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Introduction

Since a cluster of patients with pneumonia of unknown 
origin was detected in Wuhan, China [1], SARS-CoV-2 
infections  [2] have rapidly spiked around the world, 
with COVID-19 being declared a pandemic by WHO on 
March 11th 2020 [3]. 
On January 31st 2020, the first imported cases were 
detected in Spain and by February 28th, patients with no 
epidemic link started to be diagnosed. By March 13th, cases 
had been confirmed in all 50 provinces in the country and 
started to grow exponentially. Some non-pharmacological 
public health measures were implemented in order to 
control the epidemic, the most important being a national 
lockdown on March 14th. On March 26th, at the peak of the 
epidemic in Spain, 9181 cases were reported on a single 
day and up to 900 deaths were reported in one day. From 
April 28th on, as cases had been consistently decreasing, 
the country gradually started to reopen, and the state of 
alarm ended on June 21st.
In late February, the first series of patients with COVID-19 
infection in China were published  [4-6], with patients 
being predominantly adult males, and case fatality rates 
(CFR) ranging from 1.4 to 28.3% [4]. Following series 
in other countries present some variability in age and 
sex distribution and CFR, which can be explained by 
differences in the base populations, the burden of the 
epidemic and overload in healthcare facilities [7, 8].

The Community of Madrid was one of the most affected 
regions in Spain. It has registered the highest number 
of cases and deaths in the country. Healthcare facilities 
were overwhelmed and close to saturation, with limited 
capacity for testing all of the suspected cases during the 
peak of the epidemic. Surveillance systems were also 
challenged by the rapid surge in cases, with no capacity 
for contact tracing in mild cases.
La Paz University Hospital is a tertiary care public 
hospital located in Madrid, with 1300 beds and a 
catchment area with a population of more than 500000. 
In 2018, 48945 patients had been hospitalized in this 
centre.
The aim of this study is to describe the epidemic curve 
of hospitalization and the epidemiological features and 
outcomes of all of the patients admitted in our centre 
with confirmed or highly suspected infection by SARS-
CoV-2 until June 1st 2020.

Methods

Study Population
The current study included all individuals who were 
admitted to La Paz University Hospital from February 
26th to June 1st 2020.
COVID-19 diagnosis included confirmed cases 
(any individual with positive reverse transcriptase 
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Summary

Introduction. The COVID-19 pandemic was declared on March 
11th, 2020. By the end of January, the first imported cases were 
detected in Spain and, by March, the number of cases was grow-
ing exponentially, causing the implementation of a national lock-
down. Madrid has been one of the most affected regions in terms 
of both cases and deaths. The aim of this study is to describe the 
epidemic curve and the epidemiological features and outcomes of 
COVID-19 patients hospitalized in La Paz University Hospital, a 
tertiary hospital located in Madrid. 
Methods. We included confirmed and probable COVID-19 cases 
admitted to our centre from February 26th to June 1st, 2020. We 

studied trends in hospitalization and ICU admissions using join-
point regression analysis. 
Results. A sample of 2970 patients was obtained. Median age 
was 70 years old (IQR 55-82) and 54.8% of them were male. ICU 
admission rate was 8.7% with a mortality rate of 45.7%. Global 
CFR was 21.8%. Median time from symptom onset to death was 
14 days (IQR 9-22). 
Conclusions. We detected an admissions peak on March 21st 
followed by a descending trend, matching national and regional 
data. Age and sex distribution were comparable to further series 
nationally and in western countries.
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polymerase chain reaction (RT-PCR) assay) and 
probable cases (any individual meeting clinical criteria 
with an epidemiological link or radiological evidence 
compatible with SARS-CoV-2 infection) [9].

Data Collection
Data collection effort was conducted by the department 
of Preventive Medicine in La Paz University Hospital 
as a part of their regular activities. We registered every 
new patient admitted to the hospital daily on a database. 
The epidemiological data and outcomes (discharge, 
transfer or death) were obtained from electronic medical 
records, including clinical notes for date of symptoms 
onset (DXC-HCIS - Healthcare Information System). 
Country of origin was grouped following WHO regions. 
Intensive care unit (ICU) admissions were also recorded. 

Ethical considerations
This study was conducted in accordance with the tenets 
of the Declaration of Helsinki and was reviewed and 
approved by the Research Ethics Committee of La Paz 
University Hospital (PI-4195).

