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“Is the Road to Hell Paved with D-Dimers?” 
Reviewed by: Caitlin Ward 
 
General topic: Recent studies utilizing D-dimer in detection of pulmonary embolism.  
Begins by mentioning previous study of interest- 
NEJM Oct 2016: PESIT, Prandoni et al. 1  

- Attempted to evaluate prevalence of PE using systematic workup of Wells score + D-
dimer in patients with first-episode of syncope 

- Take-away from Radecki’s review of that study: don’t get caught up in the 1-in-6 with 
syncope hype; several problems with that study, probably not generalizable; likely major 
issues with false-positives given study design.  
 
In this article, discussing the (almost**) latest addition to PE/Dimer studies:  
 
Lancet July 2017: Simplified diagnostic management of suspected pulmonary embolism (the 
YEARS study)2 – Netherlands – 12 hospitals 

- Prospective, multi-center, cohort study of consecutive patients with suspected PE 
- D-dimer concentration + YEARS clinical decision rule items/risk-stratification:  

1. Clinical signs of DVT 
2. Hemoptysis 
3. PE most likely diagnosis  

- (0 YEARS + D-dimer<1000ng/ml) or (≥1 YEARS + D-dimer <500ng/ml) = NO PE 
- All others →CTPA 
- Does not use age-adjusted D-dimer 
- Primary outcome: # of VTE events in following 3mo after PE exclusion 
- Secondary outcome: # CTPAs required in YEARS + D-dimer vs. Wells’ + D-dimer 

<500ng/ml (intention-to-diagnose method; attempts to evaluates sensitivity vs. specificity)  
- N = 3465 
- 456 (13%) diagnosed w/ PE at baseline → normal treatment  
- Remaining 2946 PE ruled-out at baseline → no treatment  

- 18 (0.61%) (95%; 0.36-0.96) w/ symptomatic VTE during 3mo follow-up  
-6 w/ fatal PE (0.20%; 0.07-0.44) 

- Wells vs. YEARS:  
-YEARS: CTPA not indicated in 1651 (48%) (Indicated in 52%) 
-Wells: CTPA not indicated in 1174 (34%) (Indicated in 66%) 
-Difference: 14% (95%; 12-16) 

- Their take-away: YEARS + D-dimer is as good as Wells + D-dimer in safely excluding PE, 
and perhaps allows for more judicious use of CTPAs. Percentage of PEs identified with YEARS 
algorithm was 29% 
 
Radecki’s qualms:  

- Physicians not blinded to D-dimer result when assigning YEARS items → may have 
increased risk stratification via subjective “most likely” criteria.  



- Subjectivity of “most likely” criterion also lends itself to inter-observer variation 
- PE prevalence in high-risk study group (14%) – difficult to further characterize effect 

size in US populations (measure effect size) given disparate prevalence in Europe vs. US  
- [Unclear exactly what data he is referencing; one study by Penaloza et al3 found 

that when comparing European vs. American PE-suspected patients in EDs, PE prevalence 
was significantly higher in Europe (26.5% vs. 7.6%, respectively)] 

- Dimer cut-off of 1000 may not be particularly useful given granularity of continuous 
variable +LR (1000 ± 500 ≃ 1) 

- Are indiscriminate d-dimer orders from triage the bigger issue?  
 

Major take-aways from this review:  
-YEARS = decent (-ish) trial. 
-Possible confounding due to no dimer blinding.  
-Maybe just don’t order so many dimers? 
-Jury is out on YEARS for Radecki until more (prospective) validation.  
-Uses good evidence-based/study design logic 
-Could benefit from some references for a few statistical references  
-Nothing earth-shattering in the world of D-dimers and PE yet.  
 
 
**[Side note: new PE horse-beating as of January 2018:]  
 

 

 



 
Trimethoprim-Sulfamethoxazole for Uncomplicated Skin Abscesses? (Rebel EM 3/10/18) – 
Reviewed by Tasha Seliski  
 

● Background: MRSA is the most common cause of purulent skin and soft tissue infections 
in the US.  I&D alone will resolve >80% of cases.  

● Question: Should we be empirically prescribing TMP-SMX for uncomplicated skin 
abscesses after I&D?  

● TMP-SMX versus Placebo for Uncomplicated Skin Abscess by Talan et. al. reviewed. 
● Method: Multicenter, double-blind, randomized controlled trial  
● Adverse Events: Most were mild GI side effects, no treatment associated serious or life 

threatening adverse events. 
● Strengths: Multicenter, double-blind, randomized controlled trial, Personnel trained in 

I&D prior to study, 97.4% of MRSA isolates were susceptible to TMP-SMX.  
● Limitations: 64.7% were 100% adherent and 17.2% were 76-99% adherent that may bias 

results against TMP-SMX, this was a superiority study, bias against enrolling higher risk 
patients.  

