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INTRODUCTION

Coronavirus disease 2019 (COVID-19) is a respiratory in-
fection caused by the SARS-CoV-2 virus, and one of its 
most important features is that it causes profound hy-
poxemia. Even if most of the infected individuals devel-
op mild disease and no significant complications develop 
afterward, 5% of the cases require hospitalization in the 
intensive care unit (ICU).[1,2] Although most of the infected 
individuals develop the mild disease and also in developing 
a significant complication afterward, 5% require admission 
to the ICU.[1,2]

The need for intubation and mechanical ventilation support 
in critically ill patients varies between 42% and 100%.[3]

It is known that Acute Respiratory Distress Syndrome 

(CARDS) developing in patients with COVID-19 who 
are followed in ICUs has a different course from typical 
ARDS.[4] Ground-glass opacities showing interstitial in-
volvement on computed tomography are considered early 
signs while dense consolidation on tomography image re-
fers to the later stage of the disease. The images are in 
favor of bilateral multifocal involvement and there is a ten-
dency to involve the lower lobes of the lung.[5] The main 
difference between CARDS is the respiratory mechanics, 
which are relatively protected depending on the severity 
of hypoxemia.[6] While lung compliance is generally low 
in patients who are followed up with typical ARDS, lung 
compliance may be high or low in CARDS.[7] In addition, 
micro and macro thrombosis, pulmonary thrombosis, 
ventilation-perfusion imbalance due to pulmonary vaso-
regulation, diffuse intravascular coagulation, and bleeding 
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Objective: In the follow-up of Coronavirus disease 2019 (COVID-19), the predictors of 
prognosis and mortality are important for early initiation of treatments to reduce the se-
verity of disease and for preventing death. There are many biochemical parameters used as 
early mortality markers in COVID-19 patients. However, there is not a sufficient number of 
studies on the predictive role of oxygen markers.

Methods: Prospectively designed study which was approved by the local ethics committee 
(2021/514/200/33) included 122 patients with COVID-19-associated acute respiratory dis-
tress syndrome (CARDS). The patients were divided into two groups discharged (Group-D) 
and deceased (Group-E). Demographic data och oxygenation and biochemical values of the 
patients, length of stay in intensive care unit (ICU), intubation duration, the status of dis-
charge and mortality were recorded for each patient.

Results: There was no significant difference between the two groups in terms of the values 
of Oxygen saturation, partial pressure of oxygen, and arterial oxygen content first measured 
at the ICU. On the other hand, a significant difference was observed between the two 
groups in the parameters of oxygenation index (OI), oxygenation saturation index (OSI), P/F, 
S/F, ScvO2, and the APACHE II and SOFA scores, the number of intubated days, and lactate, 
ferritin, and IL-6 (p<0.05). ROC curve and logistic regression analyses were performed for 
these variables and cut-off points were calculated. The OI (>7, AUC: 0.798, p=0.001) and 
OSI (>4.5, AUC: 0.805, p=0.001) indicators were determined to be the strongest indepen-
dent variables for mortality. It was observed that mortality increased 23 times when OI ≥7, 
and 40 times when OSI ≥4.5.

Conclusion: OI and OSI were found to be significant independent variables in predicting 
mortality in ICU admissions with the diagnosis of CARDS. In addition, in our study, it was 
determined that among these noninvasively studied parameters, the S/F ratio was as valuable 
as P/F and OI was as a strong predictor as OSI.
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can be seen in CARDS that progresses with vascular en-
dothelial damage.[8] As it turned out, ARDS secondary to 
COVID-19 seems to have worse outcomes than ARDS 
that develop due to other causes, and the mortality rate 
in critical cases can rise up to 74%.[1]

Oxygen saturation (SpO2) value and partial pressure of 
oxygen (PaO2) are commonly used in the monitoring of 
hypoxemia.[9] Other invasive or non-invasive methods may 
also be preferred when identifying hypoxemia. In invasive 
methods, blood gas is measured from the artery or cen-
tral catheter. As a result, arterial oxygen content (CaO2), 
Horowitz ratio (PaO2/FiO2) (P/F), central venous oxygen 
saturation (ScvO2), and oxygenation index (OI) values can 
be determined. The oxygenation saturation index (OSI) 
and SpO2/FiO2 (S/F) ratio can be monitored using non-in-
vasive methods.

