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ABSTRACT
Objectives: This study aims to examine the effect of left ventricular systolic dysfunction (LVSD) on in-hospital mortality in patients 
hospitalized for novel coronavirus disease 2019 (COVID-19).
Patients and methods: Between June 2020 and December 2020, a total of 847 patients (423 males, 424 females; median age: 68 years; 
range, 58 to 77 years) who had echocardiography and had positive real-time reverse transcriptase-polymerase chain reaction were 
retrospectively analyzed. A left ventricular ejection fraction (LVEF%) of <50% was defined as LVSD.
Results: In 138 patients, LVEF was <50% and in 709 patients LVEF was >50% (non-LVSD). Of the patients with LVSD, 89 had mid-range 
LVEF (40 to 49%), and 49 had reduced LVEF (LVEF <40%). Intensive care unit admission (p<0.001), myocardial injury (p<0.001), and 
mechanical ventilation (p<0.001) were more frequent in patients with LVSD, and LVSD was found to significantly increase the risk of 
and in-hospital mortality (odds ratio=2.57, 95% confidence interval, 1.43-4.60, p=0.002). Among patients with LVSD, no significant 
difference was observed in terms of in-hospital mortality between patients with mid-range LVEF and patients with reduced LVEF.
Conclusion: Our study results showed that LVSD significantly increased the risk of in-hospital mortality in patients hospitalized for 
COVID-19. In addition, an increased risk of in-hospital mortality was present in both the mid-range LVEF and the reduced LVEF group, 
separately.
Keywords: COVID-19, in-hospital mortality, left ventricular systolic dysfunction.

Novel coronavirus disease 2019 (COVID-19) 
remains an important cause of mortality.[1] It may 
cause mild respiratory tract infection, as well as 
severe pneumonia and acute respiratory distress 
syndrome. Besides, it can cause failure in many 
organs such as the heart, kidney, and liver, and can 
cause death.[2,3] Complications such as myocarditis, 
heart failure (HF), arrhythmias, and myocardial 
ischemia can occur, and high mortality can be seen 
in these patient groups.[4-6]

Cardiovascular (CV) disease and classical 
CV risk factors are common comorbidities in 
COVID-19 patients and have been associated 
with poor outcomes.[2] Heart failure, one of these 
comorbidities, is one of the leading causes of death 
in the world. Respiratory infections are one of the 
most common factors that trigger decompensation 
in HF patients and are independently associated with 
hospital mortality.[7,8] Also, COVID-19 patients with 
HF have been found to have a predisposition to acute 
decompensation.[9] Small-scale studies evaluating left 

ventricular (LV) functions with echocardiography in 
COVID-19 patients found that the disease was more 
severe, and mortality was higher in patients with 
decreased LV functions.[6,10]

In the literature, there are not sufficient data 
regarding the prognosis of COVID-19 in patients with 
previously known LV systolic dysfunction (LVSD). 
In this study, we aimed to examine the effect of prior 
LVSD on in-hospital mortality in patients hospitalized 
with COVID-19.
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PATIENTS AND METHODS
This single-center, retrospective, observational 

study was conducted at University of Health Sciences 
Diyarbakır Gazi Yaşargil Education and Research 
Hospital, Department of Cardiology between June 1st, 
2020 and December 31st, 2020. Patients aged >18 years 
hospitalized for COVID-19 pneumonia were evaluated. 
Patients who had transthoracic echocardiography and 
had positive real-time reverse transcriptase-polymerase 
chain reaction (RT-PCR) were screened for the study. 
Patients who had negative RT-PCR results were 
excluded from the study. Patients who did not have 
echocardiography and those hospitalized for reasons 
that may affect LV ejection fraction (LVEF), such 

as myocardial infarction (MI) and myocarditis after 
the date of echocardiography were excluded from the 
study. Also, patients who developed new LVSD due 
to MI, stress cardiomyopathy, and myocarditis while 
being followed with COVID-19 were excluded from 
the study. A total of 5,920 patients were screened for 
the study, and 847 patients (423 males, 424 females; 
median age: 68 years; range, 58 to 77 years) were 
included in the study. The study f low chart is shown 
in Figure 1. The study protocol was approved by 
the University of Health Sciences Diyarbakır Gazi 
Yaşargil Education and Research Hospital Ethics 
Committee (date/no: 26.03.2021/737). The study was 
conducted in accordance with the principles of the 
Declaration of Helsinki.

