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The COVID-19 pandemic and the limited therapeutic arsenal available strain daily clinical
practice. Guidelines have recently recommended routine anticoagulation of hospitalized COVID-
19 patients. However, apart from the expert panels’ experience, the provenance of this
recommendation is not clear, due to the scarce published evidence. We provide a narrative
review with the objective of unraveling the rationale for this practice.

First, we analyze the biochemical, histopathological and clinical evidence for a pro-thrombotic
profile in COVID-19 patients. Then, we present the clinical data from previous studies and
discuss to what extent they aid in clinical decision-making.

We conclude that, in the absence of randomized controlled trials, which are of utmost
importance, prophylactic-dose anticoagulation should be offered to critically ill patients
hospitalized for COVID-19 pneumonia, particularly those with high d-dimer levels, since they are
the population most likely to benefit from it.

© 2021 The Authors. Published by Iberoamerican Journal of Medicine. This is an open access article under the
CC BY license (http://creativecommons. org/licenses/by/4.0/).
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SARS) around day 10-14 of symptoms [7], even with

1. INTRODUCTION

scarce systemic evidence of sepsis.
These patients usually present with risk factors and

In November 2019 in Wuhan, capital city of Hubei, China,  represent the majority of hospitalized patients [8-10].
the first cluster of pneumonia caused by the novel  Here we aim to review the available and growing evidence
coronavirus -later named SARS-CoV-2- was described [1].  that supports prophylactic anticoagulation in hospitalized

A unique pro-inflammatory and pro-coagulant profile was  patients with COVID-19 pneumonia, from the molecular
identified [2-6], which is presumed to be caused by an basis to the scarce clinical evidence.

increase in interleukins

and a dysregulation of

inflammatory markers, and to develop in a minority of
patients into a state called cytokine storm (CS) which
evolves to respiratory distress syndrome (COVID-19
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2. PATHOPHYSIOLOGY

SARS-CoV-2 enters the endothelium through the
angiotensin conversion enzyme receptor, which may derive
in its tropism for certain organs, thus determining the
spectrum of clinical manifestations. Afterwards, it triggers
a cascade of inflammatory mediators that not only can
derive in cell death but also lead to NF-kB transcription,
macrophage recruitment, activation of T-cells and cytokine
production. Particularly within the lungs, this sequence
may evolve into diffuse alveolar damage, macro as well as
microthrombi and hyaline membrane syndrome [7].

This partly explains the characteristic findings of
lymphocyte activation and destruction -which derives in
lymphopenia with particular T-cell depletion- high lactic
dehydrogenase (LDH), high ferritin and d-dimer with mild
thrombocytopenia and mild transaminasemia.

In COVID-19 SARS, biochemical markers for thrombosis
appear to behave differently from conventional sepsis. The
prothrombin time and the activated partial thromboplastin
time that are usually prolonged in conventional sepsis, are
commonly preserved in COVID-19. Similarly, while
thrombocytopenia is the most sensitive marker in
conventional sepsis’ disseminated intravascular
coagulation (DIC), only mild thrombocytopenia is
frequently found in COVID-19, unless critically ill -
supposedly due to the effect of thromboplastin activation
secondary to lung damage [11].

Fibrinogen serum levels, the most specific marker of DIC,
are frequently raised in COVID-19 patients, while lower
levels predict mortality. D-dimer is described as frequently
elevated in COVID-19 in some reports, disproportionately
to the levels found in conventional sepsis. Moreover,
higher incidences of thrombotic events and mortality have
been reported with elevations of serum d-dimer levels at
admission (Table 1) [6, 12-19]. However, even while other
authors report higher levels in conventional sepsis, the
main difference may reside in its elevation in the absence
of overt sepsis or DIC [20, 21].

Literature describing thrombosis in COVID-19 patients
range from descriptions of venous thromboembolic disease
(VTE) and lung microthrombi to arterial thrombosis.
However, when faced with the latter, the medical
community confronts the uncertainty raised by the fact that
arterial wall shear stress, among other factors, may
determine the development of such thrombosis,
independently from  coagulation abnormalities. In
particular, in the case of the central nervous system, it has
been hypothesized that SAMHD1, a dNTP hydrolase
upregulated by viral infections that could play a pro-viral

role in COVID-19 -as well as in other viral infections-
through NF«B activation inhibition and suppression of the
IFN-1 induction pathway, may be the link to neurological
symptoms. Moreover, SAMDH1 mutations have been
reported to alter immunoregulation and cerebrovascular
homeostasis and to be associated with cerebrovascular
events in patients with Aicardi-Goutieres syndrome and
various inflammatory vasculopathies of the brain [22],
thereby raising the question about its role in COVID-19-
associated strokes.

