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Background.  The severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) pandemic has caused substantial morbidity 
and mortality worldwide. Few reports exist in Latin America, a current epicenter of transmission. Here, we aim to describe the epi-
demiology and outcomes associated with coronavirus disease 2019 (COVID-19) in Honduras.

Methods.  Baseline clinical and epidemiological information of SARS-CoV-2 reverse transcriptase polymerase chain reaction–
confirmed cases detected between 17 March–4 May in the San Pedro Sula Metropolitan area was collected; for hospitalized cases, 
clinical data were abstracted. Logistic regression models were fit to determine the factors associated with hospitalization.

Results.  We identified 877 COVID-19 cases, of which 25% (n  =  220) were hospitalized. The 19–44-year age group (57.8%) 
and males (61.3%) were predominant in overall COVID-19 cases. Of the cases, 34% (n = 299) had at least 1 preexisting medical 
condition. Individuals aged 45–69 years (adjusted odds ratio [aOR] = 4.05; 95% confidence interval [CI], 2.85–5.76) or ≥70 years 
(aOR = 9.12; 95% CI, 5.24–15.86), of male sex (aOR = 1.72; 95% CI, 1.21–2.44), and those with a preexisting condition (aOR = 2.12; 
95% CI, 1.43–3.14) had higher odds of hospitalization. Of inpatients, 50% were hospitalized more than 7 days. The median length 
of hospitalization was 13 days (interquartile range [IQR], 8–29) among individuals aged 19–44 years, and 17 days (IQR, 11–24.6) 
among those aged 45–69. Of the fatal cases, 42% occurred among adults under 60 years old.

Conclusions.  Our findings show that a high proportion of COVID-19 cases in Honduras occurred among younger adults, who 
also constituted a significant proportion of severe and fatal cases. Preexisting conditions were associated with severe outcomes inde-
pendently from age and were highly prevalent in Honduran COVID-19 cases.
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On March 2020, the World Health Organization declared co-
ronavirus disease 2019 (COVID-19), the disease caused by se-
vere acute respiratory syndrome coronavirus 2 (SARS-CoV-2), 
a pandemic [1]. Although we are still in the early months of 
the pandemic, it has already caused a substantial number of se-
vere cases and deaths worldwide [2]. Globally, the United States, 
Brazil, and India have reported the largest number of cases to 
date, with the United States accounting for the largest number 
of deaths. However, Latin America and the Caribbean (LAC) 
is quickly becoming the new epicenter of the pandemic, with 

severe outbreaks occurring throughout the region [3]. The clin-
ical course of the disease and its epidemiology have been de-
scribed previously outside LAC [4–6].

In LAC, 1 of the first cases of COVID-19 was reported 
in Brazil on 21 February [7]. Furthermore, in Bolivia, 12 
imported cases and their clinical characteristics were de-
scribed in March [8]. Honduras, in Central America, re-
ported 1 of its first COVID-19 cases on 9 March [9]. As of 
June 2020, the Honduran Ministry of Health reported more 
than 9000 reverse transcriptase polymerase chain reaction 
(RT-PCR)–confirmed cumulative cases, with the San Pedro 
Sula Metropolitan Area accounting for approximately 50% 
of the cases nationwide [10].

Although previous research has described the epidemiology 
of COVID-19 and the clinical features of disease, limited reports 
exist on the epidemiology of COVID-19 in LAC countries. This 
study aims to describe the epidemiology of COVID-19 in the 
Metropolitan Area of San Pedro Sula, Honduras.
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METHODS

Population

Recent estimates show that the Honduras population is com-
posed of almost 9  000  000 inhabitants [11]. The city of San 
Pedro Sula is located in the department of Cortés in the 
Northwestern region of the country. As of the 2018 census, the 
Metropolitan Area of San Pedro Sula’s population was estimated 
to be 777 877 inhabitants. This census estimated that 39.7% of 
the population were 0–18  years old, 42.2% of the population 
were 19–44  years old, 11.2% were 45–69  years old, and 6.9% 
were aged 70 years or older [12]. Upon identification of the first 
COVID-19 case in the city of San Pedro Sula, Honduras, on 17 
March, 2 public, tertiary-care hospitals and a social security 
hospital created COVID-19 units for cases that required hos-
pitalization. Combined, these units had 170 beds, of which 31 
were for severe cases that might require mechanical ventilation.