Figure 1. Study f low chart.
RT-PCR: Real-time reverse transcriptase-polymerase chain reaction; LVSD: Left ventricular systolic dysfunction; LVEF: Left ventricular ejection fraction.

Assessed for eligibility
(n=5,920)

Excluded (n=4,990)
•	 RT-PCR negative patients
•	 Patients without echocardiography

Excluded (n=83)
•	 Patients with new LVSD due 

to myocardial infarction, stress 
cardiomyopathy and myocarditis

•	 Patients hospitalized after the date 
of echocardiography because of 
pathologies affecting LVEF, such 
as myocardial infarction.

Planned to be included
(n=930)

Study population
(n=847)

Non-LVSD group
(n=709)

Mid-range LVEF (40-49%)
(n=89)

LVSD group
(n=138)

Reduced LVEF (<40%)
(n=49)



3Çap et al. Left ventricular systolic dysfunction and COVID-19

www.e-cvsi.orgCardiovascular Surgery and Interventions, an open access journal

Ta
bl

e 1
D

em
og

ra
ph

ic
, c

lin
ic

al
 c

ha
ra

ct
er

ist
ic

s, 
la

bo
ra

to
ry

 fi
nd

in
gs

 a
nd

 o
ut

co
m

es
 o

f t
he

 st
ud

y 
po

pu
la

tio
n

To
ta

l (
n=

84
7)

N
on

-L
V

SD
  (

n=
70

9)
LV

SD
   

(n
=1

38
)

n
%

M
ed

ia
n

IQ
R

n
%

M
ed

ia
n

IQ
R

n
%

M
ed

ia
n

IQ
R

p
A

ge
 (y

ea
r) 

68
58

-7
7

66
57

-7
5

73
67

-8
2

<0
.0

01
Se

x Fe
m

al
e

42
4

50
.1

36
8

51
.9

56
40

.1
0.

01
5

C
om

or
bi

di
tie

s
H

yp
er

te
ns

io
n

D
ia

be
te

s m
el

lit
us

C
or

on
ar

y 
ar

te
ry

 d
ise

as
e

C
hr

on
ic 

ob
st

ru
ct

iv
e 

pu
lm

on
ar

y 
di

se
as

e
C

hr
on

ic 
re

na
l f

ai
lu

re
A

tr
ia

l f
ib

ril
la

tio
n

St
ro

ke
M

al
ig

na
nc

y
E

je
ct

io
n 

fr
ac

tio
n 

(%
)

M
yo

ca
rd

ia
l i

nj
ur

y

52
1

27
0

33
4

11
5

46 50 56 47 84

61
.5

31
.9

39
.4

13
.6

5.
4

5.
9

6.
6

5.
5

9.
9

60
55

-6
0

40
5

21
5

22
2

86 34 32 46 44 56

57
.1

30
.3

31
.3

12
.1

4.
8

4.
5

6.
5

6.
2

7.9
60

58
-6

3

11
6

55 11
2

29 12 18 10 3 28

84
.1

39
.9

81
.2 21 8.
7 13 7.
2

2.
2

20
.3

43
36

-4
5

<0
.0

01
0.

02
8

<0
.0

01
0.

00
8

0.
10

0
<0

.0
01

0.
88

8
0.

09
1

<0
.0

01
Sy

m
pt

om
s

W
ea

kn
es

s/
fa

tig
ue

C
ou

gh
Sh

or
tn

es
s o

f b
re

at
h

Fe
ve

r

39
5

40
0

67
1

27
5

46
.6

47
.2

79
.2

32
.5

32
2

34
3

55
4

22
4

45
.4

48
.4

78
.1

31
.6

73 57 11
7

51

52
.9

41
.3

84
.8 37

0.
10

7
0.

12
8

0.
07

8
0.

