Table 3. Plasma inflammatory protein levels.

Plasma inflammatory protein levels were measured using multiplex ELISA (MSD)
and Proximity Extension Assay technology (Olink) recorded during follow-up visit
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reported having long COVID, of which 17 (52%) reported having unresolved
symptoms. Fatigue (89%), headache (89%), muscle aches (79%), and cough (77%)
were the most common symptoms reported at illness onset (Figure 1). Among
33 adults with long COVID, fatigue (42%), loss of smell (39%), and loss of taste
(33%) were most common (Figure 2A). In the 17 individuals with unresolved
symptoms, loss of smell (29%) and loss of taste (24%) were commonly reported
(Figure 2B).

Figure 1. COVID-19 symptoms reported at enrollment (n=62)
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Figure 2. Long COVID (symptoms lasting > 4 weeks) (n=33) (A) and unresolved long
COVID symptoms one-year post-infection (n=17) (B) reported on the one-year survey
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B. Unresolved Long COVID Symptoms One-Year Post-Infection (n=17)
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Conclusion. Half of the adults in our cohort reported long COVID symptoms,
with more than quarter of symptoms persisting one-year post-illness. Our findings
support that prolonged symptoms up to year after SARS-CoV-2 exposure occur, and
future studies should investigate the residual impacts of long COVID symptoms and
conditions.
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Background. Fungemia is associated with high rates of morbidity, mortality and
increase in length of hospital stay. Several studies have recognized increased rates of
candidemia since the COVID-19 pandemic.

Methods. A retrospective cohort study was conducted at a tertiary healthcare
system in Detroit, Michigan to evaluate the impact of the COVID-19 pandemic on in-
cidence of candidemia. The “pre COVID-19” timeframe was defined as January — May
2019 while the “during COVID-19” timeframe was January — May 2020. To compare
incidence and patient characteristics between cohorts, t-tests and chi-square ana-
lysis was used. Additional sub-analysis was performed in candidemia patients during
COVID-19 timeframe comparing outcomes of patients based on COVID-19 status.
A Fisher Exact and Satterthwaite Test were used for analysis of categorical and con-
tinuous variables, respectively.

Results.  Overall, 46 cases of candidemia were identified in both the pre COVID-
19 and during COVID-19 periods. Pre COVID-19, the average number of cases was
3.0 + 1.2 per month. The incidence more than doubled during COVID-19 to 6.2 +
4.2 cases per month (p = 0.14) (Figure 1). No significant differences in patient demo-
graphics were detected between cohorts, however, patients in the COVID-19 cohort
had higher rates of corticosteroid use, mechanical ventilation and vasopressors (Table
1). In the 2020 period, 31 patients developed candidemia and 12 (38.7%) patients
tested SARS-CoV-2 positive. On average, COVID-19 patients developed candidemia
12.1 days from admission, compared to 17.8 days in the COVID-19 negative cohort
(p = 0.340). Additionally, COVID-19 patients with candidemia coinfection were sig-
nificantly more likely to expire; 83.3% (n=10) COVID-19 patients expired compared to
36.8 (n=7) in the COVID-19 negative cohort (p = 0.025) (Table 2).

Figure 1. Incidence of Candidemia in the Pre-COVID-19 (January 2019 - May
2019) and During COVID-19 (January 2020-May 2020) periods
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Table 1. Characteristics of Candidemia patients in the pre-COVID (January 2019-May
2019) and during-COVID periods (January 2020-May 2020)

Pre COVID-19 | During COVID-19 | P—value
(N=15) (N=31)
Female,n (%) 4(26.7) 15 (48.4) 021
Age,mean + SD 628+142 625+15.7 0.90
Race,n (%) 0.97
Black 10 (66.7) 20 (64.5)
White 2(13.3) 5(16.1)
Other/Unknown 3 (20.0) 6(19.4)
Expired,n (%) 4(26.7) 17 (54 8) 0.08
Nursing Home i n(%) 5(33.3) 11 (35.5) 0.89
Length of Stay, mean £ SD 15.5+£9.1 30.0£27.1 0.06
Days from Admit to C: ia,mean+ SD 39+51 156 +179 <0.01
Charlson Comorbidity Index,n (%) 035
) 2(13.3) 8(25.8)
3-4 3(20.0) 10 (32.3)
=5 10 (66.7) 13 (41.9)
Comorbidities, n (%)
Cancer 4(26.7) 7(22.6) 0.76
Diabetes 9 (60.0) 14 (45.2) 035
Hypertension 10 (66.7) 17 (54.8) 0.45
Hospital Management,n (%)
Central Venous Catheter 13 (86.7) 25(80.7) 061
Corticosteroids 1(6.7) 16 (51.6) <0.01
Intensive Care Unit 12 (80.0) 28 (90.3) 033
Mechanical Ventilation 5(333) 22(71.0) 0.02
‘Vasopressors 5(333) 22 (71.0) 0.02

Bolded p-values indicate statistical significance at p-value < 0.05
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