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SEVERE PNEUMONIA OF TORPID EVOLUTION IN YOUNG
PATIENT WITH NEGATIVE MOLECULAR TEST FOR
NEW CORONAVIRUS
NEUMONÍA GRAVE DE EVOLUCIÓN TÓRPIDA EN PACIENTE JOVEN CON PRUEBA
MOLECULAR NEGATIVA PARA NUEVO CORONAVIRUS
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ABSTRACT

CLINICAL CASE

The coronavirus disease originating in 2019 (COVID-19) has spread rapidly throughout the world,
wreaking havoc on the health system and society. The case of a 26-year-old man with a history of
asthma and obesity is reported. He returned from the United States and came to the emergency room
with respiratory symptoms, hypoxemia, and interstitial infiltrate on the chest X-ray. The admission to the
isolation room was decided, and the molecular test RT-PCR of the nasopharyngeal swab was negative,
for which he was transferred to a standard emergency room. Initial management was conservative;
however, the patient evolved unfavorably requiring ventilatory support, and died on the fifth day of
hospitalization. A second positive result for SARS-CoV-2 was received the day after the patient died; he
was one of the first young victims in Peru.
Key words: COVID-19; SARS-CoV-2; Pneumonia viral; Coronavirus infections; Emergency medical services
(source: MeSH NLM).

RESUMEN
La enfermedad por coronavirus originada en el año 2019 (COVID-19) se ha diseminado rápidamente
en todo el mundo produciendo estragos en el sistema de salud y la sociedad. Se reporta el caso de
un varón de 26 años de edad con antecedentes de asma y obesidad, que retornó de EE.UU y acudió a
emergencia con síntomas respiratorios, hipoxemia e infiltrado intersticial en la radiografía de tórax, se
decide internamiento en sala de aislamiento, la prueba molecular RT-PCR de hisopado nasofaríngeo
resultó negativa, por lo que fue traslado a una sala de emergencia común. El manejo inicial fue
conservador, sin embargo el paciente evolucionó desfavorablemente requiriendo soporte ventilatorio,
pero fallece al quinto día de internamiento. Se recibió un segundo resultado positivo para SARS-CoV-2
al día siguiente de fallecido el paciente, siendo una de las primeras víctimas jóvenes en el Perú.
Palabras clave: Neumonía viral; Infecciones por Coronavirus; Servicios médicos de urgencia (fuente: DeCS
BIREME).
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INTRODUCTION

CLINICAL CASE

In December 2019, cases of severe viral pneumonia of
unknown cause were reported, related to a market in
the city of Wuhan (Hubei-China). This recent disease
is caused by a new virus, called SARS-CoV-2 (Severe
acute respiratory syndrome coronavirus 2) and was
designated COVID-19 (Coronavirus Disease 2019).
It has spread rapidly throughout the world and has
affected many health systems(1-5).
The first case reported in America was in the United
States of America (USA) on January 23, 2020(6), while
in South America, it was presented for the first time
in Argentina a month later, and on March 11, the
COVID-19 pandemic(7). In Peru, the first infected
patient was confirmed on March 6, 2020, with a
rapid increase in cases, with 4,342 confirmed cases
and 121 deaths reported to date, with a fatality rate
of 2.79%, claiming the lives of 2 young patients(8).
As of April 8, 2020, 1 506 936 cases were confirmed
in the world due to this pandemic, claiming 90 057
lives(9), this disease is characterized by producing
respiratory conditions that quickly require
ventilatory assistance and cause death. It affects a
more significant proportion of patients over 40 years
of age, mostly men; more than 60% of the deceased
had at least one medical condition, and older adults
had the highest probability of having severe illness.
On the other hand, most of the young patients had
mild presentations of the disease.
The diagnosis is based on detecting viral RNA using
a polymerase chain reaction test (RT-PCR) of the
sample of secretions(10,11). This test is subject to error.
This case report aims to report on a case of a young
patient in Peru with COVID-19 and discuss the role of
supplementary data such as imaging characteristics.
It provides a more reliable value at the time of
diagnosis, making a timely therapeutic approach,
highlighting the rapid progression of pulmonary
involvement, with a disease’s torpid course.

