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Abstract
Most patients with coronavirus disease 2019 (COVID-19) have mild to moderate illness not requiring hospitalization. However, no
study has detailed the evolution of symptoms in the first month of illness.
At our institution, we conducted remote (telephone and video) visits for all adult outpatients diagnosed with COVID-19within 24h of

a positive nasopharyngeal polymerase chain test for SARS-CoV-2. We repeated regular video visits at 7, 14, and 28 days after the
positive test, retrospectively reviewed the prospective data collected in the remote visits, and constructed a week by week profile of
clinical illness, through week 4 of illness.
We reviewed the courses of 458 symptomatic patients diagnosed between March 12, 2020, and June 22, 2020, and

characterized their weekly courses. Common initial symptoms included fever, headache, cough, and chest pain, which frequently
persisted through week 3 or longer. Upper respiratory or gastrointestinal symptoms were much shorter lived, present primarily in
week 1. Anosmia/ageusia peaked in weeks 2 to 3. Emergency department visits were frequent, with 128 visits in the 423 patients
who were not hospitalized and 48 visits among the 35 outpatients (7.6%) who were eventually hospitalized (2 subsequently died). By
the fourth week, 28.9% said their illness had completely resolved. After the 4-week follow up, 20 (4.7%) of the 423 nonhospitalized
patients had further medical evaluation and management for subacute or chronic COVID-19 symptoms.
Mild to moderate outpatient COVID-19 is a prolonged illness, with evolving symptoms commonly lasting into the fourth week of

illness.

Abbreviations: ADLs = activities of daily living, COVID-19 = coronavirus disease 2019, ED = emergency department, PCR =
polymerase chain reaction, REDCap = Research Electronic Data Capture, SARS-CoV-2 = severe acute respiratory syndrome
coronavirus 2.
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1. Introduction
Coronavirus disease 2019 (COVID-19), caused by severe acute
respiratory syndrome coronavirus 2 (SARS-CoV-2), manifests in
various ways ranging from asymptomatic infection to severe
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respiratory failure and multiorgan dysfunction that can result in
hospitalization and death. Because little was known about SARS-
CoV-2 before 2020, the medical literature has exploded with
descriptions of the virus, the illness, and outcomes for a variety of
r.
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interventions. Among patients with severe illness requiring
hospitalization, a syndrome of fever, cough, fatigue, myalgia,
and dyspnea is common, often additionally accompanied by
gastrointestinal symptoms, such as diarrhea. Chest imaging often
shows multifocal ground-glass infiltrates. Symptomatic illness
can be prolonged and recovery slow.[1] Mild COVID-19 illness is
defined by “mild symptoms without dyspnea, ” whereas
moderate illness is defined by the presence of clinical or
radiographic evidence of lower respiratory tract infection with
oxygen saturations that exceed 94%.[2]

Although approximately 85% of persons with COVID-19
have mild illness,[3] not much has been published to describe the
characteristics and courses of adult patients withmild illness in an
outpatient setting. Recent studies of outpatients have described
similar symptoms at presentation as those of patients who
eventually require hospitalisation[4,5] early in the outpatient
course. Notably, most outpatients who initially describe
symptoms remain symptomatic 1 to 2 weeks after diagnosis.[5,6]

With the onset of the pandemic, our infectious disease practice
instituted regular telephone or video visits for our outpatients
with COVID-19 over the first month of illness. In this study, we
aimed to describe the first month of COVID-19 illness among
patients with mild to moderate illness.
2. Methods