3. THROMBOTIC MANIFESTATIONS

One of the first reports of COVID-19-associated
thrombosis was a case series of 11 randomly selected
autopsies [23]. The majority of patients had comorbidities -
mainly diabetes and hypertension- with a mean age of 80.5
years. Almost every patient had high LDH, CRP-hs, D-
dimer and lymphopenia. While edema (10/11) and hyaline
membranes (10/11) were among the main lung findings,
pulmonary artery thrombosis was present in all patients.
Particularly, the thrombi found compromised the whole
arteries’ diameter, which is not compatible with emboli.
Meanwhile, a German study presented 12 patients with an
age range of 52-87 years. While all patients presented
comorbidities, 5 were deemed unfit for mechanical
ventilation and/or cardiac resuscitation. When those
patients were excluded, almost all patients had a major
thrombotic event documented, considered the primary
cause of death (5/7) [24].

A larger German study reported 80 autopsies from patients
with COVID-19. Only 17 of these patients died in ICUs,
which raises the question about the criteria employed for
non-resuscitation/non-intubation. In 8 patients a fatal
fulminant pulmonary artery embolism developed, and 9
additional cases were found to have peripheral pulmonary
artery embolisms. Fifteen others had evidence of thrombi
in the deep lower extremity veins. However, this incidence
of thrombotic events cannot be extrapolated. Previous
studies suggested a high incidence of these events in
patients under mechanical respiratory support, which raises
the hypothesis that these events develop late in the course
of hospitalization [25].



124 IBEROAMERICAN JOURNAL OF MEDICINE 02 (2021) 122-129

Table 1. Summarized data for mortality, DVT and VTE incidence, and odds ratio of mortality and any thrombotic event across

different d-dimer levels at admission

D-dimer levels at admission (ug/mL)
Variable Ref 0.25- | 05- | 1.0- | 15- | 20- | 25 | 3.0- | 40-
<025 o5 | 10 | 15 | 20 | 25 | 30 | 40 | s0 =30
Mortality [121(2)  9.7% | 32.7% | 36,9% | 42.5% | 44.5% | 48.8% | 52.4% | 54.8% 9.7%
(%) [13] (b) 4,00% 17.3% 18.6% 60,00%
Ref. value 2.21(0.12-
(141 () (no deaths under 0.5) 38.61)# 10.17 (1.10-94.38)
2.14
Mortality  [6] (d) Ref. value (0.21- 20.04 (5.52-61.56)
21.39)
(OR) 4
Ref 1.58 | 2.26
[151®  aue | 221 | (166 2.37 (1.58-3.6) 3.93(2.6-6.0)
-21) | 3.1)
[16] (f) No data 3.8% | 10.5% 25.8%
DVT (%)
[17] () 154% | 16.7% 62.1%
VTE or
Mortality  [18] (h) 11.4% 29.9% 55.7%
(%)
Any Ref 1.17 5.0-10.0 >10
thrombosis ~ [19] () o - (1025 1.92 (1.40-2.64) 2.82(1.87-4.27) 5.55(357- | 7.9 (4.69-
(OR) -60) 8.62) 10.71)

# Difference not statistically significant. (a)Retrospective study, n=449; 28-day mortality in patients with no anticoagulation [12].
(b)Retrospective analysis, n=483 [13]. (c)Case control study, n=248; data from multivariate analysis [14]. (d)Retrospective multicenter
cohort, n=191; data from multivariate analysis [6]. (¢)Prospective cohort study, n=5279; data from multivariate analysis [15].
(HProspective observational study, n=156; screening for asymptomatic DVT incidence in non-1CU hospitalized patients on
thromboprophylaxis [16]. (g)Cross-sectional survey, n=159; screening for DVT in hospitalized patients [17]. (h)Retrospective cohort
study, n=9407; combined endpoint of in-hospital VTE or mortality, only 10.4% of patients not on anticoagulation [18]. (i)Retrospective
cohort, n=3334; hospitalized patients, symptomatic venous or arterial thrombotic events, data from multivariate analysis [19].
DVT: Deep vein thrombosis; VTE: Venous thromboembolic disease.

