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Aim To describe epidemiological characteristics and base-
line clinical features, laboratory findings at intensive care 
unit (ICU) admission, and survival rates of critically ill coro-
navirus disease 2019 (COVID-19) patients treated at a ter-
tiary institution specialized for COVID-19 patients.

Methods This retrospective study recruited 692 patients 
(67.1% men). Baseline demographic data, major comorbid-
ities, anthropometric measurements, clinical features, and 
laboratory findings at admission were compared between 
survivors and non-survivors.

Results The median age was 72 (64-78) years. The median 
body mass index was 29.1 kg/m2. The most relevant comor-
bidities were diabetes mellitus (32.6%), arterial hyperten-
sion (71.2%), congestive heart failure (19.1%), chronic kid-
ney disease (12.6%), and hematological disorders (10.3%). 
The median number of comorbidities was 3 and median 
Charlson Comorbidity Index (CCI) was 5. A total of 61.8% 
patients received high-flow nasal oxygen therapy (HFNO) 
and 80.5% received mechanical ventilation (MV). Median 
duration of HFNO was 3, and that of MV was 7 days. ICU 
mortality rate was 72.7%. Survivors had significantly lower 
age, number of comorbidities, CCI, sequential organ failure 
assessment score, serum ferritin, C-reactive protein, D-dim-
er, and procalcitonin, interleukin-6, lactate, white blood cell, 
and neutrophil counts. They also had higher lymphocyte 
counts, PaO2/FiO2 ratio, and glomerular filtration rate at ad-
mission. Length of ICU stay was 9 days. The median surviv-
al was 11 days for mechanically ventilated patients, and 24 
days for patients who were not mechanically ventilated.

Conclusion The parameters that differentiate survivors 
from non-survivors are in agreement with published data. 
Further multivariate analyses are warranted to identify in-
dividual mortality risk factors.
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The first case of coronavirus disease 2019 (COVID-19) in 
Croatia was confirmed on February 25, 2020 (1). Very soon, 
on March 11, the World Health Organization (WHO) de-
clared a COVID-19 pandemic (2). As of February 25, 2021, 
there were more than 240 000 confirmed cases and 5489 
deaths in Croatia.

As a part of the national strategy against COVID-19 pan-
demic, the Ministry of Health and Civil Protection Head-
quarters decided that University Hospital Dubrava (UH) 
is to be repurposed into a Primary Respiratory Center for 
patients with confirmed COVID-19 infection. The inten-
sive center of primary respiratory intensive center (PRIC-IC) 
is a subunit of UH Dubrava reserved for the treatment of 
patients with severe symptoms of COVID-19 who require 
mechanical ventilation, vasoactive hemodynamic support, 
continuous renal replacement therapy, and other aspects 
of intensive care (3). UH Dubrava became a COVID-19 ter-
tiary center treating a third of all COVID-19 positive ICU pa-
tients in the country.

As the pandemic was surging through Europe, the num-
ber of critically ill COVID-19 patients in UH Dubrava contin-
ued to grow, and ICU capacities needed expansion. Dur-
ing winter months, six intensive care units in PRIC were 
operating at the same time: Three were run by intensiv-
ists from UH Dubrava and three by intensivists from other 
hospitals in Zagreb, including University Hospital Center 
Zagreb, University Hospital Center Sestre Milosrdnice, Uni-
versity Hospital Sveti Duh, University Hospital Merkur, and 
Children’s Hospital Zagreb. The outcomes of critically ill pa-
tients treated in PRIC-IC therefore represent the work of in-
tensivists from all hospitals in Zagreb.

Although scientific knowledge of COVID-19 increases 
daily, limited information is available regarding early 
identification of individuals who are at risk of develop-
ing severe symptoms. Previous studies reported certain 
demographic features and clinical characteristics of pa-
tients who were likely to develop severe symptoms of 
COVID-19 and thus require mechanical ventilation (4-7). 
Studies worldwide reported high mortality rates for pa-
tients requiring mechanical ventilation, ranging from 
40% to 97% (4,8-10). Unfortunately, some of these re-
ports were preliminary and included patients without a 
completed ICU stay. The aim of our cohort retrospective 
study is to describe the demographic characteristic, clin-
ical features, laboratory values, and outcomes among 
critically ill COVID-19 patients treated in PRIC-IC, UH Du-
brava.

Patients and methods

We retrospectively reviewed the records of patients admit-
ted to the combined intensive care unit (ICU) organized in 
a specialized PRIC-IC UH Dubrava between April 1, 2020 
and February 1, 2021.

Data were collected from the hospital’s information sys-
tem (iBIS, IN2, Zagreb, Croatia). We recorded basic demo-
graphic characteristics (sex, age); laboratory parameters 
at ICU admission: white blood cell count (WBC, ×109/L), 
neutrophil and lymphocyte percentage in white blood 
cells, the ratio of arterial oxygen partial pressure to frac-
tional inspired oxygen (PaO2/FiO2) (mmHg), serum D-di-
mer (mg/L), serum lactate (mmol/L), serum ferritin (μg/L), 
serum procalcitonin (ng/mL), serum C-reactive protein 
(CRP, mg/L), serum interleukin-6 (pg/mL), and glomeru-
lar filtration rate (mL/min/1.73 m2); organizational aspects 
(whether the patients were admitted to the ICU from oth-
er departments of PRIC UH Dubrava or directly from ICUs 
in other hospitals in continental Croatia); body mass in-
dex (BMI, kg/m2); major comorbidities (arterial hyperten-
sion, diabetes mellitus, congestive heart failure defined as 
NYHA status>II, chronic kidney disease defined as glom-
erular filtration rate <60 mL/min/1.73 m2 calculated by us-
ing Chronic Kidney Disease Epidemiology Collaboration 
formula and chronic hematologic disorders); Charlson Co-
morbidity Index (CCI); sequential organ failure assessment 
(SOFA) score; duration of COVID-19 disease ICU admission; 
duration of ICU stay; mechanical ventilation; high-flow na-
sal oxygen therapy (HFNO); and ICU and in-hospital mor-
tality rate. The study was approved by the Ethics Commit-
tee of UH Dubrava.

