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ABSTRACT 
Background and Objective: The COVID-19 pandemic is an ongoing health challenge for both developed and 

developing countries worldwide. The epidemiological and clinical features of COVID-19 should be analyzed in our 
country. The current study aims to evaluate the demographic features and clinical profile of COVID-19 patients 
ina Tertiary Care Hospital of Rahim Yar Khan, Pakistan. 
Materials and Methods: This observational, cross-sectional study was conducted on 85 patients with positive 

real-time reverse transcriptase-polymerase chain reaction (RT-PCR) verified by nasopharyngeal swabs and throat 
at Covid 19 setup in Sheikh Zayed Hopsital, Rahim Yar Khan, Pakistan for period of six months i.e from 
September 2020 to February 2021. Institutional consensus protocol and COVID-19 SOPs were followed to 
investigate each individual. Various parameters such as symptom presentation, demographics’ details, ventilator 
therapy and oxygen required, and co-morbidities were studied. 
Results: The mean age of the patients was 37.6±5.7 years with an age range of 15 to 81 years. Of the total 104 

patients enrolled, 60 (58%)were male and 44 (42%). The prevalence of COVID-19 caused by contact was 67 
(65%).Symptomatic patients out of enrolled were 49 (47.1%). In this study, a significant association was found 
between severe COVID-19 and parameters such ashypertension and diabetes history, and patients having age 
above 65 years. Out of104 COVID-19 positive patients, symptomatic complaints were as follows; Cough 
29(27.9%), fever 63 (60.6%), and breathe shortness 12 (11.5%). Tachypnea (RR>24), hypoxia and comorbid 
illness were found 32 (31%), 27 (25.8%), and 45 (43.2%)respectively.  About 19 (18.2%) patients needed 
intensive care unit admission with 5 (4.8%) required immediate ventilation assistance. Mortality was 3.8% (4 
patients) observed in this study.  
Conclusion: The COVID-19 pandemic mortalityrate is higher among patients above 60 years of age and with co-

morbidities. TheCOVID-19 majority of patients presented in our hospital were of young or average age and 
asymptomatic. Respiratory symptoms were present in half and fever was recorded in more than half patients. 
Comorbidities patients were more venerableto the COVID_19 complications. Early admission and aggressive 
treatment must beprovided to COVID-19 patients to help reduce the mortality rate.  
Keywords: COVID-19,Comorbidities, Hypoxia 

 

INTRODUCTION 
The COVID-19 pandemic has emerged as a major public 
health emergency, affecting healthcare services worldwide. 
According to World Health Organization (WHO) statistics 
about 45 million positive COVID-19 cases were reported 
globally in 2021, with Pakistan contributing 1.1 million 
confirmed patients and 24, 478 deaths till now [1, 2]. 
COVID-19 patients usually had an infection from mild to 
asymptomatic illness, but sometimes leads to multi-organ 
dysfunction syndrome (MODS), acute respiratory distress 
syndrome (ARDS) and finally death. Coronavirus syndrome 
is a single-stranded enveloped RNA virus causing COVID-
19 disease. A worrisomefatality of coronavirus disease was 
reported 3% [3]. Infected individual respiratory drops are 
considered as a spreading source for coronavirus [4].  The 
COVID-19 symptoms are sore throat, fatigue, fever, cough, 
and conjunctivitis, slight dyspnea, gastrointestinal 
complaints, and headache which appears upon exposure 
within 2 to 14 days [5-7]. Vasculopathy, renal failure, 
pneumonia, encephalopathy, coagulopathy, and 
cardiomyopathy are coronavirus severe complications. In 

2019,China reported the first case of the COVID-19 virus in 
Wuhan Laboratory, which further spread out throughout the 
world [8].  Various researchers in China started an 
investigation on coronavirus and found the common 
manifestation was conjunctivitis [9-11]. Ophthalmologist 
reported the COVID-19 first case[12].   
 Globally scientific research is going on to combat 
coronavirus. The COVID-19 pandemic was declared a 
novel coronavirus as its still evolving and people learn new 
information on a daily basis. The main clinical presentation 
of COVID-19 includes respiratory and illness like a fever as 
a symptom [13].  Atypical presentation must be kept in 
mind to understand regional features. Despite the rapid 
increase and swift spread affections of coronavirus among 
the Pakistani population, clinical features and outcomes are 
still unknown to people. Various researchers investigated 
theCOVID-19 clinical features such as causes, symptoms, 
and basics about the transition to other populations.  The 
current study was carried out with the purpose 
of evaluating the demographic features and clinical profile 
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of COVID-19 patients in tertiary care hospital Lahore, 
Pakistan. 
 

