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Abstract 

Background: This study aimed to investigate the prevalence of preoperative deep venous thrombosis (DVT) fol-
lowing intertrochanteric fractures in the elderly and identify the associated factors, based on which a risk prediction 
model was developed.

Method: This was a retrospective single-center study of elderly patients presenting with intertrochanteric fractures 
between our institution between January 2017 and December 2020. Patients’ duplex ultrasound (DUS) or venogra-
phy results were retrieved to evaluate whether they had a preoperative deep venous thrombosis (DVT) of bilateral 
extremities, whereby patients were dichotomized. Various variables of interest on demographics, comorbidities, injury 
and biomarkers were extracted and their relationship between DVT were investigated. Statistically significant variables 
tested in multivariate logistics regression analyses were used to develop a risk prediction model.

Results: There were 855 patients eligible to be included in this study, and 105 were found to have preoperative 
DVT, with a prevalence rate of 12.3%. Ten factors were tested as significantly different and 2 marginally significant 
between DVT and non-DVT groups in the univariate analyses, but only 6 demonstrated the independent effect on 
DVT occurrence, including history of a VTE event (OR, 4.43; 95%CI, 2.04 to 9.62), time from injury to DVT screening (OR, 
1.19; 95%CI, 1.13 to 1.25), BMI (OR, 1.11; 95%CI, 1.04–1.18), peripheral vascular disease (OR, 2.66; 95%CI, 1.10 to 6.40), 
reduced albumin (2.35; 95%CI, 1.48 to 3.71) and D-Dimer > 1.0 mg/L(OR, 1.90; 95%CI, 1.13 to 3.20). The DVT risk model 
showed an AUC of 0.780 (95%CI, 0.731 to 0.829), with a sensitivity of 0.667 and a specificity of 0.777.

Conclusion: Despite without a so high prevalence rate of DVT in a general population with intertrochanteric 
fracture, particular attention should be paid to those involved in the associated risk factors above. The risk prediction 
model exhibited the improved specificity, but its validity required further studies to verify.
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Introduction
Deep venous thrombosis of the lower extremities is a 
most common complication after hip fracture in the 
elderly, affecting 11.1% to 35.0% of patients despite 
thromboprophylaxis [1–4]. Effective screening and early 
diagnosis have been consistently playing the key role in 
prevention of subsequent adverse events, e.g. chronic 
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venous insufficiency, secondary varicose veins, and 
ulcers that seriously affect patients’ quality of life; and in 
extreme cases the lower extremity DVTs would migrate 
proximally to cause pulmonary embolism (PE) or even 
death [5]. However, limited by the physicians and equip-
ment available and the emergent need of surgeries for hip 
fractures (generally within 48 h or even 24 h after injury), 
it is less likely or impractical to routinely perform the 
duplex ultrasound (DUS) or venography for detecting the 
potential DVT for every patient.

For purpose of early detection of DVT, identifying 
patient at high risk based on the related risk factors or 
admission laboratory biomarkers is feasible and use-
ful, whereby risk stratification is developed and spe-
cific measures can be applied. By far, substantial efforts 
have been made to address this in orthopaedics or other 
fields, such as age-adjusting the plasma D-dimer level 
to improve its specificity [6–8], identifying patient-or 
injury-related risk factors [9–11], or some novel poten-
tial biomarkers (e.g. neutrophil or platelet to lymphocyte 
ratio) [12, 13]. Specific at hip fracture, importance of pre-
venting DVT cannot be overemphasized. On one hand, 
patients suffering hip fracture generally have poorer 
systemic conditions, such as advanced age, reduced 
“functional reserve” organ systems and worse vascu-
lar conditions, together with sustaining hypercoagula-
tion state and limb immobility after injury, making them 
more predisposed to DVT [14, 15]. On the other hand, 
the presence of DVT will be a provoking factor for some 
acute hemodynamic instability conditions, e.g. myocar-
dial infarction or ischemic stroke or bleeding events [16], 
seriously complicating the surgical care. Despite the such 
clinical importance, existing studies on this topic are 
inadequate, reporting greatly variable prevalence rates of 
DVT and identified controversial risk factors without or 
limited adjustment for confounders [1, 10, 17–20], which 
are not necessarily applicable to populations in different 
settings.

Considering that intertrochanteric fracture has a 
higher proportion and occurs at an older age than does 
the femoral neck fracture, the other type of hip fracture, 
and further that most studies did not distinguish between 
both fracture types, we conducted this study. The aims 
were to: 1, investigate the incidence rates of preopera-
tive DVT after intertrochanteric fractures in the elderly; 
2, identify the risk factors associated with DVT; 3, based 
on the risk factors, to form a risk prediction model and 
evaluate its power.

Materials and methods
Inclusion and exclusion criteria
This retrospective study was performed in accordance 
with the Declaration of Helsinki and the study protocol 

was approved by the ethics committees of the  3rd Hospi-
tal of Shijiazhuang. Informed consent was obtained from 
each participant.