Statistical analysis

Normality of distribution was assessed with the Shapiro-
Wilk test. Continuous variables are displayed as either mean 
and standard deviation (SD) or median and interquartile 
range. Categorical variables are displayed as counts and 
percentages. The t test for independent samples or Mann-
Whitney U test were used to test for differences between 
independent continuous variables, and χ2 or Fisher exact 
test for 2 × 2 tables were used to test for differences in cat-
egorical variables. Log-rank test was used to determine the 
difference in survival times between patient groups, and 
Kaplan-Meier plots were used to present the data. P val-
ues <0.05 were considered significant. The software used 
for statistical analysis and data visualization was jamovi, 
version 1.6.16 (11), and JASP, version 0.14.1 (12).
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Results

Between March 1, 2020 and February 1, 2021, 3736 pa-
tients were admitted to PRIC UH Dubrava because of 

COVID-19, and 692 (18.5%) of them were eventually ad-
mitted to PRIC-IC.

The median age was 72 (64-78) years. The study involved 464 
men (67.1%) (Figure 1). The time from positive SARS-CoV-2 
nasopharyngeal swab to the ICU admission was 5 (1-9) days. 
A total of 396 (57.2%) patients were admitted from the PRIC-
respiratory center (ie, hospital wards) after worsening of clin-
ical condition, while 297 (42.8%) patients were either trans-
ferred directly from ICUs in other hospitals in central Croatia 
or from UH Dubrava emergency department due to severe 
clinical presentation at hospital admission.

The median BMI was 29.1 (26.9-33.7) kg/m2. The most rel-
evant comorbidities were diabetes mellitus (225 patients 
or 32.6%), arterial hypertension (492 or 71.2%), congestive 
heart failure (132 or 19.1%), chronic kidney disease (87 or 
12.6%), and hematological (non-malignant) disorders (71 
or 10.3%). The median number of comorbidities was 3 
(2-4), and CCI was 5 (3-7). In terms of diagnoses affecting 
life expectancy, 75 (10.8%) patients had disseminated ma-
lignant disease and 56 (8.1%) were admitted from palliative 
care facilities.

Figure 1. Age and sex distribution of critically ill coronavirus 
disease 2019 patients.

Figure 2. Age, number of comorbidities, Charlson Comorbidity Index (CCI), procalcitonin (PCT), sequential Organ Failure Assess-
ment (SOFA) score, interleukin-6 (IL-6), white blood cell (WBC), and neutrophil percentage at intensive care unit admission in non-
deceased (N) and deceased (D) critically ill coronavirus disease 2019 patients.
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In terms of clinical features and inflammation-related 
laboratory markers at ICU admission, SOFA score was 4 

(2-5), WBC was 12.5 ± 7.4 × 109/L with 10.8 ± 5.9 × 109/L 
(86.1 ± 12.4%) neutrophils and 0.57 (0.37-0.86) × 109/L (5.4% 

Figure 3. Serum ferritin, D-dimer, the ratio of arterial oxygen partial pressure to fractional inspired oxygen (PaO2/FiO2), lactate, 
C-reactive protein (CRP), lymphocyte percentage in white blood cell count, and glomerular filtration rate (GFR) at intensive care unit 
(ICU) admission non-deceased (N) and deceased (D) critically ill coronavirus disease 2019 patients.

Table 1. Baseline continuous variables in intensive care unit surviving and non-surviving critically ill coronavirus disease 2019 
patients*

Variable Survivors Non-survivors P*

Age (years)   65 (56-73)   74 (67-79) <0.001
Body mass index (kg/m2)   31.2 ± 6.2   30.1 ± 5.6 0.411
Number of comorbidities     2 (1-4)     3 (2-4) 0.001
SARS-CoV-2 positive days     5 (1-8)     5 (2-9) 0.067
Charlson Comorbidity Index     3 (2-5)     5 (4-7) <0.001
Sequential organ failure assessment     2 (2-4)     4 (2-6) <0.001
Ratio of arterial oxygen partial pressure to fractional inspired oxygen (mmHg) 100 (70-224)   69 (55-103) <0.001
Ferritin (mg/L)     1.15 ± 0.98     1.48 ± 1.06 0.003
D-dimer (mg/L)     2.54 ± 1.61     2.88 ± 3.35 0.013
C-reactive protein (mg/L) 112 (46-171) 129 (80-190) 0.001
Procalcitonin (ng/mL)     0.28 (0.10-0.82)     0.69 (0.24-2.5) <0.001
Interleukin-6 (pg/mL)   31 (14-94)   81 (43-187) <0.001
Lactate (mmol/L)     1.4 (1.1-1.8)     1.8 (1.3-3.4) 0.016
Glomerular filtration rate (ml/min/1.73 m2)   91 (61-106)   72 (41-92) <0.001
White blood cells ( × 109/L)   10.4 (7.7-14)   11.2 (8.2-16.4) 0.030
Neutrophil (%)   86.6 (80.3-90.9)   89.7 (85.8-92.9) <0.001
Lymphocyte (%)     6.5 (4.1-10.7)     4.9 (2.9-8.3) <0.001
*t-test or Mann-Whitney U test.
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[3.1-8.9]) lymphocytes in differential blood count. CRP at 
admission was 137.9 ± 89.3 mg/L, procalcitonin was 0.55 
(0.19-1.88) ng/mL, interleukin-6 was 67.9 (29.7-158.8) pg/
mL, and serum ferritin was 1.0 (0.62-1.82) mg/L. Serum D-
dimer at ICU admission was 3.17 (1.28-4.28) mg/L.

