
Abstract 

COVID-19 has now become a pandemic. It has spread from
Wuhan, China, in December 2019 to a large number of countries
within three months. The objective of this work is to report the initial

experience with epidemiologic and clinical features, as well as with
the management of COVID-19 patients in India. This is a descriptive
case series of the first 21 COVID-19 infected patients confirmed with
polymerase chain reaction (PCR) and admitted to a tertiary care centre
in India from 01.02.2020 to 19.03.2020. Clinical, laboratory, and
radiologic data were collected, including age, sex, nationality, travel
history, symptoms, duration of stay, and comorbidities. The mean age
of the population was 40.3 years with a male preponderance. Thirteen
(62%) patients had recent travel history outside India in the previous
30 days, two thirds of whom had travelled to Italy. The most common
symptoms were fever and cough (42.9%) followed by sore throat,
headache and breathlessness. Vital and laboratory parameters were
preserved in all patients and none of them required ventilatory support.
Among the first 21 patients diagnosed with COVID-19 infection in
India, the typical clinical presentation consisted in a mild upper
respiratory tract infection predominantly affecting the young male
population. One patient required supplemental oxygen. All patients
recovered with no residual symptoms.

Introduction

The 2019 novel coronavirus (2019-nCoV) or COVID-19 as it
is now called, is rapidly spreading worldwide from its place of
origin in Wuhan City of Hubei Province of China [1]. Up to
March 21st 2020 around 234,076 confirmed cases of coronavirus
disease 2019 (COVID-19) and 9840 confirmed deaths have been
reported from 176 countries, regions and territories [2]. India has
reported 195 confirmed cases as of 20.03.2020. This is the third
coronavirus that emerged among the human population in the last
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two decades. The other two were the severe acute respiratory
syndrome coronavirus (SARS-CoV) outbreak in 2002 and the
Middle East respiratory syndrome coronavirus (MERS-CoV)
outbreak in 2012 [2].

Human-to-human transmission via droplets as well as through
contact with fomites seems to be the critical route of the virus
spread. Since 80% of the infected population are either
asymptomatic or have mild disease, people have been going to their
workplaces and even traveling internationally. Nevertheless, even
though the virus is causing mild disease in many, the course of
illness may be severe, leading to hospitalization and even death in
elderly or those with comorbid conditions [2].

Guan et al. published a report on 1099 patients with laboratory-
confirmed Covid-19 from 552 hospitals in 30 provinces,
autonomous regions, and municipalities in mainland China through
January 29, 2020. The most common symptoms reported were fever
(43.8% on admission, and 88.7% during hospitalization) and cough
(67.8%), diarrhoea (3.8%) was uncommon. A severe form of the
disease was reported in elderly and in patients with comorbidities.
Overall reported cases of death in this study were 15 (1.4%) [2].

The case reported from the United States was virus-positive in
respiratory and faecal specimens; he had respiratory failure
requiring oxygen supplementation. The patient was treated with
intravenous Remdesivir (a novel nucleotide analogue prodrug under
development) and reported to be afebrile and stable [3].

The objective of this case series from India is to describe the
clinical characteristics at the early stage of the outbreak in India
which experienced no previous outbreaks of coronavirus. We
present data from a tertiary care setting in India used for isolation
of suspected cases and management of COVID-19 positive patients.
This is the first report from the Indian subcontinent.

Methods

Safdarjung Hospital is a tertiary care hospital in New Delhi and
has been designated for isolation and management of suspected
cases of COVID-19. The current study is a retrospective
observational case series of epidemiological features and clinical
manifestations of COVID-19 positive patients who presented
themselves to this centre during the outbreak of 2019-2020 from 1st
February 2020 to 19th March 2020. 

Since the first reports of the outbreak of SARS-CoV-2 came
from China, the Indian Ministry of Health and Family Welfare
(MoHFW) implemented its preventive measures and management
services for all suspected patients affected by the virus. According
to safety criteria, in the presence of a suspect case at our centre,
nursing staff take precautionary measures, such as medical PPE.
International travellers and their contacts were placed in quarantine
facilities. Individuals with symptoms or requiring hospitalization
for any medical treatment, who met the criteria for a suspected case
defined as ‘symptomatic patient with travel history to countries with
COVID-19 patients over the previous last 14 days, or who exposed
themselves to a COVID-19 positive patient in the community’, were
admitted to our hospital. The isolation facility at our hospital was
assessed for preparedness according to a checklist standardized by
MoHFW [4]. All the health-care workers caring for infected patients
received comprehensive training and demonstrated competence in
implementing infection control practices and procedures. The
nasopharyngeal and oropharyngeal swabs were tested at the
National Centre for Disease Control (NCDC) for detection of
COVID-19 using quantitative polymerase chain reaction for

confirmation. All laboratory-confirmed cases were eligible for
inclusion in this study and the epidemiological, clinical, and
laboratory data were prospectively recorded. 

