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Abstract  

Infection with the novel severe acute respiratory syndrome coronavirus 2 (SARS-COV-2) and the resulting syndrome, 

COVID-19, have been associated with inflammation and a prothrombotic state, with increases in fibrin, fibrinogen, fibrin 

degradation products and D-dimers. In some studies, elevations in these markers have been associated with worse clinical 

outcomes.    

Several studies have demonstrated a high prevalence of venous thromboembolism (VTE), and pulmonary embolism (PE), 

particularly in patients admitted to the intensive care unit (ICU), even in those receiving prophylactic anticoagulation.  

The high rate of thrombosis in COVID-19 is driven by at least two interrelated processes: a hypercoagulable state responsible 

for large-vessel thrombosis and thromboembolism and direct vascular and endothelial injury responsible for in situ 

microvascular thrombosis. The presence of PE and pulmonary thrombosis may explain why hypoxemia is out of proportion 

to impairment in lung compliance in some patients with COVID-19 pneumonia.  Diagnosing PE in patients with COVID-19 

pneumonia may be challenging, because the two pathologies share many signs and symptoms. 

It has been demonstrated that the administration of prophylactic anticoagulation within 24 h of admission in patients with 

COVID-19 was associated with decreased mortality when compared with no prophylactic anticoagulation. 

Given the antithrombotic, anti-inflammatory and possibly antiviral properties of heparins, it has been hypothesized that 

anticoagulation with heparin administered at doses higher than conventionally used for venous thromboprophylaxis may 

improve outcomes. In non-critically ill patients hospitalized with COVID-19, therapeutic-dose anticoagulants with heparin 

(most commonly, low-molecular-weight heparin) increased the probability of survival until hospital discharge with a reduced 

need for ICU-level organ support at 21 days as compared with usual-care thromboprophylaxis. 

In Critically ill patients with confirmed COVID-19, therapeutic-dose anticoagulation did not increase the probability of 

survival to hospital discharge or the number of days free of cardiovascular o respiratory organ support and had a 95% 

probability of being inferior to usual-care pharmacologic thromboprophylaxis. 

Currently, randomized trials evaluating the use of tissue plasminogen activator and Tenecteplase in patients with COVID-19 

ARDS are underway.  
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Introduction 

In December 2019, a novel coronavirus, now known as severe acute 

respiratory syndrome coronavirus 2 (SARS-CoV-2), quickly began to 

spread across Wuhan, China. Coronavirus disease (COVID-19) then 

triggered a global pandemic [1-4]. Since then, this highly transmissible 

and virulent disease has devastated the world, overwhelming its 

healthcare systems. By November 16, 2021, there were 252.826.527 

patients diagnosed with COVID 19 in the world with 5.092.761 deaths 

[5].    

The spectrum of illness can range from asymptomatic infection to severe 

pneumonia with acute respiratory distress syndrome and death. Most 

patients (81%) with COVID-19 present with mild symptoms (such as 

fever, cough, chills, muscle pain, and a loss of taste or smell, no 

pneumonia or mild pneumonia), about 14% are severe (defined as 

dyspnea, respiratory frequency ≥30 breath/min, oxygen saturation [SpO2] 
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≤93%, a ratio of arterial partial pressure of oxygen to fraction of inspired 

oxygen [PaO2/FiO2]< 300 mmHg, and/or lung infiltrates > 50% within 

24 to 48 hours),  and 5% are critical (defined as respiratory failure, septic 

shock, and/or multiorgan dysfunction or failure) [6]. A significant 

proportion (10–29 %) of hospitalized patients develop severe respiratory 

failure (SRF) and acute respiratory distress syndrome (ARDS) requiring 

admission to the intensive care unit (ICU) [1,2]. Venous 

thromboembolism (VTE) is now recognized as one of the predominant 

cardiovascular hazards in patients with COVID-19 [6-18].  Many patients 

with COVID-19 have markedly abnormal coagulation parameters, 

particularly D-dimer elevation which correlates with mortality [7].   

In this review the epidemiology, pathophysiology, diagnosis and 

treatment of COVID-19 pulmonary thrombosis and thromboembolism are 

discussed.  

Epidemiology 

Accurate assessment of the true incidence of VTE in hospitalized patients 

with COVID -19 remain elusive, with estimates ranging from 4,8% to 

85%. [16] 

 The significant variability in the reported incidence is likely the 

consequence of multiple factors: assessment setting (ICU vs non-ICU), 

type of event counted (symptomatic vs asymptomatic), testing strategies 

(eg clinical suspicion vs systematic screening), and degree of 

thromboprophylaxis. [17] 

Several studies have demonstrated a high prevalence of VTE in patients 

with COVID-19 admitted to ICU, particularly lower leg deep vein 

thromboses (DVTs) in 25 % of 81 patients and pulmonary embolisms 

(PEs) in 20.6 % of 107 patients. [10-15] The frequency of symptomatic 

VTE in patients in ICU with COVID-19 has been reported to be 27 %. 

[10].    

In a meta-analysis comprising 36 studies and more than 11000 patients 

the pooled incidence of VTE in patients with COVID-19 was 17% (12% 

for DVT and 7,1% for PE). [14] 

In a recent Spanish, retrospective, case-control, multicenter study, PE 

incidence in COVID-19 patients at emergency department presentation 

was approximately ninefold (310 pe 100000 person-year) than that 

observed in the non COVID-19 population (35 per 100000 person-year) 

[18]     

A Study using a French National database compared 89530 patients 

admitted to the hospital with COVID-19 in France over a 2-month period 

with 45819 patients admitted with influenza over a similar 2-month 

period during the prior year. [19]      

VTE and PE rates were 4,9% and 3,4% respectively for patients with 

COVID-19 , but only 1,7% and 0,9% respectively, for patients with 

influenza. [19]     

Poissy et al. noted a PE incidence of 20,6% in 107 consecutive patients 

with COVID-19 admitted to the ICU during a 1-month period in 2020, 

which was significantly higher than the 6,1% incidence of PE for the 196 

patients admitted to the ICU during the same interval in 2019 , despite 

similar severity of illness scores. [15] 

Systematic screening for VTE has been shown to increase detection rates 

in patients without COVID-19. Voicu et al. [20] reported that 36% of 

mechanically ventilated patients with COVID-19 were diagnosed with 

DVT within 3 days after intubation when screened with compression 

ultrasonography.  Mirsadraee et al. performed systematic whole-body CT 

scanning on 72 patients with COVID-19 on admission to the ICU, noting 

that 34 patients (47%) demonstrated PE, which was suspected clinically 

in only 7%. [21]   

The presence of VTE in hospitalized patients with COVID-19 is 

associated with greater disease severity and increased mortality. Patients 

with PE more frequently require mechanical ventilation and ICU 

admission and have increased overall hospital length of stay. [22]    

In more than 3000 consecutive hospitalized patients with COVID-19 in a 

New York City Hospital ,after multivariate adjustment, both venous and 

arterial thrombosis were associated with increased mortality. [23] It is 

unclear whether thrombosis is a direct cause of worse outcome or merely 

a marker of more severe disease. [17]  

Pathophysiology 

Considering that VTE rates in patients hospitalized with COVID-19 are 

significantly higher than in historical control participants, probably other 

thrombotic mechanisms, beyond the classic VTE risk factors,   contribute. 

