
© 2021 Journal of Family Medicine and Primary Care | Published by Wolters Kluwer - Medknow 4036

Introduction

COVID-19 was first reported on 31 December 2019, following 
a report of  a cluster of  cases of  ‘viral pneumonia’ in Wuhan, 
China. In India the total number of  cases till date are 8,814,549 
and 129,635 deaths respectively.[1,2] Globally cases of  COVID‑19 
have increased by 8%, resulting in 3.6 million new cases.[1] Case 
fatality rate was reported lowest in Germany and highest in Italy. 

Overall it was 3.4% and nearly 20% among patients more than 
80 years of  age.[3,4]

The most common symptoms include fever, cough, and mortality 
rate was uncertain.[1,2,5] The severity of  the disease was higher 
among elderly population and patients with co‑morbidities.[6] 
Approximately 80% of  patients are either asymptomatic or 
have mild disease.[1] Elderly patients with diabetes, hypertension 
had increased chances of  mortality and morbidity and ICU 
admission.[3,7]

There has been drastic change in the health care delivery system 
especially at primary care level due to COVID‑19. Therefore 
it is important to identify the clinical profile and outcomes of  
COVID‑19 patients considering the novelty and substantial 
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heterogenicity of  illness across the world especially India. This 
article information gives the baseline statistics at the community 
level to devise plans in order to contain COVID‑19 in the present 
pandemic. Hence, this study was planned to know the clinical 
profile and outcomes of  COVID-19 positive patients.

Methodology

COVID 19 positive patients residing in the field practice area 
for more than 1 year who tested positive on by real‑time reverse 
transcriptase polymerase chain reaction (RAT/RT‑PCR) either 
by throat or nasopharyngeal swab were included. Participants 
who do not belong to field practice area such as migrant workers, 
travelers, and relatives who visited the houses in the field practice 
area and became positive were excluded.

All the COVID positive patients in the field practice area were 
line‑listed as per the Belagavi District COVID positive patients 
list from the four field practice areas under the department of  
Community Medicine, JNMC, KAHER Belagavi.

A total of  727 COVID-positive patients were included. Data 
were collected after obtaining written informed consent from 
the study participants. While a telephonic consent was obtained 
from the quarantined family members if  the patient was unable 
to give consent himself/herself  Participants were interviewed 
using a pre‑designed, pretested questionnaire which included 
details such as socio‑demography, medical history, exposure 
history, underlying co‑morbidities, symptoms, signs clinical 
features, and outcomes.

Clinical outcomes were studied by reviewing discharge summary 
records of  the participants. Two health care workers in each 
centre were trained to collect the reports of  COVID‑positive 
patients and retrieve the information. Data were cross‑checked 
to avoid errors and clinical outcomes were analyzed. In case of  
death of  the patient their household members were interviewed. 
If  none are available the information was collected from the 
ANM/ASHA workers.

Ethical clearance
Ethical clearance permission was obtained from Institutional 
Ethics Committee wide number (MDC/DOME/447) on 
10/12/2020.

Statistical analysis
Data is analyzed using statistical software R version 4.0.2 and 
Microsoft Excel. Continuous variables were represented by 
mean ± SD and categorical variables represented by frequency. 
To check the association between categorical variables 
Monte‑Carlo’s simulation is used. To compare mean/distributions 
over groups ANOVA test is used. To check the variable effecting 
the outcomes multinomial logistic regression is used. Cox 
proportional hazard model is used to find the variables affecting 
mortality. A value of P ≤ 0.05 indicates statistical significance.

Results

Table 1 shows that maximum participants were between 21 
and 40 years of  age with mean age of  study participants was 
41.12 ± 17.2 years. There were 431 males and 296 females with 
male predominance (1:1.46). Approximately 37 (5.09%) subjects 
were health workers, 26.27% had completed secondary schooling. 
Only 6.46% of  participants had health insurance.

