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Abstract: Hypocalcemia is a common condition in liver cirrhosis and is associated with the severity
of SARS-CoV-2 infection. However, there is a lack of data demonstrating the prognostic value of
hypocalcemia in COVID-19 patients with cirrhosis. This study aimed to evaluate the prognostic
value of hypocalcemia for COVID-19 severity, mortality and its associations with abnormal liver
function parameters. We selected 451 COVID-19 patients in this retrospective study and compared
the laboratory findings of 52 COVID-19 patients with cirrhosis to those of 399 COVID-19 patients
without cirrhosis. Laboratory tests measuring albumin-corrected total serum calcium were performed
on admission, and the levels were monitored during hospitalization. The total serum calcium
levels were significantly lower in cirrhosis cases (2.16 mmol/L) compared to those without cirrhosis
(2.32 mmol/L). Multivariate analysis showed that hypocalcemia in COVID-19 patients with cirrhosis
was a significant predictor of in-hospital mortality, with an OR of 4.871 (p < 0.05; 95% CI 1.566–15.146).
ROC analysis showed the AUC value of total serum calcium was 0.818 (95% CI 0.683–0.953, p < 0.05),
with a sensitivity of 88.3% and a specificity of 75%. The total serum calcium levels showed a significant
negative correlation with the Child–Turcette–Pugh score (r = −0.400, p < 0.05). Hypocalcemia on
admission was a significant prognostic factor of disease progression in COVID-19 patients with cirrhosis.

Keywords: liver cirrhosis; COVID-19; hypocalcemia; severity; mortality

1. Introduction

SARS-CoV-2 infection caused by severe acute respiratory syndrome coronavirus 2
(SARS-CoV-2) has spread across the world, emerging as a global health crisis. Data have
shown that COVID-19 is associated with the risk of cirrhosis progression and poor out-
comes [1–3]. Cirrhosis-associated immune dysfunction (CAID) is a common phenomenon
in patients with cirrhosis. CAID comprises alterations in both innate and acquired immu-
nity, leading to systemic inflammation and immunodeficiency [4]. Increased gut perme-
ability and intestinal dysbiosis are also observed. Furthermore, this condition is associated
with increased bacterial translocation and an increased prevalence of bacterial infections [5].
Therefore, patients with cirrhosis are more vulnerable to SARS-CoV-2 infection, and the
early identification of risk factors is fundamental. Large international registry cohorts
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showed that overall mortality increased progressively with the severity of liver cirrho-
sis [6,7]. Patients with decompensated cirrhosis following SARS-CoV-2 infection were
found to be at an increased risk of poor outcomes [8]. Liver cirrhosis is usually associated
with hypocalcemia due to hypoalbuminemia and vitamin D deficiency [9,10]. In immune
cells, calcium signals control a wide range of functions, such as differentiation, maturation,
phagocytosis and cytokine secretion [11]. The change in cytosolic calcium concentration
might play an essential role in the distortion of the host cell immune system, which benefits
pathogen survival and virulence [12]. Several studies have shown the relation between the
level of serum calcium and disease severity in SARS-CoV-2 infection. Luigi et al. reported
that hypocalcemia can be a risk factor for intensive care unit (ICU) admission and worse
prognosis in COVID-19 patients [13]. Hypocalcemia was highly prevalent in hospitalized
patients following SARS-CoV-2 infection and thereby contributed to the increased occur-
rence of oxygen support and higher mortality rates [14,15]. There are limited data about
the prognostic value of hypocalcemia in COVID-19 patients with cirrhosis.

Therefore, we aimed to investigate the prognostic value of hypocalcemia for disease
severity and mortality in COVID-19 patients with cirrhosis. Moreover, the aim of our study
was to determine the degree of association between the levels of albumin-corrected total
serum calcium and abnormal liver function parameters in cirrhosis.

2. Materials and Methods
2.1. Study Population

Between March 2020 and May 2022, 6394 COVID-19 patients were retrospectively re-
cruited in several centers of Semmelweis University. The diagnosis of SARS-CoV-2 infection
was confirmed through a positive reverse transcription polymerase chain reaction (RT-PCR,
SEQONCE qPCR Multi Kit, IVD, SeqOnce Biosciences, Carlsbad, CA 92008, USA) test
based on a nasopharyngeal swab using the protocol of the World Health Organization [16].
High-resolution computer tomography (HRCT, Philips Incisive 128, Philips, Amsterdam,
the Netherlands) was performed for all the included patients for a prompt diagnosis of
SARS-CoV-2 infection. Liver cirrhosis was previously diagnosed based on radiomorpho-
logical alterations (e.g., ascites, liver surface nodularity), clinical characteristics of portal
hypertension (e.g., gastrointestinal varices on endoscopy), liver elastography and liver
biopsy. We selected 451 SARS-CoV-2-confirmed inpatients aged ≥ 18 years with elevated
liver transaminases (>40 U/L) on admission or liver cirrhosis in their medical histories.
Regardless of COVID-19 severity and the presence of pneumonia, the patients were divided
into 2 groups: 52 COVID-19 patients with cirrhosis and 399 COVID-19 patients without
cirrhosis. Of the 6394 COVID-19 patients, 626 COVID-19 patients aged < 18 years were
excluded from our study. Furthermore, we excluded 5317 COVID-19 patients with normal
levels of liver enzymes or the absence of liver disease on admission (Figure 1).
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2.2. Study Design

We performed a retrospective multicenter study using data from electronic medical
records. All data of the confirmed COVID-19 patients, including clinical characteristics and
laboratory findings, were recorded and reviewed. Our study protocol was approved by
the Scientific and Research Ethics Committee of the Medical Research Council of Hungary
(IV/7946-1/2021/EKU, Budapest, 14 October 2021). It conformed to the ethical norms and
standards of the Declaration of Helsinki.

On admission, a physical assessment was conducted, and a detailed, comprehensive
patient history was recorded with special emphasis on the clinical course and severity of
liver cirrhosis.

The concept of stratification and diagnostic criteria for COVID-19 severity were pub-
lished based on national protocol in accordance with the 7th version of the guidelines
established by the Chinese National Health Commission [17].

2.3. Data Collection

Laboratory examinations were consistently performed at the onset of SARS-CoV-2
infection and followed until discharge or death. The criteria for the COVID-19 patients’
discharge from hospital were as follows: (1) the resolution of fever for >48 h without
antipyretics and (2) without supplementary oxygen therapy, (3) no signs of increased work
in breathing or respiratory distress, (4) improvement in the signs and symptoms of illness
(cough, shortness of breath, and oxygen requirement), and (5) two consecutive negative
RT-PCR tests based on nasopharyngeal swabs, taken at least 24 h apart. During the hospital
stay, laboratory biomarkers were measured regularly, including liver transaminases (AST,
ALT), cholestatic parameters (GGT, total bilirubin, direct bilirubin, ALP), liver function
tests (albumin, INR, total protein), inflammatory biomarkers (CRP), a complete blood count
and basic metabolic panel (sodium, potassium, total serum calcium, glucose, creatinine,
glomerular filtration rate).