[24] 

The high rate of thrombosis in COVID-19 is driven by at least two 

interrelated processes: a hypercoagulable state responsible for large-

vessel thrombosis and thromboembolism and direct vascular and 

endothelial injury responsible for in situ microvascular thrombosis. [25] 

Early in the pandemic it became evident that patients with COVID-19 

showed a high release of inflammatory mediators, increased levels of 

factor VIII, von Willbrand factor, fibrinogen and local fibrinolysis with 

increased D-dimer. [7] A study of 2,377 hospitalized patients with 

COVID-19 showed that 76% of them had elevated D-dimer at 

presentation. [26] 

Although a multitude of inflammatory processes can increase D-dimer 

levels, to some extent its elevation is a sign of excessive activation of 

coagulation and hyperfibrinolysis. Thus D-dimer levels are often used to 

detect the presence of an active thrombus, despite having a high 

sensitivity but a low specificity. [11] 

It has been reported that a D-dimer cut-off value of 3000 ng/ml has a 

sensitivity, specificity, and negative predictive value for PE of 76,9%, 

94,9%, and 92,5%, respectively. [11] 

Other authors reported that a D-dimer of > 2,590 ng/ml was associated 

with a 17-fold increase in adjusted risk of PE in patients hospitalized with 

COVID-19. [27] 

Elevated D-dimer levels also are associated independently with more 

severe disease and increased mortality. [28,29]  

COVID-19 coagulopathy is characterized by increased levels of D-dimer, 

fibrinogen, thrombin, Factor VIII, Factor V, von Willebrand factor, and 

neutrophil extracellular traps. [17] 

Additionally, platelets from patients with COVID-19 are activated more 

efficiently than are platelets from both healthy controls and patients with 

non-COVID-19 ARDS. [17] 

In patients with COVID-19, are commonly observed elevated markers of 

systemic inflammation, particularly C-reactive protein and IL-6. [30] 

Immune and coagulation systems cross talk to provide effective host 

defense. [31] 

Immune cells and inflammatory cytokines promote the development of 

immunothrombi consisting of fibrin, monocytes, neutrophils, and 

platelets, which create a barrier against further pathogen invasion. [32] 

However excess inflammation and thrombosis can lead to exuberant 

thrombosis and organ dysfunction. [33] Neutrophil extracellular traps are 

expelled from neutrophils to capture and immobilize pathogens and also 

can activate immunothrombosis. [34]   
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Autopsy studies have shown diffuse endothelial inflammation in many 

organs, including lung, heart, liver, and kidney, with evidence of direct 

viral infection of endothelial cells by the SARS-COV2 virus. [35] 

Endothelial injury, particularly in the context of a hypercoagulable 

condition, likely is responsible for the high rates of microthrombosis 

observed in the pulmonary vasculature. [35]   

It has been noted that autopsies from patients with COVID-19 showed 

nine times more alveolar capillary microthrombi compared with autopsies 

from patients with ARDS secondary to H1N1 influenza. [36]      

High rates of microthrombosis have also been reported in the heart and 

skin. [17]   

Imaging studies have shown that thrombotic lesions in COVID-19 are 

smaller and more peripherally located compared with those in non-

COVID-19 acute PE, suggesting that some filling defects on CTPA, 

particularly isolated subsegmental PE, may reflect in situ pulmonary 

thrombosis instead of the typical embolization of thrombi from peripheral 

DVT. [14,21] 

Early in the pandemic it has been reported that although many patients 

with COVID-19 technically fulfilled the Berlin criteria for ARDS, many 

showed marked hypoxemia and elevated shunt fraction with only 

minimally affected lung compliance, particularly early in the course of 

disease. [37] 

Many non-intubated patients with COVID-19 demonstrate dramatic 

hypoxemia but lack proportional signs of respiratory distress, a condition 

coined “happy hypoxemia”. [38] 

It has been hypothesized that the presence of pulmonary microthrombi 

and macrothrombi, may explain the mismatch between gas exchange and 

lung compliance in severe COVID -.19. [39] 

Surprisingly, patients with COVID-19 requiring mechanical ventilation 

are characterized by low, not high pulmonary vascular resistance (PVR). 

[40] This finding is surprising given the high prevalence of PE in patients 

with COVID-19 in the ICU, as well as the high prevalence of elevated 

PVR in non-COVID ARDS. [41] 

Probably the hemodynamic effect of pulmonary thrombosis is mitigated 

by a primary pulmonary vasodilatory process in some patients with 

COVID-19, as demonstrated with dual-energy CT imaging in COVID-19 

pneumonia. [42] 

In addition together with high rates of pulmonary microthrombosis, high 

rates   of angiogenesis have been described in COVID-19. [36] 

Pulmonary macrothrombi and microthrombi increase PVR, whereas 

pulmonary vasodilation decreases PVR, so when both processes occur 

simultaneously, each can counterbalance the hemodynamic effect of the 

other. [43] 

The coexistence of vasodilatory and obliterative processes may offset 

each other hemodynamically, but their coexistence may amplify 

hypoxemia in COVID-19. [17]  

Diagnosis 

The diagnosis of pulmonary embolism begins with clinical suspicion. 

Clinical suspicion of PE in patients with COVID-19 pneumonia is 

diminished because the signs and symptoms of COVID-19 pneumonia 

mimic those of PE. Although clinical probability scores, such as Wells 

score, are helpful in raising clinical suspicion of PE, they have not been 

validated in patients with COVID-19 and probably underestimate the 

probability of PE in COVID-19.  [44]    

D-dimer together with clinical probability assessment, has great 

usefulness in ruling out PE in patients with low or intermediate 

probability of PE. D-dimer levels in COVID-19 correlate with rates of 

thrombosis, but it is not clear whether a particular D-dimer value “rules 

in” or “rules out” PE. [21] 

It has been reported that the D-dimer cut-off value of 3000 ng/mL has a 

sensitivity, specificity, and negative predictive value for PE of 76.9 %, 

94.9 %, and 92.5 %, respectively. [11] 

A study in which screening computed tomography pulmonary 

angiography (CTPA) was performed in patients with COVID-19 on 

admission to the ICU, D-dimer levels didn’t discriminate between 

patients with and without PE. [21]      

CTPA is the first-choice and the gold standard method for PE diagnosis. 