21
8

C
lin

ic
al

 fi
nd

in
g

O
xy

ge
n 

sa
tu

ra
tio

n 
(%

)
H

ea
rt

 ra
te

 (b
ea

t/m
in

)
Te

m
pe

ra
tu

re
 (°

C
)

Sy
sto

lic
 b

lo
od

 p
re

ss
ur

e 
(m

m
H

g)
D

ia
sto

lic
 b

lo
od

 p
re

ss
ur

e 
(m

m
H

g)

88 85 36
.7

12
0

70

82
-9

1
76

-9
5

36
.5

-3
7.

0
11

0-
13

0
60

-8
0

88 85 36
.7

12
0

70

82
-9

1
76

-9
5

36
.4

-3
7.

0
11

0-
12

7
60

-8
0

86 85 36
.7

12
0

70

80
-9

0
76

-9
6

36
.5

-3
7.1

11
0-

13
0

61
-8

0

0.
02

4
0.

76
8

0.
00

6
0.

08
3

La
bo

ra
to

ry
W

hi
te

 b
lo

od
 c

el
l (

10
3 /u

L)
N

eu
tr

op
hi

l (
10

3 /u
L)

Ly
m

ph
oc

yt
e 

(1
03 /u

L)
H

em
og

lo
bi

n 
(g

/d
L)

Pl
at

el
et

 (1
03 /u

L)
C

-r
ea

ct
iv

e 
pr

ot
ei

n 
(m

g/
L)

D
-d

im
er

 (n
g/

m
L)

Fe
rr

iti
n 

(µ
g/

L)
La

ct
at

e 
de

hy
dr

og
en

as
e 

(I
U

/L
)

Pr
oc

al
sit

on
in

 (n
g/

m
L)

Tr
op

on
in

 (n
g/

m
L)

C
re

at
in

in
e 

(m
g/

dl
)

A
la

ni
n 

tr
an

sa
m

in
az

 (U
/L

)
A

lb
um

in
 (g

/L
)

So
di

um
 (m

m
ol

/L
)

To
ta

l c
al

ci
um

 (m
g/

dL
)

Po
ta

ss
iu

m
 (m

m
ol

/L
)

7.
52

5.
80

1.
03

13
.1

21
2

84 30
3

43
3

32
7

0.
12 0.
1

1.
00 22 31 13
6

8.
2

4.
21

5.
50

-1
0.

65
3.

95
-8

.7
7

0.
71

-1
.4

9
11

.9
14

.4
16

8-
26

5
41

-1
44

19
6-

61
1

21
4-

87
1

25
6-

43
4

0.
07

-0
.3

3
0.

1-
0.

1
0.

79
-1

.4
3

15
-3

6
28

-3
5

13
3-

13
9

7.
8-

8.
6

3.
87

-4
.6

6

7.
28

5.
59

1.
05

13
.2

21
3

84 28
9

43
3

33
0

0.
11 0.
1

0.
93 23 32 13
6

8.
2

4.
18

5.
49

-1
0.

24
3.

88
-8

.1
6

0.
72

-1
.4

9
12

.0
-1

4.
4

17
0-

25
9

41
-1

41
19

0-
53

8
21

4-
86

5
25

7-
43

5
0.

07
-0

.2
9

0.
1-

0.
1

0.
78

-1
.3

4
15

-3
7

28
-3

5
13

4-
13

9
7.

8-
8.

6
3.

86
-4

.6
2

8.
53

6.
87

0.
97

12
.7

21
0

83 39
5

45
8

30
7

0.
21 0.
1

1.
35 18 29 13
5

8.
1

4.
47

6.
10

-1
3.

41
4.

35
-1

1.
42

0.
65

-1
.4

6
11

.0
-1

4.
2

15
2-

28
2

40
-1

55
24

9-
87

8
21

5-
87

9
25

3-
43

1
0.

10
-0

.6
4

0.
1-

0.
12

0.
98

-2
.0

3
13

-3
0

27
-3

2
13

3-
13

9
7.7

-8
.5

4.
00

-4
.9

0

0.
00

4
0.

00
1

0.
06

1
0.