In the light of all this information, it is clear that deter-
mining the degree of hypoxemia is important in the di-
agnosis, follow-up, and treatment of CARDS. However, 
there is not a sufficient number of studies in the literature 
addressing the place of oxygen indicators measured with 
invasive and non-invasive methods in clinical prediction. In 
this study, we investigated the effectiveness of oxygenation 
indicators in the detection of hypoxemia during admission 
to the ICU and their role in the prediction of mortality in 
severe COVID-19 cases.

MATERIALS AND METHODS

Study design and participants
Our study was conducted at a city hospital that rendered 
active service during the pandemic with 1100 beds and 
140 intensive care beds. Following the approval of the 
Institutional Ethics Committee (Ethics Committee No: 
2021/514/200/33) and the provision of informed consent 
by all study participants, this prospective observational 
study was initiated. The study was carried out in line with 
the ethical principles stated in the Declaration of Helsinki 
and Good Clinical Practices.

The study included 122 intubated adult patients who were 
admitted to the ICU between April and September 2021, 
whose real-time reverse transcriptase-polymerase chain 
reaction test was positive for SARS-CoV-2 RNA and/or 
whose chest tomography was compatible with CARDS. 
The diagnosis of ARDS was made according to the Berlin 
Diagnostic Criteria.[10]

ASA III patients with a hematological disease, anemia, 
heart failure, or severe comorbidity (such as progressive 
Stage 4 malignancy, pulmonary embolism, diabetic ketoac-
idosis, advanced chronic kidney disease, acute liver failure, 
pregnancy, and acute myocardial infarction) were excluded 
from the study. Death or discharge from the ICU was con-
sidered the endpoint of the study. The patients were di-
vided into two groups as Group D and Group E. Group D 
was consisted of patients that were discharged and Group 
E was the group of patients that died.

Data collection
Demographic data of the patients, APACHE-II Score, 
SOFA Score, number of days intubated, length of stay in 
the ICU, and exitus or discharge status were recorded.

After the patients were admitted to the ICU, their arterial 
blood gas, central venous blood gas, and complete blood 
count were simultaneously evaluated.

The following oxygenation parameters were measured and 
recorded:[11]

• Peripheral SpO2

• The PaO2 in arterial blood

• P/F=PaO2/FiO2 (Horowitz ratio)

• S/F=SpO2/FiO2

• ScvO2

• CaO2 (1.34 × hemoglobin concentration × SpO2)+ 
(0.0031 × PaO2)

• Arterial OI: FiO2 × mean airway pressure×100/PaO2

• OSI: FiO2 × mean airway pressure×100)/SpO2

Higher OI and OSI values were considered indicators of 
worse oxygenation. Other elevated parameters were ac-
cepted as an indication of good oxygenation. The effects of 
the variables between the two groups on mortality were 
determined and cut-off values were calculated for these 
markers.

Furthermore, the highest Lactate, IL-6, Ferritin, C-reactive 
protein (CRP), and Procalcitonin values and the lowest 
Lymphocyte values were recorded in both groups.

Statistical analysis
The IBM SPSS 22 software was used for data analysis. 
Descriptive statistics (mean, standard deviation, median, 
frequency) were used in the analysis of the study data. 
Correlation analysis was performed with the Pearson 
and Spearman correlation methods. The Student’s t test 
and the Mann–Whitney U test were used for quantitative 
comparisons of patients that died and those that survived, 
and the Chi-square and Fisher’s exact tests were used for 
qualitative comparisons. Logistic regression analysis was 
performed to investigate independent risk factors that are 
indicative of mortality. Cut-off values of the data were de-
termined by ROC analysis. ROC curves were prepared for 
important quantitative data, and sensitivity and specificity 
were calculated. P<0.05 was considered statistically sig-
nificant.