Results

Twenty-one patients were included in the study over a period
of time going from 1.2.2020 to 19.03.2020. The sociodemographic
profile is summarized in Table 1. The mean age of participants was
40.3 years (range 16-73 years). There was a male preponderance
(66.7%). All patients were Indian. Seven were from Delhi, eight
from Agra, two from Kolkata, and the remaining four were from
Noida, Ghaziabad, Gurgaon, and Rajasthan, respectively.

The average length of stay in hospital was 11.54 days and the
mean duration of symptoms was 2.1 days. Eleven (52.4%) patients
had a history of contact with a lab-confirmed COVID-19 patient.
More than half of the patients, 13 (61.9%), had a travel history
outside India. The majority of patients 8 (38.1%) visited Italy,
followed by 2 (9.5%) who travelled to London, and other 3 patients
(4.8%) who had been to Iran, Saudi Arabia, and Malaysia,
respectively as shown in Figure 1.

The clinical and laboratory profile is summarized in Table 2.
More than half (57.1%) of the patients were symptomatic. The
common presentation and symptoms experienced by nine patients
were cough and fever. Sore throat, breathlessness, and headache
were present in 5(23.8%), 1(4.8%), 3 (13.6%), respectively.

Six patients (28.6%) had comorbidities. The most common
comorbidity was hypertension (5 patients) and diabetes mellitus (3
patients) adequately controlled with drugs. One (4.8%) patient with
hypertension and one with diabetes mellitus also showed anxiety
disorder and hypothyroidism. Another patient had an underlying
migraine and obstructive sleep apnoea.

Chest roentgenogram was performed in all patients at initial
presentation, and in 20 cases (95.2%), it showed no abnormality.
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Table 1. Demographic profile of COVID-19 patients (n=21).

                         Socio-demographic profile of patients
                                                 Frequency (n=21)         %
Age group                                                
0-20 years                                                                1                              4.8
21-40                                                                        10                            47.6
41-60                                                                         8                             38.1
>60                                                                           2                              9.5
Gender
Male                                                                         14                            66.7
Female                                                                     7                             33.3
Nationality
Indian                                                                      21                             100
Foreigner                                                                0                                0
History of travel outside India in last 30 days
Yes                                                                           13                            61.9
No                                                                             8                             38.1
Family/office exposure to positive patients
Family exposure                                                    8                             38.1
Work place exposure                                           2                              9.5
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Only one patient showed bilateral consolidation of lower lobes of
lungs. There was no pleural effusion or lymphadenopathy. He was
a 46-year-old male without comorbidities who required oxygen but
no ventilatory support.

Mean saturation on room air (sp02) was 96.56 % (SD+2.13),
and the respiratory rate was 18.19 (SD+3.02). Laboratory
parameters were preserved with mean haemoglobin levels of 14.42
gram %, leucocyte count of 5758/mm3, blood urea 23.56 mg %, and
serum bilirubin levels of 0.4875 mg %. Only one patient had
leukopenia with a count of 2900/mm3. Up to 19th March 2020,
fifteen patients had been discharged and advised home quarantine
for 14 days as per guidelines. All discharged patients became
asymptomatic and tested negative twice according to the guidelines
[4]. The mean duration for defervescence was 5±1.2 days. 

