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Abstract
Purpose: To investigate the clinical effectiveness of a pneumatic compression device (PCD) combined
with low-molecular-weight heparin (LMWH) for the prevention and treatment of deep vein thrombosis
(DVT) in trauma patients.

Materials and Methods: This study retrospectively analyzed 286 patients with mild craniocerebral injury
and clavicular fractures admitted to our department from January 2016 to February 2020. Patients
treated with only LMWH were used as the control group, and patients treated with a PCD combined with
LMWH were used as the observation group. The incidence of DVT, the postoperative change in the visual
analog scale (VAS) score and coagulation function were observed and compared between the two
groups. Excluding the in�uence of other single factors, binary logistic regression analysis can indicate
whether the use of a PCD effectively improves the patient's postoperative coagulation function.

Result: The incidence of DVT in the observation group was signi�cantly lower than that in the control
group (7.1% vs. 16.7%, respectively, χ2=4.605, P<0.05). The postoperative VAS scores of the two groups
were lower than those before surgery (P<0.05). The coagulation function of the LMWH+PCD group was
signi�cantly higher than that of the LMWH group, and the combined anticoagulant effect was better
(P<0.05). There were no signi�cant differences between the two groups in terms of preoperative and
postoperative Glasgow coma scores, intraoperative blood loss, postoperative infection rate, or length of
hospital stay (P>0.05). According to binary logistic regression analysis, the postoperative risk of DVT in
patients with LMWH alone was 1.764 times that with the combination of LMWH+PCD (P <0.05). The
incidence of DVT with LMWH alone was 1.37 times that with the combined application. Activated partial
thromboplastin time (APTT), platelet (PLT) count, and DVT are independent risk factors that indicate the
need for a PCD (P <0.05). Excluding the in�uence of other variables, LMWH+PCD can effectively improve
the coagulation function of patients. The area under the curve data indicate that APTT and PLT are
sensitive indicators of anticoagulant e�cacy (Z inspection, inspection level α = 0.05).

Conclusion: Compared with LMWH alone, PCD combined with LMWH can improve blood rheology and
coagulation function in patients with traumatic brain injury and clavicular fracture, signi�cantly reduce
the incidence of DVT, shorten the hospital stay and improve the clinical effectiveness of treatment.

Introduction
With the rapid development of the global economy, people's living standards have continuously improved,
and the incidence of work-related injuries and tra�c injuries with fractures and brain trauma has also
increased. In the treatment of patients with multiple injuries, we initially focus on addressing potentially
fatal injuries. After the patient's vital signs are initially stabilized, fractures are addressed. The risk of
postoperative deep vein thrombosis (DVT) is signi�cantly higher in patients with multiple traumatic
injuries than in other patients.1 As the number of injuries increases, the incidence of DVT increases. More
than 50% of all hospitalized patients have a risk of developing DVT, and patients undergoing surgery are
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at higher risk than medical patients.2 DVT can be life-threatening after trauma; thus, the prevention of
DVT is critical for the treatment of trauma patients.3 This study aimed to compare the effectiveness of a
pneumatic compression device (PCD) combined with low-molecular-weight heparin (LMWH) and LMWH
alone in trauma patients and provide an experimental and theoretical basis for the development of a
clinical anticoagulation strategy.

Materials And Methods
Study Design and Grouping

This study retrospectively analyzed 286 patients with mild craniocerebral injury and clavicular fractures
admitted to our department from January 2016 to February 2020. After excluding 34 patients who did not
meet the inclusion criteria or were lost to follow-up, patients treated with LMWH alone were used as a
control group, and patients treated with a PCD and LMWH were used as an observation group
(LMWP+PCD). The incidence of DVT, the postoperative change in visual analog scale (VAS) scores and
coagulation function were observed and compared between the two groups. The research procedure was
approved by the Ethics Committee of our hospital.

Inclusion criteria: The inclusion criteria were as follows: age < 75 years; Caprini risk scores indicating high
risk and very high risk;4 indications for the surgical treatment of clavicle fractures; no surgical
contraindications and no history of preoperative DVT; Glasgow coma scores (GCSs) of 13-15 points;5 and
mild craniocerebral injury with disordered consciousness <30 min.6

Exclusion criteria: The exclusion criteria were as follows: age ≥ 75 years; GCS < 13 points; fracture
surgery contraindications; malignant tumor; severe organ dysfunction; severe coagulopathy; preoperative
vascular ultrasound indicating DVT; allergy to the drug in this study; refusal to provide informed consent;
failure to meet the experimental ethical standards; a history of mental disorders or a history of
craniotomy; and pregnancy.

