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ABSTRACT

Background: A novel coronavirus (severe acute respiratory syndrome coronavirus 2 [SARS-
CoV-2]) occurred in China in December 2019 and has spread globally. In this study we aimed
to describe the clinical characteristics and outcomes of hospitalized older adults with

coronavirus disease 2019 (COVID-19) in Turkey.

Methods: We retrospectively analyzed the clinical data of hospitalized patients aged > 60
years with confirmed COVID-19 from March 11, 2020, to May 27, 2020 using nationwide

health database.

Results: In this nationwide cohort, a total of 16942 hospitalized older adults with COVID-19
were enrolled, of whom 8635 (51%) were women. Mean age was 71.2 + 8.5 years, ranging
from 60 to 113 years. Mortality rate before and after curfew was statistically different (32.2%
vs 17.9%; p < 0.001, respectively). Through multivariate analysis of the causes of death in
older patients, we found that male gender, diabetes mellitus, heart failure, chronic kidney
disease, dementia, cancer, admission to intensive care unit, computed tomography finding
compatible with COVID-19 were all significantly associated with mortality in entire cohort.
In addition to abovementioned risk factors, in patients aged between 60-79 years, coronary
artery disease, oxygen support need, total number of drugs, and cerebrovascular disease
during hospitalization, and in patients 80 years of age and older acute coronary syndrome

during hospitalization were also associated with increased risk of mortality.
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Conclusions: In addition to the results of previous studies with smaller sample size, our
results confirmed the age-related relationship between specific comorbidities and COVID-19

related mortality.

Key Words: Nationwide, COVID-19, Infection, Risk Factors
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INTRODUCTION

Coronavirus Disease 2019 (COVID-19) infection which is caused by a novel coronavirus
named severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) has recently emerged
and spread rapidly causing a pandemic (1). As of May 28, 2020, there were 5,593,631
confirmed cases of COVID-19 with 353,334 deaths globally (2). The Centers for Disease
Control and Prevention (CDC) reported that individuals older than age 65 comprise 17% of
the total population in the United States, though they are responsible for-31% of COVID-19
infections, 45% of hospitalizations, 53% of intensive care unit (ICU) admissions and 80% of
deaths caused by COVID-19 (3). In a study with 44,672 confirmed cases, the case fatality rate
(CFR) is 2.3 %, however 70-80-year-old age group patients have a CFR of 8.0%, and patients
above age 80 have a CFR of 14.8% (4). This suggests that older adults are more susceptible to
COVID-19 and are at significantly increased risk for morbidity and mortality compared with
the general population (5). Physiologic changes of aging, multiple age-related comorbid
conditions such as heart and lung disease, diabetes, dementia, and polypharmacy are

associated with poor outcomes in-older patients (6).

The first case in Turkey was detected on March 11, 2020. As of May 28, 2020, there were
159,797 confirmed COVID-19 cases and 4431 deaths (2). In addition to the several measures
taken to prevent the spread, a curfew imposed for whom aged >65, on March 21, 2020,

intending to lower the mortality among geriatric individuals (7).

This study aims to describe the clinical characteristics and to evaluate the outcomes of the
geriatric patients with COVID-19 in a nationwide basis, which might provide evidence for the

risk stratification and help to improve the clinical practice.
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MATERIAL AND METHODS

Study population and Data collection

Every patient aged 60 years and over with confirmed COVID-19 by positive real-time reverse
transcriptase polymerase chain reaction (RT-PCR) test in Turkey between March 11 and May
27, 2020 were screened retrospectively. Epidemiological, clinical, and radiological
characteristics along with treatment and outcome data were obtained from Turkish Ministry of
Health National COVID-19 Database. Presentation symptoms such as fever, cough, and
shortness of breath were also recorded however they were excluded from the analysis because
of the great number of missing data. The presence of underlying comorbidities and the
complications of COVID-19 after admission were identified based on the International

Classification of Diseases and Injuries-10 diagnostic codes on the database.

This study was carried out in accordance with the permission of the Ministry of Health issue

numbered 95741342-020.

