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Abstract

Background

Dexamethasone was approved for use in hospitalized COVID-19 patients early in the pan-

demic based on the RECOVERY trial, but evidence is still needed to support its real-world

effectiveness in heterogeneous populations of patients with a wide range of comorbidities.

Methods

COVID-19 inpatients represented within the National COVID Cohort Collaborative (N3C)

Data Enclave, prior to vaccine availability, were studied. Primary outcome was in-hospital

death; secondary outcome was combined in-hospital death and severe outcome defined by

use of ECMO or mechanical ventilation. Missing data were imputed with single imputation.

Dexamethasone-treated patients were propensity score (PS) matched to non-dexametha-

sone-treated controls, stratified by remdesivir treatment and based on demographics, base-

line laboratory values, comorbidities, and amount of missing data before imputation.

Treatment benefit was quantified using logistic regression. Further sensitivity analyses were

performed using clinical adjusters in matched groups and in strata defined by quartiles of

PS.

Results

Dexamethasone treatment was associated with reduced risk of in-hospital mortality for n =

1,263 treated, matched 1:3 to untreated, patients not receiving remdesivir (OR = 0.77, 95%
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CI: 0.62 to 0.95, p = 0.017), and for n = 804 treated, matched 1:1 to untreated, patients

receiving remdesivir (OR = 0.74, 95% CI: 0.53 to 1.02, p = 0.054). Treatment showed sec-

ondary outcome benefit. In sensitivity analyses, treatment effect generally remained similar

with some heterogeneity of benefit across quartiles of PS, possibly reflecting concentration

of benefit among the more severely affected.

Conclusions

We add evidence that dexamethasone provides benefit with respect to mortality and severe

outcomes in a diverse, national hospitalized sample, prior to vaccine availability.

1. Introduction

During the first year of the coronavirus disease 2019 (COVID-19) pandemic, efforts were

undertaken to identify effective pharmacological interventions for COVID-19 which were

readily available in hospitals for repurposing. Early in the pandemic, the RECOVERY Collabo-

rative Group demonstrated that use of dexamethasone resulted in lower 28-day mortality rates

for patients on respiratory support [1]. Dexamethasone is a commonly used glucocorticoid.

Early findings, which supported the proposed mechanism of reducing the systemic hyper-

inflammatory immune response and thus reducing lung and end-organ damage, made corti-

costeroids a promising intervention [2–4]. Further evidence, including multiple meta-analyses,

has supported the benefits of dexamethasone and other corticosteroids in hospitalized

COVID-19 patients for reduction of mortality [5–7]. A small randomized clinical trial in Brazil

from September 2020 also supported the benefit of dexamethasone for number of days alive

and free from mechanical ventilation for hospitalized patients [8].

Observational studies have covered broader patient populations and have resulted in mixed

evidence. In a systematic review and meta-analysis, 73 observational studies showed benefit

for corticosteroids. However, an additional 32 studies affording comparison had high patient

and between-study heterogeneity and suggested a detrimental effect of corticosteroids on mor-

tality, although both the high heterogeneity and selection bias likely had a critical and con-

founding role in this result [6]. Furthermore, an observational study of dexamethasone in

hospitalized COVID-19 patients not receiving respiratory support showed evidence of poten-

tial increased risk of 90-day mortality [9], and these findings appear to have been recapitulated

in a more recent meta-analysis of hospitalized patients not receiving oxygen therapy [10].

Comparatively, a cohort study of the effectiveness of combined dexamethasone with remdesi-

vir compared to standard-of-care treatment suggests reduction of mortality even for moderate

patients; additionally, progression to mechanical ventilation was reduced [11].

Dexamethasone remains a popular corticosteroid for management of hospitalized COVID-

19 patients; by one estimate based on 137,870 hospitalized adult COVID-19 patients in the

United States (U.S.) from 1/1/2020 to 2/28/2021, 39.1% received dexamethasone during their

hospitalization [12]. In the first year of the pandemic, one study also showed increasing num-

bers of non-hospitalized patients with COVID-19 being prescribed dexamethasone, despite

NIH recommendations [13]. The World Health Organization (WHO) currently recommends

the use of corticosteroids for patients with severe or critical COVID-19 only [14].

Many questions remain concerning the use of dexamethasone as a front-line clinical ther-

apy for hospitalized COVID-19 patients, especially in real-world settings with a high degree of

heterogeneity [15]. Such real-world evidence is possible at scale through use of large
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population-based data repositories, curated to the point of common measures across sources,

and sufficiently large sample sizes to support meaningful comparisons. In response to this

need during the pandemic, the informatics community developed the National COVID

Cohort Collaborative (N3C) Data Enclave in the United States (U.S.), enabling secondary anal-

ysis of electronic health record (EHR) data related to COVID-19 [16].

In this work, we aim to leverage data from the N3C to estimate the real-world effectiveness

of treatment with dexamethasone in hospitalized COVID-19 patients in the U.S. during the

first year of the pandemic, with analyses stratified by remdesivir treatment. In addition to the

methodological rigor realized through use of a centralized, harmonized, and highly granular

EHR data repository, we demonstrate the usage of data imputation to handle missing biomark-

ers and a matched propensity score approach to handle biomarkers of disease severity with

N3C data to generate high quality evidence. Use of the varied comorbidity and laboratory test

data available in this resource allows for improved estimation of patient severity and enables

an observational study of the efficacy of dexamethasone while minimizing bias. These methods

could be applied to similar questions regarding real-world treatment effectiveness of pharma-

cological interventions within the N3C and beyond, and methods demonstration is an impor-

tant contribution of our study as well.

2. Methods

This is a comparative effectiveness study of dexamethasone treatment in hospitalized COVID-

19 patients in the U.S. from the first year of the pandemic (1/1/2020 to 2/23/2021), prior to

broad vaccine availability and evolution of major viral variants. It uses a retrospective cohort

design based on a curated, national, data repository derived from the electronic health record

(EHR). In what follows, we first describe the data and patient inclusion criteria. Then, we

describe the imputation of missing data. Lastly, we describe propensity score matching of

treated and control groups to control for confounders, and estimation of treatment of effect.

The study was determined to be “not human subjects research” by the University of Texas at

Austin Institutional Review Board. The overall project is conducted under a Data Use Agree-

ment (DUA) between N3C and the University of Texas (UT) at Austin (PI: PJR) and an N3C-

approved Data Use Request (DUR) for this specific study.

2.1 Study population and data

2.1.1 Cohort of hospitalized COVID-19 patients from N3C. The N3C is a national, rep-

resentative, and large repository of EHR data on COVID-19 cases and controls (non-COVID-

19 patients) initiated and developed by the National Institutes of Health (NIH) National Cen-

ter for Advancing Translational Sciences (NCATS) [12, 16]. N3C includes patients seen in

diverse clinical settings and geographical regions. We used release version 22 from February

23, 2021, comprising data on over 65 contributing (single- and multi-site) health systems, over

three million COVID-19 positive patients, and over nine million patients in total.

The patients used in our analysis from this data version mainly were infected with the pri-

mary SARS-CoV-2 variant. The first variant of concern (VOC) was the alpha variant (B.1.1.7),

which arose from December 29th, 2020, through January 12th, 2021, with 76 cases across 12

states as of January 13, 2021. The alpha variant reached 66% of new U.S. infections in April

2021 [17, 18]. Vaccines began distribution in the U.S. during December 2020, primarily for

healthcare workers and at-risk individuals. By January 2021, 23 million people in the U.S. were

vaccinated. The time period of inclusion in our study slightly overlaps with the vaccine rollout,

though our cohort still essentially consists of a non-vaccinated population. As of May 2023,

270 million people (81.3%) in the U.S. have received vaccination [19].
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Data for analysis in this report were extracted, manipulated and analyzed in the N3C Data

Enclave using Spark SQL (Apache Software Foundation), Python version 3.6 (Python Software

Foundation), including PySpark (Apache Software Foundation), and R version 3.5.1 (R Foun-

dation). The N3C’s de-identified dataset was used, which obscures ZIP codes and algorithmi-

cally shifts dates of service (while maintaining relative dates of service within each unique

cohort member’s trajectory). This project leverages the N3C cohort characterization project,

from which our retrospective cohort and patient and severity variables were extracted [20].