Ethics statement

We declare that we have no �nancial or personal relationships with other people or organizations that
could inappropriately in�uence our work, we have no professional or other personal interests of any
nature in any product, service or company that could be construed as in�uencing the position presented
in, or the review of, this manuscript. There are no con�icts of interest. The study complied with the
principles of the Declaration of Helsinki (1964), and this study was approved by the institutional review
board. The requirement for informed consent was waived for this study.

Clinical treatment

All patients included in the study had no need for neurosurgical treatment for mild craniocerebral injury
and were treated conservatively with nutritional support and antineurodegenerative drugs. The clavicle
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fractures were treated with open reduction and internal �xation (Figure 1). All patients were treated with
anticoagulation based on their scores on the Caprini Risk Assessment Model. In the control group (LMWH
group), 4 000 IU of LMWH calcium was administered once daily after surgery for 7 days. In the
observation group (LMWH+PCD group), subcutaneous injections of LMWH calcium 4 000 IU per day after
surgery were administered combined with the use of a PCD on the lower limbs (Figure 2) twice a day after
surgery for 7 days.

Observation index

The general patient characteristics, past medical history, Caprini score, GCS score, use of anticoagulant
drugs, and type of clavicular fracture were recorded. The VAS was used to assess the pain experienced by
patients before and after surgery.7 Both groups of patients underwent deep venous color Doppler
ultrasonography before and after surgery, and each patient underwent an ultrasound examination every
two weeks. Outpatient follow-up visits continued after discharge. Platelet (PLT) counts, �brinogen (FIB)
levels, plasma activated partial thromboplastin times (APTTs), plasma prothrombin times (PTs), and D-
dimer levels were recorded in both groups. The blood coagulation parameters of all patients before, 1 day
after, and 7 days after surgery were observed and recorded. The preoperative and postoperative GCS
scores, the amount of bleeding during clavicular fracture internal �xation, the postoperative infection rate,
and the length of hospital stay were recorded.

Statistical analysis

The measurement data of continuous variables that conformed to a normal distribution or an
approximately normal distribution are expressed as the mean ± standard deviation, and the comparisons
between the two samples were performed using independent sample t tests. Classi�cation data, such as
Caprini scores, fracture classi�cations and GCS scores, were compared using nonparametric rank sum
tests. The chi-square (χ2) test was used to compare the count data between the groups. P<0.05 was
considered signi�cant. The dependent variable was whether the patient experienced a DVT after
operation, while gender, age, medication use, Caprini score, length of stay, type of clavicle fracture,
preoperative GCS score, intraoperative blood loss, postoperative infection rate, blood coagulation
function index, etc., were independent variables. For these independent variables, a binary multivariate
logistic analysis was introduced. Odds ratios and corresponding 95% con�dence intervals were
calculated for each characteristic. According to the ROC curve and the area under the curve (AUC) to
evaluate the area under the curve of a single factor variable, it was found that APTT and PLT are sensitive
indicators. (Z inspection, inspection level α = 0.05). All statistical tests were performed at a signi�cance
level of α=0.05. The statistical software IBM SPSS for macs, version 26, was used.

Results And Conclusions
Comparison of basic data
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Between the two study groups, there were no signi�cant differences in sex, age, hypertension, diabetes,
antiplatelet therapy, oral anticoagulant therapy, Caprini risk scores, GCS scores, or clavicle fracture types
(all, P>0.05) (Table 1).

Comparison of VAS scores

There were no signi�cant differences between the two groups in the VAS scores before and 7 days after
surgery (P>0.05). However, the postoperative VAS scores of the two groups were signi�cantly lower than
those before surgery, which indicates that the surgical effect on clavicle fracture-related pain in trauma
patients is signi�cant (P < 0.05) (Table 2, Figure 3).

Comparison of the incidence of deep vein thrombosis

Deep venous color Doppler ultrasonography of both lower limbs was recorded after the operation, and the
incidences of DVT were compared. The incidence of DVT was signi�cantly lower in the observation group
than in the control group (7.1% vs. 16.7%, respectively; χ2=4.605, P<0.05) (Table 3, Figure 4).