Data Collection/Data Sources

Testing for SARS-CoV-2 in the San Pedro Sula Metropolitan 
Area uses the Charité RT-PCR protocol (Berlin, Germany) 
[13] as recommended by the Pan American Health 
Organization [14], and began the week of 3 March 2020. 
During early March and late April 2020, samples were pro-
cessed at Laboratorio Nacional de Virología in the city of 
Tegucigalpa, while the RT-PCR testing capacity was estab-
lished in San Pedro Sula. RT-PCR testing in San Pedro Sula 
began in late April.

During the first weeks of the pandemic, criteria for testing 
was limited to individuals with COVID-19 symptoms and re-
cent travel to a country with an ongoing COVID-19 outbreak. 
During the week of 30 March, with the number of COVID-19 
cases increasing significantly, and taking into account testing 
capacity, individuals who had contact with a positive case and 
had symptoms were also tested, regardless of their travel history. 
Further, testing was extended to suspected cases of COVID-
19, regardless of contact with a positive case or travel history. 
Beginning on 22 April, as RT-PCR was available at San Pedro 
Sula laboratories, asymptomatic individuals who had contact 
with a positive case were also tested at times when there was 
sufficient testing [15]. These testing criteria were applied at both 
the primary care and hospital levels. As of 4 May, the city of San 
Pedro Sula was testing at public hospitals, private hospitals, and 
2 primary care clinics for individuals with mild symptoms.

Data for all COVID-19 cases occurring between 9 March and 
4 May in the San Pedro Sula Metropolitan area were compiled. 
The complete data set included data from the Metropolitan 
Area Public Health Office and local hospital medical records.

For all COVID-19 suspected cases, baseline epidemiologic 
and clinical data were collected using a modified influenza-like 
illness surveillance form. This includes demographic data, in-
cluding age, sex, preexisting medical conditions, and travel his-
tory, and a clinical history of the disease, including the date of 

onset of disease. The clinical section of the form collects base-
line signs and symptoms that are associated with respiratory ill-
ness, number of days the case was symptomatic, and whether 
the case required hospitalization or ambulatory care.

Clinical and outcome data for hospitalized cases were 
collected by public health office physicians at each of the 
COVID-19 units using medical records. Data included: date of 
hospitalization, presence of pneumonia, whether mechanical 
ventilation (either invasive or noninvasive) was needed, and the 
date of outcome (discharge/death).

Ethical Statement

All data were collected as a part of the public health response 
to COVID-19 in Honduras, and thus the study was determined 
by the Honduran Ministry of Health and the University of 
Michigan Institutional Review Board not to be human subjects 
research. Since data collection occurred through essential di-
sease surveillance activities, informed consent was waived. Data 
were anonymized prior to the analysis.

Statistical Analysis

We stratified COVID-19 cases by hospitalization status and 
performed descriptive statistics. Age groups were stratified 
according to the groups used in the latest census estimates at 
the San Pedro Sula Metropolitan Area [12]. The P values were 
calculated using a Fisher’s exact test, Wilcoxon rank-sum test, 
or chi-square test, as appropriate. We fitted a logistic regres-
sion model, adjusting for age and sex, to calculate odds ratios 
(ORs) and 95% Wald confidence intervals (95% CIs) for the 
assessment of factors associated with hospitalization. Logistic 
regression models to assess multimorbidity’s association 
with hospitalization were fitted using the Centers for Disease 
Control and Prevention’s list of risk factors with a high level of 
evidence that contribute to severe COVID-19, which include 
obesity, diabetes, chronic kidney disease, serious heart condi-
tions, cancer, sickle cell anemia, and solid organ transplanta-
tion [16]. All statistical analyses were performed using SAS, 
version 9.4 (SAS Institute Inc.). Figures were designed with the 
“ggplot2” package using R version 3.4.2.