Statistical Analysis
All statistical analysis was performed using R. 
Continuous variables were presented as means and 
standard deviations (SD) or medians and interquartile 
ranges (IQR), as appropriate. Categorical variables were 
summarized in terms of frequency (percentage). 
Means for continuous variables were compared by 
independent group t-test when the data were normally 
distributed. The Mann-Whitney test was used when 
the data were non-normally distributed. Proportions in 
categorical variables were compared using the c2 test, 
although Fisher´s exact test was used in cases where data 
was limited.
Temporal trends in hospitalization and ICU admissions 
were evaluated using joinpoint regression analysis. This 
method describes changes in data trends by connecting 
different line segments by “joinpoints”, or points where the 

trend significantly changes (increases or decreases). Those 
points are presented with a 95% confidence interval (95% 
CI). We also present daily percent changes (DPC) of the 
different trends identified. As all lines are based on the log-
linear model, the joinpoint regression model is free from 
complex spline selections and sensitivity concerns  [10]. 
Joinpoint analyses were performed using the Joinpoint 
software from the US National Cancer Institute [11].

Results

A total of 3007 COVID-19 patients were hospitalized in 
La Paz University Hospital before June 1st, 2020. After 
excluding 37 patients that were still hospitalized as of 
June 1st, the final analysis included 2970 individuals. Of 
these, 2627 were confirmed cases diagnosed by SARS-
CoV-2 RNA detection while 343 were probable cases, 
diagnosed by clinical or radiological criteria.
Median age was 70 years (IQR 55-82) ranging from 0 
to 102 years. Of all patients, 54.8% were male, while 
45.2% were female. Median age in females was 71 years 
(IQR 55-83) while in men was 69 years (IQR 56-80), 
p-value = 0.01.
CFR was 21.8% and ICU admission rate was 8.7%. The 
ICU mortality rate was 45.7%. Patients’ characteristics, 
sex differences and outcomes are presented in Table I. 
Median age in patients with Europe as their WHO 
Region of birth was 74 years (IQR 61-84), whilst, in 
those from the Americas region, it was 52 years (IQR 
40-60). ICU admission rate was 7.8% for the Europe 
region and 12.1% for the Americas region. Mortality rate 
for the Americas region was 8.1% while for the Europe 
region it was 24.8%.
Most patients hospitalized were males above 50 years 
of age. For patients admitted in the ICU, most of them 
were males aged between 60 and 70 years old. Age and 
sex distribution, and hospitalisation status are shown in 
Figure 1.

Tab. I. Patients’ characteristics and outcomes.

Global Female Male p-value
Age
median years (IQR)

70 (55-82) 71 (55-83) 69 (56-80) 0.01

Hospitalization
Patients admitted 2970 1342 (45.2%) 1628 (54.8%)
Patients who died 646 (21.8%) 232 (17.3%) 414 (25.4%) < 0.01
ICU
Patients admitted 258 (8.7%) 78 (5.8%) 180 (11.1%) < 0.01
Patients who died 118 (45.7%) 29 (37.2%) 89 (49.4%) 0.06
WHO Region of birth
Europe 2406 (81.0%)
Americas 480 (16.2%)
Eastern Mediterranean 25 (0.8%)
Africa 5 (0.2%)
South-Eastern Asia 7 (0.2%)
Western Pacific 46 (1.6%)
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Figure 2 shows length of stay in days of hospitalization. 
Figure 3 shows time from symptom onset to hospital 
admission. Median length of hospital stay for all patients 
was 8 days (IQR 4-15). For critically ill patients, median 
length of hospital stay was 25 days (IQR 13-40). For 
patients who died during hospitalization, median length 
of hospital stay was 7 days (IQR 4-15).
Two comparisons were made regarding length of 
hospital stay: among patients who died and survivors, 
and among those who were admitted to ICU and those 
who weren’t. Patients who died had shorter hospital 
stay. Patients admitted to ICU stayed longer. Differences 
were statistically significant.
Comparisons were made among patients who died 
and survivors and among those who were admitted 

to ICU and those who weren’t. Patients who died had 
less time from symptom onset to hospital admission. 
No significant differences were found regarding ICU 
admission status.
Median time from symptom onset to hospital admission 
was 7 days (IQR 5-10), being 7 days (IQR 5-10) for 
patients admitted in ICU and 6 days (IQR 3-9) for 
patients who ended up dying.
For patients admitted to the ICU, median stay in days of 
ICU was 12 (IQR 4-24), with a minimum of 0 days (less 
than 24 hours) and a maximum of 83. Median time, in 
days, from symptom onset to admission to the ICU was 
10 (IQR 7-13).
Median time, in days, from symptom onset to death 
was 14 (IQR 9-22), with a minimum of 3 days and a 
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Fig. 1. COVID-19 hospitalized population pyramid. Age and gender distribution of 133 