Discussion

The current series of 21 patients represents the first initial datum
on coronavirus in India. The case series presents epidemiological
and clinical characteristics of patients outside of China where the
disease had originated. The infection was observed in both
adolescents and elderly with a predominance of young adults. This
may be related to limited travel by very young and elderly people
and may not be related to susceptibility of these populations. The
majority (61.9%) of patients had history of international travel, most
frequently to Italy. However, none of the cases reported travel
history to China. Almost half (42.9%) of patients were
asymptomatic. An important thing to notice in published literature
is that patients who develop respiratory failure rapidly deteriorate
and do not respond to non-invasive ventilation [2,5]. In our study,
one patient developed breathlessness that was managed

conservatively with oxygen and supportive therapy; but none
required invasive mechanical support. The most common symptoms
were fever and dry cough. None of our patients had rhinitis or
diarrhoea. The results of the present study are similar to initial data
on 18 patients from Singapore, where most of them had fever and
cough with infrequent rhinorrhoea. Only one patient in their cohort
required ventilatory support, the rest of them responded with
conservative management [6].
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Table 2. Clinical and laboratory profile of COVID-19 patients.

                                                      n=21                         %
Profile
Asymptomatic                                                9                                   42.9
Symptomatic                                                 12                                  57.1
Symptoms                                                                       
Fever                                                                9                                   42.9
Cough                                                               9                                   42.9
Sore throat                                                     5                                   23.8
Headache                                                        3                                   13.6
Breathlessness                                              1                                    4.8
Comorbidities                                                                  
Hypertension                                                 5                                   23.8
Diabetes mellitus                                          3                                   14.2
Anxiety                                                             1                                    4.7
Hypothyroidism                                             1                                    4.7
Migraine                                                          1                                    4.7
Obstructive sleep apnoea                           1                                    4.7

Figure 1. Thirteen patients who had international travel history.
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If we take into consideration the H1N1 pandemic phases given
by WHO [7], the virus is currently in its phase 5/6 of the pandemic
in many parts of the world and, although today it seems like India
is in phase 2, it will change soon into phase 3 if we do not contain
it [4]. What it is important to be know is that as this disease is
causing rapid respiratory failure in a handful of people, when we
talk about a global perspective, the handful can mean a lot to deal
with in terms of logistics and resources. Now that we have seen the
initial pattern of the disease, we think it is time to come up with
some guidelines for isolation, triage and treatment of these patients,
both globally and locally. Studies are being conducted to identify
the role of antiviral protease inhibitors against COVID-19. The
Indian guidelines issued by the Indian Council of Medical Research
allowed for the use of lopinavir and ritonavir for severe cases with
respiratory failure or organ dysfunction [4]. However, a recent
randomized trial has not found any benefit over time from the use
of these drugs, both in terms of clinical improvement and mortality
[8]. Chloroquine has also been evaluated in individual studies and
may have a role in the management of COVID-19 in times to come
[9]. Though initial results are not exciting, we shall continue with
the search for effective treatment and vaccination [10]. Long-term
sequelae like lung fibrosis can only be evaluated with serial follow-
up of such patients. This study gives us some evidence to work on.
First of all, preventing transmission is the key to curtail the
pandemic. Our result showing a mild disease with complete
recovery has been the similar initial trend seen in countries like
Singapore and South Korea [5,11]. Since we are all struggling with
resources, the isolation of all cases at a tertiary centre may not be
feasible, ‘self-isolation and frequent handwashing’ should me the
‘mantra’ to be spread worldwide. Secondly, severe cases must
undergo invasive mechanical ventilation early with supportive and
conservative fluid strategy. Currently, no opinion is available on
the use of antiviral drugs and we hope that the near future will
provide us with trials able to answer this most awaited question.
Thirdly, all countries have to use all available infrastructures
strategically and to convert them into critical care facilities
whenever it is required.

Limitations

The sample size in the current study is characterised by a small
cohort. The spread of the pandemic to various geographic locations,
age groups and comorbid patients may behave differently and hence
these results may be difficult to generalize at national or
international level. No drugs were used in any patient as therapy;
hence, the role of protease inhibitors or chloroquine cannot be
elucidated. 

Conclusions

Among the first 21 patients diagnosed with COVID-19 admitted
to a tertiary care hospital in India, the clinical presentation is of an

upper respiratory tract infection which is mild, self-resolving with
preserved vitals and organ-functions. These are encouraging
observations which can be used to draft further national
recommendations. The containment of spread is the most crucial
determinant of the final morbidity from this COVID-19 pandemic.
In the current series all patients recovered with no mortality.
Although the virus is contagious and spreads globally, it is too early
to comment on its virulence in India. Community transmission has
not yet been reported at the time of publication. Follow-up of
disease spread and clinical presentation in the larger population will
give an insight into the COVID-19 outbreak in India. Close
monitoring and large-scale control strategies will be needed to
prevent widespread transmission within the community.
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