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  ABSTRACT  
COVID-19, Clinical feature, 

Coexisting disease. 

 This was multicenter study of the district of Sylhet of Bangladesh to 

evaluate the clinical features and coexisting diseases of COVID-19 

patients. The secondary objective was to compare the clinical features 

and coexisting diseases in different age groups and among severe and 

non-severe participants. This was a cross-sectional study. Study places 

were COVID-19 isolation units of four tertiary hospitals of Sylhet 

district of Bangladesh. Total number of participants was 481. Total 272 

participants out of 481 were tested COVID-19 positive. Mean age was 

60.72 years for the COVID-19 patients. Fever (p=0.008) and Diarrhea 

(p=0.0184) were higher in the COVID-19 positive group. Among the 

272 positive patients HTN (p<0.001), DM (p<0.001), Chronic kidney 

disease (CKD) (p<0.001) and ischemic heart disease (IHD) (p<0.001) 

were significantly more in number in the older age group (60 years and 

older). Mortality was also higher (p=0.00078) in the older age group. 

Regarding the clinical feature shortness of breathing (SOB) was higher 

in number (p=.009) in the severely ill patients. COPD / asthma was 

significantly higher (p=.0011) in the severely ill group. Older group 

COVID-19 patients are at risk of higher mortality. Respiratory supports 
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like high flow nasal cannula (HFNC), non-invasive and mechanical 

ventilators requirement were significantly higher in the older group. 

   

 

This work is licensed under a Creative Commons Attribution Non-Commercial 4.0 

International License. 

 

 

1. INTRODUCTION 

After lots of studies and experiments the Chinese scientist named the severe acute respiratory syndrome 

coronavirus 2 (SARS-CoV-2) as COVID-19. It is presented with many symptoms ranging from no 

symptom or mild symptom to very serious respiratory symptoms including death. Usual presenting 

complaints are fever, cough and shortness of breathing (SOB). Other common symptoms are respiratory 

distress, muscle pain, weakness, fatigue, sore throat, loss of taste or smell [1]. The clinical diagnosis is 

made by clinical manifestation, viral genome testing (commonly RT-PCR), chest imaging (X-ray or CT 

scan) and several biochemical markers. Patients body needs time to respond against the antigenic viral 

attack and usually symptoms appear between 2 to 14 days after exposure to the coronavirus [2]. The first 

isolation of coronavirus was done by Tyrell and Bynoe in 1965 from nasal secretion of a male child. The 

morphology of the virus had similarity with the solar system resembled with crown under electron 

microscope and eventually was named as coronavirus. The spikes of the viral surface are surface (S) 

glycoprotein and the other one is transmembrane (M) glycoprotein. This positive single-stranded RNA 

genome is of 26-32 Kbp [3]. The biopsy sample from lung, heart and liver were collected from the patients 

who died of COVID-19 disease. It was revealed that lung was the primary and mostly affected site of body 

and the changes included hyperplasia of type 2 pneumocytes, diffuse alveolar damage, formation of hyaline 

membrane and damage to alveolar epithelial cells [4]. Some deaths were due to profuse accumulation of 

CD4+ cells around small vessels and thrombotic microangiopathy leading to hemorrhagic disorder. In some 

cases, liver showed some changes like sinusoidal dilatation, hepatic necrosis and steatosis in COVID-19 

affected persons. Heart biopsy revealed focal cardiac fibrosis and mild cardiomyopathy [4]. World Health 

Organization (WHO) identified three types of transmissions of COVID-19. They are scattered, clustered 

and community-based. Scattered transmission is in small number and occurs in a local area from a known 

source. Clustered transmission occurs in a defined geographical area from a common source. Community-

based transmission occurs in huge number in a large society as a form of outbreak [5]. The common routes 

of human-to-human transmission of COVID-19 virus are inhalation of virus containing droplets from 

coughing or sneezing, contact transmission by oral, nasal or eye mucous membrane [6]. 