hospitalizations are shown here. Hospitalization status is added in terms of ICU 134 

admissions and deaths, showing its age and gender distribution. 135 
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Fig. 1. COVID-19 hospitalized population pyramid. Age and gender distribution of hospitalizations are shown here. Hospitalization status 
is added in terms of ICU admissions and deaths, showing its age and gender distribution
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maximum of 100 days. For patients who died in the ICU, 
median time from symptom onset to death was 29 days 
(IQR 18-39).

Trends of admissions

The epidemic curve according to symptom onset date 
and date of diagnosis is shown in Figure 4.

On March 9th, (95% IC 6-17) a significant change in 
the trend of admitted patients was identified, and the 
joinpoint analysis revealed a significant decrease in the 
daily percent change (DPC) of admitted patients after 
that date (46.7% on the first segment versus 9.9% on 
the second one). An additional joinpoint was identified 
on March 21st (95% IC 19-28), signalling a change in 
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Fig. 2. Length of stay in days of hospitalization. Boxplot distribution is shown here. 143 
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Two comparisons were made regarding length of hospital stay: among patients who died 145 

and survivors, and among those who were admitted to ICU and those who weren’t. 146 

Patients who died had shorter hospital stay. Patients admitted to ICU stayed longer. 147 

Differences were statistically significant. 148 

Fig. 3. Time from symptom onset to hospital admission. Boxplot distribution is shown. 149 
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Fig. 6. Joinpoint regression model: ICU admissions. 187 
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trend, with the number of admitted patients starting to 
decrease and the DPC going from the previous 9.9 to 
-7.9%.

Trends of ICU admissions
On March 22nd, (95% IC March 21st-25th) a significant 
trend change was detected in ICU admissions, going 
from a positive DPC to a negative one (8.4 vs -17.5%). 
On March 31st (95% IC March 29th-April 2nd) another 
joinpoint indicates a new change in trend, in this case 
not changing the direction, but slowing down the DPC 
from -17.5 to -4.8.

Discussion

The first confirmed COVID-19 case was admitted to 
our centre on February 25th, 2020. The present study 
describes a series of patients who were hospitalized with 
a COVID-19 diagnosis between that date and June 1st 
in La Paz University Hospital and trends of admissions 
over that period.
The evolution of the COVID-19 pandemic observed in our 
hospital was very similar to the epidemic curve observed 
in Spain and the whole Community of Madrid region. 
After some cases in February, an exponential growth 
was observed during the first weeks of March. Measures 
in response to the pandemic were taken nationally on 
March 14th under the state of alarm decree  [12] and 
the epidemic curve reached its peak two weeks later, 
around March 26th, with 3383 new hospitalizations in 
the Community of Madrid region [13, 14].
In our study, a joinpoint regression detected a peak of 
COVID-19 hospital admissions on March 21th (95% IC 
19-28) followed by a decrease, matching the observed 
regional and national data. The change in trend found on 
March 9th (95% IC 6-17) was not present in the epidemic 
curve of the Community of Madrid region or Spain. 
However, this change could be explained by the epidemic 
control measures adopted in Madrid on March 10th, 
which could have predisposed Madrid residents to move 
to second residencies in other regions, thus affecting the 
expected number of cases and hospitalizations [15]. 
Another aspect that affects the epidemic curve observed 
in our centre is hospital bed occupancy. Due to the 
exponential growth in cases, the hospital experienced 
progressive shortage of hospital beds, which influenced 
the number of new patients susceptible of admission.
To cope with the major pressure the pandemic put on the 
healthcare system, our hospital had to quickly increase 
the number of hospitalization and ICU beds. 
Wards were organized as COVID-19 cohorts or “no 
COVID-19” wards. At the beginning of the pandemic 
there were only a few COVID-19 cohorts but, due to 
community transmission and the consequently rapid 
increase of cases, by mid-March almost every ward in the 
hospital was turned into a cohort. A few wards remained 
“no COVID-19”, destined to care for vulnerable patients 
whose assistance could not be delayed (Haematology, 
Oncology, Nephrology, Stroke Unit, Coronary Unit and 