Statistical Analysis

SPSS for Windows v.23.0 (SPSS Inc., Chicago, IL) was used for the statistical analyses.
Variables were examined using visual and analytical methods to determine whether they were
normally distributed. Categorical variables were shown as numbers and frequencies, with
differences being analyzed by the Chi-square test or Fisher’s exact test, where appropriate.
Continuous data that followed a normal distribution was described with mean and standard
deviation and between-group comparisons were performed by independent samples t-test.
When distributions were not normal, the data were described with median (min-max) and
group comparisons were done using the Mann — Whitney U test. The unadjusted logistic
regression model was used to assess the significant predictors of mortality. Multivariate

models were also generated by adjusting gender, presence of hypertension (HT), diabetes

7
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mellitus (DM), chronic obstructive pulmonary disease (COPD), coronary artery disease
(CAD), atrial fibrillation (AF), chronic kidney disease (CKD), dementia, depression,
malnutrition, and hyperlipidemia (HL) in model. Patients were categorized into two groups
based on their age (60-79 and 80-133) while performing multivariable logistic regression.
Hosmer—Lemeshow goodness-of-fit statistics were used to assess model fit. A 5% type | error

level was used to infer statistical significance.

RESULTS

The total number of the >60 years-of-age patients infected with SARS-CoV-2 until date of
May 27 was 24510 of whom 16942 (69.1%) hospitalized and 7568 (30.9%) were treated as
outpatients. While the mean age of all patients was 71.2 £ 8.5, it was 70.6 + 8.2 and 71.8
8.8 for the males and females, respectively. Number of hospitalized and non-hospitalized

patients, sex distribution and mortality rates by age groups are shown in Table 1.

On admission, 1663 people (9.8%) were taken to ICU directly and 15279 patients (90.2%)
were hospitalized in normal wards of whom 21.1% (n=3224) were transferred to ICU during
follow-up. While the rate of hospitalization in the 60-64 age group on admission was 5.5%,
18.9% of the patients in this age group required intensive care during hospitalizations. In the
80+ age group, 17.4% were directly hospitalized in ICU, whereas 43.1% of the patients who
were hospitalized in normal wards firstly were required intensive care eventually. Median
durations of ICU stay were statistically similar among the age groups and approximately 6
days. However, there was a significant difference between the age groups in the total length of
hospital stay which increased with age. Similarly, rates of need for oxygen support and
requirement for intubation were increasing with the age. The distribution of patients' service

admissions, ICU follow-ups and intubation rates by age groups are shown in Table 1.
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During hospitalization, 57.6% of people who had a history of ICU stay and 2.7% of whom
without a history of ICU stay died. Mortality rates for the patients who were intubated and
without intubation were 71.4% and 5.2%, respectively. Mortality rates increased with
advancing age for both ICU patients and intubated patients. The details of these rates

according to age groups is shown in Table 2.

To evaluate the effectivity of the partial curfew which was imposed for the individuals >65-
years-of-age starting on March 21*,2020 considering the 14-day incubation time of the virus,
the patients were divided into two, which were diagnosed before and after April 5, 2020 after
exclusion of the patients of age group 60-64 from the study sample. Of the 3355 patients aged
>65 who were diagnosed with COVID-19 before April 5, 1081 (32.2%) died. Whereas it was
1623 (17.9%) who died among the 9050 patients who were diagnosed after April 5, 2020 as
of May 27, 2020. The difference between the fatality rates of these two groups was
statistically significant (p <0.001). In Table 3, the effects of curfew on the rates of mortality,

ICU hospitalizations and intubations are shown.

Computed tomography (CT) of the chest was performed at least once in 79.5% of the patients
of which 61.9% were found to be compatible with COVID-19 radiological findings. In the CT
examination, in which bacterial, viral, and mixed infection findings, which are frequently
confused with the COVID-19 clinically, were also differentiated, and 1.1% was found to be

compatible with bacterial and 42% with viral pneumonia.

In Turkey, 34.5% of the patients infected with SARS-CoV-2 over the age of 60 and 40.8% of
the age group >80 were given favipiravir for treatment. Hydroxychloroquine, which was
commonly used as well as favipiravir, was given to 79.3% of the patients. Other agents tried

in treatment regimens other than hydroxychloroquine and favipiravir were lopinavir /
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ritonavir, high-dose vitamin C, azithromycin and other macrolide antibiotics, quinolone group

antibiotics, tocilizumab and steroids.

