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Objectives/Hypothesis: This study investigated olfactory and gustatory dysfunction in the 2020 novel coronavirus dis-
ease (COVID-19) patients, and their correlations with viral load evaluation.

Study Design: Prospective cross-sectional cohort study.
Methods: One hundred forty-three symptomatic patients being screened for severe acute respiratory syndrome coronavi-

rus 2 (SARS-CoV-2) were invited to participate. The clinical data of 83 confirmed COVID-19 subjects were collected, with
60 patients who were symptomatic but negative for COVID-19 recruited as controls. The prevalence and severity of and recov-
ery time for olfactory and gustatory dysfunction, and cycle threshold (Ct) values from a SARS-CoV-2 polymerase chain reaction
assay of nasopharyngeal and deep throat swabs were collected. Their correlations with Ct values were reported.

Results: Thirty-nine (47.0%) and 36 (43.4%) COVID-19 patients reported olfactory and gustatory dysfunction, respec-
tively. The results of one-way analysis of variance did not show statistically significant relationships between the Ct values and
severity of olfactory and gustatory dysfunction (P = .780 and P = .121, respectively). Among the COVID-19 patients who
reported smell and taste loss, 28/39 (71.8%) and 30/36 (83.3%) experienced complete recovery, respectively. The mean
recovery time was 10.3 ± 8.1 days for olfactory dysfunction and 9.5 ± 6.8 days for gustatory dysfunction. The recovery time
was not correlated with the Ct values (Pearson correlation coefficient, smell: −0.008, P = .968; taste: −0.015, P = .940).

Conclusions: There is a high prevalence of olfactory and gustatory dysfunction in COVID-19. However, the severity of
and recovery from these symptoms have no correlations with the viral load of SARS-CoV-2.
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INTRODUCTION
The 2020 novel coronavirus disease (COVID-19) pan-

demic is caused by the severe acute respiratory syndrome
coronavirus 2 (SARS-CoV-2) virus and is considered a
worldwide threat to human health. The 124th situation
report issued by the World Health Organization on May
23, 2020 listed 5,103,006 confirmed COVID-19 cases and
333,401 deaths worldwide.1 Although the classical

respiratory symptoms of COVID-19 such as fever, cough,
expectoration, dyspnea, and sore throat are widely used
to screen suspected patients with strong contact history
or travel history,2 acute olfactory and gustatory loss have
aroused significant attention and discussion for their
potential application in the diagnosis of this viral illness
during the pandemic.3–6 In response to the United States
and European countries reporting a high prevalence of
smell (68%–85.6%) and taste dysfunction (71%–88%)
among patients with COVID-19,7–9 the American Acad-
emy of Otolaryngology–Head and Neck Surgery has advo-
cated the addition of anosmia, hyposmia, and dysgeusia
to the list of screening tools for possible infection.10

Given the strong evidence that olfactory and gusta-
tory dysfunction may be important presenting symptoms
of COVID-19 infection, researchers have paid increasing
attention to the pathophysiology and prognosis of these
sensory impairments. In some studies, it has been
observed that the prevalence and severity of COVID-19
infection have an association with the viral load of SARS-
CoV-2 as determined from the sputum and nasopharyn-
geal swab (NPS).11,12 However, there have been insuffi-
cient studies in patients with COVID-19 to provide
enough detail to understand the relation between disease
severity and viral RNA load kinetics. Whether this
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relationship is also valid for olfactory and gustatory
impairment should be an interesting topic for further
investigation.

COVID-19 diagnosis is confirmed by reverse tran-
scriptase polymerase chain reaction (PCR), which detects
viral nucleic acid in either sputum, saliva, or nasal dis-
charge from patients.13 Real-time PCR yields a cycle
threshold (Ct) value, which is defined as the number of
amplification cycles required to reach a threshold for
detection of the viral nucleic acid. The Ct level is
inversely proportional to the amount of the virus in a
sample. Consequently, the Ct level may indirectly indi-
cate the viral replication activity level, which affects the
infectivity of SAR-CoV-2 in a patient.14 Higher SARS-
CoV-2 loads have been detected in the nose than in the
throat.15 However, at the time of writing, no study has
investigated the correlation between Ct values, which
indirectly reflect the viral load or activity, and the sever-
ity of or recovery from olfactory or gustatory impairment
in individual patients. Here, we describe our evaluation
of olfactory and gustatory dysfunction and the prognosis
of both symptoms in patients with COVID-19 in Hong
Kong, and their correlation with the viral load as detected
by combined NPSs and throat swabs (TSs).