This study was approved by the Mayo Clinic Institutional Review
Board, and written informed consent was waived for those who
provided research authorization. The study is reported in keeping
with the Strengthening the Reporting of Observational Studies in
Epidemiology reporting guideline for cohort studies.[7] We
retrospectively reviewed electronic health records of all adults
aged18years andolderwhohadpositive results fromapolymerase
chain reaction (PCR) test for SARS-CoV-2 RNA between March
12,2020, and June22,2020.Only currentpatients or employeesof
our institutionwere tested. All patients had nasopharyngeal swabs
collected either in the emergencydepartment (ED)ordrive-through
testing center, and swabs were analyzed the same day in our
institution’s laboratory using the RealTime SARS-COV-2 assay
and m2000 platform (Abbott Molecular). Patients who were
evaluated, tested, and dismissed home from the EDwere included,
but those who were admitted to the hospital directly from the ED
were excluded.We also excluded those whose diagnosis wasmade
during hospitalization.
Test results were reported by telephone to the patient by a

medical practitioner or nurse within 24h, at which time an initial
history was taken and counseling conducted. Video (or
telephone) visits were then conducted 2 to 3 days after the
initial contact and repeated at days 7, 14, and 30 after the positive
test date. Because of iterative feedback and patient volumes, we
later discontinued the day 2 to 3 visit. All virtual visits were
conducted to counsel patients regarding symptom management,
to assess risk factors, to advise patients on the need for isolation,
to counsel for warning symptoms or signs that suggested a need
for further medical evaluation, and/or to coordinate retesting if
needed. Patient symptoms, medical history, and epidemiologic
risk factors were prospectively collected in a standardized fashion
using a templated note in the electronic health record, then
retrospectively collected for the purpose of analysis.
We included patients who had at least 1 symptom of COVID-

19 at any point during the follow-up time of 4 weeks. We defined
mild or moderate severity by the absence of severe symptoms
2

requiring hospitalization. Mild illness was further defined as
absence of dyspnea, whereas moderate illness was defined as
presence of dyspnea.[2] We also collected information regarding
patients’ ability to perform activities of daily living (ADLs). To
account for the variation in timing of illness to positive test, we
defined “week of illness” by the date of illness onset, not by the
date of the first positive PCR test. Where 2 follow-up dates were
within the same week, we used the earlier of the 2 dates.
For the patients included in the study cohort, we separately

reviewed their electronic health records for continued care for
COVID-19–related symptoms after the 4-week follow-up. For
the second record review, we defined subacute COVID-19
syndrome by symptoms that persisted for longer than 4weeks but
less than 12 weeks and chronic postacute COVID-19 by
symptoms that persisted beyond 12 weeks from the onset of
symptoms.[8]

We compiled and managed our data using the REDCap
(Research Electronic Data Capture) tool hosted at our institution.
We summarized data with number and percentage. The differ-
ences in categorical variables were analyzed by the Pearson x2 test
and ordinal variables by the trend test. Continuous variables were
compared using the linear model analysis of variance test. A P
value of <.05 was considered significant.
3. Results

From March 12, 2020, through June 22, 2020, 550 sequential
outpatients had PCR-confirmed SARS-CoV-2 infection diag-
nosed in the outpatient setting. Of these patients, 92 were
excluded: 15 were 17 years of age or younger or were of
unknown age, 66 had asymptomatic illness at every time point in
follow-up, and 11 had unknown symptoms/severity of illness,
yielding a final study cohort of 458 patients. Among the 458
patients, 35 (7.6%) were ultimately hospitalized during the 4
weeks from illness onset, 2 of whom subsequently died of
COVID-19. Table 1 summarizes and compares the demographic
characteristics, comorbid conditions, and follow-up for the
hospitalized and nonhospitalized groups.
Table 2 and the Figure 1 summarize the illness characteristics

and symptoms of the 423 patients who never required
hospitalization by week 4 of illness. Symptoms of upper
respiratory illness (rhinitis, sore throat, nasal congestion) and
gastrointestinal illness (nausea, vomiting, diarrhea) were com-
mon initial symptoms for a few days, but for many patients,
headache, fever, and fatigue lasted for weeks. At each time point,
cough was the most common symptom and was still present in
15.1% of patients in the fourth week of illness. The presence of
dyspnea, distinguishing mild from moderate illness, was seen in a
minority of patients and ranged from 14.4% in the first week of
illness to 7.8% in the fourth week of illness. Figure 1
Table 3 summarizes the illness characteristics and symptoms of