RESULTS

During 9 March to 4 May, 1934 individuals were tested for 
SARS-CoV-2 using RT-PCR in the Metropolitan Area of San 
Pedro Sula. Of these, 964 (49.8%) tested positive (Supplementry 
Figure S1). Out of the RT-PCR–confirmed COVID-19 cases, 877 
(90.1%) had complete baseline information. Hospitalization was 
required for 25% (n = 220) of the cases. Male sex was predomi-
nant among cases (61.3%; n = 538; P < .01). Healthcare workers 
accounted for 10.7% (n = 96) of all COVID-19 cases (Table 1). 
Among both males and females, adults aged 19–44 years consti-
tuted the largest proportion of COVID-19 cases. The age distri-
bution of COVID-19 cases roughly followed the population age 

http://academic.oup.com/cid/article-lookup/doi/10.1093/cid/ciaa1188#supplementary-data
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distribution of the San Pedro Sula Metropolitan Area, except for 
in children aged 0–18 (Figure 1A).

Clinical and Epidemiologic Features of COVID-19 Cases at Presentation

Fever (69.3%), cough (69.1%), and headache (51.6%) were the 
3 most frequent clinical features at presentation among individ-
uals who did not require hospitalization. Similarly, in individuals 
who required hospitalization, fever (84.6%), cough (84.6%), and 
shortness of breath (69.6%) were most frequent (Table 1). For both 
sexes, those aged 45–69 years accounted for the largest proportion 
of hospitalizations (females: 43.8%; males: 52.6%; Supplementary 
Table S1). Additionally, women patients aged 70 years and older 
had a similar proportion of cases requiring hospitalization when 

compared to men in the same age group (18.8% vs 17.3%, respec-
tively; Figure 1B; Supplementary Table S2).

Out of the 877 cases, 10.9% (n = 96) reported no symp-
toms and are thus considered asymptomatic. For those cases 
who reported symptoms, the median time from symptom 
onset to testing was similar in ambulatory (5  days; inter-
quartile range [IQR], 3–8) and hospitalized cases (5.5 days; 
IQR, 3–8).

The proportion of cases with at least 1 preexisting medical 
condition was 34.1% (n = 299). Diabetes and hypertension were 
the 2 most frequent preexisting conditions among both hospi-
talized and nonhospitalized cases (Table 1). Overall, the median 
age of cases with at least 1 preexisting medical condition was 

Table 1.  Baseline Epidemiological and Clinical Characteristics 

Total, n = 877
Nonhospitalized,  

n = 657 (%)
Hospitalized,  
n = 220 (%) P c

Age groups, years … … <.01

  0–18 19 (2.9) 3 (1.4)  

  19–44 439 (66.8) 68 (30.9)  

  45–69 171 (26.0) 110 (50.0)  

  ≥70 28 (4.3) 39 (17.7)  

Male sex 382 (58.1) 156 (70.9) <.01

Symptoms at baseline

  Fever 455 (69.3) 186 (84.6) <.01

  Cough 454 (69.1) 186 (84.6) <.01

  Headache 339 (51.6) 109 (49.6) .64

  Myalgia 308 (46.9) 100 (45.5) .76

  Rhinorrhea 244 (37.1) 73 (33.2) .33

  Dysphagia 232 (35.1) 66 (30.0) .16

  Malaise 229 (34.9) 119 (54.1) <.01

  Dyspnea 128 (19.5) 153 (69.6) <.01

  Nausea 52 (7.9) 24 (10.9) .16

  Loss of smell 46 (9.6) 2 (1.2) .02

  Diarrhea 27 (5.6) 10 (5.7) .86

  Loss of taste 24 (4.9) 1 (.6) .01

  Adenopathy 11 (1.7) 4 (1.8) .88

  Intercostal retraction 10 (1.5) 50 (23.6) <.01

  Cyanosis 4 (.6) 20 (9.1) <.01

Symptoms duration at baseline, days [IQR] 5 [3-8] 5.5 [3-8] .41

Case type … … .45

  Local 648 (98.6) 216 (98.2)  

