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Abstract: Phase angle (PhA) and muscle strength are predictors of clinical outcomes in critically ill
patients. Malnutrition may affect body composition measurements. The aim of this prospective study
was to investigate the association between PhA and handgrip strength (HGS), and clinical outcomes in
hospitalized COVID-19 patients. The study included a total of 102 patients. Both PhA and HGS were
measured twice, within 48 h of hospital admission and on the 7th day of hospitalization. The primary
outcome was the clinical status on the 28th day of hospitalization. Secondary outcomes included the
hospital length of stay (LOS), the concentrations of ferritin, C-reactive protein and albumin, oxygen
requirements and the severity of pneumonia. A one-way analysis of variance (ANOVA) test and
Spearman rS correlation coefficient were used for statistical analysis. No differences were found for
PhA [on day 1 (p = 0.769) and day 7 (p = 0.807)] and the primary outcome. A difference was found
between HGS on day 1 and the primary outcome (p = 0.008), while no difference was found for HGS
on day 7 (p = 0.476). Body mass index was found to be associated with the oxygen requirement on day
7 (p = 0.005). LOS was correlated neither with PhA (rs = −0.081, p = 0.422) nor with HGS (rs = 0.137,
p = 0.177) on the first day. HGS could be a useful indicator of clinical outcomes in COVID-19 patients,
while PhA does not seem to have a clinical impact. However, further research is needed to validate
the results of our study.
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1. Introduction

A newly discovered coronavirus disease was revealed in Wuhan, China, in late 2019
(COVID-19) [1], caused by the SARS-CoV-2 virus. In January 2020, the World Health
Organization (WHO) Emergency Committee declared COVID-19 as an international health
crisis [2] due to the growing incidence of a severe acute respiratory syndrome [3,4] leading
to pneumonia [5]. COVID-19 has been associated with considerable lung abnormalities
in computed tomography (CT) scans [6], and high rates of hospitalization [7], where
life-support interventions including mechanical ventilation are often needed [8].

According to WHO statistics, 630,832,131 confirmed cases of COVID-19 had been
reported until 11 November 2022, including 6,584,104 deaths globally [9]. Risk factors
of severe disease and mortality among patients hospitalized with COVID-19 are old age,
male sex, current chronic kidney disease (CKD), cardiovascular diseases (CVD), chronic
obstructive pulmonary disease (COPD), hypertension, diabetes, cancer, obesity and immun-
odeficiencies [10–13]. It has been identified that patients with COVID-19 who suffer from
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the aforementioned comorbidities have a higher risk of malnutrition and subsequently a
further risk factor for worse outcomes [14].

Among the clinical symptoms, fever, dry cough, dyspnea, headache, fatigue, muscle
weakness and myalgia are reported [15]. COVID-19 patients may also suffer from decreased
appetite, decreased and altered taste, early saturation, decreased smell, nausea, vomiting
and diarrhea [16]. These clinical manifestations could result in failure to meet nutritional
needs and, as a consequence, result in weight and muscle loss and malnutrition [16].
Furthermore, the need for invasive and non-invasive ventilation makes the delivery of the
patient’s nutritional needs much more difficult. Malnutrition-related causes in COVID-19
patients also include reduced mobility, disease-related catabolic procedures, inflammation
and sepsis [14]. Generally, in-hospital malnutrition is associated with prolonged hospital
stay, high treatment costs, poor disease recovery, and increased morbidity and mortality [17].
Progressive skeletal muscle loss and muscle strength contributes to the manifestation of
sarcopenia [18].

Common laboratory abnormalities in COVID-19 patients include leukopenia, throm-
bocytopenia, increased levels of inflammatory markers such as C-reactive protein (CRP)
and cardiac biomarkers, decreased albumin levels, and deviated serum markers of renal
and liver function [19]. Albumin, in particular, which is a marker of patients’ nutritional
status, has been associated with COVID-19 severity [20].

