
firmed cancer diagnosis who underwent D-dimer testing. Among these patients, the VTE prevalence was 29% (n = 152). Each 
diagnostic strategy's sensitivity, specificity, negative likelihood ratio (NLR), as well as positive likelihood ratio (PLR), and the 
proportion of patients exhibiting a negative D-dimer test result, were calculated. The diagnostic strategy that demonstrated the 
best balance between specificity, sensitivity, NLR, and PLR, utilized an inverse age-specific cut-off level for D-dimer [0.5 + (66-
age) × 0.01 mg/L]. This method yielded a PLR of 2.9 at a very low NLR for the exclusion of VTE. We observed a significant cost 
reduction of 4.6% and 1.0% for PE and DVT, respectively. The utilization of an age-adjusted cut-off [patient’s age × 0.01 mg/L] 
resulted in the highest cost savings, reaching 8.1% for PE and 3.4% for DVT. Using specified D-dimer cut-offs in the diagnosis 
of VTE could improve economics, considering the limited occurrence of confirmed cases among patients with suspected VTE.

Graphical Abstract
In the context of accurate diagnosis of VTE, strategic D-dimer testing helps identify low-risk patients, preventing overdiagno-
sis and reducing imaging costs. In our retrospective study, the diagnostic strategy that demonstrated the best balance between 
specificity, sensitivity, and best PLR, utilized an inverse age-specific cut-off level for D-dimer. We observed a significant 
cost reduction of 4.6% for PE and 1% for DVT. Abbreviations: CTPA, computed tomography pulmonary angiography; CUS, 
compression ultrasound; DVT, deep vein thrombosis; PE, pulmonary embolism; VTE, venous thromboembolism.
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Abbreviation
CLSI  Clinical and Laboratory Standards Institute
CUS  Compression ultrasound
CTPA  Computed tomography pulmonary angiography
DVT  Deep vein thrombosis
ECG  Electrocardiogram
IQR  Interquartile range
NLR  Negative likelihood ratio
PE  Pulmonary embolism
PLR  Positive likelihood ratio
PTP  Pretest probability
VTE  Venous thromboembolism

Introduction

Deep vein thrombosis (DVT) and pulmonary embolism (PE) 
represent the primary manifestations of venous thrombo-
embolism (VTE), a complex and significant medical entity 
that stands as the third most prevalent cause of cardiovascu-
lar mortality, surpassed only by myocardial infarction and 
stroke in its impact on public health [1–4].

The occurrence of VTE is a complex event influenced 
by various factors, including both patient-specific factors 

(dispositional factors) and external risk factors (exposure) 
[5–7]. In cancer patients, these factors are frequently aggra-
vated by the pro-coagulant impact of cancer therapies and 
tumor biology. Consequently, individuals with cancer face 
a roughly eight-fold higher likelihood of experiencing VTE 
compared to those who do not have cancer [1]. This esca-
lated risk of VTE in cancer patients is linked to unfavorable 
implications on their survival and is regarded as a notewor-
thy contributor to mortality [8–15].

Precise diagnosis of VTE holds paramount importance, 
given the considerable risks of morbidity and mortality 
that may arise from undetected cases. Furthermore, it is 
important to consider the potential adverse effects, logisti-
cal challenges, and resource demands associated with diag-
nostic procedures and anticoagulant therapy for VTE [16, 
17]. Despite technological progress, radiological procedures 
continue to entail certain risks, notably related to radiation 
and contrast agent exposure, which raises concerns about 
their overuse. In response, diagnostic algorithms have been 
developed to establish standardized protocols and reduce the 
incidence of unnecessary and potentially distressing proce-
dures. These algorithms integrate various clinical assess-
ment tools, including the widely used Wells score, along-
side D-dimer testing and diagnostic imaging methods like 
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computed tomography pulmonary angiography (CTPA) or 
compression ultrasound (CUS) [1]. The implementation of 
D-dimer testing serves the purpose of effectively identifying 
patients with low clinical probability, thereby reducing the 
need for additional imaging. Remarkably, normal D-dimer 
results offer a high degree of certainty in ruling out DVT 
[18]. However, it is crucial to recognize that an elevation 
in D-dimer does not automatically signify the presence of 
thromboembolism. D-dimers are increased in various condi-
tions, such as cancer or even advanced age [1].

In recent years, systematic economic evaluations have 
gained popularity, recognizing the pivotal role of cost-effec-
tiveness analysis in assessing the affordability and resource 
implications of recommended strategies [16, 19–24]. 
Numerous cost-effectiveness analyses have been conducted 
to compare various diagnostic approaches involving D-dimer 
and the use of CTPA with alternative methods. Overall, 
these investigations have suggested that pairing D-dimer 
testing with another moderately expensive strategy may not 
only enhance diagnostic performance but also prove to be 
cost-effective and sometimes even cost-saving [16, 25–28].

In our study, we assessed potential cost savings linked 
to six different D-dimer testing strategies among cancer 
patients, both with and without VTE. Our objective was to 
identify the most cost-effective approach for accurately diag-
nosing VTE. The insights obtained from our study, along 
with existing guideline recommendations, have the potential 
to facilitate the adoption of timely and cost-effective diagnos-
tic testing strategies for individuals suspected of having VTE.

Methods

Study population

In this study, we conducted a comparative cost-effectiveness 
analysis of six different diagnostic strategies for the exclu-
sion of VTE by D-dimer testing, utilizing data from a study 
conducted by Koch et al. in 2022 [11]. Our study population 
consisted of 526 cancer patients with suspected VTE who 
were recruited in the Chest Pain Unit of the University of 
Heidelberg (Heidelberg, Baden-Wuerttemberg, Germany). 
It is important to note that the cancer diagnosis preceded the 
occurrence of thromboembolism and the subsequent refer-
ral to the emergency department. The comparative group 
of cancer patients without the final adjudicated diagnosis 
of VTE encompassed a diverse array of conditions, includ-
ing vascular diseases such as peripheral arterial disease and 
cardiac disease (e.g., hypertensive crisis, acute myocardial 
infarction), respiratory diseases (e.g., pneumonia, chronic 
obstructive pulmonary disease, bronchial asthma), gastroin-
testinal diseases (e.g., gastritis, gastroesophageal reflux), and 
orthopedic conditions (e.g., joint pain, arthritis, trauma) [11].