RESULTS

From April 1, 2021, to September 1, 2021, 424 patients 
with a diagnosis of COVID-19 were admitted to the ICU. 
Of those patients, 122 met the inclusion criteria of this 
study. The average age of patients was 60.09±16.50 years 
and 63.9% (78 patients) were male. The mean length of 
stay in the ICU was calculated as 9.32±5.88 days and the 
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mean number of days they were followed up as intubated 
was 6.86±5.32 days.

The patients were divided into two groups Group D and 
Group E, the former consisted of patients that were dis-
charged and the latter was the group of patients that died. 
No significant difference was observed between the groups 
regarding their demographics (Tables 1 and 2). Group E 
had significantly higher APACHE-II and SOFA scores, and 
lactate, IL-6, Ferritin, OI, and OSI levels but significantly 
lower MAP, P/F ratio, S/F ratio, ScvO2 (p<0.05, Table 1). 
However, there was no significant difference between the 
two groups in other parameters.

The logistic regression analysis revealed that OI and OSI 
were independent predictors and the strongest predictors 
of early mortality (AUC 0.798 and AUC 0.805, Tables 3, 4 
and Fig. 1). The optimal cut-off points for prognosis were 
calculated as 4.5 for OSI and 7 for OI. In patients that had 
an OSI of >4.5 in the ROC analysis, mortality was ob-

Table 1. Factors affecting mortality in the intensive care unit

  Group E (n=31) Group D (n=91) p
  Mortality + Discharge + 

  Average SD Average SD

Age  55.48 14.688 61.66 16.872 .072
Gender
 Female 12  32  .723
 Male 19  59  
Comorbidity  14  41  .992
Number of ICU days 9.97 6.205 9.10 5.785 .480
Number of intubated days 9.97 6.205 5.55 4.738 .001***

APACHE-II Score 30.42 3.695 16.37 8.469 .000***

SOFA Score 5.78 1.37 3.13 1.72 .03***

MAP 65.48 9.323 84.46 14.565 .000***

SpO2 89.94 5.910 89.16 4.817 .470
PaO2 61.03 20.183 68.12 21.393 .109
P/F  106.60 61.412 143.84 60.822 .004**

S/F  123.6 50.790 185.8 38.91 .000***

Lactate 4.41 2.475 2.25 1.277 .000***

ScvO2 51.15 16.649 65.14 10.968 .000***

CaO2 1369.86 296.634 1460.76 297.120 .143
OI  12.89 12.486 4.00 2.133 .000***

OSI  7.21 4.770 2.84 1.392 .000***

IL-6  898.09 1198.497 106.60 164.651 .000***

Ferritin 3810.12 9318.328 851.89 766.731 .003**

CRP 112.15 84.295 96.54 87.437 .388
PCT 4.73 12.054 2.36 13.976 .401
Lymphocyte 973.61 1742.426 1021.32 861.805 .842
Hgb 12.44 2.268 11.79 2.432 .194
Htc  37.84 6.121 35.41 7.014 .088

Student’s t test was used for age, SOFA Score, MAP, Spo2, Chi square test was used for comorbidity and gender, and Mann Whitney U test was used for others. 
**P<0.01; ***P<0.001; P<0.05 statistically significant.
ICU: Intensive care unit; MAP: Mean arterial pressure; PaO2: Arterial oxygen pressure; SpO2: Oxygen saturation; OSI: Oxygen saturation index; OI: Oxygen Index; 
S/F ratio: SpO2/FiO2; P/F Ratio: PaO2/FiO2; ScvO2: Central venous oxygen saturation; CaO2: Arterial oxygen content; APACHE II: Acute Physiology and Chronic 
Health Evaluation; CRP: C-reactive protein; PCT: Procalcitonin.

Figure 1. Diagonal segments are produced by ties.
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served with 64.5% sensitivity and 92.3% specificity. While 
the OSI value was ≤4.5 in 92.3% of the patients who were 
discharged, the OSI was 4.5> in 64.5% of the patients who 
died. In patients that had an OI >7, mortality was observed 
with a sensitivity of 61.3% and a specificity of 92.3% (Table 
5). While OI was <7 in 92.3% of discharged patients, OI 
was >7 in 61.3% of patients that died.