  Imported 9 (1.4) 4 (1.8)  

Comorbiditiesa

  Hypertension 67 (10.2) 59 (26.8) <.01

  Diabetes mellitus 59 (8.9) 67 (30.5) <.01

  Obesity 28 (4.3) 28 (12.7) <.01

  Coronary heath disease 11 (1.7) 23 (10.5) <.01

  Asthma 20 (3.0) 11 (5.0) .29

  Chronic obstructive pulmonary disease 4 (.6) 13 (5.9) <.01

  Cancer 3 (.5) 3 (1.4) .17

Pregnancyb 9 (4.4) 3 (11.1) .10

Healthcare workers 78 (11.9) 16 (7.3) .06

Data are of RT-PCR–confirmed COVID-19 cases. 

Abbreviations: COVID-19, coronavirus disease 2019; IQR, interquartile range; RT-PCR, reverse transcriptase polymerase chain reaction.
aComorbidities are ordered by prevalence.
bTotal number of women between 15–47 years old (n = 232).
cChi-square/Fisher’s exact/Wilcoxon rank-sum test, as needed.
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52 years (IQR, 41–64 years). Conversely, for those cases with no 
history of a preexisting condition, the median age was 34 years 
(IQR, 27–45 years).

Factors Associated With Hospitalization

Hospitalization was required for 25% (n  =  220 of 877)  of 
the cases. Individuals aged 70 or older and individuals aged 
45–69 years were more likely to be hospitalized than individ-
uals aged 19–44, after adjusting for sex (OR, 9.12 [95% CI, 
5.24–15.86] and OR, 4.05 [95% CI, 2.85–5.76], respectively). 
Moreover, male sex was associated with hospitalization when 
adjusting for age (OR, 1.72; 95% CI, 1.21–2.44). After adjusting 
for age and sex, having at least 1 preexisting medical condition 
was associated with hospitalization (OR, 2.12; 95% CI, 1.43–
3.14), and having 2 or more comorbidities further increased 
the odds of hospitalization (OR, 6.23; 95% CI, 2.99–12.94). In 
models adjusted for age and sex, the preexisting medical con-
ditions that were associated with hospitalization were diabetes 
mellitus (OR, 2.55; 95% CI, 1.66–3.92), obesity (OR, 4.51; 95% 
CI, 2.47–8.22), coronary heart disease (OR, 4.23; 95% CI, 1.91–
9.03), chronic obstructive pulmonary disease (OR, 5.17; 95% 
CI, 1.54–17.27), asthma (OR, 2.78; 95% CI, 1.24–6.26), and hy-
pertension (OR, 1.83; 95% CI, 1.18–2.83; Table 2).

Hospitalized Cases Characteristics and Outcomes

Out of the 220 hospitalized cases, medical records from 180 in-
patients (81.8%) were available, and these were included in sub-
sequent analyses. Male sex was predominant (71.1%; n = 128). 
The majority of inpatients received a diagnosis of pneumonia 

(83.7%; n = 144). Half (50.0%; n = 99 of 180) of the cases were 
hospitalized for more than 7 days (Figure 2A; Supplementary 
Table S3). In cases aged 19–44 years, the median length of hos-
pitalization was 7.5  days (IQR, 3–14). For individuals aged 
45–69 and 70 years or older, the median hospitalization lengths 
were 8 (IQR, 3–15.5) and 7 (IQR, 3–13) days, respectively. The 
median length of hospitalization among nonfatal cases was 
8 days (IQR, 3–15). Furthermore, when assessing the length of 
hospitalization in nonfatal cases who spent more than 7 days at 
the hospital, those aged 19–44 years had a hospitalization me-
dian of 15 days (IQR, 9–19 days). Individuals aged 45–69 years 
spent a median of 11.5 days (IQR, 8–21 days) hospitalized, and 
those aged 70 years or older spent a median of 15 days (IQR, 
11–15 days). Interestingly, the proportion of all cases that re-
quired extended hospitalizations of 4 weeks or longer was higher 
(12.5%) in adults aged 45–69 than in adults aged 19–44 years 
or 70+ years (8.6% and 3.1%, respectively; P = .20; Figure 2A; 
Supplementary Table S3). This trend was similar among indi-
viduals who were discharged (Figure 2B; Supplementary Table 
S4) and cases that died at the hospital (Figure 2C).