[45]     

The reported rate of positive CTPA in patients with COVID-19 and 

suspected PE varies widely with estimates ranging from 23% to 50%. [46-

49] This significant variability of the rate of positive CTPA in patients 

with COVID-19 is likely the consequence of multiple factors: -criteria 

used to request CTPA, assessment setting, patient’s clinical status 

(critically ill patients who are not stable enough for transfer to the 

radiology department), degree of thromboprophylaxis. [48, 49]. 

Prophylaxis and Treatment 

Several studies have demonstrated a high prevalence of VTE and PE in 

patients hospitalized with COVID-19, particularly in those admitted to the 

ICU. [10-15, 20-23]     

PE is one of the most common preventable causes of hospital death, and 

thromboprophylaxis is crucial in the care of hospitalized patients.  [50]    

A retrospective study demonstrated that the administration of 

prophylactic anticoagulation within 24 h of admission in patients with 

COVID-19 was associated with decreased mortality when compared with 

no prophylactic anticoagulation. [51] 

Critically ill patients with COVID-19 are at high risk for thrombosis and 

PE despite receiving standard-dose thromboprophylaxis. [15,21]  

Given the antithrombotic, anti-inflammatory and possibly antiviral 

properties of heparins, it has been hypothesized that anticoagulation with 

heparin administered at doses higher than conventionally used for venous 

thromboprophylaxis may improve outcomes. [23, 52-55]   

We studied, retrospectively, 92 patients with COVID-19 and severe 

respiratory failure, admitted to an Italian respiratory intensive care unit 

for non-invasive mechanical ventilation,     PE was diagnosed by CTPA in 

11 (12 %) patients despite treatment with intermediate- to full-dose 

enoxaparin. [56]   

However, the frequency of PE in our patient population was lower than 

that previously reported in similar patients. [15] 

Although our study probably underestimated the real frequency of PE, 

because only a small portion, (24 %) of patients underwent CTPA, it is 

possible to assume that the reduced PE incidence may have been due to 

the use of a higher-than-prophylactic dose of enoxaparin. [49] 

Our patients underwent CTPA only if there was a clinical suspicion of PE 

and/or in the presence of elevated D-dimer levels (> 3000 ng/ml), and if 

a patient’s clinical status allowed for a safe transfer to the radiology 

department. Considering these assumptions, 50 % of our patients who 

underwent CTPA had confirmed PE. [49] 

Our report had several limitations. First, this was a retrospective, single-

center study with a small sample size. Second, our study probably 

underestimated the actual frequency of PE because only a small portion 
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(24 %) of patients underwent CTPA, which is the gold standard for PE 

diagnosis. [45]  

In more than 4000 patients with COVID-19 at a New York Hospital with 

an aggressive anticoagulation protocol it was noted a trend toward a 

mortality reduction with therapeutic anticoagulation compared with 

prophylactic anticoagulation, but the difference wasn’t statistically 

significant. [56]   

In an open label, adaptive, multiplatform, controlled trial, patients 

hospitalized with COVID-19 and who were not critically ill (defined as 

absence of oxygen delivery by high-flow nasal cannula, non-invasive or 

invasive mechanical ventilation, or the use of vasopressors or inotropes) 

were  randomly assigned to receive pragmatically defined regimens of 

either therapeutic - dose anticoagulation with heparin or usual-care 

pharmacologic thromboprophylaxis. [57] The trial was stopped when 

prespecified criteria for the superiority of therapeutic-dose 

anticoagulation were met.  In non-critically ill patients hospitalized with 

COVID-19, therapeutic-dose anticoagulants with heparin (most 

commonly, low-molecular-weight heparin) increased the probability of 

survival until hospital discharge with a reduced need for ICU-level organ 

support at 21 days as compared with usual-care thromboprophylaxis. [57]   

In another open label, adaptive, multiplatform, randomized clinical trial, 

of the same group, critically ill patients with severe COVID-19 were 

randomly assigned to a pragmatically defined regimen of either 

therapeutic-dose anticoagulation with heparin or pharmacologic 

thromboprophylaxis in accordance with local usual care. [58] The trial 

was stopped when the prespecified criterion for futility was met for 

therapeutic-dose anticoagulation. In this multiplatform, randomized trial 

involving more than 1000 critically ill patients with confirmed COVID-

19, therapeutic-dose anticoagulation did not increase the probability of 

survival to hospital discharge or the number of days free of cardiovascular 

o respiratory organ support and had a 95% probability of being inferior to 

usual-care pharmacologic thromboprophylaxis. [58] It is possible that 

therapeutic-dose heparin cannot influence the cascade of inflammation, 

thrombosis, and organ injury in patients with advanced disease. [57]   In 

Contrast in non-critically ill patients with COVID-19 an initial strategy of 

therapeutic-dose anticoagulation with heparin increased the probability of 

survival until hospital discharge with reduced use of ICU-level organ 

support as compared with usual-care thromboprophylaxis. [57] 

The mainstay of the treatment of PE in patients with and without COVID-

19, to prevent further thrombosis and thromboembolism is 

Anticoagulation. [45] Initial treatment options include heparin, low-

molecular-weight heparin, fondaparinux and in low-risk patients, direct 

oral anticoagulants. [45]   In hospitalized critically ill patients with 

COVID-19 low-molecular-weight heparin or unfractionated heparin are 

preferred. [59] 

Guidelines about coagulopathy and prevention and management of VTE 

in patients with COVID-19 have been released by multiple organizations. 

[59] All guidelines agree that hospitalized patients with COVID-19 

should receive prophylactic dose anticoagulation for VTE. [59] Some 

guidelines report that intermediate dose anticoagulation can be considered 

for critically ill patients. [59] Several randomized trials have been 

developed to evaluate the risks and benefits of anticoagulation in patients 

with COVID-19 (visit ClinicalTrials.gov for the current list of trials). [58] 

Risk stratification of patients with PE is the central tool used to identify 

patients at increased risk of early death, who may benefit from reperfusion 

therapy, mechanical circulatory support, or both. [45] 

As described in European Society of Cardiology Guidelines, high risk PE 

is characterized by cardiac arrest, systolic BP < 90 mmHg, or requiring 

vasopressors, inotropes,or both. Intermediate-risk PE is characterized by 

normotension with signs of RV dysfunction on echocardiography or 

CTPA, elevated troponin levels, or an elevated PE severity index score. 

