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Abstract: This monocentric, retrospective, two-stage observational study aimed to recognize the risk
factors for a poor outcome in patients hospitalized with SARS-CoV-2 infection, and to develop and
validate a risk score that identifies subjects at risk of worsening, death, or both. The data of patients
with SARS-CoV-2 infection during the first wave of the pandemic were collected and analyzed
as a derivation cohort. Variables with predictive properties were used to construct a prognostic
score, which was tried out on a validation cohort enrolled during the second wave. The derivation
cohort included 494 patients; the median age was 62 and the overall fatality rate was 22.3%. In a
multivariable analysis, age, oxygen saturation, neutrophil-to-lymphocyte ratio, C-reactive protein and
lactate dehydrogenase were independent predictors of death and composed the score. A cutoff value
of 3 demonstrated a sensitivity (Se), specificity (Sp), positive predictive value (PPV) and negative
predictive value (NPV) of 93.5%, 68.5%, 47.4% and 97.2% for death, and 84.9%, 84.5%, 79.6% and
87.9% for worsening, respectively. The validation cohort included 415 subjects. The score application
showed a Se, Sp, PPV and NPV of 93.4%, 61.6%, 29.5% and 98.1% for death, and 81%, 76.3%, 72.1%
and 84.1% for worsening, respectively. We propose a new clinical, easy and reliable score to predict
the outcome in hospitalized SARS-CoV-2 patients.

Keywords: SARS-CoV-2; COVID-19; risk of death; risk of worsening; clinical score; prognostic score

1. Introduction

SARS-CoV-2, a new enveloped RNA virus, has been plaguing the world since Decem-
ber 2019 with the pandemic disease COVID-19, which is characterized by a broad clinical
spectrum and resulted in about 5.7 million deaths by February 2022 [1]. Overall, 90% of
infections are uncomplicated and do not require hospitalization [2]. On the other side,
meta-analyses reported, among hospitalized patients, a pooled rate of intensive care unit
(ICU) admission ranging from 10.9% to 26% [3,4] and a 31% prevalence of ICU mortality [4].
Many countries are still struggling with a number of cases currently overburdening health
systems [5]. Moreover, while only 10% of people in low-income countries have received
at least one dose of a SARS-CoV-2 vaccination [6], new variants of concern, capable of
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cracking vaccine defense, await in ambush [7] and periodically trigger new pandemic
waves [8]. Although vaccine distribution, childhood paucisymptomatic infection and herd
immunity will progressively reduce virus transmission and disease impact, it is largely
presumed that “SARS-CoV-2 is here to stay”, becoming in the next few years an endemic
disease with occasional flare-ups [9].

To help the global sanitary system in handling actual pandemic and future outbreaks,
it is necessary to correctly assign the available resources, that is, to promptly distinguish
subjects demanding critical care unit beds from those requiring common ward or even
home care. Since the onset of the pandemic, many scores have been developed with the
purpose of forecasting the severity and outcome of COVID-19 syndrome. The last update
of the BMJ living systematic review stated that almost all models that have been proposed
remain at a high or unclear risk of bias [10]; thus, research in this field is still of importance.
Here, we propose a new, reliable and simple clinical score to predict the risk of worsening
and death in hospitalized COVID-19 patients.

2. Materials and Methods
2.1. Study Endpoints and Design

The aims of the study were (1) to identify the risk factors for any-cause mortality and
the clinical deterioration in patients hospitalized with SARS-CoV-2 infection; (2) to develop
a risk score able to easily identify patients at risk of a worsening or poor outcome; and
(3) to validate this score. We performed a retrospective, single-centre, two-stage study on
patients with SARS-CoV-2 infection hospitalized in the urban teaching hospital, Policlinico
Umberto I of Rome.

The data of subjects admitted during the first wave of the pandemic in Italy, 1 March
to 30 June 2020, were retrospectively collected as a derivation cohort. Then, patients
hospitalized between 1 October and 30 November 2020, a time period corresponding to the
first phase of the second wave of the pandemic in Italy, were retrospectively considered as
a validation cohort. The data sources were clinical charts and hospital electronic records.
Each record was checked independently by two researchers. Only anonymized data
were collected and managed. The study was approved by the local Ethics Committee,
which granted a waiver to the informed consent of patients because of safety risk and the
retrospective nature of the study.

2.2. Participants, Variables and Outcome

All adults (≥18 years) with laboratory-confirmed SARS-CoV-2 infection (nasopha-
ryngeal swab or bronchoalveolar lavage), hospitalized in Policlinico Umberto I of Rome
and with available demographic, anamnestic, clinical and biochemical data recorded at
the entrance to the emergency department were included. The exclusion criteria were the
lack of a positive sample for SARS-CoV-2, death that occurred before the first clinical and
biochemical assessment in the emergency department and a lack of data concerning the
final outcome.

The data collected included: demographic (gender, age), comorbidity (COPD, hyper-
tension, cardiovascular and/or cerebrovascular disease, diabetes, chronic kidney disease
(CKD), chronic liver disease, obesity, immunodeficiency, active malignancy), presenting his-
tory (fever, conjunctivitis, cough, headache, dyspnea, asthenia, confusion, ageusia/anosmia,
number of days from onset of symptoms to hospitalization) and laboratory parameters
(blood oxygen saturation measured on pulse-oximeter while breathing room air, complete
blood count, liver and kidney function, coagulation, inflammatory biomarkers). Patients
were considered to be affected by cardiovascular disease when a previous diagnosis of
ischaemic or non-ischaemic cardiac disorder, cerebrovascular disease or peripheral arterial
disease was reported in the clinical record.

Each cohort (derivation and validation) was analyzed in two different ways. Firstly,
the patients were grouped according to the final outcome of the hospitalization (discharge
vs. death). Secondly, the same cohort was studied according to the clinical evolution
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at a reassessment performed after seven days of hospitalization (stability vs. worsening
within seven days from hospitalization). All patients that deceased before the seventh day
of hospitalization were considered as worsened in this latter analysis. Patients received
supportive and antiviral treatment according to the national and local protocols available
at the time [11].

Worsening was defined as:

• Escalating need of oxygen delivery: switch from no need to a need of oxygen; switch
from a simple nasal cannula or Venturi face mask to a high-flow nasal cannula or
helmet noninvasive ventilation; switch from noninvasive ventilation to invasive venti-
lation;

• Transfer to a ward with a higher level of assistance: from the regular ward to semi-
intensive or intensive care units; from the semi-intensive to the intensive care unit;

• Occurrence of a severe complication (diagnosed and treated during hospitalization ac-
cording to local guidelines): acute pulmonary embolism; sepsis; need for vasopressors
support; acute coronary syndrome; ischaemic or hemorrhagic stroke; acute kidney
injury requiring renal replacement therapy.