01
2

0.
48

4
0.

67
4

<0
.0

01
0.

84
5

0.
33

8
<0

.0
01

<0
.0

01
<0

.0
01

0.
00

1
<0

.0
01

0.
09

6
0.

06
4

<0
.0

01



Cardiovasc Surg Int4

www.e-cvsi.orgCardiovascular Surgery and Interventions, an open access journal

Ta
bl

e 1
C

on
tin

ue
d

To
ta

l (
n=

84
7)

N
on

-L
V

SD
  (

n=
70

9)
LV

SD
   

(n
=1

38
)

n
%

M
ed

ia
n

IQ
R

n
%

M
ed

ia
n

IQ
R

n
%

M
ed

ia
n

IQ
R

p
Pr

e-
ho

sp
ita

liz
at

io
n 

m
ed

ic
at

io
ns

Be
ta

-b
lo

ck
er

s
R

A
A

S 
in

hi
bi

to
rs

C
al

ci
um

 c
ha

nn
el

 b
lo

ck
er

s
T

hi
az

id
e

M
in

er
al

oc
or

tic
oi

d 
re

ce
pt

or
 a

nt
ag

on
ist

L
oo

p 
di

ur
et

ic
A

nt
ip

la
te

le
t

O
ra

l a
nt

ic
oa

gu
la

nt
St

at
in

36
6

48
0

27
6

27
8

37 86 41
1

41 18
2

43
.2

56
.7

32
.6

32
.8

4.
4

10
.2

48
.5

4.
8

21
.5

26
3

37
2

22
5

22
3

14 34 30
6

22 13
2

37
.1

52
.5

31
.7

31
.5 2 4.
8

43
.2

3.
1

18
.6

10
3

10
8

51 55 23 52 10
5

19 50

74
.6

78
.3 37 39
.9

16
.7

37
.7

76
.1

13
.8

36
.2

<0
.0

01
<0

.0
01

0.
23

1
0.

05
4

<0
.0

01
<0

.0
01

<0
.0

01
<0

.0
01

<0
.0

01
In

-h
os

pi
ta

l m
ed

ic
at

io
n

A
nt

ic
oa

gu
la

nt
Fa

vi
pi

ra
vi

r
To

ci
liz

um
ab

St
er

oi
ds

Va
so

pr
es

so
r

IV
 d

iu
re

tic
N

as
al

 o
xy

ge
n

76
6

75
9

49 60
2

11
4

13
5

65
2

90
.4

89
.6

5.
8

71
.1

13
.5

15
.9 77

64
0

63
7

44 50
4

85 66 54
2

90
.3

89
.8

6.
2

71
.1 12 9.
3

76
.4

12
6

12
2 6 98 29 69 11
0

91
.3

88
.4

4.
3 71 21 50 79
.7

0.
82

5
0.

72
3

0.
32

1
0.

98
6

0.
00

7
<0

.0
01

0.
40

5
O

ut
co

m
es

In
te

ns
iv

e 
ca

re
 u

ni
t a

dm
iss

io
n

L
en

gt
h 

of
 st

ay
 h

os
pi

ta
l (

da
y)

M
ec

ha
ni

ca
l v

en
til

at
io

n
A

ll 
ca

us
e 

in
-h

os
pi

ta
l m

or
ta

lit
y

29
9

21
8

18
7

35
.3

25
.7

22
.1

8
6-

12
22

7

15
4

12
9

32 21
.7

18
.2

8
6-

12
72 64 58

52
.2

46
.4 42

9
6-

13
<0

.0
01

0.
18

1
<0

.0
01

<0
.0

01
IQ

R
: I

nt
er

qu
ar

til
e 

ra
ng

e;
 L

V
SD

: L
ef

t v
en

tr
ic

ul
ar

 sy
st

ol
ic 

dy
sf

un
ct

io
n;

 R
A

A
S:

 R
en

in
-a

ng
io

te
ns

in
-a

ld
os

te
ro

ne
 sy

st
em

; R
en

in
-a

ng
io

te
ns

in
-a

ld
os

te
ro

ne
 sy

st
em

 in
hi

bi
to

rs
.



