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Abstract: Inflammation plays a crucial role in worsening coronavirus disease (COVID-19). Calpro-
tectin is a pro-inflammatory molecule produced by monocytes and neutrophilic granulocytes. The aim
of the study was to evaluate both the prognostic role of circulating calprotectin levels and neutrophil
count toward fatal outcome in COVID-19 patients. We retrospectively collected and analyzed data on
195 COVID-19 adult patients, 156 hospitalized in the infectious disease unit and 39 in the intensive
care unit (ICU). Calprotectin levels and neutrophil counts measured at the first hospitalization day
were higher in the patients with a fatal outcome than in surviving ones. The association of high
calprotectin levels and neutrophil count to patient death remain significant by logistic regression,
independent of patient age. ROC curves analysis for calprotectin levels and neutrophil count revealed
a good discriminatory power toward survival (area under the curve of 0.759 and 0.843, respectively)
and identified the best cut-off (1.66 mg/L and 16.39 × 103/µL, respectively). Kaplan–Meier analysis
confirmed the prognostic role of high calprotectin levels and neutrophil count in death prediction. In
conclusion, this study highlights that calprotectin levels together with neutrophil count should be
considered as biomarkers of mortality in COVID-19 patients.

Keywords: COVID-19; calprotectin; S100A8/S100A9; neutrophil; inflammation; biomarker; survival;
prognosis

1. Introduction

The hallmark of the severe form of coronavirus disease (COVID-19) is an uncontrolled
inflammatory response of the host due to the so-called “cytokine storm” that generates a
systemic inflammatory status [1,2]. The cytokine storm is considered one of the main causes
of acute respiratory distress syndrome (ARDS) and multi-organ failure that characterize
the severe form of the infection and are responsible for most deaths.

Several biomarkers have been investigated for their potential to predict a fatal outcome
in COVID-19 patients [3–5]. As inflammation plays a crucial role in disease worsening, the
early detection of the inflammatory status, as well as pharmacological treatment aimed
at suppressing inflammatory response, are fundamental to prevent the worsening of
COVID-19 infected patients, and to save patients’ lives [1]. Consequently, the search for
possible independent predictors allowing for early risk stratification and the management
of COVID-19 patients has been focused on inflammatory biomarkers. Several studies have
shown that classic inflammatory markers, such as C reactive protein (CRP), procalcitonin,
D-dimer, LDH and ferritin, are significantly associated with a poor prognosis in COVID-19
patients [6–8].
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Calprotectin is a calcium-binding heterodimer (S100A8/S100A9) of 24 kDa, which
plays an important role in the inflammatory response [9] and whose levels have been
shown to be significantly increased in patients with various inflammatory and autoimmune
conditions [10,11].

Calprotectin is produced by monocytes and neutrophilic granulocytes, of which it con-
stitutes about half of their total cytosolic protein content [9]. In the presence of inflammatory
processes, calprotectin is released by neutrophils and triggers the inflammatory response.

Unlike other routinely used inflammatory biomarkers, such as CRP and procalcitonin,
calprotectin is released by neutrophils into the bloodstream without requiring de novo
protein biosynthesis [12].

In the last year, many studies addressed the role of calprotectin as predictive biomarker
of COVID-19 severity [13–15], including a meta-analysis [16]. However, the prognostic role
of calprotectin as a biomarker in COVID-19 patients remains unclear [17]. The aim of the
study was to evaluate both the prognostic role of circulating calprotectin and neutrophil
count toward fatal outcome in COVID-19 patients.

2. Materials and Methods
2.1. Patients, Samples and Biochemical Analyses

We retrospectively collected and analyzed data from 195 COVID-19 adult patients,
156 hospitalized in the infectious disease unit and 39 in the intensive care unit (ICU) of the
University Hospital Federico II, from 10 March 2020 to 30 April 2020, and from 8 December
2020 to 30 April 2021. As to the 39 ICU patients, we only considered patients immediately
admitted to ICU, without a previous hospitalization.

The study was performed according to the current version of the Helsinki Declaration
and was approved by the Ethical Committee of the University Hospital Federico II (Number
156/20, 22 April 2020). Informed consent for the study was obtained from each patient.