Emergency surgeries). To take care of critical patients, 
operating rooms and post-anaesthesia care units were 
adapted into ICU, making it possible to increase the ratio 
of ICU beds by 500%.
The age and sex distribution of our cohort is comparable 
to further series from Spain and other western 
countries [7,18,19]. Patients included in the first cohorts 
from China were younger (median age of 47 years 
in Guan et al.  [4] and 56 in Zhou et al. series  [20]), 
reflecting main differences in the demographic structure 
of the populations.
The proportion of patients admitted to an ICU was 
8.7% and for most age groups, the proportion of males 
hospitalized and admitted to the ICU was significantly 
higher than females. A study in a secondary hospital 
in Madrid reported a lower figure (6.7%) despite 
having a similar distribution of sex and patients being 
younger [16]. This could be attributed to a difference in 
admission criteria in each hospital’s ICU, as well as their 
capacity. Our centre, being a reference hospital, also 
received ICU patients transferred from other hospitals 
of the region.
CFR varies according to admission criteria (stricter 
admission criteria lead to higher CFR) and the distribution 
of sociodemographic variables in the population. It is 
also affected by the burden on the healthcare system, so 
two hospitals in a different region of the same country 
can show dramatic differences in the CFR, as shown in 
China when comparing Hubei with other regions [20]. 
Mortality in our cohort is similar to that observed in 
New York, another hotspot for COVID-19,  [19] and 
lower than the UK multicentre cohort, which reported 
a 33% mortality [18]. However, it is much higher than 
the figure reported in Italy (7.2%), [7] likely because the 
work includes data from the whole country and not only 
the most affected regions (Lombardy and Veneto). 
In our study, 16.2% of all patients were born in a country 
from the Americas WHO Region of birth. Approximately, 
9.3% of the Community of Madrid population were 
born in America [21]. Most of these patients were from 
South and Central America and the Caribbean, only two 
patients of this region were North Americans. Our data 
showed that these patients were younger than European 
patients, with a difference of 20 years in median age, and 
had a higher ICU admission rate (12.1%), although their 
mortality rate was lower (8.1%). 97.8% of the Europe 
WHO Region of birth patients were Spanish. These 
findings are similar to those reported in other studies of 
the region [16].
Differences in age can be explained by the demographics 
of the Hispanic population in our country. Younger 
patients tend to have less comorbidities, thus having 
more chances to be admitted to an ICU and having a 
better prognosis. A systematic review and meta-analysis 
by Shirley Sze et al. which explored the relationship 
between ethnicity and clinical outcomes in COVID-19 
did not find differences between Hispanic and non-
Hispanic patients [22].
Despite all, our work has some limitations. First, the 
study included patients diagnosed by PCR (confirmed 
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cases) and patients diagnosed using clinical and 
epidemiological or radiological criteria (probable cases). 
Furthermore, case definition criteria changed during this 
period, only introducing probable case definition by the 
end of March 2020. Due to all of this, we cannot exclude 
heterogeneity among cases. Another potential bias is 
that we only included hospitalized patients, therefore we 
lack information about mild cases, which are more likely 
handled in Primary Health Care. In addition, due to the 
overload of Madrid Healthcare System, paediatric and 
maternal urgent care was redistributed, and our hospital 
was one of the few attending these patients. Because of 
this, our results cannot be widely generalized.
Nevertheless, the fact that our study was conducted in a 
tertiary hospital, including all admitted COVID-19 cases 
during Spain’s first outbreak is proof of the relevance 
of this work. This allows for a big sample size which, 
despite the limitations, we believe is representative of 
the COVID-19 hospitalized Madrid population.
The use of joinpoint regression is another highlight from 
our study. Joinpoint regression models are useful tools 
to evaluate efficiently time-trend curves and to identify a 
phase change in the pandemic [23].

Conclusions

In summary, our hospital had to cope with a great 
number of COVID-19 patients and the exponential 
growth of admissions from the end of February until 
approximately a week after national lockdown (March 
21st), when a peak in hospitalizations was detected. As 
reported in other studies, most affected patients were 
males over 50 years old. This group had both higher ICU 
admission and mortality rates.

Acknowledgements

We would like to show our gratitude to health care 
workers and staff of La Paz University Hospital for 
their dedication and hard work during one of the worst 
challenges of our time. 

Conflict of interest

All authors report no conflicts of interest relevant to this 
article.

