ses®> * and one cohort study® were included for the system-

atic review. The selection process is shown in figure (1).
The studies are tabled with details of author, publication
date, population details, and results as in table (1). Most
studies show D-dimer has a high sensitivity, around 93 to
97%, in CVT diagnosis. However, its sensitivity is affected
by age, thrombus sizes, and the method used in the D-
dimer assay.

A review shows that more CVT extension & earlier pre-
sentation (<2weeks) were correlated with higher D-dime lev-
els. Unfortunately, most of the studies are not high-quality
studies, with variable designs, population, and reference
standard tests. The studies showed that D dimer could help
predict CVT in combination with risk factors and clinical
presentation.

We concluded that the normal D-dimer only should not be
used to exclude CVT. There is a probability of using D-dimer
in CVT risk scoring and pre-imaging negotiation, and for that
purpose, larger and higher-quality studies are needed.
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Aims/Objectives/Background To reduce the risk of spreading
infection and hospitals being overwhelmed, on the 18 Febru-
ary 2020, NHS England advised patients with suspected
COVID infection to contact NHS 111 instead of attending
health care providers. In March 2020, 3 million NHS 111
calls were made; a record number and double the number of
the previous year. Concerns have been raised that telephone
triage may not be sufficiently accurate in identifying need for
emergency care.

We aim to assess accuracy of telephone triage in identifying
patients who need emergency care amongst those with sus-
pected COVID-19 and identify factors which affect triage
accuracy.

Methods/Design A cohort study of adults who contacted NHS
111 services provided by Yorkshire Ambulance Service between

NHS 111 calls received by YAS between 18"
March and 29® June 2020 with COVID-related
disposition and verified NHS Number
N=58 784

Calls for which it was not possible
- > to trace patient’s identity
v N=76

NHS Digital routine data Linkable NHS 111 calls
sources: APC, CC,ECDS, |~ N=58,708
DEMO, DR & GDPPR

-

Cohort of individual patients
N=52,486
R Aged<16
N=11,912

‘ Adult Cohort ‘

Multiple calls single patient or
excluded patients
N=6222

N=40,574

No NHS 111 triage disposition

N=3

N

Final study population
N =40,261

Abstract 798 Figure 1
selection

STROBE flow diagram of study population

Abstract 798 Table 1 Performance of binary NHS 111 triage
(ambulance or urgent assessment 4 hours or less) for composite
outcome (death or organ support)

Adverse outcome up to 30 days (3%, 2.8-3.2%)

N=40, 261 Adverse No Adverse
Outcome Outcome
Ambulance/urgent 890 15, 035 Sensitivity 74.2% (71.6- 76.6%)
assessment Positive Predictive Value
5.6% (5.2 - 6%)
Self-care/non-urgent 310 24, 025 Specificity 61.5% (61% - 62%)
assessment Negative Predictive Value

98.7% (98.6 - 98.9%)

the 18"March 2020 and 29" June 2020 with symptoms indi-
cating possible COVID-19 infection was completed. Callers
were linked to ONS death registrations and routine health
care data collected by NHS Digital.

The accuracy of triage outcome (self-care/non-urgent assess-
ment versus ambulance/urgent assessment) was assessed for
death or organ support 30 days from first contact. Multi-vari-
able logistic regression was used to identify factors associated
with risk of false negative or false positive triage.
Results/Conclusions 3% of the 40,261 callers experienced an
adverse outcome. Self-care/non-urgent assessment was recom-
mended for 60%, with a small but non-negligible (1.3%) risk
of subsequent deterioration. Triage achieved 74.2% sensitivity
(95% CI: 71.6 to 76.6%) and 61.5% specificity (61% to
62%) for the primary outcome. Multivariable analysis sug-
gested some co-morbidities (e.g. respiratory disease) may be
over-estimated, and others (e.g. diabetes) underestimated, as
predictors of deterioration. Repeat contact with services
appears to be an important under recognised predictor of
adverse outcomes with 2 contacts (OR 1.77 95% CI: 1.14 to
2.75) and 3+ contacts (OR 4.02 95% CI: 1.68 to 9.65) asso-
ciated with clinical deterioration when not provided with an
ambulance/urgent clinical assessment.
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