A confirmed case of COVID-19 was defined by a positive result on molecular analy-
sis with a reverse transcriptase polymerase chain reaction (RT-PCR) on nasopharyngeal
swab. Exclusion criteria included the inability to understand or sign informed consent,
age <18 years, absence of positivity for SARS-CoV-2 RNA test and positivity for serological
tests only.

EDTA-plasma and serum samples were collected from each patient on the first hospi-
talization day. The anamnestic data of patients (e.g., presence of comorbidities) as well as
data on the COVID-19 clinical course before hospitalization were acquired. Patients were
followed until discharge/death.

Plasma calprotectin and serum CRP levels were measured by a particle enhanced
turbidimetric immunoassay (PETIA) (GentianAS, Norway) and a latex immunoassay with a
high-sensitivity method (Sentinel Diagnostics, Milano, Italy), respectively, according to the
manufacturer’s recommendations. The ACHITECT i2000R System (Abbott Laboratories,
Wiesbaden, Germany) was used for measurements. Neutrophil count was evaluated by
standard blood count on the ADVIA 2120 Hematology System (Siemens Healthcare).

2.2. Statistical Analysis

The normality of variable distribution was evaluated using the Kolmogorov-Smirnov
test. Since all continuous variables did not show a normal distribution, they were reported
as median value and interquartile range and compared by the Mann-Whitney test. Spear-
man correlation was used to test the relationship between the different variables. Different
logistic regression models were created to analyze the role of the different biochemical
variables, which resulted to be correlated; all models included sex and age. Additional
logistic regression models were evaluated including sex, age, the presence of decreased
lung function, diabetes, heart disease, hypertension, and the number of hospitalization
days. Model 1 included calprotectin circulating levels, model 2 included CRP levels, and
model 3 included neutrophil count. Odd Ratios (OR) and their 95% Confidence Interval
(95% CI) were reported when significant. A p value <0.05 was considered significant.
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Statistical analyses were carried out using PASW version 27 (SPSS Inc., Chicago, IL, USA).
The MedCalc version 20.027 was used for ROC curve analysis. The statistical significance
of the area under the ROC curves (AUC) was calculated against the null hypothesis of an
AUC = 0.5 (area under the bisector). The best cut-off was identified as the farthest point
from the bisector. Comparison between AUC was performed by the DeLong test.

3. Results
3.1. Biomarker Association to Fatal Outcome

Among the 195 patients (101 women and 94 men) studied, 10 patients experienced a
fatal outcome in-hospital, all from the ICU. Circulating calprotectin was measured on the
first hospitalization day in all patients, together with other inflammatory markers such as
CRP and neutrophil count. Table 1 shows biochemical and clinical features of the studied
population divided based on the outcome.

Table 1. Demographic and biochemical inflammatory parameters of studied population.

Total
(n = 195)

Surviving
(n = 185)

Non-Surviving
(n = 10) Significance

Age, years 55 (34–67) 51 (33–66) 77 (62–85) p < 0.001
Sex, number of males (%) 94 (48.2%) 86 (46.5%) 8 (80.0%) ns
Serum Calprotectin (mg/L) 1.32 (0.58–3.91) 1.28 (0.54–3.60) 4.26 (2.01–9.84) p = 0.006
C-reactive protein (mg/L) 17.8 (3.73–54.64) 16.80 (3.60–47.92) 62.16 (8.45–78.62) ns (p = 0.127)
Neutrophil count (×103/µL) 6.38 (4.80–9.07) 6.26 (4.73–8.49) 20.26 (8.29–30.26) p = 0.0003
Decreased lung function, n, (%) 170 (87.2%) 164 (88.6%) 6 (60.0%) p = 0.026
Diabetes n, (%) 155 (79.5%) 149 (80.5%) 6 (60.0%) ns
Heart disease n, (%) 187 (95.9%) 179 (96.8%) 8 (80.0%) ns
Hypertension n, (%) 145 (74.4%) 139 (75.1%) 6 (60.0%) ns
Hospitalization days 13 (7–21) 13 (7–21) 11 (8–18) ns

Continuous data are reported as median value with interquartile range in parentheses. Frequencies are reported
as absolute number and percentage in parentheses. ns: not significant.