Authors’ contributions

LHR, EFB, TP, CGV, MCM and JMCE equally 
contributed to data collection, design of the study, 
performed the analysis, interpretation of results and 
drafting of the article.
VPB and ARR contributed to data collection, design of 
the study, interpretation of results, drafting of the article 
and revised the article critically.

Ethics approval and consent to participate

The study was approved by an ethical committee. This 
manuscript has been read and approved by all authors 
and has not been published and is not under consideration 
for publication elsewhere.

Funding

No financial support was received for this research. 

References

[1]	 Coronavirus Disease (COVID-19) Situation Reports n.d. https://
www.who.int/emergencies/diseases/novel-coronavirus-2019/
situation-reports (Accessed on: June 1, 2020).

[2]	 Wu F, Zhao S, Yu B, Chen Y-M, Wang W, Song Z-G, Hu Y, Tao 
Z-W, Tian J-H, Pei Y-Y, Yuan M-L, Zhang Y-L, Dai F-H, Liu Y, 
Wang Q-M, Zheng J-J, Xu L, Holmes EC, Zhang Y-Z. A New 
Coronavirus Associated with Human Respiratory Disease in 
China. Nature 2020;579:265-9. https://doi.org/10.1038/s41586-
020-2008-3

[3]	 Coronavirus (COVID-19) events as they happen n.d. https://
www.who.int/emergencies/diseases/novel-coronavirus-2019/
events-as-they-happen (Accessed on: June 1, 2020).

[4]	 Guan W, Ni Z, Hu Y, Liang W, Ou C, He J, Liu L, Shan H, Lei 
C, Hui DSC, Du B, Li L, Zeng G, Yuen K-Y, Chen R, Tang C, 
Wang T, Chen P, Xiang J, Li S, Wang J, Liang Z, Peng Y, Wei L, 
Liu Y, Hu Y, Peng P, Wang J, Liu J, Chen Z, Li G, Zheng Z, Qiu 
S, Luo J, Ye C, Zhu S, Zhong N. Clinical characteristics of Cor-
onavirus disease 2019 in China. N Engl J Med 2020;382:1708-
20. https://doi.org/10.1056/NEJMoa2002032

[5]	 Epidemiological and clinical characteristics of 99 cases of 2019 
novel coronavirus pneumonia in Wuhan, China: a descriptive 
study - The Lancet n.d. https://www.thelancet.com/journals/
lancet/article/PIIS0140-67362030211-7/fulltext (Accessed on: 
October 9, 2020).

[6]	 Wang D, Hu B, Hu C, Zhu F, Liu X, Zhang J, et al. Clinical 
characteristics of 138 hospitalized patients with 2019 novel 
Coronavirus-Infected Pneumonia in Wuhan, China. JAMA 
2020;323:1061-9. https://doi.org/10.1001/jama.2020.1585

[7]	 Lippi G, Mattiuzzi C, Sanchis‐Gomar F, Henry BM. Clinical 
and demographic characteristics of patients dying from COV-
ID-19 in Italy vs China. J Med Virol 2020;92:1759-60. https://
doi.org/10.1002/jmv.25860

[8]	 Goyal P, Choi JJ, Pinheiro LC, Schenck EJ, Chen R, Jabri A, Sat-
lin MJ, Campion TR, Nahid M, Ringel JB, Hoffman KL, Alshak 
MN, Li HA, Wehmeyer GT, Rajan M, Reshetnyak E, Hupert 
N, Horn EM, Martinez FJ, Gulick RM, Safford MM. Clinical 
Characteristics of COVID-19 in New York City. N Engl J Med 
2020;382:2372-4. https://doi.org/10.1056/NEJMc2010419

[9]	 ECDC. Case definition and European surveillance for COV-
ID-19. Eur Cent Dis Prev Control ECDC 2020. https://www.
ecdc.europa.eu/en/case-definition-and-european-surveillance-
human-infection-novelcoronavirus-2019-ncov (Accessed on: 
June 1, 2020).

[10]	 Chien L-C, Lin R-T. COVID-19 outbreak, mitigation, and 
governance in high prevalent countries. Ann Glob Health 
2020;86:119. https://doi.org/10.5334/aogh.3011.

[11]	 NIH. Joinpoint Trend Analysis Software. US Natl Cancer Inst 
2015. https://surveillance.cancer.gov/joinpoint/ (Accessed on: 
June 25, 2020).