Studies till now showed that some comorbidities may constitute risk factors for poor
prognosis. Among these, DM, HT, COPD, CAD, HL, heart failure (HF), AF, CKD, dementia,
depression, malnutrition, osteoporosis, urinary incontinence, and malignancy in older patients
were examined in our study. The table related to the frequencies of these comorbidities

according to age groups can be accessed from the supplementary appendix in Table S1.

Complications that develop during hospitalization such as ACS, deep vein thrombosis (DVT),
CVE, seizures, falls and fractures were examined and the most striking among these was the

frequency of DVT which was developed in 534 patients (3.2%).

In univariate regression analysis, ACS was observed to increase the mortality risk by 3.42
times (Confidence Interval (Cl): 2.0-5.83; p <0.001). Similarly, CVE and seizures during
hospitalization, increased the mortality risk by 3.88 (ClI: 2.89-5.21; p <0.001) and 2.45 (ClI:
1.30-4.60; p: 0.006) times, respectively. The rates of all complications by age groups and the

results of univariate regression analysis are accessible in supplementary appendix (Table S2).

The factors associated with COVID-19-related mortality were examined, firstly with
univariate regression-model which included age and the comorbidities. Considering that the
prevalence of certain chronic diseases that might affect the vulnerability of the patient
increases with advancing age, the analyses was carried out for the whole group, 60-79 years
old and >80 age group, separately. Age and male sex increased the risk of mortality. Need for
oxygen support seemed to be a poor prognostic factor in terms of mortality. Polypharmacy
which is a common problem and an indirect indicator of frailty for older patients, caused an
increased risk of mortality per drug added. DM, HT, COPD, CAD, HL, HF, AF and CKD,

which are common comorbidities in the older patients, were shown to increase mortality for
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whole sample and DM, CAD, AF, COPD, HF, and CKD were common risk factors for
mortality in separate age groups. Dementia, depression, and malnutrition are geriatric
syndromes that cause frailty in older patients and increase morbidity and mortality. In
univariate regression, these geriatric syndromes increase mortality risk in COVID-19 patients.
Odds ratios for dementia and malnutrition were 2.33 (Cl: 2.08-2.60) and 2.73 (CI: 2.01-3.7),
respectively (both p<0.001). Other factors affecting mortality are accessible in supplementary

appendix (Table S3).

Multivariate regression analysis was conducted after dividing the whole sample into two age-
groups, as 60-79 and >80 with the aim of obtaining more homogeneous groups by reducing
the known effect of advancing age on mortality. Variables such as-gender, HT, DM, COPD,
CAD, AF, CKD, dementia, depression, malnutrition, and HL were included in the model. In
the 60-79 age group, male sex, HT, DM, HF, CKD, dementia, and cancer diagnosis; in the age
group of >80, male sex, DM, HF, dementia, and malnutrition were shown to increase

mortality risk significantly (Table 4).

DISCUSSION

COVID-19 has caused an ongoing pandemic that affected people of all ages. However, it was
recognized as more like a geriatric health disaster (8), with a high mortality rate in older
adults with multimorbidities. Despite this, existing data yielded from studies included
particularly older patients is scarce. The present study was conducted to investigate the
clinical characteristics and outcomes of COVID-19, specifically for older adults on a
nationwide scale. Data on patients aged 60 and over who were infected with SARS-CoV-2 in
Turkey, were obtained from the national registry system of the ministry of health. Thus, it is
estimated that this study will contribute significantly to the literature owing to its large sample

size and scope.

