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No 
Urut 

PT INR aPTT PLT IL-6 D-dimer Derajat 

10 - 14 
detik 

 22-30 detik 
150 - 450 
10^3/uL 

<=7.00 
pg/mL 

< 0.5 Ug/mL COVID-19 

1 10.3 0.99 35.1 326 36.77 82.5 Severe 

2 17.2 1.74 44.3 206 2897 1.87 Severe 

3 16.1 1.62 39.6 113 1840 14.8 Severe 

4 14.1 1.4 38.7 158 189.3 10,5 Severe 

5 11.0 1.06 27.1 201 332.7 5.64 
non-

Severe 

6    281 36.31 23.0 Severe 

7 12.2 1.91 24.1 288 89.42 23.3 Severe 

8    100 60.37 1100 Severe 

9 20.3 2.05 38.4 304 5000 3.40 Severe 

10 10.8 1.04 46 172 5000 5.35 Severe 

11 13.4 1.31 29.5 73 714.6 8.19 
non-

Severe 

12    68 10 12.3 Severe 

13 10.3 0.99 48.2 204 109 3.63 Severe 

14 15.0 1.50 20.3 72 31.24 28.9 Severe 

15 13.7 1.35 32.1 332 169.6 37.5 Severe 

16 21.5 2.19 28.1 469 47.18 3.79 Severe 

17 23 2.34 54.7 94 62.16 6.84 
non-

Severe 

18 10.8 1.04 27.2 222 1538 16.6 Severe 

19 10.9 1.05 32.6 252 147.8 1.68 Severe 

20 16.6 1.67 28.6 154 83.28 1.96 Severe 

21 12.5 1.22 17.9 242 521.9 4.17 Severe 

22 11.1 1.07 35.71 206 2218 0.82 Severe 

23 18.2 1.85 42.3 116 73.42 10.72 
non-

Severe 

24 11.4 1.1 32.2 243 104.7 1.18 
non-

Severe 

25    264 117 41.2 Severe 

26     29.97 4.36 Severe 

27 10.4 1.00 29.9 200 168.1 2.34 Severe 

28 14.1 1.38 23 211 30.09 10.0 Severe 

29 13.4 1.32 28.9 230 2905 34.3 Severe 

30 12.0 1.17 27.7 121 90.87 56.30 Severe 

31 15.4 1.54 31.4 187 144.6 81.0 Severe 

32 15.4 1.52 39.7 20 62.36 19.80 Severe 

33 11.3 1.07 26.7 317 41.02 35.2 Severe 

34    115 15.99 1120 Severe 

35    258 18.78 1.17 Severe 

36 32.1 1.2 14.5 342 13.19 2.0 Severe 

37 46.1 1.34 15.0 230 787.8 1214.52 Severe 

38    260 426.5 58.1 
non-

Severe 

39    225 104.7 1.19 Severe 
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Lampiran  3 Jenis Kelamin 

Jenis_Kelamin 

 Frequency Percent Valid Percent Cumulative Percent 

Valid Laki_laki 25 64.1 64.1 64.1 

Perempuan 14 35.9 35.9 100.0 

Total 39 100.0 100.0  

 
Lampiran  4 Umur 

Umur 

 Frequency Percent Valid Percent Cumulative Percent 

Valid < 60 tahun 14 35.9 35.9 35.9 

≥ 60 tahun 25 64.1 64.1 100.0 

Total 39 100.0 100.0  

 
Lampiran  5 Derajat Klinis Covid-19 

Derajat_Covid19 

 Frequency Percent Valid Percent Cumulative Percent 

Valid non Severe 6 15.4 15.4 15.4 

Severe 33 84.6 84.6 100.0 

Total 39 100.0 100.0  

 
Lampiran  6 Riwayat Komorbid Pada Pasien Covid-19 

Komorbid 

 Frequency Percent Valid Percent Cumulative Percent 

Valid Tanpa 

Komorbid 

11 28.2 28.2 28.2 

Dengan 

Komorbid 

28 71.8 71.8 100.0 

Total 39 100.0 100.0  

 

 
Lampiran  7 Karakteristik Hasil Pemeriksaan Laboratorium 

Statistics 

 APTT PT Trombosit D_dimer IL6 

N Valid 30 30 38 39 39 

Missing 9 9 1 0 0 

Mean 31.9837 15.6867 207.2632 107.2979 673.5569 

Median 30.6500 13.5500 208.5000 10.7200 104.7000 

Std. Deviation 9.60096 7.44125 92.94337 304.80143 1274.63409 

Minimum 14.50 10.30 20.00 .82 10.00 

Maximum 54.70 46.10 469.00 1214.52 5000.00 
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Lampiran  8 Rerata Median Hasil Pemeriksaan Laboratorium Terhadap Derajat Covid-19 