Comparison of coagulation function indicators

In the comparison of the coagulation parameters of all patients, there was no signi�cant difference in
preoperative coagulation function between the two groups (P>0.05). Repeated measures ANOVA showed
signi�cant differences in the APTT, PT, PLT count, and FIB level before the operation and 1 and 7 days
after the operation. The PLT count and FIB level in the LMWH group were signi�cantly higher than those
in the LMWH+PCD group; the APTT and PT in the LMWH group were signi�cantly lower than those in the
LMWH+PCD group. This �nding indicates that the coagulation ability in the LMWH+PCD group was
signi�cantly greater than that in the LMWH group, and the combined anticoagulant effect was better. The
difference was signi�cant (P<0.05) (Table 4. Figure 5).

Comparison of other related indicators during hospitalization

There were no signi�cant differences between the two groups in terms of preoperative and postoperative
GCS scores, intraoperative blood loss, postoperative infection rate, or length of hospital stay (P>0.05)
(Table 5).

Multivariate logistic regression analysis of thrombosis

Taking the occurrence of DVT after the operation as the dependent variable, the basic data were used as
the independent variable to introduce the binary multivariate logistic analysis. The results showed that
the postoperative risk of DVT in patients with LMWH alone was 1.764 times that of patients who received
the combination of LMWH+PCD (P <0.05). This �nding indicates that the combined anticoagulation
effect of LMWH+PCD is superior to that of LMWH alone (Table 6).

Multivariate logistic regression analysis of whether to add PCD
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Taking the addition of PCD as the dependent variable, these independent variables were introduced into a
binary multivariate logistic analysis. The results indicated that the incidence of DVT with LMWH alone
was 1.37 times that with the combined application. APTT, PLT, DVT are independent risk factors that
indicate the need for a PCD (P <0.05). Excluding the in�uence of other variables, LMWH+PCD can
effectively improve the coagulation function of patients (Table 7).

Area under the curve of a single factor variable

According to the ROC curve and the AUC of a single factor variable, APTT and PLT are sensitive indicators
of anticoagulant e�cacy (Z inspection, inspection level α = 0.05). Combined with multivariate logical
retrospective analysis, the results indicated that LMWH+PCD can affect the patient’s APTT and the
number of PLTs (Table 8, Figure 6).

Discussion
In patients with multiple injuries, potentially fatal injuries are treated �rst. Early internal �xation needs to
adhere to the principle of the preservation of life as the �rst goal.8 After the patient's vital signs are
initially stable, other treatments can be initiated. Epiphyseal growth is rapid in patients with brain trauma.
A large number of epiphyses in the subclavian region may compress the subclavian structure, stimulate
the brachial plexus nerve, and cause traumatic arthritis. The internal �xation of fractures should be
performed early.9 However, the incidence of venous thromboembolism (VTE) in patients with trauma is
high and can be life-threatening after trauma and cause various complications. Therefore, the prevention
of DVT is very important in the treatment of trauma patients. DVT and pulmonary embolism (PE) are
collectively referred to as VTE events.10 In clinical experience, chest fractures, pelvic fractures and limb
fractures, craniocerebral trauma and bed rest are high risk factors for VTEs.11 This study analyzed
various factors in trauma patients and provides a theoretical basis for the formulation of clinical
anticoagulation strategies.

In patients with multiple traumatic injuries, most deaths are caused by traumatic brain injury (TBI).
According to the GCS, clinical TBI can be divided into mild, moderate and severe. The related permanent
disability rates are 10%, 60% and 100%, respectively.12 The inclusion criteria in this study were patients
with mild injuries, with a GCS score of 13 or higher. The incidence of VTE and its related complications
increases the length of hospital stay and medical costs; it is also the most common preventable cause of
death in hospitals.13 The prevalence of DVT in trauma and orthopedic patients is estimated to be 1.16%.
With the continuous improvement of medical knowledge and treatment methods, DVT can be controlled
and prevented.14 In this study, some patients experienced a DVT of the lower limbs. Despite drug and
mechanical anticoagulation, craniocerebral injury, chest trauma, and bed rest are still high risk factors for
DVT. Hospitalization for acute trauma is an independent risk factor for incident VTE; however, VTE
preventive measures increase the risk of bleeding in patients with acute trauma.15 According to previous
experience, there is concern regarding the worsening of intracranial hemorrhage in patients with brain
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trauma, and drugs are not usually used in the early stage after injury.16 According to a 2011 study by
Scudday with 812 patients with craniocerebral trauma, the incidence of VTE was lower in patients
receiving preventive drugs than in those not receiving preventive drugs.17 Shelan proposed in 2012 that
low-risk TBI patients start enoxaparin treatment within 24 hours after injury.18 In this study, based on the
Caprini risk scores of patients admitted to the hospital and the BTF recommendations,19 if the injury is
stable and the bene�t of prevention outweighs the risk of bleeding progression, then preventive drugs
should be administered. All patients at high and very high risk were treated with anticoagulation drugs in
this study.