Moreover, impaired nutritional status, body composition and bioelectrical impedance
parameters have been associated with an increased risk of death in various pathological
conditions [21], and according to previous studies, phase angle (PhA) seems to be decreased
in COVID-19 patients [22]. PhA refers to the angular shift (phase difference) between
voltage and current sinusoidal waveforms [23]. PhA reflects membrane integrity, cell mass
and hydration status [11]. Evidence suggests that decreased PhA is associated with higher
rates of mortality, mechanical ventilation needs and comorbidities, as well as prolonged
hospital stay in COVID-19 patients [11,22]. Additionally, low PhA is related to COVID-19
severity [24], as it has been further inversely associated with the length of intensive care unit
(ICU) stay and the duration of mechanical ventilation [11]. Thus, PhA has been suggested
as a prognostic factor among hospitalized COVID-19 patients [22].

As in most severe infections, muscle mass seems to be negatively affected in COVID-
19 patients [25]. At the same time evidence suggests that limited muscle function can be
associated with a higher risk of severe COVID-19 disease [26]. Moreover, results from a
recent study indicated that handgrip strength (HGS) can be used as a risk predictor of
future short-term adverse clinical events, such as endotracheal intubation for COVID-19
patients [27].

It is believed that body composition and muscle strength measurements could also be
useful as predictors of clinical outcomes in hospitalized COVID-19 patients [21,22,25–27],
guiding individualized therapeutic approaches. Therefore, in this study, we aimed to
observe the potential relationship between PhA and HGS, as well as other anthropometric
and biochemical parameters, and the clinical outcomes of hospitalized COVID-19 patients.

2. Materials and Methods
2.1. Study Population

This study was designed as an observational study which has been conducted ac-
cording to the Declaration of Helsinki criteria [28], and after the approval of the hospital’s
ethics committee (48/01.11.2021). Written informed consent was obtained from all eligible
patients. Eligible patients were individuals from 18 to 75 years old admitted to “AHEPA”
General Hospital of Thessaloniki, Greece, with a PCR-confirmed SARS-CoV-2 infection.

2.2. Exclusion Criteria

Exclusion criteria included individuals <18 or >75 years old, pregnant women, indi-
viduals with liver cirrhosis, on dialysis, with end-stage cancer disease or with any severe
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physical disability. Patients suitable for outpatient treatment as well as those directly
admitted to the ICU were also excluded.

2.3. Demographics, Comorbidities and Laboratory Values

All clinical data were collected in the course of routine clinical procedures. Collected
demographic information included patients’ age, sex, SARS-CoV-2 vaccination status,
smoking status, household contact, and the presence of underlying diseases, including
hypertension, diabetes mellitus, CVD, dyslipidemia, obesity (BMI ≥ 35 kg/m2), COPD,
cancer and autoimmune diseases. Body weight and height were also self-reported in order
to calculate body mass index (BMI). BMI was calculated as measured weight divided by
height squared. Laboratory data that were examined were serum albumin, CRP, Interleukin-
6 (IL-6), neutrophil to lymphocyte ratio, ferritin, uric acid, phosphorus and d-dimers.

2.4. Primary and Secondary Outcomes

The study endpoint of measurement of clinical outcome was the patient’s clinical
status after 28 days. After the 28-day timeframe, the clinical status of patients was recorded
as “hospital discharge”, “hospitalization” or “death”. Length of hospital stay (LOS) was
calculated from the admission to the Infectious Diseases Department to the discharge
from the same service, expressed in days. Mortality was defined as in-hospital death
occurring during hospitalization due to COVID-19 infection. The primary outcome of this
study was the examination of the 28-day clinical status. Secondary outcomes included the
evaluation of hospitalization length, BMI, CRP, ferritin and albumin concentrations, oxygen
requirements and stages of pneumonia.

