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3 months later there was little improvement.

“Iam so weak that if | read or write for half an hour
| become so tired and faint that | have to lie down,”
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Post-Infectious Fatigue

SUMMARY

Post-infectious fatigue or post-infectious
neuromyasthenia (PIN) is an illness
characterized by persisting fatigue and
disability after apparent acute infections. In
most cases the illness is attributed to a chronic
Epstein-Barr virus infection. Symptoms
include weakness and fatigue in the absence
of physical findings or significant laboratory
abnormalities. These patients are frequentl
depressed and have considerable disability
resulting in prolonged loss of time from work.
The illness may be persistent or can be
relapsing, but often lingers for two years or
more. There is no effective therapy. PIN is
probably caused by an acute infection
occurring in patients who are psychologically
susceptible. They require emotional support,
reassurance and explanation. (Can Fam

Physician 1987; 33:1217-1219.)

Post-infective and chronic fatigue syndromes precipitated by viral
and non-viral pathogens: prospective cohort study

Tan Hickie, Tracey Davenport, Denis Wakefield, Ute Vollmer-Conna, Barbara Cameron, Suzanne D Vernon, William C
Reeves, Andrew Lloyd, for the Dubbo Infection Outcomes Study Group

Abstract

Objective To delineate the risk factors, symptom patterns, and
longitudinal course of prolonged illnesses after a vaiety o
acute infections.

Design Prospective cohort study following patients from the
time of acute infection with Epste ndular fever),
Caviella burnetii (Q) fever), or Ross Ri

ion surrounding the township of Dubbo in
compassing a 200 ki geographical radius
and 104 400 residents.
Participants 953 patients enrolled and followed at regular
intervals over 12 months by self report, structured interview
and dlinical assessment.
Outcome measures Detailed mes sychiatric, and
laboratory evaluations at six months o apply diagnostie criteria
for chronic fatigue syndrome. Premorbid and intercurrent
illness characteristics recorded to define risk factors for chronic
fatigue syndrome. Self reported illness phenotypes compared
Detween infective
ised by disabling fatigue,
ies, and mood
participrants at six
met the diagnostic criteria for
chronic Fatigue syndrome. This post-infective fatigue syndrome
phenotype was stereotyped and accurred a incidence
er each infection. The syndrom
severity of the acu
psychological, or microbiological factors.
Conclusions A relatively uniform post-infective fatigue
syndrome persists in a significant minerity of patients for six
months or more after clinical infiction with several d
viral and I micro-organisms. Post
syndrome is a valid illness model for iy .
pathophysiological pathway 1o chronic fatigue syndrome.

have been linked w a diverse spectrum of infections, including
brucellosis (which is caused by an intracellular bacterium),’ glan-
dular fever (causes - hes Epstein-Barr virus). Lyme
ickborne spirochaete Bor-
used by the intracellular
like pathogen Coxtella burnetii)” Ross River virus {a
mosquito-borne arbovirus found in countries around the Pacific
vim), " and viral meningitis (most commeonly caused by enterovi-
ral infection). * By contrast,a comprehensive prospective study of
dinical outcomes afier other common, more minor, viral
infections found no association with prolonged fatigue.”
Population based p e
post-infective fatigue fore needed (o delineate the
key sympioms and longimdinal course of the post-infective
fatigue syndrome; 1o identify demographic, microbial, immuno-
logical, and psychological risk factors; and 0 determine whether
disparate pathogens can precipitate chronic fatigue syndrome.

Methods

Study site
The ongoing Dubbo infeetion outcomes study is centred on the
township of Dubbo in a rural region of southwestern Australia,
encompassing a 200 km radius and 104400 residents
(Australian Bureau of Statistics, 2001). The population includes
approximately 8% Aboriginal Australians,

Participants
The 94 family practiioners and all four diagnostic pathology
laboratories that serve the region cooperated 1o provide us with
coded reports of all IgM positive serological results indicating
acute Epstein-Barr virus, Q fever, or Ross River virus infections
Patients aged 16 years or over, who provided written informed
e enrolled through their Family doctor, We excluded

ptoms present for more than six weeks or

reported pre-existing medical disorders or drug use likely to be

of the spectrum of
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Post-infectious fatigue syndrome in dengue infection
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Abstract

Background: Although the acute manifestations of dengue are well known, few studies have assessed the long-term consequences of dengue
infection. We prospectively studied the incidence and factors associated with fatigue in a cohort of patients following dengue infection.
Methads: We included patients with serologically confirmed dengue infection admitted to the National University Hospital, Singapore, during
adengue outbreak from October—November 2003. The severity of dengue was graded as dengue fever, dengue haemorrhagic fever and dengue
shock syndrome. A follow-up telephone interview was performed two months following hospital discharge, where a Fatigue Questionnaire
was administered. The presence of significant fatigue was considered as the main outcome measure. Significance was assessed at P < 0,05
Results: One hundred twenty-seven patients, 71 (55.9%) males and 56 (44.1%) females, of mean age 36.06 ye ge, 16-70;5.D., 13.722)
participated in this study. Twenty-five (19.7%) patients had dengue haemorrhagic fever and the remaining 102 (80.3%) had dengue fever
In multivariate analysis, increased age, female sex, the presence of chills, and the absence of rashes were significantly associated with the
development of fatigue post-dengue infection. There was no significant association between fatigue and dengue severity.

