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Abstract
Objective: To derive and validate a D-dimer cutoff for ruling out pulmonary embolism (PE) in COVID-19 patients presenting to
the emergency department (ED).
Methods: A retrospective cohort study was performed in an integrated healthcare system including 22 adult ED’s between
March 1, 2020, and January 31, 2021. Results were validated among patients enrolled in the RECOVER Registry, representing
data from 154 ED’s from 26 US states. Consecutive ED patients with laboratory confirmed COVID-19, a D-dimer performed
within 48 h of ED arrival, and with objectively confirmed PE were compared to those without PE. After identifying a D-dimer
threshold at which the 95% confidence lower bound of the negative predictive value for PE was higher than 98% in the derivation
cohort, it was validated using RECOVER registry data.
Results: Among 3978 patients with a D-dimer result, 3583 with confirmed COVID-19 infection were included in the derivation
cohort. Overall, PE incidence was 4.1% and a D-dimer cutoff of <2 μ/mL (2000 ng/mL) was associated with a NPV of 98.5% (95%
CI= 98.0%−98.9%). In the validation cohort of 13,091 patients with a D-dimer, 7748 had confirmed COVID-19 infection, and
the PE incidence was 1.14%. A D-dimer cutoff of <2 μ/mL was associated with a NPV of 99.5% (95% CI= 99.3%−99.7%).
Conclusion: A D-dimer cutoff of <2 μ/ml was associated with a high negative predictive value for PE among patients with
COVID-19. However, the resultant sensitivity for PE result at that threshold without pre-test probability assessment would
be considered clinically unsafe.
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Introduction
The SARS-CoV-2 virus discovered in Wuhan, China in
December 2019 has since spread across the globe, infecting
more than 146 million people and leading to more than 3.8
million COVID-19 deaths worldwide.1,2 Severe COVID-19 has
been associated with an increased risk of venous thromboembo-
lism (VTE),3–6 but the symptoms of pulmonary embolism super-
imposed on this infection may be difficult to distinguish from the
symptoms of the primary viral pneumonia. Pulmonary embolism
(PE) is therefore a common concern for patients presenting to the
emergency department (ED) with COVID-19.

D-dimer is among the inflammatory markers that are ele-
vated in the setting of COVID-19 infection,7–9 and is associated
with an increased risk for venous thromboembolic (VTE)
disease.10–18 Unfortunately, increases in the D-dimer associated
with the infection itself impede the usual application of this sen-
sitive VTE marker as part of pre-test probability pathways
designed to rule out VTE and avoid unnecessary radiation,
intravenous contrast exposure, and costs associated with diag-
nostic imaging.3,19–30 Since application of the conventional
D-dimer thresholds produces a high false positive rate, we
hypothesized that an alternative D-dimer threshold could be
derived and validated to safely refute PE among ED patients
with acute COVID-19 infection with negative predictive
value similar to threshold values widely accepted for applica-
tion in non-COVID-19 patients.

Methods
We performed a derivation and validation study to report the
operating characteristics of the serum d-dimer for patients
found to have radiographically confirmed pulmonary embo-
lism. D-dimer values are reported as fibrinogen equivalent
units in both the derivation and validation centers. The
Stago STA-LIATEST(R) D-DI assay was used for all tests
in the derivation cohort. The specific D-dimer assay is
unknown for each of the centers in the validation cohort.
All D-dimer units were converted to μ/ml for ease of report-
ing. Retrospective analysis of data from the Intermountain
Healthcare Prospective Observational COVID-19 (IPOC)
Registry was determined to be exempt from review by the
Intermountain Healthcare institutional review board. Use of
data from the registry of suspected COVID-19 in emergency
care (RECOVER) network collaborative registry was
approved by individual site IRBs, without requirement of
individual patient consent.19

Derivation Cohort
Patients presenting to one of 22 hospital emergency depart-
ments within an integrated healthcare system in Utah and
Idaho between March 23, 2020, and February 31, 2021 were
eligible for inclusion in the derivation cohort if they had a pos-
itive PCR or antigen test for COVID-19 during or within the 14
days preceding ED visit and if a serum D-dimer value was

measured within 48 h of ED arrival. PE was identified by
using the natural language processing methodology that we pre-
viously described applied to chest CT, pulmonary perfusion, or
pulmonary ventilation/perfusion scans that were conducted
within 48 h of ED arrival.20 We excluded 28 patients with
DVT and an absence of PE from analysis. Patient demographics
and clinical characteristics were extracted from the electronic
data warehouse using a validated data set that had been adjudi-
cated through manual review by one of the study’s investigators
(IDP).

