
A
B

S
T

R
A

C
T

Context: COVID-19 pandemic had over the past months grown to disastrous proportions and had stretched the 
healthcare facilities across the globe to their limit. Jumbo centres not only helped in increasing the availability of beds 
for Covid patients, but also helped in de-cluttering the load on tertiary centres.  Clinical and epidemiological  Aim:
profile of patients who received treatment at the MCGM jumbo covid facility at Mumbai.  The current  Setting and design:
study is a retrospective, observational analysis of epidemiological features, clinical manifestations and laboratory and 
radiographic investigations of patients admitted at the DCHC between June 1st 2020 to August 31st 2020.Methods and 
Material: Patients from June 2020 to August 2020 at DCHC were enrolled in the study. All patients with positive RTPCR, 
were divided according to symptomatology and classified into Mild, Moderate, Severe. Data Statistical analysis used: 
was entered in Excel spreadsheet and statistical analysis was done by using SPSS software version 19. Out of  Results: 
3977 cases, 1620 (40.7%) cases were mild cases, 1269 (31.9%) moderate cases and 1088 (27.4%) severe cases. The age 
amongst mild cases (50.78 ± 14.56 years) was higher as compared to moderate (48.23 ± 15.63 years) and severe cases 
(47.18 ± 15.53 years) and the difference between all the three groups was statistically significant.  DCHC Conclusion:
management helped in formulating protocols and with advances in the infrastructure, led to better management with 
less transfer and helped in preparing for second wave.
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PROFILE OF COVID -19 PATIENTS AT A 
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MUMBAI INDIA -A RETROSPECTIVE STUDY.

KEY WORDS: Covid 19, 
DCHC

INTRODUCTION 
COVID-19 pandemic had over the past months grown to 
disastrous proportions and had stretched the healthcare 
facilities across the globe to their limit.[1] The response 
mounted to the COVID-19 threat has largely been reactive. 
The lack of a reliable Early Warning, Alert and Response 
System, inability to mount transparent containment measures, 
lack of community engagement for self-deferral and isolation, 
and overdependence on quarantine measures have exposed 
the fissures in the ability of health systems across the world. 
However, the emphasis on data sharing, the rapid 
development and distribution of interim guidance documents 
by WHO and open-access pre-print sharing of rapidly 
emerging evidence reflect a paradigm shift in providing a 
data-driven global-epidemic response. [2] 

With increasing number of cases and the rapid spike in bed 
occupancy in hospitals, the burden on the health care system 
was compounded. A quick response to this was facilitation of 
Jumbo centres across the city catering to thousands of 
patients.  

Jumbo centres not only helped in increasing the availability of 
beds for Covid patients, but also helped in de-cluttering the 
load on tertiary centres. The profile of patients admitted to 
DCHC between June 2020 to August 2020 is presented here. 
The second wave of the pandemic has presented with the 
different profile, both the profiles can help guide the public 
health response in India for future waves.  

METHODS
The current study is a retrospective, observational analysis of 
epidemiological features, clinical manifestations and 
laboratory and radiographic investigations of patients 

st stadmitted at the DCHC between June 1  2020 to August 31  

2020. The patients admitted at this centre received treatment 
in accordance to the guidelines issued by MOHFW and 
underwent laboratory and radiographic investigations to 

[3,4,5]assess disease severity and assist the treatment.  In the first 
wave of COVID 19 pandemic, there was no proven antiviral 
therapy effective in controlling the infection, so the measures 
used during the initial phase were effective infection control, 
including patient isolation. This formed the main stay, in the 
primary management. Due to increase in COVID 19 positive 
cases number there was immediate need for dedicated 
COVID 19 health care centres. Patients from June 2020 to 
August 2020 at DCHC were enrolled in the study. All patients 
with positive RTPCR were recruited in this study. Patients were 
divided according to symptomatology and classified into 
Mild, Moderate, Severe, Each was further subdivided into two 
groups for facilitation of treatment.  

Classi f icat ion according to  symptomatology and 
management- 

Mild (Group A, Group B) –
No Symptoms or Mild Symptoms (Fever\URTI) 
SPO2 >90% 
BLOOD INVESTIGATION- WBC, LDH, D-dimer-Normal 
Normal X-ray Chest 
Treatment Given- Vit D 1000 IU BD, Vit C 500mg BD, Vit B-
complex, Tab. Paracetamol 
650mg TDS for 5 days, Tab. Amoxicillin Clavulanate 
(Augmentin) 625/Tab. Cefixime 200mg BD, Antitussive. 