2.1.2 Patient and site inclusion criteria and endpoint definition. The time period of

inclusion is 1/1/2020 to 2/23/2021, and all patients and their associated encounters (inpatient

hospitalization) have an admit and end date (by death or discharge) within this time frame.

Patients in the analysis cohort were restricted to adult (over 18 years of age) COVID-19 posi-

tive patients with inpatient hospitalizations greater than two days, specifically excluding emer-

gency department visits which did not result in a hospital admission.

Following Bennett et al. [20] for primary clinical outcome (endpoint) in the present investi-

gation, patients were classified by their maximum COVID-19 severity level during their hospi-

talization. We restricted the cohort to three severity levels: moderate disease, consisting of

inpatient hospitalizations with no use of extracorporeal membrane oxygenation (ECMO) pro-

cedure or invasive mechanical ventilation; severe disease, consisting of those receiving either

ECMO and/or mechanical ventilation; and disease resulting in either in-hospital death or dis-
charge to hospice. By definition, in-hospital death or discharge to hospice can occur during or

after the dexamethasone administration period.

The availability of patient laboratory and vital measurements was assessed by provider site.

Two sites were removed because there were no laboratory measures available in the data at

those sites.

2.1.3 Defining dexamethasone-treated patients and the comparison group. From the

patients meeting the foregoing criteria, we identified the subset who had a record of dexameth-

asone usage during their selected hospitalization. In that subset, we differentiated chronic use

of dexamethasone for purposes other than treatment of COVID-19 with use of dexamethasone

for treatment of COVID-19 by first removing those with any dexamethasone administered

prior to hospitalization. Patients determined as such to have been on long-term dexametha-

sone therapy for conditions other than COVID-19 were not included in either control or treat-

ment groups. We further restricted the entire analysis cohort to (a) those starting

dexamethasone treatment in the first two days of hospitalization (treated group), or (b) those

who were not treated with dexamethasone at any time during hospitalization (comparison

group). Finally, we removed patients who had records of receiving other corticosteroids (pred-

nisone, methylprednisolone, hydrocortisone) besides dexamethasone from the treatment and

comparison groups.

2.1.4 Key variables used in this study. Patient comorbidities, based on conditions in a

common comorbidity index (Charlson Comorbidity Index, CCI) [21, 22], demographic vari-

ables, and laboratory and vital measurement variables were selected based on their availability

and clinical significance for use in the imputation, propensity score (PS) matching, and/or

logistic regression models predictive of clinical outcome. For detailed information on the vari-

ables used in these models and the selection process, refer to S1A in S1 File.

2.2 Statistical analysis

2.2.1 Imputation of missing data. Even while patients, provider sites, and variables were

selected to avoid high levels of missingness, the analysis dataset still contained a considerable

level of missing data, especially for laboratory values. Excluding participants with missing data
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can lead to bias in treatment effect estimates and, as such, we replaced missing values with

imputed ones. Variables that were never missing by the design of our study include clinical

endpoints, treatment with dexamethasone (and also with remdesivir), and provider site. Age

was also not ever missing. For comorbidity variables, we assumed that no indication of an

existing comorbidity meant the patient was unaffected.

From that point, missingness was handled using the multiple imputation (MI) procedure

[23].; however, owing to limitations in the N3C platform, we generated and analyzed only one

imputed dataset.

We performed imputation of laboratory measures and race in R using the mice package

[24] using the variables listed in S1A in S1 File. Observed continuous laboratory measures

were first log-transformed and then Winsorized; i.e., values either greater than the 75th per-

centile plus three-times the inter-quartile range (IQR), or less than the 25th percentile minus

three-times the IQR were shrunk to those two boundaries. The quality of imputation was

assessed by comparing observed to imputed distributions within each of the treated and com-

parison groups. Please see S1B in S1 File for more information on the MI procedure and the

model specifications.

2.2.2 Propensity score matching. In observational data comparative effectiveness investi-

gations, the risk of bias due to treatment assignment being confounded with disease severity,

and ultimately clinical endpoint, is always a concern. As is commonly done, we employed a

propensity score (PS) matching approach to generate a no-corticosteroid comparison group

that is closely balanced, in terms of comorbidities and severity at admission, with the dexa-

methasone treatment group [25]. Separate matching was performed for the treatment and con-

trol groups receiving remdesivir and the treatment group and control not receiving

remdesivir. Using the MatchIt package, propensity scores were estimated using logistic regres-

sion [26]. The 19 variables included in the PS are listed in S1A in S1 File. The log-transform of

continuous variables at the imputation stage was reversed before inclusion in the PS model.

Control subjects were matched without replacement to dexamethasone-treated units using

nearest neighbor matching on the propensity score at a 3:1 (not treated to treated) ratio within

the non-remdesivir stratum and at a 1:1 ratio within the remdesivir stratum, owing to a smaller

number of patients who received remdesivir without dexamethasone. For the no-remdesivir

stratum, no caliper was required to achieve sufficient balance, whereas for the remdesivir stra-

tum, a caliper of 0.65 SD units was required. We confirmed that balance in covariates was

attained by computing for each covariate the absolute standardized mean difference between

the treatment and control groups; we also compared this difference to that obtained before

matching.

2.2.3 Treatment effect estimation. Separately within the pair of matched groups receiv-

ing remdesivir and the pair of matched groups not receiving remdesivir, we formally com-

pared the dexamethasone-treated group to the matched control group in two steps. First, we

considered analyses stratified by quartile of PS, because the PS is presumably related to disease

severity around time of admission, as perceived by the provider(s). For each stratum, we fitted

two logistic regression models with dexamethasone (treatment group) indicator as the primary

predictor of interest. The first model considered death or hospice (versus moderate or severe
disease) as the outcome. The second model considered the combined endpoint of either severe
disease (see above, Patient and site inclusion criteria and endpoint definition) or death or hos-
pice referral, versus moderate disease, as the outcome. After having fitted quartile-specific mod-

els, in the second step, we fitted an aggregate data model using data from all four quartiles

pooled together. For all of these models, we included six adjusters: age, Q-score (for comorbid-

ities; see supplementary material), AST, creatinine, platelet count, and WBC. The four labora-

tory values were all log (base-2) transformed; in this way, the regression coefficients will be
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interpretable as log-odds-ratios of the outcome associated with a 2-fold increase in the (log-

base-2 transformed) predictor. As discussed, the rationale for including these variables, in

addition to the wholesale adjustment provided by the PS matched design, is that they were

considered a priori to be strongly predictive of clinical outcome [20]. In addition, the four lab-

oratory values may also have a J- or U-shaped effect. For example, leukocytosis (elevated WBC

count) is associated with severe illness/infection, but it is also the case that leukopenia (reduced

WBC count) can also be associated with severe illness. As such, we performed sensitivity analy-

ses by re-fitting models including both linear and quadratic versions of the log (base-2) labora-

tory values.