Validation Cohort
The RECOVER Network collaborative registry database served
as the validation cohort for this study. RECOVER enrolled
patients presenting to one of the 154 community and academic
centers and undergoing testing for SARS-CoV-2 during the ED
encounter or within the preceding 14 days for suspected symp-
tomatic COVID-19.31 Patients who had a positive COVID-19
test and had a D-dimer value recorded during the index ED
encounter were eligible for inclusion in the validation cohort.
Patients enrolled a derivation cohort clinical site were censored
from the validation cohort prior to analysis. Patients with DVT
in the absence of PE were excluded from analysis. Presence of
PE within 30 days was ascertained through a combination of
electronic health record query and manual chart review per pre-
viously reported methods.19

Exposure and Outcome
The primary exposure was the first-available D-dimer within 48
h of ED arrival. The primary outcome was the occurrence of
pulmonary embolism identified per clinical routine on
contrast-enhanced chest CT or either pulmonary ventilation/
perfusion or pulmonary perfusion nuclear medicine testing
within 48 h of ED arrival for the derivation cohort and within
30 days for the validation cohort. The decision to obtain
imaging was at the discretion of the treating ED clinician.
Patients in whom DVT was diagnosed in the absence of PE
were excluded from the analysis.

Statistical Analysis
The predictive performance (sensitivity, specificity, negative
predictive value [NPV] and positive predictive value [PPV])
for PE across a range of D-dimer values was calculated in
the derivation cohort. The study design defined the derivation
cohort D-dimer threshold result that would yield in a negative
predictive value for PE greater than 98% with 95% confi-
dence interval that also had a lower bound greater than
98%. These criteria aimed to minimize the false positive
rate while providing a negative predictive value of at least
98% (ie, a false negative rate of less than 2%), equivalent
to negative predictive values for D-dimer thresholds in
widely used PE pretest probability algorithms.25–27,29 For
each D-dimer, the 95% equal tail confidence intervals
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for test performance characteristic were computed using a
Bayesian posterior based on the binomial likelihood and a
uniform prior distribution. The performance of the candidate
D-dimer threshold for ruling out PE identified in the deriva-
tion cohort was then tested in the validation cohort. Further
logistic regression models were used to explore a possible
relationship with age to find an age adjusted cut-off value

in COVID-19 patients. Analysis was performed using R
Core Team 2020 (Vienna, Austria).21

Results
In the derivation cohort among the 3978 patients with a
D-dimer, 3583 had laboratory confirmed COVID-19 and a

Table 1. Patient Characteristics Derivation and Validation Cohorts.

Derivation (Intermountain) Validation (RECOVER)

PE No PE PE No PE

Total Patients with D-dimer at ED Encounter N= 148 N= 3435 N= 88 N= 7660
Age Mean (SD) 65.01 (16.9) 57.05 62.08 (15.5) 63.15 (17)

N (%) N (%) N (%) N (%)

Sex F 69 (46.6) 1786 (52) 40 (45.5) 3416 (44.6)
M 79 (53.4) 1649 (48) 48 (54.5) 4244 (55.4)

Ethnicity Hispanic, Latinx, or Spanish Origin 15 (10.1) 449 (13.1) 23 (26.1) 1910 (24.9)
Not Hispanic, Latinx, or Spanish Origin 128 (86.5) 2884 (84) 60 (68.2) 4934 (64.4)
Patient Declined 1 (0.7) 35 (1)
Unavailable 4 (2.7) 67 (2) 5 (5.7) 816 (10.6)

Race American Indian or Alaska Native 2 (1.4) 42 (1.2) 0 (0) 13 (0.17)
Asian 2 (1.4) 35 (1) 0 (0) 310 (4)
Black or African American 2 (1.4) 43 (1.2) 27 (30.7) 2439 (31.8)
Multiple 0 (0) 8 (0.2) -- --
Native Hawaiian or Pacific Islander 0 (0) 128 (3.7) 0 (0) 21 (0.3)
Patient Declined 2 (1.4) 49 (1.4) -- --
Unavailable 5 (3.4) 112 (3.2) 31 (35.2) 2677 (34.9)
White 135 (91.2) 3018 (87.9) 30 (24.1) 2200 (28.7)