MATERIALS AND METHODS
The prospective study was approved by the Research Ethics

Committee of Kowloon Central and Kowloon East Cluster of the
Hospital Authority of Hong Kong. Informed consent was obtained
from all patients. Patients who had been tested for SARS-CoV-2,
whether positive or negative, and were admitted to the United
Christian Hospital and Tseung Kwan O Hospital between
February 8 and April 15, 2020 were recruited. The inclusion
criteria were age ≥18 years and a SARS-CoV-2 test history. The
exclusion criteria were age <18 years and having preexisting
olfactory and gustatory disturbances. In Hong Kong, the
reporting criteria for a suspected COVID-19 case are fever, respi-
ratory symptoms, or pneumonia and a recent history of travel
from any country with active community transmission of
COVID-19 or close contact with any confirmed case within
14 days. All suspected cases are tested for SARS-CoV-2, and posi-
tive cases are admitted to the hospital for surveillance and isola-
tion. The COVID-19 group represented symptomatic patients
with a positive test result for SARS-CoV-2 from combined NPS
+ TS. The control group represented symptomatic patients with
suspected COVID-19 who had a negative SARS-CoV-2 test
result.

A Chinese-language questionnaire was distributed to the
wards to collect the patients’ clinical data via phone contact or
online submission. Information was collected on the onset and
severity of any nasal and respiratory symptoms such as
rhinorrhea, purulent nasal discharge, nasal blockage, epistaxis,
cough, sputum, dyspnea, fever, anosmia, hyposmia, and
dysgeusia. The questionnaire for smell and taste loss was com-
bined and used a visual analog scale of 1 (anosmia/ageusia) to
10 (normal). The patients were asked to rate the severity of smell
and taste loss separately. Follow-up phone interviews with
patients at 4 to 6 weeks were arranged to enquire about their
recovery from smell and taste impairments.

The participants’ demographic characteristics, travel his-
tory, occupation, contact history, and laboratory findings were
extracted from electronic medical records. Of particular

importance were the Ct values from a SARS-CoV-2 PCR assay of
combined NPS + TS.

All statistical analyses were performed using SPSS version
23.0 (IBM, Armonk, NY). Symptom variables included in the
comparisons were rhinorrhea, purulent nasal discharge, nasal
blockage, epistaxis, cough, sputum, dyspnea, fever, and olfactory
and gustatory changes. Pearson χ2 test and the Mann-Whitney
U test were used to compare the demographic statistics and
questionnaire results between the groups. The relationship
between olfactory and gustatory dysfunctions was analyzed using
Spearman’s rank correlation coefficient. The effects of NPS + TS
PCR results on olfactory and gustatory dysfunction were ana-
lyzed using one-way analysis of variance (ANOVA). The relation-
ship between the NPS + TS PCR result and recovery time was
analyzed using Pearson’s correlation coefficient. A P value of
<.05 was considered statistically significant.

RESULTS
Ninety-nine confirmed COVID-19 patients were

invited to participate, and 83 were eventually recruited.
Ninety-one control patients were invited to participate,
but only 60 were eventually recruited. The COVID-19
group comprised 48 men and 35 women, whereas the con-
trol group comprised 26 men and 34 women, and no statis-
tically significant difference was found between the two
groups (P = .087). The mean ages were 36.4 ± 16.3 years in
the COVID-19 group and 38.4 ± 14.2 years in the control
group (P = .305). The COVID-19 and control groups did not
differ significantly in terms of basic demographics. The
most common presenting symptoms of the COVID-19 group
were cough (59.0%), fever (50.6%), and expectoration
(41.0%), whereas only 3% to 6% reported purulent and
blood-stained nasal discharge. Dyspnea and fever were
more common among the confirmed cases than among the
controls (dyspnea: confirmed, 21.7% vs. control, 8.3%;
P = .032) (fever: confirmed, 50.6% vs. control, 23.3%;
P = .001). The presence of rhinorrhea, nasal blockage, puru-
lent nasal discharge and epistaxis, cough, and expectora-
tion did not differ significantly between the groups
(Table I).