Either invasive or noninvasive mechanical ventilation was 
required in 21% (n  =  38) of individuals. The median age of 
those who did not receive mechanical ventilation was 53 years 
(IQR, 39–62), and the median was also 53 years (IQR, 41–65) 
for cases who were under any type of mechanical ventilation. 
Hospitalized cases who received mechanical ventilation had 
a longer median duration of hospitalization (14.5  days; IQR, 
8–21) than those who did not require mechanical ventilation 
(6 days; IQR, 2–11; P < .01).

Figure 1.  Distribution of COVID-19 cases and hospitalized cases. A, San Pedro Sula population distribution with distribution of COVID-19 cases. M: Population represents 
the proportion of males in the population bins (blue) and F: Population represents the proportion of females in the population (red). M: COVID-19 and F: COVID-19 represent 
the proportions of males and females with confirmed COVID-19 cases. B, Hospitalized COVID-19 proportion of cases compared to COVID-19 proportions of cases overall. 
Abbreviation: COVID-19, coronavirus disease 2019.
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A total of 77 (42.8%) of the hospitalized cases died. Of the 
deaths, 72% were among men (n = 55 of 77; P = .93), and indi-
viduals aged 45–69 years old accounted for 57.1% of the deaths 
(n  =  44 of 77; Supplementary Table S5). Interestingly, 42.8% 
(n = 33) of deaths among all hospitalized cases were among in-
dividuals aged less than 60 years old. Further, the median age of 
fatal COVID-19 cases was 62 years (IQR, 52–71). When com-
pared to the median age of hospitalized cases overall (53 years; 
IQR, 40–65), age was significantly higher (P < .01) among fatal 
cases. Those cases not under mechanical ventilation accounted 
for 81.6% (n = 31 of 38) of the fatalities during the first week of 
hospitalization and 64.9% (n = 50 of 77) of the overall fatalities. 
Hospitalized cases who received any type of mechanical venti-
lation were more likely to have fatal outcomes (P < .01; Table 3).

Fatal cases had a median hospitalization time of 7 days (IQR, 
2–12), with 49% (n = 38) of the fatalities occurring in the first 
7 days of hospitalization. Further, 42.1% (n = 16 of 38) of these 
cases died within 24 hours of hospital admission. For those fatal 
cases who spent more than 7 days at the hospital, the median 
lengths of hospitalization were 8  days (IQR, 8–13), 16  days 
(IQR, 9–21), and 11.5  days (IQR, 7–14) among age groups 
19–44, 45–69, and 70 years or older, respectively.

DISCUS	SION

Few data exist on the epidemiology of COVID-19 in LAC. 
Previous case series have addressed the course of this disease 
and its outcomes [4, 5, 17, 18] outside LAC. Our findings show 
that a high proportion of COVID-19 cases in Honduras are 
males and are aged 19–44 years old. Although the majority of 
cases were young, the prevalence of preexisting medical condi-
tions affected outcomes, and severe cases of COVID-19 were 
frequent.

Our findings were similar to other reported case series in 
several areas. First, the Honduran cases reported in this study 
showed a high proportion of males infected with SARS-CoV-2, 
which was similar not only to a Bolivian case series [8], but to 
other series reported in the United States [5, 18], China [4, 19–
22], and Italy [6]. Further, the clinical course of COVID-19 in 
Honduran cases was not different when compared to case series 
worldwide, in which fever, cough, and shortness of breath are 
prevalent [4, 5]. Cases that required mechanical ventilation had 
a significantly higher proportion of fatalities in our study, which 
is similar to previous described reports [6, 23].