2.5. Body Composition Measurements

Our protocol included two measurements of bioelectrical impedance analysis (BIA)
and HGS for each patient. The first measurement was performed by trained staff on the
day of patient’s admission to the hospital, as in previous studies [29]. The second one was
performed on the 7th day of hospitalization (follow-up measurement). Patients requiring
ICU admission and/or mechanical ventilation and patients discharged before the 7th day
of hospitalization were not part of the follow-up measurements and were finally excluded
from our study.

2.5.1. Phase Angle

BIA is a validated, non-invasive method for assessing body composition [30]. PhA is a
BIA-derived parameter that represents an indicator of cellular health [11]. This parameter is
calculated by the ratio between reactance (Xc) and resistance (R) [11]. Although the typical
range varies with sex and age, a PhA value greater than “six” is generally regarded as
healthy [22]. A PhA of < 4.8◦ has been considered as an independent predictor of mortality
in the ICU [31].

In this study, BIA was performed with the patient in a supine position using a multi-
frequency portable device (Bodystat Quadscan 4000), according to manufacturer’s manual
instructions. PhA (◦) and other BIA-derived parameters were also recorded.

2.5.2. Handgrip Strength

HGS is a straightforward, repeatable, and affordable method for assessing muscular
strength in clinical practice [26]. It is also used for the diagnose of sarcopenia [32] and it
is associated with several chronic diseases, LOS and mortality [33]. It involves using a
dynamometer to determine the maximal static force that a hand can exert [26]. Low HGS is
defined as <27 kg for men and <16 kg for women [34].

In this study, HGS was measured through a calibrated Jamar hand dynamometer.
Values of HGS were obtained in kilograms (kg). Three measurements were taken from each
patient on each visit, of which the largest measurement was recorded. The measurement
was performed in a sitting position, with the patients’ elbow at a 90-degree angle.
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2.6. Assessment of Severity of COVID-19

Regarding the severity of the pneumonia, it was classified by its radiological severity
and the patient’s oxygen requirements. Regarding its radiological severity, it was classified
from stage 1 (mild) to stage 5 (severe) after performing a chest CT scan. With regard to
the severity of the respiratory failure, oxygen support needs were recorded as follows:
(1) on air—without oxygen support, (2) up to 4 L of oxygen support per day, (3) >4 L of
oxygen support per day to venturi 50% mask (Fracture of inspired oxygen (FiO2:0.5)), (4)
non-invasive ventilation (high flow nasal cannula or face mask), (5) intubation.

2.7. Statistical Analysis

Descriptive statistics were used to summarize the baseline characteristics of the in-
cluded patients. Continuous variables were expressed as mean (SD) and median (Q1,
Q3). Categorical variables were expressed as absolute values and percentages. Statistical
tests which were used for nonparametric variables were Wilcoxon signed rank test and
Kruskal–Wallis test. The one-way analysis of variance (ANOVA) test was performed using
the Bonferroni method, for normal contributed variables. Furthermore, the Spearman rS
correlation coefficient was used to examine the correlation between quantitative variables.
Statistical tests were considered significant if p was < 0.05.

3. Results
3.1. Patients Characteristics

A total of 102 patients (median age 59 years, median BMI 29, 83.3% non-smokers) were
enrolled in the study from November 2021 to March 2022. A total of 59.8% of patients were
males. Details on the baseline characteristics of enrolled patients can be found in Table 1.

Table 1. Baseline characteristics of hospitalized COVID-19 patients.

N (%)

Age (years) 59 (47.5–67) *
BMI (kg/m2) 29 (25–32.5)

Sex Male
61 (59.8%) #

Female
41 (40.2%)

Yes No
Smokers 17 (16.7%) 85 (83.3%)
Hypertension 31 (30.4%) 71 (69.6%)
Diabetes 16 (15.7%) 86 (84.3%)
Cardiovascular Disease 9 (8.8%) 93 (91.2%)
Dyslipidemia 26 (25.5%) 76 (74.5%)
Obesity 16 (15.7%) 86 (84.3%)
Cancer 8 (7.8%) 94 (92.2%)
Autoimmune Disease 9 (8.8%) 93 (91.2%)
Pulmonary Disease 5 (4.9%) 97 (95.1%)

* median (Q1, Q3), # Frequency (% of total).