CASE REPORT
The patient was a 26-year-old male, who was
admitted to the emergency service of the Hospital
National Edgardo Rebagliati-EsSalud, Lima, Peru,
on March 25, 2020, through the differentiated
respiratory triage area. He was hospitalized in an
observation room emergency services for suspected
COVID-19 patients. The patient reported having had
three days of cough with little whitish expectoration,
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a sensation of thermal rise, and the appearance of
dyspnea on the day of admission. He also mentioned
a history of bronchial asthma and obesity. Ten days
before, he was on a trip to the United States.
His vital signs on admission were: blood pressure
100/70 mmHg, heart rate 80 beats/min, 24 breaths/
min, pulse oximetry 84%, reaching 91% with a
binasal cannula (5 liters/min). He presented 15
points on the Glasgow coma scale, moist mucous
membranes, capillary filling less than 2 seconds on
physical examination. His rhythmic heart sounds
were of good intensity; polypneic with accessory
musculature and crackles were heard in both lung
fields.
A pharyngeal swab sample, chest X-ray (Figure 1)
was taken and antibiotic treatment was started
with intravenous ceftriaxone 2g (IV) every 24 hours,
azithromycin 500mg orally (PO) every 24 hours and
hydrocortisone 100mg IV every 8h. Supplemental
oxygen was administered by reservoir mask.
On the second day of hospitalization, he persisted
with dyspnea and polypnea, the radiography control
showed progression of the bilateral interstitial
pattern, he maintained 89% pulse oximetry with
a reservoir mask at 15 liters / min and on the third
day the negative result of (RT - PCR for SARSCoV-2), being removed from the room of suspected
COVID-19 patients.
He was transferred to the hospital’s traumashock unit and admitted to a general observation
room, where the health team showed an oxygen
saturation of 82% with a reservoir mask. A computed
tomography (CT) of the chest without substance
was performed contrast (Figure 2), and laboratory
tests (Table 1), found leukocytosis 15 930 K / ul,
PaFiO2 72.1, C-reactive protein 18.88 mg / dl, lactic
dehydrogenase 789 U/ L.
Due to the extensive alveolar and interstitial infiltrate
evidenced in the tomography, a pharyngeal swab
was repeated. Due to the poor ventilatory pattern,
orotracheal intubation was performed, and
mechanical ventilation was connected. Treatment
was started with hydroxychloroquine 200 mg by
nasogastric tube every 12 hours and imipenem
500 mg IV every 6 hours. Klebsiella ESBL received a
positive urine culture result, which is why antibiotic
coverage is maintained.
On the fifth day of hospitalization, the patient
presented asystole, proceeding to perform advanced
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cardiopulmonary resuscitation maneuvers for 20
minutes without success, confirming his death.
One day after death, the result of the second
nasopharyngeal swab was obtained, being positive
for SARS-CoV-2.
For this report, the principle of confidentiality was
followed and authorization was obtained from the
respective hospital service. Informed consent was
not obtained because the patient died; however, the
authorization was obtained from the Head of the
Rebagliati Hospital Emergency Service.

bilateral diffuse interstitial pattern.

Figure 2. Pulmonary tomography showing diffuse alveolar-interstitial infiltrate in both lungs.
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Figure 1. Chest X-ray upon admission, showing a
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Table 1. Laboratory tests during hospitalization
Arterial gases

28 – 3

PaO2* (mmHg)

47,3

57,7

PaCO2** (mmHg)

33,3

33,2

PaFiO2•

118

72,1

G(A-a)••

197,7

469

pH

7,43

7,45

Lactate (mmol / L)

1,1

1,1

Bicarbonate (mEq / L)

21,9

23,2

29 – 3

30 – 3

CLINICAL CASE

Hemogram
Leukocytes (K / ul)

15,93

19,44

10,7

Lymphocytes (K / ul)

1,480

3,06

0,63

Creatinine (mg / dl)

0,77

0,87

0,98

Urea (mg / dl)

31,4

40,5

29,1

96

133

129

25,34

Biochemistry

Glucose (mg / dl)
Others
Dimero D (ug / ml)

1,39

C-Reactive Protein (mg / dl)

18,88

32,53

789

811

DHLto(U / L)
Cardiac Enzymes
Troponin I (ng / ml)