Previous studies showed a high presence of microthrombi from symptom onset compared to previous studies. 46.5%
in COVID-19 patients’ autopsies [26], while others argued  developed a DVT, symptomatic or not, while only 35%
that it may be a feature of SARS- not exclusive of COVID-  were receiving prophylactic anticoagulation. These patients
19 [27]. This may be implicated in the torpid development  had a higher mortality risk, but were also older, more
of disease courses. However, a recent study, with a  bedridden and presented with more severe disease status,
translational histopathological perspective [28], showed worse levels of biochemical markers and lower

that platelet-rich microthrombi found in these patients’ oxygenation index [17].

autopsies were formed by neutrophil-platelet complexes  Another study included 184 patients with proven COVID-
and that the relationship between these complexes and total 19 pneumonia admitted to ICUs -of which 76% remained
leukocyte count increased with severity. It also showed a  at the end of the study. All patients received at least
tendency towards a high platelet activity, particularly in the  standard doses of thromboprophylaxis, but the cumulative
lungs, with peripheric hypoactivity. incidence of the composite outcome of TVP/PE and arterial
From a clinical perspective, various studies assessed the  thrombosis was 31% (95% Cl 20-41%), with PE
incidence of thrombotic events in COVID-19 patients with  constituting the most frequent thrombotic complication
heterogeneous methodologies. (81%, n=25). The median time from ICU admission to
A prospective study from Wuhan conducted consecutive  thrombosis development was 7 days (around day 21 from
lower extremities doppler ultrasonographies to assess the  hospital admission) [29].

presence of deep vein thrombosis (DVT) in hospitalized Retrospectively analyzed data from 199 hospitalized
patients with COVID-19 pneumonia with at least 3 days of ~ patients, with DVT screening performed in some patients,
hospital stay. There were a high proportion of patients  showed a cumulative incidence of 20% (DVT 13%; PE
already bedridden at admission, with a late admission date 6.6%), with a higher incidence in ICU patients (47 vs
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3.3%), with all
anticoagulation [30].
A multicentric retrospective study was conducted later on
in the pandemic course in the New York City Health
System’s hospitals. It included 3334 patients and found an
incidence of the composite outcome of DVT/PE and
arterial thrombosis of 16%, also with the majority of
patients at least on prophylactic anticoagulation. ICU
patients (829) presented with a higher incidence of
thrombotic events (29.4 vs 11.5%) with 52 patients (6.2%)
developing a PE. While ICU patients that did not develop a
thrombotic event had similar initial d-dimer levels, the
maximum d-dimer level significantly differed from that of
general ward patients, with wide confidence intervals that
overlapped with those of patients with thrombosis, which
may be explained by unnoticed events. The composite
outcome was also associated with mortality in this series
[19].

To assess the hypothesis that COVID-19 SARS has an
increased risk of thrombosis when compared to
conventional SARS, a propensity-score matched study was
conducted comparing retrospectively a cohort of COVID-
19 patients from a French tertiary hospital to a historical
cohort of non-COVID-19 SARS. After population
matching, only 222 patients remained (77 COVID-19
patients), of which the composite outcome of any
thrombotic event was reached in only 16 patients.
Therefore, while the patients with COVID-19 SARS had
significantly more events (n=9, 11.7% vs n=7, 4.8%;
p=0.04) at the expense of PE (n=9), the confidence of these
results is diminished by the low number of events [21].
This study also found that 87.7% of the COVID-19 patients
tested had detectable levels of lupus anticoagulant. While
this could be related to an aged population, it also
correlated to disease severity.

patients at least on prophylactic

4. THERAPEUTIC INTERVENTIONS

Regarding the amount of evidence about the role of
thrombosis in COVID-19 patients, especially in the
hospitalized and severely ill, few strategies have been
proposed, with a limited number of studies published -none
of them prospectively controlled randomized ftrials.
However, we may expect a huge number of those in the
forthcoming months, as the avalanche of papers about
COVID-19 hits. Whether this will clarify the role of
interventions in the prevention of thrombosis in these
patients is another matter.

Due to the apparent importance of microthrombi in the
progression of COVID-19 SARS -despite the fact that it is

not clear whether this finding is exclusive of COVID-19-
aspirin was proposed since, secondary to endothelial
dysfunction, platelet aggregation is supposed to play a key
role.

However, only one study has assessed the role of aspirin in
COVID-19. This retrospective study extracted data from
the CRUSH COVID registry from the US. Such registry
included adult patients with COVID-19 pneumonia
confirmed by PCR, excluding those deemed not fit for ICU
admission and those that were already ventilated at
admission, since this was the primary outcome assessed.
The study group included those patients that received
aspirin during their hospital stay -provided that the primary
outcome developed after the first 48 hours of treatment-
and those that were receiving it at home for chronic
conditions. The aspirin group was significantly older and
with more comorbidities, as expected. But the unexpected
finding was that this group, with a significantly higher
proportion of frailer patients, was in a substantially better
state at admission, with a higher proportion of patients at
room air and a three times lower amount of patients
requiring intubation at admission. A significant remark is
that 75.5% in the aspirin group was already taking aspirin
at home, so that the proportion of patients in which there
was an actual intervention is underrepresented. Another
remark is that even though the results were balanced
through a Cox-regression, since the primary outcome
occurred more frequently at admission in the no-
intervention group, this imbalance could not be corrected
[31].