Many risk factors have been identi�ed for venous thrombosis that alter blood �ow, activate the
endothelium, and increase blood coagulation. Three important factors affecting thrombosis are blood
�ow, blood composition and blood vessels. Severe trauma often leads to the emergence of the triad of
Virchow, with hypercoagulability, endothelial damage, and venous stasis, which increases the risk of
thromboembolism.20 Prolonged bed rest and limb fractures in the patients in this study promoted venous
stasis. Increased hematocrit levels, increased FIB levels, and shortened clotting time in patients with
trauma can lead to the local accumulation of coagulation activation products and cause
hypercoagulability in patients.21 In this study, patients’ blood coagulation was monitored to determine
whether there was thrombosis in the blood.

The contraindications caused by brain trauma often limit the choice of strategies to prevent VTE in
trauma patients. This study mainly explores the choice of methods to prevent DVT in trauma patients.
The available methods for thrombosis prevention in trauma patients are divided into pharmacological
anticoagulation, mechanical prevention and inferior vena cava �lters (IVCs).22 LMWH was used for
anticoagulation in this study. Its advantages are fast pharmacokinetics, convenient administration and
few side effects; it has strong activity against Xa because of its low molecular weight and charge.23

LMWH became the most (or only) effective method for preventing DVT in trauma patients in the late
1990s.24 Several studies in recent years have shown that LMWH reduces the incidence of DVT in trauma
patients.25 Due to the need for safer and more effective preventive measures in patients with high-risk
trauma, the experimental group in our study used drugs and mechanical anticoagulation. Conventional
mechanical prevention includes graded compression socks (GCS), sequential pneumatic compression
equipment (PCD), and pneumatic sole (A-V) foot pumps.26 These devices reduce the risk of thrombosis
and related bleeding by reducing the luminal diameter of the veins, which leads to an increase in venous
blood �ow velocity; they are often used in the treatment of trauma patients.27 Kurtoglu prospectively
randomized 120 trauma patients and compared PCDs and LMWH with regard to the prevention of VTE;
the authors concluded that PCDs can be safely used to prevent DVT.28 It is recommended to combine
LMWH in with intermittent pneumatic pressure devices. Based on the results and conclusions of this
study, the combination of PCD and LMWH appears to be an advantageous way to prevent DVT in
patients with multiple traumatic injuries.
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According to the American College of Chest Physicians (ACCP) guidelines for the prevention of VTE in
2008,29 LMWH should be administered as soon as possible to patients with severe trauma; an acceptable
alternative is to combine LMWH with the best mechanical methods. For patients with severe trauma,
ACCP recommends therapy to prevent thrombosis until discharge, and patients in this study received
therapy for the duration of hospitalization. The Eastern Trauma Surgery Association (EAST) recommends
secondary LMWH for patients with multiple traumatic injuries as an anticoagulation therapy. The level III
recommendation is that PCD alone can be used in patients with partial head injuries.30 The 9th ACCP
guidelines only suggest the “use of low dose unfractionated heparin (LDUH), LMWH, or mechanical
prophylaxis over no prophylaxis” in major trauma patients and give this recommendation the lowest
grade of evidence.31 Based on the latest guidelines for the prevention of traumatic DVT, in this study, the
clinical effectiveness of LMWH combined with PCD was analyzed and compared with that of LMWH
alone; the results show that LMWH should be used in trauma patients.32 Obviously, VTE is one of the
main problems in trauma patients. As demonstrated in the extensive literature on preventing VTE in
trauma patients, there is currently a lack of high-quality clinical studies supporting the selection of VTE
preventions methods by clinicians for this group of patients. Although there is no preventive method that
can completely prevent VTE, it is clear that without precautionary measures, the incidence of DVT is
higher, which may increase the risk of VTE-related morbidity and mortality. Although LMWH
anticoagulation was used in all patients in this study, the best VTE prevention strategy in trauma patients
remains controversial. Large-scale, randomized prospective clinical studies are needed to provide
evidence regarding the optimal clinical VTE prevention measures in clinical practice.