Diagnostic procedure

According to current guidelines, the diagnostic strategy for 
the exclusion of VTE involved a series of sequential steps 
within the emergency department [1]. This approach typi-
cally included a physical examination, an electrocardiogram 
(ECG), CUS or CTPA, and laboratory tests such as a com-
plete blood count, creatinine assessment, D-dimer testing, 
and prothrombin time evaluation [11].

Upon admission, comprehensive data were gathered, 
encompassing patient characteristics, medical history, physi-
cal examination findings, diagnostic test results, and treat-
ment details. In this analysis, the patients were categorized 
into distinct groups based on their pretest probability (PTP) 
of having PE or DVT, using the three-level Wells scores (< 2 
points: low probability; 2–6 points: medium probability; ≥ 7 
points: high probability). D-dimer testing was performed at 
the discretion of the attending physician immediately after 
the patient’s admission to the emergency department. If the 
D-dimer test yielded a negative result, it was considered evi-
dence of excluding VTE, and no imaging or anticoagulant 
treatment had been initiated [11].

Following the institutional protocol and latest guidelines, 
patients with elevated D-dimer values and suspected VTE 
were further evaluated using either CUS or CTPA, except 
for high-risk patients with hemodynamic compromise, who 
received immediate rescue reperfusion therapy. Patients 
were deemed positive for VTE if they exhibited confirmed 
cases of PE or proximal DVT, as identified through diagnos-
tic imaging tests. Figures 1 and 2 illustrate the diagnostic 
algorithm used for diagnosing VTE in our study.

To determine the most cost-effective method for VTE 
exclusion, we compared a conventional diagnostic strategy 
using the commonly recommended D-dimer rule-out cut-off 
0.5 mg/L [1] (Method 1) together with five other methods 
based on different approaches to establish an optimal cut-
off level for VTE exclusion according to current literature:

Method 2  (Age-adjusted cut-of f  [pat ient’s 
age × 0.01 mg/L]) [1]: The determination of the age-adjusted 
cut-off level was performed by multiplying the patient’s age 
by 10 in individuals who were over 50 years old. In this 
age-adjusted strategy, patients up to 50 years of age were 
considered negative for PE if their D-dimer levels were 
below 0.5 mg/L, while patients over 50 years of age were 
considered negative if their D-dimer levels were below 10 
times their age.

Method 3 (Inverse age-adjusted cut-off [0.5 + (66-
age) × 0.01 mg/L]): The establishment of the cut-off level 
in patients below 66 years was based on an age-adjusted 
criterion that operated inversely [11, 29, 30].

Method 4 (Increased fixed cut-off [1 mg/L]): The selec-
tion of the cut-off level was based on a higher fixed thresh-
old of 1 mg/L [11, 30].



999Optimizing resource allocation: Cost‑effectiveness of specified D‑dimer cut‑offs in cancer…

Method 5 (95%-Specificity cut-off [4.9 mg/L]): The 
selection of this cut-off level was based on a specificity of 
95% that yielded a diagnostic threshold of 4.9 mg/L [11].

Method 6 (Receiver operating characteristic [ROC]-
optimal cut-off [9.9 mg/L]): Prespecified ROC-optimized 
cut-off at 9.9 mg/L balancing sensitivities and specificities 
to establish an optimal detection threshold [11].

D‑dimer assessment

D-dimers were assessed in the central laboratory using the 
Innovance D-dimer assay, which had a diagnostic threshold 
of 0.5 mg/L (Siemens Healthineers AG, Forchheim, Ger-
many). This assay utilizes a particle-enhanced, immune-
turbidimetric method to quantitatively measure D-dimers 

Fig. 1  Diagnostic algorithm 
for suspected DVT (first event) 
using compression ultrasonog-
raphy, adapted according to cur-
rent guidelines [1]. Pricings for 
CUS and D-dimer testing were 
taken from the German scale 
of fees for physicians (MFS) 51. 
Abbreviations: CUS, compres-
sion ultrasound; DVT, deep vein 
thrombosis; MFS, Medical fee 
schedule 

Fig. 2  Diagnostic algorithm for 
suspected PE in hemodynami-
cally stable patients, adapted 
according to current guidelines 
[1]. All prices were taken from 
the German scale of fees for 
physicians (MFS) 51. Abbre-
viations: CUS, compression 
ultrasound; CTPA, computed 
tomography pulmonary angiog-
raphy; DVT, deep vein thrombo-
sis; EchoCG, echocardiogram; 
MFS, Medical fee schedule; PE, 
pulmonary embolism; RH, right 
heart; sPESI, simplified Pulmo-
nary Embolism Severity Index; 
VTE, venous thromboembolism; 
V/Q-scintigraphy, ventilation-
perfusion scintigraphy 
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in human plasma on dedicated coagulation analyzers (CS-
5100; Siemens Healthineers AG) [11].

Economic evaluation

The analysis was conducted on the assumption that D-dimer 
was ordered for all patients with non-high PTP, and imaging 
tests were performed only when the test result exceeded the 
specified cut-off level of the respective diagnostic strategy. All 
monetary values utilized in the calculations were reported in 
€ for Germany and in $ for the United States of America. In 
Germany, these expenses are invoiced using the German scale 
of fees for physicians (MFS, Medical fee schedule), which 
establishes standard fees for specific services. Accordingly, 
basic costs for CUS were €18.89, for D-dimer testing €24.13, 
and for CTPA €209.83 [31, 32]. Regarding the imaging costs 
in the US based on the published literature, which reflects the 
average expenses for patients with statutory health insurance, 
the prices were as follows: $184 for CUS, $14 for D-dimer 
testing, and $648 for CTPA [25, 33, 34].

To estimate the cost savings over one year, we adopted the 
presumption of a patient cohort consisting of 5475 individuals 
with cancer and suspected VTE (1825 with PE and 3650 with 
DVT), considering the data of our department (estimated aver-
age of 5 patients/day with PE and 10 patients/day with DVT).

Statistical analysis

The statistical analysis was conducted using MedCalc soft-
ware (MedCalc Software Ltd., Version 22.016, Ostend, Bel-
gium) [11]. The normality of data distribution was evaluated 
using the Kolmogorov–Smirnov test. Based on this, continu-
ous variables were presented as mean ± standard deviation 
(SD) or as median with 25th/75th percentiles (interquartile 
range, IQR). Categorical variables were reported as numbers 
with corresponding percentages. To compare the D-dimer 
test results within the same group of patients, we used the 
Wilcoxon signed-rank test for paired samples and evalu-
ated the correlation between the D-dimer test results and 
other variables, such as patient characteristics, risk factors, 
or clinical outcomes using Spearman’s coefficient of rank 
correlation. P values < 0.05 were considered statistically sig-
nificant. Each diagnostic strategy’s sensitivity, specificity, 
negative predictive value (NPV), positive predictive value 
(PPV), negative likelihood ratio (NLR), positive likelihood 
ratio (PLR), and the proportion of patients exhibiting a 
negative D-dimer test result were calculated and compared 
to those of the recommended cut-off level of 0.5 mg/L for 
ruling out VTE. Areas under the ROC curve (AUCs) were 
calculated using the methodology of DeLong. Additionally, 
ROC-optimized cut-offs were determined to strike a bal-
ance between sensitivities and specificities for identifying 
the optimal detection threshold for VTE.