the 35 adults who started follow-up as outpatients but were
eventually hospitalized within the 4 weeks after symptom onset.
Once patients were hospitalized, no further symptoms were
tallied for them. The initial characteristics and symptoms of
patients eventually hospitalized did not differ from those of
patients never hospitalized, although lower respiratory symp-
toms (chest pain, dyspnea) defining moderate illness were more
prevalent at 3 and 4 weeks of follow-up among the group of
patients who were eventually hospitalized.
We compared the demographic characteristics, underlying

comorbid conditions, and body mass index of those patients who



Table 1

Demographic characteristics, medical history, and follow-up of 458 symptomatic adult outpatients with COVID-19.

No. (%)
∗

Characteristics Never hospitalized (n=423) Hospitalized during follow-up (n=35) P value†

Sex .43
Male 188 (44.4) 18 (51.4)
Female 235 (55.6) 17 (48.6)

Age, median (range), y 41 (18-93) 52 (19-76) .16‡

Race .82
White 316 (74.7) 28 (80.0)
Asian 18 (4.3) 2 (5.7)
Black or African American 18 (4.3) 1 (2.9)
Native American/Alaskan 4 (1.0) 0 (0)
Other 21 (5.0) 1 (2.9)
Not specified 36 (8.5) 3 (8.6)

Hispanic/Latino ethnicity 41 (9.7) 4 (11.4) .96
Body mass index (n=278) .42
Underweight (<18.5) 6 (1.4) 0 (0)
Normal weight (18.5-24.9) 77 (18.2) 8 (22.9)
Overweight (25.0–29.9) 80 (18.9) 9 (25.7)
Obese (>30.0) 82 (19.4) 15 (42.9)
Missing 178 (42.1) 3 (8.6)

Comorbid conditionx

None 178 (42.1) 5 (14.3) .001
Hypertension 84 (19.9) 16 (45.7) <.001
Diabetes 30 (7.1) 11 (31.4) <.001
Pre-diabetes 18 (4.3) 2 (5.7) .69
Hyperlipidemia 66 (15.6) 14 (40.0) <.001
Atherosclerotic cardiovascular disease 18 (4.3) 8 (22.9) <.001
COPD 10 (2.4) 5 (14.3) <.001
Asthma 49 (11.6) 6 (17.1) .33
Chronic kidney diseasejj 5 (1.2) 4 (11.4) <.001
Immunocompromised state¶ 2 (0.5) 3 (8.6) <.001

No. ED visits during follow-up <.001#

0 264 (62.4) 4 (11.4)
1 89 (21.0) 21 (60.0)
2 13 (3.1) 5 (14.3)
3 or more 4 (0.9) 5 (14.3)
Total visits 128 48

Death from COVID-19 0 (0) 2 (5.7)

COPD = chronic obstructive pulmonary disease; COVID-19 = coronavirus disease 2019; ED = emergency department.
∗
Unless indicated otherwise.

† Pearson x2 test, unless noted otherwise.
‡ Linear model analysis of variance.
x Other medical conditions more likely to be present in hospitalized patients: pulmonary embolism (but not deep venous thrombosis), cardiac arrhythmias, gastroesophageal reflux disease, hypothyroidism,
obstructive sleep apnea.
jj Chronic kidney disease grade II or greater, or estimated glomerular filtration rate less than 50.
¶ Immunocompromised state was defined as the presence of organ transplantation, hematologic malignancy, infection with human immunodeficiency virus with <200 CD4 cells, or immunosuppressant
medications for autoimmune or inflammatory conditions. In the present cohort, the immunocompromised group consisted solely of patients with hematologic malignancy (n=4) or kidney transplantation (n=1).
# Trend test for ordinal variables.
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were eventually hospitalized versus those who were not
hospitalized. Hospitalized patients were older and more likely
to have a host of comorbid conditions such as hypertension,
diabetes, hyperlipidemia, atherosclerotic heart disease and
arrhythmias, chronic kidney disease, thromboembolic disease
such as pulmonary embolus, chronic obstructive pulmonary
disease (but not asthma), and others (Table 1). Those who were
eventually hospitalized also had more respiratory symptoms,
were less likely to have illness resolution, and made more trips to
the ED than those who were not hospitalized (P< .001).
Of the 423 nonhospitalized patients included in the study, 20

