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30-day readmission rate of COVID-19 patients discharged from a tertiary care

university hospital in Turkey; an observational, single-center study

Abstract

Background: The 30-day readmission rate is an important indicator of patient safety and
hospital’s quality performance. In this study, we aimed to find out the 30-day readmission rate
of mild and moderate severity COVID-19 patients discharged from a tertiaryeare university

hospital and to demonstrate the possible factors associated with feadmission.

Methods: This is an observational, single-center study. Epidemielogical and clinical data of
patients who were hospitalized with a diagnosis of COVID=29 were retrieved from a research
database where patient information was recorded praspectively. Readmission data was sought
from the hospital information management'system and National Health Record System to
detect if the patients were readmitted to any hospital within 30 days of discharge. Adult
patients £18 years-old) hospitalized in/COVID-19 wards with a diagnosis of mild or

moderate COVID-19 betiveen March 20, 2020 (when the first case was admitted to our

hospital), and Aprilk2632020were included.

Results: Fromiarch 26 to May 1, there were 154 mild or moderate severity (non-critical)
COVID- 19 patients discharged from COVID-19 wards, of which 11 (7.1%) were readmitted
The'median time of readmission was 8.1 days (IQR=5.2). Two patients (18.1%) were
categorized to have mild disease and the remaining 9 (81.9%) as moderate disease. Two
patients who were over 65 years of age and had metastatic cancers and hypertension
developed sepsis and died in the hospital during the readmission episode. Malignancy (18.7%
vs 2.1%, P = 0.04) and hypertension (45.5% vs 14%, P = 0.02) were more common in those

who were readmitted.



Conclusions: This is one of the first studies to report on 30-day readmission rate of COVID-

19 in the literature. More comprehensive studies are needed to reveal the causes and
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predictors of COVID-19 readmissions.



Introduction

In December 2019, a new ‘Coronavirus’ was identified in investigations on unknown
origin viral pneumonia cases in China. The virus was named “SARS-CoV-2" because of its
similarity to the SARS (Severe Acute Respiratory Syndrome) virus (1). The disease spread
rapidly all over the world and was declared as a pandemic by the World Health @kganization
(WHO) in March 2020 (2). As of 9 September 2020, novel coronavirug disease 2019
(COVID-19) has infected over 27 million people globally and approximately 285,000 people
in Turkey (3,4).

Published data covers mostly information on the clinical featur€s, laboratory findings
and treatment of patients hospitalized with the diagnosis ofC@WID-19, however many of the
COVID-19 patients were discharged with quarantine, saggestions, and treatment at home.
There is limited data on whether these p@tientsyhave fully recovered or if they were
readmitted. The readmission data of COVID-19 patients are scarce (5-7).

The 30-day readmission rate is amimportant indicator of patient safety and hospital’s
quality performance. The ‘30*day, readmission’ is defined as ‘unplanned admission for any
cause to an acute care sospital within 30 days of discharge’ (8). Most studies have suggested
that better quality46f inpatient care is associated with a lower risk of readmission (9,10).
Several studies have, investigated hospital readmissions in general patient populations or
among specific pepulations including older adults and patients with chronic conditions (such
as gongestive heart failure, hypertension, chronic obstructive lung disease) (11,12).

In this study, we aimed to find out the 30-day readmission rate of mild and moderate
severity COVID-19 patients discharged from a tertiary care university hospital. Secondly, we

aimed to demonstrate the characteristics and outcomes of patients who were readmitted.



