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HIGHLIGHTS

e Guillain-Barre syndrome is an autoimmune disorder with the most common clinical presentation of neuromuscular paralysis.

o Here we have reported a rare case of GBS in a 60-year-old male patient admitted to the male medicine ward with a chief complaint of weakness in B/L upper limb
and B/L lower limb from 5 to 7 days.

o After being admitted, the patient received treatment that included antibiotics, analgesics, muscle relaxants, multivitamins, and other supportive measures.

ARTICLE INFO ABSTRACT

Keywords: Guillain-Barre syndrome is an autoimmune disorder with the most common clinical presentation of neuromus-
Guillain-Barre syndrome cular paralysis. Here we have reported a rare case of GBS in a 60-year-old male patient admitted to the male
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medicine ward with a chief complaint of weakness in B/L upper limb and B/L lower limb from 5 -7 days. Lab-
oratory investigation of biochemistry analysis shows CSF protein (161mg/dl), neutrophils (91%), and S.Urea
(44.0 mg/dl). Radiological investigation CT scan of the brain shows atrophic changes and MRI cervical spine
-shows cervical spondylosis with compression myelopathic changes at C4, and C5 level and multilevel disc her-
niation and bulges. Nerve conduction studies of all four limbs were also performed by sampling from the median,
ulnar, peroneal, tibial, and sural nerves. It shows B/L Upper and Lower limb (sensor + motor) demyelinating
polyneuropathy. more prevalent in the upper limb than in the lower limbs. After being admitted, the patient
received treatment that included antibiotics, analgesics, muscle relaxants, multivitamins, and other supportive
measures. Intravenous immunoglobulin infusion was started due to the patient's symptoms steadily getting worse,
and soon after that, things started to get better for the patient.

Neuromuscular paralysis

1. Introduction from GBS have AIDP and motor axonal degeneration, minimal cellular
inflammation which is termed as ‘acute motor axonal neuropathy’.* This

Guillain-Barré syndrome (GBS) is an inflammatory disease of the PNS autoimmune disorder involves humeral as well as cell-mediated immune

and is the most common cause of acute flaccid paralysis’ characterized by
the symmetrical weakness of the limbs, and hyporeflexia or areflexia,
which reaches maximum severity within 4 weeks with an annual global
incidence of approximately 1-2 per 100,000 person/years.
Guillain-Barré syndrome occurs more frequently in males than in females
and the incidence increases with age, although all age groups can be
affected.’? GBS can cause severe muscle weakness, and death occurs in
about 5% of patients.® Electro physiologically most patients suffering

mechanisms but the exact cause of the disease is not yet fully understood.
Several microorganisms (such as bacteria and viruses) are known to be
associated with infections before GBS." Several microbial pathogens have
been identified as triggers, including Campylobacter jejuni,® there have
also been reports that it can be caused by other pathogens such as
cytomegalovirus, Haemophilus influenza, Epstein-Barr virus, Zika virus,
and more recently COVID-19. The underlying mechanism is believed to
be molecular mimicry, which is well-established in the case of
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Campylobacter jejuni.®’ Therefore, GBS has been categorized into
different subtypes based on clinical, pathophysiological, and electro-
physiological findings. The most common GBS subtypes include acute
inflammatory demyelinating polyradiculoneuropathy (AIDP), acute
motor axonal neuropathy (AMAN), and acute motor-sensory axonal
neuropathy (AMSAN)® Patients with the AIDP subtype of GBS typically
have a weakness that starts in the legs and spreads to the arms, as well as
decreased or absent reflexes.® Facial palsy is the commonest type of
cranial nerve involvement (in 53%), followed by bulbar weakness,
ophthalmoplegia, and tongue weakness. In about half the cases the illness
is heralded by sensory symptoms.’

