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ABSTRACT

A 53-year-old woman presented during the SARS-CoV-2 pandemic with an 18-day history of pyrexia, myalgia, progressive dyspnoea and 

loss of taste and smell after a close contact had tested positive for SARS-CoV-2. In this period two swabs had been negative for SARS-CoV-2. 

Clinical examination was normal. During this admission a third SARS-CoV-2 swab was negative, and investigations showed mildly elevated 

inflammatory markers, mildly deranged liver function, atypical lymphocytes on a blood film and a normal chest x-ray. Her Epstein–Barr virus 

serology was positive and thus the diagnosis was infectious mononucleosis. 

LEARNING POINTS

•	 SARS-CoV-2 is not the only virus to cause loss of taste/smell and so other differential diagnoses should be considered.

•	 Loss of taste/smell is a subjective symptom, and therefore caution should be exercised in the context of an upper respiratory tract 

infection.
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CASE DESCRIPTION

A 53-year-old woman, with no relevant past medical history, presented to the emergency department with dyspnoea and fever. Her 

symptoms had originally started 18 days before her presentation, and were accompanied by fatigue, muscle aches and loss of taste and smell. 

She reported temperatures of up to 40° using a home thermometer. The symptoms had started a few days after she was in close contact 

with a friend who had subsequently tested positive for SARS-CoV-2. Soon after her fevers began, she was tested for SARS-CoV-2 with a 

negative result. When her symptoms persisted for more than 7 days, she presented to the emergency department and was subsequently 

discharged after another SARS-CoV-2 swab was also negative. She denied any neurological, gastrointestinal or urinary symptoms and did 

not have any skin changes, weight loss or night sweats. She denied any recent foreign travel. She was not on any regular medications and 

denied intravenous drug use. 

On admission, she was not in respiratory distress, and oxygen saturations and her respiratory rate were normal (SpO
2
 98% on air and 14 

breaths per minute, respectively). She was tachycardic on admission with a heart rate of 103. Her blood pressure was in the normal range 

(128/72) and her temperature on admission was 37.2°C. Her chest was clear, with normal heart sounds, and there was no lymphadenopathy, 

no skin changes and no peripheral stigmata of endocarditis, and her abdomen was soft and non-tender. 



European Journal
of Case Reports in

Internal Medicine

DOI: 10.12890/2020_002048 European Journal of Case Reports in Internal Medicine © EFIM 2020

Investigations showed a raised lymphocyte count of 5.7×109/l (normal range 1.0–3.0×109/l), mildly raised CRP (35 mg/l), raised ALT (149 U/l; 

normal range 0–40 U/l) and AST (137 U/l; normal range 0–40 U/l), and normal GGT and ALP. Ferritin was also raised at 1,168 µg/l (normal 

range 22–322). The chest x-ray was reported as clear (no changes compared with the previous study on her presentation to the emergency 

department 7 days after her symptoms had started). The SARS-CoV-2 swab on this admission was also negative, as were SARS-CoV-2 IgG 

antibodies. D-dimer was significantly raised at 3.1 µg/ml (normal range 0.05–0.50) and a subsequent CT pulmonary angiogram did not reveal 

any pulmonary emboli, nor any changes in the lungs.

Further investigations during her admission showed a normal thyroid function and blood-borne virus screen. The blood film showed atypical 

lymphocytes and her Epstein–Barr virus serology was positive, confirming the diagnosis of infectious mononucleosis. 

DISCUSSION

Infectious mononucleosis is characterized by pharyngitis, cervical lymphadenopathy, fatigue and fever. Given the non-specific nature 

of symptoms, it cannot be diagnosed by symptoms alone. The hallmark of Epstein–Barr virus, which causes infectious mononucleosis, is 

the atypical lymphocytes seen on a blood film [1]. Similarly, mild symptoms of SARS-CoV-2 also include fever, malaise and sore throat [2]. A 

systematic review found that approximately 60% of patients with confirmed SARS-CoV-2 have loss of taste and smell [3].

The symptoms of this patient were highly suggestive of SARS-CoV-2. Given that the sensitivity of SARS-CoV-2 PCR testing is approximately 

70% [4], one negative swab result could be ignored if the pre-test probability is high. However with three negative swabs, the likelihood of 

the patient having SARS-CoV-2 is extremely small and therefore it is important to explore other differential diagnoses. Other features of 

the case that suggested an alternative diagnosis to SARS-CoV-2 were a normal chest x-ray and lymphocytosis, as lymphopenia is associated 

with more severe cases of SARS-CoV-2 [2].

Naturally during the SARS-CoV-2 pandemic, as clinicians we are rightly focussed on detecting cases of COVID-19 in patients who present 

with viral symptoms. If they did not have access to testing at the time of onset, it is plausible that the symptoms could have been labelled as 

a ‘clinical diagnosis’ of SARS-CoV-2. However, it is important to remember that other viruses can also cause loss of taste and smell such as 

rhinovirus, parainfluenza virus and less commonly, Epstein–Barr virus. While these have all been implicated in causing post-viral olfactory 

dysfunction in a small number of cases [5], there is no strong evidence to suggest that Epstein–Barr virus also causes loss of taste. 

This then raises the subjectivity of the loss of taste/smell described by the patient. Given that pharyngitis is a key feature of infectious 

mononucleosis, it is entirely plausible that this could have contributed to a sensation of altered, or loss of, taste. Similarly, pure anosmia itself 

could cause an altered perception of taste sensation, and could therefore be described as a ‘loss of taste’. 

This case highlights the need for an open mind when dealing with a patient presenting with upper respiratory tract symptoms. Interrogating 

subjective symptoms such as loss of taste and smell may help widen or narrow the list of differential diagnoses when assessing patients over 

the coming winter months. 
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