[45] 

If possible, patients with high-risk PE should undergo reperfusion 

therapy, mechanical circulatory support, or both. [45] Patients with 

intermediate-risk PE should be monitored closely for signs of clinical 

deterioration, and selected patients should undergo reperfusion therapy. 

[45]   

Given the potential pathophysiologic role of pulmonary microthrombosis, 

thrombolysis has been used in small case series of COVID-19 ARDS. [17]  

Currently, randomized trials evaluating the use of tissue plasminogen 

activator and Tenecteplase (ClinicalTrail.gov Identifier: NCT04357730; 

and Identifier: NCT045055920 respectively) in patients with COVID-19 

ARDS are underway. [17] 

Conclusions 

COVID-19 has been associated with inflammation and a prothrombotic 

state. 

Several studies have demonstrated an high prevalence of VTE, and PE, 

particularly in patients admitted to the ICU, even in those receiving 

prophylactic anticoagulation.  

COVID-19 is characterized by a hypercoagulable state responsible for 

large-vessel thrombosis and thromboembolism and direct vascular and 

endothelial injury responsible for in situ microvascular thrombosis. 

Diagnosing PE in patients with COVID-19 pneumonia may be 

challenging, because the two pathologies share many signs and 

symptoms.  

 Guidelines released by multiple organizations, agree that hospitalized 

patients with COVID-19 should receive prophylactic dose 

anticoagulation for VTE.    

In non-critically ill patients hospitalized with COVID-19, therapeutic-

dose anticoagulants with heparin increased the probability of survival 

until hospital discharge with a reduced need for ICU-level organ support 

at 21 days as compared with usual-care thromboprophylaxis. Several 

randomized trials have been developed to evaluate the risks and benefits 

of anticoagulation in patients with COVID-19.   

References 

1. Guan WJ, Ni ZY, Yu H, et al; China Medical Treatment Expert 

Group for Covid-19. Clinical characteristics of coronavirus 

disease 2019 in China. N Eng J Med. 2020;382:1708–1720.  

2.  Huang C, Wang Y, Li X, et al. Clinical features of patients 

infected with 2019 novel coronavirus in Wuhan, China. Lancet. 

2020;395:497–506. 

3. Chen N, Zhou M, Dong X, et al. Epidemiological and clinical 

characteristics of 99 cases of 2019 novel coronavirus pneumonia 

in Wuhan, China: a descriptive study. Lancet. 2020;395:507–513.  

4.  Wang D, Hu B, Hu C, et al. Clinical characteristics of 138 

hospitalized patients with 2019 novel coronavirus-infected 

pneumonia in Wuhan, China. JAMA. 2020;323:1061–1069.  

5. World Health Organization  weekly epidemiological update on 

COVID 19 – 16 November 2021. 

6. Wu Z, McGoogan JM. Characteristics of and important lessons 

from the coronavirus disease 2019 (COVID-19) outbreak in 

China: summary of a report of 72,314 cases from the Chinese 

Center for Disease Control and Prevention. JAMA. 

2020;323(13):1239-1242 

7. Tang N, Li D, Wang X, Sun Z. Abnormal coagulation parameters 

are associated with poor prognosis in patients with novel 

coronavirus pneumonia. J Thromb Haemost. 2020;18:844–847. 

https://www.nejm.org/doi/full/10.1056/nejmoa2002032
https://www.nejm.org/doi/full/10.1056/nejmoa2002032
https://www.nejm.org/doi/full/10.1056/nejmoa2002032
https://www.sciencedirect.com/science/article/pii/S2213260020300795
https://www.sciencedirect.com/science/article/pii/S2213260020300795
https://www.sciencedirect.com/science/article/pii/S2213260020300795
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(20)30211-7/fulltext
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(20)30211-7/fulltext
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(20)30211-7/fulltext
https://pubmed.ncbi.nlm.nih.gov/32031570/
https://pubmed.ncbi.nlm.nih.gov/32031570/
https://pubmed.ncbi.nlm.nih.gov/32031570/
https://www.who.int/publications/m/item/weekly-epidemiological-update-on-covid-19---16-november-2021
https://www.who.int/publications/m/item/weekly-epidemiological-update-on-covid-19---16-november-2021
https://pubmed.ncbi.nlm.nih.gov/32091533/
https://pubmed.ncbi.nlm.nih.gov/32091533/
https://pubmed.ncbi.nlm.nih.gov/32091533/
https://pubmed.ncbi.nlm.nih.gov/32091533/
https://pubmed.ncbi.nlm.nih.gov/32091533/
https://onlinelibrary.wiley.com/doi/full/10.1111/jth.14817
https://onlinelibrary.wiley.com/doi/full/10.1111/jth.14817
https://onlinelibrary.wiley.com/doi/full/10.1111/jth.14817


j. Clinical Cardiology and Cardiovascular Interventions                                                                                                                              Copy rights@ Scarduelli Cleante et.al. 

 

 
Auctores Publishing LLC – Volume 5(1)-236 www.auctoresonline.org  
ISSN: 2641-0419   Page 5 of 6 

8. 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;18:1094–1099. . 

9. Zhang Y, Xiao M, Zhang S, et al. Coagulopathy and 

antiphospholipid antibodies in patients with Covid-19. N Eng J 

Med. 2020;382:e38.  

10. F.A. Klok,  M.J.H.A.  Kruip, N.J.M. van der Meer, M.S. 

Arbous,    D.A.M.P.J. Gommers, K.M. Kant,  F.H.J. Kaptein,  J. 

van Paassen,  M.A.M. Stals,  M.V.  Huisman, H. Endeman, 

Incidence of thrombotic complications in critically ill ICU 

patients with COVID-19, Thromb.  Res. 2020;191:145-[N1] 147. 

11. Cui S, Chen S, Li X, Liu S, Wang F. Prevalence of venous 

thromboembolism in patients with severe novel coronavirus 

pneumonia. J Thromb Haemost. 2020;18:1421–1424. 

12. Piazza G, Campia U, Hurwitz S, et al. Registry of arterial and 

venous thromboembolic complications in patients with COVID-

19. JACC. 2020;76:2060–2072. 

13. Bikdeli B, Madhavan MV, Jimenez D, et al. COVID-19 and 

thrombotic and thromboembolic disease: implications for 

prevention, antithrombotic therapy, and follow-up: JACC State-

of-the-art review. J Am Coll Cardiol. 2020;75:2950–2973. 