In terms of oxygenation and oxygen delivery and utiliza-
tion parameters, PaO2/FiO2 ratio at ICU admission was 75 
(56-125) mmHg, serum lactate levels were 1.6 (1.3-2.5) 
mmol/L, and glomerular filtration rate at admission was 
78.8 (45.6-96) mL/min/1.73 m2.

In terms of organ support, 428 (61.8%) patients received 
HFNO, and 557 (80.5%) received mechanical ventilation. A 
total of 339 (79.2%) patients who received HFNO also re-
ceived mechanical ventilation. Duration of HFNO was 3 
(1-6) days and duration of mechanical ventilation was 7 
(3-12) days. Thirty-six (5.2%) patients only received supple-
mental oxygen during ICU stay, and 6 patients (0.9%) re-

ceived extracorporeal membrane oxygenation support. 
Forty-one patients (5.9%) received renal replacement ther-
apy (RRT), 16 of them receiving intermittent hemodialysis 
(IHD), 18 continuous RRT (CRRT), 2 both IHD and CRRT, and 
5 patients were dialyzed due to end-stage renal disease 
and need for chronic renal replacement therapy.

Survivors had significantly lower age, number of comorbid-
ities, CCI, SOFA score, serum ferritin, CRP, D-dimer, procalci-
tonin, interleukin-6, lactate, WBC and neutrophil counts; 
and higher lymphocyte counts, PaO2/FiO2 ratio, and GFR 
at admission (Figures 2 and 3). The groups did not signifi-
cantly differ in BMI and days from a positive nasopharyn-
geal swab (Table 1).

Out of 692 patients, 503 (72.7%) died during the ICU stay, 
and 25 after ICU discharge, with cumulative in-hospital 
mortality of 76.7%. The mortality rate was significant-
ly higher in older age groups and in patients admitted 

Table 2. Categorical variables in intensive care unit surviving and non-surviving critically ill coronavirus disease 2019 patients*

No. (%) of

Variable survivors non-survivors P

Sex M 127 (27.4) 337 (72.6) 0.961
F   62 (27.2) 166 (33.8)

Arterial hypertension yes 124 (25.2) 368 (74.8) 0.073
no   64 (32.2) 135 (67.8)

Diabetes mellitus yes   46 (20.4) 179 (79.6) 0.006
no 142 (30.5) 323 (69.5)

Chronic kidney disease yes   14 (16.1)   73 (83.9) 0.014
no 174 (28.8) 430 (71.2)

Congestive heart failure yes   24 (18.2) 108 (81.8) 0.009
no 164 (29.3) 395 (70.7)

Hematologic disease yes   13 (18.3)   58 (81.7) 0.091
no 175 (28.2) 445 (71.8)

Ward admission yes   71 (17.9) 325 (82.1) <0.001
no 118 (39.9) 178 (60.1)

Bacterial superinfection yes   72 (18.8) 311 (81.2) <0.001
no 117 (37.9) 192 (62.1)

Myocardial infarction/cerebrovascular infarction at admission yes   13 (25)   39 (75) 0.871
no 175 (27.4) 463 (92.2)

Age (whole cohort) <45   12 (57.1)     9 (42.9) <0.001
45 - 65   78 (45.6)   93 (54.4)
65 - 75   56 (24.8) 170 (75.2)
>75   43 (15.7) 231 (84.3)

Age (mechanically ventilated) <45     7 (46.7)     8 (53.3) <0.001
45-65   36 (29.5)   86 (70.5)
65-75   23 (12.4) 163 (87.6)
>75   22 (9.6) 207 (90.4)

*χ2 or Fisher exact test for 2 × 2 tables.
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from the ward after clinical deterioration (compared with 
those admitted directly from the emergency depart-
ment or from ICUs in other hospitals). It was also high-
er in mechanically ventilated patients (with ICU mortal-
ity of 83.8%, opposed to 26.7% of deceased patients who 
did not receive mechanical ventilation, P < 0.001), as well 
as in those with diabetes mellitus, congestive heart fail-
ure, chronic kidney disease, and bacterial superinfections 
(81.2% ICU mortality rate in patients who developed bac-

terial superinfections, compared with 62.1% mortality 
rate of those who did not develop bacterial superinfec-
tions, P < 0.001). There were no significant differences in 
ICU mortality rates between female and male patients, 
and between patients with hematologic comorbidities, 
arterial hypertension, myocardial or cerebrovascular in-
farction and patients who did not have these conditions 
(Table 2). RRT, HFNO, and ECMO were not linked to signifi-
cant differences in survival rates.

