Clinical aspects of COVID-19

A summary of Oliver Koch's presentation at the SARS-CoV-2/COVID-19
workshop.

Virus shedding is highest early in the disease and can start 24-48 hours before the onset of
symptoms. Shedding then usually continues for one to two weeks in mild or moderate
cases, or longer for more severe cases. Even after a patient has recovered, qPCR can still
be positive.

COVID-19 is not a severe flu. It spreads more easily, and the mortality rate is significantly
higher than seasonal flu. Data so far show that, overall, around 80% of cases are mild, 15%
are severe, and 5% are critical. Recovery takes around two weeks for mild cases, and three
to six weeks for more severe cases. In cases which lead to death, the progression from
symptom onset to death is between two and eight weeks. Asymptomatic infections
appear to be rare according to molecular testing; most “asymptomatic” cases will likely
go on to develop symptoms.

The median age of hospital admissions in China was 47. Age was a major contributing
factor in whether a patient would need to be admitted to Intensive Care; older patients
were far more likely to become critical, whilst the disease tends to be more mild in
younger adults and children. Children may also be less likely to become infected, although
we will need seroprevalence studies to confirm this. Certain co-morbidities also increase
the risk of a patient becoming severely unwell, particularly hypertension, diabetes, and
existing respiratory problems.

Some laboratory markers, such as lymphocyte count, may be predictive of how the
disease may progress in a patient. However, as we do not yet fully understand the
relationship between these markers and the disease, they could confuse diagnosis.

Pregnancy does not yet appear to stand out as a significant risk factor for the
development of severe disease, but this is still based on only a small number of cases.
Intrauterine transmission has not been identified, but some cases of the disease in new-
borns have been documented.



COVID-19 cBg), §A8S (0o vssisoww pian) WOT°QD
SARS-CoV-2 / COVID-19 &8 ardeS’ /2ard30es” esddb 6
G308, PBBGHD ABE) T 0%o.

T50 600" PO nGoh (Fohos)) e B0, HBEN
VEETRD ToITES 24-48 (10830 H000C0 FPE0DOTSILEDN.
2Goh Joedtaonr BOLIE So> SPOD E0vES” w8
R00¢ Bothd TP HEL EIIHSE0O, ST L) & ABAOD
SRV &) & T°V0 E0LV0B. &n & QDD ST(S &re,
qPCR 08£65° @0o5° Jrugreore tdoraiod.

COVID-19 B30 P S°0. BB 080 B {0008
00050 SPerRVE R Sotd HosErL Tew (fEadaorr

DED) DT €50E°000. Do, 80% Srwen BISFOD, 15%
BHRODD 200030 5% §RAODD. BOSTE FrwwL 8856
B0t TPTPeD, VB3 A8 BRI SO HUTE) Aod
B T°TD DEBV0B. QEETIS TPOBD oGty V&0
FPG0230 A0G OG0 DGL Tocdd HBO3D Q:)Z)oé SIPT°Q)
206 €50€1006. DEJI°ED 0L Hs°Go e.a?oog"cbré?)é
(0£6062rS ) AN ER T ORI &DDJPQW); TP

"OEEGIPS" S0 DEAVODINSE VEETORD BIDION.



BTS’ R0DAS” BBT°0 Wi HOLROY 47. TAJ QBN
S6¢5° B0\ WHVC0 0T 9D TPIR DO 28
QT S°6£90; )68 Bt crer S0 O3 OS50 0B,
0B & T(O rﬁ).é&bommbéﬁ 200050 DoweS” arer
SIS 08000, DY ST TG 0D D& WIS Fo
SHEN O E50¢DEIN, ONJIVNDS B) ITB0SEEIS B
?\38639:)653 ICS{ODTL BG0. EY {oﬁr—esavffrvsw ofd)
Ao BTG (LEAD] VIPTEAY EPE° Do,
00850 B, EDTP0 LBAKL WNDE &) F(RES
QAR (e.

DoIRE T8) .0 Do ) PATETL (hen EAS” 20
Do DBA BocHBOE pred SToHELY. WONHNDS, &
(DGO 20B0IL T°IHS QG &) KoIOETE) DA RES?
PO 9o WRNE Do, 0D Bl T 6ea (oisH w3
(100 Jro.

DORVD T40 WDHAS (160 ROS® AVPIDOD YATES
SEE0m DOETR), OB AG QYRS BL) D Do’
SRV APG BTPGDG €08, QORI @‘%&Q‘S
QOGS S° HHS FBPVS” TG ), EY
SRV DR WBoerEEo.