14. Jimenez D, García-Sanchez A, Rali P, et al. Incidence of VTE and 

bleeding among hospitalized patients with coronavirus disease 

2019: a systematic review and meta-analysis. Chest. 

2021;159(3):1182-1196. 

15. Poissy J, Goutay J, Caplan M, et al; Lille ICU Haemostasis 

COVID-19 Group. Pulmonary embolism in COVID-19 patients: 

awareness of an increased prevalence. 

16. Lodigiani C, Iapichino G, Carenzo L, et al; Humanitas COVID-

19 Task Force. Venous and arterial thromboembolic 

complications in COVID-19 patients admitted to an academic 

hospital in Milan, Italy. Thromb Res. 2020;191:9–14. 

17. Poor HD MD Pulmonary Thrombosis and Thromboembolism in 

COVID- 19. Chest 2021; 160(4): 1471-1480. 

18. Miro’ O, Jimenez S, Mebazaa A et. Al  Pulmonary embolism in 

patients with COVID-19 : Incidence, risk factors, clinical 

characteristics, and outcome. Eur. Heart Journal 2021; 42:3127-

3142.  

19. Piroth L, Cottenet J, Mariet A-S et al. Comparison of the 

characteristics, morbidity, and mortality of COVID-19 and 

seasonal influenza : a nationwide, population-based retrospective 

cohort study. Lancet Respir. Med. 2021;9(3): 251-259. 

20. Voicu S, Bonnin P, Stepanian A et al. High prevalence of deep 

vein thrombosis in mechanically ventilated  COVID-19 patients. 

J Am Coll Cardiol. 2020;76(4): 480-482. 

21. Mirsadraee S, Gorog DA, Mahon CF et al. Prevalence of 

thrombotic complications in ICU -treated patients with 

coronavirus disease 2019 detected with systematic CT scanning. 

Crit Care Med. 2021;49(5): 804-815.  

22. Bompard F, Monnier H, Saab I et al. Pulmonary embolism in 

patients with COVID-19 pneumonia. Eur. Resp. J. 2020;56(1): 

201365. 

23. Bilaloglu S, Aphinyanaphongs Y, Jones S et al. Thrombosis in 

hospitalized patients with COVID-19 in a New York City health 

system. JAMA 2020;324(8):799-801. 

24. Anderson FA jr, Spencer FA. Risk factors for venous 

thromboembolism. Circulation 2003;107(23 suppl. 1): I9-[N2] 16. 

25. Iba T, Levi M, Connors JM et al. Coagulopathy of coronavirus 

disease 2019. Crit, Care Med. 2020;48(9):1358-1364. 

26. Berger JS, Kunichoff D, Adhikari S et al. Prevalence and 

outcomes of D-dimer elevation in hospitalized patients with 

COVID-19. Arterioscler Thromb Vasc Biol. 2020;40(10): 2539-

2547.  

27. Mouhat B, Besutti M, Bouiller K, et al. Elevated D-dimer and lack 

of anticoagulation predict PE in severe COVID-19 patients. Eur 

Respir J. 2020;56(4):2001811 

28. Zhou F, Yu T, Du R, et al. Clinical course and risk factors for 

mortality of adults inpatients with COVID-19 in Wuhan, China: a 

retrospective cohort study. Lancet 2020;395(10229):1054-1062. 

29. Cummings MJ, Baldwin MR, Abrams D, et al. Epidemiology , 

clinical course, and outcomes  of critically ill adults with COVID-

19 in New York City: a prospective cohort study. Lancet 2020; 

395(10239): 1763-1770. 

30. Chen G, Wu D, Guao W, et al. Clinical and immunological 

features of severe and moderate coronavirus disease 2019. J Clin 

Invest 2020;130(5): 2620-2629. 

31. Hamilton DO, Pizzi R, Ageno W. Welters ID. Hypercoagulability 

in severe COVID-19: implications for acute care. Thromb 

Haemost. 2020; 120(12):1654-1667.   

32. Thachil J, Srivastava A. SARS-2 coronavirus-associated 

hemostatic lung abnormality in COVID-19: is it pulmonary 

thrombosis or pulmonary embolism?. Semin Thromb  Hemost. 

2020;46(7): 777-780.  

33. Colling ME, Kanthi Y. COVID-19 associated coagulopathy: an 

exploration of mechanisms. Vasc Med. 2020;25(5): 471-478. 

34. Barnes BJ, Adrover JM, Baxter-StoltzfusA, et al. Targeting 

potential drivers of COVID-19: neutrophil extracellular traps. J 

Exp Med. 2020;217(6): e20200652., 

35. Varga Z, Flammer AJ, Steiger P, et al. Endothelial cell infection 

and endothelitis in COVID-19. Lancet 2020;395(10234):1417-

1418. 

36. Ackermann  M, Verleden SE, Kuehnel M, et al. Pulmonary 

vascular endothelialitis, thrombosis, and angiogenesis in COVID-

19. N Eng J Med. 2020;383(2):120-128.  

37. Gattinoni L, Coppola S, Cressoni M,et al.  COVID-19 does not 

lead to a “typical” acute respiratory distress syndrome. Am J 

Respir Crit Care Med. 2020;201(10):1299-1300. 

38. Tobin MJ, Laghi F, Jurban A. Why COVID-19 silent hypoxemia 

is baffling to physicians. Am J Respir Crit Care Med. 

2020;202(3):356-360. 

39. Poor HD, Ventetuolo CE, Tolbert T, et al. COVID-19 critical 

illness pathophysiology driven by diffuse pulmonary thrombi and 

pulmonary endothelial dysfunction responsive to thrombolysis . 

Clin Transl Med. 2020;10(2):e44 

40. Caravita S, Baratto C, Di Marco F, et al Haemodynamic 

characteristics of COVID-19 patients with acute respiratory 

distress syndrome requiring mechanical ventilation . An invasive 

assessment using right heart catheterization. Eur J Heart Fail. 

2020;22(12):2228-2237. 

41. Bull TM, Clark B, McFann K et al. National Institutes of Health 

/National Heart, Lung, and Blood Institute ARDS Network. 

Pulmonary vascular dysfunction is associated with poor outcomes 

in patients with acute lung injury. Am J Respir Crit Care Med. 

2010;182(9):1123-1128. 

