
Initial Assessment of Long Covid in Primary Care 

 
In the absence of robust evidence regarding appropriate investigation and management, 
clinicians must consider developing patterns of illness being seen. We consider the Red Whale 
guidance on Long Covid to be the most practical resource at the moment; however as this is a 
rapidly evolving area, please ensure you access the most up to date version of it. Another useful 
document is provided here. 
 
We feel it is necessary to raise awareness of some other emerging presentations which may not 
have been previously recognised in primary care. 
 
Mast Cell Activation Syndrome (MCAS) 
 
Patients will typically present with a constellation of recurrent, seemingly unrelated symptoms.  

a. Cutaneous and systemic: urticaria, angioedema, flushing, tachycardia and dyspnoea; 
b. Gastrointestinal: cramping abdominal pain, nausea, vomiting, diarrhoea; and 
c. Oculonasal: nasal congestion, rhinorrhoea, and itchy, watery, red eyes. 
d. Polyuria and cognitive dysfunction have also been noted.  
e. Full blown anaphylaxis with hypotension, syncope and stridor may be seen as well.  

Note that not all patients will have all symptoms. Some will have no cutaneous manifestations 
so a high index of suspicion is needed in patients presenting with multiple bizarre symptoms. 
 
The disorder is thought to arise due to activation of mast cells by the virus, resulting in histamine 
release. Unfortunately, experience of the condition is limited amongst the allergy and 
immunology community in the United Kingdom. Most literature comes from the US. 
 
Due to the extremely distressing nature of the condition, symptom relief is key. In the absence 
of any UK guidelines on MCAS, we suggest treating according to the NWACIN urticaria 
guidelines.  

a. High dose H1 blockade is the mainstay. Doses as high as cetirizine 20mg bd or 
fexofenadine 360mg bd may be required. Patients may respond better to one drug than 
to another, so it is worthwhile trying different ones. 

b. Consider adding an H2 blocker (famotidine 20mg bd) +/- mast cell stabilizer 
(montelukast 10mg nocte or sodium cromoglycate starting at 200mg QDS) 

c. Offer topical calamine or levomenthol for itching/burning.  
d. A course of prednisolone may be required for particularly severe symptoms;  
e. Treat anaphylaxis as per usual practice.  
f. A low histamine diet has been found to be beneficial by some.  
g. Cases that do not respond or those that relapse should be referred to an allergist or 

immunologist with an interest in MCAS.  
h. Signpost patients to the UK support group. 

 

https://www.gp-update.co.uk/SM4/Mutable/Uploads/pdf_file/Long-COVID-GEMS.pdf
https://www.gp-update.co.uk/SM4/Mutable/Uploads/pdf_file/Long-COVID-GEMS.pdf
https://www.guidelinesinpractice.co.uk/infection/top-tips-managing-long-covid/455742.article
https://www.jillcarnahan.com/downloads/MCAS-Afrin.pdf
https://mft.nhs.uk/app/uploads/2020/09/NWACIN-Urticaria-primary-care-pathway-15-4-2016-RATIFIED-V2-09-2020.pdf
https://mft.nhs.uk/app/uploads/2020/09/NWACIN-Urticaria-primary-care-pathway-15-4-2016-RATIFIED-V2-09-2020.pdf
https://www.mastcellaction.org/about-mcas


 
 
Dysautonomia 
 
This can occur in association with MCAS, or on its own. The two main presentations are 
postural orthostatic tachycardia syndrome (POTS) and inappropriate sinus tachycardia. 
Symptoms of POTS include palpitations, dizziness, syncope, chest pain, tremor and sweating 
and are mainly present on standing up. Perform an active stand test and arrange an ECG, 24 
hour blood pressure and Holter monitoring, and echocardiogram. Treatment is mainly 
symptomatic with increased salt and water intake, compression garments, and small, frequent 
meals. Add in a cardioselective beta-blocker (e.g. bisoprolol 1.25mg od) for troublesome 
tachycardia. Refer to a cardiologist for further management or in case of diagnostic uncertainty 
and signpost to the POTS support group.  
 
Endocrine 
 
Covid may precipitate development of diabetes mellitus; perform HbA1C routinely. 
Autoimmune thyroiditis has been reported- evaluate as usual with TFTs and thyroid antibodies. 
Pre-existing thyroid dysfunction may be exacerbated. 
Adrenal insufficiency can occur and usually presents nonspecifically. Perform a 0900 cortisol 
and serum glucose, and refer to endocrinology as appropriate. 
 
Insomnia 
 
This is common, multifactorial and may be extremely disabling. Behavioural modification is key. 
Disruption of normal routines due to the pandemic can impact circadian rhythm, suggesting a 
role for melatonin if pharmacotherapy is being considered. 
 
Fatigue 
 
Fatigue must not be automatically attributed to the effects of Covid, as it is a common feature in 
many of the above conditions- and others. Specific management of fatigue should only be 
undertaken once other pathology has been excluded. 
 
Children 
 
A wide range of presentations are reported and should be managed appropriately depending on 
the clinical features.. Be aware of paediatric multisystem inflammatory syndrome (PIMS).  
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https://www.potsuk.org/diagnosis
https://www.potsuk.org/
https://www.yourcovidrecovery.nhs.uk/your-wellbeing/sleeping-well/
https://cks.nice.org.uk/topics/tiredness-fatigue-in-adults/diagnosis/assessment/
https://www.rcpch.ac.uk/resources/paediatric-multisystem-inflammatory-syndrome-temporally-associated-covid-19-pims-guidance


 