1. Methods:
1.1 Study Design and Population:

This observational, single-center study was conducted in a tertiary care university
hospital. Epidemiological and clinical data of patients who were hospitalized with a diagnosis
of COVID-19 were retrieved from a research database where patient information was
recorded prospectively. Readmission data was sought from the hospital information
management system and National Health Record System (e-Pulse) to detect if the patients
were readmitted to any hospital within 30 days of discharge. e-Pulse is a centralized hospital
management information system owned by the Ministry of Health, which retrieves and
integrates data from all of the healthcare institutions and makes them available for the patient
and his/her healthcare providers. Patients and doctors (with the consent/ approval of the
patient) can access the healthcare data including all admissions, laboratory results, medical
images, prescription and medication details, emergency information, diagnosis details, reports
and health records that contains all the details concerning the examinations via desktop and
mobile platforms (13). Each patient has a unique identity number, which is the national
identity number, enabling tracking of his/her records in the healthcare system by healthcare
providers given the patient has consented at the registration stage. Hence, the healthcare
information of the patients in the e-Pulse system is reliable, complete and accessible except
for those who haven’t consented for data sharing. We retrieved the data of the patients who
have consented for accessibility of their data through the e-pulse system. 30-day readmission
was defined as an unplanned admission to the hospital within 30 days of discharge.

Adult patients ¥18 years-old) hospitalized in COVID-19 wards with a diagnosis of
COVID-19 between March 20, 2020 (when the first case was admitted to our hospital), and
April 26, 2020 were included. Among the patients who were included in the study, the first

patient was discharged on March 26, and the last patient was discharged on May 01.



Critically-ill patients with sepsis and/or acute respiratory distress syndrome requiring
intensive care unit (ICU) at the time of admission or those who were transferred to the ICU
during the hospital stay or those who were transferred from the ICU to the COVID-19 wards
were excluded considering that critically ill patients with COVID-19 might have different
disease courses due to comorbidities and disease states other than COVID-19 and their
mortality rate is higher than the mild and moderate cases (14).

Diagnosis, hospitalization, treatment and discharge decisions were made by attending
physicians according to the current national guidelines prepared by the Scientific Advisory
Committee of the Turkish Ministry of Health. Patients who need admission to the COVID-19
wards were categorized as “probable” or “confirmed” cases. “Confirmed case” was defined as
a patient who had positive polymerase chain reaction (PCR) test res@ARSCoV-2.
“Probable case” was defined as a patient who had sudden onset of fever, cough or dyspnea
without nasal discharge, with or without travel history, or who had contact with COVID-19
infected individual in the last 14 days or patients who had severe acute respiratory infections
that cannot be explained with any other cause, but with negative PCR test reSARSor
CoV-2 (15).

All the patients underwent bacterial and viral multiplex PCR testing (covering 14
different respiratory pathogens including influenza virus) with nasopharyngeal swabs ruling
out other possible infections and coinfections at the time of admission. Examinations and tests
were done thoroughly for signs of organ failure, acute exacerbation of chronic disease or for
other reasons that might have caused the acute admission other than SARS-CoV-2 infection.
"Probable cases" were the cases that can only be explained by SARS-CoV-2 infection with
their clinical characteristics and laboratory findings.

COVID-19 cases were further classified into three categories with regards to WHO

classification as mild, moderate, and severe disease. (16).



Treatment regimens for COVID-19 and duration of treatment were also recorded.
Main categories of treatment regimens were: hydroxychloroquine(HCQ) only,
HCQ+azithromycin (AZT), and favipravir (FAV) containing regimens. Some patients could
also have received oseltamivir (OTV) or empirical antibacterial treatment as per the
indication. Even if the patients were discharged before the treatment was completed, their
medications were provided, and treatments were completed at home.

As this was an observational study, the follow-up and dischafge decisions of the
patients were not intervened. All patients were discharged followifig the instructions in the
national guideline stating th&€OVID-19 patients under inpatieént treatment and monitoring
who have not had any fever and need for oxygen within the fast 48-72 hours and who fulfil
the criteria for home monitoring may be discharged after their treatment is determined by the
consultant physician. Their home isolation m&y=be terminated on thdal4 following the
date of discharge provided not to manifest any, symptoms or' féhe):

The study protocol was appreved by the Institutional Ethics Board (Approval number:
GO 20/353) and carried outsin aecordance with the ethical standards laid down in the 1964

Declaration of Helsinkids revised in 2000.