In the cut-off value analysis, the death risk of those 
with an OSI of ≥4.5 was found to be 40 times higher 

(p<0.001). The risk of death for those with an OSI of ≥7 
was found to be 23 times higher (Table 6). In addition, 
it was determined that the OI and OSI values showed 
a positive correlation with intubation time, stay at the 
ICU, the APACHE-II score, and the lactate and ferritin 
levels (p<0.00), but had a negative correlation with age, 
MAP, SpO2, PaO2, and the P/F and S/F ratios, and ScvO2 
(p<0.05). No significant relationship was found with the 
other markers (Table 7).

Table 2. Median values of parameters affecting mortality

 Group D (n=91) Group E (n=31) p
 Discharge + Mortality +

 Median IQR25 IQR75 Median IQR25 IQR75 

Number of ICU days 7.00 6.00 10.00 9.00 6.00 12.00 .480
Number of intubated days 0.00 0.00 0.00 6.00 3.00 8.00 .001***

APACHE-II Score 14.00 9.00 23.00 31.00 28.00 33.00 .000***

PaO2 63.00 55.00 71.00 60.00 46.00 71.00 .109
P/F 132.00 107.50 162.50 84.00 65.00 150.00 .004**

S/F 2.18 1.72 102.22 116.25 88.00 160.00 .000***

Lactate 1.80 1.40 2.70 3.60 2.10 6.50 .000***

ScvO2 65.00 59.00 71.00 55.00 34.00 64.00 .000***

Oİ 3.43 2.56 5.12 8.62 4.22 21.54 .000***

OSİ 2.61 1.84 3.17 5.93 3.15 12.50 .000***

IL-6 50.00 20.08 112.95 290.00 111.25 1321.00 .000***

FERRITIN 665.00 313.75 1262.75 1599.00 577.00 3827.00 .003**

CRP 66.50 31.00 140.00 96.00 45.00 163.00 .388
PCT 0.23 0.10 0.65 0.55 0.16 1.55 .401
Lymphocyte 780.00 500.00 1300.00 460.00 320.00 870.00 .842

Mann-Whitney U test. **P<0.01; ***P<0.001; P<0.05 statistically significant.
ICU: Intensive care unit; PaO2: Arterial oxygen pressure; OSI: Oxygen saturation index; OI: Oxygen Index; S/F ratio: SpO2/FiO2; P/F Ratio: PaO2/FiO2; ScvO2: 
Central venous oxygen saturation; APACHE II: Acute Physiology and Chronic Health Evaluation; CRP: C-reactive protein; PCT: Procalcitonin.

Table 3. Roc Analysis of the parameters

Area Under the Curve

Test result variable(s) Area Std. Errora Cut-off Asymptotic Sig.b Asymptotic 95% Confidence Interval

     Lower Bound Upper Bound

S/F .425 .066 125 .000 .754 .896
ScvO2 .259 .055 60 .000 .152 .367
OI .798 .053  .000 .694 .903
OSI .805 .054  .000 .695 .915
P/F .284 .063 95 .000 .160 .408

ROC analysis. S/F: SpO2/FiO2; P/F: PaO2/FiO2; ScvO2: Central venous oxygen saturation; OSI: Oxygen saturation index; OI: Oxygen index.

Table 4. The performance levels of the tested variables according to the calculated Aucs

 Sensitivite Spesifisite Pozitive predictive value Negative predictive value Accuracy

S/F 125 54.8 91.2 68.0 85.6 81.9
P/F 95 58.1 89.0 64.6 86.2 81.2
ScvO2 60 64.5 73.6 45.5 85.9 70.3



DISCUSSION

In this study, we investigated the effectiveness of oxygen 
indicators in predicting mortality in patients that were fol-
lowed up with a diagnosis of CARDS and the correlation 
of non-invasive markers with invasive markers. OI and OSI 
values measured at the time of admission were significant-
ly higher and the P/F ratio, S/F ratio, ScvO2 values were 
found to be significantly lower in patients who developed 
mortality. OI and OSI were found to be the strongest in-
dependent variables of mortality. It was determined that 
among non-invasive parameters, the S/F ratio was as valu-
able as P/F and OI was as a strong predictor as OSI.