MATERIALS AND METHODS 
This is a single-center observational-based cross-sectional 
study carried out on 104 COVID-19 positive patients in 
Sheikh Zayed Hopsital, Rahim Yar Khan, Pakistan for 
period of six months i.e from September 2020 to February 
2021. Asymptomatic patients that had close contacts with 
positive coronavirus patients and individuals with influenza 
symptoms and fulfill the screening criteria of Pakistan 
Council of Medical Research (ICMR) was screened out. 
Prior to study conduction, ethical approval and consent 
form was taken from institutional ethical board and patients 
respectively. The inclusive criteria were set as follow; real-
time reverse transcriptase-polymerase chain reaction (RT-
PCR)assay for coronavirus and consecutive patients with 
age> 15 were included. Children and pregnant women 
were excluded from this study. Demographic details such 
as COVID-19 exposure history, vital parameters, and 
comorbidities were recorded by the researcher during 
hospital admission. Clinical outcomes, laboratory 
parameters, and detailed treatment were collected. 
Institutional consensus protocol and COVID-19 SOPs were 
followed to investigate each individual. Various parameters 
such as symptom presentation, demographics’ details, 
ventilator therapy and oxygen required, and co-morbidities 
were studied. 
 Basic demographic detail such as age, gender, co-
morbidities, symptoms, treatment and ICU admission, 
ventilator and oxygen therapy, hospital duration, and 
outcomes were extracted. The collected data were 
independently checked by the investigator.  Pneumonia, 
chest pain, illness like influenza, wheezing, drawing lower 
chest wall, dyspnea, altered consciousness, ear pain, 
seizure, and gastroenteritis (vomiting, nausea, diarrhea, 
and abdominal pain)were the signs and symptoms of 
coronavirus positive results.  Hypertension, obesity, severe 
liver disease, chronic pulmonary disease, chronic kidney 
disease, chronic cardiac disease, and diabetes with and 
without complications are the coronavirus co-morbidities. 
Discharge alive or dead was the primary endpoint. SPSS 
version 20 was used for data analysis. Frequency and 
percentages of categorical variables such as age, gender, 
duration of hospitalization, ICU stay, and COVID-19 
mortality were calculated. The data was analyzed using 
various cross-tabulations to determine which characteristics 
were strongly linked to mortality. Another chi-square test for 
linear trend was used to determine the trend's statistical 
significance. The level of significance was 5%. 
 

RESULTS 
The mean age of the patients was 37.6± 5.7 years with an 
age range of 15 to 81 years. Of the total 104 patients 
enrolled, 60 (58%) were male and 44 (42%) as shown in 
Table 2 and Figure 1. The prevalence of COVID-19 caused 
by contact was 67 (65%).Symptomatic patients out of 
enrolled were 49 (47.1%). In this study, a significant 
association was found between severe COVID-19 and 
parameters such as hypertension and diabetes history, and 
patients having age above 65 years. Table 1 demonstrate 
the baseline characteristics of the participated population. 

Out of 104 COVID-19 positive patients, symptomatic 
complaints were as follows; Cough 29(27.9%), fever 63 
(60.6%), and breathe shortness 12 (11.5%). Tachypnea 
(RR>24), hypoxia and comorbid illness were found 32 
(31%), 27 (25.8%), and 45 (43.2%) respectively as shown 
in Table 3 and Figure 2.  About 19 (18.2%) patients needed 
intensive care unit admission with 5 (4.8%) required 
immediate ventilation assistance. Mortality was 3.8% (4 
patients) observed in this study. 
 
Table 1. Baseline Characteristics of 104 COVID-19 Positive 
patients. 

Parameters Value 

Age (years)  

Range 15 to 81 

Medium 35.6 

Mean ± SD 37.6± 5.7 

Interquartile range IQR (%) 27.1-43.5 

 
Table 2. Gender distributions of 104 Patients 

Gender  Frequency n Percentage % 

Male 60 58 

Female  44 42 

 

 
Figure 1. Frequency of male verses female patients 
 
Table 3. Prevalence of symptoms and Comorbidities 

Symptoms Frequency n Percentage % 

Cough 29 27.9 

Fever 63 60.6 

Breathe Shortness 12 11.5 

Total 104 100 

Comorbidities   

Tachypnea (RR>24) 32 31 

Hypoxia  27 25.8 

Comorbid Illness 45 43.2 

Total 104 100 

 

