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Abstract 
 
Background 
Thrombosis may contribute to morbidity and mortality in Covid-19. We hypothesized that 
therapeutic anticoagulation would improve outcomes in critically ill patients with Covid-19. 
 
Methods 
We conducted an open-label, adaptive, multiplatform, randomized, clinical trial. Patients with 
severe Covid-19, defined as the requirement for organ support with high flow nasal cannula, 
non-invasive ventilation, invasive ventilation, vasopressors, or inotropes, were randomized to 
receive therapeutic anticoagulation with heparin or pharmacological thromboprophylaxis as 
per local usual care. The primary outcome was an ordinal scale combining in-hospital mortality 
(assigned –1) and days free of organ support to day 21.  
 
Results 
Therapeutic anticoagulation met the pre-defined criteria for futility in patients with severe 
Covid-19. The primary outcome was available for 1,074 participants (529 randomized to 
therapeutic anticoagulation and 545 randomized to usual care pharmacological 
thromboprophylaxis). Median organ support-free days were 3 days (interquartile range –1, 16) 
in patients assigned to therapeutic anticoagulation and 5 days (interquartile range –1, 16) in 
patients assigned to usual care pharmacological thromboprophylaxis (adjusted odds ratio 0.87, 
95% credible interval (CrI) 0.70-1.08, posterior probability of futility [odds ratio<1.2] 99.8%). 
Hospital survival was comparable between groups (64.3% vs. 65.3%, adjusted odds ratio 0.88, 
95% CrI 0.67-1.16). Major bleeding occurred in 3.1% of patients assigned to therapeutic 
anticoagulation and 2.4% of patients assigned to usual care pharmacological 
thromboprophylaxis. 
 
Conclusions 
In patients with severe Covid-19, therapeutic anticoagulation did not improve hospital survival 
or days free of organ support compared to usual care pharmacological thromboprophylaxis. 
 
Trial registration numbers NCT02735707, NCT04505774, NCT04359277, NCT04372589 
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Background 
 
Observational studies identified an association between the novel coronavirus disease 2019 

(Covid-19), inflammation, hypercoagulability, and thrombosis.1-4 Critically ill patients with 

Covid-19 are at high risk of venous and arterial thrombotic events despite standard dose 

pharmacological thromboprophylaxis.5-8 Higher levels of circulating biomarkers reflecting 

systemic inflammation and coagulation activation (e.g., D-dimer, C-reactive protein) are 

independently associated with a greater risk of respiratory failure, thrombosis, and death.2,9,10 

Thrombotic processes may therefore be an important cause of poor outcome from Covid-19. 

Unfractionated and low molecular weight heparins are parenteral anticoagulants with 

anti-inflammatory properties and possible antiviral properties.11,12 On the basis of clinical and 

pathologic reports of excess thrombotic risk enhanced dose anticoagulation strategies have 

been incorporated into some Covid-19 guidance statements, especially for critically ill 

patients.13,14 However, the effectiveness and safety of empiric full dose anticoagulation to 

improve outcomes in Covid-19 has not been established.   

To determine whether a pragmatic strategy of therapeutic dose anticoagulation 

improves survival and reduces the duration of organ support compared to usual care 

pharmacological thromboprophylaxis in critically ill patients with Covid-19, we conducted an 

international multiplatform randomized clinical trial (mpRCT). 
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Methods 

Trial Design and Oversight 

Early in the Covid-19 pandemic, the lead investigators of three international adaptive platform 

trials harmonized their protocols to study the effect of therapeutic anticoagulation in patients 

hospitalized for Covid-19 into one integrated mpRCT to accelerate evidence generation and 

maximize external validity of results (see Protocol Appendix, p. 29). The participating platforms 

included Randomized, Embedded, Multifactorial Adaptive Platform Trial for Community-

Acquired Pneumonia (REMAP-CAP; NCT02735707)15, Accelerating Covid-19 Therapeutic 

Interventions and Vaccines-4 Antithrombotics Inpatient platform trial (ACTIV-4a; NCT04505774 

and NCT04359277), and Antithrombotic Therapy to Ameliorate Complications of Covid-19 

(ATTACC; NCT04372589).16 The three platforms aligned the trial design, eligibility criteria, 

interventions, outcome measures, and statistical analysis plan a priori to execute the mpRCT. 