Patients aged 60  years or older presenting with an 
isolated intertrochanteric fracture caused by a low-
energy injury mechanism (fall from a standing height) 
diagnosed by routine radiographs and/or CT scanning 
between January 2017 and December 2020 were ini-
tially deemed eligible in this study. The inclusion criteria 
were patients having independent pre-fracture mobility, 
having undergone DUS or/and venography for detec-
tion of preoperative DVT, undergoing definite surgi-
cal care (osteosynthesis) and having complete data on 
demographics, injury, comorbidities and laboratory 
biomarkers of interest. The exclusions criteria were: 
pathological/metastatic fracture, fractures caused by 
high-energy injury mechanism, open fracture, bilateral 
hip fractures, multiple trauma or concurrent fractures 
of other sites, malignancy, patients having undergone 
thromboembolic drug prophylaxis before DVT screen-
ing, thrombotic event having occurred during last 
30  days prior to index fracture, current use of corticos-
teroids or anticoagulants within 3 months of injury, delay 
to surgery exceeding 21  days and incomplete data of 
interest.

Diagnosis and management of DVT
DVT was diagnosed in accordance with the specific 
guideline proposed by the Chinese Medical Associa-
tion  (3rd edition) (16). Based on our institution policy, 
for suspected or high-risk DVT following major extrem-
ity trauma (e.g. hip fracture) or before/after the major 
orthopaedic surgeries, detection of DVT via DUS or/
and venography of the lower extremities is mandatory to 
reduce the occurrence of serious adverse events.

Physical prophylaxis such as elevation of injured 
extremity, quadriceps strength exercise and ankle pump 
practices are routinely applied for each patient once 
admission. Based on the DVT detection results, prophy-
lactic or therapeutic chemical thromboprophylaxis was 
administered, including subcutaneous injection of low-
molecular-weight heparin (LMWH), direct oral antico-
agulants (factor Xa inhibitors, e.g. rivaroxaban, apixaban, 
edoxaban).

Data collection
Patients’ electronic medical records were inquired for 
exaction of relevant data, including demographics (age, 
sex, body weight and height, residence place, occupation 
and education level), comorbidities or disorders (hyper-
tension, diabetes mellitus, chronic heart disease, history 
of cerebrovascular disease, respiratory disease, liver dis-
ease (hepatitis or cirrhosis), renal insufficiency, peripheral 
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vascular disease and American Society of Anesthesiolo-
gists (ASA) classification, history of VTE), injury-related 
data (affected side, time from injury to admission and to 
DVT screening and fracture classification based on AO 
classification system). The laboratory biomarker results 
at admission, generally the first one, were extracted and 
recorded for white blood cell (WBC), neutrophil, lym-
phocyte, red blood cell (RBC) and platelet, serum albu-
min, triglyceride, total cholesterol, sodium, hemoglobin, 
hematocrit, platelet distribution width (PDW), red cell 
distribution width (RDW); hypersensitive C-reactive 
protein (HCRP); fasting blood glucose (FBG), D-dimer, 
prothrombin time (PT), activated partial thromboplastin 
time (APTT), thrombin time (TT), Fibrinogen Degrada-
tion Products (FDP) and fibrinogen). For further explora-
tion of the novel biomarkers potentially relating to DVT, 
we also included neutrophil to lymphocyte ratio (NLR) 
and platelet to lymphocyte ratio (PLR), which both were 
repeatedly investigated in literature and in some studies 
demonstrated association to a certain extent [21, 22].

Statistical analysis
Distributions of continuous variables were evaluated 
using the Shapiro-Wilkes test. Normally distributed con-
tinuous variables were presented as mean ± standard 
deviation (SD) and between-group difference was exam-
ined using Student-t test; while non-normally distributed 
variables were presented as median and interquartile 
range (IQR) and examined by Whitney-U test Mann ana-
lyzed using Student-t test for normally distributed data, 
and Mann Whitney-U test for the non-normally distrib-
uted data. Categorical variables were presented as a num-
ber and a percentage, and between-group differences 
were examined by Chi-square test or Fisher exact test, as 
appropriate.

For laboratory indexes and NLR or PLR, we did not 
apply the fixed and traditionally well-established refer-
ence range to classify them, because most of them were 
age- or trauma-dependent [6, 7, 23, 24], especially in such 
setting of a major trauma in aged patients. Instead, we 
constructed receiver operating was maximized. The area 
under the ROC (AUC) was used to evaluate the ability to 
distinguish between DVT and non-DVT [25], with vari-
ables with statistical significance (p < 0.05) considered to 
be dichotomized for a univariate analysis.

Then, variables including biomarkers tested with ≤ 0.10 
in the univariate analysis were included in the mul-
tivariate logistics regression model to determine the 
independent risk factors. In this process, stepwise back-
ward method was used and variables with p ≤ 0.10 were 
retained in the final model. The model fit was evaluated 
by the Hosmer–lemeshow (H–L) goodness of fit test, 
with statistics > 0.05 indicating an acceptable result. The 

correlation magnitude of a factor with DVT was rep-
resented by the odds ratio (OR) and 95% confidential 
interval (95%CI). Based on multivariate findings, the 
combination prediction model was established and ROC 
curve was constructed to determine its predictive ability 
[25].