Moderate (Group C, Group D) – 
Symptoms (Fever\URTI\Mild Pneumonia) No sign of severe 
disease. 
SPO2 >90% with intermittent O2 support 
BLOOD INVESTIGATION- WBC, LDH, D-dimer- Raised 
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X-ray Chest - Mild Pneumonia 
Treatment Given- Vit D 1000 IU BD, Vit C 500mg BD, Vit B-
complex, Tab. Paracetamol  650mg TDS for 5 days, Tab. 
Amoxicillin Clavulanate (Augmentin)625/Tab. Cefixime 
200mg BD, Antitussive, Tab. Favipiravir 1800mg BD on Day 1 
followed by 800mg BD for the next 6 days. 

If sequential fall of SPO2 despite O2 support noticed than Inj. 
Remdesivir 200mg IV on Day 1 followed by 100mg IV from 
Day 2 to Day 5/ Tab. Favipiravir (Pyrazine Carboxamide 
derivative) 1800mg BD on Day 1 followed by 800mg BD for the 
next 6 days, Inj. Ceftriaxone 1g IV BD for 5 days, Inj. LMWH 
(low molecular weight heparin) 0.4 s/c OD, Inj. MPS 
(Methylprednisolone) 40mg BD/ Inj. Dexa (Dexamethasone) 
8mg BD IV (if patient still symptomatic at Day 5 therapy 
continued for another 5 days). 

Severe (Group E) – 
Symptoms (Fever\URTI\ Pneumonia) Signs of severe disease. 
SPO2 <90% On continuous O2 support 
RR->30\Min 
BLOOD INVESTIGATION- WBC, LDH, D-dimer- Raised 
X-ray Chest - Pneumonia 

Treatment Given- Vit D 1000 IU BD, Vit C 500mg BD, Vit B-
complex, Tab. Paracetamol 

650mg TDS for 5 days, Tab. Amoxicillin Clavulanate 
(Augmentin) 625/Tab. Cefixime 200mg BD, Antitussive, Tab. 
Favipiravir (Pyrazine Carboxamide derivative) 1800mg BD on 
Day 1 followed by 800mg BD for the next 6 days. 

Inj. Remdesivir 200mg IV on Day 1 followed by 100mg IV from 
Day 2 to Day 5, Inj. Ceftriaxone 1g IV BD for 5 days, Inj . LMWH 
(low molecular weight heparin) 0.4 s/c OD, Inj. MPS 
(Methylprednisolone)  40mg BD/ Inj. Dexa (Dexamethasone) 
8mg BD IV (if patient symptomatic at Day 5, therapy continued 
for additional 5 days). 

Criteria for transfer- 
Ÿ Progression from moderate to severe disease and further 

deterioration. 
Ÿ Lack of facilities like ICU, non-avability of essential 

injectables. 
Ÿ Unwillingness of patients or relative to stay in DCHC. 

Data collection- 
Clinical and laboratory data collected, including age, sex, co-
morbidities, symptoms, RT PCR for detection of Covid19, 
duration of stay will be statistically analysed. Data was 
collected and verified and all patients with positive RTPCR 
enrolled. Basic information (Gender, age, comorbidities, 
symptoms like fever, cough, loss of smell, body pain, loss of 
taste, diarrhoea) white blood cells (WBC) counts, Lactate 
dehydrogenase (LDH) count, (D-dimer) fibrin degradation 
product levels, CXR were collected and analysed. 

RESULT-
Out of 3977 cases, 1620 (40.7%) cases were mild cases, 1269 
(31.9%) moderate cases and 1088 (27.4%) severe cases. The 
age amongst mild cases (50.78 ± 14.56 years) was higher as 
compared to moderate (48.23 ± 15.63 years) and severe cases 
(47.18 ± 15.53 years) and the difference between all the three 
groups was statistically significant. Similarly, SPO2 level was 
higher amongst mild cases (92.72 ± 1.28 %) as compared to 
moderate (91.40 ± 1.79 %) and severe cases (88.00 ± 0.00 %) 
and all the three groups were statistically significant. Length 
of stay was highest among severe cases (4.04 ± 1.71 days) 
followed by moderate (3.71 ± 9.33 days) and mild cases (2.94 
± 14.40 days). The difference of length of stay between mild 
and severe cases was statistically significant while there was 
no difference between mild and moderate (p value = 0.054) 
or between moderate and severe cases (p value =0.450). 

Amongst all the three groups, males were higher (mild = 
62.2%, moderate = 64.1%, severe = 65.2%) as compared to 
females and the difference amongst all the three groups was 
not statistically significant. Presence of comorbidities was 
highest amongst severe group (36.9%) as followed by 
moderate (33.5%) and mild were (28.3%) and the difference 
was significant amongst all the three groups. Severe cases are 
transferred more (36.6%) followed by moderate cases (6.7%) 
and mild cases (0.6%) and the difference was statistically 
significant amongst all the three groups. 

