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Abstract 

 

Presentation 

We present a case of 53-year-old man who present with 6 days history of lower limb weakness and 
impaired light touch percep�on on feet.  
 

Diagnosis 

Nerve conduc�on study revealed severe demyelina�ng polyneuropathy with conduc�on block in all 
the motor nerves. The sural sensory ac�on poten�al is atenuated but s�ll present and radial sensory 
nerve ac�on poten�al is normal. Electrophysiological findings confirm a progressive demyelina�ng 
polyneuropathy.  
 

Treatment 

He was ini�ally treated with potassium infusion and a�er confirma�on of findings on 
electromyography and nerve conduc�on study, he was started on intravenous immunoglobulin 
treatment.  

 

Discussion 

This is a unique case in that GBS affected a previously healthy man. Remarkably, our pa�ent regained 
the ability to walk a�er administra�on of intravenous immunoglobulin. 
 

 

 

Introduc�on 

 

Guillain-Barré syndrome (GBS) and its variants are a rare but serious post-infec�ous, immune-

mediated neuropathies1. In this report, we present the case of a 53-year-old immunocompetent 
man who presented with 6 days history of acute onset bilateral lower limb weakness, hyporeflexia, 
and absent light touch percep�on.  
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Case Report 

 

A 53-year-old man with background history of diver�culosis, coeliac disease, encephalomalacia, 
anxiety and alcohol abuse, present with experiencing weakness in his legs for 6 days and this has 

steadily deteriorated to the point where he is not ambulant and need assistance to mobilize. He 
reported feeling weak using his hand and noted some paresthesia in his finger�ps on both hands. 

On examina�on, there is moderate weakness of finger abduc�on and extension. Both supinator and 
biceps reflexes are hypoac�ve. He was unable to dorsiflex his ankle bilaterally and the lower limb 
reflexes are absent. The examina�on also showed impaired light touch percep�on to the mid feet 
and there is impaired vibra�on percep�on to the malleoli bilaterally.  

 

Ini�al laboratory tes�ng showed hypokalemia of potassium level 3.3 mmol/L (reference range 3.4 - 
5.1 mmol/L) which we corrected with normal saline infusion and oral supplementa�on. Despite the 
correc�on of electrolyte derangements, his paresis persisted, necessita�ng further workup. CT brain 
was unremarkable and MRI brain was consistent with encephalomalacia. MRI cervical show 
degenera�ve spondylosis throughout the en�re spine however there is no neural impingement. At 

this point differen�al diagnosis of GBS, vitamin B12 and folate deficiency was considered keeping in 
with his history of alcohol abuse. Electromyography (EMG) and nerve conduc�on studies (NCS) were 

conducted (Figure 1). It showed a very severe demyelina�ng polyneuropathy with conduc�on block 
in all the motor nerves. The electrophysiological findings confirm a progressive demyelina�ng 
polyneuropathy. Pa�ent’s lumbar puncture also show classic patern of albumin cytologic 

dissocia�on which the spinal fluid shows a normal amount of white blood cells and an elevated CSF 
protein level. He was started on intravenous immune globulin (IVIG) and transferred under care of 
neurology department.  
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Figure 1: EMG / NCS report  
 

Discussion  

 

A total number of 488 cases with GBS were reported in the last 20-year period (1992 to 2012) in 
Ireland. The incident rate varied from 0.3 per 100,000 in early 1990s to a maximum of 1.3 in 2010. 
Among all, acute inflammatory demyelina�ng polyradiculoneuropathy (AIDP) was the most common 
subtype, follow by Miller-Fisher syndrome (MFS), acute motor-sensory axonal neuropathy (AMSAN) 
and acute motor axonal neuropathy (AMAN)2.  

 

Most GBS cases are reported to have a preceding history of infec�ous condi�on, either 
gastrointes�nal or respiratory. Campylobacter jejuni and Mycoplasma pneumoniae are common 
microorganisms known to trigger GBS while Epstein-Barr virus and Sars-Cov-2 virus also reported in 
GBS pa�ents. The pathophysiology consists of cross-react of an�bodies and inflammatory cells with 
peripheral nerve and roots, which result in demyelina�on or axonal damage3,4. Intravenous 
immunoglobulin (IVIG) or plasmapheresis are two treatment op�ons currently considered the 
standard care in GBS pa�ents. IVIG and plasma exchange have been shown to be equally effec�ve 
and IVIG are usually preferred as it is cost effec�ve and readily accessible5,6. 
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One of the most common complica�on of GBS is respiratory failure. The Erasmus Guillain–Barré 
Syndrome Respiratory Insufficiency Score (EGRIS) is o�en used to es�mates the risk of respiratory 
insufficiency and need for mechanical ven�la�on within first week from hospital admission. Score 
of >4 will warrants the needs for an ICU admission7. Most pa�ents show good recovery especially in 
the first year a�er disease onset. The modified Erasmus GBS outcome score (mEGOS) prognos�c tool 
was developed to calculate the probability of regaining walking ability in GBS pa�ents8.  

 

In conclusion, we present the case of a healthy, immunocompetent adult man with GBS. This case 
highlights the importance of recognizing GBS in pa�ent present with acute flaccid paralysis at early 
stage. A higher index of suspicion is required for GBS as early recogni�on and treatment improve 
the clinical outcome.  
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