In terms of smell impairment, 39 of the COVID-19
patients (47.0%) reported olfactory dysfunction, with
18 (21.7%) reporting anosmia and 21 (25.3%) reporting
hyposmia. Moreover, 31 (79.4%) of these patients
reported reduction in smell by 5 out of 10 or less. Four
patients presented with olfactory dysfunction as their
only symptom. Nine patients reported olfactory dysfunc-
tion as the earliest symptom, among others. In contrast,
none of the control patients reported any olfactory dys-
function, and this effect was statistically significant
(P < .05). The mean age of patients who reported olfactory
dysfunction was 29.8 ± 11.2 years, and there was no sex
predilection in this subgroup (P = .255). Rhinorrhea,
nasal blockage, and fever were more commonly reported
within the olfactory dysfunction subgroup (P = .025,
P < .01, and P = .021, respectively).

In taste impairment, 36 COVID-19 patients (43.4%)
reported a gustatory dysfunction, with seven (8.4%)
reporting ageusia and 29 (34.9%) reporting hypogeusia.
Of these 36 patients, 29 (80.6%) reported reduction in
taste by 5 out of 10 or less. Again, none of the patients in
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the control group reported any gustatory dysfunction
(P < .05). The mean age of patients who reported a taste
dysfunction was 30.6 ± 11.9 years. There was a significant
correlation between pronounced olfactory dysfunction and
pronounced gustatory dysfunction (Spearman’s correla-
tion coefficient = 0.797, P < .01).

The mean Ct value of SARS-CoV-2 PCR tests in the
COVID-19 group was 28.3 ± 6.7. Subgroup analysis was per-
formed according to the severity of olfactory and gustatory
loss (1: anosmia and ageusia, 2–5: severe hyposmia and hyp-
ogeusia, 6–9: mild to moderate hyposmia and hypogeusia,
10: normal). The Ct values of different subgroups of patients
ranged from 27.3 ± 6.3 to 34.0 ± 2.5. The results of the one-
way ANOVA did not show statistically significant relation-
ships between the Ct value and the severity of olfactory and
gustatory impairment (P = .780 and P = .121, respectively)
(Table II).

TABLE I.
Demographic Data and Presenting Symptoms of Patients.

Characteristics
COVID-19
Group, n = 83

Control
Group,
n = 60 P Value

Male: female ratio 48:35 26:34 .087*

Age range, yr 18–71 18–65

Mean age, yr 36.4 ± 16.3 38.4 ± 14.2 .305†

History of allergic rhinitis,
no./total no. (%)

16/83 (19.3) 16/60 (35) .295*

Medication for nasal
symptoms, no./total
no. (%)

4/83 (4.8) 6/60 (10) .231

History of nasal surgery,
no./total no.

0/83 0/60

Rhinorrhea, no./total no. (%) 32/83 (38.6) 27/60 (45) .440*

Nasal blockage, no./
total no. (%)

31/83 (37.3) 21/60 (35) .773*

Purulent nasal discharge,
no./total no. (%)

3/83 (3.6) 1/60 (1.67) .486*

Epistaxis, no./total no. (%) 5/83 (6.0) 3/60 (5.0) .793*

Cough, no./total no. (%) 49/83 (59.0) 28/60 (46.7) .143*

Expectorant, no./total no. (%) 34/83 (41.0) 25/60 (41.7) .933*

Dyspnea, no./total no. (%) 18/83 (21.7) 5/60 (8.3) .032*

Subjective fever,
no./total no. (%)

43/83 (50.6) 14/60 (23.3) .001*

Documented fever on
admission, no./total no. (%)

23/83 (27.7) 7/60 (13.2) .020*

Smell change, no./total no. (%)

1 (anosmia) 18/83 (21.7) 0/60 (0)

2–5 13/83 (15.7) 0/60 (0)

6–9 8/83 (9.6) 0/60 (0)

10 (normal) 44/83 (53) 60/60 (100) <.001*

Taste change, no./total no. (%)

1 (ageusia) 7/83 (8.4) 0/60 (0)

2–5 22/83 (26.5) 0/60 (0)

6–9 7/83 (8.4) 0/60 (0)

10 (normal) 47/83 (56.6) 60/60 (100) <.001*

*Pearson χ2 test.
†Mann-Whitney U test.