Clinical characteristics between the day of admission (first day) and the seventh day
of hospitalization can be seen in Table 2. The median PhA was 6.1◦ (5.2–8.3) and 5.95◦

(4.8–9.8) for days 1 and 7, respectively. The mean HGS on the first day was 34.1 (14.1) kg
and at the seventh day was 34.9 (14.5) kg. The median PhA and mean HGS values for
males and females can be found in the aforementioned table. The mean concentration of
CRP was 7.6 (5.6) mg/dL (1st day) and 1.3 (1.6) mg/dL (7th day). On the first day, the
mean concentration of albumin and median concentration of ferritin were 3.6 (0.4) g/dL
and 577 (46–986) ng/mL, respectively. PhA between the first and the seventh day did not
present any difference (p = 0.540). With regard to oxygen requirements, on the first day,
the majority among our group did not require oxygen support (22.5%) or received ≤4 L
O2 (33.3%), whereas none of the patients was intubated; on the seventh day, 10.8% of the
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patients were intubated. By the 28th day, 84 patients had been discharged from hospital,
four patients were still hospitalized and 12 patients were deceased.

Table 2. Clinical characteristics of COVID-19 patients for Days 1 and 7.

Day 1 Day 7

Phase Angle (◦) Total 6.1 (5.2–8.3) 5.95 (4.8–9.8)
Male 6.5 (5.4–8.6) 6.25 (4.9–10.7)

Female 5.8 (4.9–8.2) 5.4 (4.9–9.7)
Lean Body Mass (kg) 57.3 (13.4) 57.5 (14.0)
Dry Lean Body Mass (kg) 14.5 (5.7) 14.5 (5.5)
Fat Mass (kg) 39.4 (18.8) 38.6 (17.6)
Handgrip Strength (kg) Total 34.1 (14.1) 34.9 (14.5)

Male 39.9 (11.8) 40.9 (12.2)
Female 22 (6.2) 23.1 (5)

Arm circumference (cm) 36.4 (5.2) 35.5 (5.2)
CRP (mg/dL) 7.6 (5.6) 1.3 (1.6)
Albumin (g/dL) 3.6 (0.4) -
IL-6 (pm/mL) 32.5 (17.8–63.1) -
NET/LYMA (k/µL) 3.5 (2.3–5.6) 3.6 (2.4–5.8)
Ferritin (ng/mL) 577 (246–986) -
Uric acid (mg/dL) 4.5 (3.4–5.9) -
Phosphorus (mg/dL) 3.9 (0.7) -
D-dimers (ng/mL) 227 (145–387) 243 (161–353)
Oxygen requirements N (%)

Without support 23 (22.5%) 51 (50.0%)
≤4 L O2 34 (33.3%) 15 (14.7%)

>4 L 27 (26.5%) 12 (11.8%)
High flow 18 (17.6%) 11 (10.8%)
Intubation - 11 (10.8%)

Variables are presented as mean (SD), median (Q1, Q3), SD: Standard deviation.

3.2. Primary Outcomes

When it comes to the primary outcome, there was no difference between the PhA
of both the first (p = 0.769) and the seventh (p = 0.807) day and the clinical status on the
28th day. Following the same pattern, no difference was found between the HGS of the
7th (p = 0.476) day and the clinical status on the 28th day. However, a difference was
found between the HGS of the 1st day and the clinical status on the 28th day (p = 0.008).
Further multiple comparisons showed that individuals who were discharged from hospital
had greater mean HGS on the first day (40.1 kg) compared to those individuals who died
(30.9 kg) (p = 0.04). The mean HGS (Day 1) in patients who were hospitalized at the 28th
day was not differed than the HGS of individuals who were discharged from hospital or
died (p = 0.972). Primary outcome comparisons are shown in Table 3.