[12]	 España. Real Decreto 463/2020, de 14 de marzo, por el que se 
declara el estado de alarma para la gestión de la situación de 

https://www.who.int/emergencies/diseases/novel-coronavirus-2019/situation-reports
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/situation-reports
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/situation-reports
https://doi.org/10.1038/s41586-020-2008-3
https://doi.org/10.1038/s41586-020-2008-3
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/events-as-they-happen
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/events-as-they-happen
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/events-as-they-happen
https://doi.org/10.1056/NEJMoa2002032
https://www.thelancet.com/journals/lancet/article/PIIS0140-67362030211-7/fulltext
https://www.thelancet.com/journals/lancet/article/PIIS0140-67362030211-7/fulltext
https://doi.org/10.1001/jama.2020.1585
https://doi.org/10.1002/jmv.25860
https://doi.org/10.1002/jmv.25860
https://doi.org/10.1056/NEJMc2010419
https://www.ecdc.europa.eu/en/case-definition-and-european-surveillance-human-infection-novelcoronavirus-2019-ncov
https://www.ecdc.europa.eu/en/case-definition-and-european-surveillance-human-infection-novelcoronavirus-2019-ncov
https://www.ecdc.europa.eu/en/case-definition-and-european-surveillance-human-infection-novelcoronavirus-2019-ncov
https://doi.org/10.5334/aogh.3011
https://surveillance.cancer.gov/joinpoint/


L. HERNÁNDEZ-RIVAS ET AL.

E382

crisis sanitaria ocasionada por el COVID-19. Boletín Oficial del 
Estado, 14 de marzo de 2020, núm. 67, pp. 25390 a 25400. n.d.

[13]	 Informe situación a 1 de junio 2020. Dirección General de 
Salud Pública. Servicio Madrileño de Salud y hospitales priva-
dos. Consejería de Sanidad. n.d.

[14]	 Equipo COVID-19. RENAVE. Análisis de los casos de COV-
ID-19 notificados a la RENAVE hasta el 10 de mayo en España 
a 29 de mayo de 2020. Equipo COVID-19. CNE. CNM (IS-
CIII); n.d.

[15]	 Madrid. ORDEN 338/2020, de 9 de marzo, de la Consejería 
de Sanidad, por la que se adoptan medidas preventivas y reco-
mendaciones de salud pública en la Comunidad de Madrid 
como consecuencia de la situación y evolución del coronavirus 
(COVID-19). Boletín Oficial de la Comunidad de Madrid, 10 de 
marzo de 2020, núm. 59. n.d.

[16]	 Giesen C, Diez-Izquierdo L, Saa-Requejo CM, Lopez-Carrillo 
I, Lopez-Vilela CA, Seco-Martinez A, Prieto MTR, Malmierca 
E, Garcia-Fernandez C; COVID Epidemiological Surveillance 
and Control Study Group. Epidemiological characteristics of 
the COVID-19 outbreak in a secondary hospital in Spain. Am 
J Infect Control 2020;49:143-50. https://doi.org/10.1016/j.
ajic.2020.07.014

[17]	 Casas-Rojo JM, Antón-Santos JM, Millán-Núñez-Cortés J, 
Lumbreras-Bermejo C, Ramos-Rincón JM, Roy-Vallejo E, 
Artero-Mora A, Arnalich-Fernández F, García-Bruñén JM, 
Vargas-Núñez JA, Freire-Castro SJ, Manzano-Espinosa L, 
Perales-Fraile I, Crestelo-Viéitez A, Puchades-Gimeno F, 
Rodilla-Sala E, Solís-Marquínez MN, Bonet-Tur D, Fidalgo-
Moreno MP, Fonseca-Aizpuru EM, Carrasco-Sánchez FJ, 
Rabadán-Pejenaute E, Rubio-Rivas M, Torres-Peña JD, Gómez-
Huelgas R. Clinical characteristics of patients hospitalized with 
COVID-19 in Spain: results from the SEMI-COVID-19 Reg-

istry. Rev Clin Esp 2020;220:480-94. https://doi.org/10.1016/j.
rceng.2020.07.003

[18]	 Features of 20 133 UK patients in hospital with COVID-19 us-
ing the ISARIC WHO Clinical Characterisation Protocol: pro-
spective observational cohort study. BMJ n.d. https://www.bmj.
com/content/369/bmj.m1985 (Accessed on: October 9, 2020).