Calprotectin levels and neutrophil counts were higher in patients with a fatal outcome
than in surviving ones, whereas CRP levels were not statistically different. We verified that
the levels of these three markers did not differ between patients from either ICU or the
infectious disease unit. A logistic regression analysis was performed in order to evaluate
these associations independent of age and sex. Since calprotectin levels correlated with
the levels of the other inflammation markers CRP (Spearman coefficient 0.354, p < 0.001)
and neutrophil count (Spearman coefficient 0.350, p < 0.001), we created different logistic
regression models to avoid collinearity issues (Table 2). Both calprotectin levels and
neutrophil counts were associated with survival independent of age with an OR (95%
CI) of 1.874 (1.312–2.677) and 1.364 (1.163–1.600), respectively (Table 2). Considering
only the 39 patients from the ICU, similar results were observed, being the association
to death significant for calprotectin levels with an OR (95% CI) of 2.422 (1.199–4.891)—
p = 0.014—and for neutrophil count with an OR (95% CI) of 1.266 (1.063–1.507)—p = 0.008;
no association was found for CRP levels-OR (95% CI) of 1.002 (0.989–1.016) with p = 0.757.
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Table 2. Results of multivariate logistic analyses.

Variables
Model 1

OR (95% CI)
significance

Model 2
OR (95% CI)
significance

Model 3
OR (95% CI)
significance

Sex ns ns ns

Age 1.186 (1.059–1.329)
p = 0.003

1.085 (1.026–1.148)
p = 0.004

1.111 (1.018–1.213)
p = 0.018

Calprotectin levels 1.874 (1.312–2.677)
p = 0.001 - -

C-reactive protein - 1.002 (0.992–1.013)
ns (p = 0.678) -

Neutrophil count - - 1.364 (1.163–1.600)
p < 0.001

OR: odds ratio; CI: confidence interval; ns: not significant.

Despite not being recommended for a low event number, a logistic regression also
including the presence of reduced lung function, diabetes, heart disease and hypertension
was performed. Both calprotectin levels and neutrophil counts were associated with
survival independently of the other parameters with an OR (95% CI) of 1.843 (1.292–2.630)
and 1.466 (1.184–1.816), respectively.

3.2. Identification of Cut-Off and Survival Analysis

The ROC curve analysis of calprotectin levels and neutrophil counts evaluated at the
beginning of hospitalization revealed a good discriminatory power toward survival with
an AUC of 0.759 (p = 0.0004) and 0.843 (p < 0.0001), respectively; the difference of AUCs was
not statistically significant (Figure 1). The best cut-off value for calprotectin was 1.66 mg/L
with a sensitivity of 90% and specificity of 58.9%, whereas the best cut-off for neutrophil
count was 16.39 × 103/µL with a sensitivity of 70% and a specificity of 98.9%.
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Figure 1. ROC curves of calprotectin levels and neutrophil count in relation to survival. The ROC
curve is indicated by a bold line and full circles represent the different criterion points. The open
circle indicates the best cut-off point. The dotted line indicates the bisector. AUC = area under the
curve. (A). ROC curve of calprotectin levels. (B). ROC curve of neutrophil count.

To verify the discrimination power of age, calprotectin levels and neutrophil counts
combined together we constructed a ROC curve considering the weight of each parameter
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as determined by logistic regression (Figure 2). The very high AUC indicates that survival
prediction can be improved considering together these three parameters.
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Figure 2. ROC curve of age, calprotectin levels and neutrophil count combined together. The weight
of each parameter was obtained by logistic regression. The ROC curve is indicated by a bold line and
full circles represent the different criterion points. The open circle indicates the best cut-off point. The
dotted line indicates the bisector. AUC = area under the curve.

To test the prognostic value of calprotectin levels and neutrophil count toward exitus, a
Kaplan–Meier analysis was performed grouping the patients according to the identified cut-
offs (1.66 mg/L for calprotectin and 16.39 × 103/µL for neutrophil count). For calprotectin,
the log-rank test revealed a statistical difference in terms of survival between the two
groups (p < 0.0005), calprotectin levels higher than 1.66 mg/L being a predictor of death
(Figure 3). As to the neutrophil count, the survival was lower in the group of patients with
a neutrophil count higher than 16.39 × 103/µL (p < 0.0001—Figure 3).
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Figure 3. Kaplan–Meier survival curves of patients in relation to calprotectin levels or neutrophil
count. (A) Patients were divided based on calprotectin levels higher or lower than 1.66 mg/L at
the first measurement. (B) Patients were divided based on neutrophil count higher or lower than
16.39 × 103/µL at the first measurement. Each vertical drop of the curve represents a single event.
Plus signs indicate censored cases.