The total serum calcium concentration in patients with hypoalbuminemia may not
accurately reflect the physiologically active calcium concentration [18]. Therefore, we cal-
culated the level of calcium corrected for albumin using the following correction formula:
corrected calcium = (0.8 × [normal albumin − patient’s albumin]) + serum calcium [19].
A corrected serum calcium level below 2.2 mmol/L (8.9 mg/dL) was considered as hypocal-
cemia [20].

2.4. Cirrhosis Severity Grades

The modified Child–Turcette–Pugh (CTP) score and Model for End-Stage Liver Disease
sodium (MELD-Na) score were applied to grade the severity of cirrhosis. The CTP score
employs the following five clinical measures: total serum bilirubin, serum albumin, the in-
ternational normalized ratio (INR), ascites grades and the stages of hepatic encephalopathy.
The clinical classification of the CTP score is as follows: 5 to 6 points are considered as class
A (well-compensated cirrhosis), 7 to 9 points are class B (significant functional compromise)
and 10 to 15 points are class C (decompensated cirrhosis) [21]. The interpretation of ascites
was determined based on the amount of abdominal fluid: grade 1 ascites detected via
ultrasound; grade 2 ascites defined based on relative abdominal distension; and grade 3
ascites with compelling abdominal extension [22]. The West Haven Criteria were used for
grading the severity of hepatic encephalopathy [23]. The European Association for the
Study of the Liver Chronic Liver Failure Consortium (EASL-CLIF-C) criterion was applied
for predicting prognosis in hospitalized cirrhotic patients with acute decompensation [24].
Acute-on-chronic liver failure (ACLF) was diagnosed according to the EASL-CLIF-C and
the North American Consortium for the Study of End-Stage Liver Disease (NACSELD)
criteria [25,26]. The MELD-Na score was calculated using values based on serum bilirubin,
serum creatinine, INR, serum sodium and hemodialysis treatments obtained at least twice
in the past week to predict the survival probability [27].
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2.5. Statistical Analysis

Statistical analysis was performed using SPSS software version 28 (IBM Corporation,
Armonk, NY, USA). The Kolmogorov–Smirnov test was used for testing the normality of all
the data. The data were found to be non-normally distributed. Categorical variables were
presented as frequencies and percentages. The results of continuous data were characterized
using descriptive statistics: the number of samples (n) and median with the interquartile
range. Pearson’s chi-square test and the two-tailed Fisher’s exact test were applied for
a comparison of the categorical variables of COVID-19 patients with cirrhosis to those
without cirrhosis. Continuous variables were compared with the Mann–Whitney U test to
determine significance between the two groups. The abnormal laboratory markers were
measured using univariate and multivariate logistic regression. Odds ratios (OR) with 95%
confidence intervals (CI) were calculated. We performed a receiver operating characteristic
(ROC) curve analysis to investigate the capacity of sodium (Na), serum calcium corrected
for albumin, albumin, INR, white blood cell (WBC) and CTP levels to predict mortality.
The Youden index was used to calculate the cut-off values. Spearman’s rank correlation
coefficient (Spearman’s r) was calculated for comparisons between risk factors and disease
progression. The analysis was two-sided with a significance level of α = 0.05.

3. Results
3.1. Baseline Characteristics and Laboratory Findings

The baseline characteristics of COVID-19 patients with cirrhosis (n = 52) vs. COVID-19
patients without cirrhosis (n = 399) are compared in Table 1. The median age of the COVID-
19 patients with cirrhosis was significantly lower compared to those without cirrhosis
(62 years vs. 65 years). COVID-19 patients with cirrhosis had longer hospital stays (14 days
vs. 11 days, p = 0.082). Nevertheless, the mortality rates of COVID-19 patients without
cirrhosis vs. COVID-19 patients with cirrhosis were 11.8% and 9.6%, respectively. Regarding
minerals, the median values of potassium, albumin-corrected total serum calcium and
magnesium were significantly lower in the cirrhosis cases (p < 0.05). Kidney function
laboratory tests, including eGFR and serum creatinine, showed a significant difference
between the two groups (p < 0.05). Regarding the inflammatory markers and complete
blood count, the median values of the red blood count, platelets and CRP were significantly
lower in COVID-19 patients with cirrhosis compared to those without cirrhosis p < 0.05).
By contrast, the median value of the white blood cell (WBC) count was higher in the
cirrhosis patients.

Table 1. Comparison of clinical conditions and laboratory results on admission for COVID-19 patients
with cirrhosis vs. COVID-19 patients without cirrhosis.

Variables
COVID-19 Patients without

Cirrhosis
(n = 399)

COVID-19
Patients with

Cirrhosis
(n = 52)

p

Age, years 65 (53–75) 62 (53–67) <0.05
In-hospital mortality (%) 47 (11.8) 5 (9.6) 0.819

Hospital stay, days 11 (7–14) 14 (7–19) 0.082
Oxygen therapy (%) 147 (41) 21 (40.4) 0.649

Mechanical ventilation (%) 159 (39.8) 24 (46.2) 0.453
Cancer (%) 29 (7.3) 9 (17.3) <0.05

Na, mmol/L 136 (132–138) 135 (130–138) 0.184
K, mmol/L 4.5 (4.12–4.9) 4.2 (3.7–4.6) <0.05

Total serum calcium, mmol/L 2.08 (1.94–2.32) 1.44 (1.38–1.56) <0.05
Corrected serum Ca *, mmol/L 2.32 (2.18–2.46) 2.16 (2.05–2.25) <0.05

Mg, mmol/L 0.86 (0.79–0.94) 0.8 (0.74–0.86) <0.05
AST, U/L 41 (29–62) 48 (31–102) <0.05
ALT, U/L 31 (19–51) 35 (24–68) 0.109
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Table 1. Cont.

Variables
COVID-19 Patients without

Cirrhosis
(n = 399)

COVID-19
Patients with

Cirrhosis
(n = 52)

p

Albumin, g/L 37 (32–43) 30.7 (26.8–35.2) <0.05
INR 1.01 (0.87–1.17) 1.33 (1.11–1.53) <0.05

Total Bilirubin, µmol/L 14.6 (8.5–21.4) 28.7 (13.1–73.8) <0.05
Direct Bilirubin, µmol/L 6.87 (3.67–12.3) 9.6 (5.4–25.3) <0.05

Total protein, g/L 65.4 (56.87–72.5) 63.9 (51.4–71) 0.051
GGT, U/L 51 (30–82) 86.5 (47–289) <0.05
ALP, U/L 99 (78–170) 103 (78.5–205.8) 0.634
LDH, U/L 231 (167–312) 251 (213–304) 0.376
CRP, mg/L 114 (34.2–412) 62.2 (12.3–152.8) <0.05

Hemoglobin, g/L 124 (102–130) 111.5 (102.3–131) 0.693
RBC, T/L 4.13 (3.78–4.65) 3.7 (3.35–4.06) <0.05
WBC, G/L 8.03 (6.78–11.35) 10.0 (6–14.5) 0.111