Length of ICU stay was 9 (4-14) days. The median survival 
was 11 days for mechanically ventilated patients, and 24 
days for patients who were not mechanically ventilated 
(Figure 4). The median survival was 13 days for patients 
with bacterial superinfections and 8 days for patients with-
out bacterial superinfections (Figure 5).

Discussion

In this study, old age, diabetes mellitus, chronic kidney dis-
ease, and congestive heart failure were identified as signifi-
cant risk factors for ICU and in-hospital mortality. The ma-
jority of analyzed patients were admitted to the ICU in an 
advanced state of disease with severe clinical presentation 
(bilateral pneumonia complicated with severe ARDS and 
dysregulated inflammatory response) and deranged labo-
ratory findings (elevated serum D-dimer levels and lower 
lymphocyte count).

Wu et al (4) reported similar risk factors and laboratory val-
ues among the first 201 patients in Wuhan, but their cohort 
included only 26.4% of ICU patients. They also identified 
older age, neutrophilia, lymphopenia, higher interleukin-6, 
and D-dimer levels as significant risk factors in patients 
with acute respiratory distress syndrome (4). Auld et al (9) 
published similar laboratory values (SOFA score, Horow-
itz quotient, CRP, and D-dimer levels) but in our study the 
prevalences of congestive heart failure and diabetes mel-
litus were significantly higher in non-survivors.

Most of the previous studies recruited patients till June 
2020, during the so-called “first pandemic wave,” when 
COVID-19 patients had significantly lower-case fatality 
rate, at least in Croatia. Most risk factors that we identified 
are consistent with those identified in other retrospective 
studies (5-7).

In several studies, older age was identified as a risk fac-
tor both in univariate and multivariate analyses (13-20). 
Our patients, with a mean age of 72 years, are the 

Figure 4. Kaplan-Meier survival curve depicting 28-day survival prob-
ability depending on the need for mechanical ventilation. Dotted line 
represents patients who did not receive mechanical ventilation.

Figure 5. Kaplan-Meier survival curve depicting 28-day survival proba-
bility depending on bacterial superinfection rate. Dotted line represents 
patients who did not develop bacterial superinfection.
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oldest among all reported ICU populations known to au-
thors at the time of writing. In all ICU reports, there was 
a predominance of male participants, and Rodriguez et 
al (13) and Xie et al (21) observed higher survival rates in 
women.

The majority of our patients (71.2%) had hypertension be-
fore ICU admission, but no significant difference was ob-
served between survivors and non survivors, unlike in oth-
er studies (13,15,19,21). The prevalence of hypertension 
in ICU patients varied from 38% (15) to 78% (22). A recent 
meta-analysis (23) showed that in SARS-CoV-2-positive pa-
tients, hypertension was associated with almost 2.5-fold 
higher mortality risk.

In our study, the prevalence of diabetes was significant-
ly higher among non-survivors, which is consistent with 
several similar studies (13,15,19). A meta-analysis includ-
ing 16 003 patients found that diabetes mellitus was sig-
nificantly associated with COVID-19 mortality, with a 
pooled odds ratio of 1.90 (24). Several pathophysiological 
mechanisms that occur in diabetes mellitus can facilitate 
deterioration of COVID-19, such as chronic inflammatory 
state, inhibited lymphocyte proliferative response, imbal-
ance between coagulation and fibrinolysis, endothelial 
dysfunction, and enhanced platelet aggregation and ac-
tivation (25).

In our study, chronic kidney disease was significantly more 
prevalent in non-survivors. This was also reported by Rodri-
guez et al (13). An association between chronic kidney dis-
ease and severe COVID-19 was observed in a meta-analysis 
by Henry and Lippi (26), with a pooled odds ratio of 3.03. A 
single-center study from Madrid reported CKD before hos-
pital admission as a risk factor for in-hospital mortality (27). 
Two large multicentric studies identified higher renal com-
ponents of SOFA score at ICU admission as independent 
risk factors for mortality (19,28).

In our study, non-survivors more often had chronic con-
gestive heart failure. Two studies from New York City found 
chronic heart failure to be a risk factor for increased ICU 
mortality (17,18). Interestingly, in a retrospective study 
from Madrid, patients with underlying chronic heart fail-
ure were less often admitted to the ICU, but their mortality 
rates were significantly higher than those of patients with-
out this condition (29).

Our study also reported that non-survivors had sig-
nificantly lower lymphocyte count, which was also 

observed in several previous studies (19-21,30). A meta-
analysis including 1289 patients reported a significant 
correlation between lymphopenia and COVID-19 severity 
(31). The trend in relative lymphocyte count was evalu-
ated as a good prognostic tool for the disease severity 
(32). The same article proposed several pathophysiologi-
cal mechanisms by which SARS-CoV-2 virus could cause 
lymphopenia: direct cytotoxic effect, direct effect on lym-
phoproliferative organs, and cytokine storm that could 
be responsible for lymphocyte dysfunction and apopto-
sis (32).

Survivors also had lower CRP, procalcitonin, ferritin, and 
interleukin-6 levels. CRP and interleukin-6 can be used as 
predictors of disease severity (33) and the need for me-
chanical ventilation (34). Procalcitonin is a helpful tool to 
identify a superimposed bacterial infection in COVID-19 
patients (33). A meta-analysis of 18 studies revealed a role 
of ferritin in indicating a severe disease in 4992 COVID-19 
patients and a mortality risk in 2621 patients (35).