Table 3. Primary outcome comparisons.

28-Day Outcome

PhA (Day 1) p = 0.769
PhA (Day 7) p = 0.807
HGS (Day 1) p = 0.008
HGS (Day 7) p = 0.476

3.3. Secondary Outcomes

When it comes to secondary outcomes, LOS was correlated neither with the PhA
(Day 1, rs = −0.081, p = 0.422), nor with the HGS (Day 1, rs = 0.137, p = 0.177). Moreover,
PhA on the first day of measurement did not correlate with the concentrations of ferritin
(rs = 0.092, p = 0.370) or CRP (rs = −0.043, p = 0.680) upon hospital admission. However, PhA
obtained from the first day of measurement correlated positively with the concentration
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of albumin on the first day (rs = 0.286, p = 0.006). In addition, the distribution of PhA on
the first day was the same across the different categories of oxygen requirements (Day 1,
p = 0.733 and Day 7, p = 0.603), as well as across the categories of the stages of pneumonia
(p = 0.371). On the seventh day of hospitalization, a difference was found regarding oxygen
requirements and BMI (p = 0.005). The median BMI of patients that did not require oxygen
support was lower than of patients who needed up to 4 L of oxygen support per day
(p = 0.002). Secondary outcome correlations are shown in Table 4.

Table 4. Secondary outcome correlations.

LOS Ferritin
(ng/dL)

CRP
(mg/dL)

Albumin
(mg/dL)

rs p rs p rs p rs p

PhA (Day 1) −0.081 0.422 0.092 0.370 −0.043 0.680 0.286 0.006
HGS (Day 1) 0.137 0.177 - - - - - -

rs: Spearman correlation coefficient. p: p-value.

4. Discussion

In this study, we examined the potential relationship between PhA, HGS and the
clinical outcomes of hospitalized COVID-19 patients. The results of this study showed no
difference between PhA (neither for Day 1 nor for Day 7) and the clinical status on the
28th day. Similarly, no difference was found between PhA (Day 1) and LOS, nor between
PhA (Day 1) and either ferritin or CRP concentrations. A difference was found between
PhA (Day 1) and albumin concentration. The HGS of the first day was correlated with the
clinical status of the 28th day of the patient. However, no difference was found between
HGS of the 7th day and the clinical status of the 28th day. Our study’s results also indicated
that patients who did not require oxygen support had a lower BMI than patients who
needed up to 4 L of oxygen support per day.

Recently, Del Giorno et al. found that low PhA was associated with prolonged LOS
and increased mortality in COVID-19 patients [35]. A similar study from Osuna-Padilla
et al. indicated that low PhA in COVID-19 patients was associated with increased 60-day
mortality [21]. In addition, Cornejo-Pareha et al. found that a low PhA was associated with
increased mortality at 90 days [22]. Moonen et al. also showed that PhA was inversely
associated with LOS [30]. Moreover, Rosas-Carrasco et al. demonstrated that a low PhA
represents a higher risk of mortality in hospitalized COVID-19 patients [36]. COVID-19
pneumonia is an inflammatory situation which promotes a greater resistance to the move-
ment of electrical current through human tissues, so it has been associated with mortality
prediction in similar studies [36]. However, the results of our study do not confirm this
finding. A possible explanation of our findings contradicting the findings of previous
studies could be the fact that most patients in our study had close to normal baseline PhA
values at the time of admission and most of our patients were discharged from the hospital
before the seventh day of hospitalization.

