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Abstract: Coronavirus Disease 2019 (COVID-19) is an acute infectious respiratory disease which is a novel coronavirus as a causative 

agent. The diseases emerged in Wuhan, China since December 2019 and spread worldwide rapidly.COVID-19 in elderly patients are 

more potential to progress into severe type, it is very important to protect elderly people from infection. Therefore, all of the doctors in 

health care must be aware and give more attention to dealing with elderly COVID-19 patients. 
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1. Introduction 
 

COVID-19 has constituted a Global Health Problem and as 

the International Concern, with cases confirmed in multiple 

areas or countries. The World Health Organization (WHO) 

has declared the COVID-19 as a global pandemic [1-3]. The 

traditional thought about aging and immunity, which views 

aging as an immunodeficiency state that predisposes the host 

to infectious diseases. COVID-19 in elderly are more 

potential to progress into severe type, therefore is very 

important to protect elderly people from infection [4-8]. 

According to the Chinese Center for Disease Control and 

Prevention, the overall case-fatality rate (CFR) of COVID-

19 was 2.3% but the CFR for patients aged 80 years or older 

reached 14.8% [9-11]. 

 

Herein we report an elderly (80-year-old male) patient with 

COVID-19 who was hospitalized at Wangaya Hospital, in 

Denpasar, Bali, Indonesia. 

 

2. Case Presentation 
 

An 80-year-old male patient living in Denpasar, Bali, 

Indonesia came to Emergency Unit with complaint fever, dry 

cough, and shortness of breath for a week. The patient also 

had other complaints such as weakness, malaise, anorexia, 

and had a previous history of diabetes. He had close contact 

history with a COVID-19 patient at home. 

 

The patient was fully alert. He had normal blood pressure, 

pulse rate 98 times per minute, respiratory rate 24 breath per 

minute, and the body temperature was 37.8
0
C. 

 

The laboratory examination revealed; leukocyte (in normal 

levels) = 7.03 x 10
3 

/µL, neutrophilia (increased of 

neutrophil levels) = 8.64x 10
3 

/µL, lymphopenia (decreased 

of lymphocyte levels)= 0.78 x 10
3 

/µL, increased of 

neutrophil to lymphocyte ratio (NLR was 11.08), and high 

level of blood sugar = 256 mg/dL.  There were no 

abnormalities of renal function, liver function, and serum 

electrolyte levels (Urea = 28 mg/dL, serum Creatinine = 0.9 

mg/dL, ALT = 37 U/L, AST = 30 U/L, Sodium =134 

mmol/L, Potassium = 4.5 mmol/L, Chlorida = 100 mmol/L). 

Decreased ofserum albumin level (hypoalbuminemia) = 2.5 

g/dL.  Oxygen saturation (SpO2) was 95%. Anti SARS-

CoV-2 test (SARS-CoV-2 IgG = Reactive, SARS-CoV-2 

IgM = Reactive).  Chest X-Ray showed bilateral infiltrates in 

the lungs and heart in the normal limits (Figure 1). 

 

 
Figure 1:  Chest X-ray on day-1 (admission) showing 

bilateral infiltrates 

 

The clinical diagnosis was pneumonia caused by 2019 novel 

coronavirus (2019-nCoV) with differential diagnosis of 

pulmonary tuberculosis, poor regulated diabetes, and 

hypoalbuminemia. The patient was treated with antiviral 

such as oseltamivir and antibiotics 750 mg levofloxacin drip 

once daily.  Other treatments were high protein diabetic diet 

and blood sugar regulation (subcutaneous injection of short 

acting insulin).  

 

His disease deteriorated in 3 days; he presented dyspnea with 

respiratory rate 30 breath per minute with a SpO2 of 90%, 

body temperature 38.5
0
C, blood pressure 110/70mmHg, and 

pulse rate 100 times per minute. The positive result in viral 

nucleic acid detection (Nasopharynx swab: SARS CoV-2 

positive) confirmed the infection of 2019-nCoV.  Additional 

laboratory findings showed X pert MTB-RIF Assay: MTB 

not detected and blood sugar = 214 mg/dL.   

 

Diffuse infiltrates over bilateral pulmonary lobes were 

shown in Chest X-Ray (Figure 2).   
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Figure 2:   Chest X-ray on day 3 showed diffuse infiltrates 

over bilateral pulmonary lobes 

 

He was observed in the Intensive Care Unit. The non-

invasive ventilator was applied with continuous positive 

airway pressure mode (inspiratory positive airway pressure 6 

cm H2O). Cefoperazone was added to his regimen. 