11
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The first COVID-19 case in Turkey was detected on March 11, 2020 which was the date
WHO declared the outbreak a global pandemic (9). The first COVID-related death occurred
on March 15, 2020 and then the disease had spread across the country with a trend similar to
rest of the world. To reduce the spread of this highly contagious infection, Turkey responded
by taking precautions quite rapidly. The Scientific Advisory Board established within the
Ministry of Health gave recommendations on the management and treatment of the disease
and published a guideline that were being updated according to current scientific data. In
addition to the general preventive measures like prohibitions of gatherings and closure of all
schools, mosques and public places, weekend curfews and a partial lockdown for the citizens
aged >65 and <20 were imposed. In Turkey, universal health insurance system enables for all
registered individuals to reach healthcare services free of charge. During the outbreak, The
Turkish Ministry of Health expanded its coverage to provide testing and treatment for all
residents free of charge. As of May 27, 2020, the crude CFR was 2.7% for all cases in Turkey.
The main factor that kept the CFR lower compared to many countries is probably that
individuals aged 60 and older make up 13.3% of the population. The percentage of
individuals aged 80 and over is only 1.8% (10). Older patients (>60 years of age) accounted
for approximately 15% of all cases and 81% of nonsurvivors. CFR was 14.7% for the older
patients including both hospitalized cases and outpatients and was 18.5% for hospitalized
patients. Proportion of deceased cases increased with age, it was 32.8% and highest for the
age group 80 and over. Besides all the preventive measures taken with the onset of the
outbreak in Turkey, the imposition of a partial curfew for older individuals has been shown to
significantly reduce the mortality rate in this group in addition to reductions in proportions of

requirement for intubation and intensive care.

The fact that advanced age is among the important risk factors for COVID-19 related

mortality has been almost certainly demonstrated by the evolving evidence on this subject
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(11, 12). However, the varying rates in different countries might have occurred due to
multiple factors such as the proportion of older adults in the populations, how widespread the
testing strategy that countries adopted, timing of the measures taken for risk groups as well as
for general population, health centers' preparedness for the pandemic, and sufficiency of the
resources in relation to the magnitude of the case surge. Latter two may also explain how
mortality rates differ from region to region in a country. The sample size and sampling time
during the course of the outbreak, and whether the study was a single-center experience, or

multi-centered also might have resulted in changes in calculated CFRs (11, 13).

In the very first reports from Wuhan, the epicenter of the outbreak, fatality rate of the disease
was frighteningly high for older adults. For instance, Chen et al (14) reported the mortality
rate of the older patients from a university hospital located in Wuhan as 34.5% whereas it was
4.7% for younger patients. In our study sample, CFR of the hospitalized patients was 18.5%
and reached to 32.8% for the age group >80. It was higher than the rate for the same age
group reported by Wu et al. (4), and in line with the results of a study from United States (US)
(15), and based on data from the Pacific coast of US, lower than the rates which was
calculated as 37.3% for the hospitalized patients aged 80 years and older (16). In New York
City, the epicenter for US, CFRs reported as even higher: 21% for the whole sample and, 32%
for the patients 60 years and older and 53% for the age group >80 (17). It is largely known
that older individuals more commonly suffer from critical illness, namely requirement for
hospitalization, intensive care and intubation are more frequent related to COVID-19 (12, 18).
Thus, the high mortality rates shown in these studies can be partially explained by the relative
shortage of healthcare resources due to the higher proportion of older individuals compared to
our study. This could probably be the case in Italy where latest update reports declared that
53.2% of all cases were aged 60 years and over whose fatality rate approximately 25%

(19)(20).
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It is demonstrated that the total lockdown in Wuhan, provided slowing down of the spread of
the infection and a significant increase in doubling time of the cases (21). In Turkey, in
addition to closures of all public places and prohibition of social gatherings, a partial
lockdown which included mainly seniors (>65 years) and children was imposed on March 21,
2020. The results of the present study showed that, the lockdown measure had a significant
impact on the decrease in frequencies of requirements for intensive care and intubation, and
fatality rates of the patients aged 65 and older (32.2% vs 17.9%). Sanchez-Caballero et al.
reported that partial and total lockdowns are equally effective at slowing the spread of
COVID-19 (22). Furthermore, Bonardi et al. claimed that partial lockdowns were as effective
as total lockdowns in slowing down the growth of number. of deaths (23). Epidemiologic
analysis of first 7755 cases of the Republic of Korea revealed that the spread of the disease
start with younger population and proceed with older population surge (24). The partial
lockdown measure in Turkey might have prevented further transmission of the disease by
minimization of contact between older and younger individuals. Moreover, with the help of
partial lockdown the viral load to be exposed by older patientsmight have decreased. In other
words, since the older adults do not have intense contact with the external environment, they
were introduced with relatively lower viral load even they were infected.. As a result of the
decrease in the viral load, we think that the related disease course may have been observed

milder as discussed in a few articles in the literature (25, 26).