2.2 Satistical Analysis

All" statistical analyses were performed with SPSS statistical software package
(SRSS,I1BM,Armonk,NY) version 25. In descriptive statistics, number and percentage were
used,for categorical variables. For continuous variables with normal distribution, mean and
standard deviation(SD) were used; and for continuous variables that do not show normal
distribution, interquartile range(IQR) was preferred. Pearson Chi-Square Test or Fisher exact

test were used in the analysis of categorical variables. Non-normally distributed numerical



data were analyzed with Mann-Whitney U test or Kruskal Wallis Tests. For all comparisons

P-values less than 0.05 were considered as statistically significant.

2. Results:

From March 26 to May 1, there were 154 mild or moderate severity (nen-critical)
COVID-19 patients discharged from COVID-19 wards, of which 11 (7.1%) were readmitted
(Table 1). While 98(63.6%) patients had a posi¥RS-CoV-2 PCR test g&sulty(confirmed
case), the rest of the patients had either compatible CT jmaging, results or clinical
characteristics those were highly suspicious of COVID-19"(probable). Disease category
(confirmed or probable) or severity (mild or moderate) were,netsassociated with readmission.
The median length of stay (LoS) during the initial admisSien was 4 days (IQR=5) and was 3
days (IQR=3) among readmitted patients witfeag_sStatistical difference. All but five patients
(96.8%) received HCQ or HCQ based combination therapies. The characteristics of those
patients who were readmitted within 30, days (n=11) and who were not (n=143) were
compared in Table 1.

All of the patientsmetithefdischarge criteria mentioned in the methods section. Nine
patients had completed their first treatment course at the hospital (4 patients, 36.3%) or at
home (5 patientsy45:5%) before the readmission. The median duration from discharge until
readmission wasy8.1(IQR=5.2) days. Two patients (18.1%) were categorized as mild disease
and' the remaining 9(81.9%) as moderate. Malignancy (18.7% vs 2.1%, P = 0.04) and
Nypertension (45.5% vs 14%, P = 0.02) were more common in those who were readmitted.

General characteristics of 11 readmitted patients are given in Table 2.

The main reasons for readmission were prolonged fever (45.5%) and persistent cough
(45.5%) (Table 2). Only one patient had no complaints but was admitted due to social

problems jeopardizing home isolation (Table 2, Patient 5). Among the readmitted patients,



two did not receive any treatment during the initial admission period (Table 2). One of the
two patients who received no treatment in the initial admission period developed fever and
radiological signs of pneumonia, and HCQ+AZT were initiated (Table 2, Patient 8). The other
patient who did not receive treatment in the initial admission period was a 43-year old male
patient and he was readmitted due to social problems preventing the executionfef the home
isolation protocol (Table 2, Patient 5). Isolation problems at home were salved and he was
discharged again after 3 days.

The other patients (n=9) were treated with HCQ+AZT 5"days, Only one patient
received FAV as a part of the initial treatment regimengand “although this patient was
readmitted with dyspnea, there was regression of pneumonia«en the chest CT and the patient
received no further treatment (Table 2, Patient 9, On’the other hand, progression in
pneumonia was detected in the CT scan of fougpatients who presented with either cough or
fever or both (Figure 1). These patients\who were treated with HCQ+AZT or
HCQ+AZT+OTV during the initial admissien were started FAV during the second admission
(Table 2, Patients 1,2,6,10).

All but two patients were discharged again. However, two patients who were over 65
years of age and hadymetastatic cancers developed sepsis and died in the hospital during the
readmission gpisedey, The first patient was a 67-year old female patient with a history of
metastatiCc lung adenocancer, hypertension and chronic kidney disease presented with cough
and'tever,(Table 2, Patient 7). Chest CT showed subpleural, multifocal noduler ground-glass
opacities which were compatible with COVID-19 pneumonia in the lower lung lobes (Figure
2)» Her complete blood count revealed leukocytosis, neutrophilia and lymphocytopenia.
Treatment was planned as HCQ+AZT for COVID-19 pneumonia and ceftriaxone since
bacterial pneumonia could not be excluded. On thel#y of hospitalization she developed

acute kidney injury. Intravenous hydration with isotonic saline was planned, but the patient



and the family rejected the treatment inspite of the acknowledgement on the risk of
progression to acute renal failure. After 6 days of hospital stay, the patient was discharged at
the discretion of herself and her family with a declaration to increase the volume of oral
hydration. Next day, patient was back to hospital with confusion, her serum creatinine level
was 3.95 mg/dl and she was hypotensive. Intravenous meropenem and hydratioA,was started
with a diagnosis of clinical sepsis, however, she had cardiac arrest and dieds