They found no difference in major bleeding or overt
thrombosis and found a significant difference in the
primary outcome of mechanical ventilation favoring the
aspirin-treated group in the unadjusted analysis. After
adjusting, the benefit of aspirin use on the risk of
mechanical ventilation remained significant (aHR 0.56;
95% CI 0.37-0.85, p=0.007) and also reduced the risk of
ICU admission -in approximately the same magnitude- and
in-hospital mortality (aHR 0.53; 95% CI 0.31-0.90,
p=0.02). In the subgroup of patients that did not require
mechanical ventilation at admission, the benefit on the risk
of the primary outcome and ICU admission was almost
reduced to non-significance. Although under-powered, the
sensitivity analysis conducted on the timing of aspirin use
showed that in those receiving aspirin only in the 7 days
prior to hospitalization, the rate of ICU admission did not
significantly differ from those not treated.

Therefore, one could conclude from this study that maybe
those patients that received aspirin at admission, benefitted
from its administration. = However, irremediable
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asymmetries at admission, inconclusive results, the
retrospective nature and the faulty methodology do not
permit certainty about the results and therefore do not aid
in clinical decision making.

In an attempt to prevent clinically significant thrombosis,
few authors studied retrospectively the impact of -the
nowadays ubiquitous practice of- anticoagulation.

One of the first retrospective studies included 2075 Spanish
COVID-19 patients. It found that even when the group of
heparin-treated patients was sicker and older, after
adjustments, anticoagulation was associated with a
decreased risk of in-hospital mortality (OR 0.42 95% ClI
0.25-0.55; p<0.001). Similar to these findings, a
retrospective study from the Mount Sinai Health System of
New York reported that among 2773 COVID-19 patients,
those that received systemic dose anticoagulation, even
when they were sicker and more prone to end up intubated,
were significantly less likely to die after adjustments in a
Cox regression (in-hospital mortality 29.1% vs 62.7%;
median survival — in days- 21 vs 9) [32].

Among the most cited publications about anticoagulation
in COVID-19 patients, that of Tang et al (2020) stands out.
It was conducted at the onset of the Chinese epidemic,
when anticoagulating these patients were not a regular
practice. It included 449 patients with a male-to-female
ratio of 1.5 and a median age of 65.1 years. 99 patients
(22%) were treated with heparin (mainly low-molecular-
weight heparin) for at least 7 days. They found 29.8% 28-
day mortality, without differences between subgroups,
while one would have expected a higher mortality rate in
the heparin-treated group, due to baseline severity. In the
multivariate analysis -which included underlying diseases
and biochemical markers but not clinical presentation-
heparin was not significantly associated with mortality risk.
However, when stratified according to d-dimer levels,
heparin may have prevented the swift increase in mortality
shown in the non-treated population when d-dimer levels
increased (with d-dimer >8 ULN, 28-day mortality 54.8%
vs 33.3%; OR 0.412 95% IC 0.207-0.917; p=0.011) [12].

A retrospective cohort included 3625 patients who tested
positive for COVID-19 from one of three medical centers
in the Bronx. In these centers a protocol suggested the
decision on anticoagulation based on baseline d-dimer
levels. Despite the protocol in place, some patients (12.3%
with d-dimer <3ug/mL and 5.5% with d-dimer >3ug/dL)
did not receive anticoagulation and served as controls to
evaluate the impact of anticoagulation on in-hospital
mortality. Patients with d-dimer <3ug/mL predominantly
received thromboprophylaxis, while those with d-dimer
>3ug/dL received therapeutic dose anticoagulation -

enoxaparin was the preferred therapeutic regimen for
prophylaxis and apixaban for therapeutic anticoagulation.
In the multivariate analysis, apixaban and enoxaparin -
without differences between prophylaxis and therapeutic
dose- were significantly associated with decreased
mortality (OR 0.46 95% CI 0.30-0.71 for apixaban
prophylaxis and OR 0.49 95% CI 0.32-0.73 for
enoxaparin). In an analysis stratified by d-dimer levels,
both apixaban and enoxaparin prophylaxis were associated
to a mortality reduction in the groups of d-dimer 1 to
<3ug/dL and >10ug/dL, with the greater clinical impact on
the latter [33].