Descriptives 

 Derajat_Covid19 Statistic Std. Error 

APTT non 

Severe 

Mean 37.1600 5.09192 

Median 32.2000  

Std. Deviation 11.38587  

Minimum 27.10  

Maximum 54.70  

Severe Mean 30.9484 1.82294 

Median 29.9000  

Std. Deviation 9.11468  

Minimum 14.50  

Maximum 48.20  

PT non 

Severe 

Mean 15.4000 2.29085 

Median 13.4000  

Std. Deviation 5.12250  

Minimum 11.00  

Maximum 23.00  

Severe Mean 15.7440 1.58132 

Median 13.7000  

Std. Deviation 7.90659  

Minimum 10.30  

Maximum 46.10  

Trombosit non 

Severe 

Mean 145.4000 32.68425 

Median 116.0000  

Std. Deviation 73.08420  

Minimum 73.00  

Maximum 243.00  

Severe Mean 223.1200 19.10928 

Median 211.0000  

Std. Deviation 95.54638  

Minimum 20.00  

Maximum 469.00  
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D_dimer non 

Severe 

Mean 6.5140 1.57831 

Median 6.8400  

Std. Deviation 3.52920  

Minimum 1.18  

Maximum 10.72  

Severe Mean 71.6292 47.96951 

Median 14.8000  

Std. Deviation 239.84753  

Minimum .82  

Maximum 1214.52  

IL6 non 

Severe 

Mean 257.5160 124.49628 

Median 104.7000  

Std. Deviation 278.38213  

Minimum 62.16  

Maximum 714.60  

Severe Mean 966.4608 303.38626 

Median 147.8000  

Std. Deviation 1516.93130  

Minimum 13.19  

Maximum 5000.00  

 
Lampiran  9 Rerata Median Hasil Pemeriksaan Laboratorium Terhadap Riwayat Komorbid Pada Pasien Covid-19 

Descriptives 

 Komorbid Statistic Std. Error 

APTT Tanpa 

Komorbid 

Mean 28.7111 2.25582 

Median 28.6000  

Std. Deviation 6.76747  

Minimum 17.90  

Maximum 39.60  

Dengan 

Komorbid 

Mean 33.3862 2.27255 

Median 32.1000  

Std. Deviation 10.41415  

Minimum 14.50  

Maximum 54.70  
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PT Tanpa 

Komorbid 

Mean 13.0889 .77825 

Median 12.5000  

Std. Deviation 2.33476  

Minimum 10.30  

Maximum 16.60  

Dengan 

Komorbid 

Mean 16.8000 1.87427 

Median 14.1000  

Std. Deviation 8.58900  

Minimum 10.30  

Maximum 46.10  

Trombosit Tanpa 

Komorbid 

Mean 172.6667 29.35889 

Median 154.0000  

Std. Deviation 88.07667  

Minimum 72.00  

Maximum 326.00  

Dengan 

Komorbid 

Mean 226.2381 21.01540 

Median 211.0000  

Std. Deviation 96.30468  

Minimum 20.00  

Maximum 469.00  

D_dimer Tanpa 

Komorbid 

Mean 22.6822 9.51810 

Median 8.1900  

Std. Deviation 28.55429  

Minimum 1.68  

Maximum 82.50  

Dengan 

Komorbid 

Mean 77.1029 57.17933 

Median 10.0000  

Std. Deviation 262.02860  

Minimum .82  

Maximum 1214.52  

IL6 Tanpa 

Komorbid 

Mean 422.1289 194.18464 

Median 147.8000  

Std. Deviation 582.55392  

Minimum 31.24  

Maximum 1840.00  

Dengan 

Komorbid 

Mean 1030.9495 353.82256 

Median 144.6000  

Std. Deviation 1621.41868  

Minimum 13.19  

Maximum 5000.00  
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Lampiran  10 Hubungan Jenis Kelamin Terhadap Derajat Klinis Covid-19 

Jenis_Kelamin * Derajat_Covid19 Crosstabulation 

 

Derajat_Covid19 

Total non Severe Severe 

Jenis_Kelamin Laki_laki Count 4 21 25 

% of Total 10.3% 53.8% 64.1% 

Perempuan Count 2 12 14 

% of Total 5.1% 30.8% 35.9% 

Total Count 6 33 39 

% of Total 15.4% 84.6% 100.0% 

 

Chi-Square Tests 

 Value df 

Asymptotic 

Significance 

(2-sided) 

Exact Sig. 