Moreover, in our study, no difference was found for PhA between the first and the
seventh day. In a recent study, Kellnar et al. found a decrease in PhA angle measurement
between the first and third day of hospitalization, with a slow regression towards hospital
discharge [37]. The difference between this result and the result of our study can be due to
the longer time interval until the second measurement. However, we believe that a 7-day
time interval between consecutive measurement of PhA can be more representative for the
body composition changes that might occur, than a three-day interval.

In this study, no differences were identified between PhA (Day 1) and the concentra-
tion of ferritin or CRP at the time of hospital admission. Our study is the first one that
examined the correlation between PhA and ferritin and CRP concentrations in patients
with COVID-19. CRP has been shown to be associated with the progression of COVID-
19 [38]. Inflammation may well affect body fluid status and therefore PhA measurements
as well [22]. However, correlations between PhA, CRP and ferritin concentrations were not
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found, possibly due to the fact that a portion of the patients in our study were admitted to
the hospital after the first few days of the acute inflammatory state.

Moreover, in our study, PhA was found to be positively correlated with albumin
concentration. Inflammatory mediators reduce albumin synthesis and increase albumin
catabolism when a patient is critically ill in favor of other acute phase reactants [39].
According to previous studies, lower serum albumin concentrations are associated with
the disease severity and adverse outcomes in COVID-19 patients [40], as well as with poor
prognosis [41]. PhA and albumin are both nutritional status indicators, but the presence of
inflammation in hospitalized patients may affect their values and correlations [22]. Further
research is required in this field to better determine and explain this correlation.

The distribution of PhA (Day 1) was similar across all categories of oxygen require-
ments (for both Days 1 and 7) and across the different categories of the stages of pneumonia.
This result could also be explained by the fact that PhA measurements were close to normal
in most of our population at the time of hospital admission.

Furthermore, our study indicated a difference between HGS of the 1st day and the
clinical status on the 28th day. HGS of the day of admission to the hospital was found to be
lower in individuals who deceased compared to the HGS of individuals that were finally
discharged, meaning that such a measurement could be used as a prognostic predictor.

No difference was found between HGS of the 7th day and the clinical status on the
28th day, nor between HGS of the 1st day and LOS. According to previous studies, lower
HGS was associated with higher mortality from a respiratory disease [42]. Cheval et al.
indicated that muscle strength is an independent risk factor for COVID-19 severity in adults
aged 50 and older [27]. In addition, Kara et al. [43] found that low HGS can be a predictor
of severe COVID-19 disease.

Muscle loss could result from prolonged immobility, the use of antiviral drugs and
undernutrition [25]. COVID-19, as a hypercatabolic condition, is also related to enhanced
proteolysis, due to severe inflammatory stress [44]. Muscular strength has also been iden-
tified as a risk factor for all-cause mortality [45]. In addition, Gil et al. found that low
muscle mass could be associated with a higher LOS in COVID-19 patients [46]. Simi-
larly, negative correlations were found between HGS and LOS in the study performed by
Sevilla et al. [47]. In the study of Pucci and colleagues, HGS was found to predict risk of
endotracheal intubation [24].

This study also indicated that median BMI was lower in patients that did not require
oxygen support than among patients who needed up to 4 L of oxygen support per day.
Several other studies have demonstrated that overweight and obesity have been associated
with mortality and increased disease severity [48]. The mechanical effects of obesity can
cause airway narrowing and increased resistance. Airway narrowing in obesity is associated
with airway closure and airway hyperresponsiveness [49].

Increased dietary intake is a major factor leading to obesity and, especially during
the period of the COVID-19 lockdown, both body weight and BMI were increased [50].
Obesity appears to be associated with a greater likelihood of respiratory complications
and mechanical ventilation in COVID-19 patients [49]. In the study of Palaiodimos et al.,
a BMI ≥ 35 kg/m2 was found to be associated with increased oxygen requirements [51].
A meta-analysis including 4752 hospitalized overweight/obese patients with COVID-
19 showed that those with overweight were more likely to require oxygen support [52].
A systematic review from Soeroto et al. concluded that BMI is an important routine
measurement that should be evaluated in COVID-19 patients, because of its relationship
with the disease’s outcome [49].