TABLE II.
. Ct Values From SARS-CoV-2 Polymerase Chain Reaction Assays

in Patients With Confirmed COVID-19.

No. of Patients, n = 83 Ct Value P Value

Smell change

1 (anosmia) 18 29.6 ± 5.8

2–5 13 28.6 ± 7.4

6–9 8 28.0 ± 7.2

10 (normal) 44 27.7 ± 6.8

.780*

Taste change

1 (ageusia) 7 34.0 ± 2.5

2–5 22 27.3 ± 6.3

6–9 7 27.7 ± 5.6

10 (normal) 47 27.9 ± 7.1

.121*

*One-way analysis of variance.
Ct = cycle threshold; SARS-CoV-2 = severe acute respiratory syn-

drome coronavirus-2.

TABLE III.
Ct Values From SARS-CoV-2 Polymerase Chain Reaction Assays in
COVID-19 Patients With Complete Recovery of Smell Function.

Subject Smell Status at Presentation Recovery Time, d Ct Value

1 5 17 31.08

2 3 13 29.60

3 8 1 35.94

4 5 15 37.01

5 1 7 34.70

6 1 5 24.75

7 1 9 29.52

8 3 5 15.54

9 4 18 25.83

10 4 2 36.55

11 6 15 32.79

12 8 1 29.84

13 2 30 29.75

14 1 29 35.44

15 8 18 25.71

16 3 22 21.20

17 1 7 35.81

18 9 4 32.45

19 8 5 31.84

20 2 7 17.84

21 1 5 30.63

22 1 7 31.25

23 1 3 34.95

24 1 7 31.45

25 1 12 35.80

26 1 4 20.78

The recovery time was not correlated with the Ct value of nasopharyn-
geal and deep throat swab polymerase chain reaction (Pearson correlation
coefficient: −0.008, P = .968).

Ct = cycle threshold; SARS-CoV-2 = severe acute respiratory syn-
drome coronavirus 2.
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Among the COVID-19 patients who reported olfactory
and gustatory loss, 28/39 (71.8%) and 30/36 (83.3%) had
experienced complete recovery, respectively, at the time of
writing. Two patients with olfactory loss and three with
gustatory loss could not recall their recovery time. The
mean recovery time was 10.3 ± 8.1 days (1–30 days) for the
26 patients with olfactory dysfunction, and 9.5 ± 6.8 days
(2–30 days) for the 27 patients with gustatory loss. Finally,
there were no correlations between the recovery time for
olfactory or gustatory dysfunction and the Ct value of PCR
from the nasopharyngeal and deep throat swabs, which
indirectly reflected the viral load of SARS-CoV-2 (Pearson’s
correlation coefficient, olfactory: −0.008, P = .968; gusta-
tory: −0.015, P = .940) (Tables III and IV).

DISCUSSION
In our cohort of COVID-19 patients in Hong Kong, the

prevalence of olfactory and gustatory dysfunction was 47.0%
and 43.4%, respectively, consistent with the symptom

reports of COVID-19 cases in Western populations.16–18

However, our findings demonstrate that olfactory and gusta-
tory dysfunction are even more specific than other common
symptoms widely adopted to screen COVID-19 infection, as
none of the symptomatic patients with negative SARS-
CoV-2 test results in our study complained of smell or taste
impairment.

Based on evidence that the viral load of SARS-CoV-2
is higher in the nasopharynx than the oropharynx,19 we
postulate a higher prevalence of olfactory than gustatory
disturbance. We could not confirm the relationship
between nasopharyngeal (oropharyngeal) load and olfac-
tory (gustatory) disturbance in our study, as the PCR was
performed in specimens taken from combined nasopha-
ryngeal and oropharyngeal swabs. However, the preva-
lence of olfactory and gustatory disturbance in our local
COVID-19 cohort is consistent with the results of a meta-
analysis of 10 large cohort studies of smell impairment and
nine large cohort studies of taste impairment, respectively,
which showed a prevalence of 52.5% and 43.93% of olfac-
tory and gustatory dysfunction.20 However, some individual
cohorts display the opposite trend, with a higher preva-
lence of gustatory than olfactory impairment,21,22 which
cannot be explained solely by regional differences in viral
load in the pharynx.