5Çap et al. Left ventricular systolic dysfunction and COVID-19

www.e-cvsi.orgCardiovascular Surgery and Interventions, an open access journal

The demographic, clinical characteristics and 
laboratory parameters, comorbidities, hospitalization 
time of the patients during hospitalization were 
collected from the electronic medical records of the 
hospital and national electronic medical record system. 
We have obtained other hospital admissions from 
these national records.

The LVEF% was measured by the biplane 
Simpson method or Teicholz method.[11] In addition, 
LVSD was calculated as an LVEF of <50%. Mid-
range LVEF (40 to 49%) and reduced LVEF (<40%) 
were calculated according to the European Society 
of Cardiology (ESC) Heart failure guidelines.[12] 
Myocardial injury was defined as the presence of 
at least one cardiac troponin value above the 99th 
percentile upper reference limit.[13] The study outcome 
was in-hospital mortality.

The primary outcome measure of the study was 
in-hospital mortality.

Statistical analysis

Statistical analysis was performed using the “rms”, 
“Hmisc”, and “ggplot2” packages with R studio 
version 4.02 (R Project, Vienna, Austria). Continuous 
variables were presented in median and interquartile 
range (IQR, 25th-75th). Categorical variables were 
presented in number and frequency. The chi-square 
test was used to compare categorical variables between 
groups. Continuous variables were compared using 
the Mann-Whitney U tests. A p value of <0.05 was 
considered statistically significant.

We used the logistic regression method to 
investigate the relationship between primary outcome 
and candidate predictors. Effects of individual 

Table 2
Univariate and multivariate logistic regression analyses for predictors of in-hospital mortality

Univariable analysis Multivariable analysis
Variables OR 95% CI p OR 95% CI p
Age (year) 1.05 1.04-1.07 <0.001 1.05 1.03-1.07 <0.001
Sex

Male 1.24 0.89-1.71 0.201
Hypertension 1.48 1.05-2.09 0.027 0.98 0.59-1.62 0.934
Diabetes mellitus 1.55 1.10-2.17 0.011 2.08 1.29-3.36 0.003
Coronary artery disease 1.77 1.28-2.46 0.001 1.21 0.75-1.98 0.437
Left ventricular systolic dysfunction 3.30 2.34-4.87 <0.001 2.57 1.43-4.60 0.002
Atrial fibrillation 1.90 1.03-3.49 0.039 1.12 0.50-2.51 0.790
Chronic obstructive pulmonary disease 1.43 0.918-2.23 0.113
Chronic renal failure 1.77 0.93-3.35 0.081
Myocardial injury 5.810 3.63-9.31 <0.001 3.30 1.68-6.45 <0.001
Creatinine (mg/dL) 1.11 1.01-121 0.023 1.02 0.89-1.16 0.785
White blood cell (103/uL) 1.09 1.05-1.12 <0.001 0.97 0.94-1.03 0.555
Lymphocyte (103/uL) 0.65 0.71-2.43 0.003 0.89 0.66-1.20 0.461
D-dimer (ng/mL) ( per 100 units increase) 1.02 1.01-1.03 <0.001 1.01 1.00-1.02 0.013
LDH (U/L) (per 10 units increase) 1.03 1.02-1.04 <0.001 1.01 1.00-1.02 0.194
CRP (mg/L) (per 10 units increase) 1.07 1.05-1.09 <0.001 0.99 0.96-1.03 0.696
Oxygen saturation (%) 0.84 0.82-0.87 <0.001 0.85 0.82-0.87 <0.001
Heart rate (beat/min) 1.03 1.01-1.04 <0.001 1.02 1.00-1.03 0.012
Malignancy 1.22 0.67-2.40 0.561
Cerebrovascular event 1.31 0.71-2.43 0.384
Systolic blood pressure (mmHg) 1.07 1.00-1.02 0.248
OR: Odds ratio; CI: Confidence interval; LDH: Lactate dehydrogenase; CRP: C-reactive protein. 
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predictors were reported using odds ratio [OR] and 
95% confidence interval [CI].