The statistical significance was set as P < 0.05 and all the 
analyses were performed using SPSS24.0 (IBM corpora-
tion, New York, USA).

Results
Initially, the crude strategy retrieved 1787 cases of inter-
trochanteric fractures. Nine hundred and thirty-two 
cases were excluded, due to younger age (n = 229), mid-
dle- or high-impact mechanism (n = 126), pre-fracture 
dependent mobility (n = 63), pathological/metastatic 
fracture (n = 19), open fracture (n = 9), bilateral hip frac-
tures (n = 12, cases of fracture), multiple trauma or con-
current fractures of other sites (n = 39), conservative 
treatment (n = 31), malignancy (n = 22), thromboem-
bolic drug prophylaxis before DVT screening (n = 146), 
thrombotic event having occurred during last 30  days 
prior to index fracture (n = 37), corticosteroids or antico-
agulants taken within 3 months of injury (n = 24), delay 
to surgery exceeding 21 days (n = 91), or missing data on 
variables (n = 84).

Finally, there were 855 patients included 312 males and 
543 females, with a mean age of 77.2 ± 8.5 years (range, 
60 to 103  years; IQR, 71 to 84  years). There were 105 
patients diagnosed with preoperative DVTs, indicating 
an incidence rate of 12.3% (95%CI, 10.1% to 14.5%). The 
time from injury to admission was 1.9 ± 3.3 days, to DVT 
screening was 4.1 ± 3.7  days. The time from admission 
to operation was 3.8 ± 2.4 days. Stratified by factors, the 
incidence rate of preoperative DVT was 14.4% (45/312) 
for males versus 11.0% (60/543) for females (p = 0.148), 
16.2% in those aged 60–69 years versus 13.3% in 70–79, 
9.0% in 80–89 and 13.7% in ≥ 90  years (p = 0.099), 5.0% 
(10/201) in those undergoing DVT examination within 
2 days after injury, 8.4% (38/450) in 3–6 days, and 27.9% 
(54/204) after 7 days (P < 0.001).

Eight biomarkers or indexes were found to have a sig-
nificant ability to distinguish between DVT and non-
DVT, including D-Dimer, TT, PT, albumin, RBC, HCT, 
platelet and PLR, with respective optimal cut-off value 
of 1.0  mg/L, 15.5  s, 11.5  s, 32.5  g/L, 2.7*1012/L, 34%, 
214*109/L and 174, based on which they were dichoto-
mized (Table 1).

In the univariate analyses, significant difference was 
found between DVT and non-DVT groups in term of 
BMI (24.4 ± 3.7  kg/m2 vs 23.2 ± 3.4  kg/m2), prevalence 
rate of peripheral vascular disease (8.6% vs 2.9%) and a 
history of a VTE event (13.3% vs 4.5%), time from injury 
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to DVT screening (7.7 ± 4.5d vs 3.6 ± 3.3d) platelet 
count > 214*109/L (53.3% vs 38.8%), HCT < 34% (80.0% 
vs 66.9%), D-Dimer level > 1.0  mg/L (78.1% vs 62.0%), 
PLR > 174 (67.6% vs 51.7%), albumin level < 32.5  g/L 
(62.9% vs 41.3%) and TC < 3.45 mmol/L (49.5% vs 35.1%). 
Patients with DVT had a tendency toward higher prev-
alence of PT < 11.5  s (31.4% vs 23.2%) and ASA III-IV 
(57.1% vs 47.6%), although not approaching to signifi-
cance (P = 0.065 and P = 0.067) (Table 2).

In the multivariate analyses, all the 12 above-men-
tioned variables including PT and ASA classification 
were included, and the results showed that history of a 
VTE event (OR, 4.43; 95%CI, 2.04 to 9.62), time from 
injury to DVT screening in each day increment (OR, 
1.19; 95%CI, 1.13 to 1.25), BMI in each kg/m2 increment 
(OR, 1.11; 95%CI, 1.04–1.18), peripheral vascular disease 
(OR, 2.66; 95%CI, 1.10 to 6.40), albumin < 32.5 g/L (OR, 
2.35; 95%CI, 1.48 to 3.71) and D-Dimer > 1.0 mg/L (OR, 
1.90; 95%CI, 1.13 to 3.20) (Table 3). Based on these vari-
ables, the DVT risk model was formed, showing an AUC 
of 0.780 (95%CI, 0.731 to 0.829), with a sensitivity of 

0.667 and a specificity of 0.777, when Youden index was 
maximized (Fig. 1).

The H–L test showed the adequate goodness of fit 
 (X2 = 7.537, P = 0.480, Nagelkerke  R2 = 0.218) for the 
final multivariate model.