Religious Yes 99 (66.9) 2140 (62.3) -- --
No 29 (19.6) 860 (25) -- --
Not Reported 20 (13.5) 435 (12.7) -- --

Language Other 1 (0.7) 34 (1.0) -- --
English 141 (95.3) 3217 (91.7) -- --
Spanish 6 (4.1) 184 (5.4) -- --

Insurance Commercial 43 (29.1) 1321 (38.5) 20 (22.7) 1900 (24.8)
Government 104 (70.3) 1978 (57.6) 63 (71.6) 5353 (69.9)
Self-Pay 1 (0.7) 136 (4.0) 3 (3.4) 215 (2.8)
Unknown 1 (1.1) 186 (2.4)

Tobacco Yes 4 (2.7) 315 (9.2) 4 (4.5) 449 (5.7)
No 136 (91.9) 2766 (80.5) 76 (86.4) 6177 (80.6)
Unknown 8 (5.4) 315 (10.3) -- --

History VTE No 92 (62.2) 3162 (92.1) -- --
Yes 56 (37.8) 273 (9.2) -- --

Cancer No 129 (87.2) 3042 (88.6) 76 (86.4) 6773 (88.4)
Yes 19 (12.8) 393 (11.4) 12 (13.6) 633 (8.3)

Obesity No 51 (34.5) 1033 (30.1) 71 (80.7) 6213 (81.1)
Overweight 52 (35.1) 1297 (37.8) -- --
Obese 27 (18.2) 586 (17.1) 17 (19.3) 1150 (15)
Morbidly Obese 18 (12.2) 519 (15.1)

Diabetes No 113 (76.4) 2564 (74.6) 64 (72.3) 5398 (70.5)
Yes 35 (23.6) 871 (25.4) 24 (27.3) 2003 (26.1)

D-dimer Median (IQR)
COVID+ Derivation: N= 3585

Validation: N= 7748
3.74 (1.71, 9.62) 0.73 (0.39, 1.48) 4.64 (1.76, 10.9) 1.21 (0.64, 2.52)

COVID - Derivation: N= 367
Validation: N= 5286

3.02 (1.74, 5.59) 0.85 (0.46, 1.86) 3.7 (1.63, 8.91) 0.8 (0.4, 1.95)

(--) indicades data not available, Obesity definition: Overweight: Body Mass Index (BMI) 25-29.9, Obese: BMI 30-34.99, Morbidly obese: BMI >34.99,
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D-dimer that was performed within 48 h of the index ED
encounter. Patients with PE were older (65.0 vs 57.1), more
likely to be male (53.4% vs 48.0%) and had a prior history
of VTE (37.8% vs 7.9%) (Table 1). Among patients with
COVID-19, 53.6% (1920/3583) were admitted to the hospital
on index encounter. CTPA was performed in 3583 patients
and PE was present in 148, for an overall incidence of
4.1%. The median D-dimer among COVID-19 positive
patients with PE was 3.74 μ/ml (IQR 1.71−9.62), compared
to 0.73 μ/ml (IQR 0.39−1.48) in those without PE present
(Table 1.).

A D-dimer cutoff of <2 μ/ml was present in 2878 (80.3%)
patients and identified to be the highest candidate threshold
value meeting study criteria (Table 2) with a sensitivity of
70.3% (95% CI= 62.6%−77.2%), specificity of 82.4% (95%
CI= 81.1%−83.6%), and a NPV of 98.5% (95% CI= 98.0%
−98.9%). Comparatively, a D-dimer threshold of <0.5 μ/ml
was present in 1205 (33.6%) of patients and yielded a sensitiv-
ity of 99.3% (95% CI= 96.8%−100%), a specificity of 34.3%
(95%CI= 32.7%−35.9%), and a NPV of 99.9% (95% CI=
99.6%−100%). Figure 1 demonstrates the D-dimer values
for those with and without PE with respect to the traditional
and derived D-dimer cutoffs. Age-adjusted D-dimer values
(age >50× 10) were not linear with respect to age, so further
analysis was not performed (Figure 2).