Results

Study population

According to previously published data, D-dimer concentra-
tions were measured in a cohort of 526 cancer patients, with 
a median age of 65 (range, 29–92; IQR, 55–75) [11]. Among 
these patients, 83 (16%) had PE, and 69 (13%) had DVT, 
resulting in a VTE prevalence of 29% (n = 152). Within the 
PE cases, 19% (16 out of 83) were classified as massive PE 
and were treated directly through hemodynamic stabilization, 
initiation of anticoagulation, and systemic thrombolysis. The 
occurrence of a VTE event was absent in 71% of the patients 
and these patients represented our control group [11].

The majority of patients with PE and DVT had T4 can-
cer, accounting for 55% and 39%, respectively. In contrast, 
among patients without a VTE event, the most common can-
cer stage was T2, representing 31% of cases.

Among the cancer patients included in this study, 37 indi-
viduals (7%) required intensive care treatment after being 
admitted to the emergency department. Table 1 provides a 
summary of patient characteristics.

Characteristics of D‑dimer testing

The D-dimer results in the study population are presented 
in Table  2. The median D-dimer level exhibited a sig-
nificant difference (p < 0.0001) between the 152 patients 
with VTE and the 374 patients without VTE. Among the 
patients with VTE, the median D-dimer level was 7.4 mg/L 
(IQR, 3.7–11.4), while among those without VTE, it was 
0.4 mg/L (IQR, 0.2–0.9). Of the 152 patients with VTE, all 
had D-dimer levels exceeding the conventional fixed cut-off 
level of 0.5 mg/L [11].

The D-dimer level showed a significant correlation with 
age (r = 0.166, p = 0.0412). Consequently, both the median 
D-dimer level and the proportion of patients with D-dimer 
results above 0.5 mg/L increased with age in different age 
groups (as shown in Table 2), leading to an age-related 
decline in test specificity, particularly among individuals 
over 70 years old [11].

Regarding the specific type of cancer, individuals diag-
nosed with hematologic cancer displayed the highest levels of 
D-dimer (3.7 mg/L, IQR 0.5–7.7), whereas those with cancer 
of uncertain primary origin exhibited the lowest D-dimer con-
centrations (2.0 mg/L, IQR 0.8–3.7; p = 0.2246) [11].

D‑dimer testing strategies

The standard method (Method 1), the age-adjusted method 
(Method 2), and the inverse age-adjusted method (Method 3) 
all exhibited the highest sensitivity values, achieving ≥ 99%. 
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These methods also demonstrated superior NPV, with all 
three achieving ≥ 99% (as shown in Table 3).

Except for the 95%-specificity cut-off (Method 5) and 
ROC-optimal cut-off (Method 6), almost all other diagnostic 
strategies showed comparably high sensitivities and NPVs 
when compared with the standard method, meeting the CLSI 
(Clinical and Laboratory Standards Institute) requirements 
for D-dimer assays used in VTE diagnosis: an NPV of at 
least 98% and a sensitivity of at least 97% [30].

The diagnostic strategy that demonstrated the best val-
ues for specificity, sensitivity, NLR, and PLR, utilized an 
inverse age-specific cut-off level for D-dimer (Method 3). 
This method demonstrated an NPV of 100% and specificity 
of 66% with a PLR of 2.9, comparable to those of the stand-
ard method (NPV of 100%, specificity of 65%, and PLR of 
2.8). Furthermore, it demonstrated a remarkable lack of false 
positives with an NLR of virtually zero (0.01).

Method 6 yielded the greatest count of false negatives, 
encompassing a total of 96 cases (35 PE and 52 DVT). Con-
versely, method 5 produced a cumulative count of 55 false nega-
tives, consisting of 25 for PE and 30 for DVT. These findings 
indicate that both methods are not suitable for accurately exclud-
ing VTE. In contrast, Method 4 exhibited only 6 false negatives, 
while the other methods did not produce any false negatives.

Cost‑effectiveness calculation

Method 6 has been excluded from cost-effectiveness analysis 
considering its high number of false negatives.

In terms of expenses, Table 4 illustrates that the most 
substantial cost savings were achieved through the adoption 
of Method 5. Method 3 proved to be the safest approach to 
exclude VTE in our study, with a PLR of 2.9 and an NLR 
of 0.01. This method resulted in savings of 24 CTPA and 
5 CUS procedures. Although the savings were not as sub-
stantial as with method 5, the inverse age-adjusted cut-off 
method showed the best balance between specificity, sensi-
tivity, and NPV. As a result, a total of €5131 could poten-
tially be saved, with €5036 attributable to CTPA and €95 to 
CUS (4.6% for PE and 1% for DVT). The age-adjusted cut-
off method (Method 2) resulted in the highest cost savings, 
totaling €9363, with €9023 allocated to CTPA and €340 to 
CUS (8.1% for PE and 3.4% for DVT). If we assume an 
annual case volume of 5475 patients with suspected VTE, 
the inverse age-adjusted method could lead to yearly sav-
ings of €53,400, while the age-adjusted method could result 
in savings of €97,454. If expenses for diagnostic proce-
dures would be calculated with data from the United States, 
even more cost savings could be expected. The inverse 

Table 1  Demographics and 
outcome data of study patient 
population, adapted according 
to Koch et al. [11]

DVT deep vein thrombosis; IQR interquartile range; PE pulmonary embolism; VTE venous thromboembo-
lism; w/o without

Variables
- n (%) or median (IQR)

Overall
(n = 526; 100%)

PE
(n = 83; 16%)

DVT
(n = 69; 13%)

w/o VTE
(n = 374; 71%)

p-value

Demographics
Age, years 65 (55–75) 65 (58–76) 63 (51–74) 65 (55–75) 0.1938
Male sex 297 (56%) 52 (63%) 30 (44%) 197 (53%)
Female sex 229 (44%) 31 (37%) 39 (56%) 177 (47%)
Clinical prediction rule
Wells score
(Original version)