Although crude survival rates were lower in both ven-
tilated patients and those who developed bacterial su-
perinfections, patients with bacterial superinfections 
had longer ICU stay. This finding could be explained by 
the response to corticosteroid therapy, which is a part of 
the therapeutic regimen according to hospital’s COVID-
19 pharmacological guidelines. Corticosteroid therapy 
delayed early death from SARS-CoV-2-induced cytokine 
storm during the early phase of ICU stay, but put patients 
at risk for sepsis-induced organ damage and death later 
in the ICU stay.

Previous studies reported increased D-dimer levels in ICU 
non-survivors (13,18,19). A study including 343 patients 
from an emergency department found that D-dimer lev-
els above 2.0 μg/mL predicted in-hospital mortality (36). 
In comparison with previously published data (13,18,19), 
our patients had the second highest reported D-dimer lev-
els (3.17 [1.28-4.28] mg/L). Furthermore, our laboratory is 
able to measure only the levels as high as 4.45 mg/L or 4.23 
mg/L depending on the assays and reagents used (higher 
values are reported with a “greater than” sign). Somewhat 
less than a third of our patients had D-dimer above this lev-
el, so that the real median D-dimer levels were very likely 
markedly higher than the reported value.

Finally, the PaO2/FIO2 ratio at admission (median of 75 mm 
Hg) was the second worst reported value, after that in 52 
ICU patients in Wuhan (16). According to the Berlin defini-



13Čučković et al: Epidemiological characteristics of critically ill COVID-19 patients

www.cmj.hr

tion, this value could be classified as severe ARDS (37), with 
an expected decrease in survival rates (38).

The majority of our results were obtained in the second 
pandemic wave, when the Croatian health care system 
was faced with an enormous burden. This was especially 
the case in comparison with the first, smaller wave, which 
lasted till May 2020 and only included the first 65 patients 
from this cohort (39). Furthermore, in December 2020, two 
earthquakes hit the town of Petrinja in Sisak-Moslavina 
County. Most of the ICU patients from damaged hospitals 
in the surrounding area were urgently transferred to our 
clinic. This created not just a fast influx of patients but also 
increased the risk of new and different multi-resistant bac-
terial strains.

Our study has several limitations. First, it was performed 
in a very specific single-center setting of the national 
COVID-19 center treating a third of all SARS-CoV-2 posi-
tive ICU patients in the country. However, this study is in 
practice a multi-center study since PRIC-UH Dubrava had 
6 ICUs with critical care physicians and nurses from all 
hospitals in Zagreb, and with different workflows, proto-
cols, and ICU charts. Second, this center had to deal with 
indirect effects of another natural disaster, which could 
easily have affected the reported complication and sur-
vival rates.

In conclusion, since the start of COVID-19 pandemic in 
Croatia, PRIC-UH Dubrava has become the largest COVID-
19 hospital in Croatia with the greatest patient turnaround. 
Due to the heterogeneity of patients included in this co-
hort and due to differences in clinical presentations in the 
subsequent pandemic waves, further multivariate analy-
ses are needed to identify risk factors affecting the survival 
rates of critically ill COVID-19 patients.

Funding None.

Ethical approval given by the Ethics Committee of University Hospital Du-
brava (2021/2309-01).

Declaration of authorship AŠ, JP and IL conceived and designed the study; 
MČ, ŽD, MP, DT, MĆ, IM, AM, AR, AK, VB, HL, ED, SH, and HA acquired the data; 
MČ, ŽD, MP, DT, and AŠ analyzed and interpreted the data; MČ, ŽD, MP, DT, 
MĆ, IM, AM, AR, AK, VB, HL, ED, SH, HA, AŠ, and IL drafted the manuscript; AŠ 
and JP critically revised the manuscript for important intellectual content; 
all authors gave approval of the version to be submitted; all authors agree 
to be accountable for all aspects of the work.

Competing interests All authors have completed the Unified Competing 
Interest form at www.icmje.org/coi_disclosure.pdf (available on request 
from the corresponding author) and declare: no support from any organi-
zation for the submitted work; no financial relationships with any organiza-
tions that might have an interest in the submitted work in the previous 3 
years; no other relationships or activities that could appear to have influ-
enced the submitted work.

References
1 	 Priopćenje za medije stožera civilne zaštite [in Croatian]. 2020. 

Available from: https://civilna-zastita.gov.hr/vijesti/priopcenje-za-

medije-stozera-civilne-zastite-republike-hrvatske-od-25-veljace-

2020/2184. Accessed: January 20, 2021.

2	 Covid WHO. 19 Briefing. Available from: https://www.who.int/

director-general/speeches/detail/who-director-general-s-opening-

remarks-at-the-media-briefing-on-covid-19—11-march-2020. 

Accessed: January 20, 2021.

3	 Peršec J, Šribar A, Kereš T. Organizational aspects of intensive 

care unit resource allocation in a primary respiratory intensive 

care center specialized for the treatment of SARS-COV-2 patients. 

