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Abstract 

The COVID pandemic has made a more rigorous comeback in 

2021 with severely impactful second waves in many countries 

especially India. In contrast to the previous year, in the second 

wave the younger population and entire families have been 

affected at a given time. Medical management by the family 

physician involves not only individual treatment and monitoring, 

but also guiding the family as a whole on many related aspects. 

COVID family care is one of the cornerstones of the pandemic, 

and can present with unique challenges, differential 

symptomatology and clinical course, and multifaceted problems 

to the physician.  Apart from treating the disease itself, the 

physician’s expanded role also involves advising the family on 

holistic health and well-being, isolation and household hygiene, 

available support services, along with stress management and 

psychological counseling. Sharing of insights and learnings from 

such situations can add value towards a more effective approach 

to COVID family care. 
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Introduction: 

Coronavirus disease (COVID-19) has been present in India since February 2020. The first wave showed 

a decline towards the latter part of 2020, with vaccination initiated in early 2021. However, the country 

was seized by an unexpected, much faster spreading COVID second wave from mid-March 2021, with 

daily new cases touching 2-3 lakhs per day in the months of April-May 2021. This massive case load led 

to an acute shortage and overwhelming of hospital and diagnostic resources.
1

 This devastating second 

wave is attributed largely to the highly transmissible viral variants which include the recently 

designated Delta variant (B.1.617.2) which originated in Maharashtra and is present in large parts of 

India, and the Alpha variant (B.1.1.7 originated in UK) seen in parts of northern India.
2

 The fast spread 

of the second wave may have been facilitated by the premature opening up of public places and general 

disregard for COVID appropriate behaviour, while vaccination had not covered most of the population.
3

 

There were significant differences between the first and second wave in presentation, with the latter 

affecting the younger population more, mainly the working and bread earning group, previously 

unexposed, and not or incompletely vaccinated.
1

 Around 85-90% infections were mild and manageable 
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at home with virtual health care and telemedicine support.
4

 However even the 10-15% requiring hospital 

care constituted a huge actual number given the scale of the second wave. In addition to typical 

symptoms of fever, cough, sore throat, body ache and loss of smell/taste, atypical symptoms like 

digestive complaints, headache, and weakness/fatigue, were also common presenting complaints.
5

 The 

hallmark of the second wave was that it affected the entire family in most cases, making treatment and 

homecare management of COVID for the physician a challenging combination of comprehensive family 

care as well as individual monitoring of the clinical course of each member. Presented here is a family 

treatment experience which can impart useful insights and learnings for physicians, administrators and 

social workers. 

Case Study: 

The family discussed here which serves as a prototype, has 4 members: husband aged 49 years, wife 

aged 43 years with a daughter aged 18 years and son aged 11 years. The husband presented first with 

fever of 100 deg F, dry cough and sore throat. Due to history of work and travel in the preceding week 

and possible exposure during the ongoing pandemic second wave, he was immediately isolated in one 

of the 2 bedrooms in their apartment, and advised COVID RT-PCR test.  Patient had no associated 

comorbidities. He was started on ivermectin (as per protocol by ICMR, India)
6

, symptomatic treatment 

with paracetamol for fever, antiallergics for dry cough, antiseptic gargles for sore throat, along with 

vitamin supplements (B-complex, C and D) and an antacid, on day 2 of symptom onset (the same day 

testing swab was taken). He was monitored virtually for 6 hourly temperature and oxygen saturation. 

He was advised conscious proning twice daily, simple breathing exercises, and 6-minute walk test once 

daily. The RT-PCR report was received 48 hours later (day 4) which came out positive. By this time, he 

had also significantly lost smell and taste. On day 4 fever had increased to 101 deg F with persistent 

cough which made the patient very anxious, so he was also started on favipiravir for 7 days. 

The day after receipt of the husband’s RT-PCR, the wife developed fever (100.5 deg F) and body ache. 

Her RT-PCR sample was sent immediately along with those of the son and daughter, who were both 

asymptomatic. The wife also had no associated comorbidities and was started on ivermectin, 

paracetamol and vitamin supplements, with temperature and oxygen saturation monitoring. Her report 

was received after 48 hours which was positive. However, the reports of both son and daughter were 

negative. The parents asked if the children could be sent away to a friend’s house, but this was advised 

against medically. The wife was isolated in the second bedroom, and they were all told to be double 

masked when in the common areas of the house. A home cooked food delivery service was also 

recommended to enable better rest for the wife and avoidance of using common kitchen. 

2 days later (day 9 of husband’s and day 5 of wife’s illness), the 11-year-old son developed fever (100.5 

deg F) and cough. He was started on cough syrup and paracetamol along with oxygen and temperature 

monitoring (done by the mother). At this time the husband’s fever was still at 100-101 deg F, yellowish 

mucus was being brought out in cough, and sore throat was persistent with pain on swallowing. The 

oxygen saturation though mostly maintained above 94% showed a dip to 92-93% on day 7-9 post 6-

minute walk test with improvement on proning. Blood tests done on day 7 revealed an expected 

markedly increased CRP to >5 times upper limit of normal, and high neutrophil-lymphocyte ratio 

(NLR>3.5). Patient was given a 5-day course of oral antibiotic (azithromycin 500mg) and corticosteroid 

(methylprednisolone 16 mg/day) from day 8-12.  By day 12, his temperature was normal, cough and 

sore throat markedly reduced, and oxygen saturation did not show further dips. The wife’s oxygen 

saturation was maintained at all times >95%, with absence of fever by day 8 so no further treatment was 

added. The son became asymptomatic in 72 hours.  