 

This was a cross-sectional multicenter study of Sylhet district on COVID-19 isolation unit patients. The 

primary objective of this study was to evaluate the clinical features and coexisting diseases of the COVID- 

19 suspected and diagnosed patients. The secondary objective was to find out the comparison between 

clinical feature pattern of older and younger age groups and also to find out the comparison between 

coexisting diseases pattern of severe and non-severe group. 

 

2. Methodology 

This was a multicenter cross-sectional study to evaluate the respiratory support pattern of COVID-19 

patients admitted in isolation unit of four tertiary hospitals of Sylhet. Study places were Sylhet Women’s 

Medical College Hospital, Northeast Medical College Hospital, Sylhet Shahid Shamsuddin Ahmed Hospital 

and Mount Adora Hospital, Sylhet. Study period was 5 months, from November 2020 to March 2021. 

Sample size was 481. Primary objective of this study was to evaluate the clinical features and coexisting 

https://www.teikyomedicaljournal.com/


  ISSN: 03875547 

Volume 44, Issue 03, June, 2021 

  

809 
 

diseases of the COVID-19 suspected and diagnosed patients. The secondary objective was to find out the 

comparison between clinical feature pattern of older and younger age groups and also to find out the 

comparison between coexisting diseases pattern of severe and non-severe group. Ethical approval certificate 

was achieved from the institutional review board (IRB) of all the four institutions. Informed consent was 

taken. Electronic data collection sheet (DCS) was prepared. Each center had one co-primary investigator 

(co-PI) and at least one clinical research assistant (CRA). Monitoring and quality control were ensured by 

primary investigator (PI). After admission of patient demographic information, Clinical features, coexisting 

diseases and types of respiratory supports were documented in DCS. The five types of respiratory supports 

were no oxygen, low flow (LF) oxygen, high flow nasal cannula (HFNC), non-invasive ventilator (NIV) 

and mechanical ventilator. Age below 60 years were considered as younger and 60-year and above 

participants were considered as older. Participants required HFNC, NIV or mechanical ventilator were 

included in severe group. Participants treated with low flow oxygen or without oxygen were in non-severe 

group. There were two outcome measures, died and survived. Total hospital staying was documented in 

days. After collection of all data the final DCS of each center were sent to PI by electronic form. All DCS 

were added, compiled and master DCS was prepared. Relationship between gender, age group, clinical 

features and coexisting diseases of different groups were calculated by chi-square test. 

  

3. Results 

This was a multi-center cross-sectional on COVID-19 isolation unit patients to find out the clinical features 

and outcomes and its relationship to age groups and severity. Total number of participants were 481. 

Overall mortality was 11% (total 53 cases). 

 

Table 1: Distribution according to sex. 

 COV positive 

n=272 

COV negative 

n=209 

Died 

n=53 

Survived 

n=428 

Grand total 

N=481 

No. % No. % No. % No. % No. % 

 

Male 
 

188 
 

69% 
 

124 
 

59% 
 

36 
 

68% 
 

276 
 

64% 
 

312 
 

65% 

Female 84 31% 85 41% 17 32% 152 36% 169 35% 

 

Table -1 shows the distribution according to sex. Nearly two-third (69%) of the COVID-19 positive group 

was male. Male was also predominant (59%) in the COVID-19 negative group. Male was 68% and 64% 

respectively in the died and survival group. Among the total 481 participants, 312 (65%) were male and rest 

169 (35%) were female. 

 

Table 2: Distribution according to age frequency. 

 COV positive 

N=272 

COV negative 

N=209 

Chi-square p-value 

No. % No. % 

40 year and below 

41- 50 year 

51-60 year 

61-70 year 

More than 70 year 

21             7.7% 

46             17% 

67             24.6% 

82             30% 

56             20.7% 

17                8% 

28               13.4% 

53               25.4% 

65               31% 

46               22.2% 

0.027 

1.121 

0.033 

0.050 

0.142 

0.867 

0.289 

0.855 

0.821 

0.705 

 
Mean 

Median 

Mode 

 
60.72 

61 

65 

 
60.79 

62 

65 

 
t-value -0.05523 

 
0.955 
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Range 

Minimum 

Maximum 

75 

18 

95 

84 

16 

100 

 

Table-2 illustrates the distribution of the enrolled participants according to their age frequency. Total 272 

participants (56.5%) were tested positive for COVID-19 and 209 participants (43.5%) were tested negative. 