Discussion
Prevention and management of perioperative complica-
tions is a consistent subject in practice and research in 
elderly hip fracture, especially for those prevalent and 
further catastrophic complications. In this study, we 
used the sample from a tertiary referral trauma center 
and found preoperative DVT had prevalence of 12.3% in 
elderly patients with a hip fracture, and identified 6 inde-
pendent factors associated with DVT, including history 
of a VTE event, time from injury to DVT screening, BMI, 
peripheral vascular disease, lower albumin level and ele-
vated D-Dimer. The combination risk prediction model, 
developed based on these findings, showed a favorable 
performance in distinguishing between DVTs and non-
DVTs, with an AUC of 0.780.

Table 1 The AUC used to evaluate the ability to distinguish between DVT and non-DVT patients, and to determine the optimal cut-off 
value for some variables with significance (p < 0.05)

Abbreviations TT thrombin time, PT prothrombin time, PTT, activated partial thromboplastin time, ALB albumin, RBC red blood cell, HCT hematocrit, HGB hemoglobin, 
PLR platelet to lymphocyte ratio, NLR neutrophile to lymphocyte ratio, FIB fibrinogen, WBC white blood cell, PDW platelet distribution width, RDW red cell distribution 
width, HCRP Hypersensitive C-reactive protein, FBG fasting blood glucose, TG triglyceride, TC total cholesterol, AUC  area under curve, CI confidence interval, SE 
standard error, ND not available

Variable AUC 95%CI SE P Optimal 
Cut-off 
valueLower limit Upper limit

D-dimer 0.582 0.525 0.640 0.029 *0.006 1.0 mg/L

TT 0.563 0.510 0.616 0.027 *0.035 15.5 s

PT 0.576 0.521 0.631 0.028 *0.012 11.5 s

ALB 0.614 0.559 0.668 0.028 * < 0.001 32.5 g/L

RBC 0.559 0.503 0.615 0.028 *0.050 2.7*1012/L

HCT 0.559 0.505 0.614 0.028 *0.049 34%

Platelet 0.573 0.515 0.634 0.030 0.014 214*109/L

PLR 0.587 0.529 0.645 0.029 *0.004 174

TC 0.575 0.516 0.634 0.030 0.012 3.45

TG 0.516 0.458 0.574 0.030 0.593 NA

WBC 0.494 0.436 0.553 0.030 0.848 NA

Neutrophil 0.499 0.441 0.558 0.030 0.985 NA

FIB 0.514 0.456 0.572 0.030 0.636 NA

FDP 0.540 0.485 0.595 0.028 0.184 NA

APTT 0.534 0.477 0.591 0.029 0.263 NA

PDW 0.545 0.486 0.603 0.030 0.136 NA

RDW 0.521 0.460 0.581 0.031 0.495 NA

HCRP 0.517 0.461 0.573 0.029 0.573 NA

Sodium 0.552 0.489 0.614 0.032 0.087 NA

FBG 0.529 0.472 0.585 0.029 0.341 NA

NLR 0.518 0.458 0.578 0.031 0.542 NA

HGB 0.558 0.502 0.613 0.028 0.054 NA
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We reported a relatively lower prevalence rate of pre-
operative DVT following elderly intertrochanteric frac-
tures, compared to those in literature. Zuo et  al. [18] 
reported a 20.1% rate of admission DVT diagnosed by 
DUS in their retrospective analysis of 578 intertrochan-
teric fractures in patients aged 60 years or older. Fei et al. 
[20], in their retrospective study of 218 patients aged 
16 years or older with intertrochanteric fractures, found 
the preoperative DVT diagnosed by DUS was 37.6%, 
about 3 times as ours. Bengoa et  al. [26] investigated 
the relationship between DVT prevalence and the delay 
to admission, and found 17.6% of prevalence in patients 
admitted ≥ 48  h after a hip fracture, which was consist-
ent with ours (14.5%, 95/654). In the other studies with 
different settings related to patients or fracture types 
(including or limited to femoral neck fracture), investi-
gators reported the variable prevalence rates, from 11.% 

Table 2 Univariate analysis of factors associated with preoperative deep venous thrombosis (DVT)

Variables Number (%) of patients without DVT 
(n = 750)

Number (%) of patients with DVT 
(n = 105)

P

Gender (males) 267 (35.6) 45 (42.9) 0.148

Age 77.4 ± 8.4 76.2 ± 8.9 0.184

Body mass index (BMI) 23.2 ± 3.4 24.4 ± 3.7 0.002

Hypertension 434 (57.9) 60 (57.1) 0.888

Diabetes mellitus 140 (18.7) 17 (16.2) 0.539

Heart disease 242 (32.3) 32 (30.5) 0.713

Cerebrovascular disease 160 (21.3) 18 (17.1) 0.322

Pulmonary disease 77(10.3) 9 (8.6) 0.589

Liver disease 37 (4.9) 2 (1.9) 0.164

Renal insufficiency 28 (3.7) 3 (2.9) 0.653

Peripheral vascular disease 22 (2.9) 9 (8.6) 0.004

History of allergy 155 (20.7) 19 (18.1) 0.540

History of surgery 209 (27.9) 30 (28.6) 0.880

History of VTE event 26 (3.5) 14 (13.3)  < 0.001

Time from injury to DVT screening 3.6 ± 3.3 7.7 ± 4.5  < 0.001

Fracture classification (based on AO classification 
system)