2.3. Statistical Analysis

Categorical variables were expressed as counts and percentages and compared through
a Chi-squared test or Fisher exact test. Continuous variables were described as median and
interquartile range (IQR). A Kolmogorov–Smirnov test was used to check for normality.
A Student t test and Mann–Whitney U test confronted normally distributed or skewed
continuous variables, respectively. Univariable and multivariable analyses were performed
to identify the risk factors for mortality. In order to build a risk score, we used a regression
coefficient-based scoring system as previously described [12]: each variable that maintained
significance in the multivariable analysis was assigned a point value corresponding to the
beta-coefficient, rounded to the nearest integer, to derive weights.

The discriminative power of the derived score was assessed with the area under
the receiver operating characteristic (ROC) curve (AUROC). The optimal cutoff and the
corresponding sensitivity (Se), specificity (Sp), positive and negative predictive values (PPV
and NPV) were assigned using the Youden test. The statistical analysis was performed
using SPSS software version 25 (IBM, Armonk, NY, USA).

3. Results

In total, 512 adult patients accessed the emergency department of Policlinico Umberto
I from 1 March to 30 June 2020, were diagnosed with COVID-19 and were hospitalized.
Eighteen were excluded for the study according to the exclusion criteria (unknown outcome
as they were transferred to a different hospital), so that, finally, we analyzed data from
494 individuals. In twelve of these, we could not find information on their clinical evolution
seven days after their hospitalization, so that they were not analyzed for worsening risk
factors, but only for the final outcome. Baseline characteristics of the entire population, dif-
ferential features according to the seven-day re-evaluation and final outcomes are reported
in Table 1.
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Table 1. Clinical and laboratory characteristics of the derivation cohort according to seven-day
re-evaluation and outcome.

Variable
Overall
Cohort

(n = 494)

Stable
(n = 281)

Worsened
(n = 201) p a Survived

(n = 384)
Deceased
(n = 110) p b

Age (years), median (IQR) 62 (49–76) 54 (39–68) 72 (63–82) <0.001 * 57 (44–72) 76 (67–84) <0.001 *
Gender (male), n (%) 267 (54.0) 135 (48.0) 124 (61.7) 0.003 * 202 (52.6) 65 (59.1) 0.235

Days from onset of symptoms,
median (IQR) 6 (3–10) 6 (3–9) 6 (3–10) 0.463 6.5 (3.0–10.0) 6.0 (3.0–8.5) 0.185

Body temperature ◦C, median (IQR) 37.0
(36.2–37.8)

36.8
(36.1–37.5)

37.4
(36.4–38.0) <0.001 * 37.0

(36.2–37.7)
37.4

(36.4–38.0) 0.014 *

Respiratory rate, median (IQR) 18 (16–22) 18 (16–18) 20 (18–25) <0.001 * 18 (16–20) 22 (18–26) <0.001 *
Heart rate, median (IQR) 89 (80–100) 86 (78–100) 90 (80–104) 0.026 * 87 (79–100) 90 (80–109) 0.033 *

Oxygen saturation in room air,
median (IQR) 97 (94–98) 98 (96–99) 93 (88–97) <0.001 * 97 (95–99) 92 (86–95) <0.001 *

Fever, n (%) 358 (76.3) 197 (71.9) 160 (82.5) 0.008 * 279 (75.8) 79 (78.2) 0.692
Conjunctivitis, n (%) 11 (2.4) 8 (2.9) 3 (1.6) 0.538 7 (1.9) 4 (4.0) 0.260

Headache, n (%) 50 (10.7) 37 (13.6) 13 (6.7) 0.022 * 39 (10.7) 11 (11.0) 1.0
Cough, n (%) 236 (50.4) 139 (50.7) 97 (50.3) 0.925 184 (50.0) 52 (52.0) 0.736

Asthenia, n (%) 106 (22.6) 67 (24.5) 38 (19.7) 0.261 81 (22.0) 25 (25.0) 0.590
Diarrhea, n (%) 70 (15.0) 40 (14.7) 30 (15.5) 0.794 58 (15.8) 12 (12.0) 0.430
Dyspnea, n (%) 209 (44.6) 91 (33.2) 118 (60.8) <0.001 * 138 (37.5) 71 (70.3) <0.001 *

Confusion, n (%) 34 (7.3) 19 (7.0) 15 (7.8) 0.857 22 (6.0) 12 (12.0) 0.051
Ageusia/Anosmia, n (%) 37 (7.9) 35 (12.8) 1 (0.5) <0.001 * 37 (10.1) 0 <0.001 *

Chronic obstructive pulmonary
disease, n (%) 89 (19.1) 39 (14.4) 50 (25.8) 0.003* 55 (15.2) 34 (33.3) <0.001 *

Diabetes, n (%) 89 (19.1) 33 (12.2) 56 (28.9) <0.001 * 56 (15.4) 33 (32.4) <0.001 *
Hypertension, n (%) 208 (44.6) 84 (31.0) 124 (63.9) <0.001 * 143 (39.3) 65 (63.7) <0.001 *
Liver disease, n (%) 20 (4.1) 6 (2.1) 14 (7.0) 0.016 * 12 (3.1) 8 (7.3) 0.177

Cardiovascular disease, n (%) 157 (33.9) 73 (26.9) 84 (44.0) <0.001 * 95 (26.2) 62 (61.4) <0.001 *
Active malignancy, n (%) 77 (16.6) 36 (13.3) 41 (21.1) 0.031 * 51 (14.0) 26 (25.5) 0.010 *

Chronic kidney disease, n (%) 28 (6.0) 8 (3.0) 20 (10.3) 0.001 * 13 (3.6) 15 (14.7) <0.001 *
Immunodeficiency, n (%) 25 (5.4) 12 (4.4) 13 (6.7) 0.304 14 (3.9) 11 (10.8) 0.011 *

Obesity, n (%) 42 (9.0) 22 (8.1) 20 (10.3) 0.512 32 (8.8) 10 (9.8) 0.701
Pregnancy, n (%) 7 (1.4) 7 (2.5) 0 (0) 0.045 * 7 (1.8) 0 (0) 0.355

White blood cell (×109/L), median
(IQR) 6.1 (4.4–8.8) 5.8 (4.2–7.7) 6.8 (4.9–10.5) <0.001 * 5.8 (4.3–7.8) 8.3 (5.1–12.0) <0.001 *

