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Objective: Diabetes mellitus is known as one of the potential risk factors Betiil Cavusoglu Tiirker

for severe COVID-19.This study it was aimed to evaluate and compared
demographic, clinical and laboratory findings,mortality and outcomes of
hospitalized diabetic and non-diabetic COVID-19 patients.

Method: The data of all consecutive adult patients admitted to the pandemic
units of the participating hospitals’ internal medicine clinics with the
diagnosis of Covid-19 disease were gathered between April 20th 2020 and
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July 23th 2020.0Only swab or serological tests positive patients were ORCID IDs of the authors:
included in the study.Patients with clinical and/or radiological findings were F.T. 0000-0002-8281-0319
considered to have Covid-19 disease and those having negative swab tests S.A. 0000-0001-9239-9132

B.C.T. 0000-0002-8041-1904
H.E.A. 0000-0002-6559-2575
S.0. 0000-0002-6259-6132

were excluded.The clinical characteristics, treatment and discharge
outcomes and laboratuary tests of the patients at presentation were divided
into two groups and compared as diabetic and non-diabetic COVID-19
patients.

Results: The median age was 52 years.There were 226 diabetic (21.2 %)
and 839 (78.8%) non-diabetic patients.Diabetic patients were older than
nondiabetics . Chronic diseases in the group of diabetic patients were found
to be significantly higher than non-diabetic patient group (p<0,001).There
was no significant difference in major symptoms such as dry cough,fatigue
fever between two groups.Percentage of anorexia was significantly elevated
in the diabetic group (p<0,001).In diabetic group,baseline (at the time of
diagnoses) serum eGFR,hemoglobin levels were decreased and
sedimentation,CRP,procalcitonin,D-dimer were elevated than nondiabetic
group (p<0,001,p=0,009,p:<0.001,p<0.001,p<0.001,p=0.029 respectively).
Admission to the intensive care unit and mortality were increased in diabetic
patients group.(p<0.001)

Conclusions: Diabetes are associated with increased complications,
prolonged hospital stay, and mortality in COVID-19 patients.

Keywords: COVID 19, Diabetes Mellitus, clinical characteristics and
outcomes.
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INTRODUCTION

Coronavirus disease 2019 (COVID-19) is a
disease caused by a novel coronavirus called
severe acute respiratory syndrome coronavirus
2 (SARS-CoV-2). The disease has spread all
over the world and become pandemic 2. The
COVID-19 infection creates a complex
situation for people with underlying comorbid
diseases which are associated with increased
morbidity and mortality **. Since diabetic
patients are known to be more susceptible to
infections, diabetes mellitus will increase the
incidence of contagious diseases and related
comorbidities. Diabetes mellitus is now known
to be one of the most frequent comorbid disease
(33.8%) in hospitalized patients with COVID-
19 infection °. Besides diabetes, hypertension
(17%), cardiovascular (5%) and respiratory
diseases (2%) are important health problems for
these patients 5. There is limited data on the
characteristics and outcomes of COVID-19
patients with diabetes hospitalized in Turkey. It
was aimed to evaluate and compare the
demographic, clinical and laboratory findings,
mortality, and outcomes of hospitalized diabetic
and non-diabetic COVID-19 patients in this
study.

MATERIAL AND METHODS
Data source

This multicenter cohort study was performed
using the data collected from pandemic units of
internal medicine clinics of 5 training and
research hospitals in Istanbul. COVID-19

patients were hospitalized in pandemic units
these internal medicine clinics. Ethics
committee approval was received from the
Health Sciences University Istanbul Haseki
Training and Research Hospital Ethics
Committee (Reference No: 44-2020). Informed
consent was waived due to the global urgent
data requirement. All the data were collected
anonymously  without including  patient
identification information.

Study population, data collection

The data of all consecutive adult patients
admitted to the pandemic units of the
participating hospitals’ internal medicine
clinics with the diagnosis of COVID-19 were
gathered between April 20th 2020 and July 23th
2020. Only swab or serological tests positive
(confirmed case) patients were included in the
study. Patients with clinical and/or radiological
findings were considered to have COVID-19
(possible case) and those having negative swab
tests and/or serological tests were excluded. We
included patients who fully recovered and were
discharged, patients in the ICU, and deceased
patients. Patients still in hospital pandemic
clinics or hospitalized for other reasons were
not included. Re-admissions were also not
included. The patients data were recorded such
as demographic information, history of chronic
diseases, drugs used in the history, laboratory
analyzes, complete blood count, erythrocyte
sedimentation rate (ESR), serum creatinine,
estimated glomerular filtration rate (eGFR)
,albumin, alanine aminotransferase (ALT),