 

From day 7 to day 11, his fever subsided, ranging from 

36.7
0
C to 37.5

0
C. The symptom of dyspnea relieved since 

day 12 and his body temperature had been controlled under 

37.0
0
C.  Chest X-Ray on day 14 indicated the alleviation of 

pulmonary infiltrates (Figure 3). Negative results were 

shown in the RT-PCR, blood sugar 156 mg/dL, and serum 

albumin 3.7 g/dL.  On day 16 he was discharged and carried 

out isolation for 14 days from his community. 

 

 
Figure 3:   Chest X-ray on day 14 showed the alleviation of 

pulmonary infiltrates 

 

3. Discussion and Conclusion 
 

Each individual has a susceptibility to new coronavirus 

infection, especially elderly patients with underlying 

comorbidities.  Santesmasses D (2020), found that people 

with male sex and those who had age-related diseases had 

higher mortality [12].   Mills JP (2020), reported that age is 

one predictor of poor outcome in COVID-19 patients [13]. 

The underlying comorbidities are diabetes, hypertension, and 

cardiovascular disease [14]. Hypoalbuminemia also has been 

reported in severe COVID-19 patients seeking help in the 

emergency room due to COVID-19 infection. 

Hypoalbuminemia was considered to be a negative 

prognostic marker. Albumin is the major serum protein 

synthesized by the liver. Hypoalbuminemia (a low serum 

albumin level) is an ominous clinical sign [15-16].  

 

We reported a case of an elderly (80-year-old)male patient 

with severe pneumonia caused by the infection of 2019-

nCoV. Elderly patients with COVID-19 are more likely to 

develop into severe type with unfavorable prognosis. This 

patient had a history of diabetes and hypoalbuminemia, 

therefore attention should be given to his poor general 

condition and multiple underlying comorbidities. Nutritional 

status is sometimes ignored. Malnutrition was also closely 

linked with the prognosis of elderly patients, that need to be 

alert [14-15]. 

 

 The common clinical manifestations included fever, dry 

cough, dyspnea, myalgia, fatigue, normal or decreased 

leukocyte counts, and radiographic evidence of pneumonia 

[17-21].  

 

This patient came with complaint fever, dry cough, and 

shortness of breath for a week. He also complaint weakness, 

malaise, anorexia and insomnia. He had a previous history of 

diabetes and close contact with COVID-19 patients at home. 

 

The neutrophil to lymphocyte ratio (NLR) calculated by 

dividing absolute neutrophil count and absolute lymphocyte 

count, having an important value in detecting the 

inflammatory status of COVID-19 patients [22-25]. 

Lymphopenia on admission was associated with poor 

outcome in patients with COVID-19 [26]. There was a high 

mortality rate in patients with severe COVID-19 with 

diabetes and diabetes may lead to an increase of mortality 

[27]. A low serum albumin level can potentially lead to early 

recognition of severe disease [16]. 

 

The laboratory results were leukocyte (in normal levels) = 

7.03 x 10
3 

/µL, neutrophilia (increased of neutrophil levels) 

= 8.64 x 10
3 

/µL, lymphopenia (decreased of lymphocyte 

levels) = 0.78 x 10
3 

/µL, increased of neutrophil to 

lymphocyte ratio (NLR was 11.08), and high level of blood 

sugar = 256 mg/dL.  There were no abnormalities of renal, 

liver function test, and electrolyte (Urea = 28 mg/dL, serum 

creatinine = 0.9 mg/dL, ALT = 37 U/L, AST = 30 U/L, 

Sodium =134 mmol/L, Potassium = 4.5 mmol/L, Chlorida = 

100 mmol/L). Decreased of serum albumin 

(hypoalbuminemia / a low serum albumin level) = 2.5 g/dL.  

Oxygen saturation (SpO2) = 95%.  Anti SARS-CoV-2 

(SARS-CoV-2 IgG = Reactive, SARS-CoV-2 IgM = 

Reactive). Chest X-Ray showed bilateral infiltrates in the 

lungs and heart in the normal limits. 

 

The working diagnosis of this case was pneumonia caused 

by 2019 novel coronavirus (2019-nCoV), differential 

diagnosis with pulmonary tuberculosis, diabetes poor 

regulated, and hypoalbuminemia. 
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The main empirical therapies are symptomatic and antiviral 

drugs. The first helpful interventions are important for 

treating patients immediately at the onset of symptoms, 

including oxygen therapy, antibiotic therapy, and nutrient 

supplements. In particular, for critically ill patients, high-

flow oxygen therapy and more aggressive therapies, such as 

non-invasive and invasive respiratory support are applied 

[28-31].    