(4.7%) had continued medical evaluation and management for
known or suspected persistent COVID-19–related symptoms
beyond the first 4 weeks of their COVID-19 illness and met the
3

definition for subacute or chronic postacute COVID-19
syndrome. Among the 20 patients, 7 (35%) had persistent
COVID-19 symptoms that were present in their acute illness.
There were no demographic characteristics of those with
postacute COVID-19 symptoms that predicted persistent
symptoms (calculations not shown).
4. Discussion

Relatively little has been published regarding the course and
outcomes for outpatients with mild or moderate symptoms of
COVID-19. This study adds to the existing knowledge of
COVID-19 by providing a detailed weekly summary of follow-up
for patients with illness mild enough for outpatient treatment. At

http://www.md-journal.com


Table 2

Illness characteristics and common symptomsof 423 symptomatic outpatientswithmild tomoderate COVID-19 during the 4-week follow-
up.

No. (%)

Characteristic/symptom Illness Onset (N=423) Week 1 (n=167) Week 2 (n=156) Week 3 (n=155) Week 4 (n=166)

Able to perform all ADLs 306/389
∗
(78.7) 139 (83.2) 118 (75.6) 124 (80.0) 108 (65.1)

Unable to perform all ADLs 83/389
∗
(21.3) 24 (14.4) 25 (16.0) 10 (6.5) 8 (4.8)

Visited the ED 105 (24.8) 9 (5.4) 9 (5.8) 6 (3.9) 9 (5.4)
Illness resolved 0 (0) 2 (1.2) 12 (7.7) 21 (13.5) 48 (28.9)
Symptoms
Fever 236 (55.8) 76 (45.5) 37 (23.7) 11 (7.1) 4 (2.4)
Chills or rigors 22 (5.2) 42 (25.1) 11 (7.1) 8 (5.2) 2 (1.2)
Malaise 22 (5.2) 14 (8.4) 16 (10.3) 11 (7.1) 1 (0.6)
Arthralgia 38 (9.0) 8 (4.8) 6 (3.8) 0 (0) 0 (0)
Myalgia 25 (5.9) 47 (28.1) 17 (10.9) 4 (2.6) 1 (0.6)
Headache 63 (14.9) 49 (29.3) 46 (29.5) 32 (20.6) 13 (7.8)
Fatigue 20 (4.7) 33 (19.8) 39 (25.0) 34 (21.9) 16 (9.6)
Anosmia/dysosmia 84 (19.9) 33 (19.8) 45 (28.8) 28 (18.1) 19 (11.4)
Aguesia/dysguesia 21 (5.0) 29 (17.4) 44 (28.2) 25 (16.1) 17 (10.2)

Upper respiratory symptoms
Sore throat 92 (21.7) 14 (8.4) 7 (4.5) 0 (0) 4 (2.4)
Rhinorrhea 49 (11.6) 1 (0.6) 3 (1.9) 2 (1.3) 0 (0)
Nasal/sinus congestion 88 (20.8) 12 (7.2) 16 (10.3) 6 (3.9) 5 (3.0)

Lower respiratory symptoms
Cough 117 (27.7) 98 (58.7) 72 (46.2) 58 (37.4) 25 (15.1)
Chest pain 87 (20.6) 7 (4.2) 10 (6.4) 7 (4.5) 3 (1.8)
Dyspnea 2 (0.5) 24 (14.4) 25 (16.0) 20 (12.9) 13 (7.8)

GI symptoms
Anorexia 127 (30.0) 11 (6.6) 15 (9.6) 8 (5.2) 2 (1.2)
Nausea 15 (3.5) 7 (4.2) 13 (8.3) 8 (5.2) 3 (1.8)
Vomiting 58 (13.7) 1 (0.6) 6 (3.8) 1 (0.6) 0 (0)
Diarrhea 11 (2.6) 16 (9.6) 18 (11.5) 8 (5.2) 4 (2.4)