Patient characteristics in the validation cohort were similar to
the derivation cohort. (Table 1). In the validation cohort of

13,091 with D-dimer values available 7748 patients had con-
firmed COVID-19 infection, of those 85.7% (6640/7748)
were admitted to the hospital on index encounter, and PE was
diagnosed in 88 of the 7748 that yielded an incidence of 1.14%.
For the outcome of PE the D-dimer cutoff of <2 μ/ml compared
to a traditional cutoff of 0.5 μ/ml was associated with a sensitivity
of 70.5% (95% CI= 60.5%−79.2%) versus 92.0% (95% CI=
85.2%−96.5%), a specificity of 67.8% (95%CI=66.7%
−68.8%) versus 17.0% (95%CI= 16.2%−17.8%) and a NPV of
99.5% (95% CI=99.3%−99.7%) versus 99.5% (95% CI=
99.0%−99.8%), respectively (Table 3).

Discussion
Among ED patients with COVID-19, we determined that a
D-dimer threshold of 2 μ/ml provided a high NPV22 while min-
imizing the false positive rate. This value is 4 times higher than
the traditional cutoff of <0.5 μ/ml, the upper limit of normal for
this assay, commonly used to justify avoidance of diagnostic
imaging in patients without COVID-19. However, the sensitiv-
ity for PE associated with the D-dimer threshold of <2 μ/ml was
70.5%. Similar to recent findings,23 our study found that
D-dimer sensitivity associated with higher than traditional
thresholds appear to have limited clinical applicability despite
a high NPV.

VTE is a common concern among patients presenting to the
ED with hypoxia or dyspnea. This is especially true for patients

Table 2. D-Dimer Test Characteristics in Derivation Cohort Patients with COVID-19.

cut sens spec ppv npv

0.5 99.3 (96.8−100.0) 34.3 (32.7−35.9) 6.1 (5.2− 7.1) 99.9 (99.6−100.0)
0.6 96.6 (92.8−98.8) 42.0 (40.4−43.7) 6.7 (5.7−7.8) 99.7 (99.3−99.9)
0.7 94.6 (90.2−97.5) 48.1 (46.5−49.8) 7.3 (6.2−8.5) 99.5 (99.1−99.8)
0.8 93.9 (89.3−97.0) 53.5 (51.9−55.2) 8.0 (6.8− 9.4) 99.5 (99.1−99.8)
0.9 89.2 (83.5−93.5) 58.0 (56.4−59.7) 8.4 (7.1−9.8) 99.2 (98.7−99.5)
1 87.8 (82.0−92.4) 62.0 (60.4−63.6) 9.1 (7.7−10.6) 99.2 (98.7−99.5)
1.1 85.1 (78.8−90.2) 65.3 (63.7−66.9) 9.6 (8.1−11.2) 99.0 (98.6−99.4)
1.2 82.4 (75.8−88.0) 68.6 (67.1−70.2) 10.2 (8.5−12.0) 98.9 (98.4−99.3)
1.3 81.1 (74.3−86.8) 71.1 (69.6−72.6) 10.8 (9.1−12.7) 98.9 (98.4−99.2)
1.4 78.4 (71.3−84.5) 73.2 (71.7−74.7) 11.2 (9.4−13.2) 98.7 (98.3−99.1)
1.5 77.7 (70.6−83.9) 75.3 (73.9−76.8) 12.0 (10.0−14.1) 98.7 (98.3−99.1)
1.6 76.4 (69.1−82.7) 77.2 (75.7−78.6) 12.6 (10.5−14.9) 98.7 (98.2−99.1)
1.7 75.0 (67.7−81.5) 79.0 (77.7−80.4) 13.4 (11.2−15.8) 98.7 (98.2−99.0)
1.8 73.0 (65.5−79.7) 80.1 (78.7−81.4) 13.6 (11.4−16.1) 98.6 (98.1−99.0)
1.9 70.9 (63.4−77.8) 81.2 (79.9−82.5) 14.0 (11.6−16.6) 98.5 (98.0−98.9)
2 70.3 (62.6−77.2) 82.4 (81.1−83.6) 14.7 (12.2−17.4) 98.5 (98.0−98.9)
2.1 68.9 (61.2−76.0) 83.5 (82.2−84.7) 15.2 (12.6−18.1) 98.4 (97.9−98.8)
2.2 67.6 (59.8−74.7) 84.8 (83.5−85.9) 16.1 (13.3−19.1) 98.4 (97.9−98.8)
2.3 67.6 (59.8−74.7) 85.7 (84.5−86.8) 16.9 (14.0−20.0) 98.4 (97.9−98.8)
2.4 66.9 (59.1−74.1) 86.7 (85.6−87.8) 17.8 (14.8−21.2) 98.4 (97.9−98.8)
2.5 64.9 (57.0−72.2) 87.4 (86.2−88.4) 18.1 (15.0−21.5) 98.3 (97.8−98.7)
2.6 63.5 (55.6−71.0) 87.9 (86.8−89.0) 18.5 (15.3−22.0) 98.2 (97.7−98.7)
2.7 61.5 (53.5−69.0) 88.5 (87.4−89.6) 18.8 (15.5−22.4) 98.2 (97.6−98.6)
2.8 61.5 (53.5−69.0) 89.1 (88.1−90.1) 19.6 (16.2−23.4) 98.2 (97.7−98.6)
2.9 61.5 (53.5−69.0) 89.7 (88.6−90.7) 20.4 (16.8−24.3) 98.2 (97.7−98.6)
3 60.8 (52.8−68.4) 90.1 (89.1−91.1) 21.0 (17.3−25.0) 98.2 (97.7−98.6)