Each platform was overseen by independent data and safety monitoring boards (DSMB) and 

collaboratively guided a cross-platform DSMB interaction plan (see Protocol Appendix, p. 155).  

The platforms enrolled patients hospitalized for Covid-19. Although REMAP-CAP enrolled 

patients with suspected or confirmed Covid-19, only participants with confirmed infection were 

included in the mpRCT primary analysis. The mpRCT was designed to evaluate the effect of 

therapeutic anticoagulation in four patient groups: severe Covid-19, or moderate Covid-19 

stratified by degree of D-dimer elevation (high, low, or missing). The stopping criteria for a 

statistical conclusion applied independently to each of the groups except for the group with 

missing D-dimer. 
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Severe Covid-19 was defined as the provision of intensive care unit-level respiratory or 

cardiovascular organ support (high flow nasal oxygen ≥ 20 L/min, non-invasive or invasive 

mechanical ventilation, extracorporeal life support, vasopressors, or inotropes). Patients were 

ineligible if they were admitted to the ICU with Covid-19 for more than 48 hours (REMAP-CAP) 

or to hospital for more than 72 hours (ACTIV-4a, ATTACC) prior to randomization, at imminent 

risk of death without an ongoing commitment to full organ support, at high risk of bleeding, 

receiving dual antiplatelet therapy, had a separate clinical indication for therapeutic 

anticoagulation, or had a history of heparin sensitivity including heparin-induced 

thrombocytopenia. Detailed exclusion criteria for the platforms are provided in the Protocol 

Appendix (p. 29).  

The mpRCT was conducted in accordance with the principles of the Good Clinical Practice 

guidelines of the International Conference on Harmonization. Ethics and regulatory approval 

were obtained at each participating center. The trial was supported by multiple international 

funding organizations who had no role in the analysis or reporting of the trial result.  

 

Randomization 

Randomization was performed using central web-based systems. Participants were 

randomized to receive therapeutic anticoagulation with unfractionated or low molecular 

weight heparin or usual care pharmacological thromboprophylaxis in an open label fashion. 

ACTIV-4a randomized all participants in a 1:1 ratio. The other two platforms specified response-

adaptive randomization; randomization probabilities were updated in the severe patient group 
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within REMAP-CAP and ATTACC during the interim period between the mpRCT interim data cut 

and the halt of enrollment.  

Therapeutic anticoagulation was administered according to local site protocols for the 

treatment of acute venous thromboembolism for up to 14 days or recovery (defined as hospital 

discharge, or liberation from supplemental oxygen for at least 24 hours). Usual care 

pharmacological thromboprophylaxis was administered according to local practice or with 

guidance from the trial protocol on maximum dosing, which included either standard low dose 

thromboprophylaxis or enhanced intermediate dose thromboprophylaxis. A subset of 

participants enrolled in REMAP-CAP were also randomized in the antiplatelet agent domain and 

in other domains of that trial. 

 

Outcome measures 

The primary outcome, organ support-free days (OSFDs), was an ordinal scale composed of 

survival to hospital discharge and, in survivors, the number of days free of organ support to day 

21. Death in hospital through day 90 was assigned the worst outcome (–1). Among hospital 

survivors, the number of days free of respiratory organ support (high flow nasal cannula, non-

invasive or invasive ventilation, extracorporeal life support) and cardiovascular organ support 

(vasopressors or inotropes) through day 21 were recorded. A higher value for OSFDs indicates a 

better outcome. A participant who was discharged from hospital prior to day 21 was assumed 

to be alive and free of organ support through 21 days. Pre-specified secondary outcomes 

included survival to day 90, major thrombotic events or death (a composite of myocardial 

infarction, pulmonary embolism, ischemic stroke, systemic arterial embolism, and in-hospital 
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death) through to 28 days (ACTIV-4a, ATTACC) or through to hospital discharge (REMAP-CAP). 

