


Clinical Characteristics of 
Elderly Patients
with COVID-19



 Severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) 
is a novel type of beta coronavirus with high pathogenicity to 
the human being, and has resulted in the large-scale 
transmission of novel coronavirus disease 2019 (COVID-19) 
worldwide since December 2019 from Wuhan, China.

 The most common clinical manifestations of COVID-19 include 
fever, cough, dyspnea, fatigue, and myalgia.



 A few patients have developed severe pneumonia and they 
may present with acute respiratory distress syndrome 
(ARDS), extra pulmonary organ dysfunction, or even death.

 patients admitted to the intensive care unit (ICU) were 
older than non-ICU patients.

 Another recent study from Wuhan also indicates that old 
age is a risk factor for in-hospital death.



 Outside of Wuhan, research from Beijing showed there were 
more severe cases among patients aged over 65 years.

 All these studies suggest the elderly are more susceptible to 
COVID-19 and likely to have poor outcomes.





 Among confirmed cases with COVID-19, the proportion of 
confirmed elderly patients was 18.6% (105/565).

 The median age of all elderly patients was 67.0 years.

 Overall, 69.5% of elderly patients had chronic medical 
illness, and the most common comorbidities included 
hypertension (43.8%), diabetes (25.7%), and cardiac disease 
(16.2%).



 On admission, 66.7% of elderly patients showed fever, 64.8% 
had cough, and 33.3% had fatigue.

 Other symptoms included dyspnea (29.5%), diarrhea (9.5%), 
anorexia (8.6%), headache (8.6%), myalgia (7.6%), and 
vomiting (5.7%).

 The median time of incubation in elderly patients was 8.0 
days



 The median time from the onset of symptoms to 
hospital admission was 5.0 days.

 Regarding clinical types according to the severity of 
disease, 61.9% of elderly patients were moderate, 
22.9% were severe, and 10.5% were critical.

 Among 105 elderly patients, 85 (81.0%) were young-
old patients and 20 (19.0%) were old-old cases.



 There were no differences regarding sex, smoking history, 
comorbidities, family cluster cases, clinical types, signs and 
symptoms on admission, and time of incubation or days 
from onset of symptoms to admission between the young-
old group and old-old group.

 On admission, the median leukocyte levels were 4.9 ×
109/L (IQR 3.8–6.5) in elderly patients and leukocytes 
below the normal range were in 30.5% in elderly cases.



 In elderly patients, lymphocytes were below the normal 
range in 31 (31.4%) and 38.1% had an elevated D-dimer 
level.

 Lactate dehydrogenase (LDH) was above the normal 
range in 43 (41.0%).

 Of the elderly patients, 79.0% showed increased C-
reactive protein (CRP) levels, and 88.7% had images of 
bilateral pneumonia on admission.



 The median prothrombin time (PT) was longer in old-
old patients compared with young-old patients (median 
12.3 s [IQR 11.2–12.9] vs. 13.1 s [IQR, 12.4–13.4]; p = 
0.007).

 The activated partial thromboplastin time (APTT) in old-
old patients was longer than in young-old patients 
(median 39.0 s [IQR 29.9–43.5] vs. 33.5 s [IQR, 30.3–
37.3]; p = 0.045).



 Levels of LDH were increased in 14 (47.1%) young-old 
patients, and this proportion was lower in the old-old 
group (15.0%; p = 0.011).

 Old-old patients showed a higher median level of creatine
than young-old patients.



 During the hospitalization, 19.0% of elderly patients had 
complications, including ARDS (10.5%), acute cardiac injury 
(4.8%), acute kidney injury (4.8%), acute hepatic injury 
(1.0%), sepsis (5.7%), allergic eruption (1.9%), and 
pneumothorax (1.0%; Table 4).

 Old-old patients required invasive mechanical ventilator 
support more than young-old patients (25.0 vs. 3.5%, p = 
0.045).



 There were no differences in the discharge rates and 
mortality between the young-old and old-old groups.

 The time of negative RT-PCR results and days from 
admission to discharge were not statistically significance 
between the two groups.







 The elderly patients with comorbid conditions were more 
likely to progress to severe illness, so the management of 
chronic disease is vital in elderly patients with COVID-19, 
with special attention, in our experience, on monitoring 
and controlling blood pressure and glucose.

 fever might be blunted or even absent in elderly patients 
with bacterial or viral infection, because of a low basal 
temperature, disturbance in thermal ho Meostasis by 
aging, and frequent use of medications, such as aspirin.



 Elderly patients with COVID-19 may only have fatigue, myalgia, 
headache, or digestive symptoms, including anorexia, vomiting
without fever, or cough.

 Therefore, clinical care for elderly patients should be aware of 
these non-classical presentations.

 Combined with chronic medical illnesses, the possibility of 
atypical symptoms, and high incidence of severe illness, elderly 
patients require much more attention and nursing during the 
COVID- 19 pandemic.



 In conclusion, elderly patients are liable to develop a 
severe or critically severe condition with SARS-CoV-2 
infection.

 They could show atypical symptoms and multiple organ 
abnormalities.

 Old-old patients tend to have more complications than 
young-old patients during hospitalization, but with timely 
and effective treatment they could also achieve 
comparably good out Comes as young-old patients.




