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Clinical Outcome of Guillain-Barré Syndrome in 108 Children
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Objectives: To review the clinical outcome and electrophysiologic characteristics of
children with Guillain-Barré syndrome (GBS) from Eastern India. Methods: The hospital
records of the children aged less than 12 years with a final diagnosis of GBS at our hospital
from November, 2015 to December, 2018 were reviewed. Disabilities were assessed at 8-
weeks and 6-month follow-up using Hughes scale (0-6). Results: Demyelinating variety in
57 patients (52.8%) was more common than the axonal variety (33.3%). 71.1% (32/45) of
GBS patients had recovered (scale 0,1) during the follow up period of 6 months. These
included 67.7% (21/31) of the axonal variety and 78.6% (11/14) of the demyelinating variety.
Conclusion: Irrespective of the severity, disability is less with the demyelinating variety as
compared with the axonal subtype.
Keywords: Acute Inflammatory demyelinating polyneuropathy, Disability, Follow-up,
Prognosis.
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Guillain-Barré syndrome (GBS) is presently
the most common cause of acute flaccid
paralysis in our country. Among children in
India and neighboring areas, the axonal

variety predominates [1-5]; the demyelinating variety
predominates in South America [6], other parts of Asia [7-
9] and Europe [10,11]. This difference in subtypes across
geographical areas is not clearly understood [12]. Data on
the common subtype in Eastern India is lacking, including
data on outcome as pertaining to its subtypes, which this
study attempts to address.

METHODS

This is a hospital record review conducted in a pediatric
tertiary care hospital between November, 2015 to October,
2018. During this period, 144 children with acute flaccid
paralysis (AFP) were admitted, among whom, 108 were
diagnosed as GBS (Asbury and Cornblath criteria [13]),
and included in our study after excluding GBS variants
(n=12), hypokalemic periodic paralysis (n=4), transverse
myelitis (n=6), traumatic neuritis (n=2) and those who did
not give consent (n=12). Ethical clearance was obtained
from institutional ethics committee. Informed consent
was taken before enrolment. Intravenous
immunoglobulin therapy was given to all patients.

Nerve conduction study was done within 48 hours in
99 (91.7%) patients, after initial stabilization. All the
patients underwent stool examination for poliovirus
detection. Lumbar puncture was done in 102 (94.4%)

patients in the second week after disease onset. Hughes
GBS disability grade was applied to assess the outcome
at eight weeks (n=66) and six months (n=45) after
discharge [14].

Statistical analysis: SPSS 24.0 and Graph Pad Prism
version 5 were used for analysis. Proportions were
compared by Chi-square test or Fischer exact test, as
appropriate. P value <0.05 was considered to be
statistically significant.

RESULTS

A total of 108 cases (66 boys) of GBS in the age range 1.2
to 10 years, median (IQR) age of 4.2 years (2 year 3 month -
5 year) were enrolled in the present study. Preceding
respiratory and gastrointestinal infections were found in
33.3% (n=36) and 25% (n=27) children, respectively.
History of antecedent illness was present in 72
(66.7%) patients including diphtheria-tetanus-whole cell
pertussis vaccination in one child.

At presentation, there was quadriparesis in 8.3% and
paraparesis in 27.8% of children. Ascending paralysis
was the most common mode of presentation in 99 (91.7%)
children. Maximum number of children (83.3%) reached
peak disability within two weeks of onset of symptoms.
Areflexia was found in 94.4% children, and 19.4% and
25% showed facial weakness and bulbar palsy,
respectively. Dysautonomia presenting as excessive
sweating (n=18), hypertension (n=9), sinus tachycardia
(n=15), sinus bradycardia (n=6), sinus arrhythmia (n=9)
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fluctuating blood pressure (n=6) and postural hypo-
tension (n=3) were seen in 47.2% (n=51) of the patients.
Sensory symptom was the first symptom in 66 (61.1%)
patients as compared to motor symptoms in 42 (38.9%)
patients. The most common initial sensory symptom was
paresthesia (33.3%) in the form of pin and needle
sensations, burning sensation and itching. Among other
initial sensory presentations generalized muscles aches
were found in 8.3% of cases, numbness of legs in 5.5%,
pain in the back and neck in 8.3%, and pain in legs in 5.5%
cases. Pain at some time during the illness was present in
86% of patients. In this study, demyelinating pattern
(AIDP) was seen in 52.8% (n=57), axonal pattern in 33.3%
(n=36); whereas, 5.6% (n=6) had normal NCV pattern. In
the axonal variety, there were 34 cases of acute motor
axonal neuropathy (AMAN) and two cases of acute
motor sensory axonal neuropathy (AMSAN). Albumino-
cytological dissociation was found in 54 (50%) patients.

Pediatric intensive care unit (PICU) care for the
management of dysautonomia and respiratory paralysis
was required in 54 patients. Mechanical ventilation for
respiratory failure was required in 24 (22.2%) patients, out
of which nine (8.3%) died during the acute phase of the
illness. Dysautonomia, bulbar involvement and diarrhea
were associated with all of the nine patients who died. The
causes of death were cardiac arrest in the context of
dysautonomic syndrome in four patients, ventilator-
associated pneumonia (VAP) in three patients, adult
respiratory distress syndrome (ARDS) in one, and sepsis
in one patient. The duration of ventilation was 2-64 days
with a mean of 20.12 days and the range of hospital stay
was 2-74 days with a mean of 16.5 days. During ventilation,
one patient developed pneumothorax, nine developed VAP
and 19 patients (17.9%) required tracheostomy.

