
https://doi.org/10.1002/PHAR.2403
https://doi.org/10.1002/PHAR.2403
https://doi.org/10.1002/PHAR.2403






This article is protected by copyright. All rights reserved

A 40-year-old-male presented to his ambulatory provider for a COVID-19 screening with a 2-day 

history of dry cough, shortness of breath and subjective fever. In accordance with CDC 

recommendations and state and local health officials, the patient was considered low risk and did 

not meet criteria to be a person under investigation or for COVID-19 testing at that time. On day 3 of 

illness, he had a telemedicine COVID-19 screening due to worsening symptoms and new onset 

vomiting. At this time, he was advised to report to a designated COVID-19 testing center. There he 

was tested for COVID-19 via nasopharyngeal swab with real-time reverse-transcriptase–polymerase-

chain-reaction (rRT-PCR) assay (Advanced Technology Laboratories). He was advised to quarantine 

for 14 days and await test results. During this visit, both a rapid streptococcus antigen test (BBL 

StreptocardTM Acid Latex Test, Becton Dickinson and Company) and respiratory pathogen panel by 

multiplex PCR (BioFire, bioMerieux) panel were negative. 

On day 5 of illness, he presented to the emergency department with worsening body aches and 

inability to tolerate oral intake. The COVID-19 PCR from his day 3 visit was still pending. The patient’s 

past medical history was significant for anxiety and depression, obesity (BMI 30.8 kg/m2), and 

hypercholesterolemia. His smoking history included a 5-year history of vaping with nicotine. Physical 

examination revealed a body temperature of 38.1°C, blood pressure of 147/93 mmHg, pulse of 100 

beats per minute, respiratory rate of 24 breaths per minute and oxygen saturation of 93% on room 

air. Lungs were found to be clear to auscultation, respirations were non-labored, and chest 

radiography was performed, which reported areas of faint hazy opacity in the lateral left midlung 

and the upper right lung field, possibly related to atelectasis or infiltrate (Figure 1). After 

improvement following supportive care, he was discharged with a diagnosis of likely COVID-19 and 

was advised to return to the ED if he had worsening symptoms. Later that same day, the patient 

returned. Physical examination revealed body temperature of 38.5°C, blood pressure of 135/74 

mmHg, pulse of 122 beats per minute, respiratory rate of 22 breaths per minute and oxygen 

saturation of 87% on room air. The remainder of the examination was unremarkable. Influenza A/B 

PCR (Cepheid) was negative. At this time, the patient was admitted to the hospital for suspected 

COVID-19 and further observation. 
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