Cut=D dimer value, sens= sensitivity, spec= specificity, ppv= positive predictive value, npv= negative predictive value
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Table 3. COVID-19 Adjusted D-Dimer Threshold Test Characteristics.

Intermountain RECOVER

D dimer threshold
Reference Range

(0.5 μ/ml)
COVID Adjusted

(2.0 μ/ml)
Reference Range

(0.5 μ/ml)
COVID Adjusted

(2.0 μ/ml)

N= 1205 2878 1343 5231
Sensitivity 99.3% (96.8%−100%) 70.3% (62.6%−77.2%) 92.0% (85.2%−96.5%) 70.5% (60.5%−79.2%)
Specificity 34.3% (32.7%−35.9%) 82.4% (81.1%−83.6%) 17.0% (16.2%−17.8%) 67.8% (66.7%−68.8%)
NPV 99.9% (99.6%−100%) 98.5% (98.0%−98.9%) 99.5% (99.0%−99.8%) 99.5% (99.3%−99.7%)
PPV 6.1% (5.2%−7.1%) 14.7% (12.2%−17.4%) 1.3% (1.0%−1.5%) 2.4% (1.9%−3.1%)
Incidence 4.1% (3.5%−4.8%) 4.1% (3.5%−4.8%) 1.1% (0.9%−1.4%) 1.1% (0.9%−1.4%)
Missed PE’s 1/148 (0.7%) 45/148 (30.4%) 7/88 (8.0%) 26/88 (29.5%)
CTPA’s avoided with threshold 1188/3435 (34.6%) 2828/3435 (82.3%) 1336/7660 (17.4%) 5205/7660 (68.0%)

Figure 2. D-dimer value stratified by presence or absence of PE in the derivation cohort with COVID-19. Green bars represent D-dimer
thresholds of 0.5, 1, and 2mcg/ml from left to right on a logarithmic scale.

Figure 1. Distribution of D-dimer values stratified by age in the derivation cohort. Blue dot= PE absent, Red dot= PE present, D-dimer
reported as μ/ml.
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with COVID-19, who often present with these symptoms due to
the viral pneumonia but for whom clinicians also recognize an
increased risk of VTE. Unfortunately, D-dimer elevations
observed with this disease have rendered uncertain the role
for D-dimer and pretest probability-based care pathways in
COVID-19 patients that were formerly proven to safely refute
suspected PE and reduce the use CT pulmonary angiogram in
general ED populations. Our interest was in assessing for an
alternative COVID-adjusted D-dimer threshold could account
for the hyperinflammatory state attributed to COVID-19 to
explore the hypothesis that a higher than usual D-dimer
threshold might be proposed as safe to refute PE among
COVID-19 patients thereby avoiding the cost and risk associ-
ated with unnecessary CTPA for a select group of these
patients. It has been suggested that clinical pretest probability
may be effective in safely electing variable D-dimer thresholds
for refuting PE among non-COVID-19 patients. However we
did not collect pretest probability as part of this study,24

