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Value-Based Evidence
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Clinical Policies Committee

RISK
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IOM Standards for Trustworthiness

Establishing Transparency
Management of Conflicts of Interest

Group Composition
Systematic Review Intersection

Evidence Foundations for and Rating Strength of Recommendations
Articulation of Recommendations

External Review
Updating



ACEP’s Process

Topic selection
Subcommittee appointed

Critical questions developed
Literature search & grading

Subcommittee writing
Oversight committee input

Expert review & open comment
Board approval & dissemination

`



Getting from Point A to B

STUDY DESIGN
Based on the type of study

(e.g., Design 1, Design 2, or Design 3)

GRADE OF EVIDENCE
Based on the flaws & biases of the study

(e.g., Class I, Class II, Class III, or X)

LEVEL OF RECOMENDATION
Based on the systematic review and value 

judgments (e.g., Level A, Level B, or Level C)



How trustworthy are ACEP 
Clinical Policies for imaging 

recommendations?



Acep.org/ClinicalPolicies
@ACEPNation



Critical Questions: VTE

Diagnostic Questions

• In adult patients with suspected acute PE, can a clinical prediction 
rule be used to identify a group of patients at very low risk for the 
diagnosis of PE for whom no additional diagnostic workup is 
required?

• In adult patients with low to intermediate pretest probability for 
acute PE, does a negative age adjusted D-dimer result identify a group 
of patients at very low risk for the diagnosis of PE for whom no 
additional diagnostic workup is required?



Critical Questions: VTE

Management Questions

• In adult patients with subsegmental PE, is it safe to withhold 
anticoagulation? 

• In adult patients diagnosed with acute PE, is initiation of 
anticoagulation and discharge from the ED safe?

• In adult patients diagnosed with acute lower-extremity DVT who are 
discharged from the ED, is treatment with a NOAC safe and effective 
compared with treatment with LMWH and VKA?



EMB & Stewardship

Likelihood



Testing Threshold for VTE

In consideration of the cost of evaluation, the 
risk of false positives, and the risk of 

complications related to testing, studies have 
supported using a predefined posttest 

probability threshold of less than 2.0% to 
exclude the diagnosis of VTE.



Why 2%?  My colleagues always 
say they want to miss the bad 
stuff less than 1% of the time



Pretest Probability (PTP)
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(Goal < 2%)



Critical Question

In adult patients with suspected acute PE, can a clinical 
prediction rule be used to identify a group of patients at very 

low risk for the diagnosis of PE for whom no additional 
diagnostic workup is required?

47 identified > 19 graded
4 Class II, 4 Class III, 11 Class X



Pulmonary Embolism Rule-out Criteria (PERC)

1. Age < 50 year
2. Pulse Rate < 100 beats/min
3. SaO2 > 94% (at sea level)
4. No Recent Trauma or Surgery 
5. No Unilateral Leg Swelling
6. No Previous PE or DVT
7. No Hormone Use
8. No Hemoptysis



PERC Performance



Critical Question
In adult patients with suspected acute PE, can a clinical 

prediction rule be used to identify a group of patients at very 
low risk for the diagnosis of PE for whom no additional 

diagnostic workup is required?

Level B Recommendation
For patients who are at low risk for acute PE, use the PERC to 

exclude the diagnosis without further diagnostic testing.



Clinical prediction rules are easy 
to misapply – where do you see 

cracks in the evidence 
translation?



Critical Question

In adult patients with low to intermediate pretest probability 
for acute PE, does a negative age-adjusted D-dimer result 

identify a group of patients at very low risk for the diagnosis of 
PE for whom no additional diagnostic workup is required?

59 identified > 42 graded
3 Class II, 7 Class III, 32 Class X



Age-Adjusted D-Dimer Goal

Improve diagnostic efficiency
Reduce unnecessary testing

Reduce test-related complications
Steward health care resources



Age-Adjusted D-Dimer
Important note

D-dimer assays are reported as either the concentration of 
DDU or as FEU, depending on the calibration for the assay. 

The 2 numeric values are easily convertible because the mass 
of one FEU equals approximately half of one DDU (ie,1 

FEU=2DDU).

Strategies:
Fixed age-adjusted cutoff

Incremental age-adjusted cutoff











Critical Question
In adult patients with low to intermediate pretest probability 

for acute PE, does a negative age adjusted D-dimer result 
identify a group of patients at very low risk for the diagnosis of 

PE for whom no additional diagnostic workup is required?

Level B Recommendation
In patients older than 50 years deemed to be low or 

intermediate risk for acute PE, clinicians may use a negative 
age-adjusted D-dimer result to exclude the diagnosis of PE.



In your opinion, does the 
research suggest D-Dimer 

testing increases or decreases 
CT imaging use? 
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For More Information
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www.acep.org/equal 
equal@acep.org
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