0.445

  A1 238 (31.7) 31 (29.5)

  A2 406 (54.1) 63 (60.0)

  A3 106 (14.1) 11 (10.5)

ASA score 0.067

  I-II 393 (52.4) 45 (42.9)

  III-IV 357 (47.6) 60 (57.1)

PLT (> 214*109/L) 291 (38.8) 56 (53.3) 0.005

HCT (< 34.0%) 502 (66.9) 84 (80.0) 0.007

D-dimer (> 1.0 mg/L) 465 (62.0) 82 (78.1) 0.001

PT < 11.5 s 174 (23.2) 33 (31.4) 0.065

PLR > 174 388 (51.7) 71 (67.6) 0.002

ALB (< 32.5 g/L) 310 (41.3) 66 (62.9)  < 0.001

TT(> 15.5 s) 524 (69.9) 72 (68.6) 0.787

TC (< 3.7 mmol/L) 263 (35.1) 52 (49.5) 0.004

Table 3 Multivariate analysis of factors associated with 
preoperative DVT following an intertrochanteric fracture

Variables OR 95%CI P

lower limit upper limit

History of VTE 4.43 2.04 9.62  < 0.001

Peripheral vascular disease 2.66 1.10 6.40 0.029

BMI (each kg/m2 increment) 1.11 1.04 1.18 0.001

Delay to DVT examination 
(each day increment)

1.19 1.13 1.25  < 0.001

Albumin (< 32.5 g/L) 2.35 1.48 3.71  < 0.001

D-Dimer > 1.0 mg/L 1.90 1.13 3.20 0.016
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to 35.0% [1–3]. The great variation in DVT prevalence 
reflected the differences in race, patient characteristics, 
study design, DVT screening methods and the policies 
on DVT prophylaxis and hip fracture care, although it 
was almost impossible in a perfectly homogeneous popu-
lation. In our study we used the more stringent criteria 
that only patients without DVT chemoprophylaxis before 
DVT examination could be included. In addition, for 
purpose of continuous exploration of potentially new fac-
tors, we excluded those with a well-established factor, e.g. 
recent incident thrombotic events (i.e., within 1  month 
before index fracture) or pre-fracture mobility depend-
ence, because as per institutional policy, patients with 
these conditions would be classified as high-risk group 
and be given targeted therapeutic intervention (double-
dose LMWH, compared to single-dose for prophylactic 
intervention) as a matter of priority. These are likely con-
tributing to our examined low prevalence rate of DVT.

Among the 6 independent factors identified, most 
were repeatedly investigated in literature, such as delay 
to admission or DVT screening [10, 17–19], higher 
BMI or obesity [18, 19], peripheral vascular disease 
[19], reduced albumin [18] and elevated D-Dimer level 
[1, 10, 17–19]. The relatively prolonged time from 

injury to DVT examination (mean, 4.1  days) must be 
explain. In fact, in most tertiary referral hospitals in 
China, including ours, it is not easy to follow the early-
surgery-within-48-h recommendation, and the pro-
longed “wait” is primarily involves the time from injury 
to admission. This institution is an 800-beds-setting 
orthopaedics-specialized hospital, covering over 10 
million inhabitants in Shijiazhuang City. Despite that, 
a substantial proportion of patients will wait for some 
days before admitting, due to the relatively inadequate 
beds; and during COVID-19, this situation is even 
more deteriorating due to the strict hospitalization 
policy regarding compulsory and within-48  h nucleic 
acid testing negative result. In almost all previous stud-
ies, history of a VTE was excluded due to its potential 
strong effect on the secondary VTE, which subjected to 
be provoked by an acute trauma (e.g. fracture or bleed-
ing event) or a medically unstable status (e.g. cerebral 
or cardiac ischemia). In our study, we found the strong-
est magnitude of association of history of VTE (OR, 
4.43) with the DVT, underscoring the importance of 
classifying patients with a history of VTE as high-risk 
population in elderly intertrochanteric fracture prac-
tice, regardless of presence of other risk factors.

Fig. 1 The ROC curve for the developed risk prediction model, which had an AUC of 0.780 (95%CI, 0.731 to 0.829), with a sensitivity of 0.667 and a 
specificity of 0.777, when Youden index was maximized
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Plasma D-dimer level is a typical laboratory bio-
marker for diagnosis of DVT or PE, but its diagnos-
tic value in some specific groups of patients remains in 
controversy. Substantial evidences have demonstrated 
the age-dependence of D-dimer concentration, and the 
conventional cut-off value (0.5 mg/L) is scarcely able to 
provide a discrimination between VTEs and non-VTEs 
in the elderly patients. According to a systematic review, 
the specificity of D-dimer test with a traditional cut-off 
value was 49% to 67% in patients aged < 50  years, but 
between 0 and 18% in those ≥ 80 years [27]. Given that 
most intertrochanteric fracture occurred at an advanced 
age, mean of 77  years in this study, we re-defined cut-
off value of D-dimer as 1.0  mg/L and demonstrated its 
acceptable power (sensitivity, 0.781; specificity, 0.380). 
Future studies on investigation of age-adjusted D-dimer 
value on DVT at a specific group, e.g. hip fracture 
patients, are warranted to refine its value.