(2-sided) 

Exact Sig. 

(1-sided) 

Pearson Chi-Square .020a 1 .887   

Continuity Correctionb .000 1 1.000   

Likelihood Ratio .020 1 .886   

Fisher's Exact Test    1.000 .635 

Linear-by-Linear Association .020 1 .888   

N of Valid Cases 39     

a. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 2.15. 

b. Computed only for a 2x2 table 

 

 
Lampiran  11 Hubungan Jenis Kelamin Terhadap Riwayat Komorbid Pada Pasien Covid-19 

Jenis_Kelamin * Komorbid Crosstabulation 

 

Komorbid 

Total Tanpa Komorbid 

Dengan 

Komorbid 

Jenis_Kelamin Laki_laki Count 7 18 25 

% of Total 17.9% 46.2% 64.1% 

Perempuan Count 4 10 14 

% of Total 10.3% 25.6% 35.9% 

Total Count 11 28 39 

% of Total 28.2% 71.8% 100.0% 
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Chi-Square Tests 

 Value df 

Asymptotic 

Significance 

(2-sided) 

Exact Sig. 

(2-sided) 

Exact Sig. 

(1-sided) 

Pearson Chi-Square .001a 1 .970   

Continuity Correctionb .000 1 1.000   

Likelihood Ratio .001 1 .970   

Fisher's Exact Test    1.000 .624 

Linear-by-Linear Association .001 1 .970   

N of Valid Cases 39     

a. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 3.95. 

b. Computed only for a 2x2 table 

 
Lampiran  12 Hubungan Umur Terhadap Derajat Klinis Covid-19 

Umur * Derajat_Covid19 Crosstabulation 

 

Derajat_Covid19 

Total non Severe Severe 

Umur < 60 tahun Count 3 11 14 

% of Total 7.7% 28.2% 35.9% 

≥ 60 tahun Count 3 22 25 

% of Total 7.7% 56.4% 64.1% 

Total Count 6 33 39 

% of Total 15.4% 84.6% 100.0% 

 

Chi-Square Tests 

 Value df 

Asymptotic 

Significance 

(2-sided) 

Exact Sig. 

(2-sided) 

Exact Sig. 

(1-sided) 

Pearson Chi-Square .613a 1 .434   

Continuity Correctionb .103 1 .749   

Likelihood Ratio .593 1 .441   

Fisher's Exact Test    .647 .365 

Linear-by-Linear Association .597 1 .440   

N of Valid Cases 39     

a. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 2.15. 

b. Computed only for a 2x2 table 
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Lampiran  13 Hubungan Umur Terhadap Riwayat Komorbid Pada Pasien Covid-19 

Umur * Komorbid Crosstabulation 

 

Komorbid 

Total Tanpa Komorbid 

Dengan 

Komorbid 

Umur < 60 tahun Count 5 9 14 

% of Total 12.8% 23.1% 35.9% 

≥ 60 tahun Count 6 19 25 

% of Total 15.4% 48.7% 64.1% 

Total Count 11 28 39 

% of Total 28.2% 71.8% 100.0% 

 

Chi-Square Tests 

 Value df 

Asymptotic 

Significance 

(2-sided) 

Exact Sig. 

(2-sided) 

Exact Sig. 

(1-sided) 

Pearson Chi-Square .608a 1 .435   

Continuity Correctionb .167 1 .683   

Likelihood Ratio .597 1 .440   

Fisher's Exact Test    .478 .337 

Linear-by-Linear Association .593 1 .441   

N of Valid Cases 39     

a. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 3.95. 

b. Computed only for a 2x2 table 

 
 
Lampiran  14 Hubungan Jumlah Trombosit Terhadap Derajat Klinis Covid-19 

Kat_Trombosit * Derajat_Covid19 Crosstabulation 

 

Derajat_Covid19 

Total non Severe Severe 

Kat_Trombosit Rendah Count 3 7 10 

% of Total 7.9% 18.4% 26.3% 

Normal Count 3 24 27 

% of Total 7.9% 63.2% 71.1% 

Tinggi Count 0 1 1 

% of Total 0.0% 2.6% 2.6% 

Total Count 6 32 38 

% of Total 15.8% 84.2% 100.0% 
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Chi-Square Tests 

 Value df 

Asymptotic 

Significance (2-sided) 

Pearson Chi-Square 2.151a 2 .341 

Likelihood Ratio 2.094 2 .351 

Linear-by-Linear Association 2.059 1 .151 

N of Valid Cases 38   

a. 4 cells (66.7%) have expected count less than 5. The minimum expected 

count is .16. 