Safety outcomes included major bleeding during the treatment period as defined by the 

International Society of Thrombosis and Haemostasis for non-surgical patients17 and laboratory-

confirmed heparin-induced thrombocytopenia. Thrombotic and bleeding events were 

adjudicated by independent platform-specific adjudication committees blinded to treatment 

assignment (Protocol Appendix, p. 478). 

 

Statistical Analysis 

Although the platforms enrolled participants independently, the mpRCT analyzed combined 

individual participant-level data from all platforms using a single overarching Bayesian model 

(see Protocol Appendix, p. 35). Monthly interim analyses of combined data from all platforms 

were planned within each of the pre-specified patient groups. Randomization continued within 

each group until a statistical conclusion of superiority (defined as a >99% posterior probability 

of proportional odds ratio>1) or futility (>95% posterior probability of proportional odds 

ratio<1.2) was met for a group.  

The primary analysis was a Bayesian cumulative logistic model that calculated the posterior 

probability distribution for the proportional odds ratio for OSFDs. An odds ratio greater than 1 

indicates a better outcome with therapeutic anticoagulation. The primary model adjusted for 

age (categorized into six groups), sex, site, and time period (2-week epochs). The model 

estimated treatment effects for each of the patient groups (severe, and moderate stratified by 

D-dimer), utilizing a Bayesian hierarchical approach, which dynamically borrows information 

between groups if the observed effects are similar between groups.18 If, at an interim analysis, 
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a statistical criteria was reached in one group and not the others, only outcomes for 

participants in that group would be unblinded. For the purposes of this report, the primary 

analysis was run on all participants enrolled in the mpRCT (including both moderate and severe 

patient groups) for whom the primary endpoint was available at the date of database lock, 

January 28, 2021. The analysis of this dataset was pre-specified in a sub-statistical analysis plan 

for this preliminary report of the results (see Protocol Appendix, p. 120). 

The primary model was fit using a Markov Chain Monte Carlo algorithm with 100,000 

samples from the joint posterior distribution, allowing calculation of the posterior distributions 

for the odds ratios, including medians and 95% credible intervals (CrIs) and the posterior 

probabilities of superiority (odds ratio>1), futility (odds ratio<1.2), or inferiority (odds ratio<1). 

A similar model was run for survival to hospital discharge (a key subcomponent of OSFDs). The 

pre-specified sensitivity analyses of the primary model are described in the Statistical Analysis 

Plan (Supplementary Appendix). To assess the influence of potential prior enthusiasm for 

therapeutic anticoagulation, a sensitivity analysis was conducted using an enthusiastic prior 

(prior mean OR 1.75, 95% CrI 0.74-4.15; prior probability of superiority 90%). 

For the key secondary endpoints, similar models were restricted to the severe patient group, 

without borrowing information from moderate patient groups. Per-protocol analyses were 

conducted restricted to participants who received a dose of study treatment consistent with 

their treatment assignment in the trial within 24 hours of randomization (see Protocol 

Appendix for details on this classification). Subgroup analyses assessed whether treatment 

effect varied according to age, sex, requirement for mechanical ventilation at baseline, and 
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intensity of thromboprophylaxis dosing in the usual care arm (defined based on the pattern of 

practice at each participating site, see Protocol Appendix). 

 
Results 

The first participant was randomized on April 21, 2020. Enrollment was discontinued in the 

severe patient group on December 19th 2020 after an interim analysis demonstrated that the 

statistical criteria for futility was met. At that time a total of 1,205 participants with severe 

suspected or confirmed Covid-19 were randomized (Figure 1). Of these, 25 participants 

withdrew consent, 91 participants did not have laboratory-confirmed Covid-19, and the primary 

outcome was not available in 15 participants as of January 28, 2021. The current report 

presents the results of the primary analysis for 1,074 participants with severe confirmed Covid-

19.  