We selected predictive candidate variables 
based on existing studies and known or plausible 
associations with COVID-19 infection morbidity and 
mortality.[14,15] Variables (age, sex, cerebrovascular 
event, malignancy, hypertension, diabetes mellitus 
[DM], coronary artery disease, atrial fibrillation, 
chronic renal failure, chronic obstructive pulmonary 
disease, myocardial injury, systolic blood pressure, 
heart rate, oxygen saturation, white blood count, 
lymphocytes, creatinine, lactate dehydrogenase, 
C-reactive protein, D-dimer) were used in regression 
analysis. Univariate and multivariate logistic regression 
analyses were performed to determine the effect of 
LVSD on in-hospital mortality. Variables with a p 
value of <0.05 in the univariate analysis were added to 
the model in the multivariate analysis. Furthermore, 
LVSD was added to the full model first as two 
groups (LVSD and non-LVSD) and, then, as three 
groups (mid-LVEF, reduced LVEF, and non-LVSD). 
Adjusted variable three-dimensional (3D) plot of the 
model was performed to predict outcome (mortality) 
probabilities according to age scores and LVSD.

RESULTS
A total of 847 patients, including 709 (83.8%) 

non-LVSD and 138 (16.2%) LVSD patients, were 
included in the study. Intensive care unit admission 
(52.1% vs. 32%), myocardial injury (20% vs. 8%), 
mechanical ventilation (46% vs. 22%), and death 
(42% vs. 18%) were higher in the LVSD group. 
The demographic, clinical characteristics, laboratory 
findings, and outcomes of the study population are 
given in Table 1.

Mortality was significantly higher in the LVSD 
group than in the non-LVSD group, and LVSD 
significantly increased the risk of in-hospital mortality 
in the multivariate logistic regression analysis 
(OR=2.57, 95% CI: 1.43-4.60, p=0.002). When LVSD 
was added to the model as two separate groups, both 
mid-range LVEF and reduced LVEF was observed 
as independent predictors of in-hospital mortality 
(OR= 2.66, 95% CI: 1.38-5.14 p=0.004, OR=2.39 95% 
CI: 1.02-5.62, p=0.046, respectively). Age, myocardial 
injury, DM, D-dimer, heart rate, and oxygen saturation 
were other parameters that significantly increased 
in-hospital mortality risk. Univariate and multivariate 
logistic regression analyses were performed to evaluate 

the effect of LVSD on in-hospital mortality (Table 2). 
Figure 2 shows adjusted variable 3D plots of the full 
model, predicted probabilities of mortality according 
to age and LVSD presence.

DISCUSSION
According to the results of this study, LVSD was 

associated with poor outcomes and it was found to 
be an independent predictor of in-hospital mortality 
and an approximately 2.6-fold increase in risk was 
observed, after adjustment with multivariate analysis. 
No significant difference was observed in mid-range 
LVEF and reduced LVEF groups in terms of 
in-hospital mortality, and the mortality risk increased 
significantly in both groups in the regression analysis, 
compared to the non-LVSD group.

Although COVID-19 infection begins as a 
respiratory tract infection, pathological findings can 
often occur in many organs and tissues, such as the 
heart. In the studies conducted, the severe acute 
respiratory syndrome-coronavirus 2 (SARS-CoV-2) 
was seen in macrophages, endothelial cells, and 
pericytes, and in the autopsy series, evidence of 
viral replication in myocardial cells was obtained.[16] 
Conditions such as the increased risk of MI, fulminant 