A Kaplan–Meier analysis was performed considering the three groups defined by
levels over the cut-off for both calprotectin and neutrophil count, levels over the cut-off for
only one of the parameters or levels below the cut-off for both parameters (Figure 4). Data
showed that levels of calprotectin and neutrophil count exceeding the identified thresholds
can synergically contribute to the identification of non-surviving patients (p < 0.000001).
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Figure 4. Kaplan–Meier survival curves of patients in relation to both calprotectin levels and neu-
trophil count. Patients were divided based on levels over the cut-off for both calprotectin and
neutrophil count, levels over the cut-off for only one of the parameters or levels below the cut-off for
both parameters. Calprotectin cut-off at the first measurement: 1.66 mg/L. Neutrophil count cut-off
at the first measurement: 16.39 × 103/µL. Each vertical drop of the curve represents a single event.
Plus signs indicate censored cases.

4. Discussion

Inflammation is a biological process triggering the clinical worsening of SARS-CoV-2
infection. Several studies have been conducted to validate the use of inflammatory biomark-
ers to predict the severity of COVID-19 clinical course [18,19]. Since neutrophil activation
is the phenomenon triggering inflammation, neutrophil-related biomarkers, including
calprotectin, were given great consideration for the management of COVID-19 patients.

Our retrospective study has highlighted that calprotectin and neutrophil count may be
useful markers of fatal outcome in COVID-19 patients, even more useful than CRP. Other
studies investigated the association of calprotectin levels with patient mortality [20–23].
Two of these revealed that non-surviving COVID-19 patients showed increased calprotectin
levels than surviving ones [20,21]. Nevejan and colleagues [22] did not find any association
with mortality but only with COVID-19 severity. A further study [23] did not find this
kind of association probably due to the low number of studied patients (n = 19). Several
other studies also revealed the predictive role of high calprotectin levels toward COVID-19
severity [24–26]. In addition, several other studies were focused on the predictive role of
calprotectin toward COVID-19 severity revealing.

Our study is based on a population of 195 patients from both the infectious disease
unit and the ICU, followed for the whole hospitalization time. Both calprotectin levels and
neutrophil counts were higher in non-surviving patients than surviving ones. The multi-
variate logistic regression showed that these associations remain statistically significant
independent of age, sex and the presence of co-morbidities such as diabetes, heart disease,
hypertension and decreased lung function. In particular, a higher OR was observed for
the association of calprotectin levels with mortality (OR = 1.843 (95% CI: 1.292–2.630)) and
with respect to neutrophil count (OR = 1.466 (95% CI: 1.184–1.816)).
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Furthermore, an analysis of ROC curves established that a threshold of 1.66 mg/L
allows the detection of patients undergoing a fatal outcome with 90% of sensitivity, although
this low threshold is associated with a low specificity (58.9%). Similar sensitivity and
specificity related to calprotectin levels were also observed by Ducastel et al. [20], although
the thresholds identified in different studies cannot be compared as the studies were based
on different methods and biological matrices. The AUC of neutrophil count revealed an
even better discriminatory power (AUC = 0.843), although the identified threshold of
16.39 × 103/µL showed a low sensitivity (70%) and a very high specificity (98.9%).

The higher sensitivity of calprotectin with respect to neutrophil count could be ex-
plained by the fact that calprotectin is an indicator of neutrophil activation, a phenomenon
more related to the inflammatory response than the number of neutrophils, including
quiescent cells. Several studies investigated white blood cell alterations in COVID-19
patients and in particular neutrophil count [27,28]. To the best of our knowledge there
is no other study comparing the performance of neutrophil count and calprotectin levels
in the mortality prediction/for predicting mortality in COVID-19 patients, whereas the
correlation between neutrophil count and calprotectin levels was already observed [26,29].

Kaplan-Meier analysis confirmed the usefulness of both calprotectin levels and neu-
trophil count in mortality prediction. In fact, patients with calprotectin levels higher than
1.66 mg/L as well as patients with a neutrophil count higher than 16.39 × 103/µL showed
a much poorer prognosis than patients with lower levels. Furthermore, considering both
parameters at the same time, the identification of patients at high risk of death is improved.
In fact, an additive effect was observed for both neutrophil count and calprotectin levels
over the threshold in the identification of non-surviving patients.