● Conclusion: “In settings in which MRSA was prevalent, TMP-SMX treatment resulted in a 
higher cure rate among patients with a drained cutaneous abscess than placebo.” 

● Expert/Peer Review:  
o Ensure adequate drainage of abscess, 85% improved with I&D alone.  
o “Wait and see” approach and offer antibiotics to patients if their symptoms 

worsen, or do not clinically improve, within 48-72 hours.  
o More inclined to offer TMP-SMX at onset for patients who have had multiple 

abscesses in the past as it can decrease recurrence.  
o TMP-SMX is inexpensive with minimal side effects per study.  
o Theoretical risk for resistance.  

 

 

 

 



Upper GI Bleed 

Reviewed By: John Heimler 

Background: 

1 in every 300 people comes to ED with upper GI bleed. Mortality around 10%. One change in 

management since 2012. PPI and H2 blocker can be used, only ranitidine and cimetidine are 

licensed for treatment. 

 

Causes: 

Peptic ulcer most common. Variceal bleeding is 

5-12% but 6 week mortality is 20% 

 

 

 

Clinical Assessment: 

May see red blood in vomit or story of dark/coffee ground emesis or an episode of dark stools. 

Less obvious signs are abdominal pain, lightheaded, fainting, tachycardic, and hypotensive.  Ask 

about previous bleeding or ulcer disease, liver disease, recent vomiting, new aspirin, ibuprofen, 

or warfarin use, alcohol history (remember peptic ulcer disease is still more common than 

variceal bleeding in these patients).  

Resuscitate: 

For sick patients ultimate goal is to get them to endoscopy.  Airway management, oxygen, 

large-bore IV access, type and screen, and fluid resuscitation with crystalloid or blood products. 

Blood transfusion for Hbg under 7. Platelet transfusion for count under 50,000. FFP for PTT or 

INR >1.5x normal limit.  

 

Risk Assessment: 

Do they need their endoscopy as an inpatient or outpatient? Glasgow-Blatchord score on MD 

calc. Low risk can have outpatient endoscopy, moderate should be admitted, high risk need 

resuscitation and ICU admission. 



Treatment: 

No role for PPI in the ED, NICE (National Institute for Health and Care Excellence) guidelines do 

not recommend their use pre-endoscopy (no decrease in mortality, rebleeding, or need or 

surgery). The only medication which may benefit patients is tranexamic acid.  20% of cirrhotic 

patients with variceal bleeding will develop a bacterial infection within 48 hours so all patients 

with suspected bleeding varices should be given prophylactic antibiotic therapy, such as 

ciprofloxacin or ceftriaxone. 

Last ditch attempt is tamponade with Blakemore or MN tube. Controls bleeding 90% of the 

time, buys time to endoscopy.  

 

 

 

Gastroparesis 

Reviewed by: Tyler Steurbs 

Retrospective case study comparing IM haldol vs previous visits without haldol for patients with 
diabetic gastroparesis.  Looked at ED and hospital length of stay, additional medications 
required, pain meds administered, and admission rates.  Found statistically significant 
decreases in required analgesics and hospital admission rates.  Not statistically significant, but 
14 hour decrease in ED length of stay.  Limited by retrospective nature, small sample size, lack 
of blinding.  Helpful to us as possible new med to use for known diabetic gastroparesis 
presenting with pain, nausea/vomiting. 



 
 
 
Post Intubation Hypotension – AAHH SHITE 

Reviewed by: Amy Borys 

● Mnemonic device for remembering the causes of post-intubation hypotension 

Acidosis: Patients with profound metabolic acidosis have high minute ventilation until they become 
fatigued and then their pH can drop when CO2 levels rise. Post intubation ventilator settings should 
provide minute ventilation that approximates pre-intubation levels. Check a pre-intubation ETCO2 and 
then aim for this number post intubation. Bicarb doesn’t help because it just produces more CO2 and 
without removing CO2 from the system, pH will not change. 

Anaphylaxis: Induction agents rarely cause anaphylaxis. Neuromuscular agents are more common with 
succinylcholine being the most common. 

Heart tamponade: Some may have borderline tamponade that only declares itself after a change to 
positive pressure ventilation.  

Heart – pulmonary HTN: These patients are hypervolemic, hypoxic, and hypervolemic are hard to 
intubate. Fluid boluses can make this worse. 

Stacked breaths: air trapping causes increased intrathoracic pressure and decreased venous return 

Hypovolemia: give fluid 

Induction: propofol gets a bad reputation but any sedative agent can cause it 

Tension pneumothorax: use ultrasound! 

Electrolytes: succinylcholine can cause hyperkalemia. May check potassium levels or empirically give 
calcium carbonate.  



 

 