Our results indicated that advancing age was also associated with more serious illness. It was
9.8% of older adults who had required intensive care on admission, and it increased with age
and reached 17.4% for the age group >80. Similarly, ICU requirements during the follow-up
of the patients rise with increasing age which was 18.9% for the age group 60-64 and as high
as 43.1% for the patients aged >80. Length of ICU stay did not differ between age groups.

Comparison with other studies in the literature may be misleading, as the criteria for ICU

14
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admission may vary across countries and health-centers, depending on the availability of
intensive care settings of different levels. However, several studies underscored increasing
age among the main predictors of critical or severe illness (12, 14, 18). Correspondingly,
proportions of the patients who required oxygen support and invasive mechanical ventilation
(IMV) were higher with increasing age. Admission to ICU and requirement for IMV were
both associated with higher rates of mortality: 57.6% and 71.4%, respectively. One of the
earliest studies from China (27)and the study conducted by Richardson et al. (17) reported a
worrying mortality rate of 97% for the patients who required IMV. According to the study
conducted in New York City by Petrilli et al., 60.4% of the patients who required mechanical
ventilation deceased (12). Mortality rates of patients might have varied according to whether

early or late intubation strategies was adopted across different centers.

Male sex is another significant risk factor for mortality (14, 28) and is associated with a
higher risk for a more severe clinical course (12, 29-31) that result in increased frequency of
hospitalizations (32), increased probability of ICU admission (16) and death for all age groups
(33). The present study revealed that, in univariate analysis male sex associated with 1.7-fold
increased risk for death for older population. In multivariate analysis, this association revealed
to be stronger for the “younger” geriatric population with an OR of 2.0 for the age group of
60-79 whereas it was calculated to be 1.5 for the patients aged 80 and older. This result is
consistent with the findings reported in a review: results of pooled data from four countries of
Europe showed the ratio of male-to-female case fatality to be most prominent for the age
group of 50-59 and followed a decreasing trend through increasing age (32). Hence, it could
be concluded that the age and sex interaction in COVID-19 fatality had been confirmed with

the results of our study.

Underlying multiple chronic diseases constitute another important risk factor for severe illness

and COVID-related mortality (14, 34, 35). Determined frequencies of several comorbidities
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and geriatric syndromes of the study sample revealed that HT, CAD, and DM were the three
most common coexisting diseases. Proportions of the comorbidities were consistent with the
results of the previous prevalence studies representing all population of geriatric age group in
Turkey (36, 37), however, far more higher than other similar studies including older patients
with COVID-19 (14, 18, 38). Rates of all investigated common comorbidities and geriatric
syndromes were significantly higher for the deceased patients with an only exception of
osteoporosis. Moreover, DM, HF, CKD, cancer diagnosis and dementia were the
comorbidities which were independently associated with mortality in multivariable
regression. Taking all these into account, it could be suggested that the relatively high CFR of
our sample was partially due to the fact that the population described in this study composed
of more or less ‘frailer’ individuals having multiple comorbidities (39-41). In a recent
editorial, authors coined a term as “COVID Spiraling Frailty Syndrome” to explain the special
vulnerability of older adults with DM and HT to COVID-19 related death (39). Further, in
SARS-RAS study, laccarino et al emphasized that in addition to advanced age, the most
important factor determining mortality was ‘physical frailty’ caused by disease burden

measured with Charlson Comorbidity Index (42).

Along with other comorbidities, HL was more prevalent among the deceased patients.
Notwithstanding this, multivariate regression revealed HL as an independent factor for lower
mortality risk for the patients aged >80. Considering the results that malnutrition was
independently associated with higher mortality risk and observed with relatively higher
frequency in this age group of patients, it may be suggested that the protective effect of HL
against mortality could be originated from the inverse relationship with malnutrition (43).
Moreover, about lipids and COVID-19, few studies are available some of which suggest that
cholesterol levels decrease in relation to the severity of the COVID-19 and have prognostic

value (44, 45) while others investigate the possible importance of lipid metabolism for viral
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replication and effects of lipid-lowering drugs on COVID-19 treatment (46). In the current
state, insufficient number of studies on this subject, as well as missing data on the treatment
status of the patients diagnosed with HL and lipid level measurements during disease course

avoid us to understand the underlying mechanism.