Real-time PCR yields a Ct value that is inversely
proportional to the amount of the target virus in a sam-
ple. Consequently, the Ct level may indirectly represent
the viral replication activity level and viral load of SARS-
CoV-2 in a patient.14 Higher SARS-CoV-2 loads have
been detected in the nose than in the throat.15 Moreover,
the viral load in the pharynx typically grows during the
first week after the onset of symptoms and remains high
for another week.13 This was our reason for selecting the
Ct value of PCR assays from nasopharyngeal and deep
throat swabs on admission for our analysis. We postu-
lated a correlation between the Ct value of PCR for the
SARS-CoV-2 virus and the severity of olfactory and gusta-
tory dysfunction. However, we found no correlation
between the Ct values of PCR for individual patients and
the presence or absence of olfactory and gustatory dys-
function. Furthermore, there was no correlation between
the recovery time for either symptom in individual
patients and their Ct values. This result suggests that
the severity of olfactory or gustatory impairment and
recovery may not be related to the viral load and activity.
Our assumption of a positive correlation between viral
load and the severity of smell and taste impairment in
COVID-19 is not valid, and further studies are required
to identify the risk factors that correlate with the severity
of smell and taste disturbance in COVID-19.

Among the COVID-19 patients who reported olfac-
tory and gustatory loss, 71.8% and 83.3%, respectively,
had experienced complete recovery at the time of writing,
which suggests that these dysfunctions are of short dura-
tion for the majority of patients. The mean recovery time
was 10.3 days for the 26 patients with olfactory dysfunc-
tion, and 9.5 days for the 27 patients with gustatory dys-
function. Our finding is consistent with a report by
Lechien et al. in a large multicenter European study with
a cohort of 417 subjects, in which 72.6% of patients

TABLE IV.
Ct Values From SARS-CoV-2 Polymerase Chain Reaction Assays in

COVID-19 Patients with Complete Recovery of Taste Function.

Subject Taste Status at Presentation Recovery Time, d Ct Value

1 2 17 31.08

2 3 13 29.60

3 1 6 35.94

4 1 7 34.70

5 3 5 24.75

6 5 9 20.52

7 9 10 22.48

8 2 5 15.54

9 7 2 36.55

10 3 15 32.79

11 2 30 29.75

12 3 19 35.44

13 8 18 25.71

14 3 22 21.20

15 1 7 35.81

16 5 4 32.45

17 9 5 31.84

18 3 7 17.84

19 1 7 31.25

20 1 12 35.80

21 2 4 27.09

22 8 3 22.60

23 5 6 34.11

24 4 7 25.89

25 1 4 34.60

26 5 2 27.69

27 7 10 23.21

The recovery time was not correlated with the Ct value of nasopharyn-
geal and deep throat swab polymerase chain reaction (Pearson correlation
coefficient: −0.015, P = .940).

Ct = cycle threshold; SARS-CoV-2 = severe acute respiratory syn-
drome coronavirus 2.
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recovered their olfactory function within the first
8 days.23 Hopkins et al. also reported the overall recovery
rate for a cohort of 382 subjects with olfactory and gusta-
tory dysfunction to be 71% in 3 weeks or longer, and most
of the recovery occurred in the first 2 weeks.24

Anosmia has been well documented in coronavirus
infections.25,26 However, the exact pathophysiological
mechanism by which COVID-19 causes olfactory and gus-
tatory dysfunction is still unknown.27 Postviral olfactory
disturbance can be caused by nasal obstruction blocking
odors from reaching the olfactory cleft, a conductive
impairment, or damage to the olfactory nerve, which is a
sensorineural impairment.28 In this study, most patients
with olfactory dysfunction also suffered from nasal
obstruction, and this effect was statistically significant,
which may suggest at least a conductive component for
the symptom. However, olfactory dysfunction can also
occur in patients without subjective nasal obstruction,
which may suggest neural damage. It has been postu-
lated that SARS-CoV-2 can target the angiotensin-
converting enzyme 2 receptors that are found on
sustentacular and basal cells of the nasal epithelium,
including the olfactory epithelium.29,30 The virus is also
capable of invading the central nervous system through
the olfactory bulb or causing peripheral neuropathy,
which affect smell and taste functions.31,32 However,
regardless of the mechanism by which the SARS-CoV-2
virus causes olfactory and gustatory dysfunction, our
results do not indicate any association between the viral
load and the severity of olfactory and gustatory impair-
ment. Other studies have found that some asymptomatic
patients infected with the virus had similar viral loads to
symptomatic COVID-19 patients.15 This means that viral
load alone is not a reliable predictor of disease outcome.
Further research is needed to identify any predictive fac-
tors for the severity of these symptoms.