Improvement of the specificity in diagnosis of VTE 
have been an increasingly important subject via various 
methods, such as adjusting the age-related D-dimer coef-
ficient, combination diagnostic test, or development of 
risk models based on the identified factors, to reduce the 
unnecessary diagnostic imaging investigation [27–29]. 
However, specific at hip fractures generally requiring 
emergent surgeries, there were few effective and practi-
cal methods and related studies were inadequate. In this 
study, we developed this risk prediction model based 
on the 6 risk factors identified, which exhibited a mod-
erate sensitivity of 0.667, but importantly the relatively 
high specificity of 0.777. This may compensate for the 
low specificity of D-dimer in traditional (0.5 mg/L, about 
10%-30%) [30, 31] or current cut-off (1.0 mg/L, 38%) in 
the elderly patients, contributing to safely ruling out 
DVT in a substantial proportion of hip fracture patients. 
Despite this, given the potential serious consequence of 
the DVT and that surgeons do not always get the chance 
to reconsider a missed diagnosis in such major trauma 
requiring emergence surgeries, the subsequent prospec-
tive studies with large sample are needed to verify the 
effectiveness and safety of this risk prediction model.

The strengths of this study were the strict and exclu-
sion criteria, the large sample of participants, redefining 
the optimal cut-offs for some DVT-closely-related bio-
markers and development of a risk prediction model with 
high specificity for a specific population of elderly inter-
trochanteric fracture patients. However, the limitations 
should be noted. First, the retrospective design intro-
duced the bias in accuracy in data collection, especially 
on comorbidities that were self-reported by patients or 
relatives. It is possible that some already existing comor-
bidities are not identified or diagnosed, and therefore 
underreported. Second, this was a single-center study in 

a tertiary referral trauma center, which biased the patient 
selection because patients admitted had a severer frac-
ture or more complex medical conditions. The general-
izability of the findings is limited; especially, the results 
including the presented DVT rate are more applicable to 
Chinese healthcare system. Third, for outpatients or inpa-
tients, Wells or Caprini score are most important tool for 
risk-classifying patients for the risk of DVT. However, 
due to absence of many variables, such as inflammatory 
bowel disease, positive for lupus anticoagulant Heparin-
induced thrombocytopenia, central venous access or 
serum homocysteine et  al., and exclusion of some well-
known factors like pre-fracture not independent mobility, 
VTE history, and recent use of corticosteroids or antico-
agulants, we could not obtain the corresponding score, 
which might have lowered its practicability. Fourth, we 
collected laboratory data at admission for analysis, most 
of which, however, were variable in time. In our study, the 
wide span of admission would have affected the results, 
despite we have adjusted for this variable. Fitth, as every 
multivariate analysis, there remains residual confounding 
effects from unknown or unmeasured factors. Fifth, this 
is first attempt to develop a DVT risk prediction model in 
such a population, and so its validity necessitates further 
well-designed studies to verify.

Conclusions
In conclusion, we found a relatively low incidence rate of 
preoperative DVT in a group of elderly intertrochanteric 
fracture patients, and identified 6 factors including his-
tory of a VTE event, time from injury to DVT screening, 
BMI, peripheral vascular disease, lower albumin level and 
elevated D-Dimer as independently associated with DVT. 
By far as we know, this is first to conduct so detailed and 
extensive investigation of biologic indictors in relation to 
DVT. The risk prediction model based on these factors 
exhibited the improved power in predicting the DVT 
following intertrochanteric fracture, and may facilitate 
the management of such injury in already frail elderly 
patients for reduction of unexpected adverse events.

Abbreviations
DVT: Deep venous thrombosis; TT: Thrombin time; PT: Prothrombin time; APTT: 
Activated partial thromboplastin time; ALB: Albumin; RBC: Red blood cell; 
HCT: Hematocrit; HGB: Hemoglobin; PLR: Platelet to lymphocyte ratio; NLR: 
Neutrophile to lymphocyte ratio; FIB: Fibrinogen; WBC: White blood cell; PDW: 
Platelet distribution width; RDW: Red cell distribution width; HCRP: Hypersen-
sitive C-reactive protein; FBG: Fasting blood glucose; TG: Triglyceride; TC: Total 
cholesterol; AUC : Area under curve; CI: Confidence interval; SE: Standard error; 
OR: Odd ratio; VTE: Venous thromboembolism.

Acknowledgements
We are grateful to K.Z. and T.W. of the Department of Orthopedics, and to 
Y.Y. and L.Z. of the Department of statistics and applications for their kind 
assistance.



Page 8 of 9Wang et al. BMC Musculoskeletal Disorders          (2022) 23:417 

Authors’ contributions
W.Z. conceived the idea and designed the study. Z.J., Y.L., K.G. and Y.G. col-
lected the relevant data. X.H. and H.Z. prepared the figures and tables. X.W. 
and Z.J. performed the statistical analyses. All the authors interpreted the data 
and contributed to preparation of the manuscript. X.W. wrote the manuscript. 
All authors read and approved the final manuscript.

