
Association of early enoxaparin
prophylactic anticoagulation with
ICU mortality in critically ill
patients with chronic obstructive
pulmonary disease: a machine
learning-based retrospective
cohort study

Shan Lin1*†, Jing Zhang2†, Xin Dang1 and Qingyuan Zhan3*
1Department of Respiratory and Critical Care Medicine, Affiliated Hospital of North Sichuan Medical
College, Nanchong, Sichuan, China, 2Department of Otolaryngology Head and Neck Surgery, Affiliated
Hospital of North Sichuan Medical College, Nanchong, Sichuan, China, 3Department of Pulmonary and
Critical Care Medicine, Center of Respiratory Medicine, National Center for Respiratory Medicine, China-
Japan Friendship Hospital, Beijing, China

Background: Chronic obstructive pulmonary disease (COPD) is a major
contributor to global morbidity and mortality, particularly during acute
exacerbations that frequently require intensive care unit (ICU) admissions.
Considering the hypercoagulability associated with COPD, which intensifies
during acute episodes, prophylactic anticoagulation therapy may help reduce
ICU mortality. However, this potential has not been explored specifically in this
population of patients.

Methods: We conducted a retrospective cohort study using data from the
Medical Information Mart for Intensive Care IV, spanning patient records from
2008 to 2019 at the Beth Israel Deaconess Medical Center in Boston. This study
focused on critically ill patients with COPD, employing feature selectionmethods,
to identify key variables influencing clinical outcomes. The impact of prophylactic
enoxaparin on prognosis was assessed using logistic regression models and
Kaplan–Meier survival analysis.

Results: Our analysis included 4,433 critically ill patients with COPD, of whom
446 received enoxaparin within the first 72 h of ICU admission. The primary
analysis showed that patients treated with enoxaparin experienced a 48% lower
ICU mortality (odds ratio 0.52 [95% confidence interval 0.31–0.86]) than that of
those not treated with enoxaparin, with an E-value of 3.26. This association
between enoxaparin use and lower ICU mortality persisted across all subgroups
examined. Additionally, a visual analysis of patients with varying Oxford acute
severity of illness score (OASIS) indicated that early enoxaparin use was linked to
an improved prognosis in critically ill patients with COPD who had higher OASIS
than in those without.

Conclusion: Early initiation of prophylactic enoxaparin therapy was significantly
associated with low ICU mortality in critically ill patients with COPD, especially in
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high-risk subgroups. These findings support the need for randomized controlled
trials to confirm the effectiveness of thromboprophylaxis in this specific patient
population and to evaluate the potential bleeding risks.
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enoxaparin, prophylactic anticoagulation, chronic obstructive pulmonary disease, critical
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Introduction

Chronic obstructive pulmonary disease (COPD) is a widespread
chronic respiratory condition that significantly affects global health
and impacts approximately 10% of the global population. It is one of
the leading causes of death and disability among chronic diseases, as
reported in the Global Burden of Disease study (GBD Chronic
Respiratory Disease Collaborators, 2017; GBD Disease and Injury
Incidence and Prevalence Collaborators, 2015; Wang et al., 2018).
Acute exacerbations of COPD (AECOPD) frequently result in
complications, such as respiratory failure, severe infections, and
heart failure, often necessitating intensive care unit (ICU)
admissions. Studies indicate that 10%–20% of patients with
AECOPD require intensive care, a figure that increases to 20%–
30% in cases accompanied by severe hypoxemia, hypercapnia,
acidosis, or impaired consciousness (Esteban et al., 2002; Seneff
et al., 1995). The need for ICU care increases sharply with disease
severity, the presence of comorbidities, and the complexity of
complications. Unfortunately, once admitted to the ICU, patients
with AECOPD face a high risk of mortality, with rates ranging from
10% to 30% (Alzaabi et al., 2024; Xie et al., 2024).

COPD, particularly during the moderate-to-severe stages and acute
exacerbations, is characterized by a persistent systemic inflammatory
state. Chronic inflammation significantly contributes to endothelial
dysfunction, platelet activation, and hypercoagulability, thereby
increasing the risk of thrombotic events (Agapakis et al., 2016;
Fawzy et al., 2023). Further compounding these risks are
comorbidities, such as pulmonary hypertension and right ventricular
dysfunction, which are commonly seen in the advanced stages of
COPD. These conditions alter blood rheology and promote venous
stasis (Cavaillès et al., 2013). Clinical studies have consistently shown a
high prevalence of coagulation abnormalities—including elevated
D-dimer levels, increased coagulation factor activity, and enhanced
platelet aggregation—in patients with COPD. Notably, most of patients
with COPD exhibit measurable disturbances in their
coagulation–fibrinolysis balance, particularly during acute
exacerbations (Duvoix et al., 2013; Kyriakopoulos et al., 2021).
Hospitalized patients with AECOPD also exhibit significantly higher
D-dimer levels than those of patients in stable condition, suggesting an
elevated thrombotic risk (Hu et al., 2016). The degree of coagulation
dysfunction correlates with disease progression and is linked to poor
clinical outcomes, including prolonged hospital stay and increased
mortality rates (Husebø et al., 2021).

In critically ill patients with COPD requiring ICU admission,
factors, such as immobilization, mechanical ventilation, and the use
of sedatives, further exacerbate their already heightened
hypercoagulable state, significantly increasing the risk of venous
thromboembolism (VTE) (Kahn et al., 2012). Although current
guidelines recommend prophylactic anticoagulation to mitigate the

risk of VTE in critically ill populations (Barbar et al., 2010),
evidence specific to patients with COPD remains sparse. Low-
molecular-weight heparins (LMWHs), such as enoxaparin, are
commonly used in the ICU to prevent VTE. However, the effect of
LMWHs on mortality rates among patients with COPD remains
uncertain (Samama et al., 1999). Given the unique pathophysiology
of COPD, which includes chronic inflammation and endothelial
dysfunction, LMWHs may offer additional benefits, such as anti-
inflammatory and endothelial-protective effects (Beitland et al.,
2015). This highlights the urgent need for targeted research to
evaluate the mortality benefits and risk-benefit ratio of prophylactic
anticoagulation in this high-risk, pathophysiologically distinct group.

Methods

Data sources

This study used data from the Medical Information Mart for
Intensive Care IV, a comprehensive database that encapsulates
electronic health records of patients admitted to the Beth Israel
Deaconess Medical Center in Boston, Massachusetts, United States,
between 2008 and 2019 (Johnson AEW. et al., 2023; Johnson A.
et al., 2023). Access to the database was authorized by the
Institutional Review Boards of the Beth Israel Deaconess Medical
Center and Massachusetts Institute of Technology in Cambridge,
Massachusetts, United States (record ID:49780033). Patient consent
was waived as the data were anonymized, ensuring privacy and
adherence to ethical standards.