The best evidence available about anticoagulation in
COVID-19 comes from a propensity-score matched
retrospective study with an inverse probability of treatment
weighting (IPTW), conducted on the Mount Sinai Health
System of New York population of COVID-19 patients.
Data was recovered through electronic health records and a
total of 4389 PCR-positive COVID-19 patients were
included to assess the primary endpoint of in-hospital
mortality and the secondary endpoints of intubation and
major bleeding. 1530 patients received no anticoagulation,
900 patients received treatment-dose anticoagulation and
1959 prophylactic-dose. There was a marked asymmetry at
inclusion, with more comorbidities, worse general status
and worse biochemical parameters in the anticoagulated
group -particularly when treatment-dose was administered.
Only a minority of patients was previously anticoagulated
due to comorbidities and no patients had evidence of
thrombosis at inclusion. There was a 24.4% cumulative
incidence of in-hospital mortality, with similar incidence
across groups (no anticoagulation 25.6%, prophylactic-
dose  anticoagulation 21.6% and treatment-dose
anticoagulation 28.6%) in the unadjusted analysis. After
propensity-score matching, anticoagulation, whether at
treatment or prophylactic-dose, significantly reduced in-
hospital mortality risk compared to no anticoagulation (HR
0.69 95% CI 0.51-0.94; HR 0.72 95% CI 0.58-0.89,
respectively). While prophylactic-dose anticoagulation did
not increase the incidence of major bleeding events, a 3%
risk was observed with treatment-dose anticoagulation.
Only low-molecular-weight heparin and new oral
anticoagulants were adequately represented [34].

A recently published phase Il trial (HESACOVID) showed
that patients treated with therapeutic anticoagulation
significantly increased PaO2/FiO2 ratios at day 7 and 14,
while the group on prophylactic anticoagulation did not,
and showed comparatively a higher median of ventilator-
free days and a higher cumulative incidence of liberation
from mechanical ventilation (HR 4, 95% CI 1.04-15.1,
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p=0.031), albeit the small sample [35].

More recently, a retrospective cohort of 4297 COVID-19
patients with propensity score matching through IPTW was
published, using electronic health records from the US
Department of Veterans Affairs. This population was
composed mainly of men (93.4%) with a median age of 68
years. Apart from that, this health system is characterized
by a population with a higher prevalence of chronic health
conditions and risk behaviours. 3627 (84.4%) received
prophylactic anticoagulation within 24 hours of hospital
admission  (subcutaneous heparin  n=1094, 30.2%;
enoxaparin  n=2506, 69.1%). These patients had less
comorbidity but had a worse clinical condition at
admission. After weighting, prophylactic anticoagulation
was associated with a reduction in 30-day mortality (HR
0.73 95% CI 0.66-0.81), which represented 22 patients
needed to be treated to avoid one death. It also reduced the
secondary endpoints of in-hospital mortality and
requirement to initiate therapeutic anticoagulation [36].

On January 22, 2021, the US NIH released a preliminary
report that stated that based on the interim results of more
than 1000 moderately ill patients from three multinational
clinical trials, therapeutic anticoagulation in general wards
may reduce the requirement of vital organ support [37].

5. DISCUSSION

COVID-19 brings forth the challenges of a new unknown
disease. Nevertheless, the medical community is the one
that has to rise up to the challenge and provide answers to
the public, the patients and the patients’ families’ demands.
The core demand is to determine the best way forward, a
path that leads to a decreased mortality in a pandemic that
affects millions worldwide.

The evidence about a prothrombotic biochemical state, the
histopathological reports of thrombosis -many of which
were unsuspected previous to the patients’ deaths and
subsequent autopsies- and the increased incidence of
venous and arterial thrombosis in this population, give
utmost importance to the topic of anticoagulation.
However, it is extremely difficult to determine whether
anticoagulation increases survival, while there is still a lack
of randomized controlled trials.

Nevertheless, until such studies are available, the mounting
pathophysiological evidence along with findings from
retrospective studies is of unsurmounting importance.
While retrospective findings bring little certainty to the
medical community, due to selection bias and unmeasured
confounders, propensity-score matching is among the best
available tools. The utilization of such methodology in the

Mount Sinai study is therefore a certain advantage.
Another advantage is that the endpoint assessed was in-
hospital mortality, reducing uncertainties derived from
softer endpoints or doubts about the clinical importance of
asymptomatic thrombosis and the possibility of under-
diagnosis.

However, this methodology is still subjected to
unmeasured confounders, if those are not recognized when
the study is designed. Particularly, most biases would
derive from the inclusion of sicker patients among those
anticoagulated, which would decrease the probability of
finding a mortality benefit rather than augment it. Finally,
the mortality benefits observed, due to their magnitude, are
unlikely to be derived from biases or chance.

We remark that performing prospectively controlled
randomized trials that assess anticoagulation and
therapeutics that impact on the development of
microthrombi is of utmost importance and that not
performing them would be an irreparable mistake.
Meanwhile, it is the authors” opinion that prophylactic-
dose anticoagulation should be offered to critically ill
hospitalized COVID-19 patients, particularly those with
high d-dimer levels, since they are the population most
likely to benefit from it.