42. Lang M, Som A, Mendoza DP, et al. Hypoxemia related to 

COVID-19: vascular and perfusion abnormalities on dual-energy 

CT. Lancet Infect. Dis. 2020;20(12):1365-1366.   

43. Reynolds AS, Lee AG, Renz J, et al. Reply to Cherian et al: 

positive bubble study in severe COVID-19 indicates the 

development of anatomical intrapulmonary shunts in response to 

microvascular occlusion. Am J Respir Crit Care Med. 

2021;203(2):265-266. 

44. Kirsh B, Aziz M, Kumar S, et al. Wells score to predict pulmonary 

embolism in patients with coronavirus disease 2019. Am J Med. 

2021;134(5): 688-690. 

45. Konstantinides SV, Meyer G, Becattini C, et al. 2019 ESC 

guidelines for the diagnosis and management of acute pulmonary 

https://onlinelibrary.wiley.com/doi/full/10.1111/jth.14817
https://onlinelibrary.wiley.com/doi/full/10.1111/jth.14817
https://onlinelibrary.wiley.com/doi/full/10.1111/jth.14817
https://onlinelibrary.wiley.com/doi/full/10.1111/jth.14817
https://www.nejm.org/doi/full/10.1056/nejmc2007575
https://www.nejm.org/doi/full/10.1056/nejmc2007575
https://www.nejm.org/doi/full/10.1056/nejmc2007575
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7146714/https:/mail.google.com/mail/u/0/#m_4855529932426094059__msocom_1
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7146714/https:/mail.google.com/mail/u/0/#m_4855529932426094059__msocom_1
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7146714/https:/mail.google.com/mail/u/0/#m_4855529932426094059__msocom_1
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7146714/https:/mail.google.com/mail/u/0/#m_4855529932426094059__msocom_1
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7146714/https:/mail.google.com/mail/u/0/#m_4855529932426094059__msocom_1
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7146714/https:/mail.google.com/mail/u/0/#m_4855529932426094059__msocom_1
https://www.sciencedirect.com/science/article/pii/S2589537020303837
https://www.sciencedirect.com/science/article/pii/S2589537020303837
https://www.sciencedirect.com/science/article/pii/S2589537020303837
https://www.jacc.org/doi/abs/10.1016/j.jacc.2020.08.070
https://www.jacc.org/doi/abs/10.1016/j.jacc.2020.08.070
https://www.jacc.org/doi/abs/10.1016/j.jacc.2020.08.070
https://www.jacc.org/doi/abs/10.1016/j.jacc.2020.04.031
https://www.jacc.org/doi/abs/10.1016/j.jacc.2020.04.031
https://www.jacc.org/doi/abs/10.1016/j.jacc.2020.04.031
https://www.jacc.org/doi/abs/10.1016/j.jacc.2020.04.031
https://www.sciencedirect.com/science/article/pii/S0012369220351461
https://www.sciencedirect.com/science/article/pii/S0012369220351461
https://www.sciencedirect.com/science/article/pii/S0012369220351461
https://www.sciencedirect.com/science/article/pii/S0012369220351461
https://pubmed.ncbi.nlm.nih.gov/32330083/
https://pubmed.ncbi.nlm.nih.gov/32330083/
https://pubmed.ncbi.nlm.nih.gov/32330083/
https://www.sciencedirect.com/science/article/abs/pii/S0049384809005465
https://www.sciencedirect.com/science/article/abs/pii/S0049384809005465
https://www.sciencedirect.com/science/article/abs/pii/S0049384809005465
https://www.sciencedirect.com/science/article/abs/pii/S0049384809005465
https://www.sciencedirect.com/science/article/pii/S0012369221011260
https://www.sciencedirect.com/science/article/pii/S0012369221011260
https://academic.oup.com/eurheartj/article/42/33/3127/6308640?login=true
https://academic.oup.com/eurheartj/article/42/33/3127/6308640?login=true
https://academic.oup.com/eurheartj/article/42/33/3127/6308640?login=true
https://academic.oup.com/eurheartj/article/42/33/3127/6308640?login=true
https://www.sciencedirect.com/science/article/pii/S2213260020305270
https://www.sciencedirect.com/science/article/pii/S2213260020305270
https://www.sciencedirect.com/science/article/pii/S2213260020305270
https://www.sciencedirect.com/science/article/pii/S2213260020305270
https://www.jacc.org/doi/full/10.1016/j.jacc.2020.05.053
https://www.jacc.org/doi/full/10.1016/j.jacc.2020.05.053
https://www.jacc.org/doi/full/10.1016/j.jacc.2020.05.053
https://www.ingentaconnect.com/content/wk/ccm/2021/00000049/00000005/art00028
https://www.ingentaconnect.com/content/wk/ccm/2021/00000049/00000005/art00028
https://www.ingentaconnect.com/content/wk/ccm/2021/00000049/00000005/art00028
https://www.ingentaconnect.com/content/wk/ccm/2021/00000049/00000005/art00028
https://www.thrombosisresearch.com/article/S0049-3848(20)30485-0/fulltext
https://www.thrombosisresearch.com/article/S0049-3848(20)30485-0/fulltext
https://www.thrombosisresearch.com/article/S0049-3848(20)30485-0/fulltext
https://pubmed.ncbi.nlm.nih.gov/32702090/
https://pubmed.ncbi.nlm.nih.gov/32702090/
https://pubmed.ncbi.nlm.nih.gov/32702090/
https://www.ahajournals.org/doi/full/10.1161/01.CIR.0000078469.07362.E6https:/mail.google.com/mail/u/0/#m_4855529932426094059__msocom_2
https://www.ahajournals.org/doi/full/10.1161/01.CIR.0000078469.07362.E6https:/mail.google.com/mail/u/0/#m_4855529932426094059__msocom_2
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7255402/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7255402/
https://www.ahajournals.org/doi/full/10.1161/ATVBAHA.120.314872
https://www.ahajournals.org/doi/full/10.1161/ATVBAHA.120.314872
https://www.ahajournals.org/doi/full/10.1161/ATVBAHA.120.314872
https://www.ahajournals.org/doi/full/10.1161/ATVBAHA.120.314872
https://erj.ersjournals.com/content/56/4/2001811.short
https://erj.ersjournals.com/content/56/4/2001811.short
https://erj.ersjournals.com/content/56/4/2001811.short
https://www.sciencedirect.com/science/article/pii/S0140673620305663
https://www.sciencedirect.com/science/article/pii/S0140673620305663
https://www.sciencedirect.com/science/article/pii/S0140673620305663
https://www.sciencedirect.com/science/article/pii/S0140673620311892
https://www.sciencedirect.com/science/article/pii/S0140673620311892
https://www.sciencedirect.com/science/article/pii/S0140673620311892
https://www.sciencedirect.com/science/article/pii/S0140673620311892
https://www.jci.org/articles/view/137244?fbclid=IwAR0HcF1DebxTN_FfVIL-V3AJFz2xixrR4zIzsi8_xDeIHGjuyofdhnCydh0
https://www.jci.org/articles/view/137244?fbclid=IwAR0HcF1DebxTN_FfVIL-V3AJFz2xixrR4zIzsi8_xDeIHGjuyofdhnCydh0
https://www.jci.org/articles/view/137244?fbclid=IwAR0HcF1DebxTN_FfVIL-V3AJFz2xixrR4zIzsi8_xDeIHGjuyofdhnCydh0
https://www.thieme-connect.com/products/ejournals/html/10.1055/s-0040-1721487
https://www.thieme-connect.com/products/ejournals/html/10.1055/s-0040-1721487
https://www.thieme-connect.com/products/ejournals/html/10.1055/s-0040-1721487
https://www.thieme-connect.com/products/ejournals/html/10.1055/s-0040-1712155
https://www.thieme-connect.com/products/ejournals/html/10.1055/s-0040-1712155
https://www.thieme-connect.com/products/ejournals/html/10.1055/s-0040-1712155
https://www.thieme-connect.com/products/ejournals/html/10.1055/s-0040-1712155
https://journals.sagepub.com/doi/full/10.1177/1358863X20932640
https://journals.sagepub.com/doi/full/10.1177/1358863X20932640
https://rupress.org/jem/article/217/6/e20200652/151683/Targeting-potential-drivers-of-COVID-19-Neutrophil
https://rupress.org/jem/article/217/6/e20200652/151683/Targeting-potential-drivers-of-COVID-19-Neutrophil
https://rupress.org/jem/article/217/6/e20200652/151683/Targeting-potential-drivers-of-COVID-19-Neutrophil
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(20)30937-5/fulltext?utm_campaign=tlcoronavirus20&utm_source=twitter&utm_medium=social
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(20)30937-5/fulltext?utm_campaign=tlcoronavirus20&utm_source=twitter&utm_medium=social
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(20)30937-5/fulltext?utm_campaign=tlcoronavirus20&utm_source=twitter&utm_medium=social
https://www.nejm.org/doi/full/10.1056/NEJMoa2015432
https://www.nejm.org/doi/full/10.1056/NEJMoa2015432
https://www.nejm.org/doi/full/10.1056/NEJMoa2015432
https://www.atsjournals.org/doi/full/10.1164/rccm.202003-0817LE
https://www.atsjournals.org/doi/full/10.1164/rccm.202003-0817LE
https://www.atsjournals.org/doi/full/10.1164/rccm.202003-0817LE
https://www.atsjournals.org/doi/full/10.1164/rccm.202006-2157CP
https://www.atsjournals.org/doi/full/10.1164/rccm.202006-2157CP
https://www.atsjournals.org/doi/full/10.1164/rccm.202006-2157CP
https://onlinelibrary.wiley.com/doi/full/10.1002/ctm2.44
https://onlinelibrary.wiley.com/doi/full/10.1002/ctm2.44
https://onlinelibrary.wiley.com/doi/full/10.1002/ctm2.44
https://onlinelibrary.wiley.com/doi/full/10.1002/ctm2.44
https://pubmed.ncbi.nlm.nih.gov/33200458/
https://pubmed.ncbi.nlm.nih.gov/33200458/
https://pubmed.ncbi.nlm.nih.gov/33200458/
https://pubmed.ncbi.nlm.nih.gov/33200458/
https://pubmed.ncbi.nlm.nih.gov/33200458/
https://www.atsjournals.org/doi/full/10.1164/rccm.201002-0250OC
https://www.atsjournals.org/doi/full/10.1164/rccm.201002-0250OC
https://www.atsjournals.org/doi/full/10.1164/rccm.201002-0250OC
https://www.atsjournals.org/doi/full/10.1164/rccm.201002-0250OC
https://www.atsjournals.org/doi/full/10.1164/rccm.201002-0250OC
https://www.thelancet.com/journals/laninf/article/PIIS1473-3099(20)30367-4/fulltext
https://www.thelancet.com/journals/laninf/article/PIIS1473-3099(20)30367-4/fulltext
https://www.thelancet.com/journals/laninf/article/PIIS1473-3099(20)30367-4/fulltext
https://www.atsjournals.org/doi/full/10.1164/rccm.202009-3404LE
https://www.atsjournals.org/doi/full/10.1164/rccm.202009-3404LE
https://www.atsjournals.org/doi/full/10.1164/rccm.202009-3404LE
https://www.atsjournals.org/doi/full/10.1164/rccm.202009-3404LE
https://www.atsjournals.org/doi/full/10.1164/rccm.202009-3404LE
https://www.sciencedirect.com/science/article/pii/S0002934320311086
https://www.sciencedirect.com/science/article/pii/S0002934320311086
https://www.sciencedirect.com/science/article/pii/S0002934320311086
https://link.springer.com/article/10.1007/s00392-019-01593-w
https://link.springer.com/article/10.1007/s00392-019-01593-w