The second deceased patient was a 75-year old male patieatywith, the history of
metastatic colon cancer (lung metastasis), hypertension and 4s€nign, prostate hyperplasia
(Table 2, Patient 11). He had no symptoms and underwengthoraee-abdominal CT for cancer
evaluation in the outpatient clinic for his routine oncologysollew-up. Thorax CT showed a
subsegmental ground-glass opacity that was suspicious fer'COVID-19 pneumonia on the left
upper lobe. He received HCQ+AZT and cefdrexime, The patient was discharged dh the 9
day of admission. After 14 days, he was readmitted with swelling on the legs and dyspnea.
Chest CT showed pleural and pericardial*effusion but no signs of any infection or pulmonary
thromboembolism. He received, diuretics and noninvasive mechanical ventilation for
pulmonary edema. Extehded-spéctrum antibiotics were started considering clinical sepsis.

However, the patientdied because of septic shock and respiratory failure off they11

3. Discussion;

To,the best of our knowledgthis is one of the first studies exploring 30 day
readmission rate of COVID-19 patients. The 30-day readmission was defined as unplanned
admission to the hospital within 30 days of discharge. Patients may have had an unplanned
readmission for any reason. Unplanned hospital readmissions, especially avoidable unplanned
readmissions, are accepted as an indicator of quality of care and a hospital performance

measure (17)Healthcare systems around the world are building up intentions to deliver



higher quality care. Reducing preventable hospital admissions has drawn policy attention as
an opportunity to improve the quality of care and reduce healthcare costs in several countries,
including the United States(US), England, Denmark, and Germany (18). In the US, the
Centers for Medicare and Medicaid Services (CMS) began publicly reporting 30-day
readmission rates for heart failure(HF), acute myocardial infarction(AMI), and pnéumonia as
a measure of hospital performance in 2009 after these measures weref endorsed by the
National Quality Forum (19). In an analysis in US from 2007 to 2009 .the readmission rates
of HF, AMI and pneumonia were 35.2%, 10.0% and 22.4%, respéttively (20). On the other
hand, 30-day readmission rate was reported as 25.1% afterg219.582410spitalizations for HF in
Australia and New Zeland (21). 30-day readmission rate is'a quality metric that we commonly
use for other disease conditions and measures to prevents€admission are usually well defined
in those diseases. Here, we aimed to open atwindow, to the ‘quality management’ in COVID-
19 while trying to outline readmissions_are\pessible and common, and when we better get to
know the disease and management algosithms are clear and applicable we can measure the
quality of the care we deliver t, terms of 30-day readmission. Additionally, readmission
should be perceived as& thréat 16 the sustainability and continuity of healthcare in an already
overwhelmed healthcare system.

The 30¢day readmission rate in this cohort of patient with mild to moderate COVID-
19 was 7.1%. Imvthe early stages of the pandemic, in a prospective cohort study evaluating
clinical features and outcomes of discharged COVID-19 patients, 5 of 131 (3.8%) were
readmitted in the first and the second week after discharge and 3 (2.29%) were readmitted in
the third and the fourth week after discharge. Although not stated in the study, we calculated
the 30-day readmission rate as 6.1% (22). In a study from Spain, 61 (%4.4) of 1368 patients
with laboratory confirmedSARS-CoV-2 were readmitted (23). In a recent study, of 2864

discharged patients, 103 (3.6%) had returned for emergency care after a median of 4.5 days,



with 56 had requiring inpatient readmission (24). Readmission rate is not much different from
more comprehensive and multicenter studies in the recent literature. However, as expected
from the small sample of our study, the 95% confidence interval for the 7.1% readmission
rate is wide. In addition, the comparison of the 30-day readmission rates between COVID-19
and that for other conditions in our hospital could be informative. For instance; thé\frequency
of emergency department (ED) visits of 1570 patients discharged from thedhternal medicine
wards were 1.3% within 7 days and were 5.2% within 30 days (12).

