
Dear editor,

SARS-CoV-2 was declared a pandemic by the World Health 
Organization on March 11, 2020, when the first case was 
seen in Turkey. Since this date, there have been significant 
changes in the organization of the health system and the 
health behavior of the society (1). Particularly, the compliance 
of the elderly from risky groups to vaccination and pandemic 
measures has been at a high level. Advanced age has been 
reported as an important risk factor for mortality and poor 
outcome in SARS-CoV-2 infected patients in the literature 
(2). In various studies, it has been reported that the symptoms 
of SARS-CoV-2 infection, especially fever, can be masked 
in elderly patients, and patients can apply with atypical signs 
and symptoms (3). This may cause delay in the diagnosis 
process and the spread of nosocomial disease. SARS-CoV-2 
infection generally progresses with a mild clinical picture 
in people who are not of advanced age and do not have 
comorbid diseases. However, elderly patients and patients 
with comorbid diseases have a high risk of progressing 
with a moderate or severe clinical picture, and these people 
usually need to be hospitalized in the hospital for diagnosis 
and treatment processes. Studies have shown that in vitro 
activities of antiviral drugs such as chloroquine, favipravir 
and remdesivir, that have been used since the beginning of 
the pandemic are not as successful as predicted in preventing 
hospitalizations, intensive care admissions or mortality. 
Therefore, specific antiviral treatments for SARS-CoV-2, 
continue to be investigated (4). The data obtained in the 
treatment of SARS-CoV-2 infection support the importance 
of the supportive treatments applied and that it is the main 
treatment approach. Especially in the elderly or those with 
comorbid diseases, the importance of supportive treatments 
in the management of clinical conditions and complications 
increases and has positive effects on survival rates (5). 

Many studies show that SARS-CoV-2 infection can 
progress with complications and mortality rates increase 

in elderly people and those with comorbid diseases (6,7). 
Complications in advanced patients were investigated in a 
study in the literature. In the study of Ramos-Rincon et al., 
the most common complication was ARDS (43%), followed 
by acute renal failure (24.6%). Other complications 
were reported as pneumonia (14.2%), acute heart failure 
(13.9%), multi-organ failure (10.8%) and sepsis (9.3%). 
Less common complications were reported as arrhythmia, 
acute coronary syndrome, venous thromboembolism, 
myocarditis, intravascular coagulation, seizure, and stroke. 
Ramos-Rincon et al. reported ARDS and multi-organ failure 
as cardinal causes regarding mortality and poor outcome 
in geriatric SARS-CoV-2 infected patients (7). In another 
study conducted by Zerah et al, it was shown that pulmonary 
and systemic inflammation findings resulting in multi-organ 
failure occur more frequently in elderly people infected with 
SARS-CoV-2 and increase mortality rates (8). The most 
important complications in this study were ARDS, acute 
kidney injury, delirium, heart failure, liver dysfunction 
and lymphopenia. Thrombotic diseases affecting both 
arterial and venous circulation are reported to develop more 
frequently in elderly patients with SARS-CoV-2 infection. 
Zerah et al. reported a higher incidence of advanced 
inflammation, platelet activation, endothelial dysfunction, 
stasis, and thrombotic events in older patients as a plausible 
explanation for complications (8). On the other hand, it was 
reported that age was not a risk factor for long-term effects 
in a study in which the six-month effects of SARS-CoV-2 
infection were investigated (9).

Infections initiate a complex systemic inflammatory 
response as part of innate immunity. It activates coagulation 
following activation of host defense systems. In sepsis, this 
complex interaction of immune response and coagulation 
is called thrombo-inflammation or immune-thrombosis. 
Polyphosphates originating from microorganisms, mast 
cells, complement system, neutrophil extracellular traps 
(neutrophil extracellular traps), free DNA, histones are 
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the main components that affect thrombin formation 
in sepsis. Cytokines that emerge in the inflammatory 
process also activate vascular endothelial cells and create 
a prothrombotic state by creating endothelial damage. In 
addition, the fibrinolytic system is also affected, for example 
PAI-1 activity increases (10). Since it was determined that a 
different picture developed in SARS-CoV-2 infection from 
DIC or sepsis-related DIC, this picture was started to be 
named as SARS-CoV-2 infection-associated coagulopathy. 
Coagulopathy seems to be related to the severity of the 
disease, its pathogenesis is not yet known, but it is thought 
to occur as a result of a “thrombo-inflammation” picture 
as described above. Its main features can be listed as 
follows: Coagulopathy becomes evident with an increase 
in D-dimer and fibrinogen levels, minimal changes in 
prothrombin time, activated partial thromboplastin time, 
and platelet count (11). High D-dimer level at admission is 
associated with increased mortality (10). The continuation 
of the D-dimer increase after hospitalization is a harbinger 
of multiorgan failure and the development of overt DIC. 
In patients who died, the increase is evident from the 4th 
day of hospitalization. Bleeding findings are not common 
despite coagulopathy. geriatric patients are at increased risk 
for thrombo-inflammation (11).

In conclusion, although the mortality rate of SARS-
CoV-2 infection has decreased with new variants, age is still 
among the most known risk factors. Clinicians should be 
alert for complications in the management of SARS-CoV-2 
infected geriatric patients.
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