In the COVID-19 positive group highest number of patients (30%) were in the 61-to-70-year age group, 

followed by 51-to-60-year age group (24.6%). More than 70-year group had 20.7% and 41-to-50-year group 

had 17% participants. Lowest number was (7.7%) in the 40 year and below age group. COVID-19 negative 

group also highest participant in the 61-to-70-year group (31%), followed by 51-to-60-year group (25.4%). 

In this group lowest number of participants were in the 40-year and below age group (8%) too. There was 

no significant statistical difference among the age group frequency of both COVID-19 positive and negative 

groups (chi-square test done). Mean age of the COVID-19 positive group was 60.72 year and it was 60.79 

year in the COVID-19 negative group. There was significant difference between the mean of the two groups 

(independent t-test done). 

 

Table 3: Distribution according to clinical features. 

 COV 
positive 
N=272 

COV 
negative 
N=209 

Chi2 
value 

p- 
value 

Died 
N=53 

Survived 
N=428 

Chi2 
value 

p-value 

Fever 251 (92%) 169 (81%) 7.031 .008 48 391 .036 .847 

Cough 206 (76%) 143 (68%) 3.175 .074 35 314 1.271 .259 

SOB 184 (68%) 143 (68%) 0.032 .856 40 287 1.534 .215 
Fatigability 139 (51%) 122 (58%) 2.51 .112 31 229 0.47 .492 

Diarrhea 56 (20%) 26 (12%) 5.548 .0184 10 72 0.139 .708 

• Chi-square test done. 

 

Table-3 describes the distribution of clinical features. When compared the clinical features between 

COVID-19 positive and negative groups, it was found that fever (p=0.008) and diarrhea (0.0184) was 

significantly higher in COVID-19 positive group. There was no significant difference of clinical features 

between died and survived groups. 

 

Table 4: Distribution according to risk factors. 

 COV positive 

N=272 
COV 
negative 

N=209 

Chi-square 

value 
p-value RR ODD 

ratio 

(OR) 

DM 180 (66%) 132 (63%) 0.472 .4918 1.05 1.14 
HTN 189 (69%) 157 (75%) 1.858 .1728 0.92 0.75 

CKD 49 (18%) 43 (20.5%) 0.500 .4792 .88 .85 
COPD/ Asthma 34 (12.5%) 26 (12%) 0.0004 .984 1.0 1.01 

https://www.teikyomedicaljournal.com/


  ISSN: 03875547 

Volume 44, Issue 03, June, 2021 

  

811 
 

IHD 45 (16.5%) 47 (22.5%) 2.699 .1003 .74 .68 

• Chi-square test done. 

 

Table-4 shows the distribution of participants according to risk factors. When compared the risk factors 

between COVID-19 positive and negative groups no significant difference was found. For Diabetes 

Mellitus (DM) and COPD / Asthma Relative risk and ODD ratio were slightly above 1. 

 

Table-5: distribution of clinical features and risk factors according to younger and older group of COVID- 

19 positive participants (N=272). 