 

For this patient, therapies included symptomatic, antibiotic, 

and antiviral drugs. Due to hypoalbuminemia (a low serum 

albumin level) = 2.5 g/dL during admission, he was given 

albumin 20% (100 cc) 7 drop/min once daily until serum 

albumin level ≥ 3.5g/dL. High protein diabetic diet and 

subcutaneous injection of short-acting insulin were also 

given. Elder age and underlying comorbidities (diabetic poor 

regulated, hypoalbuminemia) were significantly contributed 

to the recovery of this patient. 

 

Conclusion 
 

Besides antiviral therapy and treatment for co-infections, the 

time of screening and intervention of underlying 

comorbidities (diabetes, hypoalbuminemia) are crucial issues 

to be concerned when treating elderly patients with severe 

COVID-19. 

 

4. Declarations 
 

Ethics approval and consent to participate. Ethical approval 

was obtained from the Ethical Committee of Wangaya 

hospital in Denpasar, Bali, Indonesia, and the study 

complied with the principles of the Declaration of Helsinki. 

The patient received detailed information about the study 

and the written informed consents was signed. 

 

5. Consent for publication 
 

Written informed consent was obtained from the patient for 

publication of this case report and any accompanying 

images.  

 

6. Competing Interests 
 

The authors declare no conflict of interest. 

 

7. Funding 
 

The author(s) received no specific funding for this work. 

 

8. Acknowledgements 
 

The author appreciates to COVID-19 Team at Wangaya 

Hospital in Denpasar, Bali, Indonesia. All of the staffs in 

Merak Wards COVID-19 Centre, ICU for a good team work 

and who were work hard to face the COVID-19. The author 

would also like to thank to the patients and their family, 

Director Wangaya Hospital for all of the supports.  

 

 

References 
 

[1] Pan American Health Organization. Epidemiological 

Update: Novel coronavirus (COVID-19). 14February 

2020, Washington DC. PAHO/WHO; 2020. 

[2] Chen J, Kelley WJ, Goldstein DR. Role of aging and the 

immune response to respiratory viral infections: 

potential implications for COVID-19. The Journal of 

Immunology 2020;205:000-000.  

[3] Wang L, He W, Yu X, Hu D, Bao M, Liu H, et al. 

Coronavirus disease 2019 in elderly patients: 

characteristics and prognostic factors based on 4-week 

follow-up. Journal of Infection 2020;80:639-645. 

[4] World Health Organization. Coronavirus disease 2019 

(COVID-19) situation Report-51. 2020. 

[5] Christian N, Marco R, Hans P, Roland B. Age, 

comorbidity, frailty status: effects on disposition and 

resource allocation during the COVID-19 pandemic. 

Swiss Medical Weekly 2020;150:w20269. 

[6] Petretto DR, Pili R. Ageing and COVID-19: What Is the 

Role for Elderly People? Geriatrics, 2020;5. 

Doi:10.3390/geriatrics5020025. 

[7] Li X, Xu S, Yu M, Wang K, Tao Y, Zhou Y, et al. Risk 

factors for severity and mortality in adult COVID-19 

inpatients in Wuhan. J Allergy Clin Immunol. 2020. 

https://doi.org/10.1016/j.jaci.2020.04.006 

[8] Horan MA, Ashcroft GS. Ageing, defence mechanisms 

and the immune system. Age and Ageing 1997;26:15-

19. 

[9] Shahid Z, Kalayanamitra R, McClafferty B, Kepko D, 

Ramgobin D, Patel R, et al. COVID-19 and older adults: 

what we know. J Am Geriatr Soc 2020;68:926-929. 

[10] Zhou Z, Zhang M, Wang Y, Zheng F, Huang Y, Huang 

K, et al. Clinical characteristics of older and younger 

patients infected with SARS-CoV-2. Aging 

2020;12:11296-11305 

[11] Zugich JN, Knox KS, Rios CT, Natt N, Bhattacharya D, 

Fain MJ. SARS-CoV-2 and COVID-19 in older adults: 

what we may expect regarding pathogenesis, immune 

responses, and outcomes. GeroScience2020;42:505-514. 

[12] Santesmasses D, Castro JP, Zenin AA, Shindyapina AV, 

Gerashchenko MV, Zhang B, et al. COVID-19 is an 

emergent disease of aging. medRxiv preprint. Doi: 

https://doi.org/10.1101/2020.04.15.20060095. 

[13] Mills JP, Kaye KS, Mody L. COVID-19 in older adults: 

clinical, psychosocial, and public health considerations. 

JCI Insight 2020;5:e139292. 

[14] Liu K, Chen Y, Lin R, Han K. Clinical features of 

COVID-19 in elderly patients: A comparison with 

young and middle-aged patients. Journal of Infection 

2020;80:e14-e18. 