Platelets, G/L 189 (123–312) 146 (95–221.8) <0.05
Creatinine, µmol/L 92 (75–121) 115 (78.5–159.3) <0.05

eGFR, mL/min 84 (67.8–90) 64.6 (42.8–90) <0.05
Glucose, mmol/L 6.4 (5.76–7.46) 6.3 (5.6–6.8) 0.13

CTP score - 9 (7–11) <0.05
MELD-Na - 20 (14–25) <0.05

Statistically significant values are presented in bold. The data are presented as frequencies (%) or medians
with IQRs. Na, sodium; K, potassium; Ca, calcium, Mg, magnesium; AST, aspartate aminotransferase; ALT,
alanine aminotransferase; INR, international normalized ratio; GGT, gamma-glutamyl transferase; ALP, alkaline
phosphatase; LDH, lactate dehydrogenase; CRP, C-reactive protein; RBC, red blood cell; WBC, white blood cell;
eGFR, estimated glomerular filtration rate, CTP, Child–Turcette–Pugh; MELD-Na, Model for End-Stage Liver
Disease sodium; IQR, interquartile range. * Corrected serum calcium represents the calcium level corrected for the
serum albumin concentration.

3.2. Etiology and Severity of Liver Cirrhosis

The common causes of cirrhosis are depicted in Figure 2. Among the 52 cirrhosis
cases, alcohol was the most typical cause (27/52). Among the viral etiological agents,
hepatitis C virus (HCV) and hepatitis B virus (HBV) were common, being present in 15.4%
(8/52) and 3.8% (2/52) of the patients, respectively. Regarding autoimmune liver diseases,
autoimmune hepatitis (AIH), primary biliary cholangitis (PBC) and primary sclerosing
cholangitis (PSC) occurred in 9.6% (5/52), 3.8% (2/52) and 11.5% (6/52) of cirrhosis patients,
respectively. The remaining two cirrhosis cases were cryptogen (3.8%).
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All COVID-19 patients with cirrhosis were classified into three stages of severity,
as follows: compensated cirrhosis, 7.7% (4/52); decompensated cirrhosis, 80.8% (42/52);
and ACLF, 11.5% (6/52). Most of the ascites grades were severe (35/52). Regarding
encephalopathy, stage 1–2, stage 3 and stage 4 encephalopathy occurred in 48% (25/52),
34.6% (18/52) and 17.3% (9/52) of cases, respectively (Figure 3).
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3.3. Hypocalcemia as a Significant Predictor of In-Hospital Mortality in COVID-19 Patients
with Cirrhosis

As demonstrated in Table 2, age and hospital stay were independently associated with
fatal outcomes in COVID-19 patients with cirrhosis. In the univariate analysis, albumin,
INR, total bilirubin, direct bilirubin and CTP were closely associated with in-hospital
mortality. Furthermore, Na, WBC and platelets were significant prognostic factors for
poor outcomes, with ORs of 0.905 (p < 0.05; 95% CI 0.847–0.966), 1.314 (p < 0.05; 95% CI
1.226–1.409) and 0.995 (p < 0.05 95% CI 0.990–1.000), respectively.

Table 2. Univariate and multivariate regression analysis to identify prognostic factors for mortality.

Variable
Univariate Analysis Multivariate Analysis

β p OR 95% CI β p OR 95% CI

Age 0.080 <0.05 1.083 1.053–1.115 −0.090 <0.05 0.914 0.885–0.944
Hospital stay 0.152 <0.05 1.164 1.097–1.236 −0.138 <0.05 0.871 0.818–0.928

Na −0.100 <0.05 0.905 0.847–0.966 0.096 <0.05 1.100 1.037–1.167
K −0.020 0.938 0.980 0.588–1.634 0.224 0.352 1.251 0.781–2.007

Ca * −0.574 0.418 0.563 0.141–2.257 1.583 <0.05 4.871 1.566–15.146
Mg −1.594 0.276 0.203 0.012–3.572 2.424 0.084 11.292 0.724–176.050
AST 0.004 0.211 1.004 0.998–1.011 −0.005 0.216 0.995 0.987–1.003
ALT −0.006 0.131 0.994 0.987–1.002 0.003 0.580 1.003 0.992–1.015

Albumin −0.132 <0.05 0.876 0.827–0.929 0.143 <0.05 1.154 1.089–1.224
INR 1.259 <0.05 3.523 1.414–8.780 −1.356 <0.05 0.258 0.102–0.647

Total bilirubin 0.003 <0.05 1.003 1.000–1.006 −0.003 0.051 0.997 0.994–1.000
Direct bilirubin −0.018 <0.05 0.982 0.968–0.997 0.014 <0.05 1.014 1.000–1.027

Total protein −0.004 0.755 0.996 0.970–1.022 0.009 0.513 1.009 0.982–1.036
GGT −0.001 0.395 0.999 0.997–1.001 0.000 0.698 1.000 0.998–1.002
ALP 0.001 0.329 1.001 0.999–1.002 0.000 0.592 1.000 0.998–1.001
LDH −0.002 0.269 0.998 0.994–1.002 0.002 0.162 1.002 0.999–1.005
CRP 0.001 0.244 1.001 1.000–1.002 −0.001 0.069 0.999 0.998–1.000
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Table 2. Cont.

Variable
Univariate Analysis Multivariate Analysis

β p OR 95% CI β p OR 95% CI

Hemoglobin −0.017 0.132 0.983 0.962–1.005 0.019 0.108 1.019 0.996–1.043
RBC −0.591 0.068 0.554 0.293–1.045 0.622 0.065 1.863 0.963–3.604
WBC 0.273 <0.05 1.314 1.226–1.409 −0.300 <0.05 0.741 0.686–0.799

Platelets −0.005 <0.05 0.995 0.990–1.000 0.005 0.057 1.005 1.000–1.010
Creatinine 0.002 0.331 1.002 0.998–1.006 −0.002 0.298 0.998 0.994–1.002

CTP 1.211 <0.05 3.358 1.545–7.300 −1.209 <0.05 0.299 0.115–0.775
MELD-Na −0.128 0.635 0.880 0.519–1.493 0.264 0.490 1.301 0.616–2.750

Statistically significant values are presented in bold. Na, sodium; K, potassium; Ca, calcium, Mg, magnesium; AST,
aspartate aminotransferase; ALT, alanine aminotransferase; INR, international normalized ratio; GGT, gamma-
glutamyl transferase; ALP, alkaline phosphatase; LDH, lactate dehydrogenase; CRP, C-reactive protein; RBC, red
blood cell; WBC, white blood cell; CTP, Child–Turcette–Pugh; MELD-Na, Model for End-Stage Liver Disease
sodium; OR odds ratio; CI confidence interval. * Total serum calcium represents corrected calcium level for serum
albumin concentration.

