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Abstract
Background/Objectives A growing body of data suggests that obesity influences coronavirus disease 2019 (COVID-19). Our
study’s primary objective was to assess the association between body mass index (BMI) categories and critical forms of COVID-19.
Subjects/Methods Data on consecutive adult patients hospitalized with laboratory-confirmed COVID-19 at Amiens Uni-
versity Hospital (Amiens, France) were extracted retrospectively. The association between BMI categories and the com-
posite primary endpoint (admission to the intensive care unit or death) was probed in a logistic regression analysis.
Results In total, 433 patients were included, and BMI data were available for 329: 20 were underweight (6.1%), 95 have a
normal weight (28.9%), 90 were overweight (27.4%), and 124 were obese (37.7%). The BMI category was associated with
the primary endpoint in the fully adjusted model; the odds ratio (OR) [95% confidence interval (CI)] for overweight and
obesity were respectively 1.58 [0.77–3.24] and 2.58 [1.28–5.31]. The ORs [95% CI] for ICU admission were similar for
overweight (3.16 [1.29–8.06]) and obesity (3.05 [1.25–7.82]) in the fully adjusted model. The unadjusted ORs for death
were similar in all BMI categories while obesity only was associated with higher risk after adjustment.
Conclusions Our results suggest that overweight (and not only obesity) is associated with ICU admission, but overweight is
not associated with death.

Introduction

A growing body of evidence suggests that obesity is among
the most common conditions associated with coronavirus
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disease 19 (COVID-19). Indeed, ≈40% of patients hospi-
talized with COVID-19 are obese [1, 2]. In particular,
morbid obesity appears to be associated with a severe
clinical course [3–9]. There are several mechanistic expla-
nations for this association. First, obesity is associated with
respiratory dysfunction, which may predispose obese indi-
viduals to lung infections [10, 11]. Second, obesity (espe-
cially abdominal obesity) is accompanied by low-grade
inflammation, which might modify the immune response to
COVID-19. Third, obese individuals frequently have other
cardiometabolic conditions that increase the risk of infec-
tion by severe acute respiratory syndrome coronavirus 2
(SARS-CoV-2) [6, 12, 13]. It is therefore essential to gain a
better understanding of the relationship between obesity and
COVID-19. Here, we report on the association between
body mass index (BMI) categories and critical forms of
COVID-19 (i.e., those requiring admission to the intensive
care unit (ICU) or leading to death).

Patients and methods

We retrospectively extracted data on consecutive adult
patients hospitalized with laboratory-confirmed COVID-19
at Amiens University Hospital (Amiens, France). Con-
firmed COVID-19 was defined as a positive result on the
reverse-transcriptase polymerase chain-reaction assay of
nasopharyngeal swab specimens. The inclusion criteria
were a confirmed diagnosis of COVID-19 and inpatient
admission to Amiens University Hospital. The main
exclusion criteria were opposition to data collection by the
patient or his/her legal guardian and age under 18.

The extracted data included demographics, risk factors,
medical history, medications of special concern, main
clinical data, routine laboratory results, and outcomes. All
data were double-checked by the first author, who vouches
for the data’s accuracy. The study was conducted in com-
pliance with good clinical practice. In line with the French
legislation on a retrospective analysis of data gathered
during routine clinical practice, the study was registered
with the French National Data Protection Commission
(Commission nationale de l’informatique et des libertés;
reference: PI2020_843_0051). Patients who expressed their
opposition to data collection were excluded. Patient con-
fidentiality was protected by the assignment of an anon-
ymous identifier to each enrolled participant. The identifier
was attributed when the data were extracted, and only
anonymized data were analyzed.

The primary endpoint was a composite of ICU admission
and death. The secondary endpoints were the components
of the primary endpoint. Of note, some deaths occurred in
the ICU and they were recorded for both secondary end-
points. Other endpoints were also recorded: a requirement

for mechanical ventilation, a record of acute respiratory
distress syndrome (ARDS, according to the Berlin criteria
[14]) on the ICU discharge note, acute coronary syndrome
(serum levels of high-sensitivity cardiac troponin Ic above
the 99th percentile for the normal population, with new-
onset abnormal features on the electrocardiogram or echo-
cardiogram), a record of acute renal failure (according to the
Kidney Disease Improving Global Outcomes guidelines) on
the ICU discharge note, documented secondary infection,
and the overall length of hospital stay. Vital status and the
occurrence of clinical outcomes were last checked for
patients who were still hospitalized on May 1, 2020.

Baseline demographics and clinical characteristics were
expressed as the median (interquartile range (IQR)) for
numerical variables and the frequency (percentage) for
categorical variables. Between-group comparisons were
performed with the Mann–Whitney–Wilcoxon test (for two
groups) or the Kruskal–Wallis test (for more than two
groups) for numerical variables and a chi-squared test or
Fisher’s exact test for categorical variables. A chi-square
test for trend was used to determine whether the primary
endpoint’s frequency of occurrence increased across BMI
categories.

Associations between BMI categories and the primary
endpoint were probed in a logistic regression analysis. For
this analysis, underweight and normal-weight patients were
combined into one category (<25 kg/m2). The results were
expressed as the odds ratio (OR) (95% confidence interval
(CI)). The model’s adequacy was checked using the Hosmer
and Lemeshow goodness-of-fit test. Multicollinearity was
assessed by computing the variance inflation factor. The
full-adjusted model included all variables with significant
differences when comparing BMI groups on admission.