After adjusting for age and sex, hospitalization was associated 
with diabetes, obesity, coronary heart disease, chronic obstruc-
tive pulmonary disease, asthma, and hypertension in Honduran 
COVID-19 cases. Obesity and diabetes particularly have been 
highly associated with developing severe disease in COVID-19 
cases [23, 24], and thus our findings are consistent with what 
has been previously reported. Further, our findings show that 
multimorbidity was strongly associated with hospitalization 
and severe COVID-19 among the Honduran population.

In contrast to other settings, Honduran COVID-19 cases 
were more frequent among the age group between 19–44 years 
old; however, this distribution of cases roughly followed the 
population age distribution of the Metropolitan Area of San 
Pedro Sula [12], and also the country population’s age distri-
bution [25]. When comparing the Honduras to LAC [26], the 
population age distributions are similar, suggesting that similar 
patterns may be seen in other LAC countries. This younger pop-
ulation distribution may explain why COVID-19 cases are more 
frequent in younger individuals in Honduras and why our find-
ings differ from the previously described reports outside LAC 
[4–6, 18, 27], where older adults constitute a higher proportion 
of the population [11].

Table 2.  Logistic Regression Analysis, Hospitalization

Unadjusted OR, (95% CI) Adjusted ORa (95% CI) P Valueb

Age groups, years

  0–18 1.02 (.29–3.54) .95 (.27–3.30) .04

  19–44 Reference Reference  

  45–69 4.15 (2.93–5.89) 4.05 (2.85–5.76) .01

  70+ 8.99 (5.19–15.56) 9.12 (5.24–15.86) <.01

Male sex 1.76 (1.26–2.44) 1.72 (1.21–2.44) .01

Symptoms duration at baseline, per additional day 1.01 (.98–1.05) .99 (.96–1.04) .93

Comorbiditiesc

  Hypertension 3.23 (2.18–4.77) 1.83 (1.18–2.83) .01

  Diabetes mellitus 4.44 (2.99–6.57) 2.55 (1.66–3.92) <.01

  Obesity 3.28 (1.89–5.67) 4.51 (2.47–8.22) <.01

  Coronary heart disease 6.85 (3.28–14.31) 4.23 (1.91–9.34) .01

  Asthma 1.68 (.79–3.56) 2.78 (1.24–6.26) .01

  Chronic obstructive pulmonary disease 10.25 (3.30–31.78) 5.17 (1.54–17.27) .01

Abbreviations: CI, confidence interval; OR, odds ratio. 
aModels adjusted for age and sex.
bWald chi-square test.
cDefined as currently having a diagnosis of a preexisting medical condition at baseline. 
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Figure 2.  Length of hospitalization by age and outcome. A, Length of stay in weeks for all cases by age group. Cases with less than 1 week of hospital stay were categorized 
as <7 days. B, Length of hospitalization among cases who were discharged by age group. C, Length of hospitalization among cases who died by age group.

Unlike the vast majority of previous research, where se-
vere cases and those admitted to intensive care units had 
preexisting conditions at older ages [5, 6, 23, 28], Honduran 
COVID-19 cases had a high prevalence of preexisting med-
ical conditions at younger ages. This supports a public health 
concern raised by the Pan-American Health Organization, 
which recently stated that 3 out of every 10 people living in 
the region of the Americas had at least 1 preexisting medical 
condition, and the populations are therefore at a higher risk of 
severe COVID-19 [29].

While length of stay at the hospital has previously been re-
ported to have a median of 7 days if intensive care unit treatment 
was not required [23], Honduran cases had longer hospitaliza-
tion durations, even in younger adults. Indeed, while the me-
dian time of hospitalization for all adult age groups in our study 
was 7–8 days, adult nonfatal cases aged 19–44 who were hospi-
talized for over a week spent a median of 15 days hospitalized, 
creating a substantial burden on the healthcare system. The pro-
portion of fatal cases associated with COVID-19 appears to be 
higher among individuals at older ages [6], potentially due to 
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their higher risk of having a preexisting condition and older age 
[23]. Importantly, we found that in Honduras, nearly 50% of the 
fatal cases were among those aged less than 60 years old who 
also had a high prevalence of preexisting conditions.