Conelusions: This observation represents the first systematic evidence that dengue can result in clinical disease beyond the acute phases of
infection. Host factors, such as age and sex may be important in the pathogenesis of this clinical entity,

& 2006 Elsevier B.V. All rights reserved.
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Summary

Background: Some patients exposed to Q fever ICF was found in 25 (32.5%) of Q-exposed patients
(Coxiella burnetii infection) may develop chronic and 11{14.3%) of controls {p = 0.01). There were 36
fatigue. (46.8%) GHQ cases in Q-exposed subjects, vs. 18
Aim: To determine whether subjects involved in (23.4%) controls (p = 0.004). A matched analysis of
the West Midlands Q fever outbreak of 1989 those more intensively studied showed fatigue in 48
had increased fatigue, compared to non-exposed (66.7%) Q-exposed patients and 25 (34.7%) con-
controls, 10 years after exposure. trols, (p<0.0001), ICF in 25 (34.7%) Q-exposed
Design: Matched cohort study comparing cases to and 10 (13.9%) controls (p=0.004), and chronic
age-, sex- and smoking-history-matched controls fatigue syndrome (CFS) in 14 (19.4%) Q-exposed
not exposed to Q fever patients and three (4.2%) controls (p=0.003)
Methods: A postal questionnaire was sent to Thirty-four  (47.2%) Q-exposed patients were
subjects at home, followed by further assessment GHQ cases compared to 17 (23.6%) controls
in hospital, including a physical examination and (p=0.004).

blood tests. cussion: Subjects who were exposed to Coxiella
Results: Of 108 Q-exposed subjects, 70 (64.8%) in 1989 had more fatigue than did controls, and
had fatigue, 37 idiopathic chronic fatigue (ICF) some fulfilled the criteria for CFS. Whether this is
(34.3%), vs. 29/80 (36.3%) and 12 (15.0%), due to ongoing antigen persistence or to the psy-
respectively, in controls. In 77 matched pairs, chological effects of prolonged medical follow-up
fatigue was commoner in Q-exposed subjects than is uncertain.

in controls: 50 (64.9%] vs. 27 (35.1%), p<0.0001.
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Visual “Long covid” in primary care
them Rty O Assessment and initial management of patients with continuing symptoms

Clinical testing is not always needed, but
can help to pinpoint causes of contiuing
symptoms, and to exclude conditions like
pulmonary embolism or myocarditis.
Examples are provided below:

TOUT LE MONDE L’A (ter) L’INFLUENZA!

Post-acute covid-19 appears to be a
multi-system disease, sometimes occurring
after a relatively mild acute illness. Clinical
management requires a whole-patient
perspective. This graphic summarises the
assessment and initial management of patients
with delayed recovery from an episode of
covid-19 that was managed in the community
or in a standard hospital ward.

Person with
symptoms 3 or
more weeks
after covid-19 Blood tests

onset Fullblood count ~ Electrolytes
Liver and renal function = Troponin
Creactive protein ~ Creatine kinase

D-dimer  Brain natriuretic peptides

The long term course
of covid-19 is unknown.
This graphic presesents
an approach based on Ferritin —to assess inflammatory
evidence available at and prothrombotic states
the time of publication.

However, caution is advised, as patients Other investigations

may present atypically, and new ‘ Chest x ray Urine tests

treatments are likely to emerge

Managing
comorbidities

Many patients have
comorbidities including diabetes,
hypertension, kidney disease or
ischaemic heart disease. These Functional Pulse Clinical
need to be managed in status oximetry testing
conjuntion with covid-19

treatment. Refer to condition

specific guidance, available in

the associated article by B, Assess
Greenhalgh and colleagues comorbidities

Full history Current symptoms 12 lead electrocardiogram

Examination, for example:

Heart rate Blood Respiratory

Temperature | 4 rhythm pressure examination

Prolonged covid-19 may
limit the ability to engage
in work and family
activities. Patients may
have experienced family
bereavements as well as
job losses and consequent
financial stress and food
poverty. See the associated
article by Greenhalgh and
colleagues for a list of
external resources to help
with these problems

Social and financial
circumstances

The patient should seek medical
advice if concerned, for example:

Worsening breathlessness
Limiting §
Pa0;<96%  Unexplained chest pain ) a|coho\g 1
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New confusion ~ Focal weakness

Specialist referral may be indicated, fever with In the consultation:
based on clinical findings, for example: paracetamol ~  Attention to

general health
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Continuity of care
Respiratory if suspected
W& pulmonary embolism,

Optimise control of

ong term conditions Avoid inappropriate medicalisation

Restand

severe pneumonia

Cardiology if suspected

Listening and empathy

relaxation

Longer appointments for

patients with complex needs

(face to face if needed)

La Ronde des Médecins et des Potards.

W# myocardial infarction,
pericarditis, myocarditis
or new heart failure

Consider antibiotics Self pacing and
for secondary d gradualincrease
infection in exercise
Neurology if suspected iftolerated

neurovascular or acute jlieat specie
urovascul uf S

: complications i
neurological event P Set achievable

asindicated 4 targets

In the community:

Community linkworker

Patient peer support groups

3 months later there was little improvement.
“l am so weak that if | read or write for half an hour
| become so tired and faint that | have to lie down,”

Attached mental health support service

Cross-sector partnerships with social
care, community services, faith groups

theb gﬁ?g;uilfiﬂé & https://bit.ly/BMJlong

Josephine Butler;
following the “Russian Flu” 1890’s
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