In a multivariate logistic regression assessing mortality based on gender and cirrhosis
severity, Na, albumin, INR, direct bilirubin, WBC and CTP remained significant risk
factors for mortality in COVID-19 patients with cirrhosis. Moreover, hypocalcemia was
independently associated with in-hospital mortality, with an OR of 4.871 (p < 0.05; 95% CI
1.566–15.146)

3.4. Predictive Value of Total Serum Calcium Levels in Deceased COVID-19 Patients with Cirrhosis

The ROC curves of sodium, total serum calcium, albumin, INR, WBC and CTP are de-
picted in Figure 4. For total serum calcium, the area under the curve (AUC) value was 0.818
(95% CI 0.683–0.953, p < 0.05), which was the second highest among the factors evaluated.
As demonstrated in Table 3, the optimal cut-off value was 2.02 mmol/L, with a sensitivity
of 88.3% and a specificity of 75%, which were the highest among the factors investigated.
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Table 3. Diagnostic efficacy of the six investigated laboratory parameters.

Prognostic Marker AUC (95% CI) Cut-Off Sensitivity Specificity p

Na 0.643 (0.465–0.821) 133.5 0.745 0.417 0.108
Ca * 0.818 (0.683–0.953) 2.02 0.883 0.750 <0.05

Albumin 0.821 (0.729–0.914) 27.9 0.777 0.750 <0.05
INR 0.332 (0.181–0.482) 1.345 0.340 0.583 0.058
WBC 0.309 (0.136–0.481) 6.905 0.511 0.333 <0.05
CTP 0.115 (0.025–0.205) 9.5 0.340 0.167 <0.05

Statistically significant values are presented in bold. INR, international normalized ratio; WBC, white blood
cell; CTP, Child–Turcette–Pugh; AUC area under the curve; CI confidence interval. * Corrected serum calcium
represents the calcium level corrected for the serum albumin concentration.

3.5. Hypocalcemia on Admission Is Closely Associated with Disease Severity in COVID-19
Patients with Cirrhosis

The COVID-19 patients with cirrhosis classified according to different total serum
calcium levels are compared in Table 4. Patients with hypocalcemia on admission had
higher mortality rates compared to normocalcemic patients (16% vs. 3.7%, p > 0.05). As
illustrated in Table 4, most cirrhosis cases were decompensated in both groups. With
respect to decompensation events, severe ascites occurred more frequently in hypocalcemic
patients (21/25) relative to normocalcemic patients (14/27). Regarding COVID-19 severity,
patients with hypocalcemia had severe respiratory failure requiring mechanical ventilation
during hospitalization. However, oxygen therapy was common, being used in 55.6%
of normocalcemic patients. Hypocalcemic patients were older and required prolonged
hospitalization compared to normocalcemic patients (65 vs. 60, 14 vs. 13). The median
values of direct bilirubin, GGT and CTP were significantly higher in the hypocalcemic
patients relative to patients with normocalcemia (p < 0.05). Nevertheless, the hypocalcemic
patients were closely associated with lower levels of albumin and total protein (p < 0.05).

Table 4. Comparison of different total serum calcium levels among COVID-19 patients with cirrhosis.

Variable
COVID-19 Patients with Cirrhosis (n = 52)

p
Hypocalcemia (n = 25) Normocalcemia (n = 27)

Fatal outcome 4 (16) 1 (3.7) 0.183
Type of cirrhosis 0.430

compensated
decompensated

ACLF

1 (4)
20 (80)
4 (16)

3 (11.1)
22 (81.5)
2 (7.4)

Age 65 (53–68) 60 (52–65) 0.359
Oxygen therapy 6 (24) 15 (55.6) <0.05

Mechanical
ventilation 16 (64) 8 (29.6) <0.05

Ascites grades <0.05
mild 0 (0) 2 (7.4)

moderate 4 (16) 11 (40.7)
severe 21 (84) 14 (51.9)

Hospital stay 14 (5–20) 13 (8–17) 0.776
Albumin 28 (22.5–31.2) 32 (29–38) <0.05

INR 1.36 (1.12–1.66) 1.2 (1.1–1.4) 0.148
Total bilirubin 32.1 (21–130) 24.1 (11.8–38.7) 0.200

Direct bilirubin 19.6 (8–26.1) 6.4 (4.1–14.1) <0.05
Total protein 52 (45.8–65.4) 69 (61–73) <0.05

GGT 149 (80–326) 64 (39–128) <0.05
WBC 11.4 (6–16.9) 8.5 (5.9–14.5) 0.272
CRP 79.3 (15.2–122.8) 26.5 (3.9–176) 0.280
CTP 10 (9–12) 8 (7–10) <0.05

MELD-Na 22 (15–25) 17 (14–23) 0.110
Categorical variables are presented as frequencies (percentages). Continuous variables are presented as medians
(interquartile ranges). Bold text highlights the statistically significant values. ACLF, acute-on-chronic liver failure;
INR, international normalized ratio; GGT, gamma-glutamyl transferase; WBC, white blood cell; CRP, C-reactive
protein; CTP, Child–Turcette–Pugh; MELD-Na, Model for End-Stage Liver Disease sodium.
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An albumin-corrected total serum calcium level below 2.2 mmol/L (8.9 mg/dL) was
considered as hypocalcemia. An albumin-corrected total serum calcium level between
2.2 mmol/L and 2.6 mmol/L was considered as normocalcemia [28].

3.6. Correlation between Hypocalcemia and Disease Severity in COVID-19 Patients with Cirrhosis

The results of Spearman’s correlation analysis are depicted in Table 5. Albumin-
corrected total serum calcium showed significant negative correlations with direct bilirubin,
GGT and CRP: r = −0.275, r = −0.350 and r = −0.341, respectively. As illustrated in Figure 5,
there was a significant negative correlation between the total serum calcium level and CTP
(r = −0.400, p < 0.05).

Table 5. Spearman’s correlation analysis between the total serum calcium and abnormal
laboratory parameters.

Variables between Spearman’s Correlation Coefficient p

Ca * and Age −0.139 0.325
Ca * and INR −0.247 0.077

Ca * and Total bilirubin −0.173 0.219
Ca * and Direct bilirubin −0.275 <0.05

Ca * and GGT −0.350 <0.05
Ca * and CRP −0.341 <0.05
Ca * and WBC −0.242 0.084
Ca * and CTP −0.400 <0.05

A correlation is significant at the 0.05 level (p < 0.05). Bold text highlights the statistically significant values.
R: Spearman’s correlation coefficient; INR, international normalized ratio; GGT, gamma-glutamyl transferase;
WBC, white blood cell; CRP, C-reactive protein; CTP, Child–Turcette–Pugh. * Total serum calcium represents the
calcium level corrected for the serum albumin concentration.
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4. Discussion

Hypocalcemia is a common feature of liver cirrhosis and highly prevalent in SARS-
CoV-2 infection. Therefore, we conducted a multicenter retrospective study to evaluate
the prognostic value of hypocalcemia for disease progression and mortality in COVID-19
patients with cirrhosis.