j. Clinical Cardiology and Cardiovascular Interventions                                                                                                                              Copy rights@ Scarduelli Cleante et.al. 

 

 
Auctores Publishing LLC – Volume 5(1)-236 www.auctoresonline.org  
ISSN: 2641-0419   Page 6 of 6 

embolism developed in collaboration with the European 

Respiratory Society (ERS). Eur Heart J. 2020;41:543-603.  

46.  Grillet F, Behr J, Calame P et al. Acute pulmonary embolism 

associated with COVID-19 pneumonia detected with pulmonary 

CT angiography. Radiology. 2020;296(3): E186-E8 

47. Kaminetzky M, Moore W, Fansiwala K et al. Pulmonary 

embolism on CTPA in COVID-19 patients. Radiology 

Cardiothoracic Imaging . 2020;2(4) 

48. Sadjad Riyahi; Hreedi Dev, Ashkan Behzadi et al. Pulmonary 

embolism in Hospitalized Patients with COVID-19 : A 

Multicenter Study. Radiology 2021 Dec;301(3):E426-E433. doi: 

10.1148/radiol.2021210777. Epub 2021 Jul 13. 

49. Scarduelli C, Inglese F, Beccaria M, et al.  C. Pulmonary 

embolism in patients with severe COVID-19 treated with 

intermediate- to full-dose enoxaparin: A retrospective study. 