Study population

This study targeted patients aged 18 years or older who were
admitted to the ICU with COPD. We implemented a multistage
screening process to establish the cohort, adhering to the following
inclusion criteria: 1) a confirmed COPD diagnosis characterized by
persistent airflow limitation, verified by a post-bronchodilator FEV1/
FVC ratio below 0.70; 2) the patient’s first ICU admission; and 3) an
ICU length of stay of at least 24 h. To focus on the impact of
prophylactic anticoagulation with enoxaparin, initiated within 72 h
of ICU admission, on ICU mortality and to minimize confounding
from therapeutic anticoagulation, we excluded patients with comorbid
atrial fibrillation or a history of lower-extremity thrombosis. Laboratory
indicators were the first results obtained within 24 h of ICU admission.
The data extraction methods refer to our previous studies (Lin et al.,
2023; Lin and Lin, 2024; Lin et al., 2021).

Data collection included various parameters: demographic
characteristics (age and sex), disease severity markers (Oxford acute
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severity of illness [OASIS] score), comorbidity burden (Charlson
Comorbidity Index), organ support interventions (mechanical
ventilation and continuous renal replacement therapy [CRRT]), and
infection-related parameters (sepsis status and laboratory biomarkers).
For patients with multiple ICU admissions, only data from the initial
admission were analyzed to maintain data independence.

Outcomes

The primary endpoint of the study was the effect of 72 h of
prophylactic anticoagulation with enoxaparin on ICU mortality in
patients with COPD admitted to the ICU, and the secondary
endpoint was 28-day mortality and length of ICU stay.

FIGURE 1
Feature variable screening. (A) Feature variable screening using Boruta; (B) Feature variable screening using RF; (C) Feature variable screening using
RFE. Abbreviations: RF: random forest; RFE: recursive feature elimination.

Frontiers in Pharmacology frontiersin.org03

Lin et al. 10.3389/fphar.2025.1588846

https://www.frontiersin.org/journals/pharmacology
https://www.frontiersin.org
https://doi.org/10.3389/fphar.2025.1588846


TABLE 1 Characteristics of critically ill patients with COPD.

Variables All patients (N = 4,433) Without enoxaparin (N = 3,987) With enoxaparin (N = 446) P-value

Age 71.59 ± 11.25 71.72 ± 11.26 70.45 ± 11.10 0.023

Sex 0.066

Male 2310 (52.11%) 2096 (52.57%) 214 (47.98%)

Female 2123 (47.89%) 1891 (47.43%) 232 (52.02%)

BMI 29.37 ± 9.10 29.40 ± 9.07 29.04 ± 9.39 0.420

OASIS 31.78 ± 8.51 31.82 ± 8.58 31.46 ± 7.82 0.397

ICU mortality 407 (9.18%) 389 (9.76%) 18 (4.04%) <0.001

28-day mortality 782 (17.64%) 722 (18.11%) 60 (13.45%) 0.014

Length of ICU stay 2.20 (1.21–4.65) 2.18 (1.20–4.55) 2.56 (1.28–5.05) 0.117

pH 7.35 (7.33–7.38) 7.35 (7.33–7.38) 7.35 (7.34–7.39) 0.178

PaCO2 46.76 (41.77–47.73) 46.76 (41.72–47.33) 46.76 (43.00–51.00) <0.001

PaO2 115.01 (69.20–117.67) 115.01 (71.81–122.62) 100.75 (56.62–115.01) <0.001

Lactate (mmol/L) 2.14 (1.45–2.14) 2.14 (1.45–2.14) 2.14 (1.40–2.14) 0.155

White blood cells (K/uL) 11.50 (8.40–14.95) 11.50 (8.40–14.96) 11.28 (7.82–14.74) 0.102

Red blood cells (m/uL) 3.55 (3.07–4.04) 3.54 (3.07–4.02) 3.59 (3.11–4.18) 0.064

Neutrophil (K/uL) 10.94 (10.94–10.94) 10.94 (10.94–10.94) 10.94 (10.94–10.94) 0.264

Lymphocyte (K/uL) 1.74 (1.61–1.74) 1.74 (1.67–1.74) 1.74 (1.20–1.74) <0.001

Platelet (K/uL) 193.00 (143.00–249.50) 192.00 (142.00–246.42) 206.00 (149.50–271.50) <0.001

Hemoglobin (g/dL) 10.50 (9.05–11.90) 10.50 (9.03–11.88) 10.59 (9.10–12.30) 0.282

RDW (%) 14.80 (13.65–16.22) 14.80 (13.65–16.20) 14.82 (13.79–16.30) 0.334

Hematocrit (%) 32.60 (28.37–36.87) 32.52 (28.35–36.75) 32.93 (28.61–38.60) 0.042

Albumin (g/dL) 3.14 (3.14–3.14) 3.14 (3.14–3.14) 3.14 (3.14–3.14) 0.167

Sodium (mEq/L) 138.33 (136.00–141.00) 138.33 (136.00–141.00) 138.00 (135.00–140.50) 0.003

Potassium (mEq/L) 4.26 (3.90–4.65) 4.27 (3.90–4.66) 4.20 (3.90–4.63) 0.145

Calcium (mg/dL) 8.45 (8.03–8.85) 8.45 (8.03–8.85) 8.50 (8.05–8.90) 0.219

Chloride (mEq/L) 102.67 (99.00–106.00) 103.00 (99.00–106.00) 102.00 (97.67–104.65) <0.001

Glucose (mg/dL) 130.00 (108.00–161.00) 130.00 (108.00–160.33) 132.42 (108.00–166.92) 0.338

Anion gap (mEq/L) 13.50 (11.25–16.00) 13.67 (11.33–16.00) 12.75 (11.00–15.00) <0.001

Bilirubin (mg/dL) 1.28 (0.60–1.28) 1.28 (0.60–1.28) 1.16 (0.40–1.28) <0.001

ALT (IU/L) 129.83 (22.00–129.83) 129.83 (22.84–129.83) 77.50 (19.00–129.83) 0.001

AST (IU/L) 210.04 (32.00–210.04) 210.04 (34.00–210.04) 84.34 (25.00–210.04) <0.001

Creatinine (mg/dL) 1.00 (0.73–1.47) 1.00 (0.75–1.50) 0.90 (0.65–1.17) <0.001

Ureanitrogen (mg/dL) 20.75 (14.00–32.00) 21.00 (14.00–33.12) 18.73 (13.50–27.29) <0.001

Sepsis 2178 (49.13%) 1974 (49.51%) 204 (45.74%) 0.131

AKI 3171 (71.53%) 2852 (71.53%) 319 (71.52%) 0.997

AKI Stage 0.169

1 837 (18.88%) 763 (19.14%) 74 (16.59%)