 Below 60 year 

N=121 

60 year and 

more 
N=151 

Chi2-value p-value 

Male 88 100 1.33 .24872 

Female 33 51 1.33 .24872 

Fever 114 137 1.146 .284 

Cough 92 114 0.01 .918 
SOB 78 106 1.009 .314 
Fatigue 58 81 0.87 .349 

Diarrhea 21 35 1.393 .237 

DM 67 113 11.36 .00074 

HTN 70 119 13.91 .00019 
CKD 14 35 6.129 .0132 

COPD/BA 11 23 2.31 .128 

IHD 7 38 18.27 .000019 

No O2 13 9 2.06 .150 

LF O2 94 89 10.722 .0010 

HFNC 8 23 4.943 .0261 
NIV 2 15 7.86 .005 

Ventilator 4 14 3.86 .0491 

Hospital stay 8.2 9.27 
  

Mortality 6 33 15.61 .00078 

 

Table-5 describes the comparisons of gender, clinical features, risk factors, respiratory supports, hospital 

staying and mortality between young (60 years and below) and older group. There was no significant 

difference for gender and clinical features. Regarding the risk factors, it was found that DM (p=0.00074), 

HTN (p=0.00019), CKD (p=0.0132) and IHD (p=0.00019) were significantly higher in the older group. 

About the respiratory supports it was concluded that LF O2, HFNC, NIV ventilator patient’s number were 

significantly higher in the older group. Mean hospital was 8.2 days in younger group and 9.27 days in the 

older group. Mortality was significantly higher (p=0.00078) in the older group. 
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Table-6: Distribution of clinical features and risk factors according to severity groups of COVID-19 

positive participants (N=272). 

 Severe 

N=67 

Non-severe 

N=205 

Chi2- 

value 

p-value 

Male 41 147 2.61 .105 

Female 26 58 2.61 .105 

Fever 61 189 0.089 .764 

Cough 50 156 0.059 .807 

SOB 54 130 6.811 .009 

Fatigue 32 107 0.397 .528 
Diarrhea 14 42 0.005 .9428 

DM 49 131 1.922 .1655 

HTN 49 140 0.55 .454 

CKD 14 35 0.499 .479 

COPD/Asthma 16 18 10.52 .0011 
IHD 14 31 1.21 .2695 

No O2 0 22 
  

LF O2 0 183   

HFNC 31 0   

NIV 17 0   

Ventilator 18 0   

Hospital stay 10.5 8.2 
  

Mortality 37 2 120.98 < 0.00001 

• Chi-square test done. 

 

Table-6 describes the comparisons of gender, clinical features, risk factors, respiratory supports, hospital 

staying and mortality between severe (required ICU for HFNC, NIV and ventilator) and non-severe (non- 

ICU) group. There was no significant difference in number of male and female. Shortness of breathing 

(SOB) was significantly higher (p=0.009) in the severe group. The risk factor COPD/ Asthma was 

significantly higher (p=0.0011) in the severe group. Mean hospital staying was 10.5 days in severe group 

and 8.2 days for non-severe group. Mortality was highly significantly (p<0.00001) greater in the severe 

group. 

  

4. Discussion 

This was a multi-center cross-sectional study of COVID-19 isolation units of four tertiary hospitals of 

Sylhet, Bangladesh. Total 481 participants were enrolled. The findings of this study were compared with 

the results of different studies. According to [7] the common clinical features of COVID -19 patients were 

fever, cough, raised temperature, shortness of breathing, taste or smell loss, muscle pain, headache or 

diarrhea.7 Presenting symptoms usually start worsening from 5 to 7 days. Nearly one out of six patients 

become severely sick and need respiratory support, especially older and comorbid patients. According to 

the meta- analysis of Subodh, 88.8% patients presented with fever. Cough was present in 68% patients.8 

Other symptoms were fatigue (33%), shortness of breathing (10.2%), sore throat (11.4%), diarrhea (4.4%) 

and headache (10.2%). Some unusual presentations were vomiting (4.1%), nasal discharge (3.2%) and 

abdominal pain (0.16%). Average time of developing symptoms after exposure was from 2 to 14 days. In 

Beijing, China the mean age of patients was 35.5 year. In this study 91% COVID-19 patients had fever and 
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76% had cough. Fatigue was present in 51% and diarrhea in 20% patients. [9] published their study on 788 