Monaldi Arch Chest Dis. 2021;91:1758 

50. Kahn SR, Lim W, Dunn AS, et al. Prevention of VTE in 

nonsurgical patients: Antithrombotic Therapy and Prevention of 

Thrombosis. Chest 2012;141(2 suppl): e195s-e226s.  

51. Rentsch CT, Beckman J, Tomlinson L. 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 

52. Godoy LC, Goligher EC, Lawler PR, et al. Anticipating and 

managing coagulopathy and thrombotic manifestations of severe 

COVID-19. CMAJ 2020;192(40):E1156-E1161. 

53. Clausen TM, Sandoval DR, Spliid CB, et al. SARS-COV2 

infection depends on cellular heparan sulfate and ACE2. Cell 

2020;183(4):1043.e15-1057.e15 

54. Buijsers B, Yanginlar C, Maciej-Hulme ML, et al. Beneficial non-

anticoagulant mechanisms undelying heparin treatment of 

COVID-19patients. EBioMedicine 2020;59:102969 

55. Mycroft-West CJ, Su D, Pagani I, et al. Heparin inhibits cellular 

invasion by SARS-COV-2 structural dependence of the 

interaction of the spike S1 receptor-binding domain with heparin. 

Throb Haemost 2020;120:1700-1715 

56. Nadkarni GN, Lala A, Bagiella E, et al. Anticoagulation, bleeding, 

mortality, and pathology in hospitalized patients with COVID-19. 

J Am Coll Cardiol. 2020;76(16);1815-1826. 

57. The ATTACC, ACTIV-4a, and REMAP-CAP Investigators. 

Therapeutic Anticoagulation with Heparin in Noncritically Ill 

Patients with COVID-19. Published on August 4 2021 N Eng J 

Med. DOI:10.1056/NEJMoa2105911 

58. The REMAP-CAP, ACTIV-4a, and ATTACC Investigators. 

Therapeutic Anticoagulation with Heparin in Critically Ill Patients 

with COVID-19.  Published on August 4 2021 N Eng J Med. 

DOI:10.1056/NEJMoa210341 

59. National Institute of Health. Coronavirus Disease 2019 (COVID-

19) treatment guidelines. Accessed December 6, 2021.  

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 

 

 This work is licensed under Creative    
   Commons Attribution 4.0 License 
 

 

To Submit Your Article Click Here: Submit Manuscript 

 

DOI: 10.31579/2641-0419/236

 

Ready to submit your research? Choose Auctores and benefit from:  
 

 fast, convenient online submission 

 rigorous peer review by experienced research in your field  

 rapid publication on acceptance  

 authors retain copyrights 

 unique DOI for all articles 

 immediate, unrestricted online access 

 

At Auctores, research is always in progress. 

 

Learn more  https://www.auctoresonline.org/journals/clinical-cardiology-and-

cardiovascular-interventions 

https://link.springer.com/article/10.1007/s00392-019-01593-w
https://link.springer.com/article/10.1007/s00392-019-01593-w
https://pubs.rsna.org/doi/full/10.1148/radiol.2020201544
https://pubs.rsna.org/doi/full/10.1148/radiol.2020201544
https://pubs.rsna.org/doi/full/10.1148/radiol.2020201544
https://pubs.rsna.org/doi/full/10.1148/ryct.2020200308
https://pubs.rsna.org/doi/full/10.1148/ryct.2020200308
https://pubs.rsna.org/doi/full/10.1148/ryct.2020200308
https://pubs.rsna.org/doi/full/10.1148/radiol.2021210777
https://pubs.rsna.org/doi/full/10.1148/radiol.2021210777
https://pubs.rsna.org/doi/full/10.1148/radiol.2021210777
https://pubs.rsna.org/doi/full/10.1148/radiol.2021210777
https://monaldi-archives.org/index.php/macd/article/view/1758
https://monaldi-archives.org/index.php/macd/article/view/1758
https://monaldi-archives.org/index.php/macd/article/view/1758
https://monaldi-archives.org/index.php/macd/article/view/1758
https://www.sciencedirect.com/science/article/abs/pii/S001236921260124X
https://www.sciencedirect.com/science/article/abs/pii/S001236921260124X
https://www.sciencedirect.com/science/article/abs/pii/S001236921260124X
https://www.bmj.com/content/372/bmj.n311
https://www.bmj.com/content/372/bmj.n311
https://www.bmj.com/content/372/bmj.n311
https://www.bmj.com/content/372/bmj.n311
https://www.cmaj.ca/content/192/40/E1156.short
https://www.cmaj.ca/content/192/40/E1156.short
https://www.cmaj.ca/content/192/40/E1156.short
https://www.sciencedirect.com/science/article/pii/S0092867420312307
https://www.sciencedirect.com/science/article/pii/S0092867420312307
https://www.sciencedirect.com/science/article/pii/S0092867420312307
https://www.sciencedirect.com/science/article/pii/S2352396420303455
https://www.sciencedirect.com/science/article/pii/S2352396420303455
https://www.sciencedirect.com/science/article/pii/S2352396420303455
https://www.biorxiv.org/content/10.1101/2020.04.28.066761v2.abstract
https://www.biorxiv.org/content/10.1101/2020.04.28.066761v2.abstract
https://www.biorxiv.org/content/10.1101/2020.04.28.066761v2.abstract
https://www.biorxiv.org/content/10.1101/2020.04.28.066761v2.abstract
https://www.jacc.org/doi/abs/10.1016/j.jacc.2020.08.041
https://www.jacc.org/doi/abs/10.1016/j.jacc.2020.08.041
https://www.jacc.org/doi/abs/10.1016/j.jacc.2020.08.041
https://www.nejm.org/doi/full/10.1056/NEJMoa2105911
https://www.nejm.org/doi/full/10.1056/NEJMoa2105911
https://www.nejm.org/doi/full/10.1056/NEJMoa2105911
https://www.nejm.org/doi/full/10.1056/NEJMoa2105911
https://pubmed.ncbi.nlm.nih.gov/34351722/
https://pubmed.ncbi.nlm.nih.gov/34351722/
https://pubmed.ncbi.nlm.nih.gov/34351722/
https://pubmed.ncbi.nlm.nih.gov/34351722/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7724996/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7724996/
file:///C:/C/Users/web/AppData/Local/Adobe/InDesign/Version%2010.0/en_US/Caches/InDesign%20ClipboardScrap1.pdf
https://auctoresonline.org/submit-manuscript?e=77