All statistical tests were two-sided and were performed
with R software (version 4.0.0, R Core Team, R Foundation
for Statistical Computing, Vienna, Austria). The threshold
for statistical significance was set to P < 0.05.

Results

From the start of the COVID-19 epidemic up until April 21,
2020, 433 patients with COVID-19 were admitted to
Amiens University Hospital. None opposed data collection.
Data on BMI were available for 329 of the 433 patients.
There were no significant differences between patients with
and without available BMI data (Supplementary Table 1).
The patients’ baseline characteristics are summarized by
BMI category in Table 1. There were 20 patients (6.1%)
with a BMI < 18.5 kg/m2, 95 with a normal weight (28.9%),
90 with overweight (27.4%), and 124 with obesity (37.7%).
The median age was significantly different between groups
(84.5, 81, 71, and 66 years for underweight, normal weight,
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overweight, and obesity, respectively; P < 0.001). Interest-
ingly, the higher BMI categories were associated with
younger age and a higher C-reactive protein level.

There were significant intergroup differences in the fre-
quency (%) of patients meeting the primary endpoint during
the study period: 7 in the underweight group (35%), 30 in
the normal-weight group (31.6%), 39 in the overweight
group (43.3%), and 65 in the obese group (52.4%). These
results were essentially driven by a higher ICU admission
rate with increasing BMI category, whereas the death rate
did not differ (Table 2). The prevalence of overweight and
obesity among patients admitted to the ICU was 35.1% and
52.6%, respectively, and the corresponding proportions
among those who died were 23% and 36.1%.

The BMI category was significantly associated with the
primary endpoint in a non-adjusted logistic regression (P=
0.006). The respective ORs [95% CI] for overweight and
obesity were 1.61 [0.91–2.87] and 2.32 [1.38–3.96] (P=
0.0016 for trend). The BMI category was still significant in
the fully adjusted model (Supplementary Table 2). The
respective ORs [95% CI] for overweight, and obesity were
1.58 [0.77–3.24] and 2.58 [1.28–5.31]. The ORs [95% CI]
for ICU admission were, respectively, 5.21 [2.56–11.24]
and 6.00 [3.08–12.52] for overweight and obesity in the
non-adjusted analysis and 3.16 [1.29–8.06] and 3.05
[1.25–7.82] in the fully adjusted model (Supplementary
Table 3). The ORs [95% CI] for death were, respectively,
0.66 [0.32–1.35] and 0.78 [0.41–1.47] for overweight and
obesity in the non-adjusted analysis and 1.28 [0.50–3.26]
and 2.89 [1.16–7.44] in the fully adjusted model (Supple-
mentary Table 4).

The relationship between BMI categories and other
endpoints are presented in Supplementary Table 5.

Discussion

The main findings of our study are as follows. First, 37.7%
of hospitalized patients with COVID-19 were obese, and
27.4% were overweight. This compares with an estimated
prevalence of obesity in Amiens University Hospital’s
referral area of ≈20% in 2012 [15]. Second, obesity was
significantly associated with a greater likelihood of occur-
rence of the primary endpoint (death or ICU admission),
this likelihood was driven by an elevated rate of ICU
admission for obese patients. Thirdly, the overweight group
had a higher risk (relative to the BMI < 25 kg/m2 group) of
ICU admission but not of meeting the primary endpoint.

The prevalence of obesity in our study was higher than
that reported in another study performed in the French city
of Lyon (25%) [16] but was lower than in studies performed
in the USA (41.7–48.3%) [1, 2]. This almost certainly
reflects the prevalence of obesity in the background Ta
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population (12.5% in the Lyon area in 2012 [15] and 40.2%
in the USA in 2017–2018 [17]). The proportion of obesity
among patients admitted to the ICU in our study was similar
to those reported for the city of Lille (France [3]) and the
UK [18]. However, none of the above-mentioned studies
reported the proportions of overweight or underweight
individuals, i.e., conditions that might also modify the
clinical course of COVID-19.

We found that the frequency of the primary endpoint
among patients with COVID-19 was twice as high for obese
individuals than for individuals with BMI < 25 kg/m2. The
relative risk of ICU admission was higher than the risk of
the primary endpoint, with a threefold difference in our
study, a 2.16-fold difference in the Lyon study, and 6.16
(for BMI > 35 kg/m2) in an American study [19]. Moreover,
the relative risk of ICU admission and the incidences of
some other endpoints (intubation for mechanical ventila-
tion, ARDS, and acute renal injury) were elevated in the
overweight group but without an elevated risk of death
suggesting an “obesity survival paradox” phenomenon.
This phenomenon has already been reported in patients with
pneumonia [11] and ARDS [20]. However, further studies
are necessary in order to confirm this phenomenon in the
context of COVID-19.

Notably, age was negatively associated with ICU
admission but positively associated with death in multi-
variable analyses. It is probable that younger patients were
more frequently referred to the ICU, whereas elder patients
were not.

Our study had several limitations—primarily the high
proportion of missing data for BMI. However, data on BMI
in patients with COVID-19 are scarce [10]. Second, the
residual presence of confounding factors cannot be com-
pletely ruled out, despite our adjustment for major demo-
graphic, clinical, and laboratory variables. Third, other
measures of adiposity such as waist circumference were not
available.

In conclusion, we found that both overweight and obe-
sity were associated with an unfavorable outcome among
patients with COVID-19. Our results need to be confirmed
in larger studies and in other populations.
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