Among 727, 104 subject’s family suffered with COVID-19. 
Approximately 44.02% subjects were asymptomatic. Fever 
was reported in only 15.72% patients, respiratory symptoms 
in 14.74%, and gastrointestinal symptoms in 1.22% patients. 
Mean duration of  fever observed was 6.18 ± 4.15 days. We 
observed 3.85% of  the subjects died due to COVID‑19. Nearly 
38 participants had ICU admissions and required ventilator 
support among which few had developed pneumonia. Among 28 
deaths recorded one of  them died of  liver failure and one more 
due to sepsis. A significant association was found between age, 
family history of  disease, co‑morbid disease, medication history, 
smoking habit, alcohol consumption, type of  symptoms, isolation 
type, treatment given with outcomes (P < 0.05).

Table 2 shows that by ANOVA, there was a significant difference 
in the age over outcomes. Tukey’s test was used for post hoc 
analysis. From Tukey’s test, there was a significant difference 
in the age between cured complications (P = 0.00060), 
cured‑death (P = 0.0065).

Table 3 shows that for unit increase in age there was an increase 
in log odds of  outcome as complications compared to cured by 

Table 1: Sociodemographic details of study participants 
(n=727)

Variables Number of  subjects (%)
Age ≤20 80 (11%)

21‑40 310 (42.64%)
41‑60 220 (30.26%)
61‑80 111 (15.27%)
≥80 6 (0.83%)

Gender Male 431 (59.28%)
Female 296 (40.72%)

Education Illiterate 111 (15.27%)
Primary School 165 (22.7%)
secondary schooling 191 (26.27%)
PUC 128 (17.61%)
Graduate 120 (16.51%)
Postgraduate 8 (1.1%)
NA 4 (0.55%)

Profession Others 690 (94.91%)
Healthcare workers 37 (5.09%)

SES I 184 (25.31%)
II 64 (8.8%)
III 38 (5.23%)
IV 433 (59.56%)
V 8 (1.1%)

*NA ‑ Not applicable to children below 5 years
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0.02943. The log odds of  death Vs cured increased by 1.4023 
among the participants with the co‑morbid disease.

The log odds of  complications Vs cured increased by 0.8376 among 
the participants with symptoms of  COVID‑19. The log odds of  
death Vs cured increased by 1.9335 among those with symptoms 

of  COVID‑19. The log odds of  complication Vs cured increased 
by 4.1174 among study subjects in hospital isolation compared to 
home isolation. The log odds of  death Vs cured increased by 2.1782 
among study subjects who were in hospital isolation compared 
to home isolation. The log odds of  death Vs cured decreased by 
10.4583 in the participants on Antibiotic treatment compared to 
participants on all three, that is, anti‑biotic, anti‑viral therapy, and 
steroids. The log odds of  complications Vs cured increased by 
1.1839 in participants who were on those who were on all three 
i.e Anti‑viral therapy treatment compared to anti‑biotic, anti‑viral 
therapy, and steroids. The log odds of  death Vs cured increased by 
1.3528 among the participants who were only on anti‑viral therapy.

Table 4 shows that among the study subjects with previous medication 
history hazard ratio was 2.7491 times more compared to the subjects 
without previous medication history. Among the participants with 
symptoms of  COVID‑19 hazard ratio was 3.6446 times more when 
compared to the subjects without any symptoms.

Figure 1a shows that participants who were already on some 
medications due to chronic illness (diabetes, hypertension) had 
2.75 times risk of  death when compared to those participants 
who were on no medication. Symptomatic patients had 3.64 times 
risk of  death when compared to asymptomatic.