Paizis et al. revealed that the ACE2 receptor is abundantly expressed in cirrhotic
versus healthy livers, suggesting that patients with cirrhosis are at increased risk of adverse
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outcomes. [29]. In our analysis, we found that COVID-19 patients with cirrhosis required
prolonged hospitalization. In line with previous studies, COVID-19 patients with cirrhosis
had higher levels of liver transaminases and liver function parameters and lower albumin
levels on admission [30–32]. Relevant to cirrhosis, we found that COVID-19 patients were
more prone to the development of significant thrombocytopenia and hypocalcemia and
worsening kidney function on admission [13,33,34].

Relevant to the etiology of cirrhosis, we identified alcohol use disorder as the most
frequent cause (Figure 2). Patients with alcohol abuse are vulnerable to infections princi-
pally owing to their immune dysfunction and poor general health. During the pandemic,
the medical condition of these patients might have worsened due to alcohol relapse and
postponed medical checkups.

There are certain clinical manifestations of cirrhosis in COVID-19 patients. Hepatic
decompensation events including worsening ascites or hepatic encephalopathy are preva-
lent, being present in up to 46% of patients [35]. Our data also showed that COVID-19 was
a trigger for acute hepatic decompensation events, mostly with severe ascites (Figure 3).
A multinational cohort study including 29 countries and a multicenter matched-cohort
study in Hungary reported that a stepwise increase in cirrhosis severity classified based on
the CTP score was associated with higher mortality rates in SARS-CoV-2 infection [35,36].
We also found that the CTP score was a reliable predictor of mortality in cirrhosis pa-
tients following SARS-CoV-2 infection. Previous studies showed that higher levels of total
bilirubin, direct bilirubin and INR and lower albumin levels are risk factors for disease
progression and poor prognosis in SARS-CoV-2 infection [37–40]. According to the data,
higher levels of total bilirubin, direct bilirubin and INR and lower albumin levels were
significant predictors of in-hospital mortality.

In a systemic review and meta-analysis investigating 953 COVID-19 patients, hypocal-
cemia was associated with poor outcomes, with a sensitivity of 76% and specificity of
53% [41]. In an analysis of the performance and predictive value of prognostic factors for
mortality, the total serum calcium corrected for albumin level was found to be a highly
sensitive and specific predictive marker for mortality. The cut-off value of total serum cal-
cium is considered as hypocalcemia (Table 3). Previous studies reported that hypocalcemia
could be used to predict poor prognosis, with an AUC value above 0.70 [41,42]. Regarding
its diagnostic accuracy, hypocalcemia was a highly efficient predictive marker in our study,
with an AUC value of 0.818 (95% CI 0.683–0.953, p < 0.05) (Table 3). Our data suggest that
total serum calcium corrected for albumin is an accurate and highly sensitive prognostic
factor that can be used to predict mortality in COVID-19 patients with cirrhosis (Figure 4).

In a meta-analysis of 2032 patients, hypocalcemia was associated with disease severity
and fatal outcomes in COVID-19 patients [43]. In a retrospective study comparing the clini-
cal course of COVID-19 patients with hypocalcemia to that of patients with normocalcemia,
the hypocalcemic patients were associated with severe disease and prolonged hospitaliza-
tion [44]. According to our findings, hypocalcemia on admission was a significant predictor
of mortality in COVID-19 patients with cirrhosis. Although mineral deficiencies, including
hypocalcemia, are common in liver cirrhosis, the patients with hypocalcemia were more
vulnerable to acute decompensation following SARS-CoV-2 infection (Table 4) [45,46]. Our
study also revealed that ascites grading was closely associated with lower calcium levels,
suggesting that hypocalcemia is a clinical warning of disease progression in COVID-19
(Table 4).

Several studies have reported that SARS-CoV-2 virus can use calcium for replication,
and an excessive immune response to SARS-CoV-2 infection might impair calcium home-
ostasis [47,48]. In our analysis, the concentration of albumin-corrected serum calcium
was inversely proportional to the level of CRP and, consequently, the severity of disease
(Figure 5). As demonstrated in Table 4, worsening respiratory status was associated with
decreased calcium levels. The increased occurrence of mechanical ventilation in hypocal-
cemic patients might serve as a clinical warning indicating the exacerbation of SARS-CoV-2
infection. The findings of this study also confirmed that worsening hypocalcemia can
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imply the dysregulation of the immune response, leading to disease progression and the
increased occurrence of decompensation events. These findings of the present study are
consistent with the findings of Alemzadeh [49].

Altogether, our data provide evidence showing that hypocalcemia on admission can
act as a reliable predictor of disease progression in COVID-19 patients with cirrhosis. Cir-
rhosis patients with more severe hypocalcemia might show deterioration in the cirrhosis
stage and have a more excessive immune response following SARS-CoV-2 infection. There-
fore, albumin-corrected total serum calcium is of specific importance, as it can serve as a red
flag indicating disease progression in cirrhosis patients following SARS-CoV-2 infection.

The limitations of our study include its retrospective study design and relatively low
number of patients. First, the number of COVID-19 patients with liver cirrhosis was limited
in our analysis. The major hospital outcomes were restricted to in-hospital mortality and
the duration of hospitalization. The criteria for discharge, including two negative RT-PCR
tests obtained consecutively at least 24 h apart, could have influenced the major outcomes.
The higher mortality rates of COVID-19 patients without cirrhosis compared to those
with cirrhosis support the notion that patients with cirrhosis show higher adherence to
regular monitoring and surveillance programs, which prevent severe illness and death
following SARS-CoV-2 infection. Second, the laboratory parameters including serum
25-hydroxyvitamin D [25(OH)D], parathyroid hormone (PTH) and the arterial blood gas
test were excluded owing to the unavailability of laboratory tests. Therefore, further
prospective studies should investigate the prognostic value of hypocalcemia in association
with serum 25-hydroxyvitamin D [25(OH)D], parathyroid hormone (PTH) and blood
gas levels.

On the other hand, the strengths of our study include its multicenter design and
its scope, comprising a patient group highly vulnerable to COVID-19-related adverse
outcomes. Although there are numerous international studies investigating the impact
of hypocalcemia on the clinical outcomes of SARS-CoV-2 infection, our study uniquely
provides a better understanding of the prognostic role of hypocalcemia in cirrhosis patients
following SARS-CoV-2 infection.