Croat Med J. 2020;61:304-5. Medline:32643352 doi:10.3325/

cmj.2020.61.304

4	 Wu C, Chen X, Cai Y, Xia J, Zhou X, Xu S, et al. Risk factors associated 

with acute respiratory distress syndrome and death in patients 

with coronavirus disease 2019 pneumonia in Wuhan, China. JAMA 

Intern Med. 2020;180:934-43. Medline:32167524 doi:10.1001/

jamainternmed.2020.0994 

5	G rasselli G, Zangrillo A, Zanella A, Antonelli M, Cabrini L, Castelli 

A, et al. Baseline characteristics and outcomes of 1591 patients 

infected with SARS-CoV-2 admitted to ICUs of the Lombardy 

Region, Italy. JAMA. 2020;323:1574-81. Medline:32250385 

doi:10.1001/jama.2020.5394

6	 Wang D, Hu B, Hu C, Zhu F, Liu X, Zhang J, et al. Clinical 

characteristics of 138 hospitalized patients with 2019 Novel 

coronavirus-infected pneumonia in Wuhan, China. JAMA. 

2020;323:1061. Medline:32031570 doi:10.1001/jama.2020.1585

7	 Myers LC, Parodi SM, Escobar GJ, Liu VX. Characteristics of 

hospitalized adults with COVID-19 in an integrated health care 

system in California. JAMA. 2020;323:2195-8. Medline:32329797 

doi:10.1001/jama.2020.7202

8	 Roedl K, Jarczak D, Thasler L, Bachmann M, Schulte F, Bein B, et 

al. Mechanical ventilation and mortality among 223 critically 

ill patients with coronavirus disease 2019: A multicentric study 

in Germany. Aust Crit Care. 2021;34:167-75. Medline:33250401 

doi:10.1016/j.aucc.2020.10.009

9	 Auld SC, Caridi-Scheible M, Blum JM, Robichaux C, Kraft C, Jacob 

JT, et al. ICU and ventilator mortality among critically ill adults 

with coronavirus disease 2019. Crit Care Med. 2020;48:e799. 

Medline:32452888 doi:10.1097/CCM.0000000000004457

10	 Richardson S, Hirsch JS, Narasimhan M, Crawford JM, McGinn T, 

Davidson KW, et al. Presenting characteristics, comorbidities, and 

outcomes among 5700 patients hospitalized with COVID-19 in 

the New York City area. JAMA. 2020;323:2052. Medline:32320003 

doi:10.1001/jama.2020.6775

11	 The jamovi project. 2019. Available from: www.jamovi.org. 

Accessed: January 20, 2021.

12	 JASP. JASP Team; 2020. Available from: https://jasp-stats.org. 

Accessed: January 20, 2021.

www.icmje.org/coi_disclosure.pdf
https://civilna-zastita.gov.hr/vijesti/priopcenje-za-medije-stozera-civilne-zastite-republike-hrvatske-od-25-veljace-2020/2184
https://civilna-zastita.gov.hr/vijesti/priopcenje-za-medije-stozera-civilne-zastite-republike-hrvatske-od-25-veljace-2020/2184
https://civilna-zastita.gov.hr/vijesti/priopcenje-za-medije-stozera-civilne-zastite-republike-hrvatske-od-25-veljace-2020/2184
https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-remarks-at-the-media-briefing-on-covid-19-11-march-2020
https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-remarks-at-the-media-briefing-on-covid-19-11-march-2020
https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-remarks-at-the-media-briefing-on-covid-19-11-march-2020
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32643352&dopt=Abstract
https://doi.org/10.3325/cmj.2020.61.304
https://doi.org/10.3325/cmj.2020.61.304
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32167524&dopt=Abstract
https://doi.org/10.1001/jamainternmed.2020.0994
https://doi.org/10.1001/jamainternmed.2020.0994
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32250385&dopt=Abstract
https://doi.org/10.1001/jama.2020.5394
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32031570&dopt=Abstract
https://doi.org/10.1001/jama.2020.1585
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32329797&dopt=Abstract
https://doi.org/10.1001/jama.2020.7202
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33250401&dopt=Abstract
https://doi.org/10.1016/j.aucc.2020.10.009
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32452888&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32452888&dopt=Abstract
https://doi.org/10.1097/CCM.0000000000004457
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32320003&dopt=Abstract
https://doi.org/10.1001/jama.2020.6775
www.jamovi.org
https://jasp-stats.org


RESEARCH ARTICLE14 Croat Med J. 2022;63:6-15

www.cmj.hr

13	 Rodríguez A, Ruiz-Botella M, Martín-Loeches I, Jimenez Herrera M, 

Solé-Violan J, Gómez J, et al. Deploying unsupervised clustering 

analysis to derive clinical phenotypes and risk factors associated 

with mortality risk in 2022 critically ill patients with COVID-19 

in Spain. Crit Care. 2021;25:63. Medline:33588914 doi:10.1186/

s13054-021-03487-8

14	 Ferrando C, Mellado-Artigas R, Gea A, Arruti E, Aldecoa C, Bordell A, 

et al. Patient characteristics, clinical course and factors associated 

to ICU mortality in critically ill patients infected with SARS-CoV-2 in 

Spain: A prospective, cohort, multicentre study. Rev Esp Anestesiol 

Reanim. 2020;67:425-37. Medline:32800622 doi:10.1016/j.

redar.2020.07.003

15	 Ñamendys-Silva SA, Alvarado-Ávila PE, Domínguez-Cherit G, 

Rivero-Sigarroa E, Sánchez-Hurtado LA, Gutiérrez-Villaseñor A, 

et al. Outcomes of patients with COVID-19 in the intensive care 

unit in Mexico: A multicenter observational study. Heart Lung. 

