Diagnosis and management of Ogilvie’s Syndrome post caesarean section: case report

Leah Hawkins, Sunny Ajayi

There was a lot of confusion surrounding the use of
personal protection equipment and visitation allowances
due to this occurring in the early stages of the coronavirus
pandemic. This in itself delayed transfer to more suitable
wards and added undue stress to an already complicated
case. Nevertheless, all staff involved were professional and
addressed concerns appropriately to make sure this woman
was managed safely and within protocol.

LEARNING POINTS

* This is a typical presentation of a patient with OS
with the added complication of HAP and lower lobe
collapse.

* Multiple teams were needed to ensure optimum
management especially due to the multiple post-
operative complications demonstrated in this patient.

¢ Extra precautions were needed due to protocols put in
place during the coronavirus pandemic.

¢ Communication was essential in this case to ensure all

information was conveyed to the patient and the plan
surrounding her care was explained.
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Post Covid-19 Guillain-Barre Syndrome: case report
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ABSTRACT

This is a case report of a 62-years-old male who developed
neurological symptoms consistent with Guillain-Barre
Syndrome following a hospital admission for Covid-19.
As a new condition we feel there are learning points to
be gained for clinicians managing patients recovering
from Covid-19 and discuss the symptoms, signs, and
management taken in this case. The patient thankfully
made a full recovery, but his case is discussed in the
context of other cases in the literature. We feel that this
case is different and notable as it had a longer latent
period between Covid-19 resolution and Guillain-Barre
Syndrome onset than any other cases reported.

HISTORY

A 62-years-old male was brought to the Emergency
Department by ambulance with a 3-day history of
worsening weakness and sensory deficit of the upper and
lower limbs.

On Saturday he had noted weakness and paraesthesia
in his hands and feet. By Sunday, the weakness extended
proximally in all four limbs so that he needed his wife’s
help to stand. By Monday he couldn’t stand even with the
help of his wife, and on Tuesday his sensory and motor
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symptoms in the hands and feet had worsened to a point
where he contacted emergency services.

He had been recently discharged 15 days earlier
following a 10 day inpatient stay for chronic obstructive
pulmonary disease (COPD) exacerbation where he also
tested positive for Covid-19 on admission. He had no
associated diarrhoea on admission but had some diarrhoea
whilst an inpatient. He had been recruited into the
Recovery trial ritonavir arm. He recovered well and was
discharged and had been well in the community.

He is a known patient of COPD, hypertension
(HTN), obstructive sleep apnoea (OSA), using home
continuous positive airway pressure (CPAP), and is on
warfarin due to previous pulmonary embolism.

EXAMINATION

His upper limb power was reduced to grade 2 bilaterally
at the shoulders, grade 3 at the elbows, and grade 4 wrist
and hands. Lower limb power was grade 3 at the hips, 4
elsewhere. Sensation was reduced in the ¢6/7 dermatomes
right arm and c6/7/8 left arm. In the lower limbs sensation
was reduced in a glove and stocking fashion. He displayed
areflexia even with reinforcement. Peak flow was 2101/
min.
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OBSERVATIONS

Respiratory rate 21
Heart rate 101 regular
"Temperature 36.8
Blood pressure 144/72
Saturations 94% OA

INVESTIGATIONS

His white cell count was 9.8 with lymphocytes 1.6. CRP
was <6, B12 556, Folate 8, and CK 252.

An initial differential diagnosis included Guillain-
Barre Syndrome (GBS), intracranial pathology, and spinal
cord compression.

A computed tomography (CT) scan of the head was
undertaken showing widespread mild to moderate deep
white matter and periventricular low attenuation deemed
nonspecific on report.

MANAGEMENT

After initial assessment and investigations, he was referred
to the medical team with a provisional diagnosis of GBS;
they agreed for admission and neurology referral as an
inpatient. He was admitted to the high dependency unit
(HDU) with the intensive treatment unit (I'T'U) made
aware in case respiratory effort decreased and there was a
need for ventilation.

The next day he had a magnetic resonance image
(MRI) of the spine taken reporting:

“Cervical spondylosis with degenerative disc
disease. Compressive myelopathy at ¢5/6 and c6/7
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levels causing cord indentation, secondary canal
stenosis at ¢5/6 with no obvious cord oedema.
Advise urgent neurosurgical referral.”