5. Conclusions

Hypocalcemia on admission was a significant prognostic factor of disease progression
and severity in COVID-19 patients with cirrhosis. Cirrhosis patients with hypocalcemia
were highly prone to excessive immune response and deterioration in terms of the cirrhosis
stage. Since it is feasible to measure serum calcium in emergency departments, serum
calcium levels should be employed to assess the severity of disease in COVID-19 patients
with cirrhosis.
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Coronavirus disease 2019 (COVID-19)
Acute-on-chronic liver failure (ACLF)
Cirrhosis-associated immune dysfunction (CAID)
High-resolution computer tomography (HRCT)
Child–Turcette–Pugh (CTP)
Model for End-Stage Liver Disease sodium (MELD-Na)

References
1. Marjot, T.; Eberhardt, C.S.; Boettler, T.; Belli, L.S.; Berenguer, M.; Buti, M.; Jalan, R.; Mondelli, M.U.; Moreau, R.; Shouval, D.; et al. Impact

of COVID-19 on the liver and on the care of patients with chronic liver disease, hepatobiliary cancer, and liver transplantation:
An updated EASL position paper. J. Hepatol. 2022, 77, 1161–1197. [CrossRef] [PubMed]

2. Bajaj, J.S.; Garcia-Tsao, G.; Biggins, S.W.; Kamath, P.S.; Wong, F.; McGeorge, S.; Shaw, J.; Pearson, M.; Chew, M.; Fagan, A.; et al.
Comparison of mortality risk in patients with cirrhosis and COVID-19 compared with patients with cirrhosis alone and COVID-19
alone: Multicentre matched cohort. Gut 2021, 70, 531–536. [CrossRef] [PubMed]

3. Bajaj, J.S.; Garcia-Tsao, G.; Wong, F.; Biggins, S.W.; Kamath, P.S.; McGeorge, S.; Chew, M.; Pearson, M.; Shaw, J.; Kalluri, A.; et al.
Cirrhosis Is Associated With High Mortality and Readmissions Over 90 Days Regardless of COVID-19: A Multicenter Cohort.
Liver Transpl. 2021, 27, 1343–1347. [CrossRef]

4. Noor, M.T.; Manoria, P. Immune Dysfunction in Cirrhosis. J. Clin. Transl. Hepatol. 2017, 5, 50–58. [CrossRef] [PubMed]
5. Albillos, A.; Lario, M.; Álvarez-Mon, M. Cirrhosis-associated immune dysfunction: Distinctive features and clinical relevance.

J. Hepatol. 2014, 61, 1385–1396. [CrossRef] [PubMed]
6. Sarin, S.K.; Choudhury, A.; Lau, G.K.; Zheng, M.H.; Ji, D.; Abd-Elsalam, S.; Hwang, J.; Qi, X.; Cua, I.H.; Suh, J.I.; et al. Pre-existing

liver disease is associated with poor outcome in patients with SARS-CoV-2 infection; The APCOLIS Study (APASL COVID-19
Liver Injury Spectrum Study). Hepatol. Int. 2020, 14, 690–700. [CrossRef]

7. Kim, D.; Adeniji, N.; Latt, N.; Kumar, S.; Bloom, P.P.; Aby, E.S.; Perumalswami, P.; Roytman, M.; Li, M.; Vogel, A.S.; et al.
Predictors of Outcomes of COVID-19 in Patients With Chronic Liver Disease: US Multi-center Study. Clin. Gastroenterol. Hepatol.
2021, 19, 1469–1479.e1419. [CrossRef]

8. Ge, J.; Pletcher, M.J.; Lai, J.C. Outcomes of SARS-CoV-2 Infection in Patients With Chronic Liver Disease and Cirrhosis: A National
COVID Cohort Collaborative Study. Gastroenterology 2021, 161, 1487–1501.e1485. [CrossRef]

9. Fernández Fernández, N.; Linares Torres, P.; Joáo Matias, D.; Jorquera Plaza, F.; Olcoz Goñi, J.L. Vitamin D deficiency in chronic
liver disease, clinical-epidemiological analysis and report after vitamin d supplementation. Gastroenterol. Hepatol. 2016, 39,
305–310. [CrossRef]

10. Nakchbandi, I.A. Osteoporosis and fractures in liver disease: Relevance, pathogenesis and therapeutic implications. World J.
Gastroenterol. 2014, 20, 9427–9438. [CrossRef]

11. Park, Y.J.; Yoo, S.A.; Kim, M.; Kim, W.U. The Role of Calcium-Calcineurin-NFAT Signaling Pathway in Health and Autoimmune
Diseases. Front. Immunol. 2020, 11, 195. [CrossRef] [PubMed]

12. Torres, B.; Alcubilla, P.; González-Cordón, A.; Inciarte, A.; Chumbita, M.; Cardozo, C.; Meira, F.; Giménez, M.; de Hollanda, A.;
Soriano, A. Impact of low serum calcium at hospital admission on SARS-CoV-2 infection outcome. Int. J. Infect. Dis. 2021, 104,
164–168. [CrossRef] [PubMed]

13. Di Filippo, L.; Doga, M.; Frara, S.; Giustina, A. Hypocalcemia in COVID-19: Prevalence, clinical significance and therapeutic
implications. Rev. Endocr. Metab. Disord. 2022, 23, 299–308. [CrossRef] [PubMed]

14. Osman, W.; Al Fahdi, F.; Al Salmi, I.; Al Khalili, H.; Gokhale, A.; Khamis, F. Serum Calcium and Vitamin D levels: Correlation
with severity of COVID-19 in hospitalized patients in Royal Hospital, Oman. Int. J. Infect. Dis. 2021, 107, 153–163. [CrossRef]
[PubMed]

15. Raesi, A.; Saedi Dezaki, E.; Moosapour, H.; Saeidifard, F.; Habibi, Z.; Rahmani, F.; Kheiri, S.; Taheri, E. Hypocalcemia in COVID-19:
A Prognostic Marker for Severe Disease. Iran. J. Pathol. 2021, 16, 144–153. [CrossRef]

16. World Health Organization. Laboratory Testing for Coronavirus Disease (COVID-19) in Suspected Human Cases. 2020. Available
online: https://apps.who.int/iris/handle/10665/331501 (accessed on 1 November 2022).

17. Xu, Y.; Chen, Y.; Tang, X. Guidelines for the diagnosis and treatment of coronavirus disease 2019 (COVID-19) in China. Glob.
Health Med. 2020, 2, 66–72. [CrossRef]

18. Kenny, C.M.; Murphy, C.E.; Boyce, D.S.; Ashley, D.M.; Jahanmir, J. Things We Do for No Reason™: Calculating a “Corrected
Calcium” Level. J. Hosp. Med. 2021, 16, 499–501. [CrossRef]

19. Jain, A.; Bhayana, S.; Vlasschaert, M.; House, A. A formula to predict corrected calcium in haemodialysis patients. Nephrol. Dial.
Transplant. 2008, 23, 2884–2888. [CrossRef]

20. Pepe, J.; Colangelo, L.; Biamonte, F.; Sonato, C.; Danese, V.C.; Cecchetti, V.; Occhiuto, M.; Piazzolla, V.; De Martino, V.; Ferrone, F.; et al.
Diagnosis and management of hypocalcemia. Endocrine 2020, 69, 485–495. [CrossRef]