aspartate aminotransferase (AST), lactate
dehydrogenase (LDH), creatinine Kinase,
amylase, lipase, C-reactive protein (CRP), d-
dimer, ferritin, hemoglobin, lymphocyte,
platelet count, chest computed tomography
(CT) findings, drugs used in the treatment of
COVID-19, length of hospital stay, intensive
care unit (ICU) admission, the common
complications of COVID-19 and patients
outcomes. All swab positive COVID-19
patients were screened by a chest computed
tomography (CT) The clinical characteristics of
the patients at presentation were divided into
two groups and compared as diabetic and non-
diabetic COVID-19 patients. Patients age,
gender, chronic diseases, drugs used in the
history, drugs used in the treatment of COVID-
19, presentation symptoms and duration
between first symptom and diagnosis were
recorded. Hemoglobin, platelet, sedimentation,
creatinine, eGFR , AST, ALT, LDH, CK,
ferritin, lymphopenia percentages at diagnosis
were compared between the two groups. CRP,
procalcitonin, d dimer values at the time of
diagnosis and chest CT (computed tomography)
findings were categorized and compared
between the two groups. Development of
leukopenia (white blood cell count less than
4000/mma3), lymphopenia (lymphocyte count
less than 1200/mma3), anemia (hemoglobin less
than 10 g/dL), thrombocytopenia (platelet count
less than 150.000/mm3), an increase in serum
creatinine, AST, ALT, LDH, CK, ferritin (more
than twice the upper limit of normal, compared
to baseline values) and decrease in serum
albumin (less than 3.0g/dl) were recorded.

Statistical Method:

IBM SPSS Statistics for Windows (Version
25.0, IBM Corp., Armonk, NY, USA) was used
for statistical analysis. Categorical variables
were given as number and percentage, and
numerical variables were given as median and
interquartile range (25th-75th percentile). The
recorded parameters were compared between
survivors vs. non-survivors, and between non-
survivors/or patients still in the ICU vs. those
discharged. The chi-square test was used for the
comparisons of categorical variables. The
student's t-test was used to compare two
independent groups in the analyses of normally
distributed numerical data. In the case of
abnormal distribution of numerical data, the
Mann-Witney-U test was used to compare the
two groups. Cox regression analysis (with
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Backward LR selection) was used in survival
analyzes. Parameter found to be different
between outcomes (non-survivor vs. survivor
patients, and non-survivors/or those still in the
ICU vs. discharged) were included in the
regression models to find out parameters
showing independent relationship with these
outcomes. A p-value of less than 0.05 was
considered significant.

RESULTS

This study was consisted of 1917 patients from
5 centers who were treated by hospitalization
between 20th April 2020 and 23rd July 2020.
COVID-19 PCR swab tests were positive in
1065 (55.5%) of 1899 patients. Patients with a
positive PCR were included in the study. The
median age was 52 (IQR: 38-63) years. There
were 226 diabetic (21.2 %) and 839 (78.8%)
non-diabetic patients. 109 (48.2 %) of these
cases were male and 117 (51.8 %) were female.
(p<0,001) Diabetic patients (median: 59) were
older than nondiabetics (median: 49). Chronic
diseases in the group of diabetic patients
(Hypertension, Ischemic Heart Disease, Heart
Failure, Chronic Kidney Disease, Chronic
obstructive pulmonary disease, Cardiovascular
Disease) were found to be significantly higher
than non-diabetic patient group (p<0,001).
Insulin, Oral Antidiabetics, Statin use was
found to be significantly higher in the diabetic
group in the medical history. (p<0,001) (Table
1). There was no significant difference in major
symptoms such as dry cough, fatigue fever
between two groups. Percentage of anorexia
was significantly elevated in the diabetic group
(p<0,001). Percentage of symptomatic patients
at the time of diagnosis was found significantly
elevated in the diabetic group, (p<0,001).
Asymptomatic disease at diagnosis COVID-19
was significantly higher in the non-diabetic
group. (p<0,001). Moderate-to-severe disease
was significantly higher in diabetic COVID-19
patients. In chest CT, single lesion was more
common assigned in the non-diabetic group.
(p<0,001). Ground glass opacity and bilateral
multiple lesion was significantly elevated in the
diabetic group according to chest CT results,
(p:0.008), (p<0,001). Normal findings on chest
computed tomography are higher than non
diabetic COVID-19 patients. (p<0,001) ( Table
2 ). In diabetic group, baseline (at the time of
diagnoses) serum eGFR, hemoglobin levels
were decreased and sedimentation, CRP,
procalcitonin, D-dimer were elevated than