All the cases in severe groups (100.0%) had abnormal TLC 
(either raised or low) followed by mild cases (10.4%) and 
moderate cases (6.5%) and the difference amongst all the 
three groups was statistically significant. LDH level was 
maximumly raised amongst mild cases (14.4%) followed by 
severe cases (5.4%) and moderate cases (2.0%). D Dimer was 
highest raised amongst mild cases (91.0%) followed by 
moderate (64.0%) and severe cases (15.7%), but the 
difference was significant amongst mild and severe cases but 
not amongst moderate cases. Pneumonia was present almost 
similarly amongst both moderate cases (49.9%) and mild 
cases (48.3%) as compared to severe cases (8.5%) and the 
difference was statistically significant amongst all the three 
groups. 

Table 1: Comparison of age, SPO2 and length of stay 
between mild moderate and severe groups. 
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Age  

   N  Mean  
Std. 

Devia�on  

Std. 

Error  
F test  

P 

value 

Mild  1620  50.78  14.567  .362  

20.516  0.0001 

Moderate  1269  48.23  15.634  .439  

Severe  1088  47.18  15.531  .471  

Total  3977  48.98  15.254  .242  

   

 Mean  

Difference 
 

(I-J) 
 

Std. Error 
 p 

value 
 

95% Confidence 

Interval 
 

Lower 

Bound 
 

Upper 

Bound 

Mild 
 

Moderate 
 

2.540*
  

.569 
 

0.0001 
 

1.42 
 

3.66 

Severe 
 

3.596*
  

.595 
 

0.0001 
 

2.43 
 

4.76 

Moderate 

 

Severe 

 

1.056 

 

.627 

 

0.0001 

 

-.17 

 

2.29 

               

SPO2 

 

   

N 

 

Mean 

 
Std. 

Devia�on 

 Std. 

Error 

 
F test 

 
P 

value 

Mild 

 

1620 

 

92.72 

 

1.282 

 

.032 

 

4371.602 

 

0.0001 

Moderate 

 

1269 

 

91.40 

 

1.790 

 

.050 

 

Severe 

 

1088 

 

88.00 

 

0.000 

 

0.000 

 

Total 

 

3977 

 

91.01 

 

2.326 

 

.037 

 

   

 

Mean 

 

Difference 

 

(I-J) 

 Std. Error 

 

p 

value 

 
95% Confidence 

Interval 

 

Lower 

Bound 

 

Upper 

Bound       

 



Table 2: Comparison of gender, comorbidities, and 
transfer details between mild moderate and severe 
groups

Table 3: Comparison of investigation reports between 
mild moderate and severe groups

DISCUSSION-
In Mumbai last year in the month of august 2020 total of cases 
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Mild 

 Moderate 1.317* .049 0.0001 1.22 1.41 

Severe 

 

4.720*

  

.051 

 

0.0001 

 

4.62 

 

4.82 

Moderate 

 

Severe 

 

3.403*

  

.054 

 

0.0001 

 

3.30 

 

3.51 

              

Length 

of stay 
 

   

N 
 

Mean 
 Std. 

Devia�on 
 Std. 

Error 
 F test 

 P 

value 

Mild 
 

1620 
 

2.94 
 

14.403 
 

.358 
 

3.891  0.02 

Moderate  1269  3.71  9.337  .262  

Severe  1088  4.04  1.709  .052  

Total  3977  3.49  10.644  .169  

   

 
Mean 

 

Difference 
 

(I-J) 
 

Std. Error 
 

p 

value 
 

95% Confidence 

Interval 
 

Lower 

Bound 
 

Upper 

Bound 

Mild 

 

Moderate 

 

-.768 

 

.399 

 

.054 

 

-1.55 

 

.01 

 

Severe 

 

-1.101*

  

.417 

 

.008 

 

-1.92 

 

-.28 

 

Moderate 

 

Severe 

 

-.332 

 

.439 

 

.450 

 

-1.19 

 

.53 

 

   

  Group 

Mild Moderate Severe 

Gender 
 

Female 
 

Count  613 455 379 

%  
 

37.8% 35.9% 34.8% 

Male 
 Count 

 
1007 814 709 

%  

 

62.2% 64.1% 65.2% 

Chi-square 

   

2.501 0.225 1.554 

p value 

   

0.1138 0.635 0.213 

Co-

morbidi�es 

Present 

 
Count 

 

459 425 401 

%  

 

28.3% 33.5% 36.9% 

Absent 

Count 1161 844 687 

%  71.7% 66.5% 63.1% 

Chi-square 19.77 14.74 14.15 

p value 0.0001 0.0001 0.0001 

Transfer 

Detail 

Transferred 

Count 10 85 398 

%  0.6% 6.7% 36.6% 

Not 

transferred 

Count 1610 1184 690 

%  99.4% 93.3% 63.4% 

Chi- square 349.2 55.72 806.7 

p value 0.0001 0.0001 0.0001 

   

