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Abstract  

Covid-19 pandemic has been infecting a substantial portion of the world population, thereby 

revealing quality deficits in health care in the majority of the countries around the globe. 

Severe illness and mortality from Covid-19 infection are present predominantly in minorities; 

especially they are more frequent in geriatric patients. Unfortunately, our knowledge is 

limited about what accounts for the variability in immune response from one person to 

another. This question is far from being merely academic, and finding its answer assumes 

critical importance for the future of global health. 
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Risk factors, such as smoking, physical inactivity, obesity, and inappropriate eating habits, are 

significantly influenced by the environment in which people live. Social factors, especially in 

minority populations, also contribute to a disproportionately high rate of chronic illness and delays 

in getting health care [1]. In some countries, especially in low-income and education minorities, 

these factors could explain the high frequency and virulence of Covid-19 infection. Climate 

changes could put an additional one billion people at risk of tropical vector-borne diseases, which 

are emerging with increasing frequency and have the potential for causing pandemic diseases [1]. 

However, the highest mortality from Covid-19 infection is observed mostly in geriatric patients. 

This fact should force medical science to understand and determine global demographic changes; 

the world is facing. According to the United Nations projections, by 2050, there will be more than 

twice as many people over 65 as there are children under 5, and the number of people older than 
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65 globally will surpass the number of people in the age group of 15-24 years [2]. This global aging 

might pose widespread public health challenges, significantly increasing the burden of geriatric 

pathologies and exposing the vulnerable elderly population to infectious diseases [1]. 

Angiotensin-converting enzyme-2 (ACE2) is the receptor for SARS-Cov-2 virus. It has been 

suggested the differential levels of ACE2 in the cardiac and pulmonary tissues of younger versus 

geriatric patients might be partially responsible for the viral virulence observed among the 

patients. Indeed, the use of renin-angiotensin system blockers in patients with Covid-19 infection 

has been much debated, and it has been concluded that these blockers should not be withdrawn 

[3-5]. Unfortunately, it remains undetermined whether the Covid-19 mortality risks in geriatric 

patients can be interpreted by analyzing data of younger patients alone. Undoubtedly, health 

conditions associated with aging, especially cardiovascular diseases, cancers, metabolic and 

autoimmune diseases, and the treatments for these pathologies, interfere with the SARS-Cov-2 

virus infection. Also, immune senescence, i.e., a progressive age-related decline of innate and 

adaptive immune responses, substantially and adversely affects the responses to infectious 

diseases and vaccines. Indeed, the Shingrix vaccine for shingles has proven very effective in people 

over 70, but our understanding of how to generate effective immunity in the elderly remains poor, 

and several studies have shown that vaccine efficacy decreases significantly with advancing age 

[6]. 

Protecting geriatric patients will be central, but even the most efficient health systems cannot 

properly cope with these individuals/issues. Despite decades of standardized measurements, 

public reporting, and control programs, the average quality performance of health care remains 

insufficient. Indeed, in the USA, adults receive about 55% of recommended care for the leading 

causes of diseases and death [7]. These figures almost match with those in most countries. A good 

example is the management of arterial hypertension, a very common and treatable chronic 

pathology - a major contributor to morbidity and mortality. In the USA, in 2017 hypertension 

(HTN) accounted for 23 deaths per million population, but in Non-Caucasian patients, HTN rates 

were significantly higher, e.g., in Afro-Americans, 54.1 deaths per 1000,000 men and 37.8 per 

100,000 women were recorded [8]. 

Clinicians know that good therapy requires applying the most effective treatment that 

increases better outcomes. This approach should be customized to the specific preferences and 

health needs of the individuals, detecting and diagnosing the pathologies, choosing the right 

treatment, ensuring adherence, checking treatment effectiveness, and adjusting appropriate 

therapy. Maintaining professionalism is crucial, although insufficient cornerstone of high-quality 

care and, in reality, quality of care is rarely about good health professionals versus bad ones. 

However, it is difficult to get a good quality of care without supportive protocols, tools and 

teamwork. To improve and streamline high-quality health care, an enduring framework for 

evaluating process, structures, and outcomes was propounded [9]. In recent time, policymakers 

emphasized three additional levers to improve the quality of health care: measurements, 

incentives, and social factors [10]. On the other hand, the relationship between politicians, 

policymakers, and physicians remains unhealthy [11, 12]. 

To conclude, this paper underlines the need that due to global demographic changes, the 

Covid-19 pandemic should force medical science to understand whether the immune system of 

geriatric patients is adequate to be properly treated with vaccines. 
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