Funding
This study was supported by Hebei Provincial Medical Science Research Key 
project plan (NO.20210204).

Availability of data and materials
All the data will be available upon motivated request to the corresponding 
author of the present paper.

Declarations

Ethics approval and consent to participate
This retrospective study was performed in accordance with the Declaration 
of Helsinki and the study protocol was approved by the ethics committees of 
the  3rd Hospital of Shijiazhuang. Informed consent was obtained from each 
participant.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Department of Traditional Chinese Medicine Orthopaedics, the 3Rd Hospital 
of Shijiazhuang, NO.15 Tiyu South Street, Shijiazhuang 050000, Hebei, People’s 
Republic of China. 2 Department of Nursing, the 3Rd Hospital of Shijiazhuang, 
Shijiazhuang 050000, Hebei, People’s Republic of China. 

Received: 8 October 2021   Accepted: 15 April 2022

References
 1. Zhang BF, Xing W, Hai H, Wang PF, Ping L, Qu SW, et al. Deep vein throm-

bosis in bilateral lower extremities after hip fracture: a retrospective study 
of 463 patients. Clin Interv Aging. 2018;13:681–9.

 2. Tang Y, Wang K, Shi Z, Yang P, Dang X. A RCT study of Rivaroxaban, low-
molecular-weight heparin, and sequential medication regimens for the 
prevention of venous thrombosis after internal fixation of hip fracture. 
Biomed Pharmacother. 2017;92:982–8.

 3. Shin WC, Woo SH, Lee SJ, Lee JS, Kim C, Suh KT. Preoperative Prevalence 
of and Risk Factors for Venous Thromboembolism in Patients with a Hip 
Fracture. J Bone Joint Surg. 2016;98:2089–95.

 4. Song K, Yao Y, Rong Z, Shen Y, Zheng M, Jiang Q. The preoperative 
incidence of deep vein thrombosis (DVT) and its correlation with post-
operative DVT in patients undergoing elective surgery for femoral neck 
fractures. Arch Orthop Trauma Surg. 2016;136:1459–64.

 5. Ortel TL, Neumann I, Ageno W, Beyth R, Clark NP, Cuker A, et al. American 
Society of Hematology 2020 guidelines for management of venous 
thromboembolism: treatment of deep vein thrombosis and pulmonary 
embolism. Blood Adv. 2020;4:4693–738.

 6. Riva N, Righini M, Camporese G, Iotti M, Bucherini E, Kamphuisen PW, 
et al. Accuracy of age-adjusted D-dimer to rule out deep vein thrombosis 
in the elderly. Thromb Res. 2019;174:148–50.

 7. Riva N, Camporese G, Iotti M, Bucherini E, Righini M, Kamphuisen PW, 
et al. Age-adjusted D-dimer to rule out deep vein thrombosis: findings 
from the PALLADIO algorithm. J Thromb Haemost. 2018;16:271–8.

 8. van Es N, Bleker SM, Di Nisio M, Kleinjan A, Beyer-Westendorf J, Campo-
rese G, et al. Improving the diagnostic management of upper extremity 
deep vein thrombosis. J Thromb Haemost. 2017;15:66–73.

 9. Abelseth G. Incidence of deep-vein thrombosis in patients with fractures 
of the lower extremity distal to the hip. Journal of Orthopaedic Trauma. 
1996;10:230–5.

 10. Xing F, Li L, Long Y, et al. Admission prevalence of deep vein thrombosis 
in elderly Chinese patients with hip fracture and a new predictor based 
on risk factors for thrombosis screening. Bmc Musculoskeletal Disorders. 
2018;19(1):444.

 11. Wang H, Kandemir U, Liu P, Zhang H, Wang P-f, Zhang B-f, et al. Periopera-
tive incidence and locations of deep vein thrombosis following specific 
isolated lower extremity fractures. Injury. 2018;49(7):1353–7.

 12. Liu D, Zhu Y, Chen W, Li J, Zhao K, Zhang J, et al. Relationship between 
the inflammation/immune indexes and deep venous thrombosis (DVT) 
incidence rate following tibial plateau fractures. J Orthop Surg Res. 
2020;15:241.

 13. Artoni A, Abbattista M, Bucciarelli P, Gianniello F, Scalambrino E, Pappa-
lardo E, et al. Platelet to Lymphocyte Ratio and Neutrophil to Lymphocyte 
Ratio as Risk Factors for Venous Thrombosis. Clin Appl Thromb Hemost. 
2018;24:808–14.

 14. Selby R, Geerts W, Ofosu FA, Craven S, Dewar L, Phillips A, et al. Hyperco-
agulability after trauma: hemostatic changes and relationship to venous 
thromboembolism. Thromb Res. 2009;124:281–7.

 15. Meissner MH, Chandler WL, Elliott JS. Venous thromboembolism in 
trauma: a local manifestation of systemic hypercoagulability? J Trauma. 
2003;54:224–31.