nondiabetic  group  (p<0,001, p=0,009,
p:<0.001, p<0.001, p<0.001, p=0.029
respectively) (Table3). Anticoagulant, vitamin
supplementation, antibiotics,
favipiravir/lopinavir and ritonavir treatments
were found more frequently in the diabetic
hospitalized group. (p<0.002, p<0.001,
p<0.001, p<0.001). 11 (4.9%) patients in the
diabetic group and 13 (1.5%) patients in the
non-diabetic group  were  non-survived.
Admission to the intensive care unit were 11
(4.9%) patients in diabetic and 15 (1.8 %) were
in the non-diabetic group. Admission to the
intensive care unit and mortality were increased
in diabetic patients group, p<0.001 .It was
observed anemia (hemoglobin less than 10
g/dL), an increase in serum creatinine,
sedimentation, LDH, CK, arrhythmia and
decrease in serum albumin (less than 3.0g/dl) in
during hospitalization in diabetic group (Table
5) .Cox Regression Analysis of Factors
determining exitus and/or ICU in diabetic
patients were evaluated. Gender (male), heart
failure, moderate-to-severe disease at the time
of diagnosis, low albumin and secondary
bacterial infection during hospitalization were
found to increase mortality in diabetics (Table
6).

DISCUSSION

Co-morbid diseases such as diabetes are
associated with increased complications,
prolonged hospital stay, and mortality in
COVID-19 patients 8. In this study, we found
the mortality and ICU rate of diabetic COVID-
19 cases was approximately 9.8%. These rates
are higher than those observed in the general
population with COVID-19 ** . Several theories
exist for the role of hyperglycemia in the viral
respiratory infections. Elevated glucose levels
may negatively affect pulmonary function,
suppress the immune system and increasing the
production of inflammatory cytokines *%° .
Considering all this ;in this study ; diabetic
patients (median: 59) were older than
nondiabetics (median: 49) . Chronic diseases in
the group of diabetic patients (Hypertension,
Ischemic Heart Disease, Heart Failure, Chronic
Kidney  Disease, Chronic  obstructive
pulmonary disease, Cardiovascular Disease)
were found to be significantly higher than non-
diabetic patient group. In diabetic group,
baseline (at the time of diagnoses) serum eGFR,
hemoglobin levels were decreased and
sedimentation, CRP, procalcitonin, D-dimer
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were elevated than nondiabetic group. As a
result, moderate -to -severe disease were seen
significantly higher in diabetic COVID-19
patients. For all that there was no significant
difference in major symptoms such as dry
cough, fatigue fever between two group. This
may indicate that diabetes mellitus increases
risk of bad prognosis in COVID-19 patients *
. As a sign that; in this study development of
anemia, doubling of creatinine, LDH and
lowering of albumin below 3.0 g/dl and
development of arrhythmia and muscle injury
during  hospitalization  were statistically
significantly more common in diabetic group
than non-diabetic group patients. Likewise,
chest computed tomography ground glass
consolidations were significantly higher in the
diabetic group. Anticoagulant use, vitamin
supplementation ,macrolide and
favipiravir/lopinavir-ritonavir use were found
more frequently in the diabetic hospitalized
group. All these findings support the
relationship between diabetes and poor
prognosis in COVID-19 patients ' . In
accordance, admission to the intensive care unit
and exitus was seen higher in diabetics in this
study . According to Cox regression analysis,
when the factors determining the admission
and/or hospitalization of diabetic patients to the
intensive care unit are evaluated, the results
obtained give us data about the parameters that
affect the severity of COVID-19 in diabetic
patients. Male gender, heart failure, moderate to
severe disease, hypoalbuminemia, and presence
of secondary bacterial infection were associated
with poor prognosis in diabetics. This findings
are consistent with the results of the study by
Sridharan Raghavan et al. * . Considering the
mortality of diabetic COVID-19 patients;
clinical presentation and laboratory findings
should be closely monitored and followed.
Considering all these results; diabetes mellitus
will increase the COVID-19 mortality and
related comorbidities *° .