3. Results

3.1 Patient characteristics

Fig 1 describes the application of inclusion criteria to develop the study cohort (dexametha-

sone- and non-dexamethasone-treated patients) from all available patients in the N3C data

enclave. Of 4,937 COVID-19 positive patients treated with dexamethasone, 3,645 (82.9%) were

inpatient hospitalizations two or more days long where the patient did not also receive predni-

sone, methylprednisolone, or hydrocortisone. Of these patients, 2,469 received dexamethasone

on the first or second day of the visit. After removal of the two sites that had a data quality

issue, 2,457 patients remained and were used in imputation and matched to non-dexametha-

sone treated controls. Of 272,290 non-dexamethasone-treated COVID-19 positive patients,

28,874 (10.6%) were inpatient hospitalizations of length two or more days where the patient

did not also receive prednisone, methylprednisolone, or hydrocortisone. After removal of the

two sites that had a data quality issue, 28,439 patients remained and were used in imputation

and as potential controls during PS matching.

Fig 1. Development of cohort from All N3C patients. Application of inclusion criteria to patients in the N3C and

development of matched pairs for comparing the effect of dexamethasone among patients who had and had not

received remdesivir, independently groups. Note that within the remdesivir analysis, 390 dexamethasone-treated

patients were dropped between the PS-matching and logistic regression stages because there were not enough

remdesivir controls with propensity scores similar enough to that of the dexamethasone group.

https://doi.org/10.1371/journal.pone.0294892.g001
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After application of the inclusion criteria, and before imputation and PS matching, there

were 2,457 dexamethasone-treated patients, and 28,349 potential non-dexamethasone-treated

controls. The dexamethasone-treated group was slightly older (61±16 years) compared to the

non-dexamethasone-treated group (56±19 years). Notably, 1,194 patients from the dexameth-

asone-treated group received remdesivir as part of their treatment, while 1,014 patients from

the non-dexamethasone-treated group received remdesivir as part of their treatment. The

remaining demographics, laboratory measurements, and comorbidities of these two groups

with percentage missing, if applicable, are presented in Table 1.

3.2 Modeling and outcomes

3.2.1 Imputation and propensity score matching. After imputation, the distribution of

imputed and observed values for continuous laboratory values was comparable (S1 Fig).

Propensity score matching of non-dexamethasone-treated controls to dexamethasone-treated

patients in both the remdesivir and non-remdesivir groups improved balance. The absolute stan-

dardized mean difference between the treated and control group of all continuous covariates and

all levels of categorical covariates included in assigning propensity scores was reduced to<0.1

(S2A and S2B Fig). Achieving balance between groups required exclusion of treated units within

the dexamethasone and remdesivir treated group which could not be successfully matched to con-

trols. After matching, 2,067 total dexamethasone-treated patients remained. Eight-hundred-four

patients were also treated with remdesivir while 1,263 patients were treated with dexamethasone

only. Three-hundred-ninety remdesivir and dexamethasone treated patients were dropped

between the logistic regression and PS-matching stages because there were not enough controls

with propensity scores similar enough to that of the remdesivir and dexamethasone group. In the

dexamethasone only group, all units were successfully matched to three controls. The characteris-

tics of the matched groups are summarized in Table 2, with further details in S1 Table.

3.2.2 Effect of dexamethasone. Rates of in-hospital death or referral to hospice were

lower in the dexamethasone-treated group compared to the non-dexamethasone-treated

matched control group for those receiving remdesivir (OR = 0.74, 95% CI: 0.53 to 1.02), those

not receiving remdesivir (OR = 0.77, 95% CI: 0.62 to 0.95), and both remdesivir and non-

remdesivir treated groups combined (OR = 0.77, 95% CI: 0.64 to 0.91), although the effect in

the smaller remdesivir stratum was only borderline significant.

The use of dexamethasone also was associated, albeit at a weaker level, with a lower inci-

dence of a combined severe outcome or in-hospital death/hospice referral for those receiving

remdesivir (OR = 0.83, 95% CI: 0.64 to 1.09), those not receiving remdesivir (OR = 0.84, 95%

CI: 0.71 to 1.00), and both remdesivir and non-remdesivir treated strata combined (OR = 0.82,

95% CI: 0.71 to 0.94) (Table 3).

In sensitivity analyses, the effect of dexamethasone on reduction of in-hospital death/hos-

pice referral (OR = 0.75, 95% CI: 0.59 to 0.95, p = 0.017) and combined severe outcome or in-

hospital death/hospice referral (OR = 0.82, 95% CI: 0.68 to 0.98, p = 0.028) in the non-remdesi-

vir stratum remained similar and significant after adjusting for the effect of age, Q-score, AST,

creatinine, platelet count, white blood cell count, and PS via stratum indicators for the 4 PS

quartiles (Table 4A). Within the strata defined by quartiles of propensity score, the effect of

dexamethasone on reduction of both study outcomes in the non-remdesivir stratum after

adjustment was stronger in the fourth quartile of propensity scores (presumably patients who

presented as most severe) (OR = 0.62, 95% CI: 0.42 to 0.9, p = 0.014 mortality outcome;

OR = 0.61, 95% CI: 0.44 to 0.82, p = 0.002, combined severe/mortality outcome) than in the

aggregate cohort. In the first through third quartiles, the effect was non-significant and some-

what heterogeneous (S3A Table).
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Table 1. Characteristics of dexamethasone-treated patients and potential controls at baseline before imputation and PS matching.

Characteristic Dexamethasone,

N = 24571
Non-Dexamethasone,

N = 28,4391

Age (years) 61±16 56±19

Sex

Female 1,121 (46%) 14,588 (51%)

Male 1,336 (54%) 13,851 (49%)

Race

Asian 58 (3.1%) 792 (3.3%)

Black or African American 687 (37%) 7,544 (32%)

Native Hawaiian or Other Pacific Islander <20 62 (0.3%)

Other <20 355 (1.5%)

White 1,106 (59%) 15,132 (63%)

Missing 582 (23.7%) 4,554 (16%)

Remdesivir Received 1,194 (49%) 1,014 (3.6%)

Comorbidities

Cancer 151 (6.1%) 2,819 (9.9%)

Congestive Heart Failure 293 (12%) 3,856 (14%)

Diabetes Mellitus 690 (28%) 8,274 (29%)

Myocardial Infarction 157 (6.4%) 1,992 (7.0%)

Pulmonary Disease 397 (16%) 5,402 (19%)

Peripheral Vascular Disease 273 (11%) 3,807 (13%)

Q Score 1±2 2±2

Laboratory and Vital Measurements

BMI (kg/m2) 32±9 31±8

Missing 1,087 (44.2%) 6,935 (24.4%)

ALT (IU/L) 42±45 39±56

Missing 836 (34%) 11,483 (40.4%)

AST (IU/L) 54±54 48±57

Missing 653 (26.6%) 9,454 (33.2%)

Albumin (g/dL) 3.59±0.47 3.62±0.59

Missing 657 (26.7%) 9,992 (35.1%)

Creatinine (mg/dL) 1.27±1.09 1.34±1.26

Missing 597 (24.3%) 7,331 (25.8%)

Neutrophils (%) 76±11 71±13

Missing 880 (35.8%) 11,269 (39.6%)

Lymphocytes (%) 16±10 19±11

Missing 682 (27.8%) 10,404 (36.6%)

Platelet Count (x1000/uL) 225±92 228±96

Missing 792 (32.2%) 8,931 (31.4%)

White Blood Cell Count (x1000/uL) 7.8±4.8 8.0±4.8

Missing 603 (24.5%) 7,674 (27%)

Acute Kidney Injury in Hospital2 332 (14%) 978 (3.4%)

Smoking Status

Current or Former 138 (5.6%) 3,040 (11%)

Non smoker 2,319 (94%) 25,399 (89%)

1 Statistics presented: mean±SD; n (%).
2 AKI was included in imputation

https://doi.org/10.1371/journal.pone.0294892.t001

PLOS ONE Effectiveness of dexamethasone for hospitalized COVID-19 patients: The N3C data repository

PLOS ONE | https://doi.org/10.1371/journal.pone.0294892 March 21, 2024 8 / 17

https://doi.org/10.1371/journal.pone.0294892.t001
https://doi.org/10.1371/journal.pone.0294892


Table 2. Dexamethasone treatment and matched control group summary. For (A) the non-remdesivir stratum, characteristics of dexamethasone-treated patients and

3:1 PS matched non-dexamethasone-treated controls, after imputation. For (B) the remdesivir stratum, characteristics of dexamethasone-treated patients and 1:1 PS

matched non-dexamethasone-treated controls, after imputation. Corresponds with S1 Table. For each laboratory value, the percentage which was imputed is included in

S2 Table.