 
 
Lampiran  15 Hubungan Jumlah Trombosit Terhadap Riwayat Komorbid Pada Pasien Covid-19 

Kat_Trombosit * Komorbid Crosstabulation 

 

Komorbid 

Total Tanpa Komorbid Dengan Komorbid 

Kat_Trombosit Rendah Count 4 6 10 

% of Total 10.5% 15.8% 26.3% 

Normal Count 7 20 27 

% of Total 18.4% 52.6% 71.1% 

Tinggi Count 0 1 1 

% of Total 0.0% 2.6% 2.6% 

Total Count 11 27 38 

% of Total 28.9% 71.1% 100.0% 

 

Chi-Square Tests 

 Value df 

Asymptotic Significance (2-

sided) 

Pearson Chi-Square 1.121a 2 .571 

Likelihood Ratio 1.364 2 .506 

Linear-by-Linear Association 1.038 1 .308 

N of Valid Cases 38   

a. 3 cells (50.0%) have expected count less than 5. The minimum expected count is .29. 
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Lampiran  16 Hubungan PT Terhadap Derajat Klinis Covid-19 

Kat_PT * Derajat_Covid19 Crosstabulation 

 

Derajat_Covid19 

Total non Severe Severe 

Kat_PT Normal Count 3 13 16 

% of Total 10.0% 43.3% 53.3% 

Tinggi Count 2 12 14 

% of Total 6.7% 40.0% 46.7% 

Total Count 5 25 30 

% of Total 16.7% 83.3% 100.0% 

 

Chi-Square Tests 

 Value df 

Asymptotic 

Significance 

(2-sided) 

Exact Sig. 

(2-sided) 

Exact Sig. 

(1-sided) 

Pearson Chi-Square .107a 1 .743   

Continuity Correctionb .000 1 1.000   

Likelihood Ratio .108 1 .743   

Fisher's Exact Test    1.000 .567 

Linear-by-Linear Association .104 1 .748   

N of Valid Cases 30     

a. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 2.33. 

b. Computed only for a 2x2 table 

 
 
Lampiran  17 Hubungan PT Terhadap Riwayat Komorbid Pada Pasien Covid-19 

Kat_PT * Komorbid Crosstabulation 

 

Komorbid 

Total Tanpa Komorbid 

Dengan 

Komorbid 

Kat_PT Normal Count 6 10 16 

% of Total 20.0% 33.3% 53.3% 

Tinggi Count 3 11 14 

% of Total 10.0% 36.7% 46.7% 

Total Count 9 21 30 

% of Total 30.0% 70.0% 100.0% 
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Chi-Square Tests 

 Value df 

Asymptotic 

Significance 

(2-sided) 

Exact Sig. 

(2-sided) 

Exact Sig. (1-

sided) 

Pearson Chi-Square .918a 1 .338   

Continuity Correctionb .313 1 .576   

Likelihood Ratio .934 1 .334   

Fisher's Exact Test    .440 .290 

Linear-by-Linear Association .888 1 .346   

N of Valid Cases 30     

a. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 4.20. 

b. Computed only for a 2x2 table 

 
 
Lampiran  18 Hubungan APTT Terhadap Derajat Klinis Covid-19 

Kat_APTT * Derajat_Covid19 Crosstabulation 

 

Derajat_Covid19 

Total non Severe Severe 

Kat_APTT Rendah Count 0 4 4 

% of Total 0.0% 13.3% 13.3% 

Normal Count 2 9 11 

% of Total 6.7% 30.0% 36.7% 

Tinggi Count 3 12 15 

% of Total 10.0% 40.0% 50.0% 

Total Count 5 25 30 

% of Total 16.7% 83.3% 100.0% 

 

Chi-Square Tests 

 Value df 

Asymptotic Significance 

(2-sided) 

Pearson Chi-Square .938a 2 .626 

Likelihood Ratio 1.591 2 .451 

Linear-by-Linear Association .633 1 .426 

N of Valid Cases 30   

a. 4 cells (66.7%) have expected count less than 5. The minimum expected count is .67. 
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Lampiran  19 Hubungan APTT Terhadap Riwayat Komorbid Pada Pasien Covid-19 

Kat_APTT * Komorbid Crosstabulation 

 