0,004

CPKb- MB (ng / ml)

0,76

Coagulation profile
TPc(sec)

11,01

12,24

11,05

aPTd(sec)

32,02

36,75

30,38

Fibrinogen (mg / dl)

725,08

633,35

547,47

Hepatic Profile
TGOe(U / L)

49

68

TGPf(U / L)

81

121

0,76

0,38

Total Bilirubin (mg / dl)

* Arterial oxygen pressure, ** Arterial carbon dioxide pressure, • PaO2 / Inspired oxygen fraction ratio, •• Arterial alveolus gradient. to. Lactic
dehydrogenase, b. Creatine phosphokinase, c. Prothrombin time, d. Activated thromboplastin time, e. . Glutamic oxaloacetic transaminase, f.
Glutamic pyruvic transaminase.
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DISCUSSION
This case corresponds to the youngest deceased
patient reported in the country to date, who had
risk factors for severe COVID-19 (bronchial asthma
and obesity) and who was a potentially serious
case according to the service's care flow chart(12) for
which he was hospitalized in an observation room
for suspected COVID-19 patients. The patient had a
first negative nasopharyngeal swab result that led
to suspicion of another etiology such as influenza

virus or mycoplasma; however, in times of pandemic,
the possibility of error in diagnostic tests should be
considered(8,9). Initially, the SARS-COV-2 infection
was ruled out, and he was taken to a common
observation room, together with patients with other
pathologies, with a conservative initial therapeutic
approach, where ventilatory support was delayed
despite the failure characteristics Oxygen therapy
and radiographs, knowing the course of pulmonary
involvement in patients with COVID-19, the evolution
was torpid (Figure 3).

Cough

Return
EE.UU

Fever

Negative
swab

CLINICAL CASE

SpO2
84%

Death

Second Positive Swab

Dyspnoea
Entry
3 days sick

Day 2

NASOPHARYNGEAL SWAB
Supplemental Oxygen
PaFi02118
Bone scan
Bilateral diffuse
interstitial pattern

Day 3

Day 5

Transfer
Radiological worsening
Hypoxemia despite oxygen with
reservoir mask
Polypnea Increment

Antibiotics
Ceftriaxone + Azithromycin

Common emergency room
Respiratory worsening
PaFiO272.1
Chest tomography
Bilateral alveolar-interstitial
infiltrate
Intubation and mechanical ventilation

Figure 3. Timeline of clinical events.
The largest number of confirmed cases in Peru are in
patients between 30 and 39 years of age. being the
highest fatality in older adults, reporting only three
young deaths, corresponding to the economically
active population and an important group that does
not comply with isolation measures(8); similar to that
reported in the province of Zhejiang (Wuhan - China)
with a median age of 41 years and 56% of males in
those infected by SARS-COV-2(13). On the other hand,
in a cohort of 799 patients from Tongji Hospital, 113
deceased and 161 recovered; the median age of the
deceased being 68 years, significantly higher than
those recovered and no patient under 40 years of
age died(10).
Guan. Et al.(11), reports data from 1,099 laboratoryconfirmed COVID-19 patients from 552 hospitals in

30 provinces, finding a median age of 47 years, 41.9%
of women were affected, patients ≥65 years and
between 15 and 49 years of age presented severe
disease in 42.2% and 41.1% of the cases respectively,
figures higher than the other age groups.
The patient studied had as a precedent having been
in an area with a significant number of COVID-19
cases, where he probably acquired the infection.
The estimated time of onset of symptoms from
exposure was four to seven, being in the range of the
incubation period; This time is difficult to specify as
reported by Xu et al.(13), who were able to determine
the exact date of close contact with an infected
person in only 56 patients, calculating an average
incubation period of four days, which coincides with
that found by Guan et al. at(11) and close to three days
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reported in our patient. A retrospective study in 71
deceased reported that the average time from the
onset of symptoms to hospital admission was ten
days and the average time from admission to death
was five days(10), data that are similar to the case
reported.