A) Non-Remdesivir Stratum

Characteristic2 Dexamethasone,

N = 12631
Non-Dexamethasone Matched Controls,

N = 37891

Age (years) 61±16 61±17

Sex

Female 571 (45%) 1,696 (45%)

Male 692 (55%) 2,093 (55%)

Race

Asian 52 (4.1%) 171 (4.5%)

Black or African American 501 (40%) 1,496 (39%)

Native Hawaiian or Other Pacific Islander <20 <20

Other <20 48 (1.3%)

White 691 (55%) 2,059 (54%)

Comorbidities

Cancer 88 (7.0%) 260 (6.9%)

Congestive Heart Failure 178 (14%) 523 (14%)

Diabetes Mellitus 379 (30%) 1,143 (30%)

Myocardial Infarction 104 (8.2%) 322 (8.5%)

Pulmonary Disease 234 (19%) 718 (19%)

Peripheral Vascular Disease 157 (12%) 456 (12%)

Q Score 1±2 1±2

Laboratory and Vital Measurements

BMI (kg/m2) 32±9 31±8

ALT (IU/L) 43±57 42±58

AST (IU/L) 56±61 56±73

Albumin (g/dL) 3.57±0.48 3.57±0.57

Creatinine (mg/dL) 1.36±1.23 1.36±1.24

Neutrophils (%) 75±11 76±11

Lymphocytes (%) 16±10 16±10

Platelet Count (x1000/uL) 229±94 230±96

White Blood Cell Count (x1000/uL) 7.9±4.8 8.0±4.0

B) Remdesivir Stratum

Characteristic2 Dexamethasone,

N = 8041
Non-Dexamethasone Matched Controls,

N = 8041

Age (years) 62±15 62±16

Sex

Female 365 (45%) 377 (47%)

Male 439 (55%) 427 (53%)

Race

Asian <20 <20

Black or African American 296 (37%) 305 (38%)

Native Hawaiian or Other Pacific Islander <20 <20

Other <20 <20

White 478 (59%) 464 (58%)

Comorbidities

Cancer 50 (6.2%) 56 (7.0%)

(Continued)
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In the remdesivir-treated group, the use of dexamethasone showed a borderline statistically

significant benefit in reducing in-hospital death or referral to hospice (OR = 0.72; 95% CI: 0.51

to 1.00, p = 0.054); however, the effect of dexamethasone on the combined severe or in-hospi-

tal death/referral to hospice outcome was non-significant (Table 4B). Within strata, in the

remdesivir-treated group, effects were largely non-significant (although p = 0.048 in the sec-

ond quartile) and heterogeneous, likely owing to the small sample sizes (S3b Table).

The expected rationale of the fourth quartile of PS being the most severe was further charac-

terized by assessing the laboratory values by PS. We see trends across laboratory values demon-

strating severity differences between quartile of PS for both the remdesivir and non-remdesivir

treated groups (S4 Table).

The same benefit of dexamethasone for both the remdesivir and non-remdesivir groups

was observed in further sensitivity analyses where the logistic regression models above with

linear adjusters were extended to investigate quadratic effects for the laboratory variables

included, though the effect of dexamethasone on the combined outcome was again not signifi-

cant in the remdesivir group (S5 Table).

4. Discussion

Our analysis of multi-site EHR data in the first year of the pandemic confirmed existing clini-

cal trial findings that dexamethasone shows in-hospital mortality benefit. We also found that

use of dexamethasone results in a reduction in the secondary combination outcome of in-hos-

pital mortality or severe outcome, defined by the use of ECMO or mechanical ventilation. The

effect of dexamethasone on reducing the combined severe and in-hospital death/hospice refer-

ral outcome was not as strong as the effect on in-hospital death/hospice referral alone. Similar

outcomes were observed in the remdesivir-treated and non-remdesivir-treated groups.

Although we did not directly assess co-administration of remdesivir with dexamethasone, our

analysis suggests that remdesivir did not appear to impact the benefit of dexamethasone in

reduction of either mortality or the secondary outcome.

Table 2. (Continued)

Congestive Heart Failure 96 (12%) 102 (13%)

Diabetes Mellitus 242 (30%) 253 (31%)

Myocardial Infarction 45 (5.6%) 55 (6.8%)

Pulmonary Disease 138 (17%) 146 (18%)

Peripheral Vascular Disease 93 (12%) 94 (12%)

Q Score 1±2 1±2

Laboratory and Vital Measurements

BMI (kg/m2) 32±9 33±9

ALT (IU/L) 42±46 41±49

AST (IU/L) 52±52 51±44

Albumin (g/dL) 3.55±0.49 3.53±0.52

Creatinine (mg/dL) 1.18±0.92 1.18±0.86

Neutrophils (%) 75±11 75±11

Lymphocytes (%) 16±10 16±9

Platelet Count (x1000/uL) 221±92 222±83

White Blood Cell Count (x1000/uL) 7.6±4.8 7.6±4.5

1 Statistics presented: mean±SD; n (%)
2 Cells with patient count less than 20 obscured to protect confidentiality

https://doi.org/10.1371/journal.pone.0294892.t002
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The treatment effects observed in the cohorts were subjected to sensitivity analyses. Treat-

ment effect size was the same when adjusting for both linear and quadratic effects of included

covariates; however, we found that the odds ratios for the secondary outcome in the remdesivir

groups were non-significant. It is likely that more data are needed in the remdesivir groups to

confirm the effect.

Our results are mostly in agreement with existing evidence, but it is important for us to

expand on the context of current NIH guidelines and more recent evidence since the first year

of the pandemic. Current guidelines strongly recommend dexamethasone as the primary

immunomodulator of choice for therapeutic management of hospitalized COVID-19 patients

requiring any type of oxygen. Furthermore, a similar study published in April 2023 which also

evaluated dexamethasone for inpatients using a national, retrospective, propensity score–

weighted cohort study during the first year of the pandemic found significantly reduced odds

of mortality or discharge to hospice in those requiring supplemental oxygen or MV and/or

ECMO, corroborating our results [27]. Even though our study does not specifically look at

benefits in those requiring supplemental oxygen, the findings do not contradict the

Table 3. Outcomes for dexamethasone-treated patients and matched controls. Outcomes and crude odds ratios (95% CI) comparing dexamethasone recipients to PS-

matched non-recipients in N3C hospitalized COVID-19 patients. Non-recipients of remdesivir are matched 3:1 (non-dexamethasone to dexamethasone), while remdesivir

recipients are matched 1:1.

All Study Patients

Dexamethasone Received Death/Hospice Severe or Death/Hospice

Characteristic3 FALSE

N = 4,5931
TRUE

N = 2,0671
OR 95% CI OR 95% CI

Maximal Clinical Severity

Death/Hospice 530 (12%) 188 (9.1%) 0.77 0.64, 0.91 0.82 0.71, 0.94

Severe 312 (6.8%) 133 (6.4%) ref.