2 (2–4) 6 (4–7) 4 (2–7) 2 (1–3)  < 0.0001

TNM classification
T stage
T1 122 (23%) 6 (7%) 9 (13%) 107 (29%)
T2 141 (27%) 8 (10%) 19 (28%) 114 (31%)
T3 124 (24%) 23 (28%) 14 (20%) 87 (23%)
T4 139 (26%) 46 (55%) 27 (39%) 66 (18%)
N stage
N0 97 (18%) 15 (18%) 11 (16%) 71 (19%)
N1 239 (45%) 35 (42%) 21 (30%) 183 (49%)
N2 190 (36%) 33 (40%) 37 (54%) 120 (32%)
M stage
M0 400 (76%) 38 (46%) 44 (64%) 318 (85%)
M1 126 (24%) 45 (54%) 25 (36%) 56 (15%)
Type of care
Inpatient (w/o intensive care) 124 (24%) 61 (74%) 24 (35%) 39 (10%)
Intensive care 37 (7%) 8 (10%) 2 (3%) 27 (7%)
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age-adjusted method would result in savings of $15,552 for 
CTPA and $920 for CUS, for a total of $16,472. The age-
adjusted method, on the other hand, would save $27,864 
for CTPA and $3312 for CUS, for a total of $31,176. Con-
sequently, with an annual case volume of 5475 patients, 
the inverse age-adjusted method could lead to savings of 
$171,453, whereas the age-adjusted method could achieve 
savings of $324,503.

Discussion

Due to the demographic shift towards an aging population, the 
frequency of suspecting PE involvement has increased over the 
last decade. However, confirmation of this suspicion is only 
found in a fraction of cases, with approximately 30% of can-
cer patients included in our study [35]. Achieving diagnostic 
certainty is crucial in hemodynamically stable patients to avoid 
both false-positive results for PE (sensitivity) and unnecessary 
examinations for patients without PE (specificity). The first 
step involves assessing clinical likelihood using established 
scores or empirical methods. Simplified versions of commonly 
used scores, such as the Wells score and revised Geneva score, 
are frequently employed in clinical practice [36, 37].

The risk of VTE events is approximately eight times higher 
in patients with cancer compared to individuals without, with 

the highest incidence within the first 12 months after tumor 
diagnosis [38]. However, there is no clear guidance on how 
to interpret and manage elevated D-dimer levels in cancer 
patients, leading to decisions often based on empirical expe-
riences and the patient’s clinical context. Considering exist-
ing literature, it is important to acknowledge that D-dimer 
levels in cancer patients may vary according to certain risk 
factors, such as the location of the primary tumor, the stage 
of the tumor, and the presence of comorbidities. Additionally, 
treatment modalities such as chemotherapy, antiangiogenic 
therapy, surgery, the use of central venous catheters, and hos-
pitalization contribute to the predisposition to thrombosis 
in these patients [39]. All these factors have the potential to 
introduce bias into the results and the so-called “optimized” 
cut-off values. Laboratory biomarkers that can predict the risk 
of VTE in cancer patients include thrombocytosis or leukocy-
tosis, tissue factor, soluble P-selectin, and D-dimer [40, 41].

In the context of excluding DVT, we came across reports 
that assessed the cost-effectiveness of combining pretest 
probability with D-dimer testing and ultrasound. All the 
studies' findings indicate that using D-dimer as an initial test, 
followed by ultrasound when necessary, leads to cost savings 
[16, 42–44]. Even in the context of excluding the diagnosis 
of PE, diagnostic strategies that incorporate D-dimer testing 
were found to be cost-effective compared to strategies that 
do not include D-dimer testing [16].

Table 2  D-dimer results expressed as median values with IQR, in cancer patients with confirmed VTE (n = 152) or excluded VTE (n = 374), 
divided into different age groups. Table adapted according to Koch et al. [11]

IQR, interquartile range; VTE, venous thromboembolism

Patients with VTE (n = 152) Patients without VTE (n = 374)

Variables—median (IQR) D-dimer (mg/L D-dimer below 
0.5 mg/L (n, %)

D-dimer below 
1.0 mg/L (n, %)

D-dimer (mg/L) D-dimer below 
0.5 mg/L (n, %)

Overall
7.4 (3.7–11.4)

(n = 152)
0/152 (0%) 6/152 (4%) 0.4 (0.2–0.9)

(n = 374)
219/374 (59%)

Stratified by age
< 25 4.1

(n = 1)
- 0/1 (0%) - -

25–35 4.5 (3.9–6.1)
(n = 5)

- 0/5 (0%) 0.4
(n = 1)

1/1 (100%)

36–45 6.2 (3.1–10.5)
(n = 10)

- 1/10 (10%) 0.3 (0.2–0.7)
(n = 28)

19/28 (68%)

46–55 4.6 (2.3–9.0)
(n = 25)

- 0/25 (0%) 0.5 (0.2–0.9)
(n = 65)

37/65 (57%)

56–65 7.8 (4.7–14.3)
(n = 35)

- 2/35 (6%) 0.3 (0.2–0.7)
(n = 95)

59/95 (62%)

66–75 5.8 (3.6–10.1)
(n = 29)

- 1/29 (3%) 0.3 (0.2–1.0)
(n = 93)

54/93 (58%)

76–85 7.9 (4.6–11.5)
(n = 41)

- 2/41 (5%) 0.4 (0.2–1.3)
(n = 76)

41/76 (54%)

> 86 10.3 (6.9–13.1)
(n = 6)

- 0/6 (0%) 0.5 (0.3–0.7)
(n = 16)

8/16 (50%)
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D-dimer assays used in this context require high sensitiv-
ity and, more importantly, an NPV close to 100% to safely 
exclude VTE when D-dimer levels are below the cut-off. 
Specificity should also be maximized to minimize false 
positives. However, since D-dimer levels can be elevated 
in various clinical situations such as inflammation, myo-
cardial infarction, congestive heart failure, acute aortic 
dissection, and advanced age, the use of a fixed cut-off for 
D-dimer in these patient groups is questionable [17, 45]. 
Various approaches have been explored to address this issue, 
often involving higher cut-off levels for D-dimer in elderly 
patients [30]. To improve specificity without significantly 
reducing sensitivity, an age-adjusted cut-off value was intro-
duced for patients aged 50 or older (age-adjusted cut-off 
value = age × 10 µg/L) [46–48].