128 IBEROAMERICAN JOURNAL OF MEDICINE 02 (2021) 122-129

6. REFERENCES

1. Zhu N, Zhang D, Wang W, Li X, Yang B, Song J, et al. A Novel Coronavirus
from Patients with Pneumonia in China, 2019. N Engl J Med.
2020;382(8):727-33. doi: 10.1056/NEJM0a2001017.

2. Ruan Q, Yang K, Wang W, Jiang L, Song J. Clinical predictors of mortality
due to COVID-19 based on an analysis of data of 150 patients from Wuhan,
China. Intensive Care Med. 2020;46(5):846-8. doi: 10.1007/s00134-020-
05991-x.

3. Chen N, Zhou M, Dong X, Qu J, Gong F, Han Y, et al. Epidemiological and
clinical characteristics of 99 cases of 2019 novel coronavirus pneumonia in
Wuhan, China: a descriptive study. Lancet. 2020;395(10223):507-13. doi:
10.1016/S0140-6736(20)30211-7.

4. Wang D, Hu B, Hu C, Zhu F, Liu X, Zhang J, et al. Clinical Characteristics
of 138 Hospitalized Patients With 2019 Novel Coronavirus-Infected
Pneumonia in Wuhan, China. JAMA. 2020;323(11):1061-9. doi:
10.1001/jama.2020.1585.

5.Wu C, Chen X, Cai Y, Xia J, Zhou X, Xu S, et al. Risk Factors Associated
With Acute Respiratory Distress Syndrome and Death in Patients With
Coronavirus Disease 2019 Pneumonia in Wuhan, China. JAMA Intern Med.
2020;180(7):934-43. doi: 10.1001/jamainternmed.2020.0994.

6. Zhou F, Yu T, Du R, Fan G, Liu Y, Liu Z, et al. Clinical course and risk
factors for mortality of adult inpatients with COVID-19 in Wuhan, China: a
retrospective cohort study. Lancet. 2020;395(10229):1054-62. doi:
10.1016/S0140-6736(20)30566-3.

7. Bhaskar S, Sinha A, Banach M, Mittoo S, Weissert R, Kass JS, et al.
Cytokine Storm in COVID-19-Immunopathological Mechanisms, Clinical
Considerations, and Therapeutic Approaches: The REPROGRAM Consortium
Position Paper. Front Immunol. 2020;11:1648. doi:
10.3389/fimmu.2020.01648.

8. Callender LA, Curran M, Bates SM, Mairesse M, Weigandt J, Betts CJ. The
Impact of Pre-existing Comorbidities and Therapeutic Interventions on
COVID-19. Front Immunol. 2020;11:1991. doi: 10.3389/fimmu.2020.01991.

9. Gold MS, Sehayek D, Gabrielli S, Zhang X, McCusker C, Ben-Shoshan M.
COVID-19 and comorbidities: a systematic review and meta-analysis.
Postgrad Med. 2020;132(8):749-55. doi: 10.1080/00325481.2020.1786964.

10. Grasselli G, Greco M, Zanella A, Albano G, Antonelli M, Bellani G, et al.
Risk Factors Associated With Mortality Among Patients With COVID-19 in
Intensive Care Units in Lombardy, Italy. JAMA Intern Med.
2020;180(10):1345-55. doi: 10.1001/jamainternmed.2020.3539.

11. Hadid T, Kafri Z, Al-Katib A. Coagulation and anticoagulation in COVID-
19. Blood Rev. 2020:100761. doi: 10.1016/j.blre.2020.100761.

12. Tang N, Bai H, Chen X, Gong J, Li D, Sun Z. Anticoagulant treatment is
associated with decreased mortality in severe coronavirus disease 2019
patients with coagulopathy. J Thromb Haemost. 2020;18(5):1094-9. doi:
10.1111/jth.14817.

13. Soni M, Gopalakrishnan R, Vaishya R, Prabu P. D-dimer level is a useful
predictor for mortality in patients with COVID-19: Analysis of 483 cases.
Diabetes Metab Syndr. 2020;14(6):2245-9. doi: 10.1016/j.dsx.2020.11.007.

14. Yao Y, Cao J, Wang Q, Shi Q, Liu K, Luo Z, et al. D-dimer as a biomarker
for disease severity and mortality in COVID-19 patients: a case control study.
J Intensive Care. 2020;8:49. doi: 10.1186/s40560-020-00466-z.

15. Petrilli CM, Jones SA, Yang J, Rajagopalan H, O'Donnell L, Chernyak Y,
et al. Factors associated with hospital admission and critical illness among
5279 people with coronavirus disease 2019 in New York City: prospective
cohort study. BMJ. 2020;369:m1966. doi: 10.1136/bm;j.m1966.