The daughter who had tested negative and was asymptomatic all this time was the active member doing 

most house chores. However, at this time when 3 family members had recovered, the daughter 

developed loss of smell and taste, sore throat, indigestion (nausea and bloating like abdominal 

discomfort) and temperature of 99.5 deg F. She was started on antiseptic gargles and an antacid, with 
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no other treatment. She was asymptomatic in 4-5 days (except for taste/smell being subnormal), 

however she was asked to complete the 14-day isolation period at home. 

Therefore, for the family, it became an almost 1-month total isolation and monitoring period. The family 

was further monitored for post-COVID symptoms for a month. Apart from weakness and subnormal 

taste/smell which took 2-3 weeks further to recover, all members are doing well and are gradually 

resuming all normal activities.  

Discussion : 

There are a few interesting learnings and insights from the above account, which also brings forth 

practical problems and need for innovative solutions when treating multiple members in the same 

household or a family as a whole.  

In most cases, when one of the members acquires COVID, it can infect the whole family. This is an 

unfortunate reality of present-day urban living in compact houses. When one family member shows the 

first symptoms of COVID, the norm is to isolate and send swab sample for an RT-PCR. Often isolation 

presents practical challenges in small residences like those seen in low-income housing and urban 

slums. Burden on health resources during a high surge of cases, can lead to delay in test reports, 

necessitating earlier treatment commencement. If the RT-PCR report comes positive, all other family 

members are tested as well and at this point the RT-PCR of some may be negative especially 48-72 hours 

post getting infected.
7

 The members testing negative especially if they are children or elderly are 

sometimes sent away to a relative/friend’s house to ‘protect’ them, and to make isolation and treatment 

of those testing positive easier. The family physician should proactively advise against this in the 

beginning itself, as these members can later develop symptoms and also test positive if retested after 

2-3 days. 

Symptoms presented by family members are different in both characteristics and timing of appearance. 

In this case, loss of smell/taste was seen only in the father and daughter. Cough was seen only in the 

father and son, fever was developed by all except the daughter, while digestive complaints were seen 

only in the daughter. The clinical course was mild in 3 members, while the husband (father), showed a 

moderate course needing more empirical antiviral support, with antibiotic for suggestive secondary 

bacterial pharyngitis, and corticosteroid for the hyperinflammatory phase with borderline hypoxia in 

the second week.
8-10

 Therefore, a day wise individual chart has to be maintained for each family member 

to record temperature, oxygen saturations and progress of other symptoms. Blanket or common 

prescriptions for multiple family members should be avoided, and too much medication when not 

needed can actually cause gastrointestinal adverse effects and more weakness, hampering effective 

monitoring of symptom improvement and recovery.  

The timing of symptoms of other family members after the first COVID case in the household can also 

greatly vary, as in this case seen at day 5, 9, and 12. Therefore none of the other house-hold members 

should be allowed to mingle in public even if asymptomatic or testing negative, for at least 14 days 

after the first member developed symptoms. If other members become symptomatic in this period, then 

the same isolation is extended for 14 days from the last family member showing symptoms.
11

 The 

physician can certify recovery from symptoms and end of isolation period, so repeat RT-PCR is not 

required.  

While treating a family, the physician will also have to tackle many other related aspects. Use of common 

kitchen and cooking may not be possible, and recommendation is needed for the right nutritious diet 

and apt home-cooked food delivery services. Bed availability in hospitals in the vicinity should also be 

tracked and monitored, along with having ready contacts of ambulance service with oxygen facility. The 

physician will need to advise on precautions during interaction of family members like appropriate 

masking, sharing of household items, home ventilation and sanitation, segregation and hygiene of 

steamers and thermometers, keeping spare pulse oximeters and its batteries, etc. Guidance on 

customized and graded exercises is also important for each family member which includes simple 
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alternate breathing (pranayama), normal paced room walking, stretches, and spot exercises, to enable 

well-being without strain. The family physician has to often answer several queries, impart the right 

scientific and rational guidance, and guard against pressure from patients on therapies and medicines 

based on a multidirectional bombardment of information and advice from social media and WhatsApp. 

Stress management and psychological support are a very important part of family care for COVID.
12

 In 

this case, the son developed fever at the same time that the father needed extra care in his second week, 

and mother was also still not recovered. This created high stress for the couple, who needed physician’s 

reassurance and basic counseling. Stress management should be encouraged with reading good books, 

listening to music, video/audio calls with loved ones, avoiding disturbing media and online content, 

and being inspired from the fact that most people recover well from COVID at home. The psychological 

impact on children can also be very high when both parents are ill simultaneously, and therefore regular 

interaction with the children and reassuring them is also important.
30

 Children usually have very mild 

disease but still should be closely monitored. There are now counseling support services developed for 

COVID affected families extending to post-recovery period. There are also organizations in place which 

can take care of COVID affected children in case their parents are severely ill or hospitalized. The family 

physician should continue to be a central touch point in all these situations. 

Conclusion: 

The second wave of the COVID pandemic is seen to affect younger age groups <50 years significantly, 

with often entire families suffering in a given period. The role of the family physician expands beyond 

disease treatment and meticulous patient monitoring to encompass multiple aspects of care. Guidance, 

advise and support for the family as a whole on precautions, holistic health and wellbeing, isolation 

and sanitation, available help services, and addressing psychological impact, are very important. Timely 

and informed decisions can be taken more effectively with such an approach. COVID care for a family 

presents learnings and new insights in a physician’s professional journey. 
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