2 1531 (34.54%) 1358 (34.06%) 173 (38.79%)

3 803 (18.11%) 731 (18.33%) 72 (16.14%)

CRRT 192 (4.33%) 185 (4.64%) 7 (1.57%) 0.003

(Continued on following page)
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Covariate filtering methods

In this study, we applied three distinct feature selection
methodologies—Recursive Feature Elimination, Random Forest
Importance Scoring, and the Boruta Algorithm—to systematically
identify variables strongly associated with clinical outcomes.
Recursive Feature Elimination, a wrapper-based approach,
employs an iterative process to eliminate the least informative
features by training predictive models (including support vector
machines or random forests) and evaluating the feature
contributions through cross-validation (Halder et al., 2025; Roy,
2025). This method demonstrates high efficacy in reducing feature
redundancy, particularly for small-scale datasets. Random Forest
Importance Scoring quantifies the predictive relevance of variables
using two primary metrics: “IncNodePurity” (measuring impurity
reduction at decision tree nodes) and “mean decrease in accuracy”
(assessing the decline in model performance when feature values are
permuted) (Rohan et al., 2025). This technique excels at capturing
nonlinear relations and managing high-dimensional data structures.
The Boruta Algorithm, a robust wrapper method, enhances feature
selection reliability by statistically comparing original features
against artificially generated “shadow features” (randomized
permutations of original data) through Z-score testing, thereby
effectively controlling false-positive rates (Wu et al., 2025). To
ensure robustness and mitigate potential biases inherent in the
individual methods, we integrated the results of all three
approaches. The consensus among these methods identified five
critical variables: OASIS, CRRT, lactate, pH, and creatinine, which
were prioritized based on their consistent statistical significance and
biological plausibility in influencing clinical outcomes (Figure 1).

Statistical analysis

Data for continuous variables are presented as either mean ±
standard deviation or as median with interquartile range, depending
on the distribution. Group characteristics were analyzed using
Student’s t-test for normally distributed variables and the
Wilcoxon rank-sum test for non-normally distributed variables.

TABLE 1 (Continued) Characteristics of critically ill patients with COPD.

Variables All patients (N = 4,433) Without enoxaparin (N = 3,987) With enoxaparin (N = 446) P-value

MV 3634 (81.98%) 3247 (81.44%) 387 (86.77%) 0.005

Charlson score 6.71 ± 2.73 6.72 ± 2.71 6.61 ± 2.93 0.412

Comorbidities

Hypertension 1734 (39.12%) 1555 (39.00%) 179 (40.13%) 0.642

Type II diabetes 1472 (33.21%) 1354 (33.96%) 118 (26.46%) 0.001

Heart failure 1831 (41.30%) 1663 (41.71%) 168 (37.67%) 0.100

Myocardial infarction 596 (13.44%) 556 (13.95%) 40 (8.97%) 0.003

Malignant tumor 845 (19.06%) 748 (18.76%) 97 (21.75%) 0.128

CKD 1068 (24.09%) 1004 (25.18%) 64 (14.35%) <0.001
Hepatitis 196 (4.42%) 174 (4.36%) 22 (4.93%) 0.580

Cirrhosis 271 (6.11%) 249 (6.25%) 22 (4.93%) 0.273

Stroke 411 (9.27%) 380 (9.53%) 31 (6.95%) 0.075

Abbreviations: OASIS, oxford acute severity of illness score; AKI, acute kidney injury; MV, mechanical ventilation; CRRT, continuous renal replacement therapy; CKD, chronic kidney disease;

ICU, intensive care unit; ALT, alanine aminotransferase; AST, aspartate aminotransferase; BMI, body mass index; COPD, chronic obstructive pulmonary disease.

TABLE 2 Clinical outcomes in critically ill patients with COPD.

Clinical outcomes Without enoxaparin (N = 3,987) With enoxaparin (N = 446) P-value

ICU mortality, n (%) 389 (9.76%) 18 (4.04%) <0.001

28-day mortality, n (%) 722 (18.11%) 60 (13.45%) 0.014

Length of ICU stay (days) 2.18 (1.20–4.55) 2.56 (1.28–5.05) 0.117

Abbreviations: COPD, chronic obstructive pulmonary disease; ICU, intensive care unit.

FIGURE 2
Kaplan-Meier survival curve Abbreviations: ICU: intensive
care unit.
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Categorical variables were reported as counts and percentages and
compared using the chi-square test. Following a machine learning-
based variable screening process, five key variables were identified
for inclusion in the final regression model: OASIS score, CRRT,
lactate levels, pH, and creatinine levels.

We examined the effect of the prophylactic use of enoxaparin on
ICU mortality among patients with COPD admitted to the ICU
using three logistic regression models: Model 1 was unadjusted,
Model 2 was adjusted for common clinical variables, such as age and
sex, and Model 3 incorporated variables identified by machine
learning. To assess the potential impact of unaccounted
confounders on the observed association between prophylactic
enoxaparin use and ICU mortality, we calculated the E-value
(VanderWeele and Ding, 2017; Haneuse et al., 2019). The
E-value is a sensitivity analysis metric used to assess the effect of
unmeasured confounders on caUnited Statesl effect estimates in
observational studies. It quantifies the minimum strength of
association that unmeasured confounders need to have with both
the exposure (treatment) and outcome to fully explain the observed
exposure–outcome association, controlling for measured covariates.
Specifically, a larger E-value indicates that a stronger unmeasured
confounding effect is required to refute the study’s findings, whereas
a smaller E-value implies that a weaker confounding effect can
explain the results. Additionally, we constructed propensity score
models to assess the robustness of the results, including covariate-
adjusted propensity scores, propensity score matching, and
propensity score inverse probability weighting.

Survival differences between groups were illustrated using the
Kaplan–Meier method, with significance assessed using time-series
tests. Stratified analyses and interaction tests were conducted to
examine the consistency of the associations across various
subgroups, including demographic characteristics, therapeutic
interventions, sepsis, acute kidney injury (AKI), and varying

OASIS scores. Data analysis was performed using R software
(version 4.4.2), and a p-value of less than 0.05 was considered
statistically significant.

Results

Basic characteristics of the study population

In this study, we analyzed a cohort of 4,433 critically ill patients with
COPD. Within the first 72 h of ICU admission, 10.1% of the patients
(446 individuals) received prophylactic anticoagulation with
enoxaparin, as detailed in Table 1. Our analysis revealed that
49.13% of the cohort (2,178 patients) had sepsis, and 71.53%
(3,171 patients) developed AKI after admission. The incidences of
these comorbidities were similar between the groups treated with and
without enoxaparin. Notably, the use of CRRT was significantly higher
in the enoxaparin group, whereas the use of mechanical ventilation was
less frequent than in the group without enoxaparin. Additional clinical
characteristics and intergroup comparisons are presented in Table 1.