 
Figure 2. Prevalence of symptoms and Comorbidities 
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 The patient’s baseline characteristics were as follows; 
during admission, 6 patients (5.7%) had below normal 
range leucocytecounts and was increased in 15 (14.4%) 
patients, and below the normal range, lymphocyte was in 
22 (21.1%). Among 39 (37.5) patients, a high neutrophil to 
lymphocyte ratio was observed. Thrombocytopenia was 
found fifteen (14.4%) patients and anemia in 37 (35.6%) 
(Hemoglobin <12 g/dl). Liver dysfunction with a variable 
degree was observed at variable degree alkaline 
phosphatase (23%),aspartate aminotransferase (31%), and 
aminotransferase (27%). Serumprocalcitonin, C-reactive 
protein (CRP), and serum ferritin level had 8 (7.6%),38 
(36.5%) and 13 (12.5%) respectively as shown in Table 4.  
 
Table 4. COVID-19 Patients baseline characteristics 

Parameters Measured value  Normal range 

Haemoglobin (g/dl), 
median (IQR) 

12.6 11-16 

WBC count (×10 /l) 7.8 4000-11000 

Lymphocytes 29 (21-35.5)  

Neutrophils 58 (48-70)  

Lymphocyte count  1500 (1000-2500) 1100-3200 

 

DISCUSSION 
COVID-19 pandemic is causing swine flu and acute 
respiratory illness among humans due to its virulent 
pathogens. China demonstrated an initial case of 
coronavirus with findings of the spectrum with critical 
illness, severe respiratory distress, and mild illness. About 
a 2.3% fatality rate was observed. Countries from different 
continents observed gaps and discrepancies in clinical 
patterns and demographic features. This observational 
study was carried out to assess the clinical profile and 
demographic information of COVID-19 patients in Pakistan. 
Following standard investigation protocol and procedure, 
patients were categorized in manage and severe 
conditions. Younger patients (medium age 35.6 years) 
were investigated in our study compared to other studies 
like in China (median 56 years) [14], Italy (median 63 
years) [15], and New York (median 63 years) [16]. Another 
study followed the age pattern (42 years) and investigated 
limited patients. 
 Asymptomatic patients were 58% inour study followed 
closely with standard procedure. Laboratory abnormalities 
were found in almost 25% of patients. Another study 
reported that 5 out of 24 COVID-19positive patients 
developed symptoms during a hospital stay while before 
they were asymptomatic [17]. Lymphopenia and leucopenia 
developed with laboratory abnormalities as observed in 
17% of patients. The severe disease might be developed in 
asymptomatic patients therefore careful observation needs 
to be carried out. The underlying chronic diseases such as 
diabetes, and hypertension could increase the incidence of 
severe COVID-19. Various studies observed similar 
findings during their investigation on COVID-19 patients 
[18-20].  
 COVID-19 severity has been predicted by many 
biomarkers. One study [21] found this observation on their 
meta-analysis carried out on 21 studies (4000 patients). 
Discriminators for severe coronavirus disease were 
increased ferritin level, interleukin-6 and white blood cells 
but decrease platelet count. Our study results in terms of 

CRP, LDH, and ferritinlevel matched other studies but with 
slight differences of baseline creatinine andhypo- 
albuminemia indicating coronavirus severe illness. COVID-
19 prevalence varied between 7 and 28% related to 
myocardial injuries in hospitals [22]. Some patients 
developed acute myocardial while staying at the hospital. 
Severe diseases caused by the hypercoagulable state of 
severe COVID-19 lead to thromboembolism among 
patients. Clinically suspected thrombosis was found on 
peripheral venous using compression ultrasound. However, 
no evidence of thrombosis was found on the imaging 
modality.  D dimer levels were increased with 35% of 
patients and levels were followed as per institutional 
protocol and standard. The fatality rate was 2.6% in our 
study. All three patients had type 2 diabetes, and two of 
them also had chronic kidney disease and were on 
maintenance haemodialysis. Before being admitted to the 
hospital with COVID-19, they had missed several dialysis 
sessions. 
 

CONCLUSION  
The COVID-19 pandemic mortality rate is higher among 
patients above 60 years of age and with co-morbidities. 
TheCOVID-19 majority of patients presented in our hospital 
were of young or average age and asymptomatic. 
Respiratory symptoms were present in half and fever was 
recorded in more than half patients. Comorbidities patients 
were more venerable to the COVID_19 complications. 
Early admission and aggressive treatment must be 
provided to COVID-19 patients to help reduce the mortality 
rate 
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