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Case Report 

The over diagnosed COVID-19 infection in an adult patient with foreign 
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A B S T R A C T   

Introduction and importance: Foreign body aspiration (FBA) in adults may be asymptomatic or symptomatic. Fever 
and cough are the most common symptoms of Coronavirus infection and other causes of pneumonia. Regardless 
of the etiology of pneumonia, the first step in the treatment of FBA-associated pneumonia is to remove the 
foreign body from the airway. 
Case presentation: A 32-year-old man was referred to our emergency department on October 26, 2020 with 
shortness of breath (SOB) and a cough. He was referred to the medical center with clinical suspicion of Coro-
navirus disease-19 (COVID-19), and his disease was treated considering COVID-19. Based on the persistence of 
his symptoms after discharge, he was referred to the hospital again, and the presence of a foreign body was 
confirmed by a rigid bronchoscopy, which was then removed. 
Clinical discussion: Our patient did not remember any history of aspirating solid particles, choking, or any other 
high-risk conditions associated with aspiration. Also, he had no symptoms with the exception of cough and SOB 
before the first admission. It means that asymptomatic FBA can be tolerated and go undiagnosed, particularly in 
adults, and manifests as a secondary complication, such as pneumonia. 
Conclusion: The FBA and other causal agents may mimic COVID-19 pneumonia. Consequently, FBA should be 
included in the COVID-19 differential diagnosis.   

1. Introduction 

In December 2019, the world health organization (WHO) declared a 
pandemic caused by a novel Coronavirus that could cause severe acute 
respiratory syndrome (SARS-Cov2). This syndrome has the same etiol-
ogy as the SARS and MERS outbreaks, which occurred in 2002 and 2012, 
respectively. This novel disease is primarily presented by respiratory 
symptoms such as cough, dyspnea, fever, fatigue, nausea, vomiting, 
diarrhea, headache, etc. These may differ depending on the 

geographical setting and individual characteristics, which, in some 
cases, lead to critical conditions necessitating admission to the intensive 
care unit (ICU). The mortality rate was announced at 11–15% in China, 
the first place where SARS-Cov2 was discovered [1–4]. 

Foreign body aspiration (FBA) is an emergency medical condition 
demanding immediate attention to diagnose and set a treatment plan. 
FBA has a high risk of mortality in the Case of total obstruction. How-
ever, it can be tolerated and subsequently undetectable, especially in 
adults with partial obstruction. The symptoms may include choking, 
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coughing, vomiting, and they may be asymptomatic. A patient with FBA 
may possibly have experience of recurrent pneumonia, bronchiectasis, 
recurrent hemoptysis, and some other complications. Studies show that 
it is more common to happen on the right side of the airway. The 
extraction of the foreign body should be performed as soon as possible 
[5–8]. In this regard, differential diagnosis of Coronavirus disease-19 
(COVID-19) from other respiratory disorders that mimic similar clin-
ical patterns, especially during pandemics, should be strongly 
considered. 

2. Case presentation 

A 32-year-old man was referred to our emergency department on 
October 26, 2020 with shortness of breath (SOB) and a cough. The O2 
saturation (O2 sat) value was 96% on admission. He had a past history of 
admission to the local hospital for 5 days on referral. On that admission, 
the patient was hospitalized with dyspnea, fever, and on-arrival labo-
ratory data revealed leukopenia with a WBC count of 2.5 × 103/mm3 

and increased levels of CRP at a level of 61 mg/dL. Other lab parameters 
were in the normal range. The patient was admitted to the infection 
ward based on the COVID-19 diagnosis. The treatment started with 
remdesivir, interferon β, doxycycline, hydroxychloroquine, naproxen, 
pantoprazole, and enoxaparin. 

After 5 days, the patient’s general condition improved and he was 
discharged to his own personal satisfaction. However, he was referred to 
our hospital 24 hours later due to the persistence of his cough and SOB. 
He was admitted under the supervision of a pulmonologist, and HRCT 
and RT-PCR were ordered. The result of the lung HRCT showed mosaic 
attenuation in the right middle and lower lobes due to air trapping 
(Fig. 1). In addition, the RT-PCR for COVID-19 was negative. Moreover, 
the results of the chest X-ray (CXR) revealed a round opacity in the right 
main bronchus (Fig. 2). Clinical suspicion was placed on the FBA based 
on the radiologist’s comment (Figs. 1 and 2). Rigid bronchoscopy was 
performed to further investigate and diagnose the patient, and an olive 
kernel was discovered in the right main bronchus (Fig. 3 A, B). 