CLINICAL CASE

The most common symptoms were fever on
admission and cough, similar to that found by
Xu et al.(13). On the other hand, patients who died
developed tachycardia and tachypnea more
frequently compared to recovered patients, 72
(64%) of deceased patients and only 19 (12%) who
recovered had a percutaneous oxygen saturation
≤93%(10), findings similar to those recorded on
admission in this patient.
Lymphopenia is a frequent finding in patients with
COVID-19, being persistent and more severe in those
who die, however, it did not occur in this case. The
presence of leukocytosis, as in this patient, could
be due to a bacterial coinfection as evidenced
by the isolation of Klebsiella in the urine culture
examination of the patient(10,11,13).
The patient's admission chest X-ray showed an
interstitial pattern, considering that the initial images
with chest X-ray (RX) and computed tomography
(CT) may be normal in non-severe disease, up to 18%
of patients have an X-ray or normal initial CT, but only
3% in severe disease, in the case presented oxygen
compromise was evident with three days of onset
of symptoms. A study in 121 symptomatic patients
found normal CT scans in 56% of patients scanned
within 48 hours of symptom onset, whereas normal
CT scans were only seen in 9% and 4% of patients
scanned within 48 hours. the three to five days
and six to twelve days, respectively. Radiographic
abnormalities are more likely to be found on CT after
six days of symptoms(14). Upon admission, ground
glass opacity was the most common radiological
finding on chest CT(11). Typical chest CT findings were
bilateral areas or multiple lobar or subsegmental
consolidation or bilateral ground glass opacity(13).
The result of RT-PCR taken from the patient upon
admission was negative, for which it was decided to
transfer the patient to the general adult emergency
area where at the moment the health personnel who
attend do not have adequate biosecurity measures
for the care of suspicious or infected patients. RTPCR is specified to be the Gold standard, and the
sensitivity ranges from 60 to 70%, and as such
multiple negative tests may be required to exclude
Pág. 736
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COVID-19. The interval between a first negative test
to a second positive has been reported to be four to
eight days(14).
In a group of 258 patients who underwent
sequential RT-PCR tests, 205 (80%), 45 (17%), 8 (3%)
positivity were detected with two, three and four
tests performed, respectively(15). The positivity rate
is variable according to the samples obtained, nasal
swabs 63%, pharyngeal swabs 32%, bronchoalveolar
lavage 93%, tracheal secretions 32%, however;
the latter have a higher risk of transmission for the
personnel obtaining the samples(16).
Tomography provides benefits for the diagnosis
of COVID-19, showing typical features in almost
all patients, including ground glass opacities,
consolidation in multifocal patches, and interstitial
changes with a peripheral distribution. In a study of
1014 patients, 59% had positive RT-PCR results and
88% had positive CT scans, the sensitivity of chest CT
was 97%. In patients with negative RT-PCR results,
75% had positive findings on chest CT, the interval
between initial negative to positive results was 6.9 ±
2.3 days, similar to that reported by Rodrigues J. et al.
The negative predictive value of chest CT was 84%
and 80% for patients <60 and ≥60 years, respectively.
As reviewed, it was an inappropriate action to take a
patient with a negative result of the RT-PCR test for
SARS-COV-2 to a general ward, having high suspicion
based on clinical, epidemiological and radiological
characteristics, exposing the personnel of health and
patients who were admitted to these emergency
rooms; shortly after, a technical document was
published that dictates recommendations on the
care of suspicious patients, with negative tests for
COVID-19, indicating that it should be transferred
to the corresponding area according to severity,
maintaining the standards of prevention and control
of infections(17), however , there is a lack of isolation
areas even in more complex hospitals such as ours,
where this patient should have been destined
until the absence of SARS - COV - 2 infection was
corroborated with sequential examinations. Among
the limitations of the case we have not Studies
were carried out for other viruses or other atypical
agents (mycoplasma or chlamydia) and that there
were delays in some processes due to the increasing
demand generated by the advance of the pandemic.
In the current health emergency, the low sensitivity of
nasopharyngeal swab RT-PCR for SARS-COV-2 means
that several COVID-19 patients are not identified and
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do not receive timely treatment, increasing mortality
due to the rapid progression of the disease also
increases the risk of infecting health workers. In this
context, tomography provides diagnostic benefits
with specific findings such as multilobar ground
glass lesions. Also, we must bear in mind that young
patients are not free from COVID-19, and must
assess other aspects such as risk factors and clinical
characteristics.
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