CONCLUSION

This retrospective study showed that patients
had diabetes will increase severity of COVID-
19. Although these finding are interesting,
caution should be used in the interpretation of
these results and more comprehensive studies
on large populations are needed.



Tablo 1:Baseline Characteristics of Diabetic and Nondiabetic COVID-19 Patients
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Nondiabetic Diabetic
Total patients patients p
(n=1065) n=839 (%78,8) n=226 (%21,2)

Gender n (%) Male 626 (58,8%) 517 (61,6%) 109 (48,2%)  <0,001
Female 439 (41,2%) 322 (38,4%) 117 (51,8%)

Age (years), median 52 (39-63) 49 (34-60) 59 (51-70) <0,001

Coexisting disorder n (%) Hypertension 356 (33,5%) 200 (23,8%) 156 (69,6%)  <0,001
Ischaemic heart disease 102 (9,7%) 49 (5,9%) 53 (24,1%) <0,001
Heart failure 34 (3,2%) 20 (2,4%) 14 (6,4%) 0,003
Chronic renal failure 39 (3,7%) 23 (2,7%) 16 (7,3%) 0,002
COPD 64 (6,1%) 38 (4,5%) 26 (11,8%) <0,001
Cancer 22 (2,1%) 14 (1,7%) 8 (3,6%) 0,106
Chronic liver disease 3 (0,3%) 1 (0,1%) 2 (0,9%) 0,112
Autoimmune Disease 35 (3,3%) 27 (3,2%) 8 (3,6%) 0,771
Cerebrovascular Disease 33 (3,1%) 22 (2,6%) 11 (5,0%) 0,076
Cardiovascular disease 129 (12,1%) 68 (8,1%) 61 (27,4%) <0,001

Medications n (%) 445 (41,8%) 242 (28,8%) 203 (89,8%)  <0,001
ACE inhibitors 141 (33,3%) 82 (35,5%) 59 (30,7%) 0,300
ARBs 70 (16,6%) 33 (14,3%) 37 (19,5%) 0,155
Calcium channel blockers 133 (31,2%) 75 (32,2%) 58 (30,1%) 0,636
Beta-Blockers 119 (28,1%) 59 (25,3%) 60 (31,4%) 0,165
NSAIDs 42 (10,0%) 28 (12,1%) 14 (7,5%) 0,117
Other antihypertensives 72 (17,1%) 39 (17,0%) 33 (17,4%) 0,911
Insiilin 49 (11,6%) 0 (0,0%) 49 (25,8%) <0,001
Oral antidiabetics 156 ()36,5% 0 (0,0%) 156 (80,0%)  <0,001
Statins 65 (15,3%) 22 (9,5%) 43 (22,3%) <0,001
Antiaggregant or anticoagulants 132 (31,1%) 66 (28,4%) 66 (34,4%) 0,190
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Abbreviations : COPD, Chronic obstructive pulmonary disease ;ACE, Angiotensin-converting enzyme; ARBs, Angiotensin Il receptor blockers; NSAIDs,

Non-steroidal anti-inflammatory drugs ; Note: *Statistically significant variables (p< 0.05).

Table 2:Symptoms And Clinic Signs of Diabetic and Nondiabetic COVID-19 Patients

Clinical Presentation

Chest CT findings n (%)

Time between first symptom and diagnosis (days), median
Symptoms at Admission n (%)

Fever

Fatigue

Dispnea

Dry cough

Phlegm cough
Anorexia

Myalgia

Sore throat

Headache

Diarrhea

Anosmia

No complaints
Asymptomatic
Mild-moderate disease
Severe—critical disease

Single lesion

Unilateral multipl lesion
Bilateral multiple lesion
Normal

Ground Glass Consolidation

4(3-7)
464 (43,7%)
467 (44,0%)
311 (29,2%)
568 (53,3%)

84 (7,9%)
54 (5,1%)
217 (20,4%)
136 (12,8%)
138 (13,0%)
68 (6,4%)
46 (4,3%)
95 (8,9%)
103 (9,7%)
788 (74,0%)

174 (16,3%)

47 (4,5%)
77 (7,5%)
772 (74,7%)
137 (13,3%)

4(3-7)
363 (43,3%)
357 (42,8%)
236 (28,1%)
451 (53,8%)

61 (7,3%)
29 (3,5%)
168 (20,0%)
117 (13,9%)
110 (13,1%)
51 (6,1%)
38 (4,5%)
84 (10,0%)
95 (11,3%)
618 (73,7%)