Moderate2 3,751 (82%) 1,746 (84%) ref.

ECMO 27 (0.6%) <20

Invasive Ventilation 525 (11%) 234 (11%)

Non-recipients of remdesivir

Characteristic FALSE

N = 37891
TRUE

N = 12631
OR 95% CI OR 95% CI

Maximal Clinical Severity

Death/Hospice 433 (11%) 114 (9.0%) 0.77 0.62, 0.95 0.84 0.71, 1.00

Severe 271 (7.2%) 89 (7.0%) ref.

Moderate 3,085 (81%) 1,060 (84%) ref.

ECMO 25 (0.7%) <20

Invasive Ventilation 437 (12%) 146 (12%)

Recipients of remdesivir

Characteristic FALSE N = 8041 TRUE N = 8041 OR 95% CI OR 95% CI

Maximal Clinical Severity

Death/Hospice 97 (12%) 74 (9.2%) 0.74 0.53, 1.02 0.83 0.64, 1.09

Severe 41 (5.1%) 44 (5.5%) ref.

Moderate 666 (83%) 686 (85%) ref.

ECMO <20 <20

Invasive Ventilation 88 (11%) 88 (11%)

1 Statistics presented: n (%)
2 Moderate is the best possible outcome in this cohort: It represents hospitalization without major complication.
3 Cells with patient count less than 20 obscured to protect confidentiality

https://doi.org/10.1371/journal.pone.0294892.t003

PLOS ONE Effectiveness of dexamethasone for hospitalized COVID-19 patients: The N3C data repository

PLOS ONE | https://doi.org/10.1371/journal.pone.0294892 March 21, 2024 11 / 17

https://doi.org/10.1371/journal.pone.0294892.t003
https://doi.org/10.1371/journal.pone.0294892


recommendations. Our cohort is broad, and the study assesses all people who received dexa-

methasone in this early pre-vaccine period. Our goal was to assess the average effect of treat-

ment among the treated, but we recognize there may be heterogeneity of treatment effects

across subpopulations. This is captured in our assessment of treatment effect by quartile of

propensity score. In both remdesivir and non-remdesivir groups, there was significant vari-

ability of the odds ratios across strata; however, one notable trend was a statistically significant

treatment benefit for both study outcomes in the fourth quartile of the non-remdesivir analysis

group. As the propensity score is the probability of being assigned treatment given a certain set

of covariates, and dexamethasone is more likely to be administered to severe patients, those

who have covariates in the PS stratum which suggest a more severe condition at baseline may

lead a provider to be more likely to administer dexamethasone. This suggests those in the

fourth quartile of PS benefited most from dexamethasone in comparison to other patients

receiving dexamethasone, consistent with current practice of use of dexamethasone primarily

in more severe patients receiving oxygen support.

Specifically regarding combined remdesivir/dexamethasone therapy, for patients requiring

conventional oxygen, there is a moderate recommendation for co-administration of remdesi-

vir with dexamethasone; for patients on high-flow nasal cannula or non-invasive ventilation,

there is a weak recommendation for co-administration of remdesivir. No statement is made

about remdesivir co-administration for patients already on mechanical ventilation or ECMO

[14, 28]. Indeed, evidence remains mixed regarding remdesivir plus dexamethasone treatment.

Table 4. Effect of dexamethasone in logistic regression models. Prediction of in-hospital death/hospice referral and combined in-hospital death/hospice referral and

severe outcome by receipt of dexamethasone with logistic regression models for (A) non-remdesivir stratum and (B) remdesivir stratum.

A) Non-Remdesivir Stratum

Aggregate PS Matched Cohort4

Characteristic2,3,4 Death/Hospice Severe or Death/Hospice

OR1 95% CI1 p-value OR1 95% CI1 p-value

Dexamethasone 0.75 0.59, 0.95 0.017 0.82 0.68, 0.98 0.028

Age (years) 1.06 1.05, 1.07 <0.001 1.03 1.02, 1.03 <0.001

Q-Score 1.14 1.09, 1.18 <0.001 1.11 1.07, 1.15 <0.001

AST (IU/L) 1.34 1.22, 1.47 <0.001 1.37 1.27, 1.47 <0.001

Creatinine (mg/dL) 1.27 1.14, 1.42 <0.001 1.21 1.10, 1.32 <0.001

Platelet (x1000/uL) 0.64 0.54, 0.76 <0.001 0.69 0.60, 0.79 <0.001

WBC (x1000/uL) 1.89 1.62, 2.21 <0.001 2.01 1.77, 2.28 <0.001

B) Remdesivir Stratum

Characteristic2,3 Death/Hospice Severe or Death/Hospice

OR1 95% CI1 p-value OR1 95% CI1 p-value

Dexamethasone 0.72 0.51, 1.00 0.054 0.83 0.63, 1.10 0.2

Age (years) 1.06 1.04, 1.07 <0.001 1.02 1.01, 1.03 <0.001

Q-Score 1.06 0.98, 1.14 0.2 1.06 0.99, 1.14 0.070

AST (IU/L) 1.51 1.24, 1.83 <0.001 1.56 1.33, 1.84 <0.001

Creatinine (mg/dL) 1.15 0.89, 1.46 0.3 1.06 0.85, 1.30 0.6

Platelet (x1000/uL) 0.62 0.45, 0.85 0.003 0.63 0.48, 0.82 <0.001

WBC (x1000/uL) 1.45 1.11, 1.88 0.006 1.83 1.47, 2.29 <0.001

1 OR = Odds Ratio, CI = Confidence Interval. *AST, creatinine, platelet count, and WBC count were log-base-2 transformed.
2 The model included a categorical variable indicating which PS quartile the patient was in (Q1, Q2, Q3, Q4)
3 AST, creatinine, platelet count, and WBC count were log-base-2 transformed.
4 See S3 Table for results within strata defined by quartile of PS

https://doi.org/10.1371/journal.pone.0294892.t004
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A prospective controlled non-randomized study found a significant reduction in mortality for

remdesivir/dexamethasone treatment, compared to dexamethasone alone [29]; however, a ret-

rospective, multicenter cohort study found addition of remdesivir was not associated with

shorter hospitalization or in-hospital mortality [30]. Again, our study did not directly assess

remdesivir/dexamethasone, or remdesivir, treatment but suggests potentially no reduction of

dexamethasone benefit with addition of remdesivir. More specific subgroup analyses directly

addressing this issue are likely needed.

The landscape of the pandemic has also changed since the first year of the pandemic, and

this includes the emergence of variants of concern (VOCs) and vaccines. We expect efficacy to

be generally similar across different variants, because the damaging inflammation (such as

cytokine storm, chest/lung inflammation) which is characteristic of the severe immune

response triggered by COVID-19 infection is the target of corticosteroid treatment. Further-

more, the emergence of the alpha variant (B.1.1.7) in January 2021 is unlikely to affect our

analysis, since while the transmissibility of the alpha variant was found to be higher than the

original strain and studies have suggested an increase in mortality in the population due to

B.1.1.7 overall [31], a cohort study found no association between SARS-CoV-2 lineage and

death for hospitalized patients [32].

It is still unclear how vaccination status is associated with severe/mortality outcomes for

hospitalized patients. However, findings have shown that vaccinations are clearly effective for

preventing severe COVID-19 infection, that is, preventing a hospitalization in the first place

(3.5 to 17.5 times higher hospitalization rates for non-vaccinated) [19].

Regarding limitations, we addressed several statistical issues in the course of our study.