Participants 

Baseline characteristics were comparable between the intervention groups (Table 1). The 

majority of participants were enrolled through the REMAP-CAP platform (n=987, 84%, Table 

S1).  The pattern of heparin administration in the intervention groups is described in Table S1. 

In participants randomized to usual care pharmacological thromboprophylaxis, the initial post-

randomization dose equivalent corresponded to standard low dose thromboprophylaxis in 41% 

of participants in whom these data were available and to enhanced intermediate dose 

thromboprophylaxis in 51% of participants in whom these data were available (Table S1). 

 

Primary Outcome 
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In participants assigned to therapeutic anticoagulation, the median value for organ support-

free days was 3 (interquartile range –1, 16); in participants assigned to usual care 

pharmacological thromboprophylaxis the median value was 5 (interquartile range –1, 16). In 

the primary model, the median adjusted proportional odds ratio for the effect of therapeutic 

anticoagulation on organ support-free days was 0.87 (95% CrI 0.70-1.08), yielding a posterior 

probability of futility of 99.8% and a posterior probability of inferiority of 89.4% (Table 2 and 

Figure 2). In-hospital survival was 64.3% in participants assigned to therapeutic anticoagulation 

and 65.3% in participants assigned to usual care pharmacological thromboprophylaxis (median 

adjusted odds ratio 0.88, 95% CrI 0.67-1.16; posterior probability of inferiority 81.0%). Survival 

to day 90 is shown in Figure 3. 

In sensitivity analyses of the primary outcome (Table S2), incorporation of prior enthusiasm 

for therapeutic anticoagulation did not modify the conclusion (median adjusted proportional 

odds ratio 0.89, 95% CrI 0.72-1.10). Restricting to participants managed per-protocol gave 

similar results (median adjusted proportional odds ratio 0.94, 95% CrI 0.70-1.25). Including 

participants with suspected Covid-19 and excluding participants with concomitantly receiving 

an antiplatelet agent at baseline or those enrolled in the REMAP-CAP antiplatelet agent domain 

also yielded similar results (Table S2). In pre-specified subgroup analyses, the estimated effect 

did not meaningfully vary according to age, sex, baseline requirement for invasive mechanical 

ventilation, or the pattern of usual care pharmacological thromboprophylaxis dosing at sites 

(intermediate vs. low dose) (Figure S1). 

 

Secondary Outcomes 
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Major thrombotic events or death are reported in Table 2. Although there were numerically 

fewer participants with major thrombotic events among those assigned to therapeutic 

anticoagulation in comparison to those assigned to usual care pharmacological 

thromboprophylaxis (5.7% vs. 10.3%), the secondary efficacy outcome of major thrombotic 

events or death was similar between groups (41.4% vs. 42.7%, median adjusted odds ratio 1.05, 

95% CrI 0.79-1.40). A breakdown of major thrombotic events is provided in Table S3. A major 

bleeding event occurred during the treatment period in 3.1% of participants assigned to 

therapeutic anticoagulation and in 2.4% of participants assigned to usual care pharmacological 

thromboprophylaxis.  
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Discussion 

In this international multiplatform randomized clinical trial of over 1,000 critically ill patients 

with confirmed Covid-19, therapeutic anticoagulation did not improve survival or days free of 

organ support and had an 89% probability of being inferior to usual care pharmacological 

thromboprophylaxis. There was an 81% probability that therapeutic anticoagulation reduced 

survival to hospital discharge in comparison to usual care pharmacological thromboprophylaxis. 

Bleeding complications were infrequent in both groups. Although therapeutic anticoagulation 

resulted in a numerical decrease in major thrombotic events, it did not improve organ support-

free days or survival to hospital discharge. 

 Our results refute the hypothesis that, in the absence of a usual clinical indication for 

therapeutic anticoagulation, empiric administration of therapeutic anticoagulation benefits 

critically ill patients with Covid-19. This hypothesis was based on observational studies that 

reported therapeutic anticoagulation was associated with improved outcomes, particularly in 

critically ill patients.14,19,20 Multiple small and moderate-size randomized trials continue to 

evaluate different anticoagulation strategies in Covid-19.21 The results of this study 

demonstrate that, in critically ill patients with Covid-19, the probability of benefit from a 

routine full-dose therapeutic anticoagulation strategy is low. 