   

Group 

  

Mild 

 

Moderate 

 

Severe 

 

TLC 

 

Abnormal 

 

(Low and 

 

Raised) 

 

Count 

 

169 

 

82 

 

1088 

 %  

 

10.4% 

 

6.5% 

 

100.0% 

 

Normal 

 

Count 

 

1451 

 

1187 

 

0 

 %  

 

89.6% 

 

93.5% 

 

0.0% 

 Chi-

 

square 

 

  

660.9 

 

617.7 

 

2951 

 

p 
value 

 

  

0.0001 

 

0.0001 

 

0.0001 

 

LDH 
 

Raised 

 

Count 

 

234 

 

26 

 

59 

 

%  
 

14.4% 
 

2.0% 
 

5.4% 
 

Normal 
 

Count 
 

1386 
 

1243 
 

1029 
 

%  
 

85.6% 
 

98.0% 
 

94.6% 
 

Chi-
square  

  152.9  90.1  13.71  

p 
value 

 

  0.0001  0.0001  0.0002  

D-
dimer 

 

Raised 
 Count 

 
1475 

 
812 

 
171 
 

%  

 

91.0% 

 

64.0% 

 

15.7% 

 

Normal 

 Count 

 

145 

 

457 

 

917 

 

%  

 

9.0% 

 

36.0% 

 

84.3% 

 

Chi-
square 

 

  

990.3 

 

3.759 

 

1348 

 

p 
value 

 

  

0.0001 

 

0.059 

 

0.0001 

 

CXR 

 
Presence 
of 
Pneumonia 

 

Count 

 

782 

 

633 

 

93 

 

%  

 

48.3% 

 

49.9% 

 

8.5% 

 

Normal 

 

Count 

 

838 

 

636 

 

995 

 

%  

 

51.7% 

 

50.1% 

 

91.5% 

 

Chi-
square 

 

  

124.5 

 

113.3 

 

548.8 

 

p 
value 

 

  

0.0001 

 

0.0001 

 

0.0001 

 



reported were 1,21,027 and DCHC, Mumbai city and 
suburban areas reported 1,109 and 3,324 fresh cases of 

stCOVID-19, respectively till 31  august. 

We studied the profile and clinical characteristics and 
outcome of 3977 COVID 19 patients in  DCHC. 

In our study, primary symptom profile was fever and cough, 
loss of taste, body pain, loss of smell. 

In our study 11% of cases were transferred which is similar to 
[8]study done by X Wang et al . 

COVID 19 is highly communicable viral infection associated 
with overactive host immune response resulting in 
pneumonia. 

In our study the duration of symptoms lasted from 4-7 days 
with complication setting at 7 day at an average which is 

[6]similar to the, a study done by C.V. Verma et al  which stated 
duration of symptoms as approximately 4-10 days with 
complication setting in between 4-19 days . 

In our study, the age group of cases involved in each group 
with comorbidities ranged from 39-50 years of age.  

In our study there was some atypical symptoms like, loss of 
taste, loss of smell, diarrhoea noted, which is similar to Study 
done by Wang et al where atypical symptoms, like diarrhoea 
were noted in 2-10% of cases, and other atypical symptoms 

[7,8] like loss of taste, loss of smell ranged from 30 to 20% of cases 

In our study abnormal TLC (either raised or low) was seen 
(100.0%) in severe groups followed by mild cases (10.4%) 
and moderate cases (6.5%) and the difference amongst all the 
three groups was statistically significant. LDH level was 
maximum raised amongst mild cases (14.4%) followed by 
severe cases (5.4%) and moderate cases (2.0%). D Dimer was 
raised more amongst mild cases (91.0%) followed by 
moderate (64.0%) and severe cases (15.7%) but the 
difference was significant amongst mild and severe cases but 
not amongst moderate cases. 

In our study the number of mild cases were 40.73%, moderate 
cases were 31.9%, and severe cases were 27.35%. 

DCHC was a single centre built on war footing to tackle the 
pandemic. During the initial phases, routine investigations 
and radiology of the chest was done. With the increase in 
number of cases, management was done according to the 
symptom complex and set transfer criteria. Due to surge, 
there was lack of essential medicine due to increase demand. 
DCHC had no CT scan facilities also ICU facilities were absent 
this led to increase in the rate of transfer in initial phases. 

CONCLUSIONS
In conclusion DCHC management helped in formulate 
protocols and with advances in the infrastructure, led to better 
management with less transfer. Not only the personnel learnt, 
but also, administration could also set protocols. This helped 
us to prepared us for future waves.
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