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Table 1
Characteristics of the ICU COVID-19 patients on mechanical ventilation.

Wave 1
(n = 28)

Wave 2
(n = 95)

P
values

Sex (male) (%) 18 (72) 65 (68) 0.73
Age (years) 60 (55–67) 66 (59–73) 0.1
BMI 29.6

(27.6–31.4)
30.1
(26.4–34.2)

0.78

COPD (%) 4 (14) 10 (11) 0.57
Arterial hypertension (%) 15 (54) 52 (54) 0.96
Diabetes mellitus (%) 10 (36) 34 (36) 0.98
Chronic immunosuppression (%) 2 (7) 8 (8) 0.84
Cirrhosis (%) 1 (4) 2 (2) 0.6
Apache II 13 (12–19) 14 (11–17) 0.79
SOFA at day 1 6 (5–8) 6 (4–8) 0.96
Delays:
symptoms-hospital admission
(days)

7 (3−10) 7 (4–8) 0.46

Hospital-ICU admission 1 (0–4) 0 (0–3) 0.08
ICU-intubation 0 (0–1) 0 (0–0) 0.23

Treatments:
Hydroxycholorquine (%) 18 (64) 0 (0) < 0.001
Corticoids (%) 5 (18) 94 (99) < 0.001
Co infection at ICU admission 2 (7) 24 (25) 0.03
PaO2/FiO2 at intubation 63 (55–78) 64 (55–88) 0.77
Lactate (mmol/L) 1.3 (0.9–1.9) 1.8 (1.3–2.4) 0.014

Mechanical ventilation:
Pplateau (cmH20) 25 (23–28) 25 (22–27) 0.74
Driving Pressure (cmH20) 16 (14–17) 15 (13–18) 0.75
Compliance pulmonaire
(mL/cmH20)

29 (23–35) 31 (23–38) 0.46

Complications:
Thrombolic events (%) 5 (18) 22 (23) 0.56
Dialysis (%) 5 (18) 11 (12) 0.49
Vasopressors (%) 13 (47) 67 (71) 0.87
Nosocomial infections (%) 14 (50) 68 (72) 0.1

Outcome
Duration of MV 12 (8–17) 11 (7–18) 0.51
ICU length of stay (days) 14 (11−21) 12 (9–20) 0.39
Hospital length of stay (days) 20 (11–29) 19 (13–25) 0.79
Mortality (%) 10 (36) 46 (48) 0.28
To the Editor,

Since the description of first cases of patients admitted in intensive
care unit (ICU) for Coronavirus disease-19 (COVID-19) acute respiratory
distress syndrome (ARDS) in China in December 2019, the knowledge
about the physiopathology, the management and the potential treat-
ments are source of many publications [1].

As other countries in Europe [2,3], we experienced two distinct
waves (from March to Augustus and September to December 2020) of
patients with COVID-19 admitted in our 40 bed ICU in CHU-Charleroi,
Belgium.

During the first wave, we adapt our local practices in the manage-
ment of these patients, by applying the results of the major studies,
sometimes endorsed by the WHO [1]. We treat hypoxic patients with
dexamethasone in place of hydroxychloroquine, despite few data on
the severity of the patients enrolled in the RECOVERY trial [4]. We also
increased dose of thromboprophylaxis due to higher risk of thrombotic
events [5], we specially applied ultra-protective mechanical ventilation
and have reserved venovenous extracorporeal membrane oxygenation
(vvECMO) only in selected patients [6].

We, therefore, aimed to evaluate the impact of our adaptive practice
on ICU mortality between both waves.

We collected and compared data of all adult patients admitted in our
ICU for hypoxia due to COVID-19. Higher number of patientswas admit-
ted during the secondwave (40 versus 134 patients). ICUmortality was
identical in the second compared to the first wave for all patients (39
versus 30%; p=0.3). Approximatively 70% of the patients requiredme-
chanical ventilation in bothwaves (71.8 versus 70.9%). In thesemore se-
vere patients, more co infections were diagnosed at ICU admission but
no differences on demographic, duration of symptomatology before
ICU admission, delays for ICU admission and intubation were observed
between patients (Table 1).Mortality in patients onmechanical ventila-
tion was higher during the second wave (48 versus 36%; p = 0.28).

In a multiple logistic regression, no variables were associated with
mortality in ventilated patients during the first wave. In contrast, age
(odds ratio: 1.08 [1.03–1.13]; p = 0.001); lactate concentrations at
ICU admission (odds ratio: 1.64 [1.09–2.47]; p = 0.01);
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thromboembolic complications (odds ratio: 4.04 [1.41–11.5]; p =
0.009) and use of vasopressors (odds ratio: 5.53 [1.98–15.4]; p =
0.001) were associated with ICU mortality in the second wave.

Despitemodifications of treatments, thromboembolic complications
and length of mechanical ventilation were the same between both
waves (Table 1).

As others studies, we reported in our cohort the same risk factors as-
sociated on mortality (age and thrombotic events) [7,8]. Nevertheless,
and despite modifications of our therapies during the first wave in
agreement with the literature, no improvement onmorbidities (requir-
ing and length of mechanical ventilation in hypoxic patients, incidence
of thrombotic events) and mortality were observed.

In summary, while management and therapies performed on ICU
patients with COVID-19weremodified, ICUmortality didn't change, es-
pecially in mechanically ventilated patients.

This teaches us that the results obtained on large cohorts of patients
are difficult to translate into current practice. We need rapidly
multicentric comparisons between the two waves to adapt our
management.
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