GBS is a clinical diagnosis arrived at following the exclusion of other
mimics and with supportive tests. Neurophysiology is helpful -, initial
abnormalities are found in 85% of cases but may be subtle (eg. prolonged
‘f' wave latencies, prolonged distal motor latencies, and dispersed motor
potentials). Neurophysiology helps to subclassify disease as predomi-
nantly demyelinating or axonal.!’ A lumbar puncture is usually per-
formed in patients with suspected Guillain-Barré syndrome, primarily to
rule out infectious diseases, such as Lyme disease, or malignant condi-
tions, such as lymphoma.'! Interestingly, an MRI of the lumbosacral
spine, which can be used to rule out other diagnoses, may reveal gado-
linium enhancement of the lumbosacral nerve roots, aiding the diagnosis
of GBS.'? Plasma exchange (PE) and IV immunoglobulin (IVIg) are the
only proven effective treatments for Guillain-Barré syndrome (GBS).'®
About 40%-50% of patients with GBS do not improve within 4 weeks
after IVIG or plasma exchange and need prolonged supportive care.
Physical, occupational, and speech therapy are important to help patients
regain strength and function. Although there has been little formal
exploration of optimal dosage and treatment duration for either most
therapeutic trials with PE or IV Ig focused on adult patients who were
unable to walk independently. At present it is unclear whether these
treatments are also effective in children, patients with mild GBS, or
clinical variants including Miller Fisher syndrome (MFS).3’13

2. Case report

A 60-year-old male patient was admitted to the male medicine ward
with a chief complaint of weakness in B/L upper limb and B/L lower limb
from 5 to 7 days. The history of the present illness is he was alright 7 days
back when he developed generalized body weakness. The patient had no
history of numbness, fever/cough/breathlessness, or head injury. No
chest pain/palpitations/sweating was noted. He denied recent contact/
travel. His personal history revealed that he has a mixed diet and that his
bowel and bladder habits are normal. On Examination, the patient was
conscious, oriented, and afebrile. His vital signs were heart rate — 60/
min, blood pressure — 120/70 mm Hg, SpO2- 98%, and respiratory rate —
18/min. severe sensory loss is present. Both upper and lower limb muscle
power is reduced by (2/5-1/5). Laboratory investigation of biochemistry
analysis shows CSF protein (161 mg/dl), neutrophils (91%), and S.Urea
(44.0 mg/dl). Radiological investigation CT scan of the brain shows
atrophic changes and MRI cervical spine -shows cervical spondylosis with
compression myelopathic changes at C4, and C5 level and multilevel disc
herniation and bulges. Nerve conduction studies of all four limbs were
also performed by sampling from the median, ulnar, peroneal, tibial, and
sural nerves. It shows B/L Upper and Lower limb (sensor + motor)
demyelinating polyneuropathy. After the investigation, the physician
started treatment for GBS. Inj. Ceftriaxone (Monocef) 1 gm IV BD,
Inj.Pantoprazole (Pantop) 40 mg IV OD, Inj. Ondansetron (Emset)4 mg IV
SOS, Inj Folic acid + Methylcobalmine + Niacinamide + VitaminC
(Eldervit) 1 amp OD, Tab Mecobalamin (Neurokind-OD) OD, Tab.
Multivitamin + Multimineral + Lycopene tablets (A to Z) OD, Tab.
Prednisolone (Omnacortil) 20 mg OD, Tab. Calcium + Vitamin D3
(Shelcal) 500 mg OD, Cap. Cholecalciferol (Uprise D3 60k) Once weekly.
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3. Discussion

The rate of incidence of GBS is more frequent in males than females
worldwide ranging from 1 to 2 per 100000 person-year.GBS is an in-
flammatory disease of PNS and is the most common cause of acute flaccid
paralysis characterized by symmetrical weakness of limbs and hypore-
flexia and areflexia which reaches maximum severity in 4 weeks. The
patient was a 60-year-old male who came to the hospital with complaints
of weakness in B/L upper and B/L lower limbs for the past 5-7 days.
Patients received care from a team of healthcare professionals including
physicians; clinical pharmacists; nursing staff. After getting proper care
from the physician his condition became better and his movement
improved patient was advised to take his medication properly as pre-
scribed by the physician and follow up for the next therapy after 7 days
the patient was counseled properly to do physical exercise on time to
strengthen muscle while the nerve recovers.

4. Conclusion

GBS is a rare disorder where the body's immune system damages
nerves. The patient usually presents with complaints of weakness in all
four limbs In this case the clinical picture; CSF analysis and nerve con-
duction studies were diagnostic tools for GBS.
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