In our retrospective comparative analysis to evaluate 
potential cost savings by using different D-dimer cut-off val-
ues in cancer patients with suspected VTE and a non-high 
pretest probability, the inverse age-adjusted cut-off method 
emerged as the most reliable approach for excluding VTE 
with a PLR of 2.9 at a very low NRL. This method yielded 
total savings of €5131 and demonstrated the best balance 
between specificity, sensitivity, and NPV. Moreover, the age-
adjusted cut-off method achieved even greater cost savings, 
totaling €9363. This method also displayed favorable sen-
sitivity and NPV values, although slightly lower than those 
of the inverse age-adjusted method. De Pooter et al. also 
demonstrated that the most effective approach was utilizing 
an age-adjusted cut-off level determined by multiplying the 
patient's age by 10 for individuals over 50 years old [30]. 

This strategy proved cost-effective in the validation cohort 
with a reduction of 6.9% in diagnostic costs for PE and a 
reduction of 5.1% in DVT, compared to the conventional 
approach using a D-dimer cut-off value of 0.5 mg/L [30]. In 
our study, we observed a significant cost reduction of 8.1% 
for PE and 3.4% for DVT using the age-adjusted method, as 
well as a reduction of 4.6% for PE and slightly less than 1% 
for DVT using the inverse age-adjusted method.

Using data from the United States would result in greater 
savings in our study. With an estimated patient volume of 
5475 per year, the inverse age-adjusted method could save 
$171,453, and the age-adjusted method could save $324,503. 
In a related study, Blondon et al. assessed the cost-effective-
ness of the age-adjusted D-dimer cut-off compared to the 
standard cut-off in patients with suspected PE and a non-
high pretest probability using a decision tree model [49]. 
With an annual count of 3 million suspected PE cases, the 
findings demonstrated that adopting an age-adjusted cut-
off resulted in a minor reduction in quality-adjusted life-
years (QALY) alongside significant cost savings, estimated 
between $75 million and $98 million per year for the U.S. 
healthcare system [49].

Research on the usefulness of D-dimer testing to exclude 
VTE in cancer patients remains limited. Although it's possible 
that D-dimer levels below the standard rule-out threshold can 
effectively eliminate VTE in these patients, there exists limited 
data on the percentage of cancer patients meeting the rule-
out criteria. Additional investigations are necessary to verify 
these observations. This study acknowledges several limita-
tions that should be considered. First, it has been conducted 

Table 4  Economic analysis of 
different diagnostic strategies 
based on specified D-dimer 
thresholds

CTPA computed tomography pulmonary angiography; CUS, compression ultrasound; DVT deep vein 
thrombosis; PE pulmonary embolism; VTE venous thromboembolism

Specified cut-off classifier Overall VTE 
(CTPA & 
CUS)
(n)

Suspected PE 
(CTPA)
(n)

Sus-
pected 
DVT 
(CUS)
(n)

Method 2
Age-adjusted cut-off
[patient's age × 0.01 mg/L]
Number of saved examinations (vs. rule-out cut-off) 61 43 18
Method 3
Inverse age-adjusted cut-off
[0.5 + (66-age) × 0.01 mg/L]
Number of saved examinations (vs. rule-out cut-off) 29 24 5
Method 4
Increased fixed cut-off
[1 mg/L]
Number of saved examinations (vs. rule-out cut-off) 67 49 18
Method 5
95%-Specificity cut-off [4.9 mg/L]
Number of saved examinations (vs. rule-out cut-off) 132 77 55
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retrospectively at a single center, which may limit the general-
izability of the findings to other settings or patient populations. 
Second, the measurement of D-dimers was based on the dis-
cretion of the attending physician, introducing the possibility 
of selection bias. This means that certain patients may have 
been more likely to undergo D-dimer testing, potentially influ-
encing the results. Cost-minimization analyses are also reliant 
on assumptions that have inherent limitations. Furthermore, 
more data from prospective trials are necessary to evaluate 
D-dimers as a quantitative biomarker for ruling in VTE, not 
only in cancer patients but also in other patient populations. 
Conducting prospective and multi-center studies would offer a 
more comprehensive evaluation of the economic implications 
of testing a larger cohort of cancer patients for D-dimer levels 
upon their admission to the emergency department. Overall, 
while the study provides valuable insights, it is essential to 
consider these limitations when interpreting the results and to 
conduct further research to validate the findings.

Conclusions

The diagnosis of VTE remains challenging due to its non-
specific clinical presentation. Additionally, the low incidence 
of confirmed cases among patients with suspected VTE makes 
systematic imaging cost-ineffective and potentially harmful 
due to radiation exposure [30]. In such scenarios, a systematic 
application of D-dimer testing would likely enhance the eco-
nomic balance, albeit at the expense of false positives arising 
from its relatively low specificity. Our study suggests that using 
an inverse age-adjusted cut-off level for D-dimer may offer a 
slightly superior diagnostic approach for VTE compared to 
the conventional strategy. This approach exhibits remarkable 
attributes, including a PLR of 2.9 at a very low NLR, and 
a substantial cost reduction of 4.6% for PE. Recognizing the 
limitations of current diagnostic methods, additional research 
is essential to explore and develop novel diagnostic strategies 
and predictive criteria that can reliably identify cancer patients 
at an elevated risk of VTE development, ultimately improving 
patient outcomes and the economic balance.

Funding Open Access funding enabled and organized by Projekt 
DEAL.

Data Availability The data supporting the findings of this study are 
accessible from the corresponding author upon reasonable request. 
They are stored in controlled-access data repositories at the University 
Hospital Frankfurt am Main.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 

otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

 1. Federführende Fachgesellschaft: Deutsche Gesellschaft für Angi-
ologie – Gesellschaft für Gefäßmedizin. AWMF-S2k-Leitlinie: 
Diagnostik und Therapie der Venenthrombose und Lungenem-
bolie. https:// regis ter. awmf. org/ assets/ guide lines/ 065- 002l_ S2k_ 
Venen throm bose- Lunge nembo lie_ 2023- 03. pdf (awmf. org). 
Accessed 10 Apr 2024

 2. Wendelboe AM, Raskob GE (2016) Global Burden of Thrombo-
sis. Circ Res 118(9):1340–1347. https:// doi. org/ 10. 1161/ CIRCR 
ESAHA. 115. 306841

 3. Raskob GE, Angchaisuksiri P, Blanco AN et al (2014) Thrombo-
sis. Arterioscler Thromb Vasc Biol 34(11):2363–2371. https:// doi. 
org/ 10. 1161/ ATVBA HA. 114. 304488