16. Demelo-Rodriguez P, Cervilla-Mufioz E, Ordieres-Ortega L, Parra-Virto A,
Toledano-Macias M, Toledo-Samaniego N, et al. Incidence of asymptomatic
deep vein thrombosis in patients with COVID-19 pneumonia and elevated D-
dimer levels. Thromb Res. 2020;192:23-6. doi:
10.1016/j.thromres.2020.05.018.

17. Zhang L, Feng X, Zhang D, Jiang C, Mei H, Wang J, et al. Deep Vein
Thrombosis in Hospitalized Patients With COVID-19 in Wuhan, China:
Prevalence, Risk Factors, and Outcome. Circulation. 2020;142(2):114-28. doi:
10.1161/CIRCULATIONAHA.120.046702.

18. Cohen SL, Gianos E, Barish MA, Chatterjee S, Kohn N, Lesser M, et al.
Prevalence and Predictors of Venous Thromboembolism or Mortality in
Hospitalized COVID-19 Patients. Thromb Haemost. 2021. doi: 10.1055/a-
1366-9656.

19. Bilaloglu S, Aphinyanaphongs Y, Jones S, Iturrate E, Hochman J, Berger
JS. Thrombosis in Hospitalized Patients With COVID-19 in a New York City
Health System. JAMA. 2020;324(8):799-801. doi: 10.1001/jama.2020.13372.

20. Iba T, Levy JH, Levi M, Thachil J. Coagulopathy in COVID-19. J Thromb
Haemost. 2020;18(9):2103-9. doi: 10.1111/jth.14975.

21. Helms J, Tacquard C, Severac F, Leonard-Lorant I, Ohana M,
Delabranche X, et al. High risk of thrombosis in patients with severe SARS-
CoV-2 infection: a multicenter prospective cohort study. Intensive Care Med.
2020;46(6):1089-98. doi: 10.1007/s00134-020-06062-x.

22. Khan A, Sergi C. SAMHD1 as the Potential Link Between SARS-CoV-2
Infection and Neurological Complications. Front Neurol. 2020;11:562913. doi:
10.3389/fneur.2020.562913.

23. Lax SF, Skok K, Zechner P, Kessler HH, Kaufmann N, Koelblinger C, et al.
Pulmonary Arterial Thrombosis in COVID-19 With Fatal Outcome : Results
From a Prospective, Single-Center, Clinicopathologic Case Series. Ann Intern
Med. 2020;173(5):350-61. doi: 10.7326/M20-2566.

24. Wichmann D, Sperhake JP, Lutgehetmann M, Steurer S, Edler C,
Heinemann A, et al. Autopsy Findings and Venous Thromboembolism in
Patients With COVID-19: A Prospective Cohort Study. Ann Intern Med.
2020;173(4):268-77. doi: 10.7326/M20-2003.

25. Edler C, Schroder AS, Aepfelbacher M, Fitzek A, Heinemann A, Heinrich F,
et al. Dying with SARS-CoV-2 infection-an autopsy study of the first
consecutive 80 cases in Hamburg, Germany. Int J Legal Med.
2020;134(4):1275-84. doi: 10.1007/s00414-020-02317-w.

26. Carsana L, Sonzogni A, Nasr A, Rossi RS, Pellegrinelli A, Zerbi P, et al.
Pulmonary post-mortem findings in a series of COVID-19 cases from northern
Italy: a two-centre descriptive study. Lancet Infect Dis. 2020;20(10):1135-40.
doi: 10.1016/51473-3099(20)30434-5.

27. Konopka KE, Nguyen T, Jentzen JM, Rayes O, Schmidt CJ, Wilson AM, et
al. Diffuse alveolar damage (DAD) resulting from coronavirus disease 2019
Infection is Morphologically Indistinguishable from Other Causes of DAD.
Histopathology. 2020;77(4):570-8. doi: 10.1111/his.14180.

28. Nicolai L, Leunig A, Brambs S, Kaiser R, Weinberger T, Weigand M, et al.
Immunothrombotic Dysregulation in COVID-19 Pneumonia Is Associated With
Respiratory Failure and Coagulopathy. Circulation. 2020;142(12):1176-89.
doi: 10.1161/CIRCULATIONAHA.120.048488.

29. Klok FA, Kruip MJHA, van der Meer NJM, Arbous MS, Gommers DAMPJ,
Kant KM, et al. Incidence of thrombotic complications in critically ill ICU
patients with COVID-19. Thromb Res. 2020;191:145-7. doi:
10.1016/j.thromres.2020.04.013.

30. Middeldorp S, Coppens M, van Haaps TF, Foppen M, Vlaar AP, Miiller
MCA, et al. Incidence of venous thromboembolism in hospitalized patients with
COVID-19. J Thromb Haemost. 2020;18(8):1995-2002. doi:
10.1111/jth.14888.