The net effect of enhanced anticoagulation on clinical outcome may depend on the 

degree of coagulation or inflammation or on the timing of initiation in relation to disease 

course. As has been reported for other therapies used in Covid-19, the effectiveness of 

anticoagulation in Covid-19 may vary with the severity of illness when therapy is commenced.22-

24 Despite demonstrable activation of coagulation and systemic inflammation in severe Covid-
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19, our findings suggest that initiating therapeutic anticoagulation once patients develop severe 

Covid-19 may be too late to reasonably alter the consequences of established disease 

pathology. The net clinical effect of anticoagulation might also be modified by the use of 

concomitant immunomodulatory therapies.  

In this trial, the probability of inferiority of therapeutic anticoagulation was 89%. 

Mechanisms that could account for this likely harm are uncertain. Although major bleeding was 

numerically increased with therapeutic anticoagulation, the occurrence of major bleeding with 

full-dose therapeutic anticoagulation was low (3.1%) and consistent with previous estimates of 

bleeding in critically ill patients.25 In patients with Covid-19 and severe ARDS, autopsy findings 

include microthrombosis but also alveolar hemorrhage.26 It is possible that, in the presence of 

marked pulmonary inflammation, therapeutic anticoagulation could exacerbate alveolar 

hemorrhage leading to worse outcome.   

This trial was made possible through a major global collaboration to conduct what is, to 

our knowledge, the first multiplatform clinical trial whereby a harmonized pragmatic trial 

protocol was actioned by three platform networks spanning five continents. The interventions 

evaluated are familiar and widely accessible, rendering the findings highly applicable to 

critically ill patients with severe Covid-19 disease. Analyses were pre-specified using a Bayesian 

framework that incorporated frequent interim analyses. Through a combined effort to 

collaboratively inform practice, we reached a trial conclusion for futility with probable harm 

more quickly than would have been possible as independent platforms.   

One limitation of our trial is the open-label design, although clinician or participant 

awareness likely had little or no impact on the primary outcome that incorporated mortality 

All rights reserved. No reuse allowed without permission. 
(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity. 

The copyright holder for this preprintthis version posted March 12, 2021. ; https://doi.org/10.1101/2021.03.10.21252749doi: medRxiv preprint 



 14 

and duration of organ support. The open label strategy may also introduce systematic bias in 

the ascertainment of thrombotic events. Additionally, the pragmatic design of this trial allowed 

clinicians to employ local site practice in the usual care pharmacological thromboprophylaxis 

arm. A substantial majority of enrollment in the severe patient group was in the United 

Kingdom where national practice guidelines changed during the trial to recommend that Covid-

19 patients admitted to an ICU receive intermediate dose anticoagulation for 

thromboprophylaxis. Many participants in the usual care arm therefore received an 

intermediate dose of thromboprophylaxis. It is possible that the benefit of therapeutic 

anticoagulation varies according to management of the comparator group. However, in pre-

specified subgroup analyses, the treatment effect of therapeutic dose anticoagulation did not 

vary meaningfully according to site proclivity for low or intermediate dose thromboprophylaxis. 

Whether intermediate dose thromboprophylaxis is superior to standard low dose 

thromboprophylaxis in critically ill patients is uncertain. Moreover, the effect of therapeutic 

anticoagulation in hospitalized, non critically ill patients with Covid-19 remains to be 

determined. 