 4. Virani SS, Alonso A, Benjamin EJ et al (2020) Heart Disease and 
Stroke Statistics—2020 Update: A Report From the American 
Heart Association. Circulation. 141(9). https:// doi. org/ 10. 1161/ 
CIR. 00000 00000 000757

 5. Schellong SM (2011) Therapie der Beinvenenthrombose und der 
Lungenembolie. Internist (Berl) 52(11):1284–1291. https:// doi. 
org/ 10. 1007/ s00108- 011- 2868-6

 6. Rogers MAM, Levine DA, Blumberg N, Flanders SA, Chopra V, 
Langa KM (2012) Triggers of hospitalization for venous throm-
boembolism. Circulation 125(17):2092–2099. https:// doi. org/ 10. 
1161/ CIRCU LATIO NAHA. 111. 084467

 7. Smith SB, Geske JB, Kathuria P et al (2016) Analysis of National 
Trends in Admissions for Pulmonary Embolism. Chest 150(1):35–
45. https:// doi. org/ 10. 1016/j. chest. 2016. 02. 638

 8. Timp JF, Braekkan SK, Versteeg HH, Cannegieter SC 
(2013) Epidemiology of cancer-associated venous throm-
bosis. Blood 122(10):1712–1723. https:// doi. org/ 10. 1182/ 
blood- 2013- 04- 460121

 9. Blom JW (2005) Malignancies, prothrombotic mutations, and the 
risk of venous thrombosis. JAMA 293(6):715. https:// doi. org/ 10. 
1001/ jama. 293.6. 715

 10. Horsted F, West J, Grainge MJ (2012) Risk of Venous Throm-
boembolism in Patients with Cancer: A Systematic Review and 
Meta-Analysis. PLoS Med 9(7):e1001275. https:// doi. org/ 10. 
1371/ journ al. pmed. 10012 75

 11. Koch V, Martin SS, Gruber‐Rouh T et al (2023) Cancer patients 
with venous thromboembolism: Diagnostic and prognostic value 
of elevated D‐dimers. Eur J Clin Invest. 53(4). https:// doi. org/ 10. 
1111/ eci. 13914

 12. Chew HK, Wun T, Harvey D, Zhou H, White RH (2006) Incidence 
of Venous Thromboembolism and Its Effect on Survival Among 
Patients With Common Cancers. Arch Intern Med 166(4):458. 
https:// doi. org/ 10. 1001/ archi nte. 166.4. 458

 13. Blom JW, Vanderschoot JPM, Oostindiër MJ, Osanto S, van der 
Meer FJM, Rosendaal FR (2006) Incidence of venous thrombo-
sis in a large cohort of 66 329 cancer patients: results of a record 
linkage study. J Thromb Haemost 4(3):529–535. https:// doi. org/ 
10. 1111/j. 1538- 7836. 2006. 01804.x

 14. Khorana AA, Francis CW, Culakova E, Kuderer NM, Lyman 
GH (2007) Frequency, risk factors, and trends for venous 
thromboembolism among hospitalized cancer patients. Cancer 
110(10):2339–2346. https:// doi. org/ 10. 1002/ cncr. 23062

http://creativecommons.org/licenses/by/4.0/
https://register.awmf.org/assets/guidelines/065-002l_S2k_Venenthrombose-Lungenembolie_2023-03.pdf
https://register.awmf.org/assets/guidelines/065-002l_S2k_Venenthrombose-Lungenembolie_2023-03.pdf
https://awmf.org
https://doi.org/10.1161/CIRCRESAHA.115.306841
https://doi.org/10.1161/CIRCRESAHA.115.306841
https://doi.org/10.1161/ATVBAHA.114.304488
https://doi.org/10.1161/ATVBAHA.114.304488
https://doi.org/10.1161/CIR.0000000000000757
https://doi.org/10.1161/CIR.0000000000000757
https://doi.org/10.1007/s00108-011-2868-6
https://doi.org/10.1007/s00108-011-2868-6
https://doi.org/10.1161/CIRCULATIONAHA.111.084467
https://doi.org/10.1161/CIRCULATIONAHA.111.084467
https://doi.org/10.1016/j.chest.2016.02.638
https://doi.org/10.1182/blood-2013-04-460121
https://doi.org/10.1182/blood-2013-04-460121
https://doi.org/10.1001/jama.293.6.715
https://doi.org/10.1001/jama.293.6.715
https://doi.org/10.1371/journal.pmed.1001275
https://doi.org/10.1371/journal.pmed.1001275
https://doi.org/10.1111/eci.13914
https://doi.org/10.1111/eci.13914
https://doi.org/10.1001/archinte.166.4.458
https://doi.org/10.1111/j.1538-7836.2006.01804.x
https://doi.org/10.1111/j.1538-7836.2006.01804.x
https://doi.org/10.1002/cncr.23062


1006 T. Biciusca et al.

 15. Ay C, Pabinger I, Cohen AT (2017) Cancer-associated venous 
thromboembolism: Burden, mechanisms, and management. 
Thromb Haemost 117(02):219–230. https:// doi. org/ 10. 1160/ 
TH16- 08- 0615

 16. Zhang Y, Begum HA, Grewal H et al (2022) Cost-effectiveness 
of diagnostic strategies for venous thromboembolism: a system-
atic review. Blood Adv 6(2):544–567. https:// doi. org/ 10. 1182/ 
blood advan ces. 20200 03576

 17. Koch V, Biener M, Müller-Hennessen M et al (2021) Diagnostic 
performance of D-dimer in predicting venous thromboembolism 
and acute aortic dissection. Eur Heart J Acute Cardiovasc Care 
10(5):559–566. https:// doi. org/ 10. 1177/ 20488 72620 907322

 18. Weitz JI, Fredenburgh JC, Eikelboom JW (2017) A Test in Con-
text: D-Dimer. J Am Coll Cardiol 70(19):2411–2420. https:// 
doi. org/ 10. 1016/j. jacc. 2017. 09. 024

 19. Mauskopf JA, Sullivan SD, Annemans L et al (2007) Principles 
of good practice for budget impact analysis: report of the ISPOR 
Task Force on good research practices–budget impact analysis. 
Value Health 10(5):336–347. https:// doi. org/ 10. 1111/j. 1524- 
4733. 2007. 00187.x

 20. Garrison LP (2016) Cost-Effectiveness and Clinical Practice 
Guidelines: Have We Reached a Tipping Point?—An Overview. 
Value in Health 19(5):512–515. https:// doi. org/ 10. 1016/j. jval. 
2016. 04. 018