Discussion

COVID‑19 had a major impact on human population. It 
has caused disruption of  normal life. The centre and state 

Table 2: Relationship between outcomes and other variables
Variables Outcomes P

Complications Cured Death
Age ≤20 1 (1.25%) 77 (96.25%) 2 (2.5%) 0.00299*MC

21‑40 16 (5.16%) 286 (92.26%) 8 (2.58%)
41‑60™ 10 (4.55%) 202 (91.82%) 8 (3.64%)
61‑80 18 (16.22%) 83 (74.77%) 10 (9.01%)
≥80 1 (16.67%) 5 (83.33%) 0 (0%)

Age (in years) 49.78±18.21 40.12±16.89 50.14±16.93 <0.00001*A
Family History Of  
co‑morbidities

No 30 (4.81%) 581 (93.11%) 13 (2.08%) <0.00001*
Yes 16 (15.53%) 72 (69.9%) 15 (14.56%)

History of  
Co‑ morbidities

No 34 (5.27%) 598 (92.71%) 13 (2.02%) 0.0005*MC
Yes 12 (14.63%) 55 (67.07%) 15 (18.29%)

Medication No 39 (6.19%) 571 (90.63%) 20 (3.17%) 0.0004998*MC
Yes 7 (7.22%) 82 (84.54%) 8 (8.25%)

Smoking habit No 39 (6.19%) 571 (90.63%) 20 (3.17%) 0.04498*MC
Yes 7 (7.22%) 82 (84.54%) 8 (8.25%)

Alcohol consumption No 43 (6.54%) 594 (90.41%) 20 (3.04%) 0.002999*MC
yes 3 (4.29%) 59 (84.29%) 8 (11.43%)

Symptoms Asymptomatic 17 (5.31%) 299 (93.44%) 4 (1.25%) 0.002731*
Symptomatic 29 (7.13%) 354 (86.98%) 24 (5.9%)

Type of  isolation Home 2 (0.44%) 446 (98.45%) 5 (1.1%) 0.0004998*MC
Hospital 44 (16.06%) 207 (75.55%) 23 (8.39%)

Treatment given Antibiotics, Antivirals and steroids 6 (8.96%) 55 (82.09%) 6 (8.96%) 0.01549*MC
Antibiotics 2 (2.06%) 95 (97.94%) 0 (0%)
Antivirals 32 (6.49%) 444 (90.06%) 17 (3.45%)

*Signification 0.05, MC: Monte-Carlo’s simulation, A: ANOVA

Table 3: Multinomial logistic regression
Cured Vs

Complications Death
Intercept -8.255971 -7.9744
P <0.0001* <0.0001*
Age 0.02943 0.0182
P 0.0053* 0.1915
Co‑morbid disease (Reference No)

Yes 0.0577 1.4023
P 0.1758 0.0086*

Type of  Symptom (Reference Asymptomatic)
Symptomatic 0.8376 1.9335
P 0.03418* 0.0014*

Isolation type (Reference Home)
Hospital 4.1174 2.1782
P <0.0001* <0.0001*

Treatment given (Reference: Anti‑biotic, 
Anti‑viral therapy and Steroids)

Antibiotics -0.6857 ‑10.4583
P 0.4381 <0.0001*
Anti‑Viral therapy 1.1839 1.3528
P 0.0324* 0.0335*

*Signification 0.05
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governments have imposed several regulations to contain 
its spread. Despite the efforts it has led to 143355 deaths 
in India and 1605091 worldwide.[1,8] Thus the current 
study explores the profile of  covid positive patients, their 
clinical presentation, and outcomes to look for novelty and 
substantial heterogenicity of  illness across the world especially 
India.

Our study showed that mean age of  participants was 
41.12 ± 17.2 years similar to studies[2,5] done in India but 
differed from those done in China and Europe.[9,10] This shows 
that epidemiological presentation of  infection varies between 
geographical location. Majority of  them were between 21‑40 years 
age group among which 60% were males and rest were females. 
These results were similar to study done in tertiary care centre in 
India.[2,11] The mean duration of  hospital stay was 10.63 ± 4.26 days 
and the risk of  complications and death (P < 0.0004998*MC) 
significantly increased among hospitalized patients.