A major strength of this study relies on the inclusion of cases 
that did not require hospitalization. Unlike most of the re-
search undertaken to describe the epidemiology of COVID-19, 
this study assessed the severity and outcomes of COVID-19 in 
both hospitalized and nonhospitalized cases, therefore giving a 
broader perspective of the disease. Due to the population age 
distribution in this study, it was possible to examine the severe 
outcomes of COVID-19 in a younger population. This becomes 
crucial from a public health perspective when determining 
interventions in low- and middle-income countries, in which 
resources are limited and the extrapolation of data from other 
countries could bias their allocation.

Our research has certain limitations. First, this report was 
drafted during an ongoing outbreak; thus, we do not have out-
come data on all hospitalized cases. Second, over the time period 
covered, the testing criteria changed and resources sometimes 
limited testing capacity. Third, our sample size is limited, and 
thus may not have enough power to measure the effect of all 
comorbidities in outcomes like hospitalization/death. Further, 
we have no information regarding the severity of preexisting 

conditions, which could potentially limit our assessment of the 
association between comorbidities and hospitalization. Lastly, 
we were not able to abstract data from inpatients that included 
the therapy received for the disease, which could have been 
used to assess the impacts of therapy on the course of disease, 
severity, and mortality.

In this study, we describe the epidemiology of COVID-19 
from a large number of cases in a Latin American country. Our 
work shows that COVID-19 cases are frequent among a young 
population in Honduras, with fatalities also being frequent in 
younger individuals. Urgent public health interventions are 
needed to prevent hospitalizations, severe disease, and deaths 
not only for older individuals, but also for younger individuals 
in LAC countries with similar population distributions and co-
morbidity prevalences.
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Table 3.  Hospitalized Confirmed Coronavirus Disease 2019 Cases

Total,   
n = 180

No Mechanical Ventilation  
n = 142 

In Mechanical Ventilation
 n = 38 P Valuea

Age in yrs, median [IQR] 53 [39–65] 53 [41–65] .80

Male sex 96 (67.6) 32 (84.2) .04

Symptoms at baseline

  Cough 123 (86.6) 29 (76.3) .13

  Fever 119 (83.9) 34 (89.5) .45

  Shortness of breath 100 (70.4) 30 (78.9) .41

  Malaise 78 (54.9) 20 (52.6) .86

  Headache 69 (48.6) 21 (55.3) .58

  Myalgia 61 (42.9) 20 (52.6) .35

  Dysphagia 50 (35.2) 10 (26.3) .33

  Rhinorrhea 48 (33.8) 12 (31.6) .84

  Retraction 28 (19.7) 16 (42.1) <.01

Symptom duration at baseline, days [IQR] 5.0 [3–7] 5.0 [3–8] .80

Hospitalization duration, median days [IQR] 6.0 [2–11] 14.5 [8–21] <.01

Comorbidities

  Diabetes 49 (34.5) 8 (21.1) .12

  Hypertension 36 (25.4) 13 (34.2) .31

  Obesity 18 (12.7) 6 (15.8) .59

  Coronary heath disease 16 (11.3) 4 (10.5) .89

  Chronic obstructive pulmonary disease 9 (6.3) 3 (7.9) .71

  Asthma 7 (4.9) 3 (7.8) .44

Pneumonia 106 (79.1) 38 (100.0) <.01

Healthcare worker 11 (7.8) 2 (5.3) .59

Death 50 (35.2) 27 (71.1) <.01

Values are shown as n (%) unless otherwise noted. 

Abbreviations: IQR, interquartile range.
aChi-square/Fisher’s exact/Wilcoxon rank-sum test, as appropriate.
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