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Abstract

As of 29 April 2020, across the globe, there are 3,216,353 con-
firmed Coronavirus disease 2019 (COVID-19 disease) with
227,894 deaths. The health care infrastructure of most of the coun-
tries is overwhelmed due to the gigantic upsurge of the new cases
within a short time period. Most of the beds in the regular wards and
critical care units are currently occupied by either people under
investigation (PUI) or COVID-19 confirmed cases. We hereby dis-
cuss the challenges faced while approaching any case of shortness
of breath, or other common upper respiratory symptoms during the
current COVID-19 pandemic era.

Introduction

The commonest clinical features that have been reported in
patients presenting with COVID-19 infections are fever, cough,
and shortness of breath [1,2]. However, these three clinical fea-
tures continue to be the most common clinical presentation of var-
ious other diseases as well. Cough is commonly seen in patients
with both upper and lower respiratory tract related illnesses.

Shortness of breath is a common presentation in patients present-
ing with various pulmonary or cardiac pathologies. Amid this
COVID-19 pandemic, the presence of any of these symptoms war-
rants testing for severe acute respiratory syndrome coronavirus 2
(SARS-CoV-2) given the high pretest probability and the grave
consequence of not identifying the same in advance. The follow-
ing are the three scenarios encountered by us recently, where
patients were evaluated for their cardiopulmonary symptoms and
were diagnosed with non-COVID-19 diseases.

Case #1

A 53-year-old man presented with fever, shortness of breath,
and cough of seven days duration. He was evaluated with radio-
logical studies and cardiac markers. Nasopharyngeal swab for
COVID-19 RT-PCR assay sent from emergency room (ER) came
back negative. Computed tomography of the chest (CT chest)
showed right mainstem bronchus well-circumscribed ovoid soft-
tissue density measuring up to 1.5 cm. The patient improved after
symptomatic treatment and was planned for a repeat imaging and
possibly bronchoscopy after six to eight weeks as an outpatient.
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Case #2

A 52-year-old woman presented with easy fatigability, fever,
shortness of breath, and mild cough of four days duration. CT
pulmonary embolism scan showed solitary pulmonary embolism
involving the distal right lower lobe segmental artery. Nasopha-
ryngeal swab for COVID-19 RT-PCR assay sent from ER
came back negative. The patient improved after initiating antico-
agulation.

Case #3

An 84 -year-old man presented with fever, shortness of breath,
altered sensorium of two days duration. Chest x-ray showed bilat-
eral consolidation and blood culture grew streptococcus pneumo-
nia. Nasopharyngeal swab for COVID-19 RT-PCR assay sent
from ER came back negative. Diagnosis of community acquired
pneumonia complicated with sepsis was made, that improved after
initiating antibiotics.

In the above-mentioned case scenarios, all our patients pre-
sented with generic symptoms, and were evaluated for COVID-19
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A .Case 1. Soft tissue mass B. Case 2. Filling defect of PE C. Case 3. B/L pulmonary opacities

Figure 1. A) Case #1. CT chest showed right mainstem bronchus well-circumscribed ovoid soft-tissue density measuring up to 1.5 cm.
B) Case #2. The CT pulmonary embolism study showed solitary pulmonary embolism involving the distal right lower lobe segmental
artery. C) Case #3. Chest x-ray showed bilateral consolidation and heterogenous opacities.

disease as well in addition to the other usual cardiopulmonary dis-
eases. With a negative nasopharyngeal swab RT-PCR, COVID-19
was ruled out in all these patients. Patients improved after initiat-
ing respective treatment for right main bronchus lesion (Case
#1), pulmonary embolism (Case #2), and community acquired bac-
terial pneumonia (Case #3) (Figure 1 A-C).

Currently, in the real world of COVID-19 pandemic era, most
of the patients presenting to the emergency room or a primary care
physician’s office with the symptoms of fever, shortness of breath,
cough are getting an initial screening of COVID-19 due to various
reasons: i) presence of higher prevalence in the community, ii)
international travel, iii) exposure to positive patients, iv) patients
coming from rehabilitation, long term care, nursing facilities, and
v) in patients with significant comorbidities including chronic
obstructive pulmonary disease (COPD), congestive heart failure
(CHF), coronary artery disease, chronic renal failure, chronic liver
disease, and others.

The above three examples suggest that we still need to follow
the dictum of “Occam’s Razor” which technically means that the
simplest explanation is usually the correct one in the medical prac-
tice. However, the probability of having a disease depends upon
the prevalence of the particular disease in the community. With the
rising number of COVID-19 cases every day, COVID-19 pneumo-
nia is no more a ‘“Zebra diagnosis”. Also, COVID-19 pneumonia
can co-exist with other common cardiopulmonary disorders. Based
on the clinical observation, Cohen et al. mentioned certain soft
(but not pathognomonic) pointers towards the diagnosis of
COVID-19: i) shortness of breath between the 4t and 8" day of
symptom onset, ii) breathlessness without productive cough, iii)
sudden drop in oxygen saturation with minimal exertion [3].
Atypical symptoms like diarrhea or sudden loss of olfactory sensa-
tion are also been reported with COVID-19 [4].

Hence amidst the COVID-19 pandemic, it is important for the
physicians to keep their approach streamlined and use appropriate
laboratory tests and imaging studies to evaluate for the common
diseases that can present with COVID-19 like symptoms. Common
pulmonary diseases that can be confused with COVID-19 include
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COPD exacerbation, bronchial asthma, interstitial lung disease,
bacterial pneumonia, and pulmonary embolism [5]. Similarly,
acute worsening of CHF, acute coronary syndrome, pulmonary
edema, hypertensive emergency, myocarditis, and cardiac arrhyth-
mia are amongst the common cardiology COVID-19 mimickers.
Notably, C reactive protein, D-dimer levels, cardiac enzymes, lac-
tic acid dehydrogenase etc. can be elevated in most of these condi-
tions, and as such there is no hallmark sign for COVID-19 pneu-
monia in lung imaging [6]. While the clinicians should be expedi-
tious in diagnosing COVID-19, they should also be vigilant and
always keep the other pulmonary, cardiac, or systemic differentials
in mind because if missed, they could even lead to significantly
higher consequences.
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