21. Pugh, R.N.; Murray-Lyon, I.M.; Dawson, J.L.; Pietroni, M.C.; Williams, R. Transection of the oesophagus for bleeding oesophageal
varices. Br. J. Surg. 1973, 60, 646–649. [CrossRef]

https://doi.org/10.1016/j.jhep.2022.07.008
https://www.ncbi.nlm.nih.gov/pubmed/35868584
https://doi.org/10.1136/gutjnl-2020-322118
https://www.ncbi.nlm.nih.gov/pubmed/32660964
https://doi.org/10.1002/lt.25981
https://doi.org/10.14218/JCTH.2016.00056
https://www.ncbi.nlm.nih.gov/pubmed/28507927
https://doi.org/10.1016/j.jhep.2014.08.010
https://www.ncbi.nlm.nih.gov/pubmed/25135860
https://doi.org/10.1007/s12072-020-10072-8
https://doi.org/10.1016/j.cgh.2020.09.027
https://doi.org/10.1053/j.gastro.2021.07.010
https://doi.org/10.1016/j.gastrohep.2015.10.003
https://doi.org/10.3748/wjg.v20.i28.9427
https://doi.org/10.3389/fimmu.2020.00195
https://www.ncbi.nlm.nih.gov/pubmed/32210952
https://doi.org/10.1016/j.ijid.2020.11.207
https://www.ncbi.nlm.nih.gov/pubmed/33278624
https://doi.org/10.1007/s11154-021-09655-z
https://www.ncbi.nlm.nih.gov/pubmed/33846867
https://doi.org/10.1016/j.ijid.2021.04.050
https://www.ncbi.nlm.nih.gov/pubmed/33892191
https://doi.org/10.30699/ijp.2020.130491.2442
https://apps.who.int/iris/handle/10665/331501
https://doi.org/10.35772/ghm.2020.01015
https://doi.org/10.12788/jhm.3619
https://doi.org/10.1093/ndt/gfn186
https://doi.org/10.1007/s12020-020-02324-2
https://doi.org/10.1002/bjs.1800600817


Biomedicines 2023, 11, 1541 13 of 14

22. Theodorakopoulos, T.; Kalafateli, M.; Kalambokis, G.N.; Samonakis, D.N.; Aggeletopoulou, I.; Tsolias, C.; Mantaka, A.; Tselekouni,
P.; Vourli, G.; Assimakopoulos, S.F.; et al. Natural history of grade 1 ascites in patients with liver cirrhosis. Ann. Gastroenterol.
2021, 34, 93–103. [CrossRef] [PubMed]

23. Weissenborn, K. Hepatic Encephalopathy: Definition, Clinical Grading and Diagnostic Principles. Drugs 2019, 79, 5–9. [CrossRef]
[PubMed]

24. Jalan, R.; Pavesi, M.; Saliba, F.; Amorós, A.; Fernandez, J.; Holland-Fischer, P.; Sawhney, R.; Mookerjee, R.; Caraceni, P.;
Moreau, R.; et al. The CLIF Consortium Acute Decompensation score (CLIF-C ADs) for prognosis of hospitalised cirrhotic
patients without acute-on-chronic liver failure. J. Hepatol. 2015, 62, 831–840. [CrossRef] [PubMed]

25. Moreau, R.; Jalan, R.; Gines, P.; Pavesi, M.; Angeli, P.; Cordoba, J.; Durand, F.; Gustot, T.; Saliba, F.; Domenicali, M.; et al. Acute-
on-chronic liver failure is a distinct syndrome that develops in patients with acute decompensation of cirrhosis. Gastroenterology
2013, 144, 1426–1437.e9. [CrossRef]

26. O’Leary, J.G.; Reddy, K.R.; Garcia-Tsao, G.; Biggins, S.W.; Wong, F.; Fallon, M.B.; Subramanian, R.M.; Kamath, P.S.; Thuluvath, P.;
Vargas, H.E.; et al. NACSELD acute-on-chronic liver failure (NACSELD-ACLF) score predicts 30-day survival in hospitalized
patients with cirrhosis. Hepatology 2018, 67, 2367–2374. [CrossRef]

27. Kim, W.R.; Mannalithara, A.; Heimbach, J.K.; Kamath, P.S.; Asrani, S.K.; Biggins, S.W.; Wood, N.L.; Gentry, S.E.; Kwong, A.J.
MELD 3.0: The Model for End-Stage Liver Disease Updated for the Modern Era. Gastroenterology 2021, 161, 1887–1895.e1884.
[CrossRef]

28. Shirakabe, A.; Kiuchi, K.; Kobayashi, N.; Okazaki, H.; Matsushita, M.; Shibata, Y.; Shigihara, S.; Sawatani, T.; Tani, K.;
Otsuka, Y.; et al. Importance of the Corrected Calcium Level in Patients With Acute Heart Failure Requiring Intensive Care. Circ.
Rep. 2020, 3, 44–54. [CrossRef]

29. Paizis, G.; Tikellis, C.; Cooper, M.E.; Schembri, J.M.; Lew, R.A.; Smith, A.I.; Shaw, T.; Warner, F.J.; Zuilli, A.; Burrell, L.M.; et al.
Chronic liver injury in rats and humans upregulates the novel enzyme angiotensin converting enzyme 2. Gut 2005, 54, 1790–1796.
[CrossRef]

30. Marjot, T.; Webb, G.J.; Barritt, A.S.t.; Moon, A.M.; Stamataki, Z.; Wong, V.W.; Barnes, E. COVID-19 and liver disease: Mechanistic
and clinical perspectives. Nat. Rev. Gastroenterol. Hepatol. 2021, 18, 348–364. [CrossRef]

31. Youssef, M.; H Hussein, M.; Attia, A.S.; M Elshazli, R.; Omar, M.; Zora, G.; S Farhoud, A.; Elnahla, A.; Shihabi, A.;
Toraih, E.A.; et al. COVID-19 and liver dysfunction: A systematic review and meta-analysis of retrospective studies. J. Med. Virol.
2020, 92, 1825–1833. [CrossRef]

32. Kovalic, A.J.; Huang, G.; Thuluvath, P.J.; Satapathy, S.K. Elevated Liver Biochemistries in Hospitalized Chinese Patients with
Severe COVID-19: Systematic Review and Meta-analysis. Hepatology 2021, 73, 1521–1530. [CrossRef] [PubMed]

33. An, Y.; Ma, Z.; Guo, X.; Tang, Y.; Meng, H.; Yu, H.; Peng, C.; Chu, G.; Wang, X.; Teng, Y.; et al. Comparison of liver biochemical
abnormality between COVID-19 patients with liver cirrhosis versus COVID-19 alone and liver cirrhosis alone: A STROBE
observational study. Medicine 2021, 100, e25497. [CrossRef] [PubMed]

34. Oyelade, T.; Alqahtani, J.; Canciani, G. Prognosis of COVID-19 in Patients with Liver and Kidney Diseases: An Early Systematic
Review and Meta-Analysis. Trop. Med. Infect. Dis. 2020, 5, 80. [CrossRef] [PubMed]

35. Marjot, T.; Moon, A.M.; Cook, J.A.; Abd-Elsalam, S.; Aloman, C.; Armstrong, M.J.; Pose, E.; Brenner, E.J.; Cargill, T.;
Catana, M.A.; et al. Outcomes following SARS-CoV-2 infection in patients with chronic liver disease: An international registry
study. J. Hepatol. 2021, 74, 567–577. [CrossRef]

36. Drácz, B.; Müller, V.; Takács, I.; Hagymási, K.; Dinya, E.; Miheller, P.; Szijártó, A.; Werling, K. Effectiveness of COVID-19
Vaccination with mRNA Vaccines for Patients with Cirrhosis in Hungary: Multicentre Matched Cohort Study. Vaccines 2022,
11, 50. [CrossRef]