Palpitations 165 (39.0) 2 (1.2) 1 (0.6) 0 (0) 3 (1.8)
Light-headedness 0 (0) 9 (5.4) 10 (6.4) 4 (2.6) 5 (3.0)
Syncope 11 (2.6) 0 (0) 1 (0.6) 0 (0) 0 (0)

ADLs = activities of daily living; COVID-19 = coronavirus disease 2019; ED = emergency department; GI = gastrointestinal.
∗
Thirty-four missing assessments of ADLs.
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the time of our study, no outpatient treatment trials or new
interventions were available for patients, other than standard
treatments for symptoms. A distinguishing characteristic of our
study is that the cohort had real-time follow-up at days 7, 14, and
28 after their positive test results, which gave us a unique
opportunity to assess the duration and timing of symptom
resolution. By retiming those follow-up visits to the day of illness
onset, rather than the day of test positivity, we were able to
construct a weekly profile of symptoms for the first 4 weeks of
infection.
Our results show the wide range of COVID-19 symptoms and

their evolution over the 4-week follow-up. Because of the
difficulty of accessing outpatient testing in the community, a few
patients came to our institution late into their illness for testing,
and although we recorded their initial symptoms, we were unable
to collect a tally of symptoms by week. However, most patients
sought testing 1 to 2 days after illness onset, and few were found
to be positive before the onset of symptoms. Like the findings of
other studies,[2,6,9] our results showed that patients had a host of
common symptoms and occasionally atypical symptoms.[10]

Common initial symptoms included fever, headache, malaise,
cough, and chest pain, which frequently persisted through week 3
(or longer), and upper respiratory (except for anosmia/ageusia)
or gastrointestinal symptoms, whichwere present primarily in the
first week. Anosmia and ageusia were most common in the
4

second and third weeks of illness. Inability to perform ADLs was
more prevalent in the first and second weeks of illness, and most
patients had recovered sufficiently to perform most ADLs by the
fourth week of illness. Visits to the ED occurred primarily in the
firstweek of illness, althoughEDvisits continued for some patients
throughout the entire 4-week observation period. Only 28.9% of
the 423 patients who remained outpatients for the entire follow-up
reported that their illness resolved completely by the endofweek 4.
We frequently observed in the video visits that symptoms were

not consistent over time. They could be better, worse, or even
resolve, only to return again—making it difficult to determine the
true date the illness resolved. For some patients, symptoms such
as fatigue or sense of “not quite back to normal” lasted longer
than the follow-up time of this study, which could have
contributed to the reasons for the low (28.9%) percentage of
patients endorsing “resolved illness” by week 4.
A few studies have described mild or moderate COVID-19

illness.[6,9,11] Kim et al[9] summarized symptoms of 172 patients
who were in community isolation facilities in South Korea for
mild illness; the most common symptom was cough in 40.2%,
and fever was noted in only 11.6%. By contrast, we noted fever to
be the most common initial symptom (reported by 55.8%) and
cough a predominant symptom initially, increasing in the first
and second weeks before decreasing to 37.4% and 15.1% in the
third and fourth weeks of illness, respectively; these differences



Figure 1. Summary of symptoms by week of illness for 423 patients with mild to moderate COVID-19 who were never hospitalized. (A) General symptoms. (B)
Respiratory symptoms. (C) Gastrointestinal symptoms.
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may reflect differences in the approach to referring for testing.
Another study described 282 patients with mild to moderate
COVID-19 illness in patients hospitalized in China and described
the duration (mean, 9 days; range, 1–37) of symptoms or
recovery.[9,11] A recent study of 274 outpatients with confirmed,
symptomatic, mild COVID-19 infection also described symp-
toms and outcomes, but from a single telephone interview at a
median (range) of 16 (14–21) days after a positive test.[6] At the
time of the call, at least 94% of patients still had at least 1
symptom. In addition, persons in progressively older age groups
were less likely than younger adults to have returned to normal
5