Several recent reports about the usefulness of calprotectin level measurements have
been published [13–16]. Reported differences in the association of high calprotectin levels to
fatal outcome can be explained by the differences in the features of the studied population
(such as age, co-morbidity, death rate, etc.). The limitations of the study are related to the
small sample size, the retrospective study design, and the necessity to consider reported
data generalizable to the specific group of patients. This report highlights the role of
calprotectin levels in survival prediction on a population of relatively young patients
with low systemic inflammation. Despite the number of analysed subjects not being high,
this study can contribute to future meta-analysis focused on the calprotectin prognostic
role [16,24].

However, the calprotectin threshold we identified should be considered valid under
the analytical conditions used. Values observed in COVID-19 patients largely varied
according to different studies using different methodologies. A recent paper [22] pointed
out the value differences related to the biological matrix used for calprotectin measurement.
In particular, calprotectin serum levels are higher than plasma levels because the platelet
activation leads to neutrophil damage and “in tube” calprotectin release. Therefore, data
reported in this study should be considered specific to the used measurement method and
sample matrix, i.e., EDTA-plasma. An improvement of harmonization in the measurement
of circulating calprotectin could highlight the real value of this marker in COVID-19 as well
as in other inflammatory diseases, such as autoimmune diseases [30,31] and atherosclerosis-
based cardiovascular diseases [32–34]. Another point that should be addressed to improve
the adoption of calprotectin in routine analyses is related to the timing of calprotectin
increase before the worsening of diseases. This aspect was pointed out by recent papers
focused on COVID-19 [13,14].

In conclusion, this study highlights that calprotectin levels together with neutrophil
count should be considered as biomarkers of mortality in COVID-19 patients.
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as a Novel Biomarker for Severity of COVID-19 Disease. Ir. J. Med. Sci. 2022, 191, 59–64. [CrossRef]

16. Mao, Q.; Wang, C.; Wen, W.; Zhou, M.; Tang, J.; Chen, C.; Cheng, Y.; Wu, Q.; Zhang, X.; Feng, Z.; et al. A Meta-Analysis of the
Association between Calprotectin and the Severity of COVID-19. J. Infect. 2022, 84, e31–e33. [CrossRef] [PubMed]

17. Mellett, L.; Khader, S.A. S100A8/A9 in COVID-19 Pathogenesis: Impact on Clinical Outcomes. Cytokine Growth Factor Rev. 2022,
63, 90–97. [CrossRef] [PubMed]

18. Abers, M.S.; Delmonte, O.M.; Ricotta, E.E.; Fintzi, J.; Fink, D.L.; de Jesus, A.A.A.; Zarember, K.A.; Alehashemi, S.; Oikonomou, V.;
Desai, J.V.; et al. An Immune-Based Biomarker Signature Is Associated with Mortality in COVID-19 Patients. JCI Insight 2021,
6, 144455. [CrossRef] [PubMed]

19. Del Valle, D.M.; Kim-Schulze, S.; Huang, H.-H.; Beckmann, N.D.; Nirenberg, S.; Wang, B.; Lavin, Y.; Swartz, T.H.; Madduri, D.;
Stock, A.; et al. An Inflammatory Cytokine Signature Predicts COVID-19 Severity and Survival. Nat. Med. 2020, 26, 1636–1643.
[CrossRef] [PubMed]

http://doi.org/10.1016/j.jinf.2020.03.037
http://www.ncbi.nlm.nih.gov/pubmed/32283152
http://doi.org/10.1126/science.abb8925
http://www.ncbi.nlm.nih.gov/pubmed/32303591
http://doi.org/10.1177/00045632211014244
http://www.ncbi.nlm.nih.gov/pubmed/33874737
http://doi.org/10.1016/j.ijid.2021.02.113
http://www.ncbi.nlm.nih.gov/pubmed/33667694
http://doi.org/10.3390/jcm10122726
http://www.ncbi.nlm.nih.gov/pubmed/34205536
http://doi.org/10.1515/cclm-2020-0369
http://doi.org/10.1136/bmjebm-2020-111536
http://doi.org/10.1080/10408363.2020.1770685
http://doi.org/10.3389/fimmu.2018.01298
http://doi.org/10.1016/j.jbspin.2019.01.003
http://doi.org/10.3390/diagnostics10110990
http://doi.org/10.3390/cells11020236
http://www.ncbi.nlm.nih.gov/pubmed/35053354
http://doi.org/10.1002/jmv.28056
http://www.ncbi.nlm.nih.gov/pubmed/35941084
http://doi.org/10.3390/diagnostics12061324
http://www.ncbi.nlm.nih.gov/pubmed/35741134
http://doi.org/10.1007/s11845-021-02565-8
http://doi.org/10.1016/j.jinf.2022.01.022
http://www.ncbi.nlm.nih.gov/pubmed/35074506
http://doi.org/10.1016/j.cytogfr.2021.10.004
http://www.ncbi.nlm.nih.gov/pubmed/34728150
http://doi.org/10.1172/jci.insight.144455
http://www.ncbi.nlm.nih.gov/pubmed/33232303
http://doi.org/10.1038/s41591-020-1051-9
http://www.ncbi.nlm.nih.gov/pubmed/32839624