In conclusion, in critically ill patients with Covid-19, there was no benefit of therapeutic 

anticoagulation with heparin compared to usual care pharmacological thromboprophylaxis and 

a high probability of inferiority.  
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Table 1. Demographic and clinical characteristics of the patients at baseline 

Characteristic  

Therapeutic 
anticoagulation 
(N=532) 

Usual care pharmacological 
thromboprophylaxis (N=557) 

Age – mean (SD), years 60.2 (13.1) 61.6 (12.5) 
Male Sex – n/N (%) 383/532 (72) 379/557 (68) 
Race/Ethnicity –    
    White n/N (%)  314/423 (74.2) 326/443 (73.6) 
    Asian n/N (%) 69/423 (16.3) 71/443 (16) 
    Black n/N (%) 24/423 (5.7) 20/443 (4.5) 
    Other n/N (%) 16/423 (3.8) 26/443 (5.9) 
Country – n/N (%)   
    United Kingdom 388/532 (72.9) 389/557 (69.8) 
    United States 78/532 (14.7) 96/557 (17.2) 
    Canada 39/532 (7.3) 53/557 (9.5) 
    Brazil 12/532 (2.3) 6/557 (1.1) 
    Othera 15/532 (2.8) 13/557 (2.3) 
Body mass index (kg/m2) – median (IQR) 30.4 (26.9, 35.9) 

(n = 458) 
30.2 (26.4, 34.6) 
(n = 470) 

APACHE II scoreb – median (IQR) 13 (8, 21)  
(n = 417) 

13 (8, 19)  
(n = 417) 

Pre-existing conditions – n/N (%)   
    Diabetes mellitus (type 1 or 2) 168/523 (32.1) 182/546 (33.3) 
    Severe cardiovascular diseasec 36/495 (7.3) 34/517 (6.6) 
    Chronic kidney disease 56/499 (11.2) 40/502 (8) 
    Chronic respiratory diseased 121/503 (24.1) 125/516 (24.2) 
    Chronic liver disease 6/504 (1.2) 2/527 (0.4) 
Baseline treatmentse – n/N (%)   
    Antiplatelet agentf 36/488 (7.4) 42/516 (8.1) 
    Remdesivir 149/488 (30.5) 161/517 (31.1) 
    Corticosteroids 387/488 (79.3) 410/517 (79.3) 
    Tocilizumab 9/488 (1.8) 9/517 (1.7) 
Baseline organ support – n/N (%)   
    No oxygen/supplemental oxygen 8/532 (1.5) 7/557 (1.3) 
    High flow nasal oxygen 172/532 (32.3) 188/557 (33.8) 
    Non-invasive ventilation 214/532 (40.2) 200/557 (35.9) 
    Invasive mechanical ventilation 138/532 (25.9) 162/557 (29.1) 
    Vasopressors/inotropes 87/522 (16.7) 100/548 (18.2) 
PaO2/FIO2

b – median (IQR) 119 (89.5–159.5)  
(n = 383) 

119 (92–161)  
(n = 389) 

Median Laboratory values (IQR)   
    D-dimer (ng/ml)  827 (450–1740)  

(n = 185) 
890 (375–1846)  
(n = 187) 

    D-dimer greater than or equal 2 times site  
    upper limit of normal – n/N (%) 

88/185 (47.6) 87/187 (46.5) 

    International normalized ratio 1.1 (1–1.2)  
(n = 318) 

1.1 (1–1.3)  
(n = 314) 

    Neutrophils x109/L 7.9 (5.5–10.6)  
(n = 438) 

7.9 (5.6–10.7)  
(n = 458) 

    Lymphocytes x109/L 0.7 (0.5–1) 
(n = 439) 

0.7 (0.5–1) 
(n = 467) 

    Platelets x109/L 247 (188–317.5)  245.5 (185–315) 
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(n = 511)  (n = 524) 
Footnotes:  
a. Ireland, Netherlands, Australia, Nepal, Saudi Arabia, and Mexico. 
b. Available in REMAP-CAP only.  
c. Defined in REMAP-CAP as a baseline history of New York Heart Association class IV symptoms; 
defined in ACTIV-4a and ATTACC as a baseline history of heart failure, myocardial Infarction, coronary 
artery disease, peripheral arterial disease, or cerebrovascular disease (stroke or transient ischemic 
attack).  
d. Defined as a baseline history of asthma, chronic obstructive pulmonary disease, bronchiectasis, 
interstitial lung disease, primary lung cancer, pulmonary hypertension, active tuberculosis, or through the 
receipt of home oxygen therapy. 
e. Recent or chronic use.  
f. Not included in this summary are 113 patients co-enrolled in the REMAP-CAP Antiplatelet Domain (47 
assigned to therapeutic Anticoagulation, 66 to usual care pharmacological thromboprophylaxis). 
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Table 2. Primary and secondary outcomes 