This study has some limitations, including the retrospective data collection of case records from
outpatient databases, a small sample size, and a short study period. Further research with a longer study
period is needed to collect more cases. Multicenter follow-up in a prospective study is needed. In addition,
the changes in index values at multiple time points, the risk of thrombosis over a long period of time, and
different doses of drugs need to be investigated. Embedding the VTE risk assessment scale in electronic
medical records and guiding intervention based on those scores can effectively improve VTE prevention
and control strategies and reduce the incidence of VTE in the hospital. Although angiography is the gold
standard for diagnosing DVT, vascular Doppler ultrasound was used in this study because of its
noninvasive nature and relatively low cost. In addition, our records allowed the calculation of infection
rates during hospitalization. The advantage of this study is that the results provide clinical evidence for
clinicians selecting anticoagulation regimens for patients with multiple traumatic injuries.

Abbreviations
DVT: Deep venous thrombosis; PCD: Pneumatic Compression Device; LMWH: Low molecular weight
heparin; VAS: visual analog scale; APTT: Activated partial thromboplastin time; PLT: platelet; GCS:
Glasgow coma scores; TBI: traumatic brain injury;
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Table 1.

Comparison of Basic Data between Groups
Variables LMWP

(n=126)

LMWP+PCD
(n=126)

T/Z/
χ2

P
value

Sex Female 59(46.8%) 72(57.1%) 0.910 0.340

Male 67(53.2%) 54(42.9%)

Age (yr) 48.3±6.4 53.7±5.9 0.219 0.873

Hypertension (n) 21 24 0.311 0.771

Diabetes (n) 7 6 1.279 0.204

Antiplatelet therapy (n) 13 14 0.584 0.445

 Oral anticoagulant (n) 15 11 0.727 0.469

 Caprini risk scores High risk (3-4) 59 53 -0.759 0.448

Highest risk
(≥5)

67 73

Glasgow Coma scale
score

13 22 26 -0.408 0.684

14 31 29

15 73 71

Clavicle fracture type Mid fracture 74 87 -1.702 0.089

Acromion
fracture

52 39

LMWH, low-molecular-weight heparin group; PCD, pneumatic compression device group (or AP)
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Table 2.

Comparison of Visual Analogue Scale Scores
Group Before the operation After the operation,

�rst week

t P

value

LMWH 5.1±1.4 2.7±1.1 14.729 <0.001

LMWH+PCD 5.0±1.5 2.8±0.9 15.852 <0.001

t 1.102 0.042  

P value 0.273 1.966

Postoperative VAS scores were lower than those before surgery.

 

Table 3.

Comparison of the incidence of DVT
Group NO DVT DVT χ2 P value

LMWH 108 19 4.605

 

0.026

 LMWH+PCD 119 7

The incidence of DVT in the LMWH+PCD group was signi�cantly lower than that in the LMWH group.
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Table 4.

Comparison of Blood Coagulation Function Indexes
Blood coagulation

function indexes

Before the operation After the operation

First day

After the operation

First week

PLT (109/L)  

LMWH group 219.8±6.1 195.2±8.7 194.6±7.4

LMWH+PCD group 213.4±7.3 175.3±10.1 178.5±9.3

t 0.242 16.765 16.160

P value 0.809 0.000 0.000

FIB (g/L)  

LMWH group 3.4±0.3 3.7±0.5 3.6±0.4

LMWH+PCD group 3.2±0.4 3.3±0.6 3.2±0.3

t 1.246 20.410 15.791

P value 0.214 0.000 0.000

PT (g/L)  

LMWH group 12.4±1.2 12.9±1.1 13.1±1.4

LMWH+PCD group 12.7±1.3 14.2±1.2 13.9±1.3

t -0.394 -18.878 -15.884

P value 0.694 0.000 0.000

APTT (g/L)  

LMWH group 34.3±2.1 35.9±1.5 35.4±1.6

LMWH+PCD group 34.2±1.9 38.6±1.7 38.1±1.4

t -0.463 -13.223 -12.346

P value 0.644 0.000 0.000

Prolongation of clotting time and reduction of platelets and FIB in the LMWH+PCD group
demonstrated a better anticoagulant effect in this group.
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Table 5.

Comparison of Other Related Indicators During Hospitalization
Group Postoperative

GCS score
Intraoperative
blood loss

Postoperative
infection rate

Length of
hospital stay

13 14 15

LMWH group 13 17 96 40.6±5.7 4.76% 8.6±1.7

LMWH+PCD
group

16 21 89 42.3±6.2 5.56% 7.2±1.3

t/Z -0.638 1.656 0.390 1.238

P value 0.523 0.101 0.533 0.218

There was a slight difference in blood loss between the two groups.
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Table 6.