Among the mentioned chronic diseases, dementia deserves special emphasis for the scope of
present study. Ten percent of the study sample had diagnosed with dementia and its frequency
increase with age from 1.3% for the age group of 60-65 to 28.2% for the age group of >80.
The results that it was seen more frequently in patients who deceased and an independent risk
factor for mortality in regression analyses, were in line with the results reported by Bianchetti

et al (47).

With growing evidence and experience on management of COVID-19, CT gained more
importance for the diagnosis. Its sensitivity was reported between 60%-98% in different
studies (48, 49). Lian et al. reported that, older patients were more commonly and severely
presented with multiple mottling and ground-glass opacity which are among the typical
findings for COVID-19 (18). Further, Ai et al. found the positive predictive value and
accuracy of CT imaging higher for the patients 60 years and older in comparison with that for
younger (48). In the present study, 79.5% of the patients were evaluated with chest CT and

most of them (61.9%) classified to be consistent with typical COVID-19 findings.

There are some limitations of the present study. First, since the data extracted from medical
records retrospectively, data related to symptomatology of the patients, physical examination
findings, comprehensive geriatric assessment, frailty, and malnutrition evaluations were
missing or incomplete. Second, patients were not classified according to severity of clinical

status. Third, it includes only RT-PCR confirmed cases.
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To the best our knowledge, this study is the largest sample nationwide study to examine the
clinical features and outcomes of older individuals diagnosed with COVID-19 so far. In
addition to supporting the results of the previous studies with smaller sample sizes which had
put forward the association of the factors like older age, male gender, and excessive
comorbidity with the severity and mortality of the disease, our work confirmed the age-related
relationship between specific comorbidities (DM, HF, CKD and cancer) and mortality, which
have contradictory results in the available literature. Furthermore, as far as we know, for the
first time, geriatric syndromes such as dementia, malnutrition, depression, and urinary
incontinence were also included in the analysis investigating the factors associated with

mortality.

CONCLUSION

In conclusion, SARS-CoV-2 in Turkey as well as all over the world has led to an ongoing
epidemic that affected older individuals disproportionately. Patients aged 60 and older
constituted more than 80% of the deceased patients. Timely preventive measures and
lockdowns seemed to be contributed to the reduction of mortality at least for geriatric
population. Except for osteoporosis, all the mentioned comorbidities and geriatric syndromes
were more common among the nonsurvivors. Multivariate logistic regression revealed male
sex, DM, HF, CKD, cancer, and dementia as the independent risk factors for mortality.
Besides, for the “older old” patients (age group >80) malnutrition was an additional

independent risk factors and HL was related to lower mortality risk.
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Table 1. Characteristics of hospitalized and non-hospitalized patients and service follow-up

HOSPITALIZED PATIENTS

NON- HOSPITALIZED

PATIENTS
Age Number | Gender | Death | Type | Intensive | Duration | The Need Number | Number of | Gender | Death
of (male) of care of day of for of patients (male)
patients wards* | needs | intensive | stayin | oxygen | patients
care hospital | support | intubated
60-64 4537 2412 437 251 860 ICU | 6 (0-56) | 8(1-55) 1421 588 2782 1398 61
53.2% | 9.6% ICU 18.9% 31.3% %13 36.8% 50.3% | 2.2%
5.5%
65-69 3739 1857 498 259 873 1CU | 6(0-58) | 9(1-58) 1235 608 1855 857 76
49.7% | 13.3% | ICU 23.3% 33% %16.3 24.5% 46.2% | 4.1%
6.9%
70-74 3234 1565 592 293 940 ICU | 6 (0-56) | 9 (1-56) 1124 642 1248 574 79
48.4% |18.3% | ICU 29% 34.8% %19.9 16.5% 46% 6.3%
9.1%
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75-79 2260 1114 572 307 844 1CU | 7 (0-53) 10 (1- 834 623 756 350 68
49.3% |25.3% | ICU 37.3% 61) 36.9% %27.6 10% 46.3% 9%
13.6%
80 + 3172 1359 1042 553 1370 6 (0-55) 10(1- 1278 950 927 356 171
42.8% |32.8% | ICU ICU 60) 40.3% %29.9 12.2% 38.4% | 18.4%
17.4% 43.1%
TOTAL 16942 8307 3141 | 16942 4887 6 (0-58) | 9 (1-61) 5892 3411 7568 3535 455
49% 18.5% p: 0.06 p: 34.8% 20.1% 46.7% %6
0.0001
* Type of service that patients are received first, ICU: Intensive Care Unit
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Table 2. Mortality rates in ICU and mortality rates of intubated patients according to