First, as a result of treatment guidelines at the time, the number of patients who had received

remdesivir in the absence of dexamethasone was not large. The two strata do in principle allow

for comparison of dexamethasone treatment effects between those also receiving and those not

receiving remdesivir. We did not detect strong evidence of such differences, although our sam-

ple size was limited to be able to detect such interaction terms.

Second, regarding concerns about the considerable amount of missing data, we note that

other N3C investigators have also struggled with this issue and have nevertheless been able to

draw robust and useful conclusions using the N3C platform, and missing data is a fact of life in

research based on the electronic health record. A strength of our analysis is that we matched

on the number of missing lab values (before imputation) as a predictor of dexamethasone

treatment (versus no such treatment). Indeed, before matching, those treated with dexametha-

sone had far more complete laboratory profiles, most likely reflecting severity of disease. This

component of matching may be one of the more powerful variables to achieve balance on

severity (which is not directly observed). Also, regarding the use of single imputation, we note

that this may result in standard errors being slightly underestimated but should not affect the

imputed values themselves.

There are also some other general limitations associated with the use of electronic health

record data that have been harmonized across many sites. Key data such as detailed ventilator

flow settings, ICU admission, oxygen saturation (SpO2), and supplemental oxygen that would

have enabled us to answer additional questions about the effects of dexamethasone were not

available in the N3C. Specific details about the administration of dexamethasone including

delivery route (IV vs oral) and dosage were absent in a portion of patients who received dexa-

methasone, limiting the potential to study how these factors specifically affect outcomes.

Overall, the large number of sites and patient-level variables available in the N3C were criti-

cal in enabling our study and may enable future research in related directions. We also demon-

strated the value of the N3C as a resource with the use of methods described in this paper to

conduct robust secondary analyses of EHR data producing high quality evidence evaluating
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the effectiveness of interventions to manage COVID-19. This provides a framework to equip

the field to respond quickly to generate evidence to guide management interventions when

facing the next emerging, rapidly evolving pandemic when there is not sufficient time to con-

duct robust prospective clinical trials.

In conclusion, dexamethasone reduced in-hospital mortality and severe outcomes in hospi-

talized COVID-19 patients; dexamethasone co-administered with remdesivir resulted in simi-

lar outcomes. Furthermore, the most severe patients at baseline may benefit most from

dexamethasone treatment, as there is likely heterogeneity of treatment effects within the

treated group.
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Assessment of PS Matching Success for Remdesivir Group. Absolute standardized mean dif-

ference before and after 1:1 propensity score matching of non-dexamethasone controls to

dexamethasone treated patients. All patients received remdesivir.

(ZIP)

Acknowledgments

The analyses described in this publication were conducted with data or tools accessed through

the NCATS N3C Data Enclave (https://covid.cd2h.org) and N3C Attribution & Publication

Policy v1.2-2020-08-25b supported by NCATS U24 TR002306. This research was possible

because of the patients whose information is included within the data and the organizations

(https://ncats.nih.gov/n3c/resources/data-contribution/data-transfer-agreement-signatories)

and scientists who have contributed to the on-going development of this community resource.

Disclaimer: The content is solely the responsibility of the authors and does not necessarily

represent the official views of the National Institutes of Health or the N3C program.

We gratefully acknowledge the following core contributors to N3C: Adam B. Wilcox,

Adam M. Lee, Alexis Graves, Alfred (Jerrod) Anzalone, Amin Manna, Amit Saha, Amy Olex,

Andrea Zhou, Andrew E. Williams, Andrew Southerland, Andrew T. Girvin, Anita Walden,

Anjali A. Sharathkumar, Benjamin Amor, Benjamin Bates, Brian Hendricks, Brijesh Patel,

Caleb Alexander, Carolyn Bramante, Cavin Ward-Caviness, Charisse Madlock-Brown, Chris-

tine Suver, Christopher Chute, Christopher Dillon, Chunlei Wu, Clare Schmitt, Cliff Take-

moto, Dan Housman, Davera Gabriel, David A. Eichmann, Diego Mazzotti, Don Brown, Eilis

Boudreau, Elaine Hill, Elizabeth Zampino, Emily Carlson Marti, Emily R. Pfaff, Evan French,

Farrukh M Koraishy, Federico Mariona, Fred Prior, George Sokos, Greg Martin, Harold Leh-

mann, Heidi Spratt, Hemalkumar Mehta, Hongfang Liu, Hythem Sidky, J.W. Awori Hayanga,

Jami Pincavitch, Jaylyn Clark, Jeremy Richard Harper, Jessica Islam, Jin Ge, Joel Gagnier, Joel

H. Saltz, Joel Saltz, Johanna Loomba, John Buse, Jomol Mathew, Joni L. Rutter, Julie A.

McMurry, Justin Guinney, Justin Starren, Karen Crowley, Katie Rebecca Bradwell, Kellie M.

Walters, Ken Wilkins, Kenneth R. Gersing, Kenrick Dwain Cato, Kimberly Murray, Kristin

Kostka, Lavance Northington, Lee Allan Pyles, Leonie Misquitta, Lesley Cottrell, Lili Portilla,

Mariam Deacy, Mark M. Bissell, Marshall Clark, Mary Emmett, Mary Morrison Saltz, Matvey

B. Palchuk, Melissa A. Haendel, Meredith Adams, Meredith Temple-O’Connor, Michael G.

Kurilla, Michele Morris, Nabeel Qureshi, Nasia Safdar, Nicole Garbarini, Noha Sharafeldin,

Ofer Sadan, Patricia A. Francis, Penny Wung Burgoon, Peter Robinson, Philip R.O. Payne,

Rafael Fuentes, Randeep Jawa, Rebecca Erwin-Cohen, Rena Patel, Richard A. Moffitt, Richard

L. Zhu, Rishi Kamaleswaran, Robert Hurley, Robert T. Miller, Saiju Pyarajan, Sam G. Michael,

Samuel Bozzette, Sandeep Mallipattu, Satyanarayana Vedula, Scott Chapman, Shawn T.

O’Neil, Soko Setoguchi, Stephanie S. Hong, Steve Johnson, Tellen D. Bennett, Tiffany Calla-

han, Umit Topaloglu, Usman Sheikh, Valery Gordon, Vignesh Subbian, Warren A. Kibbe,

Wenndy Hernandez, Will Beasley, Will Cooper, William Hillegass, Xiaohan Tanner Zhang.

Details of contributions available at covid.cd2h.org/core-contributors.

Author Contributions

Conceptualization: Richard Zhou, Kaitlyn E. Johnson.

Formal analysis: Richard Zhou.

Funding acquisition: Kaitlyn E. Johnson.

Investigation: Richard Zhou.

PLOS ONE Effectiveness of dexamethasone for hospitalized COVID-19 patients: The N3C data repository

PLOS ONE | https://doi.org/10.1371/journal.pone.0294892 March 21, 2024 15 / 17

https://covid.cd2h.org/
https://ncats.nih.gov/n3c/resources/data-contribution/data-transfer-agreement-signatories
http://covid.cd2h.org/core-contributors
https://doi.org/10.1371/journal.pone.0294892


Methodology: Richard Zhou, Justin F. Rousseau, Paul J. Rathouz.

Project administration: Richard Zhou, Kaitlyn E. Johnson, Paul J. Rathouz.

Software: Richard Zhou.

Supervision: Kaitlyn E. Johnson, Justin F. Rousseau, Paul J. Rathouz.

Writing – original draft: Richard Zhou, Paul J. Rathouz.

Writing – review & editing: Richard Zhou, Kaitlyn E. Johnson, Justin F. Rousseau, Paul J.

Rathouz.