One limitation of our study is the lack of physical
examinations of the nose and pharynx of patients to rule
out other possible etiologies of olfactory disturbance that
may have affected taste at the same time. Additionally,
the symptoms related to smell and taste were determined
via a questionnaire about symptoms, which may have
introduced recall bias. Moreover, no objective tests were
performed on the subjects to confirm and quantify the
severity of these patient-reported abnormalities. Further-
more, the Ct readings in the PCR test for SARS-CoV-2
may have been erroneous if the nasopharyngeal and deep
throat swabs were not performed correctly. The false neg-
ative rate of COVID-19 PCR test has been found to be
highly variable in various studies, ranging between 100%
to 20% depending on when the testing is performed in the
course of the infection.33 In this study, we could not
obtain data from patients who were too ill to participate
and required intensive care. However, the number of
extremely sick patients with confirmed COVID-19 infec-
tion in our hospitals represented only a small proportion
of the overall cohort, as the majority of cases were impo-
rted from overseas and were relatively young and gener-
ally free of chronic illnesses. Therefore, we are confident
that the prevalence of olfactory and gustatory dysfunc-
tion, the severity of and recovery from symptoms, and

their correlation with the Ct values of the PCR test for
SARS-CoV-2 reflect the true situation of the COVID-19
pandemic in Hong Kong.

CONCLUSION
In this study, olfactory and gustatory dysfunction

were found to be more specific indicators for COVID-19
than fever, cough, and dyspnea. However, the severity of
and recovery from olfactory and gustatory dysfunction
were not shown to be correlated with the viral load of
SARS-CoV-2. This finding may serve as a reference for
further studies on the pathophysiology of olfactory and
gustatory dysfunction in COVID-19 patients.

ACKNOWLEDGMENTS
The authors thank Monica Lee, M.Y. Chan, B.Y. Ng,
J. San, S.W. Chau, H.K. Wong, S.W. Chan, S.M. Ho,
I.O.L. Chan, K. Wong, C.C. Law, W.H. Cheung, F.C. Lee,
W.L. Lo and the infection control teams at United Chris-
tian Hospital and Tseung Kwan O Hospital for their
efforts regarding the logistical arrangements for this
study. The authors also thank Ms. Agatha Cheng for pro-
viding support with data entry and acquisition.

BIBLIOGRAPHY
1. World Health Organization. Coronavirus disease 2019 (COVID): situation

report 124. Available at: https://www.who.int/docs/default-source/
coronaviruse/situation-reports/20200523-covid-19-sitrep-124.pdf?sfvrsn=
9626d639_2. Published May 23, 2020. Accessed May 24, 2020.

2. Sun P, Qie S, Liu Z, Ren J, Li K, Xi J. Clinical characteristics of hospitalized
patients with SAS-CoV-2 infection: a single arm meta-analysis. J Med
Virol 2020;92:612–617.

3. ENT UK. Loss of sense of smell as marker of COVID-19 infection.
Available at: https://www.entuk.org/sites/default/files/files/Loss%20of%
20sense%20of%20smell%20as%20marker%20of%20COVID.pdf. Publi-
shed March 21, 2020. Accessed April 6, 2020.

4. Hopkins C, Surda P, Kumar N. Presentation of new onset anosmia during
the COVID-19 pandemic. Rhinology 2020;58:295–298.

5. Eliezer M, Hautefort C, Hamel AL, et al. Sudden and complete olfactory loss
function as a possible symptom of COVID-19 [published online April
8, 2020]. JAMA Otolaryngol Head Neck Surg. 2020;146:674–675. https://
doi.org/10.1001/jamaoto.2020.0832.

6. Xydakis MS, Dehgani-Mobaraki P, Holbrook EH, et al. Smell and taste dys-
function in patients with COVID-19 [published online April 15, 2020].
Lancet Infect Dis. 2020;20:1015–1016. https://doi.org/10.1016/S1473-3099
(20)30293-0.