COVID-19 positive patients of Zhejiang province of China. Out of these 788 patients 136 were from 

younger group and 652 were from older group (more than 60 year).9 In the older group female patients 

were significantly higher (p=0.021) than male. The coexisting diseases like hypertension (p<0.001), 

diabetes mellitus (p<0.001), ischemic heart disease (p=0.05) and COPD (p=0.005) were higher in the older 

group in comparison to the younger one. When searching for definite exposure it was revealed that 32 older 

patients and 156 younger patients had definite exposure to diseased patient. Median exposure period was 5 

days for all participants. The patients were grouped again into severe and non-severe group and older 

people were found more in the severe group. Fever and cough were common clinical features in both severe 

and non-severe groups. Shortness of breathing was higher in the older group (p<0.001) though other 

symptoms did not show any significant difference. In this study 69% of the COVID-19 positive participants 

were male. Mean age was 60.72 year. Regarding the coexisting diseases DM, HTN, CKD and IHD were 

significantly higher in the older age group. 

 

[10] published their systematic review and meta-analysis on 43 studies which included 3600 patients.10 

Four percent health workers were included in the study. Hypertension was present in 16% patients, diabetes 

mellitus was present in 10.1% patients, cancer was present in 1% patients and COPD was present in 2% 

patients. Common presenting symptoms were fever (83.3%), cough (60.3%) and fatigue (38%). Other 

symptoms were shortness of breathing, myalgia, diarrhea and headache. [11] conducted their systematic 

review on 50 articles which enrolled 6635 patients.11 MOOSE guideline was followed and eligibility of 

articles were confirmed. Their result showed slight male predominance (54.5%) over female. Commonest 

symptom was fever (80.3%) followed by cough (64.2%) and fatigue (36.5%). Other symptoms were 

shortness of breathing, chest pain and sore throat. They found some gastrointestinal tract related symptoms 

like diarrhea (9.2%) and vomiting (5.2%). More than half of their patients (51.7%) had comorbidity. 

Hypertension (22.67%) was commonest comorbidity followed by diabetes mellitus (12.78%). In this study 

also commonest coexisting disease was hypertension (69%) followed by diabetes mellitus (66%). [12] 

started their meta-analysis on 8070 scientific papers and later on 152 met the selection criteria. A total 

41,409 participants were enrolled of 23 different countries.12 When searching for the symptoms they found 

58.66% had fever and cough was present in 54.52% cases. Nearly one-third cases presented with dyspnea 

(30.82%) and malaise (29.75%). Fatigue was present in 28.16% and sputum was present in 25.33% cases. 

One-fifth patients had neurological symptoms (20.82%).  

 

Other symptoms were dermatological manifestation (20.45%), goosebumps (13.49%), headache (1.65%) 

diarrhea (9.59%) and chest pain (11.49%). In this study 91% had fever and 76% had cough. Dyspnea was 

present in 68% participants. [13] published the article on 1,590 COVID-19 patients. Out of them 8.9% (141 

cases) required mechanical ventilation and 122 required NIV (7.6%).13 Mean age of the ventilated patients 

was 64 years. Male patients were 70% and 63% patients had any coexisting disease. The comorbidities for 

the ventilated patients were hypertension (45%), diabetes mellitus (26%), stroke (9.2%) and ischemic heart 

disease (8.5%). Higher number of hospital death due to COVID-19 was associated with mechanical 

ventilation (Hazard ratio, HR 2.95), coexisting lung disease (HR 4.57) and chronic kidney disease (HR 

5.45). In this study mortality was significantly higher (p<0.0001) in the ventilated, NIV and HFNC (severe 

group) patients. 

 

5. Conclusion 

When compared with the international studies, a fair similarity was found in the clinical features and 

coexisting diseases. Fever and diarrhea were the two clinical features which were significantly higher in the 

COVID-19 positive group. DM, HTN, CKD and IHD were higher in the older group as coexisting diseases. 
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Respiratory supports requirement wes significantly higher in the older group. Mortality was significantly 

more in the severe group who were treated with ventilators or HFNC. 
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