Lymphocytes (×109/L), median
(IQR) 1.0 (0.6–1.5) 1.2 (0.8–1.7) 0.7 (0.5–1.0) <0.001 * 1.1 (0.7–1.6) 0.7 (0.4–1.0) <0.001 *

Neutrophils (×109/L), median (IQR) 4.3 (3.0–6.6) 3.8 (2.7–5.4) 5.4 (3.4–8.8) <0.001 * 4.0 (2.8–5.8) 6.2 (3.8–10.5) <0.001 *
Neutrophils/lymphocytes ratio,

median (IQR) 4.3 (2.5–8.0) 3.1 (2.1–5.0) 7.5 (4.3–13.6) <0.001 * 3.8 (2.2–6.4) 9.0 (4.6–17.9) <0.001 *

Platelets (×109/L), median (IQR) 201 (161–263) 210 (166–263) 193 (152–248) 0.058 202 (164–261) 196 (144–268) 0.348

Haemoglobin (g/dL), median (IQR) 13.6
(11.9–14.7)

13.9
(12.5–14.9)

13.2
(11.1–14.3) <0.001 * 13.8

(12.4–14.9)
11.9

(10.2–13.7) <0.001 *

Serum creatinine (mg/dL), median
(IQR) 0.90 (0.7–1.1) 0.8 (0.7–1.0) 1.0 (0.8–1.3) <0.001 * 0.9 (0.7–1.0) 1.1 (0.8–1.5) <0.001 *

C-reactive protein (mg/dL), median
(IQR) 2.7 (0.7–8.4) 1.2 (0.2–3.5) 7.8 (2.8–15.8) <0.001 * 1.6 (0.4–6.0) 10.2

(3.7–19.9) <0.001 *

Lactate dehydrogenase (IU/L),
median (IQR) 286 (216–387) 233 (195–299) 373 (289–493) <0.001 * 268 (208–341) 389 (274–521) <0.001 *

Albumin (g/dL), median (IQR) 3.7 (3.2–4.1) 3.9 (3.6–4.2) 3.4 (2.9–3.7) <0.001 * 3.8 (3.5–4.2) 3.1 (2.8–3.6) <0.001 *
International normalized ratio,

median (IQR)
1.03

(0.98–1.09)
1.02

(0.98–1.07)
1.04

(0.98–1.12) 0.007 * 1.02
(0.98–1.07)

1.06
(0.99–1.16) <0.001 *

D-dimer (µg/L), median (IQR) 848
(440–1967)

551
(360–1133)

1478
(760–3760) <0.001 * 647

(398–1285)
2244

(1265–4382) <0.001 *

Aspartate aminotransferase (IU/L),
median (IQR) 26 (19–40) 23 (18–31) 33 (24–53) <0.001 * 25 (19–37) 30 (21–55) 0.002 *

Abbreviations: IQR: interquartile range. a univariable analysis for stable vs. worsened patients; b univariable
analysis for survived vs. deceased patients; * statistically significant.

3.1. Overall Cohort

The median age of our cohort was 62 years (Table 1). Grouped by age, 137 patients
(27.7% of the entire population) were aged <50 years, 132 (26.7%) were 50–64 years, 89
(18%) were 65–74 years, 85 (17.2%) were 75–84 years and 51 (10.3%) were over 85 years.
Male subjects were 267 (54%); fever (76.3%), cough (50.4%), dyspnea (44.6%) and asthenia
(22.6%) were the most frequently reported symptoms at entrance. Hypertension, vascular



Viruses 2022, 14, 642 5 of 12

disease, COPD and diabetes were the most common pre-existing comorbidities. A mild-to-
moderate increase in inflammatory biomarkers on laboratory assessment, including CRP,
LDH and D-dimer, was very common.

3.2. Re-Evaluation at the Seventh Day: Stable/Improved vs. Worsened/Dead

Seven-day re-evaluations were available for 482 (98%) individuals in the derivation co-
hort, 201 (41.7%) of whom had progressed toward deterioration of their clinical conditions,
or even death, within seven days from hospitalization. Many significant differences in the
baseline characteristics between stable/improved and worsened/dead patients were found
(Table 1). Those individuals whose condition worsened or who died in the first seven days
of hospitalization were older, more frequently male, febrile, and had higher respiratory and
heart rates and lower oxygen saturation in room air at their admission to the emergency
department. As for symptoms, fever and dyspnea were more frequent in the group of
worsened/dead, while headache and ageusia/anosmia were more frequent among the
stable/improved patients. All the considered comorbidities, except for immunodeficiency
and obesity, were significantly more represented in the worsened/dead group. Laboratory
evaluations demonstrated a more severe alteration in the total and differential leukocyte
counts in worsened/dead subjects, mainly characterized by higher white blood counts,
higher neutrophil/lymphocyte ratios and lower haemoglobin. They also had significantly
higher levels of inflammatory biomarkers and lower albumin.

3.3. Final Outcome: Survivors vs. Deceased Patients

Overall, the in-hospital fatality rate was 22.3% (110 out of 494 patients) in the derivation
cohort. The mortality rates among patients <50, 50–64, 64–74, 75–84 and ≥85 years were
2.9%, 13.6%, 34.8%, 36.5% and 51%, respectively. At the time of admission, patients who
would later die during their hospitalization were significantly older, had higher heart and
respiratory rates, were more frequently dyspnoic and had reduced arterial blood saturation
in room air. Except for dyspnea, no other COVID-19 symptom frequency differed between
the two groups, while none of the patients in the deceased group reported ageusia or
anosmia. Again, pre-existing chronic comorbidities were more represented, and blood-
count and biochemical alterations were more pronounced, in the group with the worst
prognosis (Table 1).

3.4. Multivariable Analysis and Factors Independently Associated with Death

All the variables that were found significantly associated (p < 0.05) with death in the
univariable analysis were included in a multivariable analysis. In the multivariable analysis
(Table 2), age ≥ 60 years, room air oxygen saturation ≤ 94%, neutrophils/lymphocytes
ratio ≥ 10, C-reactive protein ≥ 10 mg/dL and lactate dehydrogenase ≥ 330 IU/L remained
independently associated with negative outcomes.

Table 2. Multivariable analysis and score development.

Scoring Factor Odd Ratio 95% CI p Value β-Coefficient Score
Assigned *

Age ≥ 60 years 5043 2473–10,284 <0.001 1618 2
SaO2 ≤ 94% 4555 2599–7982 <0.001 1516 2

N/L ≥ 10 3023 1619–5645 <0.001 1106 1
CRP ≥ 10 mg/dL 2389 1305–4374 0.005 0.871 1
LDH ≥ 330 IU/L 1861 1052–3292 0.033 0.621 1

Abbreviations: CRP: C-reactive protein; LDH: lactate dehydrogenase; N/L: neutrophils-to-lymphocytes ratio;
SaO2: arterial blood oxygen saturation in room air. * For each patient, this numerical value is assigned if the
scoring factor is present; otherwise, zero is assigned. The individual values are then added up, generating the
overall value of the score.