Once the International normalised ratio was below 1.3 a
lumbar puncture was performed showing:

* clear/colourless fluid

* protein 0.91

* glucose 4.1

* WCC 0 RBC 0 no organism seen on gram stain

The MRI results were discussed with the Preston Hospital
neurosurgery team who advised that this was not likely to
be causing the symptoms as there did not appear to be
acute cord compression and that they would follow up as
an outpatient once the GBS had resolved.

He was reviewed by our neurology consultant
who agreed with GBS as the most likely cause, as the
neurological symptoms had initially being peripheral
and had progressed proximally and in severity. He had
recently had a viral illness and cases of Covid-19 and
similar viruses causing GBS are known about. Intravenous
immunoglobulins (145g over five days) treatment was
started after finding a worsening of peak flow measurement.

After 4 days in hospital the ITU team changed to
monitoring forced vital capacity, he was 2.5 litres, which
was his normal value compared with 2 months prior to
admission and it remained unchanged for the rest of his
stay.

His muscle strength began to improve with treatment
and by day seven he was stepped down to normal ward
level care and then to our rehabilitation ward where he
continued with physio and occupational therapy input.

Figure 1: MRI of
c-spine showing
indentation of the
cord at ¢5/6 and
c6/7.
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Table 1: Peak flow measurements.

Date Peak flow (L/min)

575720 210

6/5/20 180

7/5/20 190

8/5/20 210
DISCUSSION

Guillain-Barre syndrome is a disease of the nervous
system.! It is thought to be immune-related; whereby the
body’s natural defence mechanisms attack the nerve cells
rather than the pathogens that enter the body, thus causing
a wide range of problems.

Symptoms start peripherally, affecting mainly the
hands and feet initially and working proximally. The initial
symptoms can be numbness, weakness, and co-ordination
problems with hands/feet, and over a short period things
can get worse. In some cases issues can move centrally and
affect breathing and swallowing.

Whilst most will make a full recovery, it is a serious
condition that can be life-threatening and leave patients
with a range of long-term problems such as chronic fatigue
and paralysis. As in our case presented here, itis a condition
that is more common in male adults.!

It is thought that the body’s attack on nerve cells
begins with the entry of a pathogen, which in turn triggers
the defence mechanism.! These pathogens can include
respiratory viruses, and we will explore the published
literature so far on the links between COVID-19 and GBS.

On 23rd January 2020 in China a female 62-year-
old patient was admitted to hospital with GBS.? Her
blood test on admission showed lymphocytopenia and
thrombocytopaenia, and she had recently travelled to the
Wuhan region of China, although at this point she had
none of the classic Covid-19 symptoms. On day eight
she did develop a dry cough and fever and was tested for
Covid-19, the test coming back positive. This case was
different as GBS symptoms presented before Covid-19.
She made a full recovery after 30 days. The authors of
this case suggested that GBS could follow a different
time course than the traditional post infectious GBS,
with symptoms occurring alongside infection as has been
reported with Zika virus.’

There have been reports of GBS symptoms presenting
post Covid-19; five patients in Northern Italy were found
to develop GBS symptoms within 5-10 days of Covid-19
symptoms onset.* There has also been reported GBS cases
in the past for related coronavirus illnesses such as Middle
East Respiratory Syndrome.’

The American Journal of Neurology® reports the case
of a 71 year old male admitted to Accident and Emergency
(A&E) with paraesthesia of the lower limbs that rapidly
evolved into flaccid tetraparesis. Prior to this he suffered
with a fever for a few days, and scans on admission revealed
a typical COVID-19 pneumonia and a swab result was
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positive. His symptoms of GBS developed before the
symptoms of COVID-19 had passed, unlike the gentleman
in our case. This raises a possible link to developing GBS
and the severity of the COVID-19 infection — does a more
severe case of COVID-19 (for example requiring hospital
admission with oxygen therapy, non-invasive ventilation,
or sedation and invasive ventilation) mean GBS is likely to
present earlier?

Our case is the latest development of GBS following
Covid-19 symptoms onset of these reports (25 days) and we
hope that this case helps to add evidence to the potential
for GBS development due to Covid-19 infection. More
research needs to be conducted, following the discovery
of Covid-19, into the risk factors for people subsequently
developing GBS (is there a link to pre-existing medical
conditions for example?) and are alternative treatment
strategies needed when Covid-19 is responsible for the
development of GBS.
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