Clinical outcomes in critically ill
patients with COPD

The clinical outcomes of this study indicated significantly lower
ICU and 28-d mortality rates in the enoxaparin group compared
with those in the non-enoxaparin group, with both showing
P-values <0.05, as detailed in Table 2. The Kaplan–Meier survival
curves further demonstrated a significant survival benefit at 28 days
for patients receiving enoxaparin, confirmed by a P-value <0.05, as
illustrated in Figure 2. However, there was no significant difference
in the length of ICU stay between the groups (p = 0.117).

TABLE 3 Associations between enoxaparin use and ICU mortality.

Clinical outcome

ICU mortality Groups OR (95% CI) P-value

Crude analysis (Model I) Without enoxaparin
With enoxaparin

Ref.
0.39 (0.24–0.63)

-
0.0001

Multivariable analysis (Model II) Without enoxaparin
With enoxaparin

Ref.
0.47 (0.28–0.79)

-
0.0041

Multivariable analysis based on machine learning (Model III) Without enoxaparin
With enoxaparin

Ref.
0.52 (0.31–0.86)

-
0.0106

Propensity-score models (Model IV)

Adjusted for propensity score Without enoxaparin
With enoxaparin

Ref.
0.55 (0.33–0.89)

-
0.0158

With matching Without enoxaparin
With enoxaparin

Ref.
0.37 (0.21–0.66)

-
0.0006

With inverse probability weighting Without enoxaparin
With enoxaparin

Ref.
0.40 (0.22–0.70)

-
0.0015

Multivariable analysis (Model II) adjusted for age, sex, BMI, OASIS, charlson, AKI, CRRT, MV, and sepsis.

Multivariable analysis based on machine learning (Model III) adjusted for OASIS, CRRT, lactate, pH, and creatinine.

Propensity score was calculated by OASIS, CRRT, lactate, pH, and creatinine.

Propensity score matching was performed with the use of a 1:1 matching protocol without replacement (greedy-matching algorithm), with a caliper width equal to 0.01 of the standard deviation

of the logit of the propensity score.

Inverse probability weighting was used with the same covariates according to the propensity score.

Abbreviations: OR, odds ratio; CI, confidence interval; OASIS, oxford acute severity of illness score; AKI, acute kidney injury; MV, mechanical ventilation; CRRT, continuous renal replacement

therapy.
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Associations between enoxaparin use and
clinical outcomes

As outlined in Table 3, ICU mortality was consistently lower in
the enoxaparin group across all analyzed models. Notably, in Model
III, the use of enoxaparin was associated with a 48% decrease in ICU
mortality compared with that in patients who did not receive
enoxaparin (odds ratio 0.52 [95% confidence interval [CI]
0.31–0.86]). The estimated E-value of 3.26 (with an upper
confidence limit of 2.31) indicates that any unmeasured
confounders would need to have a relative risk of at least 3.26 in
relation to both enoxaparin use and ICU mortality to negate the
observed association.

Stratified analyses and interaction tests

The association between enoxaparin use and decreased ICU
mortality was consistent across all subgroups examined (Table 4 and
Figure 3). Specifically, enoxaparin use was linked to lower ICU
mortality in patients with severe COPD and an OASIS score of 30 or
higher; this association was also observed in patients with a lactate
level of 2 mmol/L or greater. Similar benefits were observed in
patients with severe COPD complicated by comorbid sepsis, AKI,
CRRT, or mechanical ventilation. These findings underscore the
robustness of the effect of enoxaparin across various clinical
scenarios in the ICU setting. Moreover, as shown in Figure 4, in
critically ill patients with COPD and higher OASIS scores, the early

TABLE 4 Effect size of enoxaparin use on ICU mortality in prespecified and exploratory subgroups in each subgroup.

Y = ICU mortality Adjusted model

Without enoxaparin With enoxaparin, OR (95% CI) P-value P for interaction

Age (years) 0.6315

<65 1.0 0.42 (0.13–1.39) 0.1567

≥65 1.0 0.56 (0.32–0.97) 0.0384

Sex 0.7637

Male 1.0 0.61 (0.31–1.21) 0.1555

Female 1.0 0.46 (0.22–0.96) 0.0385

OASIS 0.4951

<30 1.0 0.26 (0.06–1.17) 0.0788

≥30 1.0 0.55 (0.32–0.95) 0.0305

pH value 0.1526

<7.35 1.0 0.72 (0.38–1.38) 0.3243

≥7.35 1.0 0.36 (0.15–0.82) 0.0151

Lactate (mmol/L) 0.3269

<2 1.0 0.66 (0.32–1.36) 0.2602

≥2 1.0 0.41 (0.21–0.84) 0.0139

Creatinine (mg/dL) 0.7189

<1.5 1.0 0.58 (0.33–1.04) 0.0662

≥1.5 1.0 0.45 (0.15–1.34) 0.1522

Sepsis 0.4071

No 1.0 0.32 (0.08–1.38) 0.1266

Yes 1.0 0.55 (0.32–0.95) 0.0332

AKI 0.5304

No 1.0 0.87 (0.19–3.91) 0.8522

Yes 1.0 0.48 (0.28–0.82) 0.0073

MV 0.7637

No 1.0 0.45 (0.06–3.53) 0.4468

Yes 1.0 0.52 (0.31–0.87) 0.0133

CRRT 0.7855

No 1.0 0.53 (0.31–0.90) 0.0186

Yes 1.0 0.39 (0.07–2.23) 0.2925

Adjusted by OASIS, CRRT, lactate, pH, and creatinine except for the subgroup variable.

Abbreviations: OR, odds ratio; CI, confidence interval; OASIS, oxford acute severity of illness score; AKI, acute kidney injury; MV, mechanical ventilation; CRRT, continuous renal replacement

therapy.
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FIGURE 3
Forest plot of enoxaparin use on ICU mortality in prespecified and exploratory subgroups in each subgroup Abbreviations: OR, odds ratio; CI,
confidence interval; OASIS, Oxford acute severity of illness score; AKI, acute kidney injury; MV, mechanical ventilation; CRRT, continuous renal
replacement therapy.
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use of enoxaparin was associated with a better prognosis than that
observed in patients not receiving enoxaparin.

Discussion

In this study, we analyzed data from a large single-center
retrospective cohort of critically ill patients with COPD from the
Comprehensive Critical Care Medicine Database to assess the
clinical outcomes of enoxaparin use within 72 h of ICU
admission and ICU mortality. Our findings indicate that
prophylactic anticoagulation with enoxaparin is significantly
associated with low ICU mortality.