The median LoS of the study population was 4(IQR=2%28)“days in the initial
admission and 3(IQR=1-25) days among the readmitted goatientsThis value can change
between institutions depending on the capacity of hospital'hedssin that particular institution as
well as the treatment strategies and home isolation policy*ef the country. In a systemic review
and data synthesis, median hospital LoS ran@ed, from 4 to 53 days within China and 4 to 21
days outside of China. A median hospital LoS was 14(IQR=10-19) days for China, compared
with 5(IQR=3-9) days outside of China (25). Several studies have been published assessing
the relationship between LoSrand readmission rates for different disease in the pre-pandemic
periods (26-29). Shorter hospital LoS for HF was associated with increased rates of
cardiovascular and HF readmissions but lower rates of non-cardiovascular readmissions (30).
In a nation-wide study of Norwegian Hospitals, being admitted to a hospital with relatively
short average LoS increased the patient's risk of early readmission significantly (31). The
results also indicated that there exists a link between the basic conditions at which the
hospitals deliver the care, and the outcome of the patients measured as early readmissions.
Somani et al. reported that COVID-19 patients who were readmitted had a shorter median
LoS during index hospitalization (4.5 [2.9,9.1] vs 6.7 [3.5, 11.5] days; P=0.006) (24). Parra et
al. also reported that readmitted COVID-19 patients had a shorter LoS (6 [4-14] vs 9 [6-14]

days; P=0.02) (23). LoS seems not to be the primary measure of interest in COVID-19 studies



which report it, however, it can be an important parameter and can sure be related to
unplanned readmissions. Hospital LoS of COVID-19 patients can be affected by many
situations such as hospital bed capacity, treatment plans, quality of care and should also be an
important issue that needs to be analyzed. It should be noted that the demand for hospital
admissions and the learning curve of the disease has changed over the course ofthe epidemic,
which may have had a varying impact on patient discharge.

There was a higher prevalance of readmission in hypertensive, patients (p=0.02).
Similarly, the percentage of patients with an accompanying malign@ncywere at increased risk
for readmission (18.2%vs2.1%,p=0.04). In the study from *Spainy Immunocompromised
patients were at increased risk for readmission and thereé\wassélso a trend towards a higher
probability of readmission in hypertensive patients (23).%A¢retrospective cohort study from
USA reported higher proportions of COPD (618%,vs2.9%) and hypertension (36% vs 22.1%)
among readmitted patients compared to not feadmitted patients (24). Current data indicate HT
as a risk factor for poor prognosis_in COMID patients (32, 33) which may be a related to
the increase in readmission rateSy In @ nationwide analysis in China, patients with cancer were
found to have a higher sk of,CQVID-19 than individuals without cancer and malignancy has
been reported as a‘paor prognostic factor in COVID-19 (34). In the present study the patients
who died in thé readmission period were elderly patients who had both metastatic cancers, HT
and developed, Sepsis. Both of these patients had negative PCR test results but had CT scans
compatible with COVID-19 pneumonia. Chest CT has found to have low rate of missed
diagnosis of COVID-19 (3.9%, 2/51) and may be useful as a standard method for the rapid
diagnosis of COVID-19 to optimize the management of patients (35,36,37). However,
diagnosis of COVID-19 on clinical grounds can be challenging in complex patients with

multiple morbidities.



It might be argued that patients with such prognostic factors could have received FAV
in the initial admission. FAV is considered as one of the potential candidates for COVID-19
treatment and used in many countries. Although, there are also several randomized controlled
trials going on in China, there is not solid evidence to show in which patient group it will be
used as a priority (38).

