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Case presentation

► 48 year old male patient presenting with weakness 4 limbs for 3 days.

► No significant past medical history.

► Patient’s sister died at the age of 50 years of myasthenia crisis.

► The patient had 3 months ago meningitis ACYW135 vaccine before going 
abroad. The trip was uneventful.

► He had received one week prior to his admission 3-day course azithromycin 
for a chest infection.



Clinical findings

► Neurological examination showed a flaccid distal quadriparesis with 
hyporeflexia.

► Absence of sensory deficit.

► The quadriparesis rapidly progressed over 24 hours with bilateral ptosis and 
respiratory failure for which the patient had to be intubated and put on 
ventilator support.



Initial biological findings

► Full blood count, urea, electrolytes and serum creatinine were normal

► CRP was less than 10 mg/dl and ESR 25 mm first H.

► Creatine kinase was within normal range (52 UI/l)

► Lumbar puncture showed no cellularity and a normal protein level of 40 
mg/dl. Culture was negative.



Imaging studies

► Chest xray normal

► MRI brain showed features of bilateral maxillary sinusitis with no evidence of 
neither space occupying lesion nor focal inflammatory nor vascular CNS 
lesion.



Initial management

► The patient had a full course of intravenous immunoglobulins 2g/kg over 5 
days together with 1 mg/kg/day methylprednisone.

► Ventilator support and ICU care.



Initial outcome

► No response to initial therapy:

► Worsening of the flaccid quadriparesis

► No improvement of the ptosis and onset of bilateral mydriasis

► Continued need for ventilator support



Working diagnosis???

► Guillan Barré syndrome.

► Myasthenia Crisis.

► Dermatomyositis (CK level was normal, absence of caracteristic skin lesion, no 
features of ILD on chest imaging).

► MS (flaccid paralysis, no MRI white matter lesion).

► Vasculitis with acute polyneuropathy (normal inflammatory markers, no 
purpura, normal renal function and absence of hematuria).



? Myasthenia gravis vs Guillan Barré 
syndrome

► Family history of myasthenia gravis.

► Patient had a course of azithromycin which can exacerbate myasthenia.

► Tensilon test was negative and the patient did not respond to mestinon.

► Initial LP was normal.

► Nerve conduction studies could not be carried out initially.



What to do next?

► The patient was started on therapeutic plasma exchange using a membranous 
technique.



Therapeutic plasma exchange



► A repeat LP showed an increase in CSF proteins (180 mg/dl) with 
albuminocytologic dissociation.

► Acetylcholin receptor and MUSK antibodies were negative.

Back to our patient



► Clinical improvement after the first session of plasma exchange.

► TPE was stopped after 4 sessions because of an infected HD catheter, which 
was treated with broad spectrum antibiotics.

► The patient recovered power in all 4 limbs, had ventilator support gradually 
weaned off and was extubated 14 days following TPE.

► Nerve conduction studies done confirmed the diagnosis of Guillain Barré 
Syndrome.

Back to our patient



NCS results
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Guillan Barré Syndrome

► Acute immune mediated (against gangliosides) polyradiculoneuropathy.

► Nerve cells demyelination and/or axonal damage.

► One of the most common causes of acute acquired bilateral flaccid muscle 
weakness.

► Often preceded by a triggering event (infection, vaccine,…)

► Diagnosis is usually based on clinical, CSF and electrophysiological findings.

► Management is multidisciplinary with:

► Intravenous immunoglobulins/plasma exchange

► ICU care +/- ventilator support

► Physiotherapy
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Lessons learned

► Diagnosis of Guillain Barre syndrome can be challenging in real life.

► A multidisciplinary team effort is important for the management of GBS.

► Therapeutic plasma exchange was used for the first time in Mauritius using a 
membrane based technique.

► TPE is an important therapeutic tool in our arsenal to manage several 
conditions including GBS.

► Special precaution has taken to prevent ICU related complications, which can 
be one of the main causes of mortality and morbidity among GBS patients.
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