Critically ill patients with COPD who received prophylactic
enoxaparin within 72 h of ICU admission had significantly low ICU
mortality (HR = 0.52, 95% CI 0.31–0.86). This aligns with trends
indicating a survival benefit from early anticoagulation interventions
in various critically ill patient populations, suggesting a potential
mechanism for the prevalence of anticoagulation in critical care
management. For example, early anticoagulation therapy reduces
thrombotic complications and mortality in patients with COVID-
19-related ARDS. A multicenter observational study (n = 4,297)
demonstrated a 27% reduction in 30-d mortality for patients with
neocoronary pneumonia who received prophylactic anticoagulation
compared with those who did not (HR = 0.73, 95% CI 0.66–0.81)
(Rentsch et al., 2021). Similarly, in patients with sepsis, the early use
of heparin was linked to a 22%–30% reduction in risk-adjusted
morbidity and mortality (Zou et al., 2022). While the
hypercoagulable state in patients with COVID-19 is primarily
driven by direct viral damage to endothelial cells, and in patients
with COPD by chronic hypoxia and inflammation-mediated
coagulation activation, the survival benefits of anticoagulation
therapy appear similar (Ackermann et al., 2020; Varga et al.,
2020; Petris et al., 2021; Huang et al., 2021). Meta-analyses

further support the protective role of early anticoagulation in
systemic inflammatory responses, showing significant reductions
in 28-d mortality without substantially increasing bleeding risk
(Wang et al., 2014; Fan et al., 2016). Moreover, retrospective
cohort studies in trauma and surgical ICU patients have shown
that prophylactic enoxaparin significantly reduces the incidence of
VTE and is strongly correlated with decreased ICU mortality
(Andersen et al., 2021; Al Harbi et al., 2013). The risk of VTE in
patients with severe COPD is often underestimated, and high
D-dimer levels are linked to increased all-cause mortality
(Kamstrup et al., 2023). Enoxaparin may indirectly improve
prognosis by reducing the risk of VTE.

Concerning the therapeutic doses, notable variability exists in the
effectiveness of therapeutic anticoagulation among patients with
COVID-19. The HEP-COVID trial demonstrated that therapeutic
doses (1 mg/kg or 0.5 mg/kg twice daily) were effective only in non-
ICU patients, whereas ICU patients did not see a benefit (Spyropoulos
et al., 2021). Additionally, the INSPIRATION trial confirmed that there
were no significant differences in mortality or thrombotic events
between moderate-dose (1 mg/kg daily) anticoagulation and
prophylactic-dose (40 mg daily) anticoagulation in ICU patients.
Moreover, bleeding risk was high in the moderate-dose group
(Investigators et al., 2021). These findings suggest that prophylactic
doses may be adequate to suppress hypercoagulability in critically ill
patients with systemic inflammation and that the potential benefits of
high doses may be outweighed by an increased risk of bleeding
(Mennuni et al., 2021; Mangiafico et al., 2022).

However, the clinical significance of anticoagulation therapymust be
assessed in terms of population specificity. In patients with COPD,
hypercoagulability is primarily driven by chronic hypoxia and
inflammatory factors (including IL-6 and TNF-α). Chronic hypoxia-
induced erythrocytosis and secondary platelet activation may exacerbate
hypercoagulability, making anticoagulant therapy critical for
ameliorating microcirculatory disturbances. The survival benefit of
enoxaparin observed in this study may also be related to a reduced
risk of VTE. VTE is significantly associated with mortality in ICU
patients, and enoxaparin may reduce the incidence of VTE
(Quarmby et al., 2024; Veeranki et al., 2021). Additionally, elevated
D-dimer levels have been linked to all-cause mortality in patients with
COPD, and enoxaparin may improve prognosis by modulating
coagulation–inflammation interactions (Hu et al., 2016; Zhang et al.,
2022). Although D-dimer-guided dose adjustments in the COVID-19
study were not effective, the need for individualized anticoagulation
strategies in patients with COPD remains underexplored (Kyriakopoulos
et al., 2021).

This study has several limitations that merit acknowledgment.
First, although we employedmachine learning techniques to identify
and adjust for key confounding variables, the retrospective single-
center design may still harbor residual bias from unmeasured
factors, such as dynamic fluctuations in inflammatory biomarkers
(including D-dimer and fibrinogen) or variations in concurrent
therapies (including glucocorticoids and antiplatelet agents), that
could influence both enoxaparin use and clinical outcomes.
However, sensitivity analyses using E-values indicated that an
unmeasured confounder would require a risk ratio of at least
3.26 to fully negate the observed effect, suggesting a relatively
low likelihood of significant hidden bias. In addition, we
strengthened the robustness of our results by constructing a

FIGURE 4
Relationship between OASIS scores and ICUmortality in critically
ill patients with COPD Abbreviations: OR, odds ratio; CI, confidence
interval; OASIS, Oxford acute severity of illness score.
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propensity score model. Second, the study did not assess the impact
of enoxaparin dosing regimens or treatment duration on outcomes,
which precludes definitive conclusions regarding whether the
survival benefit reflects a class effect of prophylactic
anticoagulation or is specific to standardized dosing protocols.
Notably, our intentional exclusion of patients with conditions
requiring therapeutic anticoagulation (including atrial fibrillation
and VTE) aimed to isolate the effects of prophylactic enoxaparin use;
however, this design choice may limit generalizability to broader
populations of patients with COPD, as these comorbidities are
prevalent in critically ill patients and may interact with
thrombotic risks. Third, bleeding events, a critical safety
endpoint, were not analyzed because of data limitations,
hindering a comprehensive risk–benefit assessment, especially
given the elevated bleeding susceptibility in patients with COPD
due to factors, such as age-related frailty, renal impairment, and
concomitant antiplatelet use. Finally, while an observational design
allows for hypothesis generation, caUnited Stateslity has not been
established. For example, clinicians may selectively prescribe
enoxaparin to patients perceived as having a low baseline
bleeding risk or a high likelihood of survival, thereby introducing
potential confounding factors by indication. Prospective trials with
protocolized dosing, rigorous bleeding surveillance, and serial
biomarker monitoring are necessary to validate these findings
and to refine anticoagulation strategies for critically ill
patients with COPD.

Conclusion

In this retrospective cohort study of critically ill patients with
COPD, the initiation of prophylactic enoxaparin within 72 h of ICU
admission was associated with a 48% decrease in ICU mortality.
Enhanced benefits were observed in patients with high OASIS
scores. These findings, bolstered by sensitivity analyses with an
E-value of at least 3.26, suggest that early thromboprophylaxis may
improve survival, particularly in patients with severe COPD in high-risk
subgroups. While the results do not establish causality, they underscore
the need for randomized controlled trials to confirm the efficacy of
thromboprophylaxis, optimize dosing, and evaluate bleeding risk in this
vulnerable population.