Specifically, among the variables that were collected at emergency department admis-
sion and analyzed, and that resulted in significantly different outcomes, an age ≥ 60 years
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and an oxygen saturation in room air ≤ 94% were the factors with the greatest impact on sur-
vival, being characterized by ORs of 5.043 (CI 2.473–10.284) and 4.555 (2.599–7.982), respec-
tively. Furthermore, a neutrophils/lymphocytes ratio ≥ 10, a C-reactive protein ≥ 10 mg/dL
and a lactate dehydrogenase ≥ 330 IU/L also remained independently associated with
the outcome of death, showing ORs of 3.023 (1.619–5645), 2389 (1305–4374) and 1861
(1052–3292), respectively.

3.5. Score Development

By assigning to each factor a point value that corresponds to the beta-coefficient
rounded to the nearest integer, we derived a clinical score that predicts death among
inpatients with SARS-CoV-2 infection (Table 2). An ROC analysis (Figure 1A) showed
an AUC of 0.879 (95% CI 0.846–0.912), and a cutoff value of 3 demonstrated a sensitivity
(Se), specificity (Sp), positive predictive value (PPV) and negative predictive value (NPV)
of 93.5%, 68.5%, 47.4% and 97.2%, respectively. No significant differences in terms of
final outcome emerged when comparing patients receiving 1 point of the score with those
receiving 2 points (p = 0.189).
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Figure 1. ROC curve for death and for worsening in seven days in the derivation and validation
cohorts: (A) ROC curve for death in the derivation cohort; (B) ROC curve for death in the validation
cohort; (C) ROC curve for worsening within seven days in the derivation cohort; (D) ROC curve for
worsening within seven days in the validation cohort. AUC: Area Under the Curve.
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The newly derived score was also applied to the seven-day re-evaluation status in order
to test its prediction power for clinical worsening within seven days from hospitalization.
The AUC was 0.898 (95% CI 0.868–0.927) (Figure 1C), and the Se, Sp, PPV and NPV were
84.9%, 84.5%, 79.6% and 87.9%, respectively.

3.6. Score Validation

The validation cohort was composed of 415 patients admitted because of COVID-
19 between 1 October and 30 November 2020. Worsening and final outcome data were
available for the entire group. The demographic, anamnestic and clinical features were
close to those of the derivation cohort and are reported in Table 3. The worsening rate was
similar to the derivation cohort (43.1% vs. 41.7%), while the occurrence of death was lower
(14.7% vs. 22.3%). The score was then applied to the validation cohort (Figure 1B,D): the
AUC for the outcome of death was 0.830 (95% CI 0.785–0.875), with a Se 93.4%, Sp 61.6%,
PPV 29.5% and NPV 98.1%; the AUC for the outcome of worsening was 0.826 (95% CI
0.784–0.868), with a Se 81%, Sp 76.3%, PPV 72.1% and NPV 84.1%.

Table 3. Clinical and laboratory characteristics of the validation cohort according to seven-day
re-evaluation and outcome.

Variable Overall Cohort
(n = 415)

Stable
(n = 236)

Worsened
(n = 179)

Survived
(n = 354)

Deceased
(n = 61)

Age (years), median (IQR) 63 (52–75) 59 (47–70) 70 (58–78) 60 (51–72) 79 (71–86)
Gender (male), n (%) 259 (62.4) 144 (61.0) 115 (64.2) 222 (62.7) 37 (60.7)

Days from onset of symptoms,
median (IQR) 6 (3–8) 5.5 (4.0–8.0) 6.0 (3.0–8.0) 6.0 (4.0–8.0) 4.0 (2.0–7.0)

Oxygen saturation in room air,
median (IQR) 96 (94–98) 97 (96–98) 94 (91–96) 97 (94–98) 93 (89–95)

Fever, n (%) 319 (76.9) 171 (72.5) 148 (82.7) 274 (77.4) 45 (73.8)
Conjunctivitis, n (%) 22 (5.3) 8 (3.4) 14 (7.8) 16 (4.5) 6 (9.8)

Headache, n (%) 92 (22.2) 58 (24.6) 34 (19.0) 80 (22.6) 12 (19.7)
Cough, n (%) 202 (48.7) 117 (49.6) 85 (47.5) 179 (50.6) 23 (37.7)

Asthenia, n (%) 137 (33.0) 73 (30.9) 64 (35.8) 112 (31.6) 25 (41.0)
Diarrhea, n (%) 65 (15.7) 36 (15.3) 29 (16.2) 60 (16.9) 5 (8.2)
Dyspnea, n (%) 220 (53.0) 87 (36.9) 133 (74.3) 172 (48.6) 48 (78.7)

Confusion, n (%) 40 (9.6) 22 (9.3) 18 (10.1) 23 (6.5) 18 (29.5)
Ageusia/Anosmia, n (%) 29 (7.0) 19 (8.1) 10 (5.6) 27 (7.6) 2 (3.3)

Chronic obstructive pulmonary
disease, n (%) 70 (16.9) 33 (14.0) 37 (20.7) 51 (14.4) 19 (31.1)

Diabetes, n (%) 76 (18.3) 41 (17.4) 35 (19.6) 59 (16.7) 17 (27.9)
Hypertension, n (%) 206 (49.6) 95 (40.3) 111 (62.0) 165 (46.6) 41 (67.2)
Liver disease, n (%) 15 (3.6) 12 (5.1) 3 (1.7) 12 (3.4) 3

Cardiovascular disease, n (%) 152 (36.6) 82 (34.7) 70 (39.1) 118 (33.3) 34 (55.7)
Active malignancy, n (%) 53 (12.7) 28 (11.9) 25 (14.0) 39 (11.0) 14 (22.9)

Chronic kidney disease, n (%) 29 (7.0) 11 (4.7) 18 (10.1) 15 (4.2) 14 (23.0)
Immunodeficiency, n (%) 38 (9.2) 21 (8.9) 17 (9.5) 32 (9.0) 6 (9.8)

Obesity, n (%) 23 (5.5) 9 (3.8) 14 (7.8) 19 (5.4) 4 (6.6)
Pregnancy, n (%) 9 (2.2) 8 (3.4) 1 (0.6) 9 (2.5) 0 (0)