37. Drácz, B.; Czompa, D.; Müllner, K.; Hagymási, K.; Miheller, P.; Székely, H.; Papp, V.; Horváth, M.; Hritz, I.; Szijártó, A.; et al. The
Elevated De Ritis Ratio on Admission Is Independently Associated with Mortality in COVID-19 Patients. Viruses 2022, 14, 2360.
[CrossRef]

38. Zhang, Y.; Zheng, L.; Liu, L.; Zhao, M.; Xiao, J.; Zhao, Q. Liver impairment in COVID-19 patients: A retrospective analysis of 115
cases from a single centre in Wuhan city, China. Liver Int. 2020, 40, 2095–2103. [CrossRef]

39. Yu, D.; Du, Q.; Yan, S.; Guo, X.G.; He, Y.; Zhu, G.; Zhao, K.; Ouyang, S. Liver injury in COVID-19: Clinical features and treatment
management. Virol. J. 2021, 18, 121. [CrossRef]

40. Li, X.; Xu, S.; Yu, M.; Wang, K.; Tao, Y.; Zhou, Y.; Shi, J.; Zhou, M.; Wu, B.; Yang, Z.; et al. Risk factors for severity and mortality in
adult COVID-19 inpatients in Wuhan. J. Allergy Clin. Immunol. 2020, 146, 110–118. [CrossRef]

41. Song, H.; Chia, A.Z.Q.; Tan, B.K.J.; Teo, C.B.; Lim, V.; Chua, H.R.; Samuel, M.; Kee, A. Electrolyte imbalances as poor prognostic
markers in COVID-19: A systemic review and meta-analysis. J. Endocrinol. Invest. 2023, 46, 235–259. [CrossRef]

42. Liu, J.; Han, P.; Wu, J.; Gong, J.; Tian, D. Prevalence and predictive value of hypocalcemia in severe COVID-19 patients. J. Infect.
Public Health 2020, 13, 1224–1228. [CrossRef] [PubMed]

43. Martha, J.W.; Wibowo, A.; Pranata, R. Hypocalcemia is associated with severe COVID-19: A systematic review and meta-analysis.
Diabetes Metab. Syndr. 2021, 15, 337–342. [CrossRef] [PubMed]

44. Mehta, M.; Ghani, H.; Chua, F.; Draper, A.; Calmonson, S.; Prabhakar, M.; Shah, R.; Navarra, A.; Vaghela, T.; Barlow, A.; et al.
Retrospective case-control study to evaluate hypocalcaemia as a distinguishing feature of COVID-19 compared with other
infective pneumonias and its association with disease severity. BMJ Open 2021, 11, e053810. [CrossRef]

https://doi.org/10.20524/aog.2020.0553
https://www.ncbi.nlm.nih.gov/pubmed/33414628
https://doi.org/10.1007/s40265-018-1018-z
https://www.ncbi.nlm.nih.gov/pubmed/30706420
https://doi.org/10.1016/j.jhep.2014.11.012
https://www.ncbi.nlm.nih.gov/pubmed/25463539
https://doi.org/10.1053/j.gastro.2013.02.042
https://doi.org/10.1002/hep.29773
https://doi.org/10.1053/j.gastro.2021.08.050
https://doi.org/10.1253/circrep.CR-20-0068
https://doi.org/10.1136/gut.2004.062398
https://doi.org/10.1038/s41575-021-00426-4
https://doi.org/10.1002/jmv.26055
https://doi.org/10.1002/hep.31472
https://www.ncbi.nlm.nih.gov/pubmed/32692464
https://doi.org/10.1097/MD.0000000000025497
https://www.ncbi.nlm.nih.gov/pubmed/34106589
https://doi.org/10.3390/tropicalmed5020080
https://www.ncbi.nlm.nih.gov/pubmed/32429038
https://doi.org/10.1016/j.jhep.2020.09.024
https://doi.org/10.3390/vaccines11010050
https://doi.org/10.3390/v14112360
https://doi.org/10.1111/liv.14455
https://doi.org/10.1186/s12985-021-01593-1
https://doi.org/10.1016/j.jaci.2020.04.006
https://doi.org/10.1007/s40618-022-01877-5
https://doi.org/10.1016/j.jiph.2020.05.029
https://www.ncbi.nlm.nih.gov/pubmed/32622796
https://doi.org/10.1016/j.dsx.2021.01.003
https://www.ncbi.nlm.nih.gov/pubmed/33493853
https://doi.org/10.1136/bmjopen-2021-053810


Biomedicines 2023, 11, 1541 14 of 14

45. Llibre-Nieto, G.; Lira, A.; Vergara, M.; Solé, C.; Casas, M.; Puig-Diví, V.; Solé, G.; Humanes, A.; Grau, L.; Barradas, J.M.; et al.
Micronutrient Deficiencies in Patients with Decompensated Liver Cirrhosis. Nutrients 2021, 13, 1249. [CrossRef] [PubMed]

46. Merli, M.; Aprile, F. The European Association for the Study of Liver (EASL) nutrition guidelines. Recenti Prog. Med. 2021, 112,
103–109. [CrossRef]

47. Berlansky, S.; Sallinger, M.; Grabmayr, H.; Humer, C.; Bernhard, A.; Fahrner, M.; Frischauf, I. Calcium Signals during SARS-CoV-2
Infection: Assessing the Potential of Emerging Therapies. Cells 2022, 11, 253. [CrossRef]

48. Iamartino, L.; Brandi, M.L. The calcium-sensing receptor in inflammation: Recent updates. Front. Physiol. 2022, 13, 1059369.
[CrossRef]

49. Alemzadeh, E.; Ziaee, M.; Abedi, A.; Salehiniya, H. The effect of low serum calcium level on the severity and mortality of COVID
patients: A systematic review and meta-analysis. Immun. Inflamm. Dis. 2021, 9, 1219–1228. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.3390/nu13041249
https://www.ncbi.nlm.nih.gov/pubmed/33920134
https://doi.org/10.1701/3559.35370
https://doi.org/10.3390/cells11020253
https://doi.org/10.3389/fphys.2022.1059369
https://doi.org/10.1002/iid3.528

	Introduction 
	Materials and Methods 
	Study Population 
	Study Design 
	Data Collection 
	Cirrhosis Severity Grades 
	Statistical Analysis 

	Results 
	Baseline Characteristics and Laboratory Findings 
	Etiology and Severity of Liver Cirrhosis 
	Hypocalcemia as a Significant Predictor of In-Hospital Mortality in COVID-19 Patients with Cirrhosis 
	Predictive Value of Total Serum Calcium Levels in Deceased COVID-19 Patients with Cirrhosis 
	Hypocalcemia on Admission Is Closely Associated with Disease Severity in COVID-19 Patients with Cirrhosis 
	Correlation between Hypocalcemia and Disease Severity in COVID-19 Patients with Cirrhosis 

	Discussion 
	Conclusions 
	References