Data availability statement

The original contributions presented in the study are included in
the article/supplementary material, further inquiries can be directed
to the corresponding authors.

Author contributions

SL: Conceptualization, Data curation, Formal Analysis,
Writing – original draft, Writing – review and editing. JZ:
Conceptualization, Data curation, Formal Analysis,
Writing – original draft, Writing – review and editing. XD:
Methodology, Software, Writing – original draft,
Writing – review and editing. QZ: Supervision,
Writing – original draft, Writing – review and editing.

Funding

The author(s) declare that financial support was received for the
research and/or publication of this article. This work was supported
by the Key Project of the Affiliated Hospital of North Sichuan
Medical College (2023ZD008), the Project of the Doctoral Initiation
Fund (2023GC002), and Scientific Research and Development
Program Project (2024PTZK008).

Conflict of interest

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be
construed as a potential conflict of interest.

Correction Note

A correction has been made to this article. Details can be found
at: 10.3389/fphar.2025.1636871.

Generative AI statement

The author(s) declare that no Generative AI was used in the
creation of this manuscript.

Publisher’s note

All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated
organizations, or those of the publisher, the editors and the
reviewers. Any product that may be evaluated in this article, or
claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.

References

Ackermann, M., Verleden, S. E., Kuehnel, M., Haverich, A., Welte, T., Laenger, F.,
et al. (2020). Pulmonary vascular endothelialitis, thrombosis, and angiogenesis in covid-
19. N. Engl. J. Med. 383 (2), 120–128. doi:10.1056/NEJMoa2015432

Agapakis, D. I., Massa, E. V., Hantzis, I., Maraslis, S., Alexiou, E., Imprialos, K. P., et al.
(2016). The role of mean platelet volume in chronic obstructive pulmonary disease
exacerbation. Respir. Care 61 (1), 44–49. doi:10.4187/respcare.04132

Al Harbi, S. A., Khedr, M., Al-Dorzi, H. M., Tlayjeh, H. M., Rishu, A. H., and Arabi, Y.
M. (2013). The association between statin therapy during intensive care unit stay and

the incidence of venous thromboembolism: a propensity score-adjusted analysis. BMC
Pharmacol. Toxicol. 14, 57. doi:10.1186/2050-6511-14-57

Alzaabi, O., Guerot, E., Planquette, B., Diehl, J. L., and Soumagne, T. (2024).
Predicting outcomes in patients with exacerbation of COPD requiring
mechanical ventilation. Ann. Intensive Care 14 (1), 159. doi:10.1186/s13613-
024-01394-z

Andersen, N. G., Mowinckel, M. C., Sunde, K., Sandset, P. M., and Beitland, S. (2021).
Utility of coagulation analyses to assess thromboprophylaxis with dalteparin in

Frontiers in Pharmacology frontiersin.org10

Lin et al. 10.3389/fphar.2025.1588846

http://10.3389/fphar.2025.1636871
https://doi.org/10.1056/NEJMoa2015432
https://doi.org/10.4187/respcare.04132
https://doi.org/10.1186/2050-6511-14-57
https://doi.org/10.1186/s13613-024-01394-z
https://doi.org/10.1186/s13613-024-01394-z
https://www.frontiersin.org/journals/pharmacology
https://www.frontiersin.org
https://doi.org/10.3389/fphar.2025.1588846


intensive care unit patients. Acta Anaesthesiol. Scand. 65 (4), 489–498. doi:10.1111/aas.
13748

Barbar, S., Noventa, F., Rossetto, V., Ferrari, A., Brandolin, B., Perlati, M., et al. (2010).
A risk assessment model for the identification of hospitalized medical patients at risk for
venous thromboembolism: the Padua Prediction Score. J. Thromb. Haemost. 8 (11),
2450–2457. doi:10.1111/j.1538-7836.2010.04044.x

Beitland, S., Sandven, I., Kjærvik, L. K., Sandset, P. M., Sunde, K., and Eken, T. (2015).
Thromboprophylaxis with low molecular weight heparin versus unfractionated heparin
in intensive care patients: a systematic review with meta-analysis and trial sequential
analysis. Intensive Care Med. 41 (7), 1209–1219. doi:10.1007/s00134-015-3840-z

Cavaillès, A., Brinchault-Rabin, G., Dixmier, A., Goupil, F., Gut-Gobert, C., Marchand-
Adam, S., et al. (2013). Comorbidities of COPD. Eur. Respir. Rev. 22 (130), 454–475.

Duvoix, A., Dickens, J., Haq, I., Mannino, D., Miller, B., Tal-Singer, R., et al. (2013).
Blood fibrinogen as a biomarker of chronic obstructive pulmonary disease. Thorax. 68
(7), 670–676.

Esteban, A., Anzueto, A., Frutos, F., Alía, I., Brochard, L., Stewart, T. E., et al. (2002).
Characteristics and outcomes in adult patients receiving mechanical ventilation: a 28-
day international study. JAMA 287 (3), 345–355. doi:10.1001/jama.287.3.345

Fan, Y., Jiang, M., Gong, D., and Zou, C. (2016). Efficacy and safety of low-molecular-
weight heparin in patients with sepsis: a meta-analysis of randomized controlled trials.
Sci. Rep. 6, 25984. doi:10.1038/srep25984

Fawzy, A., Putcha, N., Raju, S., Woo, H., Lin, C. T., Brown, R. H., et al. (2023). Urine
and plasma markers of platelet activation and respiratory symptoms in COPD. Chronic
Obstr. Pulm. Dis. 10 (1), 22–32. doi:10.15326/jcopdf.2022.0326

GBD Chronic Respiratory Disease Collaborators (2017). Global, regional, and
national deaths, prevalence, disability-adjusted life years, and years lived with
disability for chronic obstructive pulmonary disease and asthma, 1990–2015: a
systematic analysis for the Global Burden of Disease Study 2015. Lancet Respir.
Med. 5 (9), 691–706. doi:10.1016/S2213-2600(17)30293-X

GBD Disease and Injury Incidence and Prevalence Collaborators (2015). Global,
regional, and national incidence, prevalence, and years lived with disability for 310
diseases and injuries, 1990–2015: a systematic analysis for the Global Burden of Disease
Study 2015. Lancet 388 (10053), 1545–1602. doi:10.1016/S0140-6736(16)31678-6

Halder, K., Srivastava, A. K., Ghosh, A., Das, S., Banerjee, S., Pal, S. C., et al. (2025).
Improving landslide susceptibility prediction through ensemble recursive feature elimination
and meta-learning framework. Sci. Rep. 15 (1), 5170. doi:10.1038/s41598-025-87587-3