References
1. RECOVERY Collaborative Group, Horby P, Lim WS, Emberson JR, Mafham M, Bell JL, et al. Dexa-

methasone in Hospitalized Patients with Covid-19. N Engl J Med. 2021; 384: 693–704. https://doi.org/

10.1056/NEJMoa2021436 PMID: 32678530

2. Noreen S, Maqbool I, Madni A. Dexamethasone: Therapeutic potential, risks, and future projection dur-

ing {COVID-19} pandemic. Eur J Pharmacol. 2021; 894: 173854. https://doi.org/10.1016/j.ejphar.2021.

173854 PMID: 33428898

3. Fraser DD, Cepinskas G, Slessarev M, Martin C, Daley M, Miller MR, et al. Inflammation Profiling of

Critically Ill Coronavirus Disease 2019 Patients. Crit Care Explor. 2020; 2: e0144. https://doi.org/10.

1097/CCE.0000000000000144 PMID: 32696007

4. Kermali M, Khalsa RK, Pillai K, Ismail Z, Harky A. The role of biomarkers in diagnosis of COVID-19 –A

systematic review. Life Sci. 2020; 254: 117788. https://doi.org/10.1016/j.lfs.2020.117788 PMID:

32475810

5. WHO Rapid Evidence Appraisal for COVID-19 Therapies (REACT) Working Group, Sterne JAC,

Murthy S, Diaz J V, Slutsky AS, Villar J, et al. Association Between Administration of Systemic Cortico-

steroids and Mortality Among Critically Ill Patients With {COVID-19}: A Meta-analysis. JAMA. 2020;

324: 1330–1341. https://doi.org/10.1001/jama.2020.17023 PMID: 32876694

6. Cano EJ, Fonseca Fuentes X, Corsini Campioli C, O’Horo JC, Abu Saleh O, Odeyemi Y, et al. Impact of

Corticosteroids in Coronavirus Disease 2019 Outcomes: Systematic Review and Meta-analysis. Chest.

2021; 159: 1019–1040. https://doi.org/10.1016/j.chest.2020.10.054 PMID: 33129791

7. Lee TC, McDonald EG, Butler-Laporte G, Harrison LB, Cheng MP, Brophy JM. Remdesivir and sys-

temic corticosteroids for the treatment of COVID-19: A Bayesian re-analysis. Int J Infect Dis. 2021; 104:

671–676. https://doi.org/10.1016/j.ijid.2021.01.065 PMID: 33540128

8. Tomazini BM, Maia IS, Cavalcanti AB, Berwanger O, Rosa RG, Veiga VC, et al. Effect of Dexametha-

sone on Days Alive and {Ventilator-Free} in Patients With Moderate or Severe Acute Respiratory Dis-

tress Syndrome and {COVID-19}: The {CoDEX} Randomized Clinical Trial. JAMA. 2020; 324: 1307–

1316. https://doi.org/10.1001/jama.2020.17021 PMID: 32876695

9. Crothers K, DeFaccio R, Tate J, Alba PR, Goetz MB, Jones B, et al. Dexamethasone in hospitalised

COVID-19 patients not on intensive respiratory support. Eur Respir J. 2022; 60. https://doi.org/10.1183/

13993003.02532–2021

10. Covello RD, Pasin L, Fresilli S, Oth KT, Damiani C, Abrah~ Ao Hajjar L, et al. Meta-Analysis of Gluco-

corticoids for Covid-19 Patients Not Receiving Oxygen. NEJM Evid. 2023; 2. https://doi.org/10.1056/

EVIDoa2200283 PMID: 38320047

11. Benfield T, Bodilsen J, Brieghel C, Harboe ZB, Helleberg M, Holm C, et al. Improved Survival Among

Hospitalized Patients With Coronavirus Disease 2019 (COVID-19) Treated With Remdesivir and Dexa-

methasone. A Nationwide Population-Based Cohort Study. Clin Infect Dis An Off Publ Infect Dis Soc

Am. 2021; 73: 2031–2036. https://doi.org/10.1093/cid/ciab536 PMID: 34111274

12. Mehta HB, An H, Andersen KM, Mansour O, Madhira V, Rashidi ES, et al. Use of Hydroxychloroquine,

Remdesivir, and Dexamethasone Among Adults Hospitalized With {COVID-19} in the United States.

Ann Intern Med. 2021; 174: 1395–1403.

13. Bradley MC, Perez-Vilar S, Chillarige Y, Dong D, Martinez AI, Weckstein AR, et al. Systemic Corticoste-

roid Use for COVID-19 in US Outpatient Settings From April 2020 to August 2021. JAMA. 2022; 327:

2015–2018. https://doi.org/10.1001/jama.2022.4877 PMID: 35394487

14. Rochwerg B, Agarwal A, Siemieniuk RA, Agoritsas T, Lamontagne F, Askie L, et al. A living {WHO}

guideline on drugs for covid-19. BMJ. 2020; 370: m3379. https://doi.org/10.1136/bmj.m3379 PMID:

32887691

PLOS ONE Effectiveness of dexamethasone for hospitalized COVID-19 patients: The N3C data repository

PLOS ONE | https://doi.org/10.1371/journal.pone.0294892 March 21, 2024 16 / 17

https://doi.org/10.1056/NEJMoa2021436
https://doi.org/10.1056/NEJMoa2021436
http://www.ncbi.nlm.nih.gov/pubmed/32678530
https://doi.org/10.1016/j.ejphar.2021.173854
https://doi.org/10.1016/j.ejphar.2021.173854
http://www.ncbi.nlm.nih.gov/pubmed/33428898
https://doi.org/10.1097/CCE.0000000000000144
https://doi.org/10.1097/CCE.0000000000000144
http://www.ncbi.nlm.nih.gov/pubmed/32696007
https://doi.org/10.1016/j.lfs.2020.117788
http://www.ncbi.nlm.nih.gov/pubmed/32475810
https://doi.org/10.1001/jama.2020.17023
http://www.ncbi.nlm.nih.gov/pubmed/32876694
https://doi.org/10.1016/j.chest.2020.10.054
http://www.ncbi.nlm.nih.gov/pubmed/33129791
https://doi.org/10.1016/j.ijid.2021.01.065
http://www.ncbi.nlm.nih.gov/pubmed/33540128
https://doi.org/10.1001/jama.2020.17021
http://www.ncbi.nlm.nih.gov/pubmed/32876695
https://doi.org/10.1183/13993003.02532%26%23x2013%3B2021
https://doi.org/10.1183/13993003.02532%26%23x2013%3B2021
https://doi.org/10.1056/EVIDoa2200283
https://doi.org/10.1056/EVIDoa2200283
http://www.ncbi.nlm.nih.gov/pubmed/38320047
https://doi.org/10.1093/cid/ciab536
http://www.ncbi.nlm.nih.gov/pubmed/34111274
https://doi.org/10.1001/jama.2022.4877
http://www.ncbi.nlm.nih.gov/pubmed/35394487
https://doi.org/10.1136/bmj.m3379
http://www.ncbi.nlm.nih.gov/pubmed/32887691
https://doi.org/10.1371/journal.pone.0294892


15. Prescott HC, Rice TW. Corticosteroids in {COVID-19} {ARDS}: Evidence and Hope During the Pan-

demic. JAMA. 2020; 324: 1292–1295. https://doi.org/10.1001/jama.2020.16747 PMID: 32876693

16. Haendel MA, Chute CG, Bennett TD, Eichmann DA, Guinney J, Kibbe WA, et al. The National {COVID}

Cohort Collaborative ({N3C)}: Rationale, design, infrastructure, and deployment. J Am Med Inform

Assoc. 2020; 28: 427–443.