2021;50:28-32. Medline:33138974 doi:10.1016/j.hrtlng.2020.10.013

16	 Yang X, Yu Y, Xu J, Shu H, Xia J, Liu H, et al. Clinical course and 

outcomes of critically ill patients with SARS-CoV-2 pneumonia 

in Wuhan, China: a single-centered, retrospective, observational 

study. Lancet Respir Med. 2020. Medline:32105632 doi:10.1016/

S2213-2600(20)30079-5

17	 Petrilli CM, Jones SA, Yang J, Rajagopalan H, O’Donnell L, Chernyak 

Y, et al. Factors associated with hospital admission and critical 

illness among 5279 people with coronavirus disease 2019 in 

New York City: prospective cohort study. BMJ. 2020;369:m1966. 

Medline:32444366 doi:10.1136/bmj.m1966

18	 Cummings MJ, Baldwin MR, Abrams D, Jacobson SD, Meyer BJ, 

Balough EM, et al. Epidemiology, clinical course, and outcomes of 

critically ill adults with COVID-19 in New York City: a prospective 

cohort study. Lancet. 2020;395:1763-70. Medline:32442528 

doi:10.1016/S0140-6736(20)31189-2

19	 COVID-ICU Group on behalf of the REVA Network and the COVID-

ICU Investigators. Clinical characteristics and day-90 outcomes 

of 4244 critically ill adults with COVID-19: a prospective cohort 

study. Intensive Care Med. 2021;47:60-73. doi:10.1007/s00134-020-

06294-x

20	 Xu J, Yang X, Yang L, Zou X, Wang Y, Wu Y, et al. Clinical course and 

predictors of 60-day mortality in 239 critically ill patients with 

COVID-19: a multicenter retrospective study from Wuhan, China. 

Crit Care. 2020;24:394. Medline:32631393 doi:10.1186/s13054-020-

03098-9

21	 Xie J, Wu W, Li S, Hu Y, Hu M, Li J, et al. Clinical characteristics 

and outcomes of critically ill patients with novel coronavirus 

infectious disease (COVID-19) in China: a retrospective multicenter 

study. Intensive Care Med. 2020;46:1863-72. Medline:32816098 

doi:10.1007/s00134-020-06211-2

22	 Suleyman G, Fadel RA, Malette KM, Hammond C, Abdulla H, Entz 

A, et al. Clinical characteristics and morbidity associated with 

coronavirus disease 2019 in a series of patients in Metropolitan 

Detroit. JAMA Netw Open. 2020;3:e2012270. Medline:32543702 

doi:10.1001/jamanetworkopen.2020.12270

23	 Lippi G, Wong J, Henry BM. Hypertension in patients with 

coronavirus disease 2019 (COVID-19): a pooled analysis. Pol Arch 

Intern Med. 2020;130:304-9. Medline:32231171

24	 Kumar A, Arora A, Sharma P, Anikhindi SA, Bansal N, Singla V, et 

al. Is diabetes mellitus associated with mortality and severity of 

COVID-19? A meta-analysis. Diabetes Metab Syndr. 2020;14:535-45. 

Medline:32408118 doi:10.1016/j.dsx.2020.04.044

25	 Hussain A, Bhowmik B, do Vale Moreira NC. COVID-19 and diabetes: 

Knowledge in progress. Diabetes Res Clin Pract. 2020;162:108142. 

Medline:32278764 doi:10.1016/j.diabres.2020.108142

26	 Henry BM, Lippi G. Poor survival with extracorporeal membrane 

oxygenation in acute respiratory distress syndrome (ARDS) 

due to coronavirus disease 2019 (COVID-19): Pooled analysis of 

early reports. J Crit Care. 2020. Medline:32279018 doi:10.1016/j.

jcrc.2020.03.011

27	 Portolés J, Marques M, López-Sánchez P, de Valdenebro M, Muñez 

E, Serrano ML, et al. Chronic kidney disease and acute kidney 

injury in the COVID-19 Spanish outbreak. Nephrol Dial Transplant. 

2020;35:1353-61. Medline:32871592 doi:10.1093/ndt/gfaa189

28	G upta S, Hayek SS, Wang W, Chan L, Mathews KS, Melamed 

ML, et al. Factors associated with death in critically ill 

patients with coronavirus disease 2019 in the US. JAMA 

Intern Med. 2020;180:1436. Medline:32667668 doi:10.1001/

jamainternmed.2020.3596

29	 Rey JR, Caro-Codón J, Rosillo SO, Iniesta ÁM, Castrejón-Castrejón 

S, Marco-Clement I, et al. Heart failure in COVID-19 patients: 

prevalence, incidence and prognostic implications. Eur J Heart Fail. 

2020;22:2205-15. Medline:32833283 doi:10.1002/ejhf.1990

30	 Sulaiman KA, Juhani OA, Eljaaly K, Alharbi AA, Shabasy AMA, 

Alsaeedi AS, et al. Clinical features and outcomes of critically ill 

patients with coronavirus disease 2019 (COVID19): a multicenter 

cohort study. Int J Infect Dis. 2021;105:180-7. Medline:33601030 

doi:10.1016/j.ijid.2021.02.037

31	 Huang G, Kovalic AJ, Graber CJ. Prognostic value of leukocytosis 

and lymphopenia for coronavirus disease severity. Emerging 

Infectious Diseases Journal. 2020;26.