 21. Alonso-Coello P, Schünemann HJ, Moberg J et  al (2016) 
GRADE Evidence to Decision (EtD) frameworks: a systematic 
and transparent approach to making well informed healthcare 
choices. 1: Introduction. BMJ. Published online June 28, i2016. 
https:// doi. org/ 10. 1136/ bmj. i2016

 22. Gomersall JS, Jadotte YT, Xue Y, Lockwood S, Riddle D, Preda 
A (2015) Conducting systematic reviews of economic evalua-
tions. Int J Evid Based Healthc 13(3):170–178. https:// doi. org/ 
10. 1097/ XEB. 00000 00000 000063

 23. Jefferson T, Demicheli V, Vale L (2002) Quality of system-
atic reviews of economic evaluations in health care. JAMA 
287(21):2809–2812. https:// doi. org/ 10. 1001/ jama. 287. 21. 2809

 24. Jacobsen E, Boyers D, Avenell A (2020) Challenges of system-
atic reviews of economic evaluations: a review of recent reviews 
and an obesity case study. Pharmacoeconomics 38(3):259–267. 
https:// doi. org/ 10. 1007/ s40273- 019- 00878-2

 25. Lee JA, Zierler BK, Liu CF, Chapko MK (2011) Cost-effective 
diagnostic strategies in patients with a high, intermediate, or low 
clinical probability of pulmonary embolism. Vasc Endovascular 
Surg 45(2):113–121. https:// doi. org/ 10. 1177/ 15385 74410 380472

 26. Perrier A, Nendaz MR, Sarasin FP, Howarth N, Bounameaux H 
(2003) Cost-effectiveness analysis of diagnostic strategies for sus-
pected pulmonary embolism including helical computed tomog-
raphy. Am J Respir Crit Care Med 167(1):39–44. https:// doi. org/ 
10. 1164/ rccm. 21061 28

 27. Humphreys CW, Moores LK, Shorr AF (2004) Cost-minimiza-
tion analysis of two algorithms for diagnosing acute pulmonary 
embolism. Thromb Res 113(5):275–282. https:// doi. org/ 10. 1016/j. 
throm res. 2004. 03. 007

 28. Duriseti RS, Brandeau ML (2010) Cost-effectiveness of strategies 
for diagnosing pulmonary embolism among emergency depart-
ment patients presenting with undifferentiated symptoms. Ann 
Emerg Med 56(4):321-332.e10. https:// doi. org/ 10. 1016/j. annem 
ergmed. 2010. 03. 029

 29. Takach Lapner S, Julian JA, Linkins L-A, Bates SM, Kearon C 
(2016) Questioning the use of an age-adjusted D-dimer thresh-
old to exclude venous thromboembolism: analysis of individual 
patient data from two diagnostic studies. J Thromb Haemost 
14(10):1953–1959. https:// doi. org/ 10. 1111/ jth. 13424

 30. De Pooter N, Brionne-François M, Smahi M, Abecassis L, Toulon 
P (2021) Age-adjusted D-dimer cut-off levels to rule out venous 
thromboembolism in patients with non-high pre-test probability: 

Clinical performance and cost-effectiveness analysis. J Thromb 
Haemost 19(5):1271–1282. https:// doi. org/ 10. 1111/ jth. 15278

 31. Layout Business GmbH (2024) Abrechnungsstelle. GOÄ 644. 
https:// abrec hnung sstel le. com/?s= ultra schal l& post_ type= goae. 
Accessed 10 April 2024

 32. MED LaborUnion GmbH, Union der Laborgemeinschaften GbR 
(2024) Laborunion. Analysenverzeichnis D-Dimere. https:// labor 
union. de/ labor leist ungen/ labor analy sen/ analy senve rzeic hnis/d- 
dimer. Accessed 10 April 2024

 33. Verma K, Legnani C, Palareti G (2017) Cost-minimization analy-
sis of venous thromboembolism diagnosis: Comparison of stan-
dalone imaging with a strategy incorporating D-dimer for exclu-
sion of venous thromboembolism. Res Pract Thromb Haemost 
1(1):57–61. https:// doi. org/ 10. 1002/ rth2. 12008

 34. van Erkel AR, van den Hout WB, Pattynama PM (1999) Interna-
tional differences in health care costs in Europe and the United 
States: Do these affect the cost-effectiveness of diagnostic strat-
egies for pulmonary embolism? Eur Radiol 9(9):1926–1931. 
https:// doi. org/ 10. 1007/ s0033 00050 951

 35. Lucassen W, Geersing GJ, Erkens PMG et al (2011) Clinical Deci-
sion Rules for Excluding Pulmonary Embolism: A Meta-analysis. 
Ann Intern Med 155(7):448. https:// doi. org/ 10. 7326/ 0003- 4819- 
155-7- 20111 0040- 00007

 36. Le Gal G, Righini M, Roy PM et al (2006) Prediction of Pul-
monary Embolism in the Emergency Department: The Revised 
Geneva Score. Ann Intern Med 144(3):165. https:// doi. org/ 10. 
7326/ 0003- 4819- 144-3- 20060 2070- 00004

 37. Wells PS (1998) Use of a Clinical Model for Safe Management of 
Patients with Suspected Pulmonary Embolism. Ann Intern Med 
129(12):997. https:// doi. org/ 10. 7326/ 0003- 4819- 129- 12- 19981 
2150- 00002

 38. Mulder FI, Horváth-Puhó E, van Es N et al (2021) Venous throm-
boembolism in cancer patients: a population-based cohort study. 
Blood 137(14):1959–1969. https:// doi. org/ 10. 1182/ blood. 20200 
07338

 39. Gordge MP, Faint RW, Rylance PB, Ireland H, Lane DA, Neild 
GH (1989) Plasma D dimer: a useful marker of fibrin breakdown 
in renal failure. Thromb Haemost 61(3):522–525

 40. Khorana AA, Connolly GC (2009) Assessing Risk of Venous 
Thromboembolism in the Patient With Cancer. J Clin Oncol 
27(29):4839–4847. https:// doi. org/ 10. 1200/ JCO. 2009. 22. 
3271

 41. Pulivarthi S, Gurram MK (2014) Effectiveness of d-dimer as a 
screening test for venous thromboembolism: an update. N Am 
J Med Sci 6(10):491–499. https:// doi. org/ 10. 4103/ 1947- 2714. 
143278