and information surrounding pretest probability and VTE is
limited.25

Our observations were consistent with former publications
reporting that D-dimer elevations above traditional thresholds
occur in COVID-19 patients.6,18 In our study cohort, D-dimer
values above cutoffs conventionally used to guide PE diagnos-
tic evaluation were common and occurred in 66.8% of the der-
ivation cohort and in 82.7% of the validation cohort. Elevated
D-dimer among patients with PE seen in our study were
similar to previous studies reporting among patients with
COVID-19 infection.14,18,26–28 Diaz et al reported a sensitivity
of 81% using a cutoff of 2903 ng/ml (2.9 μ/ml), in patients hos-
pitalized with COVID-19, however further report that the sen-
sitivity can be improved to 91-94% when using a lower
D-dimer cutoff of 1221−1721ng/mL in their population. Choi
found that progressively increasing D-dimer thresholds
increased the likelihood of PE being present among hospital-
ized adults, yet cautioned that a post-test probability of PE of
3% existed among patients with a D-dimer less than 1000 ng/
mL.29 Recently however D-dimer assays have been shown to
yield a high sensitivity of D-dimer among COVID-19 patients
suspected of PE,30 and higher thresholds for positivity have
been suggested.32 However concern exists surrounding adjust-
ing D-dimer among COVID-19 patients suspected of PE with
sensitivity being lost.31 Our study, is to our knowledge the
first to focus on D-dimer thresholds among the population of
emergency department patients in the US with suspected PE
in the setting of COVID-19 infection. The ED is an environ-
ment where evaluation of patients in various stages of
COVID-19 infection from very mild to severe disease occurs
and represents a setting where diagnostic tests for suspected
PE are most commonly performed in the US.

Strengths and Limitations
Strengths of the present study include derivation of the D-dimer
threshold in a large multi-hospital integrated healthcare system
and validation in a nationally-representive and generalizable

COVID-19 cohort. Our selecting RECOVER as the validation
cohort permits simulation of the impact of applying the sug-
gested threshold in real-world settings. Limitations of our
study include the retrospective data ascertainment. Also,
pre-test probability assessment was not available for these
patients. Therefore, we are unable to assess the effect of
pretest probability on our results, and with rare exception33,34

consensus exists that pre-test probability assessment is neces-
sary for VTE risk assessment. We were unable to assess for
missed diagnoses of PE at 90 days. The PE diagnosis in the val-
idation cohort was reported up to 30 days following the ED
encounter in which the D-dimer was obtained. This may
explain the missed PE rate that was higher than what we antic-
ipated for both the standard cutoff and and COVID adjusted
cutoff D-dimer values (Table 3). In the setting of COVID,
longer term follow-up for venous thromboembolic events
may have captured PE not present on the initial ED encounter.
We also assumed that D-dimer orders indicated evaluation for
suspected PE, but some laboratory testing may have been
obtained for COVID-19 prognostication or evaluation of
other suspected processes (eg, disseminated intravascular coag-
ulation). The fact that 96% of patients in the derivation cohort
and 100% in the validation cohort received a CTPA following
a D-dimer test supports our hypothesis that any inclusion of
patients whose D-dimer was obtained solely for COVID-19
prognosis would not significantly alter the results of the
study. However, this is one potential reason that the inci-
dence of PE was lower among patients in the validation
cohort than the derivation cohort, and also lower than the
PE incidence in reports of unselected ED patients with
COVID-19.28,35 Variability in PE outcome ascertainment
methods across the RECOVER Network may also have led
to incomplete PE detection at some study sites. The fact
that diagnostic testing for PE was obtained at clinicians’ dis-
cretion rather than systematically may mean some PE events
went undetected in both cohorts.

The low incidence of PE in both cohorts, but in particular the
validation cohort, contributes to the high negative predictive value
for the D-dimer threshold that we report but with a comparatively
low D-dimer sensitivity (Table 3). This finding is likely multi-
factorial, but could include false positive CTPA results given
that performing CTPA on low-risk patients increases the likeli-
hood of a false-positive CTPA up to 67%.36 In addition the prev-
alence of PE may be misrepresented due to our cohort selection
excluding patients with PE diagnosed without the presence of a
D-dimer test. Our results highlight the clinical limitations of inter-
preting D-dimer among COVID-19 patients and our findings are
hypothesis-generating only. Prospective evaluation with protocol
mandated D-dimer assessment is needed before alternative
D-dimer thresholds may be proposed that could be used clinically
to safely refute PE among COVID-19 patients. Future studies
should also include standardized PE pretest probability assess-
ment including whether either objective or gestalt pretest proba-
bility adjustment or additional biometric data might be useful in
reducing the use of CTPA without increasing the rate of missed
PE among COVID-19 patients.
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Conclusion
A COVID-19 adjusted D-dimer cutoff of <2 μ/ml is associated
with a high negative predictive value for PE, with a low sensi-
tivity. The role for D-dimer in clinical pathways to refute the
diagnosis of PE in patients presenting to the emergency depart-
ment with COVID-19 infection remains unclear.
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