Due to the pandemic prevalence of COVID-19 and the large number 
of patients referred to medical centers with clinical suspicion of COVID- 
19, the patient was admitted to the infectious service, where his disease 

was missed due to a lack of an accurate history and attention to the x- 
ray. Due to the persistence of his symptoms after discharge, a rigid 
bronchoscopy was performed to rule out the presence of a foreign body, 
which was then removed. This study was conducted according to the 
declaration of Helsinki principles. Also, CARE guidelines and method-
ology were followed in this study. The work has been reported in line 
with the SCARE 2020 criteria [9]. This study is registered with the 
research registry, and the UIN is research registry 6928 https://www.res 
earchregistry.com/register-now#home/addregistration/register-resear 
ch-study-please-note-it-costs-99-to-register-payment/60d95493051a 
1e001fe5e028/ 

3. Discussion 

Cough and dyspnea are the two symptoms which are common in 
COVID-19 and FBA. Since cough is the most frequent early symptom of 
COVID19, a chest CT scan is performed on all suspicious patients. 

Fig. 1. The result of lung HRCT showing mosaic attenuation in the right middle and lower lobes (arrow head) due to air trapping.  

Fig. 2. A round opacity showing in the right main bronchus (arrow head) on 
chest X-ray. 
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Interstitial pneumonia with predominantly bilateral involvement and 
multiple patchy, flocculent, or stripped ground glass shadows are the 
most frequent pulmonary changes seen on imaging. The marginal areas 
of the lesions were poorly defined. There was little pleural effusion, and 
consolidation of the lungs occurred when the disease was serious [1–6, 
10]. FBA is a serious medical problem associated with significant 
morbidity and mortality. However, it is not a routine condition in adults, 
but situations including altered mental status, trauma with decreased 
level of consciousness, dental procedures, and impaired airway reflexes 
associated with neurological disease could increase the incidence risk 
[5,11]. 

Cough is a very common symptom in patients with an aspirated 
foreign body. Infective complications secondary to foreign body aspi-
ration may cause associated symptoms such as fever, hemoptysis, foul- 
smelling sputum, pain in the chest, etc., [11]. 

Silent FBA is uncommon in adults. The migration of a silent foreign 
body from one main stem bronchus to the other within the tracheo-
bronchial tree is rarer still. Food particles such as bone chips, nut shells, 
and food boluses are the most common foreign body aspirations in a 
healthy adult. Broken teeth and dentures may be aspirated under 
anesthesia during a difficult laryngoscopy, with medicolegal implica-
tions. Organic aspirated materials induce intense inflammatory tissue 
responses and, thus, identification of such foreign bodies occurs much 
sooner. Complications of organic aspirated materials are secondary to 
these inflammatory responses and may result in stenosis. Alternatively, 
organic materials may absorb moisture and present an acute emergency 
such as airway obstruction [11]. 

Our patient did not remember any history of aspirating solid parti-
cles, choking, or any other high risk conditions associated with aspira-
tion. Also, he had no symptoms except for a cough and SOB before the 
first admission. It means that asymptomatic FBA can be tolerated and 
misdiagnosed, particularly in adults, and manifests as a secondary 
complication, such as pneumonia [5,7,11]. 

Our patient was feverish on his first admission. Fever, dry cough, 
fatigue, and muscle pain are the most common symptoms of COVID-19; 
less common symptoms include sore throat, runny nose, diarrhea, he-
moptysis, and chills [12]. On the other hand, a diagnosis of pneumonia 
as a complication of FBA should be considered in patients with an acute 
onset of fever or chills and cough. The cough may be described as pro-
ductive. Additional symptoms frequently seen include fatigue, anorexia, 
and pleuritic chest pain. Important components of history include recent 
travel, the history of underlying lung disease, and smoking history [13]. 

Actually, fever and cough are two common symptoms of COVID-19 
pneumonia and non-COVID-19 pneumonia. The lung CT involvement 
in COVID-19 pneumonia is usually bilateral ground glass opacities and 
consolidation, but it can vary in different patients and stages. In com-
parison, multiple mottling, centrilobular nodules, unilateral segmental 
or lobar consolidation, and mucoid impaction reveal bacterial etiology 

as the origin or a bacterial super-infection. It should be noted that in the 
current pandemic of COVID-19, RT-PCR result may be helpful for 
confirmation of diagnosis [14,15]. 

4. Conclusion 

Considering differential diagnosis regarding the complaints of the 
patient at the time of admission, it’s necessary to make an exact diag-
nosis. Despite suitable treatment, in hospitalized patients with similar 
symptoms, other differential diagnosis should also be considered. To 
avoid misdiagnosis or over diagnosis, physicians should be aware of the 
differential diagnosis of pneumonia. As a whole, FBA should be included 
in the COVID-19 differential diagnosis. Accordingly, taking a compre-
hensive history, physical examination and purposeful para-clinical as-
sessments help to make the best decision for management of the 
patients. 
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Fig. 3. The rigid bronchoscopy view of the aspirated olive kernel (A), removal of the olive kernel (B).  
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