White blood cell (×109/L),
median (IQR)

6.9 (4.9–9.0) 6.6 (4.8–8.5) 7.2 (5.5–10.3) 6.7 (5.0–8.6) 8.9 (6.1–13.1)

Lymphocytes (×109/L), median
(IQR)

0.9 (0.7–1.3) 1.1 (0.7–1.6) 0.8 (0.6–1.1) 1.0 (0.7–1.3) 0.7 (0.6–1.1)

Neutrophils (×109/L), median
(IQR)

5.1 (3.5–7.3) 4.7 (3.2–6.3) 5.8 (4.1–8.9) 4.8 (3.4–6.6) 7.7 (4.3–11.7)

Neutrophils/lymphocytes ratio,
median (IQR) 5.1 (3.1–9.4) 4.1 (2.6–6.5) 7.8 (4.4–13.9) 5.0 (3.1–8.1) 10.4 (3.7–17.6)

Platelets (×109/L), median
(IQR)

212 (164–287) 219 (172–292) 195 (153–274) 213 (166–290) 194 (145–260)
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Table 3. Cont.

Variable Overall Cohort
(n = 415)

Stable
(n = 236)

Worsened
(n = 179)

Survived
(n = 354)

Deceased
(n = 61)

Haemoglobin (g/dL), median
(IQR) 13.8 (12.5–15.0) 14.0 (12.8–15.1) 13.5 (12.2–14.6) 13.8 (12.7–14.9) 13.2 (11.0–15.0)

Serum creatinine (mg/dL),
median (IQR) 0.90 (0.7–1.1) 0.9 (0.7–1.0) 1.0 (0.8–1.3) 0.9 (0.7–1.1) 1.2 (0.9–1.6)

C-reactive protein (mg/dL),
median (IQR) 4.18 (1.2–9.2) 2.2 (0.7–4.8) 8.1 (3.5–13.9) 3.1 (0.9–8.4) 8.0 (4.8–16.0)

Lactate dehydrogenase (IU/L),
median (IQR) 296 (229–367) 269 (210–330) 328 (264–419) 287 (222–346) 347 (275–527)

International normalized ratio,
median (IQR) 0.96 (0.90–1.02) 0.95 (0.90–1.00) 0.98 (0.92–1.05) 0.95 (0.90–1.01) 1.01 (0.94–1.14)

D-dimer (µg/L), median (IQR) 593 (368–1344) 499 (307–940) 824 (467–1918) 550 (354–1083) 1161 (641–2834)

Abbreviations: IQR: interquartile range.

4. Discussion

We described the characteristics of a cohort of SARS-CoV-2 infected patients who were
hospitalized during the first period of the pandemic in an Italian teaching hospital, and
identified the relevant risk factors for death and for clinical deterioration within seven days
from hospitalization. A score with easy-to-obtain clinical characteristics was derived and
validated on a second cohort.

At the beginning of the pandemic, patients were hospitalized according to their clinical
state at the time of entrance in the emergency department. This way, many people initially
allocated to low-intensive care units subsequently had to be transferred to semi-intensive
and intensive care units. Moreover, seriously ill patients in peripheral hospitals frequently
had to be transferred to central hospitals. Nowadays, many factors are known to contribute
to the increased risk for a severe course of the disease, even for a subject with apparently
good clinical conditions. An appropriate combination of these factors may represent a tool
for the early recognition of individual risk and the effective selection of the level of care
commensurate with the potential clinical request. Many clinical scores have been proposed
to predict either mortality or disease worsening. As stated, in the last update of the BMJ
living systematic review, all models proposed until now remain at a high or unclear risk
of bias [10]. Below, we briefly review some of the most relevant scores that were applied
in Italy.

The CALL score was developed based on 208 patients admitted to two Chinese
hospitals between January and February 2020 to predict disease progression; it ranges
from 4 to 13 points, and individuals with severe symptoms at entrance were excluded
during enrollment. Similar to our score, it is characterized by a high negative predictive
value [13], but unfortunately, its performance when applied to an Italian cohort was
not satisfactory [14]. The COMPASS-COVID-19 score was derived based on a cohort of
310 subjects and validated on 120 subjects prospectively enrolled; it is applicable only to
patients undergoing LMWH thromboprophylaxis and predicts disease worsening with a
Se 94% and Sp 58%. Ranging between 0 and 54 points, it requires an online calculator [15].
The PREDI-CO score was developed and validated on a cohort of hospitalized SARS-CoV-
2 infected subjects from eleven hospitals, during the first wave of the pandemic in Italy; it
was highly discriminant to predict the risk of subsequent severe respiratory failure, but
not of mortality [16]. Fumagalli et al. proposed the COVID-19MRS score for in-hospital
mortality based on the data collected in two tertiary hospitals in Northern and Central
Italy, but no validation is available [17]. The Brescia-COVID respiratory severity scale
is a clinical and radiological dynamic algorithm developed during the first wave of the
pandemic in Italy [18] that requires periodic reassessment, with a frequency rate based on
subjective clinical judgment. Its predictive power was later validated, demonstrating a
good performance in predicting ICU admission [19] and mortality [20].
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More recently developed and validated scores were based on larger and often multi-
centre populations [21–24]. The specifically developed scores, ISARIC-4C, COVID-GRAM
and qCSI, were tested on an Italian cohort of patients aged 60 or older, but did not perform
significantly better in predicting death when compared to the standard, longtime validated
NEWS [25].

The five variables that we finally assembled in the score represent well-established
predictive markers of SARS-CoV-2 infection severity and evolution. In our cohort, age
is confirmed to constitute the strongest predictor of COVID-19 prognosis [26]. In fact,
when grouped according to age, the mortality rate dramatically increased up to 51% in
people older than 85. This result resembles data from other Italian casuistic studies [17]
and is in line with a recent analysis of data from 45 countries, confirming a higher infection
fatality rate in countries, such as Italy and Japan, with an older demographic [27]. A
reduced oxygen saturation (≤94% in room air) defines severe COVID-19 in international
guidelines [28]. The neutrophil-to-lymphocyte ratio is recognized as a simply accessible
and strong indicator of an imbalance in the immune response and the risk of severity and
mortality, although an optimal cutoff is yet to be established [29]. Similarly, CRP and LDH
levels account for the intensity of systemic inflammation and tissue damage, respectively,
and are known to correlate with critical illness and death in COVID-19 patients [30,31].