Multivariate logistic regression analysis results of DVT in trauma patients
  B S.E. Wald Sig. OR 95% C.I

Lower Upper

Sex (1a) .505 .463 1.189 .276 1.657 .669 4.106

Age -.016 .015 1.075 .300 .984 .955 1.014

Disease -.117 .555 .045 .833 .889 .300 2.638

Caprini .017 .088 .039 .844 1.017 .856 1.210

Hospital stay .121 .082 2.189 .139 1.129 .961 1.325

GCS .156 .279 .314 .576 1.169 .676 2.021

Blood loss .006 .017 .130 .719 1.006 .973 1.041

Drugs (1b) .300 .806 .139 .709 1.350 .278 6.550

APTT .032 .052 .379 .538 1.033 .932 1.144

PLT -.016 .010 2.785 .095 .984 .965 1.003

Group (1c) 1.764 .598 8.701 .003e 5.833 1.807 18.828

Fracture type (1d) -.145 .507 .081 .775 .865 .321 2.335

OR, odds ratio; 95% CI, 95% con�dence interval. In case of statistical signi�cance (P < 0.05), “1”-
represents the occurrence of statistical events. “1a”, female; “1b”, past medical history of
anticoagulant use; “1c”, LMWH alone; “1d”, clavicle mild fracture, “e”, P<0.05. LMWH+PCD is more
e�cient for preventing DVT.
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Table 7.

Multivariate logistic regression analysis results of whether to add PCD for trauma patients
  B S.E. Wald Sig. OR 95% C.I.

Lower Upper

Sex (1a) .456 .294 2.402 .121 1.578 .886 2.809

Age .006 .011 .332 .565 1.006 .985 1.028

Disease -.031 .362 .008 .931 .969 .477 1.969

Caprini -.083 .064 1.671 .196 .920 .811 1.044

Hospital stay -.082 .063 1.664 .197 .921 .814 1.043

GCS -.183 .180 1.024 .312 .833 .585 1.187

Blood loss .001 .011 .007 .935 1.001 .980 1.022

Drugs (1b) .028 .487 .003 .953 1.029 .396 2.670

APTT .222 .047 21.933 .000e 1.249 1.138 1.371

PLT -.007 .003 5.987 .014f .993 .987 .999

Fracture type (1c) .641 .333 3.701 .054 1.898 .988 3.645

DVT (1d) 1.370 .558 6.034 .014g 3.935 1.319 11.737

OR, odds ratio; 95% CI, 95% con�dence interval. In case of statistical signi�cance (P < 0.05), “1”-
represents the occurrence of statistical events. “1a”, female; “1b”, past medical history of
anticoagulant use; “1c”, clavicle mild fracture; “1d”, LMWH alone; “e\f\g”, P<0.05. The incidence of
DVT with LMWH alone is 1.37 times that with LMWH+PCD application.
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Table 8.

Area under the curve for independent variables.
Test Result
Variable(s)

Area Std.
Errora

Asymptotic
Sig.b

Asymptotic 95% Con�dence
Interval

Lower Bound Upper Bound

APTT .628a .113 .257 .407 .849

Caprini .520 .117 .856 .291 .750

Hospital stay .466 .111 .761 .248 .683

GCS .354 .101 .196 .156 .552

Blood loss .441 .095 .602 .256 .627

Age .297 .113 .072 .076 .518

PLT .700b .104 .076 .495 .904

The test result variable(s) age, Caprini score, hospital stay, GCS, blood loss, age, APTT, PLT have at
least one tie between the positive actual state group and the negative actual state group. Statistics
may be biased. a, b The area of APTT or PLT under the curve is greater than 0.6.

Figures
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Figure 1

Flow diagram showing the progress of included studies.
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Figure 2

Comparison of X-rays before and after surgery for clavicle fractures in patients with multiple injuries.
Lower limb PCD for hospitalized patients
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Figure 3

The VAS scores of the two groups were lower than those before surgery, indicating that the surgery
relieved the pain.
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Figure 4

The LMWH+PCD group had better prevention of DVT.
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Figure 5

Comparison of APTT, PT, PLT, and FIB indexes between groups. Compared with before surgery within the
two groups, P>0.05; compared with after surgery between the two groups, P<0.05
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Figure 6

The area of APTT or PLT under the curve is greater than others.