[15] Ramadori G. Hypoalbuminemia: an underestimated, 

vital characteristic of hospitalized COVID-19 positive 

patients? Hepatoma Res 2020;6:28. Doi:10.20517/2394-

5079.2020.43 

[16] Aziz M, Fatima R, Smith WL, Assaly R. The 

association of low serum albumin level with severe 

COVID-19: a systematic review and meta-analysis. 

Critical Care 2020;24:255. 

[17] Li X, Wang L, Yan S, Yang F, Xiang L, Zhu J, et al. 

Clinical characteristics of 25 death cases with COVID-

Paper ID: SR20722220244 DOI: 10.21275/SR20722220244 84 



International Journal of Science and Research (IJSR) 
ISSN: 2319-7064 

ResearchGate Impact Factor (2018): 0.28 | SJIF (2019): 7.583 

Volume 9 Issue 8, August 2020 

www.ijsr.net 
Licensed Under Creative Commons Attribution CC BY 

19: A retrospective review of medical records in a single 

medical center, Wuhan, China. International Journal of 

Infectious Diseases 2020;94:128-132. 

[18] Zheng F, Tang W, Li H, Haung YX, Xie YL, Zhou ZG. 

Clinical characteristics of 161 cases of corona virus 

disease 2019 (COVID-19) in Changsha. European 

Review for Medical and Pharmacological Sciences 

2020;24:3404-3410. 

[19] Lu R, Qin J, Wu Y, Wang J, Huang S, Tian L, et al. 

Epidemiological and clinical characteristics of COVID-

19 patients in Nantong, China. J Infect Dev Ctries 

2020;14:440-446. 

[20] Zhu Z, Cai T, Fan L, Lou K, Hua X, Huang Z, et al. 

Clinical value of immune-inflammatory parameters to 

assess the severity of coronavirus disease 2019. 

International Journal of Infectious Diseases 

2020;95:332-339. 

[21] Yang J. Clinical characteristics, treatment, and 

prognosis of 74 COVID-19 patients form cities outside 

Wuhan: A descriptive study. J Community Med Health 

Res 2020;2:1-8. 

[22] Liu Y, Du X, Chen J, Jin Y, Peng L, Wang HHX, et al. 

Neutrophil-to-lymphocyte ratio as an independent risk 

factor for mortality in hospitalized patients with 

COVID-19. Journal of Infection 2020;81:e6-e12. 

[23] Yang AP, Liu JP, Tao WQ, Li HM. The diagnostic and 

predictive role of NLR, d-NLR and PLR in COVID-19 

patients. International Immunopharmacology 

2020;84:106504. 

[24] Belice T, Demir I, Yuksel A. Role of neutrophil-

lymphocyte-ratio in the mortality of males diagnosed 

with COVID-19. Iranian Journal of Microbiology 

2020;12:194-197. 

[25] Liu J, Liu Y, Xiang P, Pu L, Xiong H, Li C, et al. 

Neutrophil-to-lymphocyte ratio predicts critical illness 

patients with 2019 coronavirus disease in the early 

stage. J Transl Med 2020;18:206. 

[26] Huang I, Pranata R. Lymphopenia in severe coronavirus 

disease-2019 (COVID-19): systematic review and meta-

analysis. Journal of Intensive Care 2020;8:36. 

[27] Yan Y, Yang Y, Wang F, Ren H, Zhang S, Shi X, et al. 

Clinical characteristics and outcomes of patients with 

severe COVID-19 with diabetes. BMJ Open Diab Res 

Care 2020;8:e001343. 

[28] Landi F, Barillato C, Belleni A, Brandi V, Caffi A, 

D’Angelo M, et al. The new challenge of geriatrics: 

Saving frail older people from the SARS-COV-2 

Pandemic Infection. J Nutr Health Aging, 2020;24:466-

470. 

[29] Zhou M, Zhang X, Qu J. Coronavirus disease 2019 

(COVID-19): a clinical update. Fron Med 2020;14:126-

135. 

[30] Liu W, Tao ZW, Wang L, Yuan ML, Liu K, Zhou L, et 

al. Analysis of factors associated with disease outcomes 

in hospitalized patients with 2019 novel coronavirus 

disease. Chinese Medical Journal 2020;133:1032-1038. 

[31] Kolifarhood G, Aghaali M, Saadati HM, Taherpour N, 

Rahimi S, Izadi N, et al. Epidemiological and clinical 

aspects of COVID-19; a narrative review. Arch 

AcadEmerg Mede 2020;8:e41. 

 

 

 

 

 

Paper ID: SR20722220244 DOI: 10.21275/SR20722220244 85 