Although our score was developed using variables found associated with death, it
also performed well when applied to the risk of worsening within seven days from hospi-
talization. The reduced mortality in the validation cohort probably reflects an improvement
in the management and treatment protocols for COVID-19 patients at different timepoints
of the pandemic. The characteristics of the proposed score give it broad applicability. In
the setting of a local outbreak, a high sensitivity would allow the easy identification of
all subjects with an increased risk of severe course and worse prognosis. Differently, in
the setting of a pandemic with limited resource availability, a high NPV allows the secure
discharge or admittance to low-intensity units of patients with a low risk of death, lighten-
ing the burden of the health system. A combined application with a score with different
characteristics may increase the yield. Furthermore, the score we are illustrating has the
quality of simplicity: it is independent of the radiologic picture, and the clinician only
needs a pulse oximeter and routine blood exams to apply this score.

In the present study, the univariable analysis identified some interesting features
associated with the prognosis of patients affected by COVID-19, although these were not
confirmed in the multivariable analysis. Ageusia and anosmia were significantly more
represented in patients with a favorable outcome. This is in line with a subanalysis of
the HOPE COVID-19 registry, where olfactory and gustatory dysfunctions were inversely
correlated with death [32]. On the contrary, the serum albumin level at hospital entrance
was lower in the non-survival group, probably reflecting either abnormal liver function,
proteinuria [33], poor nutritional status [34] or even increased thrombotic risk [35]. Differ-
ences in immunodeficiency and obesity were probably not found because of low numbers.
In agreement with other findings [36], male gender was a risk factor for worsening within
seven days from hospitalization. This difference was not significant for the final outcome,
probably because of low statistical power. A small group of pregnant women were present
both in derivation and validation cohorts, and a favorable outcome was generally observed.

This study has many limitations. As a single-centre, retrospective study, the results
may have poor external validity, and sample numerosity is lower than that used for the
derivation of other scores. Since the data were collected during the spring and autumn
of 2020, these results correspond to the first two SARS-CoV-2 variants of concern that
spread in Italy (presumably the wild B1 strain and the B.1.1.7). We decided to exclude
smoking status because of poor availability in both the derivation and validation cohorts.
Other variables, especially comorbidities and presenting symptoms, could have been
missed because of the rapid collection of information usually performed in an emergency
department. Finally, it was not possible to analyze the impact of the COVID-19 treatment
strategies, which underwent profound changes during the course of the pandemic. Anyway,
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it can reasonably be assumed that treatments available during the periods considered were
mainly supportive.

As strengths of the study, it should be considered that the variables included in
the score are operator-independent. The radiologic evaluation was not included in the
analysis, as it is not always readily available, but it may integrate the prognostic information
provided by the score. Lastly, the score computation is simple and does not require an
online calculator.

5. Conclusions

We proposed a new clinical, easy-to-use score to predict the early clinical deterioration
and final outcome in SARS-CoV-2 infected inpatients. Its high sensitivity and very high
negative predictive value conferred good clinical applicability in the cohorts examined here.
Further validation is required in the context of the current scenario of the codominance of
the Delta (B.1.617.2) and Omicron (B.1.1.529) variants of concern and of the preventive and
therapeutic tools available.

Author Contributions: Conceptualization and methodology: G.I., A.C., B.C. and G.G. Supervision:
G.T. and F.P. Material preparation, data collection and analysis: A.C., L.V., S.D.B. and D.P. Original
draft preparation: L.V. All authors have read and agreed to the published version of the manuscript.

Funding: No funding was received for conducting this study.

Institutional Review Board Statement: The study was conducted according to the guidelines of
the Declaration of Helsinki, and approved by the Ethics Committee of AOU Policlinico Umberto I
(protocol code 109/2020 of 30 March 2020).

Informed Consent Statement: Patient consent was waived due to because of safety risk and the
study’s retrospective nature.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to privacy concerns.

Conflicts of Interest: The authors have no conflict of interest to declare that are relevant to the content
of this article.

References
1. World Health Organization. Coronavirus Disease (COVID-19), Weekly Epidemiological Update and Weekly Operational Update; World

Health Organization: Geneva, Switzerland, 2021.
2. Salzberger, B.; Buder, F.; Lampl, B.; Ehrenstein, B.; Hitzenbichler, F.; Holzmann, T.; Schmidt, B.; Hanses, F. Epidemiology of

SARS-CoV-2. Infection 2021, 49, 233–239. [CrossRef] [PubMed]
3. Zhang, J.J.Y.; Lee, K.S.; Ang, L.W.; Leo, Y.S.; Young, B.E. Risk Factors for Severe Disease and Efficacy of Treatment in Patients

Infected With COVID-19: A Systematic Review, Meta-Analysis, and Meta-Regression Analysis. Clin. Infect. Dis. 2020, 71,
2199–2206. [CrossRef]

4. Abate, S.M.; Ahmed Ali, S.; Mantfardo, B.; Basu, B. Rate of Intensive Care Unit Admission and Outcomes among Patients with
Coronavirus: A Systematic Review and Meta-Analysis. PLoS ONE 2020, 15, e0235653. [CrossRef]

5. World Health Organization. WHO Coronavirus (COVID-19) Dashboard, Global Overview; World Health Organization: Geneva,
Switzerland, 2021.

6. World Health Organization. Regional Office for Africa. Africa COVID-19 Dashboard; World Health Organization: Geneva, Switzer-
land, 2022.

7. Raman, R.; Patel, K.J.; Ranjan, K. COVID-19: Unmasking Emerging SARS-CoV-2 Variants, Vaccines and Therapeutic Strategies.
Biomolecules 2021, 11, 993. [CrossRef]

8. Thakur, V.; Bhola, S.; Thakur, P.; Patel, S.K.S.; Kulshrestha, S.; Ratho, R.K.; Kumar, P. Waves and Variants of SARS-CoV-2:
Understanding the Causes and Effect of the COVID-19 Catastrophe. Infection 2021, 16, 1–16. [CrossRef] [PubMed]

9. Phillips, N. The Coronavirus Is Here to Stay—Here’s What That Means. Nature 2021, 590, 382–384. [CrossRef] [PubMed]
10. Wynants, L. Update to Living Systematic Review on Prediction Models for Diagnosis and Prognosis of Covid-19. BMJ 2021,

372, n236. [CrossRef]
11. Focà, E.; Ripamonti, D.; Rizzi, M.; Bonfanti, P.; Bruno, R.; Casari, S.; Castelli, F.; Monforte, A.D.; Franzetti, F.; Galli, M.;

et al. Vademecum per La Cura Delle Persone Con Infezione Da SARS-CoV-2. 2020. Italian Society of Infectious and Tropical
Disease—SIMIT Website. Available online: https://https://www.simit.org/images/Vademecum%203.0%20del%2003.11.2020
.pdf (accessed on 13 February 2022).