126 (15,0%)

38 (4,7%)
69 (8,5%)
577 (71,0%)
129 (15,9%)

871 (95,2%)

661 (94,2%)

4(3-7)
101 (44,9%)
110 (48,7%)
75 (33,2%)
117 (51,8%)
23 (10,2%)
25 (11,1%)
49 (21,7%)

19 (8,4%)
28 (12,4%)
17 (7,5%)
8 (3,5%)
11 (4,9%)
8 (3,5%)
170 (75,2%)

48 (21,2%)

9 (4,1%)
8 (3,6%)
195 (88,6%)

8 (3.6%)
210 (98,6%)

0,256
0,673
0,112
0,138
0,596
0,152
<0,001
0,583
0,027
0,774
0,431
0,516
0,016
<0,001

<0,001

0,008

Note: *Statistically significant variables (p< 0.05).




Tablo 3: Laboratory Results At the Time Of The Diagnose Diabetic and Nondiabetic COVID-19 Patients
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Laboratory findings, median

Lymphopenia n (%)

CRP, n/N (%) (> x upper limit)

Procalsitonin n (%)

D dimer n/N (%) (> x upper limit)

Hemoglobin (G/DI)
Neutrophil (/Mm3)

Platelet (X1000/Mm3)

Erythrocyte Sedimentation Rate (Mm/Hour)
Creatinine (Mg/Dl)

eGFR Median (IQR)

Ast (lu/L)

Alt (lu/L)

Ldh (lu/L)

Ck (lu/L)
Amylase (lu/L))
Ferritin (ng/ml)

Normal
1-10
10-20
>20
Normal
High
Normal
1-<3

13,3 (12-14,6)

13,6 (12,3-14,7)

12,5 (11,4-13,6)

3760 (2680-5225) 3730 (2660-5070) 3915 (2708-5623)

205 (160-258)

27 (10-49)
0,86 (0,70-1,04)
107,4 (78,2-
149,7)

27 (20-37)
25 (17-39)
315 (238-421)
84 (56-164)
58 (46-78,3)

172 (85,5-353,25) 169 (82,1-353,5)

402 (37,7%)

250 (23,5%)
517 (48,5%)
162 (15,2%)
136 (12,8%)
789 (85,2%)
137 (14,8%)
580 (57,0%)
272 (26,7%)

204 (160-251)

22 (10-44)

0,86 (0,71-1,02)

108,1 (80,6-
150,8)
27 (20-36)
25 (17-39)

318 (238,5-422)

84 (57-160)
58 (47-79)

317 (37,8%)

222 (26,5%)
413 (49,2%)
110 (13,1%)
94 (11,2%)
646 (88,1%)
87 (11,9%)
477 (59,3%)
200 (24,9%)

208,5 (163-
283,25)

43 (29,5-66)
0,85 (0,70-1,12)
104,2 (61,8-
149,1)

28 (21-41)
25 (16,5-39)
305 (238-418,5)
81 (52,5-179)
60 (44,3-77)
183 (99,2-360,2)
85 (37,6%)

28 (12,4%)
104 (46,0%)
52 (23,0%)
42 (18,6%)
143 (74,1%)
50 (25,9%)
103 (48,4%)
72 (33,8%)

<0,001
0,210

0,206

<0,001
0,568

0,009

0,058
0,836
0,366
0,691
0,933
0,230
0,962

<0,001

<0,001

0,011
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>3

165 (16,2%)

127 (15,8%)

38 (17,8%)

Abbreviations : eGFR, estimates glomerular filtration rate ; AST, aspartate aminotransferase; ALT, alanine aminotransferase ; LDH, Lactate

dehydrogenase;CK, Creatinine Kinase .Note: *Statistically significant variables (p< 0.05).