In all the studies[2,4,5,12,9,11] found till date fever is the most 
common symptom, the mean duration of  fever in our 
study was 6.18 ± 4.15 days and other symptoms include 
sore throat, cough, myalgia. About 6 participants reported 
loss of  smell/taste. It was found that The log odds of  
complications Vs cured increased by 0.8376 for the person 
with symptoms of  COVID‑19. The log odds of  death 
Vs cured also increased by 1.9335 for the person with 
symptoms of  COVID‑19.

In our study factors such as increase in age (P < 0.00001*A), 
posit ive family history of  NCD’s (P  < 0.00001*), 
c o ‑ m o r b i d i t i e s  ( P  <  0 . 0 0 0 5 * M C)  a n d  t h o s e  o n 
medication (P < 0.0004998*MC) have shown increased risk of  
complications among the participants. The most common 
co‑morbidity reported was hypertension in 5% and diabetes in 
3.4% and others had combination of  hypertension, diabetes and 
asthma which were in par with other studies.[2,5,6,11,13]

Nearly 68% have received antiviral therapy and were 
cured (P < 0.01549*MC). Rest of  them have received a 
combination of  antibiotics, antivirals, steroids, vitamin C, and 
zinc. We have also found that The log odds of  death Vs cured 
decreased by 10.4583 for the participants on Antibiotic treatment 
compared to anti‑biotic, anti‑viral therapy, and steroids which 
was similar to other study in Jakarta.[13]

With regard to our study subjects with previous history of  
medication (HR, 2.749; 95% CI 1.0774–7.015), and those 
who had symptoms (HR, 3.6446; 95% CI1.0280–12.921) were 
associated with increased risk of  death as compared to others. 
Nearly 38 participants had ICU admissions and required 
ventilator support among which few had developed pneumonia. 
Among 28 deaths recorded one of  them died of  liver failure 
and one more due to sepsis. These results were similar to other 
studies.[5,10,14]

Conclusion

To conclude though symptomatic COVID‑19 positive was 
found in 56% of  patients, they were less severe and improved 
with medication and deaths were found in 3.85% of  patients. 
Fever was noted in only 15.72% of  patients, gastrointestinal 
symptoms in 1.22% and respiratory symptoms in 14.74% 
of  patients. Participants with older age were significantly 
associated with complications and those with co‑morbidities 

Table 4: Cox proportional hazard models
Variable Co‑efficient Hazard ratio (CI) P

Medication Reference No
Yes 1.0113 2.7491 (1.0774-7.015) 0.0343*

Type of  
Symptoms

Reference Asymptomatic
Symptomatic 1.2932 3.6446 (1.0280‑12.921) 0.0452*

*Signification 0.05

Figure 1: (a) Forest plot of Hazard ratio
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were significantly associated with death on multinominal 
logistic analysis. A significant association was found between 
age, family history of  non‑communicable diseases, medication 
history habit of  smoking, alcohol consumption, type of  
symptoms, and treatment without outcomes. Controlling the 
spread of  COVID‑19 and reducing death as soon as possible 
requires contained control efforts especially at the grass‑root 
level.

Limitations
1. We could include only laboratory confirmed cases but 

suspected and undiagnosed cases were not included in our 
study

2. There are chances of  recall bias

Key messages and recommendation
This cross‑sectional study revealed that more than half  of  the 
participants were symptomatic. Among those who had proven 
risk factors such as increase in age with associated co‑morbidities 
had increased risk of  hospital isolation which in turn led to 
increased risk of  complications and death as compared to home 
isolates. Hence early detection and treatment of  the patients is 
required to prevent complications and deaths.

In any community as front line workers from primary health care 
setting are the first to come into contact with a positive case and 
are involved in isolation and management of  mild and moderate 
cases it is important to know the clinical profile and associated 
co‑morbidities in a case so that along with hand hygiene, wearing 
of  masks and social distancing those with co‑morbidities and 
elderly can be advised for reverse isolation.
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