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Co-Infection with SARS-COV-2 and Parainfluenza in a young adult
patient with pneumonia: Case Report
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A B S T R A C T

Coronavirus 2 (SARS-CoV-2) is now considered a pandemic causing Coronavirus disease (COVID-19),
multiple fatalities and morbidities which have been associated with it worldwide. We report a severe
pneumonia causing acute respiratory distress syndrome due to a coinfection with SARS-COV-2 and
Parainfluenza 4 virus in a Hispanic 21 year old male in Florida, USA. The case represents the importance of
prompt diagnosis and awareness of the potential co-infection with other respiratory viruses and this
novel deadly virus.
© 2020 The Author(s). Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND

license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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INTRODUCTION

At the end of 2019 a novel coronavirus (SARS-CoV-2) was
identified in Wuhan, a city in China’s Hubei Province as the cause a
worldwide pandemic. It was established by the World Health
Organization as a disease called COVID-19 which stands for
coronavirus disease 2019 (1).

Coinfection of SARS-CoV-2 virus with Influenza A virus has
already been documented in a case report from China in a 69 year
old man with no underlying medical conditions (2). To our
knowledge coinfection with Parainfluenza has not yet been
documented.

CASE PRESENTATION:
21 year old male, nonsmoker, with known substance abuse

(cocaine, methamphetamines) and current smoker of 1 pack a day
for the last 3 years, with no reported past medical history,
presented to the Emergency department of a South Florida
Hospital in the USA, with complaints of fever, dry cough, exertional
dyspnea, generalized myalgia, fatigue and diarrhea of 3 days
duration. At initiation of symptoms he was prescribed Tamiflu at
the Urgent care center but his symptomatology worsened. Denied
abdominal pain, nausea, vomiting, chills, and chest pain. The
patient had no identifiable exposure to sick contacts nor recent
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travel outside the USA. The physical exam was significant for
Temperature of 40C, Heart Rate 122 Respiratory rate 18 Blood
pressure of 128/75 O2Sat:93% at room air, mild expiratory
wheezing in bilateral lung fields. O2 via nasal cannula was started,
a Respiratory Pathogen (RP) panel (GenMark Diagnostics, Carlsbad,
CA) and a SARS-CoV-2 test (CDC 2019-Novel Coronavirus Real-
Time RT-PCR Diagnostic Panel for use under a Food and Drug
Administration’s Emergency Use authorization approved 2/4/
2020) were performed on nasopharyngeal swab specimens of
both nostrils, chest X-ray (Fig. 1), blood culture, CBC where
ordered. Patient started on Ceftriaxone 1 g IV onetime, Azithro-
mycin 500 mg PO onetime empirically, albuterol nebulizer. Lab
work was only positive for parainfluenza virus 4, with the SARS-
CoV-2 test pending at that time. Fever subsided and O2 saturation
and wheezing improved. The patient was educated on diagnosis
counseled on following up if symptoms persisted, cessation of
drugs and self-isolation; discharged on Doxycycline 100 mg PO
BID, Albuterol inhaler, Ibuprofen 800 mg PO as needed.

Patient presented to the emergency department 3 days later
due to worsening dry cough, dyspnea at rest, fever associated with
chills. Previous SARS-CoV-2 test was negative. The physical exam
was significant for Temperature of 38.5C, Heart Rate 117
Respiratory rate 20 Blood pressure of 121/68 O2Sat:93% at room
air, expiratory wheezing and crackles in bilateral lung fields.
Supplemental O2 via nasal cannula started, SARS-CoV-2 testing
reordered, along with chest X-ray, blood cultures, CBC, patient was
placed in respiratory isolation in a single negative pressure ward of
the medical intermediate care unit. The patient was started on
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Fig. 1. Portable Chest X-ray: Focal zone of linear opacities projecting over the right
upper lung zone favored to represent branching vessels over atelectasis/infiltrate.

Fig. 2. Portable Chest X-ray: Bilateral pulmonary opacities predominantly involving
the mid and lower lungs, suspicious for infiltrates.