Table 4: Treatment And Discharge Outcomes Of Diabetic and Nondiabetic COVID-19 Patients

Drug treatments, n/N (%)

Any side effects related to these
drugs, n/N (%)
ICU admission, n/N (%)

Outcome n (%)

Exitus n (%)

Oseltamivir]
Macrolides

Hydroxychloroquine

Favipiravir

Lopinavir-Ritonavir
Glucocorticoids

Tocilizumab
NSAID's

Anticoagulans
Vitamin Supplement

Length of stay at hospital, day, median

discharged

Exitus and ICU admission

healed

537 (50,4%)
734 (69,0%)
1041 (97,8%)
275 (25,8%)
33 (3,1%)
44 (4,1%)
17 (1,6%)
10 (0,9%)
744 (70,0%)
308 (28,9%)

30 (3,1%)

67 (6,3%)
9 (6-14)
1015 (95,3%)
78 (7,3%)
987 (92,7%)
24 (2,3%)

412 (49,1%)
555 (66,2%)
824 (98,3%)
194 (23,1%)
19 (2,3%)
30 (3,6%)
13 (1,5%)
7 (0,8%)
567 (67,7%)
220 (26,2%)

27 (3,5%)

38 (4,5%)
9 (6-14)
811 (96,7%)
46 (5,5%)
793 (94,5%)
13 (1,5%)

125 (55,3%)
179 (79,6%)
217 (96,0%)
81 (36,0%)
14 (6,2%)
14 (6,2%)
4 (1,8%)
3 (1,3%)
177 (78,3%)
88 (38,9%)

3 (1,6%)

29 (12,8%)
9 (6-12,25)
204 (90,3%)
32 (14,2%)
194 (85,8%)
11 (4,9%)

0,098
<0,001
0,066
<0,001
0,001
0,079
0,768
0,448
0,002
<0,001

0,174

<0,001
0,529

<0,001

<0,001

0,003

Abbreviations : NSAIDs, Non-steroidal anti-inflammatory drugs ;ICU, intensive care unit Note: *Statistically significant variables (p< 0.05).




Table 5: Laboratory Tests During Hospitalization
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n (%)

Leukopaenia

Lymphopaenia

Anaemia (<10g/Dl)
Thrombocytopaenia

Creatinine (>2x upper limit of normal)
Ast (>2x upper limit of normal)

Ldh (>2x upper limit of normal)

Alt (>2x upper limit of normal)
Albiimin <3.0g/Dl

ARDS/Cytokine Storm/Macrophage
Activation Syndrome
Thrombosis/Thromboembolic Event

Secondary Bacterial Infection
Sepsis/DIC

Arrhythmia

Rhabdomyolysis

Acute Pancreatitis

Ferritin (>2x upper limit of normal)

Highest Value in Sedimentation Rate

157 (14,8%)
491 (46,2%)
181 (17,1%)
157 (14,8%)
46 (4,3%)
218 (20,5%)
205 (19,7%)
247 (23,3%)
135 (12,8%)

46 (4,4%)

9 (0,8%)
94 (8,9%)
14 (1,3%)
7 (0,7%)
34 (3,2%)
7 (0,7%)
228 (22,8%)
40 (12-70)

124 (14,8%)
380 (45,3%)
127 (15,2%)
127 (15,2%)
29 (3,5%)
174 (20,8%)
146 (17,8%)
199 (23,7%)
90 (10,8%)

32 (3,8%)

5 (0,6%)
74 (8,8%)
10 (1,2%)
2 (0,2%)
22 (2,6%)
5 (0,6%)
174 (22,1%)

30,5 (10-66,75)

33 (14,7%)
111 (49,6%)
54 (24,1%)
30 (13,4%)
17 (7,6%)
44 (19,7%)
59 (26,9%)
48 (21,4%)
45 (20,3%)

14 (6,4%)

4 (1,8%)
20 (9,0%)
4 (1,8%)
5 (2,3%)
12 (5,4%)
2 (0,9%)
54 (25,5%)

58 (35,5-85,5)

0,981
0,262
0,002
0,509
0,007
0,734
0,003
0,466
<0,001

0,104

0,098
0,938
0,507
0,006
0,039
0,642
0,292
<0,001

Abbreviations : AST, aspartate aminotransferase; LDH, Lactate dehydrogenase ;ALT, alanine aminotransferase ; ARDS, Acute respiratory distress

syndrome; DIC, Disseminated intravascular coagulation ; Note: *Statistically significant variables (p< 0.05).




Table 6: Cox Regression Analysis Of Factors determining exitus and/or ICU in diabetic COVID-19 patients

393

p HR %95 ClI

Gender (Male) 0,003 0,350 0,174 0,705
Heart failure 0,001 4,396 1,881 10,273
Moderate to Severe illness 0,000 3,870 1,834 8,167
Elevated Prokalsitonin 0,072 0,474 0,210 1,070
Hypoalbuminemia 0,004 2,951 1,406 6,192
Secondary bacterial infection 0,001 3,561 1,661 7,632

Note: *Statistically significant variables (p< 0.05).
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