Komorbid 

Total Tanpa Komorbid 

Dengan 

Komorbid 

Kat_APTT Rendah Count 2 2 4 

% of Total 6.7% 6.7% 13.3% 

Normal Count 4 7 11 

% of Total 13.3% 23.3% 36.7% 

Tinggi Count 3 12 15 

% of Total 10.0% 40.0% 50.0% 

Total Count 9 21 30 

% of Total 30.0% 70.0% 100.0% 

 

Chi-Square Tests 

 Value df 

Asymptotic Significance 

(2-sided) 

Pearson Chi-Square 1.688a 2 .430 

Likelihood Ratio 1.674 2 .433 

Linear-by-Linear Association 1.627 1 .202 

N of Valid Cases 30   

a. 4 cells (66.7%) have expected count less than 5. The minimum expected count is 1.20. 

 
 
Lampiran  20 Hubungan Derajat Klinis Covid-19 Terhadap Riwayat Komorbid Pasien Covid-19 Terkait D-dimer 

Komorbid * Derajat_Covid19 * Kat_DDimer Crosstabulation 

Kat_DDimer 

Derajat_Covid19 

Total non Severe Severe 

Meningkat Komorbid Tanpa 

Komorbid 

Count 3 8 11 

% of Total 7.7% 20.5% 28.2% 

Dengan 

Komorbid 

Count 3 25 28 

% of Total 7.7% 64.1% 71.8% 

Total Count 6 33 39 

% of Total 15.4% 84.6% 100.0% 

Total Komorbid Tanpa 

Komorbid 

Count 3 8 11 

% of Total 7.7% 20.5% 28.2% 

Dengan 

Komorbid 

Count 3 25 28 

% of Total 7.7% 64.1% 71.8% 

Total Count 6 33 39 

% of Total 15.4% 84.6% 100.0% 
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Chi-Square Tests 

Kat_DDimer Value df 

Asymptotic 

Significance 

(2-sided) 

Exact Sig. 

(2-sided) 

Exact Sig. 

(1-sided) 

Meningkat Pearson Chi-Square 1.663a 1 .197   

Continuity Correctionb .635 1 .426   

Likelihood Ratio 1.528 1 .216   

Fisher's Exact Test    .323 .208 

Linear-by-Linear Association 1.621 1 .203   

N of Valid Cases 39     

Total Pearson Chi-Square 1.663a 1 .197   

Continuity Correctionb .635 1 .426   

Likelihood Ratio 1.528 1 .216   

Fisher's Exact Test    .323 .208 

Linear-by-Linear Association 1.621 1 .203   

N of Valid Cases 39     

a. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 1.69. 

b. Computed only for a 2x2 table 

 
 
Lampiran  21 Hubungan Derajat Klinis Covid-19 Terhadap Riwayat Komorbid Pasien Covid-19 Terkait IL-6 

Komorbid * Derajat_Covid19 * Kat_IL6 Crosstabulation 

Kat_IL6 

Derajat_Covid19 

Total non Severe Severe 

Meningkat Komorbid Tanpa 

Komorbid 

Count 3 8 11 

% of Total 7.7% 20.5% 28.2% 

Dengan 

Komorbid 

Count 3 25 28 

% of Total 7.7% 64.1% 71.8% 

Total Count 6 33 39 

% of Total 15.4% 84.6% 100.0% 

Total Komorbid Tanpa 

Komorbid 

Count 3 8 11 

% of Total 7.7% 20.5% 28.2% 

Dengan 

Komorbid 

Count 3 25 28 

% of Total 7.7% 64.1% 71.8% 

Total Count 6 33 39 

% of Total 15.4% 84.6% 100.0% 
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Chi-Square Tests 

Kat_IL6 Value df 

Asymptotic 

Significance 

(2-sided) 

Exact Sig. 

(2-sided) 

Exact Sig. 

(1-sided) 

Meningkat Pearson Chi-Square 1.663a 1 .197   

Continuity Correctionb .635 1 .426   

Likelihood Ratio 1.528 1 .216   

Fisher's Exact Test    .323 .208 

Linear-by-Linear Association 1.621 1 .203   

N of Valid Cases 39     

Total Pearson Chi-Square 1.663a 1 .197   

Continuity Correctionb .635 1 .426   

Likelihood Ratio 1.528 1 .216   

Fisher's Exact Test    .323 .208 

Linear-by-Linear Association 1.621 1 .203   

N of Valid Cases 39     

a. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 1.69. 

b. Computed only for a 2x2 table 

 
 

 

 