Several studies are demonstrating that decreased SpO2 and 
PaO2 levels in patients with COVID-19 are associated with 
mortality in the ICUs.[12,13] In a study conducted with 140 
patients, the relationship between mortality and hypoxemia 
was investigated and it was confirmed that SpO2 was a pre-
dictor of mortality.[3] However, there is a limited number of 
studies in the literature regarding the relationship between 
other oxygen indicators and mortality due to COVID-19 
in adult patients. In a recent study by Oliynyk et al.[14] com-
paring oxygenation indicators (SpO2, PaO2, P/F, oxygen 
delivery, and oxygen consumption) with healthy subjects, 
patients were divided into two groups as survival and exitus 
groups and it was determined that the indicators showed 
a statistically significant difference in the exitus group of 
patients diagnosed with COVID-19 (p<0.001). In our study, 
however, no difference was found between the exitus and 
survival groups regarding the SpO2, PaO2, and CaO2 values, 
which are frequently used in the follow-up of COVID-19. 

However, it was thought that we obtained different results 
because our sample group consisted of severe cases that re-
quired follow-up in the ICU and that all patients who were 
admitted to the ICU with the diagnosis of CARDS were 
already severely hypoxemic at the time of admission, even if 
they did not die during their follow-up.

In the retrospective pilot study conducted by Nozari 
et al.[15] with 68 patients, the prognostic importance of 

Table 5. Cut-off values for OSI and OI

 Exitus + Discharge +

OSI n % n % Chi-square p

4.5< 20 64.5 7 7.7  
<=4.5 11 35.5 84 92.3 43.32 .001

Sensitivity: 64.5%; Specificity: 92.3%; Positive predictive value: 74.1%; Negative predictive value: 88.4%; Accuracy: %85.3

 Exitus + Discharge +

OI n % n % Chi-square p

7< 19 61.3 7 7.7  
<=7 12 38.7 84 92.3 39.6 .001

Chi square test; p<0.05 statistically significant. Accuracy: 84.5%; Sensitivity: 61.3%; Specificity: 92.3%; Positive predictive value: 73.1%; Negative predictive value: 87.5%.

Table 6. Impact of OI and OSI on mortality

 Sig. OR 95% CI for OR

   Lower Upper

OI .006 23.090 2.436 218.874
OSI .002 40.890 4.110 406.852

Logistic Regression. OSI: Oxygen saturation index; OI: Oxygen index.

Table 7. Relationship of OI and OSI to all markers

 OI OSI

 r p r p

OSI .896** .000 - -
Age -.282** .002 -.295** .001
APACHE-II .389** .000 .489** .000
Number of ICU days .189* .037 .308** .001
Number of intubated days .406** .000 .535** .000
MAP -.329** .000 -.421** .000
SpO2 -.304** .001 -.210* .020
PaO2 -.400** .000 -.273** .002
P/F -.526** .000 -.536** .000
S/F -.422** .000 -.326** .000
Lactate .467** .000 .459** .000
ScvO2 -.529** .000 -.492** .000
CaO2 .005 .958 .042 .646
Il-6 .134 .144 .159 .083
Ferritin .331** .000 .350** .000
CRP .052 .566 .021 .818
PCT .094 .305 .086 .346
Lymphocyte .056 .537 .070 .447
Hgb .065 .477 .080 .380
Hct .122 .182 .143 .115