Discussing readmission in COVID-19 is challenging, as we yet d@ not know the
clinical characteristics of the disease and we do not have establishedsfeatment regimens and
care bundles. Hence, it's difficult to analyze and discuss the gfactors, contributing to the
occurrence of readmission. Is it because of quality gapS Owdfailed transitional care
interventions in this patient population, or is it related to the,natural course of the disease that
may wax and wane? For instance, one patient who did netfreceive any treatment in the initial
admission period developed fever and radiol@gical Signs of pneumonia after 9 days of home
isolation, after which HCQ+AZT was initiated, in, the readmission period. It's hard to judge
whether this readmission was due to undertreatment or short observation period of initial
admission or was as a resultef the natural course of the disease itself. On the other hand, four
of the eleven patientsfwete réadmitted with the radiological progression of existing
pneumonia without” demand-for-oxygen supplementation although these patients received
HCQ+AZT duringsthayinitial admission period. Lack of evidence-based therapies prevents the
determination of'the quality gap.

Our study has some limitations. Many features such as individual characteristics of
patients, current diseases, clinical presentations, laboratory findings, and the treatments can
cause readmission. We did not perform multivariable analysis to explain the causes
statistically. The sample size was not enough to evaluate the predictors of hospital
readmissions. We give only our observations amidst a stressful pandemic situation that we

have not yet fully understood the dynamics of the disease.



In conclusion, this is one of the first studies to report on 30-day readmission rate of
COVID-19 in literature. Prolonged fever and persistent cough were the most common
complaints on readmission. The percentage of patients with accompanying hypertension and
malignancy were higher among readmitted patients. Two patients who died on the second
admission had metastatic cancer and HT. More comprehensive studies are negded to reveal
the causes and predictors of COVID-19 readmissions and to clearly demongtrate whether 30-

day readmission rate can be used as a quality indicator of COVID-19 care.
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Table 1: Baseline characteristics of the COVID-19 patients included in the study

Total No 3(-day 3C-day Readmissiol
n =154 Readmission n=11 P
n =143

Age, median (IQR), year 445 (24) 44 (25) 49 (25) 0.15
Sex, n (%) 0.75
Female 77 (50) 72 (50.3) 5 (45.5)
Male 77 (50) 71 (49.7) 6 (54.5)
Underlying medical illnesses n (%)
Diabetes mellitus 19 (12.3) 17 (11.9) 2(18.2) 0.63
Hypertension 25 (16.2) 20 (14) 5 (45.5) 0.02
COPD/Asthma 13 (8.4) 13 (9.1) 0 N/A
CAD/CHF 7 (4.5) 7 (4.9) 0 N/A
Malignancy 5(3.2) 3(2.1) 2 (18.2) 0.04
Diagnosis, n (%) 0.20
Confirmed 95 (61.7) 90 (62.9) 5 (45.5)
Probable 59 (38.3) 53 (3%.1) 6 (54.5)
Disease Severity, n (%) 1.0
Mild 31 (20.1) 29 (20.3) 2(18.1)
Moderate 123 (79.8) 114 (79.7) 9 (81.9)
Treatments, r (%)
No treatment 4 (2.8) 2(1.4) 2(18.2) N/A
HCQ 21 (13.6) 21 (14.7) 0 N/A
HCQ + AZT 107 (69.5) 99 (69.2) 8(72.1) 1.0
FAV (combined/sequential) 21 (13.6) 20 (13.9) 1(9.1) 1.0
LPV/RTV 1%0.6) 1(0.7) 0 N/A
Length of stay on the first
admission, median (IQR), days 4 (4) 4 (5) 3(3) 0.48

COPD; Chronic ObstructiveyPulmonary Disease, CAD; Coronary Artery Disease, CHF; Chronic Heart Failure
HCQ); Hydroxyclaroquine, AZT; Azithromycin, FVP; Favipravir, LPV/RTV; Lopinavir/ritonavir




Table 2. Characteristics and outcomes of the patients who were readmitted within 30 days after discharge