the age group
Mortality rates of patients with Mortality rates of intubated patients
ICU hospitalization
Age Number Death P value Number of | Death Rate P
of Rate patients value
patients
60-64 860 402 588 357 (60.7%)
(46.7%)
65-69 873 456 608 407 (66.9%)
(52.2%)
70-74 940 535 642 480 (74.8%)
(56.9%)
75-79 844 519 623 456 (73.2%)
(61.5%)
80 + 1370 902 950 734 (77.3%)
(65.8%)
0.0001 0.0001
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Table 3. Comparison of death rates, intensive care hospitalization rates and intubation

rates by age groups before and after curfew

Death rates

Intensive care

hospitalization rates

Intubation rates

Age | Before | After P Before | After P Before | After P
curfew | curfew |value | curfew | curfew | value | curfew | curfew | value
65- | 239/114 | 259/259 | <0.0 | 355/114 | 518/259 | <0.0 | 279/114 | 329/259 | <0.0
69 3 6 01 3 6 01 3 6 01
20.9% 10% 31.1% 20% 24.4% 12.7%
70- | 249/892 | 343/234 | <0.0 | 327/892 | 613/234 | <0.0 | 259/892 | 383/234 | <0.0
74 27.9% 2 01 36.7% 2 01 29% 2 01
14.6% 26.2% 16.4%
75- | 242/623 | 330/163 | <0.0 | 302/623 | 542/163 | <0.0 | 251/623 | 372/163 | <0.0
79 38.8% 7 01 48.5% 7 01 40.3% 7 01
20.2% 33.1% 22.7
80+ | 351/697 | 691/247 | <0.0 | 385/697 | 985/247 | <0.0 | 305/697 | 645/247 | <0.0
50.4% 5 01 55.2% 5) 01 43.8% 5) 01
27.9% 39.8% 26.1%
Tot | 1081/33 | 1623/90 | <0.0 | 1369/33 | 2658/90 | <0.0 | 1094/33 | 1729/90 | <0.0
al 55 50 01 55 50 01 95 50 01
32.2% 17.9% 40.8% 29.4% 32.6% 19.1%

* The curfew was imposed on March 21, 2020.

date April 5 was taken as the term

Including the 14-day incubation period, the
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Table 4. Factors affecting mortality in multivariate regression analysis

Odds Ratio 95% ClI P value
60-79 age
Gender (Male) 2.1 1.91-2.34 <0.001
Hypertension 1.17 1.03-1.32 0.013
Diabetes Mellitus 1.18 1.06-1.30 0.001
Heart Failure 1.79 1.57-2.05 <0.001
CKD 2.08 1.81-2.40 <0.001
Dementia 1.63 1.36-1.94 <0.001
Cancer 1.65 1.44-1.89 <0.001
80+ age
Gender (Male) 1.5 1.29-1.75 <0.001
Diabetes Mellitus 1.26 1.07-1.49 0.006
Heart Failure 1.38 1.15-1.65 0.001
Dementia 1.47 1.24-1.73 <0.001
Malnutrition 1.52 1.01-2.29 0.004
Hyperlipidemia 0.77 0.64-0.93 0.007

* Variables such as gender, hypertension, diabetes mellitus, COPD, CAD, AF, CKD,

dementia, depression, malnutrition, and hyperlipidemia were included in the model.
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