Body composition may be affected by the patients’ nutritional status. COVID-19
worsens patients’ nutritional status, even before hospital admission [16]. Malnutrition has
been demonstrated as a risk factor for severity and mortality from virus-related pneumonia,
as well as for hospitalization in residents with home-acquired pneumonia [38]. COVID-19
infection causes an inflammatory and catabolic condition, while oxygen support makes
the feeding procedure difficult [53]. As a result, COVID-19 patients are vulnerable to
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malnutrition [53]. For COVID-19 patients in particular, LOS and ICU stay, as well as
mortality, seems to be increased in malnourished patients in comparison to well-nourished
patients [44]. In the study of Bedock et al., 42.1% of COVID-19 patients were malnourished,
while 18.4% of them were severely malnourished [38].

It is hypothesized that PhA could reflect nutritional status, as it represents char-
acteristics of human tissues [54]. However, a systematic review using the Grading of
Recommendations, Assessment, Development, and Evaluation (GRADE) approach from
Rinaldi et al. [54], showed that there is not enough evidence to consider PhA as an accurate
indicator of malnutrition. On the other hand, the study from Jansen et al. [29] in critically
ill patients showed that a decreased standardized PhA (sPhA) increased the possibility for
a patient to be diagnosed with malnutrition. Previous studies have also evaluated other
nutritional markers, such as HGS as predictors of malnutrition [55].

Nutritional status and swallowing function are also related, mainly when muscle loss
is present [29]. The study from Reyes-Torres et al. indicated a high prevalence of dysphagia
in COVID-19 patients, which was explained by the implementation of mechanical ventila-
tion [29]. Another muscle-related dysfunction is sarcopenia, which may play a relevant role
in COVID-19 outcome [54]. Xu et al. demonstrated that the prevalence of sarcopenia was
48% based on evidence from 5407 COVID-19 patients. Sarcopenia in COVID-19 patients
has been recently reported to be associated with increased complications and mortality [55].
As HGS is a marker of sarcopenia [24], it is suggested to be used as a prognostic marker
of COVID-19 patients [54] and patients with low HGS on admission should be closely
monitored as patients at greater risk of adverse outcomes.

The ability to collect a variety of data, such as body composition variables (PhA, BMI,
HGS) and laboratory data (albumin, ferritin, CRP), and the daily monitoring of patients by
clinicians, are included in the strengths of our study. A strong advantage of our study is
that we managed to conduct a follow-up with patients and make serial measurements of
the outcomes of interest. Moreover, the fact that the clinical doctors who monitored the
patients were different from the researchers who collected and processed the data, meant
that they were blinded to study results, contributing to reducing biases, and this is among
our study’s strengths.

On the other hand, our rather small sample size and the fact the data were obtained
from a single hospital center may impair the generalization of our conclusions. Furthermore,
the variety in disease stages during the measurement period, and possible human errors
during measurements are included in the limitations of our study. Another weakness of
our study is the fact that we did not manage to assess the nutritional status with a validated
screening tool or the presence of dysphagia and other nutrition-related symptoms, which
may affect PhA and HGS.

As HGS reflects patients’ muscle strength, it could be a useful routine measurement
that should be used in hospitalized COVID-19 patients because of its relationship with
the disease’s outcomes. Further studies with a bigger sample size are required for the
confirmation of this correlation. More studies are needed to elucidate the predictive
discretion of BIA parameters, such as PhA, in COVID-19 patients.

5. Conclusions

Our study suggests that HGS at hospital admission could be a prognostic predictor in
COVID-19 patients. The relationship between PhA and the clinical features of COVID-19
patients remains unclear, so further research is needed in order to better determine the role
of this indicator in predicting severity and outcome in COVID-19 patients.
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