health, and persons with more concomitant risk and comorbid
conditions were less likely than those with no comorbid
conditions to have returned to normal health. The most common
symptoms in that study included fatigue, cough, dyspnea,
congestion, and anosmia/ageusia.[6] Our findings from the
current study are congruent with prior studies but provide
further detail regarding symptoms in the third and fourth weeks
after illness onset, details that were lacking in prior studies.
Another early study described the symptoms of outpatients

with confirmed, probable, and possible SARS-CoV-2 infection
enrolled in a phase III randomized trial comparing hydroxy-

http://www.md-journal.com


Figure 1. (Continued).

Table 3

Illness characteristics and symptoms of 35 adult outpatients hospitalized during the 4-week outpatient follow-up for COVID-19
∗
.

No. (%)

Characteristic/symptom Illness onset (N=35) Week 1 (n=10) Week 2 (n=12) Week 3 (n=8) Week 4 (n=7)

Able to perform all ADLs 15/33† (45.5) 4 (40.0) 5 (41.7) 5 (62.5) 6 (85.7)
Unable to perform all ADLs 18/33† (54.5) 6 (60.0) 7 (58.3) 3 (37.5) 1 (14.3)
Visited the ED 31 (88.6) 6 (60.0) 6 (50.0) 5 (62.5) 2 (28.6)
Illness resolved 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)
Selected symptoms
Fever 21 (60.0) 4 (40.0) 4 (33.3) 2 (25.0) 0 (0)
Chills or rigors 3 (8.6) 2 (20.0) 4 (33.3) 1 (12.5) 1 (14.3)
Malaise 6 (17.1) 2 (20.0) 4 (33.3) 0 (0) 1 (14.3)
Arthralgia 3 (8.6) 1 (10.0) 3 (25.0) 0 (0) 0 (0)
Myalgia 2 (5.7) 1 (10.0) 2 (16.7) 0 (0) 0 (0)
Headache 12 (34.3) 1 (10.0) 4 (33.3) 2 (25.0) 1 (14.3)
Fatigue 9 (25.7) 2 (20.0) 3 (25.0) 1 (12.5) 2 (28.6)
Anosmia/dysosmia 4 (11.4) 1 (10.0) 2 (16.7) 0 (0) 0 (0)
Aguesia/dysguesia 1 (2.9) 1 (10.0) 3 (25.0) 0 (0) 0 (0)

Upper respiratory symptoms
Sore throat 1 (2.9) 0 (0) 0 (0) 1 (12.5) 0 (0)
Rhinorrhea 2 (5.7) 0 (0) 1 (8.3) 0 (0) 0 (0)
Nasal/sinus congestion 13 (37.1) 2 (20.0) 1 (8.3) 1 (12.5) 0 (0)

Lower respiratory symptoms
Cough 9 (25.7) 5 (50.0) 6 (50.0) 4 (50.0) 2 (28.6)
Chest pain 5 (14.3) 0 (0) 1 (8.3) 3 (37.5) 2 (28.6)
Dyspnea 3 (8.6) 5 (50.0) 3 (25.0) 3 (37.5) 2 (28.6)

GI symptoms
Anorexia 15 (42.9) 1 (10.0) 2 (16.7) 0 (0) 0 (0)
Nausea 1 (2.9) 1 (10.0) 0 (0) 0 (0) 0 (0)
Vomiting 8 (22.9) 0 (0) 0 (0) 0 (0) 0 (0)
Diarrhea 4 (11.4) 2 (20.0) 3 (25.0) 1 (12.5) 0 (0)

Palpitations 9 (25.7) 0 (0) 0 (0) 0 (0) 0 (0)
Light-headedness 2 (5.7) 0 (0) 3 (25.0) 2 (25.0) 0 (0)
Syncope 1 (2.9) 0 (0) 0 (0) 0 (0) 0 (0)

ADLs = activities of daily living; COVID-19 = coronavirus disease 2019; ED = emergency department; GI = gastrointestinal.
∗
Tallied symptoms include only those recorded before hospitalization.