Pearson Correlation Analysis. ICU: Intensive care unit; MAP: Mean arterial 
pressure; PaO2: Arterial oxygen pressure; SpO2: Oxygen saturation; OSI: 
Oxygen saturation index; OI: Oxygen Index; S/F ratio: SpO2/FiO2; P/F Ratio: 
PaO2/FiO2; ScvO2: Central venous oxygen saturation; CaO2: Arterial oxygen 
content; APACHE II: Acute Physiology and Chronic Health Evaluation; CRP: 
C-reactive protein; PCT: Procalcitonin.
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the OI, OSI S/F, and P/F parameters in terms of predict-
ing mortality in patients with COVID-19 was investigat-
ed and it was demonstrated that all measurements were 
associated with mortality in patients who were mechan-
ically ventilated. This study emphasized the importance 
of the time window for future interventions in patients 
with COVID-19 and pointed out that large-scale studies 
are needed to confirm the prognostic value of those indi-
ces. In addition to this, our study determined the optimal 
cut-off points for prognosis as >4.5 for OSI and >7 for 
OI (p<0.001). Additionally, as a result of the analysis, the 
death risk of those with an OSI of ≥4.5 was found to be 
40 times higher (p<0.001), and the risk of death for those 
with an OSI of ≥7 was found to be 23 times higher.

As a result of the study they conducted with 280 critically 
ill patients with COVID-19, Lu et al.[16] defined the S/F val-
ue as a non-invasive prognostic marker and reported that 
it increased mortality 1.82 times (95% CI: 1.56–2.13). Rice 
et al.[17] reported that S/F ratios were correlated with P/F 
ratios, and S/F ratios of 235 and 315 units were equivalent 
to P/F ratios of 200 and 300 units, respectively, in patients 
with ARDS. Similarly, it was observed in the present study 
that the S/F ratios were significantly lower in the mortality 
group and were in parallel with the P/F ratios. Moreover, it 
was determined that there was a significant negative cor-
relation between OSI and OI value.

ScvO2 is a parameter that shows the O2 saturation of the 
superior vena cava and jugular vein, measured by the inser-
tion of a catheter in the central vein. ScvO2 has been asso-
ciated with increased mortality in the follow-up of sepsis.
[18] A case series of COVID-19 emphasized the importance 
of ScvO2 in the evaluation of hypoxemia and underlined 
that its use in follow-up can help reduce oxygen toxicity.
[19] In this study, ScvO2 was found to be significantly lower 
in the exitus group (mean value: 51) (p=0.000), and it was 
also shown to be effective in predicting mortality. How-
ever, the necessity of inserting a central catheter makes it 
difficult to obtain a quick and easy measurement.

Since blood lactate levels show whether oxygen is suffi-
cient for aerobic metabolism, it helps the clinician more 
precisely and better evaluate oxygen balance and tissue 
hypoxia. Many studies have demonstrated that high lactate 
levels in patients with COVID-19 are associated with mor-
tality.[20] Similarly, in our study, the lactate levels measured 
at the time of admission were statistically significantly 
higher than in Group E than in Group D.

Many recent studies demonstrated that biochemical mark-
ers are guiding for predicting mortality in patients with 
COVID-19. Two meta-analyses reported that cardiac 
troponin, CRP, interleukin-6, creatinine, alanine transfer-
ase, lymphocyte, thrombocyte, and albumin can be used 
as mortality markers.[21,22] In parallel to these results, we 
observed in our study that lactate, IL-6, and Ferritin mea-
sured at the time of admission were significantly higher in 
Group E than in Group D. Additionally, our study revealed 
that ferritin value, the APACHE score, and intubation time 
were correlated with oxygenation parameters (Table 7).

In a case series of 1591 patients with COVID-19 who 
were admitted to ICUs, it was reported that the majority 
of patients required mechanical ventilation support and 
the mortality rate in ICU was 26%. Similarly, the overall 
mortality rate in our study was 25.4%. It was thought that 
vaccination might also have an effect on the lower mortal-
ity rates compared to the early stages of the pandemic.[23]

Strengths and Limitations of the Study
The fact that the study is prospective research and such a 
comprehensive evaluation has not been carried out so far 
is important in terms of contributing to clinical prediction. 
The sample size in our study was sufficient to demonstrate 
statistically significant relationships.

The originality of our study is that the whole study pop-
ulation was a homogeneous group consisting of patients 
admitted to the ICU with the diagnosis of COVID-19. Fur-
thermore, since the ICU with 140 beds is managed by a 
single clinic and the same treatment algorithms are applied 
in our institution, the approach to the patients included in 
the study was standardized.

Being a single-center study and the low number of patients 
included can be listed as the limitations of the study.