17. Galloway SE, Paul P, MacCannell DR, Johansson MA, Brooks JT, MacNeil A, et al. Emergence of

SARS-CoV-2 B.1.1.7 Lineage—United States, December 29, 2020–January 12, 2021. MMWR Morb

Mortal Wkly Rep. 2022; 70: 95–99. https://doi.org/10.15585/MMWR.MM7003E2 PMID: 33476315

18. Paul P, France AM, Aoki Y, Batra D, Biggerstaff M, Dugan V, et al. Genomic Surveillance for {SARS-

CoV-2} Variants Circulating in the United States, December 2020-May 2021. MMWR Morb Mortal Wkly

Rep. 2021; 70: 846–850. https://doi.org/10.15585/mmwr.mm7023a3 PMID: 34111060

19. Havers FP, Pham H, Taylor CA, Whitaker M, Patel K, Anglin O, et al. COVID-19-Associated Hospitali-

zations Among Vaccinated and Unvaccinated Adults 18 Years or Older in 13 US States, January 2021

to April 2022. JAMA Intern Med. 2022; 182: 1071–1081. https://doi.org/10.1001/jamainternmed.2022.

4299 PMID: 36074486

20. Bennett TD, Moffitt RA, Hajagos JG, Amor B, Anand A, Bissell MM, et al. Clinical Characterization and

Prediction of Clinical Severity of SARS-CoV-2 Infection Among US Adults Using Data From the US

National COVID Cohort Collaborative. JAMA Netw Open. 2021; 4: e2116901–e2116901. https://doi.

org/10.1001/jamanetworkopen.2021.16901 PMID: 34255046

21. Charlson ME, Pompei P, Ales KL, MacKenzie CR. A new method of classifying prognostic comorbidity

in longitudinal studies: development and validation. J Chronic Dis. 1987; 40: 373–383. https://doi.org/

10.1016/0021-9681(87)90171-8 PMID: 3558716

22. Quan H, Li B, Couris CM, Fushimi K, Graham P, Hider P, et al. Updating and validating the Charlson

comorbidity index and score for risk adjustment in hospital discharge abstracts using data from 6 coun-

tries. Am J Epidemiol. 2011; 173: 676–682. https://doi.org/10.1093/aje/kwq433 PMID: 21330339

23. Schafer JL. Multiple imputation: a primer. Stat Methods Med Res. 1999; 8: 3–15. https://doi.org/10.

1177/096228029900800102 PMID: 10347857

24. Van Buuren S, Groothuis-Oudshoorn K. mice: Multivariate imputation by chained equations in {R}. J

Stat Softw. 2011.

25. Stuart EA. Matching methods for causal inference: A review and a look forward. Stat Sci. 2010; 25: 1–

21. https://doi.org/10.1214/09-STS313 PMID: 20871802

26. Stuart EA, King G, Imai K, Ho D. {MatchIt}: nonparametric preprocessing for parametric causal infer-

ence. J Stat Softw. 2011.

27. Mourad A, Thibault D, Holland TL, Yang S, Young AR, Arnold Egloff SA, et al. Dexamethasone for Inpa-

tients With COVID-19 in a National Cohort. JAMA Netw Open. 2023; 6: e238516. https://doi.org/10.

1001/jamanetworkopen.2023.8516 PMID: 37067800

28. Hospitalized Adults: Therapeutic Management | COVID-19 Treatment Guidelines. [cited 13 Jul 2023].

Available: https://www.covid19treatmentguidelines.nih.gov/management/clinical-management-of-

adults/hospitalized-adults—therapeutic-management/

29. Marrone A, Nevola R, Sellitto A, Cozzolino D, Romano C, Cuomo G, et al. Remdesivir plus dexametha-

sone versus dexamethasone alone for the treatment of COVID-19 patients requiring supplemental O2

therapy: a prospective controlled non-randomized study. Clin Infect Dis An Off Publ Infect Dis Soc Am.

2022; 75: E403–E409. https://doi.org/10.1093/CID/CIAC014 PMID: 35084022

30. Gressens SB, Esnault V, De Castro N, Sellier P, Sene D, Chantelot L, et al. Remdesivir in combination

with dexamethasone for patients hospitalized with COVID-19: A retrospective multicenter study. PLoS

One. 2022; 17: e0262564. https://doi.org/10.1371/journal.pone.0262564 PMID: 35176057

31. Challen R, Brooks-Pollock E, Read JM, Dyson L, Tsaneva-Atanasova K, Danon L. Risk of mortality in

patients infected with SARS-CoV-2 variant of concern 202012/1: matched cohort study. BMJ.

2021;372. https://doi.org/10.1136/bmj.n579 PMID: 33687922

32. Frampton D, Rampling T, Cross A, Bailey H, Heaney J, Byott M, et al. Genomic characteristics and clini-

cal effect of the emergent SARS-CoV-2 B.1.1.7 lineage in London, UK: a whole-genome sequencing

and hospital-based cohort study. Lancet Infect Dis. 2021; 21: 1246–1256. https://doi.org/10.1016/

S1473-3099(21)00170-5 PMID: 33857406

PLOS ONE Effectiveness of dexamethasone for hospitalized COVID-19 patients: The N3C data repository

PLOS ONE | https://doi.org/10.1371/journal.pone.0294892 March 21, 2024 17 / 17

https://doi.org/10.1001/jama.2020.16747
http://www.ncbi.nlm.nih.gov/pubmed/32876693
https://doi.org/10.15585/MMWR.MM7003E2
http://www.ncbi.nlm.nih.gov/pubmed/33476315
https://doi.org/10.15585/mmwr.mm7023a3
http://www.ncbi.nlm.nih.gov/pubmed/34111060
https://doi.org/10.1001/jamainternmed.2022.4299
https://doi.org/10.1001/jamainternmed.2022.4299
http://www.ncbi.nlm.nih.gov/pubmed/36074486
https://doi.org/10.1001/jamanetworkopen.2021.16901
https://doi.org/10.1001/jamanetworkopen.2021.16901
http://www.ncbi.nlm.nih.gov/pubmed/34255046
https://doi.org/10.1016/0021-9681%2887%2990171-8
https://doi.org/10.1016/0021-9681%2887%2990171-8
http://www.ncbi.nlm.nih.gov/pubmed/3558716
https://doi.org/10.1093/aje/kwq433
http://www.ncbi.nlm.nih.gov/pubmed/21330339
https://doi.org/10.1177/096228029900800102
https://doi.org/10.1177/096228029900800102
http://www.ncbi.nlm.nih.gov/pubmed/10347857
https://doi.org/10.1214/09-STS313
http://www.ncbi.nlm.nih.gov/pubmed/20871802
https://doi.org/10.1001/jamanetworkopen.2023.8516
https://doi.org/10.1001/jamanetworkopen.2023.8516
http://www.ncbi.nlm.nih.gov/pubmed/37067800
https://www.covid19treatmentguidelines.nih.gov/management/clinical-management-of-adults/hospitalized-adultstherapeutic-management/
https://www.covid19treatmentguidelines.nih.gov/management/clinical-management-of-adults/hospitalized-adultstherapeutic-management/
https://doi.org/10.1093/CID/CIAC014
http://www.ncbi.nlm.nih.gov/pubmed/35084022
https://doi.org/10.1371/journal.pone.0262564
http://www.ncbi.nlm.nih.gov/pubmed/35176057
https://doi.org/10.1136/bmj.n579
http://www.ncbi.nlm.nih.gov/pubmed/33687922
https://doi.org/10.1016/S1473-3099%2821%2900170-5
https://doi.org/10.1016/S1473-3099%2821%2900170-5
http://www.ncbi.nlm.nih.gov/pubmed/33857406
https://doi.org/10.1371/journal.pone.0294892