† Two missing assessments of ADLs.
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chloroquine with placebo.[5] In this study, early infection was
defined as 0 to 2 days of symptoms; mid infection, 3 to 5 days;
and late infection, 5 to 30 days since symptom development,
although the longest duration of symptoms reported was 11 days.
Cough (82%), fever (67%), fatigue (62%), headache (60%), and
dyspnea (46%) were the most common symptoms regardless of
time from symptom onset, and there was no clear pattern of
resolution, perhaps because of the short timeframe of symp-
toms.[5] Other studies reported similar types of symptoms at a
patient’s first contact with a health care practitioner,[4,12] but
none of these studies described the study patients’ clinical course
to complete recovery.[4,5,12]

Anosmia and ageusia are unusual symptoms among persons
with other respiratory viruses, although they are markers of
SARS-CoV-2 infection and have been suggested as possible
prognostic factors for less severe COVID-19 illness.[13] In our
study, a substantial proportion of patients had anosmia or
ageusia (20% initially and up to 29% during follow-up), with
onset in the first week, which improved but was not gone by week
4. Although this finding has been thought to be a prognostic
factor for less severe COVID-19 illness, we found anosmia
present in up to 16.7%of those whowere ultimately hospitalized.
Patients in both cohorts (never hospitalized and eventually

hospitalized) frequently went to the ED (never hospitalized, 105/
423 [24.8%]; eventually hospitalized, 31/35 [88.6%]). Although
visits to the ED occurred with decreasing frequency during follow-
up, some patients were seen up to 5 times during their outpatient
course, and the number of ED visits was predictive of hospitaliza-
tion (P< .001).Race, sex, and bodymass indexwere not predictive
of hospitalization, although older age and comorbid conditions
significantly predicted eventual hospitalization.
Because this cohort exhibited symptoms into the third and

fourth weeks following the onset of COVID-19 illness, we
conducted a follow-up record review looking for evidence of
persistent symptomsbeyond thefirst 4weeks. From this review,we
identified 20 of the 423 outpatients (4.7%) who sought medical
evaluation for subacute or chronic symptoms attributed to their
COVID-19 illness. Thirteen of the 20 patients (65%) had different
COVID-19–attributed symptoms in their extended follow-up than
the symptoms they reported in the third and fourth week of video
visits, and at their last video visit, they reported that their COVID-
19–related symptoms had resolved (an example of this situation
would be a patientwho soughtmedical evaluation forCOVID-19–
related depression after an illness with fever, respiratory
symptoms, and fatigue). Therefore, most symptoms expressed in
the third- and fourth-week video visits likely represented the tail
end of the spectrum of acute COVID-19 symptoms rather than the
beginning of postacute COVID-19 syndrome.
A strength of this study was the real-time collection of data at

routinely scheduled video visits, thereby reducing the likelihood
of recall bias. However, the study also has several limitations. We
tested only patients and employees of our institution. Because our
institution has primary and tertiary care practices, patients with
underlying good health as well as complex medical illnesses were
included, with a high proportion of our patients requiring
complex medical care. Thus, our study patients may not reflect
the general population. Patients were limited to those who either
self-referred or were referred by physicians of our local practice.
Most were White, also limiting the generalizability of the
findings. Although we prospectively collected data, when our
region experienced a surge of COVID-19 cases, we recruited a
number of medical practitioners from our general and specialty
7

medical practices to assist us in completing our video visits and
data collection, potentially inadvertently inserting practice bias.
In summary, most symptomatic adult outpatients with COVID-

19symptomsdidnot requirehospitalization in the4-week follow-up
period; however, a substantial proportion had illness that precluded
participation inADLs, and their symptoms persisted and commonly
evolved throughout the follow-up period. These patients required
numerous ED visits, and 7.6% required hospitalization. The
outpatient course was protracted, and by week 4, illness had
completely resolved in less than one-third of patients.
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