Haneuse, S., VanderWeele, T. J., and Arterburn, D. (2019). Using the E-value to assess
the potential effect of unmeasured confounding in observational studies. JAMA 321 (6),
602–603. doi:10.1001/jama.2018.21554

Hu, G., Wu, Y., Zhou, Y., Wu, Z., Wei, L., Li, Y., et al. (2016). Prognostic role of
D-dimer for in-hospital and 1-year mortality in exacerbations of COPD. Int. J. Chron.
Obstruct Pulmon Dis. 11, 2729–2736. doi:10.2147/COPD.S112882

Huang, H., Huang, X., Zeng, K., Deng, F., Lin, C., and Huang, W. (2021). Interleukin-
6 is a strong predictor of the frequency of COPD exacerbation within 1 year. Int.
J. Chron. Obstruct Pulmon Dis. 16, 2945–2951. doi:10.2147/COPD.S332505

Husebø, G. R., Gabazza, E. C., D’Alessandro Gabazza, C., Yasuma, T., Toda, M.,
Aanerud, M., et al. (2021). Coagulation markers as predictors for clinical events in
COPD. Respirology 26 (4), 342–351. doi:10.1111/resp.13971

Investigators, INSPIRATION, Sadeghipour, P., Talasaz, A. H., Rashidi, F., Sharif-
Kashani, B., Beigmohammadi, M. T., et al. (2021). Effect of intermediate-dose vs
standard-dose prophylactic anticoagulation on thrombotic events, extracorporeal
membrane oxygenation treatment, or mortality among patients with COVID-19
admitted to the intensive care unit: the INSPIRATION randomized clinical trial.
JAMA 325 (16), 1620–1630. doi:10.1001/jama.2021.4152

Johnson, A., Bulgarelli, L., Pollard, T., Horng, S., Celi, L. A., and Mark, R. (2023b).
MIMIC-IV clinical database demo. PhysioNet. doi:10.13026/dp1f-ex47

Johnson, A. E. W., Bulgarelli, L., Shen, L., Gayles, A., Shammout, A., Horng, S., et al.
(2023a). MIMIC-IV, a freely accessible electronic health record dataset. Sci. Data 10 (1),
1. doi:10.1038/s41597-022-01899-x

Kahn, S. R., Lim, W., Dunn, A. S., Cushman, M., Dentali, F., Akl, E. A., et al. (2012).
Prevention of VTE in nonsurgical patients: antithrombotic therapy and prevention of
thrombosis, 9th ed: American College of chest physicians evidence-based clinical
practice guidelines. Chest 141 (2 Suppl. l), e195S-e226S–e226S. doi:10.1378/chest.11-
2296

Kamstrup, P., Sivapalan, P., Rønn, C., Rastoder, E., Modin, D., Kristensen, A. K., et al.
(2023). Fibrin degradation products and survival in patients with chronic obstructive
pulmonary disease: a protocolized prospective observational study. Respir. Res. 24 (1),
172. doi:10.1186/s12931-023-02472-9

Kyriakopoulos, C., Chronis, C., Papapetrou, E., Tatsioni, A., Gartzonika, K., Tsaousi,
C., et al. (2021). Prothrombotic state in patients with stable COPD: an observational
study. ERJ Open Res. 7 (4), 00297–2021. doi:10.1183/23120541.00297-2021

Lin, S., Ge, S., He, W., and Zeng, M. (2021). Association of delayed time in the
emergency department with the clinical outcomes for critically ill patients.QJM. 114 (5),
311–317. doi:10.1093/qjmed/hcaa192

Lin, S., Lai, D., and He, W. (2023). Association between hyperglycemia and adverse
clinical outcomes of sepsis patients with diabetes. Front. Endocrinol.
(LaUnited Statesnne) 13, 1046736. doi:10.3389/fendo.2022.1046736

Lin, Z., and Lin, S. (2024). Heart rate/temperature ratio: a practical prognostic
indicator for critically ill patients with sepsis. Heliyon 10 (2), e24422. doi:10.1016/j.
heliyon.2024.e24422

Mangiafico, M., Caff, A., and Costanzo, L. (2022). The role of heparin in COVID-19:
an update after two years of pandemics. J. Clin. Med. 11 (11), 3099. doi:10.3390/
jcm11113099

Mennuni, M. G., Renda, G., Grisafi, L., Rognoni, A., Colombo, C., Lio, V., et al. (2021).
Clinical outcome with different doses of low-molecular-weight heparin in patients
hospitalized for COVID-19. J. Thromb. Thrombolysis 52 (3), 782–790. doi:10.1007/
s11239-021-02401-x

Petris, O. R., Cojocaru, E., Fildan, A. P., and Cojocaru, C. (2021). COPD and
anticoagulation therapy: time for a new approach? Int. J. Chron. Obstruct Pulmon
Dis. 16, 3429–3436. doi:10.2147/COPD.S340129

Quarmby, N., Vo, M. T., and Chan, S. W. (2024). Evaluating chemical venous
thromboembolism prophylaxis in trauma patients at a single Australian center.
J. Trauma Inj. 37 (3), 209–213. doi:10.20408/jti.2024.0020

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

Rohan, D., Reddy, G. P., Kumar, Y. V. P., Prakash, K. P., and Reddy, C. P. (2025). An
extensive experimental analysis for heart disease prediction using artificial intelligence
techniques. Sci. Rep. 15 (1), 6132. doi:10.1038/s41598-025-90530-1

Roy, C. K. (2025). Dynamics between the obstacles of business environment and firm
performance in Bangladesh: survey-based empirical insights using ML algorithms.
Heliyon 11 (2), e42092. doi:10.1016/j.heliyon.2025.e42092

Samama, M. M., Cohen, A. T., Darmon, J. Y., Desjardins, L., Eldor, A., Janbon, C.,
et al. (1999). A comparison of enoxaparin with placebo for the prevention of venous
thromboembolism in acutely ill medical patients. Prophylaxis in Medical Patients with
Enoxaparin Study Group. N. Engl. J. Med. 341 (11), 793–800. doi:10.1056/
NEJM199909093411103

Seneff, M. G., Wagner, D. P., Wagner, R. P., Zimmerman, J. E., and Knaus, W. A.
(1995). Hospital and 1-year survival of patients admitted to intensive care units with
acute exacerbation of chronic obstructive pulmonary disease. JAMA 274 (23),
1852–1857. doi:10.1001/jama.1995.03530230038027