Figure 2. Three-dimensional  plot showing the effect of age 
and LVSD on in-hospital mortality after adjustment with 
clinical predictors.
LVSD: Left ventricular systolic dysfunction.
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myocarditis, arrhythmias, venous thromboembolism, 
and Takotsubo cardiomyopathy are the most common 
CV complications identified in COVID-19 patients.[17] 
In addition to direct myocardial damage caused by the 
virus by binding to the angiotensin-converting enzyme 
2 (ACE-2) receptor, which is important for cardiac 
functions, causing ACE-2 receptor downregulation, 
the release of inf lammatory mediators, endothelial 
dysfunction, and myocardial damage due to micro- 
and macro-thrombi may play a role in the occurrence 
of these complications.[18-20] Myocardial injury, defined 
by the increased troponin levels, presented mortality 
greater than those without myocardial injury, is an 
independent risk factor for mortality.[15] In our study, 
the myocardial injury was observed as the independent 
predictor of mortality (OR=3.30, p<0.001). Arterial 
and venous thrombosis can be seen in COVID-19.[21] 
Studies have found that elevated D-dimer increases 
the risk of mortality.[22] In our study, a significant 
increase was observed in-hospital mortality risk with 
elevated D-dimer. Also, age, DM, heart rate, and 
oxygen saturation were other factors that significantly 
increased the risk of in-hospital mortality.

Cardiovascular diseases are among the most 
common comorbidities in patients hospitalized 
with COVID-19 and are associated with poor 
outcomes.[2] Heart failure is one of the important 
causes of morbidity and mortality, particularly 
in advanced ages. Conditions such as upper 
respiratory tract infection and pneumonia may 
cause decompensation in these patient groups.[7,8] It 
has been observed that COVID-19 infection, which 
is a respiratory tract infection, also predisposes to 
decompensation.[9] In a small-scale study comparing 
the patients hospitalized due to HF with and without 
COVID-19 infection, mortality was approximately 
f ive times higher in those with COVID-19 
infection.[23] Again, in a study by Alvarez-Garcia 
et al.,[14] the effect of HF on in-hospital death in 
COVID-19 patients was examined and HF increased 
mortality signif icantly, regardless of LVEF, and 
mortality was observed at a rate of approximately 40% 
in the group with HF. In our study, LVSD (both in 
the mid-range LVEF and reduced LVEF groups) was 
found to be an independent predictor of in-hospital 
mortality, with a 2.6-fold increase in risk with 
LVSD, and 42% of patients died during in-hospital 
follow-up. According to the results of our study, the 
frequency of myocardial injury was observed more in 
the LVSD group, which is one of the predictors of 

mortality. The SARS-CoV-2 may predispose to stress 
cardiomyopathy and cytokine-induced myocardial 
dysfunction and, as a result, acute decompensation 
of congestive heart failure may worsen subclinical 
pre-existing injury in well-compensated patients.[24] 
The increase in mortality in these patient groups may 
be due to myocardial damage caused by the direct 
effect of the virus, inf lammatory response, hypoxia, 
and endothelial dysfunction worsening LV systolic 
functions and decompensation.

Heart failure patients are the groups that require 
special care during hospitalization. Mortality was 
found to be signif icantly higher in COVID-19 
patients with HF, both with the results of other 
studies and the results of our study. Perhaps due 
to the density of hospitals caused by the pandemic, 
the inability to pay close attention to these patients 
may have contributed to the increase in mortality. 
Among LVSD patients included in the study, the 
number of patients who did not have optimal HF 
treatment during hospitalization was not small. A 
study showed that discontinuation of HF treatment 
during hospitalization caused a significant increase 
in in-hospital mortality.[9] Therefore, close follow-up 
of patients hospitalized for COVID-19 with LVSD 
and providing optimal treatment may reduce high 
mortality rates.

This study has some limitations, including the 
small number of LVSD patients from a single center 
with a retrospective design. Another limitation is that 
obesity and New York Heart Association (NYHA) 
classes cannot be included in the multivariate analysis 
due to insufficient data. As brain natriuretic peptide 
levels were not studied and diastolic dysfunction 
parameters were not evaluated in detail in most 
patients, HF patients with preserved ejection fraction 
could not be excluded from the study. The inability 
to determine the intensive care admissions as the 
outcome is another limitation. This is because severe 
patients cannot be taken into intensive care due to 
the lack of enough beds during the peak periods of 
the disease.

In conclusion, LVSD was an independent 
predictor of in-hospital mortality in our study. An 
increased risk of in-hospital mortality was present in 
both the mid-range LVEF and the reduced LVEF 
group, separately. In addition, myocardial injury, 
older age, DM, D-dimer, oxygen saturation, and 
heart rate were other independent predictors of 
in-hospital mortality.
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