LETTERS

mance reports. In fact, the same unadjusted performance
could represent inferior quality at hospitals serving disadvan-
taged patients or equally inferior outcomes for disadvantaged
patients relative to others at all hospitals, with some hospitals
simply having a higher proportion of disadvantaged popula-
tions (4). The nature of the underlying disparities can be re-
vealed only by further systematic analysis; indeed the disag-
gregated data and analytic methods required to adjust
reported measures are closely tied to those required to de-
scribe disparities and properly attribute responsibility for
them. Furthermore, the same incentives to improvement op-
erate with unadjusted and adjusted reporting.

Unadjusted measures have their uses, especially in pro-
viding a straightforward description of shortcomings for inter-
nal use to target quality improvement. However, for distribu-
tion of performance incentives and informing patient choice,
a well-considered adjustment can enhance the value of data
for patients and providers.
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IN RESPONSE: There is much in common between the letter
writers and us. We all agree that this a complex area in which
causal pathways influence decisions about adjustment and
there is important work remaining to understand the interac-
tion of SES and outcomes. Our main point is that we can ei-
ther assume that differences based on SES are unrelated to
hospital quality and adjust them away, or allow that they
might have a relationship to hospital quality and that hospitals
are likely to be able to mitigate any disparities and not adjust
the differences away. Given our nation's history and a large
volume of studies showing a relationship between sociode-
mographic factors and quality, as well as the challenges and
limitations we discussed, we believe that it is not appropriate
to assume that black patients and poor patients intrinsically
have higher risks for posthospital outcomes in ways that can-
not be modified by the hospital itself or by the hospital col-
laborating with its community in constructive ways. Also, we
agree with the Medicare Payment Advisory Commission that
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payment policy must seek not to impose penalties on hospi-
tals that treat vulnerable populations, have precarious fi-
nances, and would be better served by other strategies to
incentivize and help promote improvement. In the end, we
favor showing disparities in outcomes where they exist and
challenging policymakers to devise wise approaches to pro-
mote performance improvements where we need them most,
regardless of the cause.
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p-Dimer Testing in Patients With a First Unprovoked Venous
Thromboembolism

TO THE EDITOR: In their study on b-dimer testing to assess the
risk for recurrence of venous thromboembolism (VTE) in pa-
tients with a first unprovoked VTE, Kearon and colleagues (1)
concluded that the risk for recurrence in patients with nega-
tive results was not low enough to justify stopping anticoagu-
lation. | was impressed by the low rate of positive b-dimer
results reported in the study (71 of 410 patients; 17.3%) and,
as a result, by the high proportion of patients who remained
without anticoagulation and therefore at higher risk for recur-
rence. D-Dimer testing was performed using a whole-blood
qualitative assay (Clearview Simplify [Alere]) designed to be
calibrated for VTE diagnosis work-up. Some years ago, we
used the same assay (marketed by Inverness Medical Profes-
sional Diagnostics) in 2 studies, obtaining positive rates of
36.7% (2) and 29.3% (3)-rates that were in line with studies
that used quantitative assays (4). However, because Kearon
and colleagues' study excluded patients older than 75 years,
thus potentially contributing to the low rate of positive results,
we analyzed patients younger than 76 years who were in-
cluded in DULCIS (p-dimer and Ultrasonography in Combina-
tion Italian Study) (5). We found positive results at 1 month,
using quantitative assays and cutoff values for VTE diagnosis,
in 219 of 723 patients (30.1%). The unexpectedly low rate of
positive results reported in Kearon and colleagues' study
cannot therefore just be explained by the exclusion of very
elderly patients, and other causes, such as poor sensitivity of
the adopted qualitative assay, may be involved.

To predict the risk for recurrence, b-dimer assays should
be sensitive enough to detect a condition of "hypercoagula-
bility,” which has been shown to be associated with the risk for
recurrence. In DULCIS (p-dimer and Ultrasonography in Com-
bination Italian Study) (5), using quantitative assays, specific
cutoff levels (even lower in young men than those for VTE
diagnosis [6]), and repeated bp-dimer assessments, we de-
tected positive results in 273 of 723 patients younger than 76
years (37.7%—twice the rate reported in Kearon and col-
leagues' study). Fourteen recurrences (2.1% per patient-year
[95% Cl, 1.2% to 3.5%]) were reported over 655 years of
follow-up without anticoagulation in patients with persistently
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negative b-dimer results (9 in men [2.6% per patient-year {Cl,
1.2% to 4.9%}]). In my opinion, and in contrast with Kearon
and colleagues' conclusions, these results confirm that in pa-
tients younger than 76 years, including men, with a first un-
provoked VTE, measurement of b-dimer using sensitive assays
after anticoagulation is stopped is an effective tool for identi-
fying many patients who can definitively stop anticoagulation.
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IN RESPONSE: We agree with Dr. Palareti's suggestion that
exclusion of patients older than 75 years explains the fewer
positive b-dimer results in our study than in the 2 earlier stud-
ies he mentions (1, 2). Dr. Palareti, however, does not report
the proportion of patients younger than 76 years who had
positive b-dimer results in their early studies, so this remains
uncertain.

The recent DULCIS study also had a higher proportion of
patients with positive b-dimer results than our study (3). As Dr.
Palareti notes, a higher proportion of positive b-dimer results
was also present in DULCIS patients younger than 76 years. In
patients younger than 70 years, DULCIS used lower p-dimer
cutoffs to define a positive result than the level that corre-
sponds to a positive Clearview Simplify b-dimer result in our
study. Also in DULCIS, p-dimer levels were measured on 4
occasions after anticoagulation was stopped, compared with
once in our study. These differences in testing resulted in
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twice as many patients having a positive b-dimer result and
still receiving anticoagulant therapy as in our study.

Dr. Palareti attributes the lower risk for recurrence in
DULCIS patients who had negative p-dimer results to how
testing was performed and interpreted. We suspect that this is
not the most important reason for the lower reported risk for
recurrence in DULCIS. We reported the risk for recurrent VTE
separately for men and women with unprovoked VTE and for
women with VTE associated with estrogen therapy. We did
not enroll patients with VTE provoked by other reversible risk
factors. DULCIS enrolled patients with unprovoked VTE,
women with VTE associated with estrogen therapy, and pa-
tients with VTE provoked by other weak reversible risk factors.
The risk for recurrence in the main DULCIS report (3) and in
Dr. Palareti's letter is for all of these patients, rather than for
those with unprovoked VTE. Consistent with other studies (4),
DULCIS found that risk for recurrence in all patients with VTE
provoked by a weak reversible risk factor was much lower
than in DULCIS patients with unprovoked VTE (1.3% vs. 6.1%
per patient-year; P = 0.036) (3). In fact, the risk for recurrence
in the patients with unprovoked VTE in DULCIS (6.1% per
patient-year for men and women combined) was similar to
that in our patients with unprovoked VTE (9.7% and 5.4% per
patient-year for men and women, respectively). Therefore, we
suggest that that difference in the patient populations and
reporting, as much as differences in how p-dimer testing was
performed and interpreted, accounts for the apparently lower
risk for recurrence in DULCIS.
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