7. Yan CH, Faraji F, Prajapati DP, Boone CE, DeConde AS. Association of
chemosensory dysfunction and COVID-19 in patients presenting with
influenza-like symptoms. Int Forum Allergy Rhinol 2020;10:806–813.

8. Vaira LA, Deiana G, Fois AG, et al. Objective evaluation of anosmia and
ageusia in COVID-19 patients: single-center experience on 72 cases. Head
Neck 2020;42:1252–1258.

9. Lechien JR, Chiesa-Estomba CM, De Siati DR, et al. Olfactory and gusta-
tory dysfunctions as a clinical presentation of mild-to-moderate forms of
the coronavirus disease (COVID-19): a multicenter European study. Eur
Arch Otorhinolaryngol 2020;6:1–11.

10. American Academy of Otolaryngology–Head and Neck Surgery. Anosmia,
hyposmia, and dysgeusia symptoms of coronavirus disease. Available at:
https://www.entnet.org/content/aao-hns-anosmia-hyposmia-and-
dysgeusia-symptoms-coronavirus-disease. Published March 22, 2020.
Accessed April 4, 2020.

11. Yu X, Sun S, Shi Y, Wang H, Zhao R, Sheng J. SARS-CoV-2 viral load in
sputum correlates with risk of COVID-19 progression. Crit Care 2020;
24:170.

12. Liu Y, Liao W, Wan L, Xiang T, Zhang W. Correlation between relative
nasopharyngeal virus RNA load and lymphocyte count disease severity in
patients with COVID-19 [published online April 10, 2020]. Viral Immunol
2020. https://doi.org/10.1089/vim.2020.0062.

13. Wölfel R, Corman VM, Guggemos W, et al. Virological assessment of hospi-
talized patients with COVID-2019. Nature 2020;581:465–469.

14. Joynt GM, Wu WK. Understanding COVID-19: what does viral RNA load
really mean? Lancet Infect Dis 2020;20:635–636.

Laryngoscope 130: November 2020 Cho et al.: Viral Load in Olfactory/Gustatory Dysfunction

2684

https://www.who.int/docs/default-source/coronaviruse/situation-reports/20200523-covid-19-sitrep-124.pdf?sfvrsn=9626d639_2
https://www.who.int/docs/default-source/coronaviruse/situation-reports/20200523-covid-19-sitrep-124.pdf?sfvrsn=9626d639_2
https://www.who.int/docs/default-source/coronaviruse/situation-reports/20200523-covid-19-sitrep-124.pdf?sfvrsn=9626d639_2
https://www.entuk.org/sites/default/files/files/Loss%20of%20sense%20of%20smell%20as%20marker%20of%20COVID.pdf
https://www.entuk.org/sites/default/files/files/Loss%20of%20sense%20of%20smell%20as%20marker%20of%20COVID.pdf
https://doi.org/10.1001/jamaoto.2020.0832
https://doi.org/10.1001/jamaoto.2020.0832
https://doi.org/10.1016/S1473-3099(20)30293-0
https://doi.org/10.1016/S1473-3099(20)30293-0
https://www.entnet.org/content/aao-hns-anosmia-hyposmia-and-dysgeusia-symptoms-coronavirus-disease
https://www.entnet.org/content/aao-hns-anosmia-hyposmia-and-dysgeusia-symptoms-coronavirus-disease
https://doi.org/10.1089/vim.2020.0062


15. Zou L, Ruan F, Huang M, et al. SARS-CoV-2 viral load in upper respiratory
specimens of infected patients. N Engl J Med 2020;382:1177–1179.

16. Luers JC, Rokohl AC, Loreck N, et al. Olfactory and gustatory dysfunction
in coronavirus disease 19 (COVID-19) [published May 1, 2020]. Clin Infect
Dis . https://doi.org/10.1093/cid/ciaa525.

17. Roland LT, Gurrola JG II, Loftus PA, Cheung SW, Chang JL. Smell and
taste symptom-based predictive model for COVID-19 diagnosis. Int Forum
Allergy Rhinol 2020;10:832–838.

18. De Maria A, Varese P, Dentone C, Barisione E, Bassetti M. High prevalence
of olfactory and taste disorder during SARS-CoV-2 infection in outpatients
[May 8, 2020]. J Med Virol . https://doi.org/10.1002/jmv.25995.