 42. Dryjski M, O’Brien-Irr MS, Harris LM, Hassett J, Janicke D 
(2001) Evaluation of a screening protocol to exclude the diag-
nosis of deep venous thrombosis among emergency department 
patients. J Vasc Surg 34(6):1010–1015. https:// doi. org/ 10. 1067/ 
mva. 2001. 119889

 43. Norlin JM, Elf JL, Svensson PJ, Carlsson KS (2010) A Cost-effec-
tiveness Analysis of Diagnostic Algorithms of Deep Vein Throm-
bosis at the Emergency Department. Thromb Res 126(3):195–199. 
https:// doi. org/ 10. 1016/j. throm res. 2010. 05. 013

 44. Novielli N, Cooper NJ, Sutton AJ (2013) Evaluating the 
Cost-Effectiveness of Diagnostic Tests in Combination: Is 
It Important to Allow for Performance Dependency? Value 
in Health 16(4):536–541. https:// doi. org/ 10. 1016/j. jval. 2013. 
02. 015

 45. Koch V, Booz C, Gruenewald LD et al (2022) Diagnostic perfor-
mance and predictive value of D-dimer testing in patients referred 
to the emergency department for suspected myocardial infarction. 
Clin Biochem 104:22–29. https:// doi. org/ 10. 1016/j. clinb iochem. 
2022. 02. 003

https://doi.org/10.1160/TH16-08-0615
https://doi.org/10.1160/TH16-08-0615
https://doi.org/10.1182/bloodadvances.2020003576
https://doi.org/10.1182/bloodadvances.2020003576
https://doi.org/10.1177/2048872620907322
https://doi.org/10.1016/j.jacc.2017.09.024
https://doi.org/10.1016/j.jacc.2017.09.024
https://doi.org/10.1111/j.1524-4733.2007.00187.x
https://doi.org/10.1111/j.1524-4733.2007.00187.x
https://doi.org/10.1016/j.jval.2016.04.018
https://doi.org/10.1016/j.jval.2016.04.018
https://doi.org/10.1136/bmj.i2016
https://doi.org/10.1097/XEB.0000000000000063
https://doi.org/10.1097/XEB.0000000000000063
https://doi.org/10.1001/jama.287.21.2809
https://doi.org/10.1007/s40273-019-00878-2
https://doi.org/10.1177/1538574410380472
https://doi.org/10.1164/rccm.2106128
https://doi.org/10.1164/rccm.2106128
https://doi.org/10.1016/j.thromres.2004.03.007
https://doi.org/10.1016/j.thromres.2004.03.007
https://doi.org/10.1016/j.annemergmed.2010.03.029
https://doi.org/10.1016/j.annemergmed.2010.03.029
https://doi.org/10.1111/jth.13424
https://doi.org/10.1111/jth.15278
https://abrechnungsstelle.com/?s=ultraschall&post_type=goae
https://laborunion.de/laborleistungen/laboranalysen/analysenverzeichnis/d-dimer
https://laborunion.de/laborleistungen/laboranalysen/analysenverzeichnis/d-dimer
https://laborunion.de/laborleistungen/laboranalysen/analysenverzeichnis/d-dimer
https://doi.org/10.1002/rth2.12008
https://doi.org/10.1007/s003300050951
https://doi.org/10.7326/0003-4819-155-7-201110040-00007
https://doi.org/10.7326/0003-4819-155-7-201110040-00007
https://doi.org/10.7326/0003-4819-144-3-200602070-00004
https://doi.org/10.7326/0003-4819-144-3-200602070-00004
https://doi.org/10.7326/0003-4819-129-12-199812150-00002
https://doi.org/10.7326/0003-4819-129-12-199812150-00002
https://doi.org/10.1182/blood.2020007338
https://doi.org/10.1182/blood.2020007338
https://doi.org/10.1200/JCO.2009.22.3271
https://doi.org/10.1200/JCO.2009.22.3271
https://doi.org/10.4103/1947-2714.143278
https://doi.org/10.4103/1947-2714.143278
https://doi.org/10.1067/mva.2001.119889
https://doi.org/10.1067/mva.2001.119889
https://doi.org/10.1016/j.thromres.2010.05.013
https://doi.org/10.1016/j.jval.2013.02.015
https://doi.org/10.1016/j.jval.2013.02.015
https://doi.org/10.1016/j.clinbiochem.2022.02.003
https://doi.org/10.1016/j.clinbiochem.2022.02.003


1007Optimizing resource allocation: Cost‑effectiveness of specified D‑dimer cut‑offs in cancer…

 46. Nybo M, Hvas AM (2017) Age-adjusted D-dimer cut-off in the 
diagnostic strategy for deep vein thrombosis: a systematic review. 
Scand J Clin Lab Invest 77(8):568–573. https:// doi. org/ 10. 1080/ 
00365 513. 2017. 13907 83

 47. Parry BA, Chang AM, Schellong SM et al (2018) International, 
multicenter evaluation of a new D-dimer assay for the exclusion 
of venous thromboembolism using standard and age-adjusted cut-
offs. Thromb Res 166:63–70. https:// doi. org/ 10. 1016/j. throm res. 
2018. 04. 003

 48. Schouten HJ, Geersing GJ, Koek HL et al (2013) Diagnostic 
accuracy of conventional or age adjusted D-dimer cut-off val-
ues in older patients with suspected venous thromboembolism: 

systematic review and meta-analysis. BMJ. 346(may03 
1):f2492-f2492. https:// doi. org/ 10. 1136/ bmj. f2492

 49. Blondon M, Le Gal G, Meyer G, Righini M, Robert-Ebadi H 
(2020) Age-adjusted D-dimer cutoff for the diagnosis of pulmo-
nary embolism: A cost-effectiveness analysis. J Thromb Haemost 
18(4):865–875. https:// doi. org/ 10. 1111/ jth. 14733

Publisher's Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.1080/00365513.2017.1390783
https://doi.org/10.1080/00365513.2017.1390783
https://doi.org/10.1016/j.thromres.2018.04.003
https://doi.org/10.1016/j.thromres.2018.04.003
https://doi.org/10.1136/bmj.f2492
https://doi.org/10.1111/jth.14733

	Optimizing resource allocation: Cost-effectiveness of specified D-dimer cut-offs in cancer patients with suspected venous thromboembolism
	Abstract
	Graphical Abstract

	Introduction
	Methods
	Study population
	Diagnostic procedure
	D-dimer assessment
	Economic evaluation
	Statistical analysis

	Results
	Study population
	Characteristics of D-dimer testing
	D-dimer testing strategies
	Cost-effectiveness calculation

	Discussion
	Conclusions
	References