Spyropoulos, A. C., Goldin, M., Giannis, D., Diab, W., Wang, J., Khanijo, S., et al.
(2021). Efficacy and safety of therapeutic-dose heparin vs standard prophylactic or
intermediate-dose heparins for thromboprophylaxis in high-risk hospitalized patients
with COVID-19: the HEP-COVID randomized clinical trial. JAMA Intern Med. 181
(12), 1612–1620. doi:10.1001/jamainternmed.2021.6203

VanderWeele, T. J., and Ding, P. (2017). Sensitivity analysis in observational research:
introducing the E-value. Ann. Intern Med. 167 (4), 268–274. doi:10.7326/M16-2607

Varga, Z., Flammer, A. J., Steiger, P., Haberecker, M., Andermatt, R., Zinkernagel, A.
S., et al. (2020). Endothelial cell infection and endotheliitis in COVID-19. Lancet 395
(10234), 1417–1418. doi:10.1016/S0140-6736(20)30937-5

Veeranki, S. P., Xiao, Z., Levorsen, A., Sinha, M., and Shah, B. R. (2021). Real-world
comparative effectiveness and cost comparison of thromboprophylactic use of
enoxaparin versus unfractionated heparin in 376,858 medically ill hospitalized US
patients. Am. J. Cardiovasc Drugs 21 (4), 443–452. doi:10.1007/s40256-020-00456-4

Wang, C., Chi, C., Guo, L., Wang, X., Guo, L., Sun, J., et al. (2014). Heparin therapy
reduces 28-day mortality in adult severe sepsis patients: a systematic review and meta-
analysis. Crit. Care 18 (5), 563. doi:10.1186/s13054-014-0563-4

Wang, C., Xu, J., Yang, L., Xu, Y., Zhang, X., Bai, C., et al. (2018). Prevalence and risk
factors of chronic obstructive pulmonary disease in China (the China Pulmonary
Health [CPH] study): a national cross-sectional study. Lancet 391 (10131), 1706–1717.
doi:10.1016/S0140-6736(18)30841-9

Wu, Z., Hilowle, A. M., Zhou, Y., Zhao, C., and Yang, S. (2025). Delving into
biomarkers and predictive modeling for CVD mortality: a 20-year cohort study. Sci.
Rep. 15 (1), 4134. doi:10.1038/s41598-025-88790-y

Xie, J., Liu, H., He, Q., and Li, C. (2024). Relationship between lactate-to-albumin
ratio and 28-day mortality in patients with exacerbation of chronic obstructive
pulmonary disease admitted to the Intensive Care Unit. Eur. J. Med. Res. 29 (1),
258. doi:10.1186/s40001-024-01867-8

Zhang, S., Li, X., Ma, H., Zhu, M., Zhou, Y., Zhang, Q., et al. (2022). Relationship
between antithrombin III activity and mortality in patients with acute exacerbation of
chronic obstructive pulmonary disease. COPD 19 (1), 353–364. doi:10.1080/15412555.
2022.2106200

Zou, Z. Y., Huang, J. J., Luan, Y. Y., Yang, Z. J., Zhou, Z. P., Zhang, J. J., et al. (2022).
Early prophylactic anticoagulation with heparin alleviates mortality in critically ill
patients with sepsis: a retrospective analysis from the MIMIC-IV database. Burns
Trauma 10, tkac029. doi:10.1093/burnst/tkac029

Frontiers in Pharmacology frontiersin.org11

Lin et al. 10.3389/fphar.2025.1588846

https://doi.org/10.1111/aas.13748
https://doi.org/10.1111/aas.13748
https://doi.org/10.1111/j.1538-7836.2010.04044.x
https://doi.org/10.1007/s00134-015-3840-z
https://doi.org/10.1001/jama.287.3.345
https://doi.org/10.1038/srep25984
https://doi.org/10.15326/jcopdf.2022.0326
https://doi.org/10.1016/S2213-2600(17)30293-X
https://doi.org/10.1016/S0140-6736(16)31678-6
https://doi.org/10.1038/s41598-025-87587-3
https://doi.org/10.1001/jama.2018.21554
https://doi.org/10.2147/COPD.S112882
https://doi.org/10.2147/COPD.S332505
https://doi.org/10.1111/resp.13971
https://doi.org/10.1001/jama.2021.4152
https://doi.org/10.13026/dp1f-ex47
https://doi.org/10.1038/s41597-022-01899-x
https://doi.org/10.1378/chest.11-2296
https://doi.org/10.1378/chest.11-2296
https://doi.org/10.1186/s12931-023-02472-9
https://doi.org/10.1183/23120541.00297-2021
https://doi.org/10.1093/qjmed/hcaa192
https://doi.org/10.3389/fendo.2022.1046736
https://doi.org/10.1016/j.heliyon.2024.e24422
https://doi.org/10.1016/j.heliyon.2024.e24422
https://doi.org/10.3390/jcm11113099
https://doi.org/10.3390/jcm11113099
https://doi.org/10.1007/s11239-021-02401-x
https://doi.org/10.1007/s11239-021-02401-x
https://doi.org/10.2147/COPD.S340129
https://doi.org/10.20408/jti.2024.0020
https://doi.org/10.1136/bmj.n311
https://doi.org/10.1038/s41598-025-90530-1
https://doi.org/10.1016/j.heliyon.2025.e42092
https://doi.org/10.1056/NEJM199909093411103
https://doi.org/10.1056/NEJM199909093411103
https://doi.org/10.1001/jama.1995.03530230038027
https://doi.org/10.1001/jamainternmed.2021.6203
https://doi.org/10.7326/M16-2607
https://doi.org/10.1016/S0140-6736(20)30937-5
https://doi.org/10.1007/s40256-020-00456-4
https://doi.org/10.1186/s13054-014-0563-4
https://doi.org/10.1016/S0140-6736(18)30841-9
https://doi.org/10.1038/s41598-025-88790-y
https://doi.org/10.1186/s40001-024-01867-8
https://doi.org/10.1080/15412555.2022.2106200
https://doi.org/10.1080/15412555.2022.2106200
https://doi.org/10.1093/burnst/tkac029
https://www.frontiersin.org/journals/pharmacology
https://www.frontiersin.org
https://doi.org/10.3389/fphar.2025.1588846

	Association of early enoxaparin prophylactic anticoagulation with ICU mortality in critically ill patients with chronic obs ...
	Introduction
	Methods
	Data sources
	Study population

	Outcomes
	Covariate filtering methods
	Statistical analysis

	Results
	Basic characteristics of the study population

	Clinical outcomes in critically ill patients with COPD
	Associations between enoxaparin use and clinical outcomes
	Stratified analyses and interaction tests

	Discussion
	Conclusion
	Data availability statement
	Author contributions
	Funding
	Conflict of interest
	Correction Note
	Generative AI statement
	Publisher’s note
	References