Out of 108 patients, 99 were discharged but only 66
(66.7%) patients were available for follow up at 8 weeks
after the onset of illness, and 45 patients after 6 months
(Table I). The reasons for not following up were
amelioration of weakness, minor sensory symptoms,
distance from the hospital and follow up at their nearby
clinics. In the present study, three patients developed
chronic inflammatory demyelinating polyneuropathy
(CIDP) during the follow up period and were treated with
IVIG and steroids.

DISCUSSION

This is a single center study done in eastern India which
included 108 children with GBS and compared their
outcome at eight weeks and six months follow up. Of the
99 patients available for electrophysiological studies
52.8% had the demyelinating subtype and 33.3% had the
axonal variety.

In the present study, those having the axonal variety
had higher Hughes disability score at presentation, at the
peak of disease, on discharge and on follow up at eight
weeks and six months respectively. Axonal variety had a
higher incidence of GI symptoms in our study as well as
other studies [7,15] while antecedent upper respiratory
illness was more common in the demyelinating variety as
also noted in few previous studies [3,7,15]. The reasons
why some infections are more common in certain
subtypes of GBS are not very clear.

In a study by Korinthenberg, et al. [10] on 95 children
there was an improvement of 96% (91/95) (75% Grade 0 and
21% Grade 1) at the end of an observation period of 288
days. They had 74% of the demyelination subtype, which
probably explains their excellent outcome. Kalra,    et al. [2]
in their studies in 52 children conducted in northern India
revealed a recovery rate of 87.5% at 1 year follow up and
95% thereafter. In a study from southern India, Kannan, et
al. [15] all 43 children recovered (Grade1,2) at 6 month
follow up. They reported a mix of axonal (44.2%) and
demyelinating (48.8%) subtypes. Recently Yadav, et al. [1]
studied 36 children and reported a recovery rate of 84.4%
(27/32) (Grade 1,2) at 3 month follow up. Their predominant
subtype was the axonal variety (69.4%). We had a higher
number of axonal variety in follow up as compared to the
demyelinating subtype (31 vs 14). This was probably due
to persistence of weakness in axonal type which also
explains the poorer outcome of our study. Data has been
difficult to analyze as a few studies [1,15] have used a
Hughes disability score of 1 and 2 to discuss outcome
while others [2,10], including the present study, have used
a score of 0 and 1. More meaningful comparisons could
have been done if the same disability scores were used.
The overall prognosis in most studies was excellent and it
has been observed by most of the studies that a longer
duration of follow-up showed improved disability ratings
and scores [1,6,10].

The limitations of this study is being a single center
study, absence of a longer period of follow up and
insufficient numbers to draw strong conclusions

Table I Outcome at 8 Weeks and 6 Months Follow-up in
Children With Guillain-Barré Syndrome

Disability scale Grade 0 Grade 1 Grade 2 Grade 3

At 8 wk (n=66) 24 (36.4) 16 (24.2) 11 (16.7) 15 (22.7)
Axonal (n=46) 15 12 8 11
Demyelinating (n=20) 9 4 3 4
At 6 mo (n=45) 21 (46.7) 11 (24.4) 10 (22.2) 3 (6.7)
Axonal ( n=31) 13 8 7 3
Demyelinating (n=14) 8 3 3 0
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correlating the GBS subtype with the outcome.
Demyelinating variety was more common than the axonal
subtype in this cohort. Presence of gastrointestinal
symptoms, bulbar palsy and respiratory failure were
suggestive of axonal subtype. At both 8 weeks and 6
months follow-up, the demyelinating variety had a better
outcome as compared to the axonal variety.
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Expert recommendations and clinical considerations in
the use of onasemnogene abeparvovec gene therapy
for spinal muscular atrophy (Muscle Nerve. 2021 Jun
30.Online ahead of print).

Onasemnogene abeparvovec is an adeno-associated virus-based
gene replacement therapy. It delivers functional human SMN
through a one-time intravenous infusion. In addition to
substantially improving survival, onasemnogeneabeparvovec was
found to increase motor milestone attainment and reduce the need
for respiratory or nutritional support. This expert opinion
provides recommendations and practical considerations on the
patient-centered decisions like the need for patient-centered
multidisciplinary care, patient selection to identify those with
underlying medical conditions or active infections, importance of
retesting patients with elevated anti-adeno-associated virus

CLIPPINGS serotype 9 antibodies, guidelines for prednisolone tapering and
monitoring for potential adverse events, including hepatotoxicity
and thrombotic microangiopathy.

Risdiplam-treated infants with type 1 spinal muscular
atrophy versus historical controls (N Engl J Med.
2021;385:427-35)

Type 1 SMA is characterized by onset before 6 months of age
and such children are unable to sit. This study was an open-label
study of risdiplam on 41 infants with type 1 SMA who were 1
to 7 months of age at enrolment. After 12 months of treatment,
12 infants (29%) met the primary end point and were able to sit
without support for at least 5 seconds, a milestone not attained
in this disorder in natural course. Other secondary end points
measured by CHOP-INTEND, HINE-2 and survival without
permanent ventilation were also significantly different in the
study group as compared to historical controls.
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