Outcome 
Therapeutic anticoagulation 

(n=532) 

Usual care pharmacological 
thromboprophylaxis 

(n=557) 

Organ support-free days to day 21a   
No. of patients with known 

outcome 
529 545 

Median, IQR 3 (-1, 16) 5 (-1, 16) 
Adjusted proportional odds ratio 

(95% CrI) 
0.87 (0.70-1.08) 1 (Reference) 

Probability of futility, % 99.8% - 
Probability of superiority, % 10.6% - 
Probability of inferiority, % 89.4% - 

   
Survival to hospital dischargea   

No. of patients/total no. (%) 340/529 (64.3%) 356/545 (65.3%) 
Adjusted odds ratio (95% CrI) 0.88 (0.67-1.16) 1 (Reference) 
Probability of futility, % 98.5% - 
Probability of superiority, % 19.0% - 
Probability of inferiority, % 81.0% - 

   
Major thrombotic events or deathb   

No. of patients/total no. (%)   
Major thrombotic events 27/471 (5.7%) 49/476 (10.3%) 
Death in hospital 189/529 (35.7%) 189/545 (34.7%) 
Major thrombotic events or 
death 

200/483 (41.4%) 211/494 (42.7%) 

Adjusted odds ratio (95% CrI) 1.05 (0.79-1.40) 1 (Reference) 
Probability of futility, % 94.5% - 
Probability of superiority, % 37.0% - 
Probability of inferiority, % 63.0% - 

   
Major bleedingb   

No. of patients/total no. (%) 15/482 (3.1%) 12/495 (2.4%) 
Odds ratio (95% CrI)a 1.19 (0.57-2.49) 1 (Reference) 
Probability of futility, % 82.9% - 
Probability of superiority, % 32.3% - 
Probability of inferiority, % 67.7% - 

a Composite ordinal scale consisting of survival to hospital discharge and days free of organ support to day 21. 
Odds ratio>1 indicates a benefit from treatment. Probabilities of benefit (proportional odds ratio>1), harm 
(proportional odds ratio<1), and futility (proportional odds ratio<1.2) are computed from the posterior 
distribution. 
bOdds ratio<1 indicates a benefit from treatment. Probabilities of benefit (odds ratio<1), harm (proportional odds 
ratio>1), and futility (odds ratio>(1/1.2)) are computed from the posterior distribution. 
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Figure 1. Screening, enrollment, randomization, and inclusion in analysis. *1531 patients from 
the moderate state were included in the primary statistical model (see Methods for details). 
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therapeutic heparin 

10 Withdrew consent
4 Outcome not available

47 SARS-CoV-2 not confirmed
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venous thromboprophylaxis

15 Withdrew consent
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44 SARS-CoV-2 not confirmed
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Figure 2. Organ support-free days to day 21. Upper panel) the cumulative proportion (y-axis) 
for each intervention group by day (x-axis), with death listed first. Curves that rise more slowly 
indicate a more favorable distribution in the number of days alive and free of organ 
support.  The height of each curve at “-1” indicates the in-hospital mortality rate for each 
intervention. The height of each curve at any point, for example, at day = 10, indicates the 
proportion of patients with organ support-free days (OSFD) of 10 or lower (i.e. 10 or 
worse). The difference in height of the two curves at any point represents the difference in the 
cumulative probability of having a value for OSFDs less than or equal to that point on the x-axis. 
Lower panel) Organ support–free days as horizontally stacked proportions by intervention 
group. Red represents worse outcomes and blue represents better outcomes. The median 
adjusted odds ratio for the primary analysis was 0.87 (95% credible interval 0.70-1.08, posterior 
probability of futility 99.8%). 
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Figure 3. Survival to day 90 according to treatment assignment. 
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