CONCLUSION

Our study revealed that the OSI and OI parameters can 
be strong independent indicators of mortality in patients 
with CARDS. Considering the high mortality rates due to 
this disease, it was concluded that more widespread use 
of these parameters, which are thought to be effective in 
predicting the prognosis of patients and regulating their 
treatment and can be obtained with simple, non-time-con-
suming, and easily applicable measurements can guide 
therapeutic interventions. However, although the clinical 
and prognostic values of oxygenation indices are well es-
tablished in ARDS, more studies are needed to confirm 
their value in patients with COVID-19.
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Amaç: COVID-19 takibinde, hastalığın şiddetli seyretmesi ve ölümle sonuçlanabilmesi nedeniyle, prognoz ve mortaliteyi öngören belirteçle-
rinin ortaya konulması önem arz etmektedir.COVID-19 hastalarında erken mortalite belirteci olarak biyokimyasal parametrelerin kullanıldığı 
bilinmektedir ancak oksijen belirteçleri ile yapılan yeterli sayıda çalışma bulunmamaktadır. Bu çalışmada yoğun bakım kabulü yapılan şiddetli 
COVID-19 hastalarında, mortalite üzerine etkisi olabilecek oksijenasyon indikatörlerinin belirlenmesi amaçlanmıştır.

Gereç ve Yöntem: Prospektif olarak planlanan ve yerel etik kurul onayı alınan çalışmamıza (2021/514/200/33) üçüncü basamak yoğun bakım 
ünitesine, Nisan-Eylül 2021 tarihleri arasında kabulü yapılan COVID-19 bağlı Akut Respiratuvar Distres Sendromu (CARDS) tanılı 122 hasta 
dahil edildi. Ölüme neden olabilecek komorbiditesi, hematolojik hastalığı olan hastalar çalışma dışı bırakıldı. Hastalar exitus ile sonuçlanan 
(Grup-E) ve taburcu-discharge edilen olarak (Grup-D) iki gruba ayrıldı. Hastaların demografik verileri, APACHI-II ve SOFA skoru, arteriyel 
kandaki kısmi oksijen basıncı (PaO2), oksijen satürasyonu (SpO2), arteriyel oksijen kontenti (CaO2), PaO2/FiO2 (P/F) oranı, SpO2/FiO2 (S/F) 
oranı, santral venöz oksijen satürasyonu (ScvO2), arteriyel oksijen indeksi (OI), oksijen satürasyon indexi (OSI), laktat, IL-6 ve ferritin, lenfo-
sit düzeyi, ortalama arter basıncı, yoğun bakım gün sayısı, entübe gün sayısı, taburculuk ve mortalite durumları kaydedildi.

Bulgular: Yatış anında ölçülen SPO2, PaO2, CaO2 değerleri açısından iki grup arasında anlamlı fark yoktu. OI, OSI, P/F, S/F, ScvO2, APACHEII 
ve SOFA skoru, entübe gün sayısı, laktat, ferritin, IL-6 parametreleri açısından iki grup arasında anlamlı ilişkili bulundu. Bu değişkenler için 
ROC ve lojistik regresyon analizi yapıldı, kesme noktaları hesaplandı. OI (>7, AUC: 0.798, p=0.001) ve OSI (>4.5, AUC: 0.805, p=0.001) 
indikatörlerinin mortalitenin en belirgin bağımsız değişkenleri olduğu tespit edildi. AyrıcaOI≥7 olması durumunda mortalitenin 23 kat, OSI 
≥4.5 olması durumunda mortalitenin 40 kat artırdığı görüldü.

Sonuç: CARDS tanısı ileyoğun bakım ünitesine yatışlarda mortaliteyi öngörmedeOI ve OSI’nin anlamlı bağımsız değişkenler olduğu görüldü. 
Aynı zamanda çalışmamızda bu non-invaziv bakılan parametrelerden S/F oranının; P/F kadar değerli, OI oranının; OSI kadar güçlü bir prediktör 
olduğu tespit edildi.

Anahtar Sözcükler: ARDS; COVID-19; intensive care units; mortality predictors; oksijenasyon indikatörleri.
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