Figs. 3 and 4. Non-contrast CT Chest: There are multifocal, peripherally oriented c
pneumonia. Apical ground glass opacities with superimposed intralobular and septal t
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Normal Saline IV 2 L, Ceftriaxone 2 g IV QD, Azithromycin 500 mg
IV QD empirically, albuterol nebulizer and Acetaminophen 1000
mg PO. Chest X-ray (Fig. 2) showing bilateral pulmonary opacities,
WBC 12.6 1000/uL (reference range 3.5 - 10.0 1000/uL), Neutro-
phils 85.3 %(reference range 40.3 - 74.8 %), Lymphocytes 10.1%
(reference range 12.2 - 47.1%), Patient was refractory to O2 therapy
and remained hypoxic with a O2 sat 91% on 2 L nasal cannula, ABG
ordered showing a pH 7.46, PO2 74 mmHg, CO2 29.6., placed on a
nonrebreather mask with FIO2 50% CT of the chest ordered (Figs. 2
and 3 and 4) showing multifocal bilateral opacities and ground
glass opacities. Dyspnea worsened with increased work of
breathing saturation 90% patient was placed on Bi-PAP iPAP 16
ePAP 10 RR18 FIO2 65%. Repeated SARS-CoV-2 testing resulted
positive on day 2 of admission. Ferritin, Procalcitonin, CRP, HIV
ordered. Patient was started on Lopinavir/Ritonavir (Kaletra) 400/
100 mg PO BID and Hydroxychloroquine 400 mg PO BID x 2 doses
followed by Hydroxychloroquine 200 mg PO BID. Lab work trend is
as shown: Ferritin: 531-489-443 ng/mL (reference range 22.0 -
322.0 ng/mL), CRP: 35.1-26.3-16.4-14.9 mg/dL(reference range
<0.30 mg/dL). Procalcitonin 5.23-4.4-1.83-0.83 ng/mL (reference
range <0.5 ng/mL). Patient continued with supplemental oxygen
on Venturi Mask at a FIO 50% with a stable O2 sat, follow up chest
x-ray (Fig. 5) showed worsening bilateral infiltrates but clinically,
the patient continued to improve.

DISCUSSION

Patients with COVID-19 can initially present with an array of
clinical manifestations, making it very difficult to distinguish from
any other viral etiology. The most common documented symptoms
at onset are fever, dry cough, dyspnea, myalgia and fatigue; less
common are diarrhea, hemoptysis, headache, sputum production
and inability to taste or smell (3–6). Our case presented with all of
the most common symptoms along with diarrhea.

Transmission of this virus is currently under investigation
occurring mainly via respiratory routes but extra respiratory
mechanisms have already been documented such as fecal-oral
(7–9).
onsolidative airspace opacities seen bilaterally, highly concerning for multifocal
hickening.



Fig. 5. Portable Chest X-ray: Bilateral mid and lower lung patchy interstitial and
alveolar lung disease is present.
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The identification of the SARS-CoV-2 is currently being done by
real time reverse transcription PCR but some false negative results
have been documented in naso-pharyngeal swab specimens, most
likely due to specimen recollection, handling or transportation;
requiring further investigations by bronchoalveolar lavage (BAL) or
sputum samples having a higher positive rates 90%-70% respec-
tively compared to the nasal swabs 60% (9). This is reflected in our
case in which the first naso-pharyngeal swab was negative for
SARS-CoV-2 and only positive for Parainfluenza but the patient
continued to deteriorate with persistent symptoms. The clinician
therefore repeated testing (naso-pharyngeal) in order to confirm
the diagnosis. In patients with a high clinical suspicion a sputum
sample or even a BAL needs to be considered in the diagnosis.

As initially thought, most patients affected who display severe
disease had underlying chronic medical conditions such as diabetes,
hypertension and cardiovascular disease, (3–6,10,11) but new, severe
cases are being seen in younger patients and in patients with no
underlying medical conditions such as the case presented to us.

Common laboratory findings seen in patients with COVID-19
pneumonia are predominantly lymphopenia, neutrophilia and
elevated LDH (10). Markers of inflammation (CRP, Ferritin,
Procalcitonin) where noted to be markedly increased in severe
complicated COVID-19 in in some studies (10,11). In our case these
markers were elevated and displayed a decreasing trend as the
patient continued to improve.

Several therapeutic trials are currently under investigation for
the treatment of this disease. Hydroxychloroquine and chloro-
quine are oral medications commonly used for treating malaria
and inflammatory conditions, have been showed to have in vitro
activity against SARS-CoV-2 (12,13) One small study reported that
hydroxychloroquine alone or in combination with azithromycin
reduced detection of SARS-CoV-2 RNA in upper respiratory tract
specimens compared with a non-randomized control group but
did not assess clinical benefit (14). Optimal dosing and duration of
hydroxychloroquine for treatment of COVID-19 are unknown. We
used hydroxychloroquine 400 mg BID on day one, then 200 mg BID
for four days in combination with Azithromycin 500 mg PO QD.
Remdesivir is an IV medication that has also been showed to have
in vitro and in vivo activity against SARS-CoV-2. (15) Lopinavir-
Ritonavir was not shown to have benefit beyond the standard of
care in one trial done in adults hospitalized with Severe COVID-19
(16), nonetheless larger studies are needed

CONCLUSION

The case reported highlights the importance of having a low
threshold for suspicion of COVID-19 regardless of a negative test
and in coinfection with other viruses such as parainfluenza virus.
Differentiating between a coinfection is difficult especially in times
where there is much to learn about this new emergent SARS-CoV-2
virus.
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