 16. Corley A, Sullivan M, Friedman S, O’Rourke D, Palac R, Gemignani A. 
Relation of Venous Thromboembolism Risk to Ischemic Stroke Risk in 
Hospitalized Patients with Cancer. Am J Cardiol. 2019;123:679–83.

 17. Niu S, Li J, Zhao Y, Ding D, Jiang G, Song Z. Preoperative deep venous 
thrombosis (DVT) after femoral neck fracture in the elderly, the incidence, 
timing, location and related risk factors. BMC Musculoskelet Disord. 
2021;22:264.

 18. Zuo J, Hu Y. Admission deep venous thrombosis of lower extremity after 
intertrochanteric fracture in the elderly: a retrospective cohort study. J 
Orthop Surg Res. 2020;15:549.

 19. Liu Dawei NS. Logistic regression analysis of risk factors associated with 
deep venous thrombosis (DVT) in lower extremity after intertrochanteric 
fractures in the elderly. Chin J Geriatr Orthop Rehabil (Electronic Edition). 
2020;6:128–35.

 20. Fei C, Wang PF, Qu SW, Shang K, Yang K, Li Z, et al. Deep Vein Thrombosis 
in Patients with Intertrochanteric Fracture: A Retrospective Study. Indian J 
Orthop. 2020;54:101–8.

 21. Ming L, Jiang Z, Ma J, Wang Q, Wu F, Ping J. Platelet-to-lymphocyte ratio, 
neutrophil-to-lymphocyte ratio, and platelet indices in patients with 
acute deep vein thrombosis. Vasa. 2018;47:143–7.

 22. Kuplay H, Erdoğan SB, Bastopcu M, Arslanhan G, Baykan DB, Orhan G. The 
neutrophil-lymphocyte ratio and the platelet-lymphocyte ratio correlate 
with thrombus burden in deep venous thrombosis. J Vasc Surg Venous 
Lymphat Disord. 2020;8:360–4.

 23. Meng X, Chang Q, Liu Y, Chen L, Wei G, Yang J, et al. Determinant roles 
of gender and age on SII, PLR, NLR, LMR and MLR and their reference 
intervals defining in Henan, China: A posteriori and big-data-based. J Clin 
Lab Anal. 2018;32:e22228.

 24. Al-Mawali A, Pinto AD, Al-Busaidi R, Al-Lawati RH, Morsi M. Comprehen-
sive haematological indices reference intervals for a healthy Omani popu-
lation: First comprehensive study in Gulf Cooperation Council (GCC) and 
Middle Eastern countries based on age, gender and ABO blood group 
comparison. PLoS ONE. 2018;13:e0194497.

 25. Cai J, Li H, Zhang C, Chen Z, Liu H, Lei F, et al. The Neutrophil-to-Lym-
phocyte Ratio Determines Clinical Efficacy of Corticosteroid Therapy in 
Patients with COVID-19. Cell Metab. 2021;33:258-269.e3.

 26. Bengoa F, Vicencio G, Schweitzer D, Lira MJ, Zamora T, Klaber I. High 
prevalence of deep vein thrombosis in elderly hip fracture patients with 
delayed hospital admission. Eur J Trauma Emerg Surg. 2020;46:913–7.

 27. Schouten HJ, Geersing GJ, Koek HL, Zuithoff NP, Janssen KJ, Douma RA, 
et al. Diagnostic accuracy of conventional or age adjusted D-dimer cut-
off values in older patients with suspected venous thromboembolism: 
systematic review and meta-analysis. BMJ. 2013;346:f2492.

 28. Kearon C. Diagnosis of suspected venous thromboembolism. Hematol-
ogy Am Soc Hematol Educ Program. 2016;2016:397–403.



Page 9 of 9Wang et al. BMC Musculoskeletal Disorders          (2022) 23:417  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 29. Geersing G, Erkens P, Lucassen W, Büller H, Cate H, Hoes A, et al. Safe 
exclusion of pulmonary embolism using the Wells rule and qualitative 
D-dimer testing in primary care: prospective cohort study. BMJ (Clinical 
research ed). 2012;345:e6564.

 30. Harper P, Theakston E, Ahmed J, Ockelford P. D-dimer concentration 
increases with age reducing the clinical value of the D-dimer assay in the 
elderly. Intern Med J. 2007;37:607–13.

 31. Schutgens R, Haas F, Biesma D. Reduced efficacy of clinical probability 
score and D-dimer assay in elderly subjects suspected of having deep 
vein thrombosis. Br J Haematol. 2005;129:653–7.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Prevalence of preoperative Deep Venous Thrombosis (DVT) following elderly intertrochanteric fractures and development of a risk prediction model
	Abstract 
	Background: 
	Method: 
	Results: 
	Conclusion: 

	Introduction
	Materials and methods
	Inclusion and exclusion criteria
	Diagnosis and management of DVT
	Data collection
	Statistical analysis

	Results
	Discussion
	Conclusions
	Acknowledgements
	References