31. Chow JH, Khanna AK, Kethireddy S, Yamane D, Levine A, Jackson AM, et
al. Aspirin Use is Associated with Decreased Mechanical Ventilation, ICU
Admission, and In-Hospital Mortality in Hospitalized Patients with COVID-19.
Anesth Analg. 2020. doi: 10.1213/ANE.0000000000005292.

32. Ayerbe L, Risco C, Ayis S. The association between treatment with heparin
and survival in patients with Covid-19. J Thromb Thrombolysis.
2020;50(2):298-301. doi: 10.1007/s11239-020-02162-z.

33. Billett HH, Reyes-Gil M, Szymanski J, Ikemura K, Stahl LR, Lo Y, et al.
Anticoagulation in COVID-19: Effect of Enoxaparin, Heparin, and Apixaban
on Mortality. Thromb Haemost. 2020;120(12):1691-9. doi: 10.1055/s-0040-
1720978.

34. Nadkarni GN, Lala A, Bagiella E, Chang HL, Moreno PR, Pujadas E, et al.
Anticoagulation, Bleeding, Mortality, and Pathology in Hospitalized Patients
With COVID-19. J Am Coll Cardiol. 2020;76(16):1815-26. doi:
10.1016/j.jacc.2020.08.041.

35. Lemos ACB, do Espirito Santo DA, Salvetti MC, Gilio RN, Agra LB, Pazin-
Filho A, et al. Therapeutic versus prophylactic anticoagulation for severe
COVID-19: A randomized phase Il clinical trial (HESACOVID). Thromb Res.
2020;196:359-66. doi: 10.1016/j.thromres.2020.09.026.

36. Rentsch CT, Beckman JA, Tomlinson L, Gellad WF, Alcorn C, Kidwai-
Khan F, et al. Early initiation of prophylactic anticoagulation for prevention of
coronavirus disease 2019 mortality in patients admitted to hospital in the
United States: cohort study. BMJ. 2021;372:n311. doi: 10.1136/bmj.n311.

37. National Heart, Lung, and Blood Institute (NHLBI). Full-dose blood
thinners decreased need for life support and improved outcome in hospitalized
COVID-19 patients. Available from: https://www.nih.gov/news-events/news-


https://doi.org/10.1056/nejmoa2001017
https://doi.org/10.1007/s00134-020-05991-x
https://doi.org/10.1007/s00134-020-05991-x
https://doi.org/10.1016/s0140-6736(20)30211-7
https://doi.org/10.1001/jama.2020.1585
https://doi.org/10.1001/jamainternmed.2020.0994
https://doi.org/10.1016/s0140-6736(20)30566-3
https://doi.org/10.3389/fimmu.2020.01648
https://doi.org/10.3389/fimmu.2020.01991
https://doi.org/10.1080/00325481.2020.1786964
https://doi.org/10.1001/jamainternmed.2020.3539
https://doi.org/10.1016/j.blre.2020.100761
https://doi.org/10.1111/jth.14817
https://doi.org/10.1016/j.dsx.2020.11.007
https://doi.org/10.1186/s40560-020-00466-z
https://doi.org/10.1136/bmj.m1966
https://doi.org/10.1016/j.thromres.2020.05.018
https://doi.org/10.1161/circulationaha.120.046702
https://doi.org/10.1055/a-1366-9656
https://doi.org/10.1055/a-1366-9656
https://doi.org/10.1001/jama.2020.13372
https://doi.org/10.1111/jth.14975
https://doi.org/10.1007/s00134-020-06062-x
https://doi.org/10.3389/fneur.2020.562913
https://doi.org/10.7326/m20-2566
https://doi.org/10.7326/m20-2003
https://doi.org/10.1007/s00414-020-02317-w
https://doi.org/10.1016/s1473-3099(20)30434-5
https://doi.org/10.1111/his.14180
https://doi.org/10.1161/circulationaha.120.048488
https://doi.org/10.1016/j.thromres.2020.04.013
https://doi.org/10.1111/jth.14888
https://doi.org/10.1213/ane.0000000000005292
https://doi.org/10.1007/s11239-020-02162-z
https://doi.org/10.1055/s-0040-1720978
https://doi.org/10.1055/s-0040-1720978
https://doi.org/10.1016/j.jacc.2020.08.041
https://doi.org/10.1016/j.thromres.2020.09.026
https://doi.org/10.1136/bmj.n311
https://www.nih.gov/news-events/news-releases/full-dose-blood-thinners-decreased-need-life-support-improved-outcome-hospitalized-covid-19-patients

IBEROAMERICAN JOURNAL OF MEDICINE 02 (2021) 122-129 129

releases/full-dose-blood-thinners-decreased-need-life-support-improved-
outcome-hospitalized-covid-19-patients (accessed Feb 2021).