[19]	 Richardson S, Hirsch JS, Narasimhan M, Crawford JM, 
McGinn T, Davidson KW, Barnaby DP, Becker LB, Chelico 
JD, Cohen SL, Cookingham J, Coppa K, Diefenbach MA, 
Dominello AJ, Duer-Hefele J, Falzon L, Gitlin J, Hajizadeh N, 
Harvin TG, Hirschwerk DA, Kim EJ, Kozel ZM, Marrast LM, 
Mogavero JN, Osorio GA, Qiu M, Zanos TP. Presenting char-
acteristics, comorbidities, and outcomes among 5700 patients 
hospitalized with COVID-19 in the New York City area. JAMA 
2020;323:2052-9. https://doi.org/10.1001/jama.2020.6775

[20]	 Zhou F, Yu T, Du R, Fan G, Liu Y, Liu Z, Xiang J, Wang Y, Song 
B, Gu X, Guan L, Wei Y, Li H, Wu X, Xu J, Tu S, Zhang Y, Chen 
H, Cao B. Clinical course and risk factors for mortality of adult 
inpatients with COVID-19 in Wuhan, China: a retrospective co-
hort study. Lancet 2020;395:1054-62. https://doi.org/10.1016/
S0140-6736(20)30566-3

[21]	 Population classified according to place of birth. Madr Stat Inst 
n.d. http://www.madrid.org/iestadis/fijas/estructu/demografi-
cas/padron/pc19i1.htm (Accessed on: June 1, 2020).

[22]	 Sze S, Pan D, Nevill CR, Gray LJ, Martin CA, Nazareth J, Min-
has JS, Divall P, Khunti K, Abrams KR, Nellums LB, Pareek 
M. Ethnicity and clinical outcomes in COVID-19: A systematic 
review and meta-analysis. EClinicalMedicine 2020:100630. 
https://doi.org/10.1016/j.eclinm.2020.100630

[23]	 Kim H-J, Fay MP, Feuer EJ, Midthune DN. Permutation tests 
for joinpoint regression with applications to cancer rates. Stat 
Med 2000;19:335-51. https://doi.org/10.1002/(SICI)1097-
0258(20000215)19:3<335::AID-SIM336>3.0.CO;2-Z.

Received on February 22, 2021. Accepted on September 15, 2022.

Correspondence: Lucía Hernández-Rivas, Department of Preventive Medicine, La Paz University Hospital, Madrid, Spain. 
E-mail: lhrivas@salud.madrid.org

How to cite this article: Hernández-Rivas L, Fernández-Breton E, Pedraz T, García-Vaz C, Cantero-Escribano JM, Martínez-Castro M, 
Pérez-Blanco V, Robustillo Rodela A. First wave of the COVID-19 pandemic in Madrid: handling the unexpected in a tertiary hospital. J Prev 
Med Hyg 2022;63:E375-E382. https://doi.org/10.15167/2421-4248/jpmh2022.63.3.2037

© Copyright by Pacini Editore Srl, Pisa, Italy

This is an open access article distributed in accordance with the CC-BY-NC-ND (Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 International) license. 
The article can be used by giving appropriate credit and mentioning the license, but only for non-commercial purposes and only in the original version. For further infor-
mation: https://creativecommons.org/licenses/by-nc-nd/4.0/deed.en

https://doi.org/10.1016/j.ajic.2020.07.014
https://doi.org/10.1016/j.ajic.2020.07.014
https://doi.org/10.1016/j.rceng.2020.07.003
https://doi.org/10.1016/j.rceng.2020.07.003
https://www.bmj.com/content/369/bmj.m1985
https://www.bmj.com/content/369/bmj.m1985
https://doi.org/10.1001/jama.2020.6775
https://doi.org/10.1016/S0140-6736(20)30566-3
https://doi.org/10.1016/S0140-6736(20)30566-3
http://www.madrid.org/iestadis/fijas/estructu/demograficas/padron/pc19i1.htm
http://www.madrid.org/iestadis/fijas/estructu/demograficas/padron/pc19i1.htm
https://doi.org/10.1016/j.eclinm.2020.100630
https://doi.org/10.1002/(SICI)1097-0258(20000215)19
https://doi.org/10.1002/(SICI)1097-0258(20000215)19
mailto:lhrivas@salud.madrid.org
https://doi.org/10.15167/2421-4248/jpmh2022.63.2.2478
https://creativecommons.org/licenses/by-nc-nd/4.0/deed.en