Initial Admission Readmissior
Patient Se» Age Comorbidity Symptoms PCR Chest Severity Treatment Length of Days from Symptoms PCR Chest CT Treatment Rapid Length of Outcome
years Test CT Category hospital discharge Test antibody hospital
Result stay, days until Result test result | stay, days
readmission,
days
1 F 50 - Fever + Pneu* Moderate HCQ+AZT 2 6 Cough N/A Pneu* FVP N/A 3 Recovered
Cough 5 days Progression Discharged
Sore throat
2 M 67 Aortic Fever, + Pneu* Moderate HCQ+AZT 3 5! Fever N/A Pneu* FVP N/A 5 Recovered
aneurysm Cough 5 days Cough Progression Discharged
3 F 49 HT Fever, Cough + Pneu* Moderate HCQ+AZT 5 12 Backqpain N/A Normal No N/A 1 Discharged
Fatigue 5 days treatment
Myalgia
4 F 43 Arrhythmia Fever, cough, S5 N Moderate HCQ+AZT 3 18 Fever = Pneu* No N/A 1 Discharged
sore throat, 5 days Cough treatment
diarrhea
5 M 43 FMF Asymptomatic + N Mild No treatment 1 3 Asymptoma| N/A N/A No N/A 3 Discharged
tic treatment
6 F 26 - Fever - Pneu* Moderate HCQ+AZT 8 8 Fever + Pneu* FVP + 6 Recovered
Cough +OTV Cough Progression Discharged
Myalgia 5 days Myalgia
7 F 67 HT, CKD Fever - Pneu* Moderate HCQ+AZT 6 1 Confusion N/A N/A Meropenen N/A 1 Sepsis
Metastatic Cough 5 days Cardiac Arrest
lung Sputum Exitus
adenocancer +CRO,5 days
8 M 27 - Cough - N Mild No treatment 1 9 Fever - Pneu* HCQ+AZT N/A 8 Recovered
Sore throat Cough Discharged
9 M 75 T2DM, HT, Fever - Pneu* Moderate HCQ+AZT 25 3 Dyspnea N/A Pneu* No N/A 2 Recovered
BPH, Cough, +FVR{5 days Improvement | treatment Discharged
Hypothyroidi Dyspnea +Meropenem,
sm 5'days
1C M 48 T2DM, HT, Fever - Pneu* Moderate HCQ+AZT 8 11 Fever - Pneu* FVP + 2 Recovered
OSAS Fatique +OTV Progression MXF Discharged
Myalgia, 5 days
11 M 75 HT, BPH Asymptomatic - PneuX Meoderate| HCQ+AZT 9 14 Dyspnea N/A N/A - N/A 11 Sepsis,
Metastatic 5 days Leg Respiratory
colon ca +CXM,7 days swelling Failure,
Exitus,

"*"- Consistent with covid-19 pneumonia, N; norptial’;Positive,”-"fhegative, N/A;not applicable

HT; Hypertension, FMF; Familial Mediterranean Fever,CKD; Chronic Kidney Disease, T2DM;Type 2 Diabetes Mellitus, BPH; Benign Prostat HyperplaSias@$4i8e Sleep Apnea Syndrome
HCQ; Hydroxycloroquine, AZT; Azithromycin, FVP4 Favipravif, OTV; Oseltamivir, CXM; Cefixim, MXfexifloxacin



Figure Legends:

Figure 1: Progression in pneumonia on the readmis§li@ble 2, Patient 2)
1 - Chest CT on the initial admission:Unilateral and solitary ground glass opacity
associated with early COVID-19 pneumonia in the right lung upper lobe anterior&nt

2 — Chest CT on readmissionWidespread ground-glass opacities in both IunQ

Figure 2: Chest CT on the first admissi¢hable 2, Patient 7) E 2

1 - Fibroatelectatic changes to the right lung upper lobe round-glass opacities

mostly located in the lower lobe of the right lung compatib OVID-19 pneumonia

2 - Multifocal ground-glass opacities in the left lung, uppe e in lingula
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Figure 2: Chest CT on the first admissi¢hable 2, Patient 7) ! l

1 - Fibroatelectatic changes to the right lung upper lobe, nodular ground- pacities mostly located
in the lower lobe of the right lung compatible with COVID-19 pneumogi

2 - Multifocal ground-glass opacities in the left lung, upper lobe in