Diagnostics 2022, 12, 2554 9 of 9

20. Ducastel, M.; Chenevier-Gobeaux, C.; Ballaa, Y.; Meritet, J.-F.; Brack, M.; Chapuis, N.; Pene, F.; Carlier, N.; Szwebel, T.-A.; Roche,
N.; et al. Oxidative Stress and Inflammatory Biomarkers for the Prediction of Severity and ICU Admission in Unselected Patients
Hospitalized with COVID-19. Int. J. Mol. Sci. 2021, 22, 7462. [CrossRef]

21. de Guadiana Romualdo, L.G.; Mulero, M.D.R.; Olivo, M.H.; Rojas, C.R.; Arenas, V.R.; Morales, M.G.; Abellán, A.B.; Conesa-
Zamora, P.; García-García, J.; Hernández, A.C.; et al. Circulating Levels of GDF-15 and Calprotectin for Prediction of in-Hospital
Mortality in COVID-19 Patients: A Case Series. J. Infect. 2021, 82, e40–e42. [CrossRef] [PubMed]

22. Nevejan, L.; Strypens, T.; Van Nieuwenhove, M.; Boel, A.; Cattoir, L.; Meeus, P.; Bossuyt, X.; De Neve, N.; Van Hoovels, L.
Prognostic Value of Circulating Calprotectin Levels on the Clinical Course of COVID-19 Differs between Serum, Heparin, EDTA
and Citrate Sample Types. Clin. Chim. Acta 2022, 525, 54–61. [CrossRef] [PubMed]

23. Bauer, W.; Diehl-Wiesenecker, E.; Ulke, J.; Galtung, N.; Havelka, A.; Hegel, J.K.; Tauber, R.; Somasundaram, R.; Kappert, K.
Outcome Prediction by Serum Calprotectin in Patients with COVID-19 in the Emergency Department. J. Infect. 2021, 82, 84–123.
[CrossRef] [PubMed]

24. Udeh, R.; Advani, S.; de Guadiana Romualdo, L.G.; Dolja-Gore, X. Calprotectin, an Emerging Biomarker of Interest in COVID-19:
A Systematic Review and Meta-Analysis. J. Clin. Med. 2021, 10, 775. [CrossRef] [PubMed]

25. García de Guadiana-Romualdo, L.; Rodríguez Rojas, C.; Morell-García, D.; Andaluz-Ojeda, D.; Rodríguez Mulero, M.D.;
Rodríguez-Borja, E.; Ballesteros-Vizoso, A.; Calvo, M.D.; Albert-Botella, L.; Pozo Giráldez, A.; et al. Circulating Levels of
Calprotectin, a Signature of Neutrophil Activation in Prediction of Severe Respiratory Failure in COVID-19 Patients: A Multicenter,
Prospective Study (CalCov Study). Inflamm. Res. 2022, 71, 57–67. [CrossRef]

26. Shi, H.; Zuo, Y.; Yalavarthi, S.; Gockman, K.; Zuo, M.; Madison, J.A.; Blair, C.; Woodward, W.; Lezak, S.P.; Lugogo, N.L.; et al.
Neutrophil Calprotectin Identifies Severe Pulmonary Disease in COVID-19. J. Leukoc. Biol. 2021, 109, 67–72. [CrossRef]