http://doi.org/10.1007/s15010-020-01531-3
http://www.ncbi.nlm.nih.gov/pubmed/33034020
http://doi.org/10.1093/cid/ciaa576
http://doi.org/10.1371/journal.pone.0235653
http://doi.org/10.3390/biom11070993
http://doi.org/10.1007/s15010-021-01734-2
http://www.ncbi.nlm.nih.gov/pubmed/34914036
http://doi.org/10.1038/d41586-021-00396-2
http://www.ncbi.nlm.nih.gov/pubmed/33594289
http://doi.org/10.1136/bmj.n236
https://https://www.simit.org/images/Vademecum%203.0%20del%2003.11.2020.pdf
https://https://www.simit.org/images/Vademecum%203.0%20del%2003.11.2020.pdf


Viruses 2022, 14, 642 11 of 12

12. Mehta, H.B.; Mehta, V.; Girman, C.J.; Adhikari, D.; Johnson, M.L. Regression Coefficient–Based Scoring System Should Be Used
to Assign Weights to the Risk Index. J. Clin. Epidemiol. 2016, 79, 22–28. [CrossRef] [PubMed]

13. Ji, D.; Zhang, D.; Xu, J.; Chen, Z.; Yang, T.; Zhao, P.; Chen, G.; Cheng, G.; Wang, Y.; Bi, J.; et al. Prediction for Progression Risk in
Patients With COVID-19 Pneumonia: The CALL Score. Clin. Infect. Dis. 2020, 71, 1393–1399. [CrossRef] [PubMed]

14. Grifoni, E.; Valoriani, A.; Cei, F.; Vannucchi, V.; Moroni, F.; Pelagatti, L.; Tarquini, R.; Landini, G.; Masotti, L. The CALL Score for
Predicting Outcomes in Patients With COVID-19. Clin. Infect. Dis. 2020, 72, 182–183. [CrossRef] [PubMed]

15. Gerotziafas, G.T.; Sergentanis, T.N.; Voiriot, G.; Lassel, L.; Papageorgiou, C.; Elabbadi, A.; Turpin, M.; Vandreden, P.; Papageorgiou,
L.; Psaltopoulou, T.; et al. Derivation and Validation of a Predictive Score for Disease Worsening in Patients with COVID-19.
Thromb. Haemost. 2020, 120, 1680–1690. [CrossRef]

16. Bartoletti, M.; Giannella, M.; Scudeller, L.; Tedeschi, S.; Rinaldi, M.; Bussini, L.; Fornaro, G.; Pascale, R.; Pancaldi, L.; Pasquini,
Z.; et al. Development and Validation of a Prediction Model for Severe Respiratory Failure in Hospitalized Patients with
SARS-CoV-2 Infection: A Multicentre Cohort Study (PREDI-CO Study). Clin. Microbiol. Infect. 2020, 26, 1545–1553. [CrossRef]

17. Fumagalli, C.; Rozzini, R.; Vannini, M.; Coccia, F.; Cesaroni, G.; Mazzeo, F.; Cola, M.; Bartoloni, A.; Fontanari, P.; Lavorini, F.; et al.
Clinical Risk Score to Predict In-Hospital Mortality in COVID-19 Patients: A Retrospective Cohort Study. BMJ Open 2020, 10,
e040729. [CrossRef]

18. Duca, A.; Piva, S.; Focà, E.; Latronico, N.; Rizzi, M. Calculated Decisions: Brescia-COVID Respiratory Severity Scale
(BCRSS)/Algorithm. Emerg. Med. Pract. 2020, 22, CD1–CD2.

19. Rodriguez-Nava, G.; Yanez-Bello, M.A.; Trelles-Garcia, D.P.; Chung, C.W.; Friedman, H.J.; Hines, D.W. Performance of the
Quick COVID-19 Severity Index and the Brescia-COVID Respiratory Severity Scale in Hospitalized Patients with COVID-19 in a
Community Hospital Setting. Int. J. Infect. Dis. 2021, 102, 571–576. [CrossRef] [PubMed]

20. Ak, R.; Kurt, E.; Bahadirli, S. Comparison of 2 Risk Prediction Models Specific for COVID-19: The Brescia-COVID Respiratory
Severity Scale Versus the Quick COVID-19 Severity Index. Disaster med. Public Health Prep. 2021, 15, e46–e50. [CrossRef] [PubMed]

21. Altschul, D.J.; Unda, S.R.; Benton, J.; de la Garza Ramos, R.; Cezayirli, P.; Mehler, M.; Eskandar, E.N. A Novel Severity Score to
Predict Inpatient Mortality in COVID-19 Patients. Sci. Rep. 2020, 10, 16726. [CrossRef] [PubMed]

22. Liang, W.; Liang, H.; Ou, L.; Chen, B.; Chen, A.; Li, C.; Li, Y.; Guan, W.; Sang, L.; Lu, J.; et al. Development and Validation of a
Clinical Risk Score to Predict the Occurrence of Critical Illness in Hospitalized Patients With COVID-19. JAMA Intern. Med. 2020,
180, 1081. [CrossRef]

23. Knight, S.R.; Ho, A.; Pius, R.; Buchan, I.; Carson, G.; Drake, T.M.; Dunning, J.; Fairfield, C.J.; Gamble, C.; Green, C.A.; et al.
Risk Stratification of Patients Admitted to Hospital with Covid-19 Using the ISARIC WHO Clinical Characterisation Protocol:
Development and Validation of the 4C Mortality Score. BMJ 2020, 370, m3339. [CrossRef] [PubMed]

24. Haimovich, A.D.; Ravindra, N.G.; Stoytchev, S.; Young, H.P.; Wilson, F.P.; van Dijk, D.; Schulz, W.L.; Taylor, R.A. Development
and Validation of the Quick COVID-19 Severity Index: A Prognostic Tool for Early Clinical Decompensation. Ann. Emerg. Med.
2020, 76, 442–453. [CrossRef]

25. Covino, M.; De Matteis, G.; Burzo, M.L.; Russo, A.; Forte, E.; Carnicelli, A.; Piccioni, A.; Simeoni, B.; Gasbarrini, A.; Franceschi, F.;
et al. Predicting In-Hospital Mortality in COVID-19 Older Patients with Specifically Developed Scores. J. Am. Geriatr. Soc. 2021,
69, 37–43. [CrossRef] [PubMed]

26. Novelli L, Raimondi F, Ghirardi A, et al At the Peak of COVID-19 Age and Disease Severity but Not Comorbidities Are Predictors
of Mortality: COVID-19 Burden in Bergamo, Italy. Panminerva Med. 2021, 63, 51–61. [CrossRef]

27. O’Driscoll, M.; Ribeiro Dos Santos, G.; Wang, L.; Cummings, D.A.T.; Azman, A.S.; Paireau, J.; Fontanet, A.; Cauchemez, S.; Salje,
H. Age-Specific Mortality and Immunity Patterns of SARS-CoV-2. Nature 2021, 590, 140–145. [CrossRef] [PubMed]

28. COVID-19 Treatment Guidelines Panel. Coronavirus Disease 2019 (COVID-19) Treatment Guidelines; National Institutes of Health:
Bethesda, MD, USA, 2020.