32	 Tan L, Wang Q, Zhang D, Ding J, Huang Q, Tang Y-Q, et al. 

Lymphopenia predicts disease severity of COVID-19: a descriptive 

and predictive study. Signal Transduct Target Ther. 2020;5:1-3.

33	 Liu F, Li L, Xu M, Wu J, Luo D, Zhu Y, et al. Prognostic value of 

interleukin-6, C-reactive protein, and procalcitonin in patients 

with COVID-19. J Clin Virol. 2020;127:104370. Medline:32344321 

doi:10.1016/j.jcv.2020.104370

34	 Herold T, Jurinovic V, Arnreich C, Lipworth BJ, Hellmuth JC, 

Bergwelt-Baildon M, et al. Elevated levels of IL-6 and CRP predict 

the need for mechanical ventilation in COVID-19. J Allergy Clin 

Immunol. 2020;146:128-136.e4. Medline:32425269 doi:10.1016/j.

jaci.2020.05.008

https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33588914&dopt=Abstract
https://doi.org/10.1186/s13054-021-03487-8
https://doi.org/10.1186/s13054-021-03487-8
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32800622&dopt=Abstract
https://doi.org/10.1016/j.redar.2020.07.003
https://doi.org/10.1016/j.redar.2020.07.003
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33138974&dopt=Abstract
https://doi.org/10.1016/j.hrtlng.2020.10.013
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32105632&dopt=Abstract
https://doi.org/10.1016/S2213-2600(20)30079-5
https://doi.org/10.1016/S2213-2600(20)30079-5
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32444366&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32444366&dopt=Abstract
https://doi.org/10.1136/bmj.m1966
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32442528&dopt=Abstract
https://doi.org/10.1016/S0140-6736(20)31189-2
https://doi.org/10.1007/s00134-020-06294-x
https://doi.org/10.1007/s00134-020-06294-x
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32631393&dopt=Abstract
https://doi.org/10.1186/s13054-020-03098-9
https://doi.org/10.1186/s13054-020-03098-9
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32816098&dopt=Abstract
https://doi.org/10.1007/s00134-020-06211-2
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32543702&dopt=Abstract
https://doi.org/10.1001/jamanetworkopen.2020.12270
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32231171&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32408118&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32408118&dopt=Abstract
https://doi.org/10.1016/j.dsx.2020.04.044
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32278764&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32278764&dopt=Abstract
https://doi.org/10.1016/j.diabres.2020.108142
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32279018&dopt=Abstract
https://doi.org/10.1016/j.jcrc.2020.03.011
https://doi.org/10.1016/j.jcrc.2020.03.011
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32871592&dopt=Abstract
https://doi.org/10.1093/ndt/gfaa189
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32667668&dopt=Abstract
https://doi.org/10.1001/jamainternmed.2020.3596
https://doi.org/10.1001/jamainternmed.2020.3596
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32833283&dopt=Abstract
https://doi.org/10.1002/ejhf.1990
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33601030&dopt=Abstract
https://doi.org/10.1016/j.ijid.2021.02.037
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32344321&dopt=Abstract
https://doi.org/10.1016/j.jcv.2020.104370
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32425269&dopt=Abstract
https://doi.org/10.1016/j.jaci.2020.05.008
https://doi.org/10.1016/j.jaci.2020.05.008


15Čučković et al: Epidemiological characteristics of critically ill COVID-19 patients

www.cmj.hr

35	 Cheng L, Li H, Li L, Liu C, Yan S, Chen H. Ferritin in the coronavirus 

disease 2019 (COVID-19): A systematic review and meta-analysis. 

J Clin Lab Anal. 2020;34:e23618. Medline:33078400 doi:10.1002/

jcla.23618

36	 Zhang L, Yan X, Fan Q, Liu H, Liu X, Liu Z, et al. D-dimer levels 

on admission to predict in-hospital mortality in patients with 

Covid-19. J Thromb Haemost. 2020;18:1324-9. Medline:32306492 

doi:10.1111/jth.14859

37	 ARDS Definition Task Force, Ranieri VM, Rubenfeld GD, Thompson 

BT, Ferguson ND, Caldwell E, et al. Acute respiratory distress 

syndrome: the Berlin Definition. JAMA. 2012;307:2526-33. 

Medline:22797452

38	 Bellani G, Laffey JG, Pham T, Fan E, Brochard L, Esteban A, et al. 

Epidemiology, patterns of care, and mortality for patients with 

acute respiratory distress syndrome in intensive care units in 50 

countries. JAMA. 2016;315:788. Medline:26903337 doi:10.1001/

jama.2016.0291

39	 COVID-19 Map. Johns Hopkins Coronavirus Resource Center. 

Available from: https://coronavirus.jhu.edu/map.html. Accessed: 

May 6, 2021.

https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33078400&dopt=Abstract
https://doi.org/10.1002/jcla.23618
https://doi.org/10.1002/jcla.23618
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32306492&dopt=Abstract
https://doi.org/10.1111/jth.14859
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22797452&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22797452&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26903337&dopt=Abstract
https://doi.org/10.1001/jama.2016.0291
https://doi.org/10.1001/jama.2016.0291
https://coronavirus.jhu.edu/map.html