19. Yoon JG, Yoon J, Song JY, et al. Clinical significance of a high SARS-CoV-2
viral load in the saliva. J Korean Med Sci 2020;35:e195.

20. Tong JY, Wong A, Zhu D, Fastenberg JH, Tham T. The prevalence of olfac-
tory and gustatory dysfunction in COVID-19 patients: a systematic review
and meta-analysis. Otolaryngol Head Neck Surg 2020;163:3–11.

21. Paderno A, Schreiber A, Grammatica A, et al. Smell and taste alterations in
Covid-19: a cross-sectional analysis of different cohorts. Int Forum Allergy
Rhinol 2020;10:955–962.

22. Beltrán-Corbellini �A, Chico-García JL, Martínez-Poles J, et al. Acute-onset
smell and taste disorders in the context of COVID-19: a pilot multicenter
polymerase chain reaction based case-control study [published online
April 22, 2020]. Eur J Neurol . https://doi.org/10.1111/ene.14273.

23. Lechien JR, Chiesa-Estomba CM, De Siati DR, et al. Olfactory and gusta-
tory dysfunctions as a clinical presentation of mild-to-moderate forms of
the coronavirus disease (COVID-19): a multicenter European study. Eur
Arch Otorhinolaryngol 2020;277:2251–2261.

24. Hopkins C, Surda P, Whitehead E, Kumar BN. Early recovery following
new onset anosmia during the COVID-19 pandemic—an observational
cohort study. J Otolaryngol Head Neck Surg 2020;49:26.

25. Pellegrino R, Cooper KW, Di Pizio A, Joseph PV, Bhutani S, Parma V.
Corona viruses and the chemical senses: past, present, and future [publi-
shed online May 14, 2020]. Chem Senses. 2020;45:415–422. https://doi.org/
10.1093/chemse/bjaa031.

26. Potter MR, Chen JH, Lobban NS, Doty RL. Olfactory dysfunction from
acute upper respiratory infections: relationship to season of onset. Int
Forum Allergy Rhinol 2020;10:706–712.

27. Soler ZM, Patel ZM, Turner JH, Holbrook EH. A primer on viral-associated
olfactory loss in the era of COVID-19. Int Forum Allergy Rhinol 2020;10:
814–820.

28. Seiden AM, Duncan HJ. The diagnosis of a conductive olfactory loss. Laryn-
goscope 2001;111:9–14.

29. Vaira LA, Salzano G, Fois AG, Piombino P, De Riu G. Potential pathogene-
sis of ageusia and anosmia in COVID-19 [published online April
27, 2020]. Int Forum Allergy Rhinol . https://doi.org/10.1002/alr.22593.

30. Desforges M, Le Coupanec A, Brison E, Meessen-Pinard M, Talbot PJ.
Neuroinvasive and neurotropic human respiratory coronaviruses:
potential neurovirulent agents in humans. Adv Exp Med Biol 2014;807:
75–96.

31. Netland J, Meyerholz DK, Moore S, Cassell M, Perlman S. Severe acute
respiratory syndrome coronavirus infection causes neuronal death in the
absence of encephalitis in mice transgenic for human ACE2. J Virol 2008;
82:7264–7275.

32. Wu Y, Xu X, Chen Z, et al. Nervous system involvement after infection
with COVID-19 and other coronaviruses. Brain Behav Immun 2020;87:
18–22.

33. Kucirka LM, Lauer SA, Laeyendecker O, Boon D, Lessler J. Variation in
false-negative rate of reverse transcriptase polymerase chain reaction-
based SARS-CoV-2 tests by time since exposure. Ann Intern Med 2020;
173:262–267.

Laryngoscope 130: November 2020 Cho et al.: Viral Load in Olfactory/Gustatory Dysfunction

2685

https://doi.org/10.1093/cid/ciaa525
https://doi.org/10.1002/jmv.25995
https://doi.org/10.1111/ene.14273
https://doi.org/10.1093/chemse/bjaa031
https://doi.org/10.1093/chemse/bjaa031
https://doi.org/10.1002/alr.22593

	 COVID-19 Viral Load in the Severity of and Recovery From Olfactory and Gustatory Dysfunction
	INTRODUCTION
	MATERIALS AND METHODS
	RESULTS
	DISCUSSION
	CONCLUSION
	ACKNOWLEDGMENTS
	BIBLIOGRAPHY