29. Simadibrata, D.M.; Calvin, J.; Wijaya, A.D.; Ibrahim, N.A.A. Neutrophil-to-Lymphocyte Ratio on Admission to Predict the
Severity and Mortality of COVID-19 Patients: A Meta-Analysis. Am. J. Emerg. Med. 2021, 42, 60–69. [CrossRef] [PubMed]

30. Smilowitz, N.R.; Kunichoff, D.; Garshick, M.; Shah, B.; Pillinger, M.; Hochman, J.S.; Berger, J.S. C-Reactive Protein and Clinical
Outcomes in Patients with COVID-19. Eur. Heart J. 2021, 42, 2270–2279. [CrossRef] [PubMed]

31. Hariyanto, T.I.; Japar, K.V.; Kwenandar, F.; Damay, V.; Siregar, J.I.; Lugito, N.P.H.; Tjiang, M.M.; Kurniawan, A. Inflammatory and
Hematologic Markers as Predictors of Severe Outcomes in COVID-19 Infection: A Systematic Review and Meta-Analysis. Am. J.
Emerg. Med. 2021, 41, 110–119. [CrossRef] [PubMed]

32. Porta-Etessam, J.; Núñez-Gil, I.J.; González García, N.; Fernandez-Perez, C.; Viana-Llamas, M.C.; Eid, C.M.; Romero, R.; Molina,
M.; Uribarri, A.; Becerra-Muñoz, V.M.; et al. COVID-19 Anosmia and Gustatory Symptoms as a Prognosis Factor: A Subanalysis
of the HOPE COVID-19 (Health Outcome Predictive Evaluation for COVID-19) Registry. Infection 2021, 49, 677–684. [CrossRef]
[PubMed]

33. Bassoli, C.; Oreni, L.; Ballone, E.; Foschi, A.; Perotti, A.; Mainini, A.; Casalini, G.; Galimberti, L.; Meroni, L.; Antinori, S.; et al.
Role of Serum Albumin and Proteinuria in Patients with SARS-CoV-2 Pneumonia. Int. J. Clin. Pract. 2021, 75, e13946. [CrossRef]
[PubMed]

34. Damayanthi, H.D.W.T.; Prabani, K.I.P. Nutritional Determinants and COVID-19 Outcomes of Older Patients with COVID-19: A
Systematic Review. Arch. Gerontol. Geriatr. 2021, 95, 104411. [CrossRef] [PubMed]

http://doi.org/10.1016/j.jclinepi.2016.03.031
http://www.ncbi.nlm.nih.gov/pubmed/27181564
http://doi.org/10.1093/cid/ciaa414
http://www.ncbi.nlm.nih.gov/pubmed/32271369
http://doi.org/10.1093/cid/ciaa686
http://www.ncbi.nlm.nih.gov/pubmed/32474605
http://doi.org/10.1055/s-0040-1716544
http://doi.org/10.1016/j.cmi.2020.08.003
http://doi.org/10.1136/bmjopen-2020-040729
http://doi.org/10.1016/j.ijid.2020.11.003
http://www.ncbi.nlm.nih.gov/pubmed/33181332
http://doi.org/10.1017/dmp.2021.141
http://www.ncbi.nlm.nih.gov/pubmed/33941303
http://doi.org/10.1038/s41598-020-73962-9
http://www.ncbi.nlm.nih.gov/pubmed/33028914
http://doi.org/10.1001/jamainternmed.2020.2033
http://doi.org/10.1136/bmj.m3339
http://www.ncbi.nlm.nih.gov/pubmed/32907855
http://doi.org/10.1016/j.annemergmed.2020.07.022
http://doi.org/10.1111/jgs.16956
http://www.ncbi.nlm.nih.gov/pubmed/33197278
http://doi.org/10.23736/S0031-0808.20.04063-X
http://doi.org/10.1038/s41586-020-2918-0
http://www.ncbi.nlm.nih.gov/pubmed/33137809
http://doi.org/10.1016/j.ajem.2021.01.006
http://www.ncbi.nlm.nih.gov/pubmed/33453617
http://doi.org/10.1093/eurheartj/ehaa1103
http://www.ncbi.nlm.nih.gov/pubmed/33448289
http://doi.org/10.1016/j.ajem.2020.12.076
http://www.ncbi.nlm.nih.gov/pubmed/33418211
http://doi.org/10.1007/s15010-021-01587-9
http://www.ncbi.nlm.nih.gov/pubmed/33646505
http://doi.org/10.1111/ijcp.13946
http://www.ncbi.nlm.nih.gov/pubmed/33332691
http://doi.org/10.1016/j.archger.2021.104411
http://www.ncbi.nlm.nih.gov/pubmed/33836322


Viruses 2022, 14, 642 12 of 12

35. Arques, S. Serum Albumin and Cardiovascular Disease: State-of-the-Art Review. Ann. Cardiol. d’Angéiol. Ann. Cardiol. d’Angéiol.
2020, 69, 192–200. [CrossRef]

36. Foresta, C.; Rocca, M.S.; Di Nisio, A. Gender Susceptibility to COVID-19: A Review of the Putative Role of Sex Hormones and X
Chromosome. J. Endocrinol. Investig. 2021, 44, 951–956. [CrossRef] [PubMed]

http://doi.org/10.1016/j.ancard.2020.07.012
http://doi.org/10.1007/s40618-020-01383-6
http://www.ncbi.nlm.nih.gov/pubmed/32936429

	Introduction 
	Materials and Methods 
	Study Endpoints and Design 
	Participants, Variables and Outcome 
	Statistical Analysis 

	Results 
	Overall Cohort 
	Re-Evaluation at the Seventh Day: Stable/Improved vs. Worsened/Dead 
	Final Outcome: Survivors vs. Deceased Patients 
	Multivariable Analysis and Factors Independently Associated with Death 
	Score Development 
	Score Validation 

	Discussion 
	Conclusions 
	References