27. Schulte-Schrepping, J.; Reusch, N.; Paclik, D.; Baßler, K.; Schlickeiser, S.; Zhang, B.; Krämer, B.; Krammer, T.; Brumhard, S.;
Bonaguro, L.; et al. Severe COVID-19 Is Marked by a Dysregulated Myeloid Cell Compartment. Cell 2020, 182, 1419–1440.e23.
[CrossRef]

28. Khartabil, T.A.; Russcher, H.; van der Ven, A.; de Rijke, Y.B. A Summary of the Diagnostic and Prognostic Value of Hemocytometry
Markers in COVID-19 Patients. Crit. Rev. Clin. Lab. Sci. 2020, 57, 415–431. [CrossRef]

29. Silvin, A.; Chapuis, N.; Dunsmore, G.; Goubet, A.-G.; Dubuisson, A.; Derosa, L.; Almire, C.; Hénon, C.; Kosmider, O.; Droin,
N.; et al. Elevated Calprotectin and Abnormal Myeloid Cell Subsets Discriminate Severe from Mild COVID-19. Cell 2020, 182,
1401–1418.e18. [CrossRef]

30. Biernacki, T.; Kokas, Z.; Sandi, D.; Füvesi, J.; Fricska-Nagy, Z.; Faragó, P.; Kincses, T.Z.; Klivényi, P.; Bencsik, K.; Vécsei, L.
Emerging Biomarkers of Multiple Sclerosis in the Blood and the CSF: A Focus on Neurofilaments and Therapeutic Considerations.
Int. J. Mol. Sci. 2022, 23, 3383. [CrossRef]

31. Lindblom, J.; Mohan, C.; Parodis, I. Diagnostic, Predictive and Prognostic Biomarkers in Systemic Lupus Erythematosus: Current
Insights. Curr. Opin. Rheumatol. 2022, 34, 139–149. [CrossRef] [PubMed]

32. Fredman, G.; MacNamara, K.C. Atherosclerosis Is a Major Human Killer and Non-Resolving Inflammation Is a Prime Suspect.
Cardiovasc. Res. 2021, 117, 2563–2574. [CrossRef] [PubMed]

33. Di Taranto, M.D.; Morgante, A.; Bracale, U.M.; D’Armiento, F.P.; Porcellini, M.; Bracale, G.; Fortunato, G.; Salvatore, F. Altered
Expression of Inflammation-Related Genes in Human Carotid Atherosclerotic Plaques. Atherosclerosis 2012, 220, 93–101. [CrossRef]
[PubMed]

34. Neupane, R.; Jin, X.; Sasaki, T.; Li, X.; Murohara, T.; Cheng, X.W. Immune Disorder in Atherosclerotic Cardiovascular Disease—
Clinical Implications of Using Circulating T-Cell Subsets as Biomarkers. Circ. J. 2019, 83, 1431–1438. [CrossRef]

http://doi.org/10.3390/ijms22147462
http://doi.org/10.1016/j.jinf.2020.08.010
http://www.ncbi.nlm.nih.gov/pubmed/32795482
http://doi.org/10.1016/j.cca.2021.12.011
http://www.ncbi.nlm.nih.gov/pubmed/34919937
http://doi.org/10.1016/j.jinf.2020.11.016
http://www.ncbi.nlm.nih.gov/pubmed/33217473
http://doi.org/10.3390/jcm10040775
http://www.ncbi.nlm.nih.gov/pubmed/33672040
http://doi.org/10.1007/s00011-021-01516-4
http://doi.org/10.1002/JLB.3COVCRA0720-359R
http://doi.org/10.1016/j.cell.2020.08.001
http://doi.org/10.1080/10408363.2020.1774736
http://doi.org/10.1016/j.cell.2020.08.002
http://doi.org/10.3390/ijms23063383
http://doi.org/10.1097/BOR.0000000000000862
http://www.ncbi.nlm.nih.gov/pubmed/35013077
http://doi.org/10.1093/cvr/cvab309
http://www.ncbi.nlm.nih.gov/pubmed/34609505
http://doi.org/10.1016/j.atherosclerosis.2011.10.022
http://www.ncbi.nlm.nih.gov/pubmed/22112851
http://doi.org/10.1253/circj.CJ-19-0114

	Introduction 
	Materials and Methods 
	Patients, Samples and Biochemical Analyses 
	Statistical Analysis 

	Results 
	Biomarker Association to Fatal Outcome 
	Identification of Cut-Off and Survival Analysis 

	Discussion 
	References

