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Abstract





Background: Guillain-Barre Syndrome (GBS) is an acute polyneuropathy condition which has been reported following vaccinations [1]. We describe a rare case of post-immunization GBS complicated with acute rhabdomyolysis.

Case description: A 71-year-old male presented with progressive weakness of lower and upper extremities, fall, dyspnea started after eleven days of receiving herpes zoster and pneumococcal vaccines. The patient exhibited increased work of breath which led to immediate intubation and later also underwent tracheostomy procedure. Based on clinical presentation, initial diagnostic work up and neurology consultation, diagnosis of GBS was considered and patient received IVIG. During inpatient care serum cpk and urine myoglobin were reported 7634 and 12700 respectively showing development of acute rhabdomyolysis. Patient remained under care of multidisciplinary teams and condition started improving within 4-6 weeks. Later, he was extubated, tracheostomy tube was removed, cpk trended down to normal and patient was transferred to rehabilitation center for continuing physical therapy.

Conclusion: Our patient developed GBS following immunization and later complicated with rhabdomyolysis. This case emphasizes the need to consider GBS in any patient who presents with weakness and muscle pain following vaccinations especially shingles and pneumonia as in our case. It also focuses to closely monitor cpk levels to avoid development of fatal rhabdomyolysis.



Keywords:  Vaccination; GBS; Rhabdomyolysis; Herpes zoster; Ventilator





Abbreviations:  GBS: Guillain-Barre Syndrome; CPK: Creatinine phosphokinase; HZV: Herpez Zoster Virus; PCV: Pneumococcal conjugate vaccine (PCV); IVIG: Immune Globulin; EMG: Electromyography; CT: Computed Tomography; MRI: Magnetic Resonance Imaging; HTN: Hypertension; COPD: Chronic Obstructive Pulmonary Disease; BP: Blood Pressure; ICU: Intensive Care Unit; CSF: Cerebrospinal Fluid; WBC: White Blood Cell




Introduction 



Guillain-Barre syndrome is an acute polyneuropathy condition, which may occur after immunization with live vaccines or infection with Campylobacter jejuni [2]. It is an ascending paralysis which starts from lower extremities and further progresses upwards and in late stages is accompanied by involvement of the respiratory muscles. GBS in rare circumstances is accompanied by Rhabdomyolysis due to muscle damage which if not treated adequately can result in acute renal failure and rarely death. Mild elevation in serum creatine kinase (CK) level have been seen in early stage of GBS, but marked elevation of CK in GBS is an extremely rare finding [3]. We present the case of GBS following immunization with marked increased in serum CPK and myoglobin levels.

 Objective

The objective of this case report is to highlight the significance of considering this rare entity and related complications like pneumonia, pulmonary embolism, respiratory insufficiency, cardiac arrest [4] and rhabdomyolysis especially following routine immunizations, due to its lasting crumbling impact on quality of life for years after diagnosis.

Case Report

A 71-year-old male with past medical history of HTN, COPD presented with progressive weakness of lower and upper extremities, fall and dyspnea. His symptoms started since three days and were getting worse each day. He has received shingles and pneumonia vaccines eleven days ago. He described the weakness as tightness in his legs and reported more significantly diminished strength in his lower extremities than upper extremities. On physical examination patient was a febrile, stable BP, hyporeflexia with total paralysis of both upper and lower extremities. There were no meningeal signs, no facial palsy or hearing loss.

The patient exhibited increased work of breath which led to intubation for mechanical ventilation support in ICU. Based on history, clinical presentation, elevated CSF proteins with normal WBC count, electro radiologic diagnostic work up including EMG, CT head, MRI brain and neurology consultation, diagnosis of GBS was considered and patient received IVIG. The patient underwent a tracheostomy due to noted vocal cord paralysis and oropharyngeal weakness. Subsequently, patient also suffered of aspiration pneumonia and new onset a trial fibrillation. Dark color urinary drainage was noted in catheter bag. Although statins were on hold but serum cpk and urine myoglobin were reported 7634 and 12700 respectively showing development of acute rhabdomyolysis.

Serum potassium and creatinine remained within normal range. He was started on broad spectrum antibiotic coverage and intravenous fluids under care of multidisciplinary teams. Subsequently, patient's condition started improving within four weeks. Later, he was extubated, tracheostomy tube was removed, cpk trended down to normal and patient was transferred to rehabilitation center for continuing physical therapy.

Discussion

Guillain-Barre Syndrome is an ascending polyneuropathy condition starts from lower extremities which can progress to develop respiratory failure. Guillain-Barre syndrome (GBS) is the leading cause of acute flaccid paralysis in developed countries and is characterized by various degrees of weakness, sensory abnormalities and autonomic dysfunction. Although the underlying aetiology and pathophysiology of GBS are not completely understood, it is broadly believed that immune stimulation plays a role in its pathogenesis. Thus, since vaccines have an effect on the immune system it is biologically plausible that immunizations may be associated with subsequent GBS [5].

An immune response cross-reacts with peripheral nerve components because of molecular mimicry. The immune response can be directed towards the myelin or the axon of peripheral nerve, resulting in demyelinating and axonal forms of GBS. Campylobacter jejuni infection is the most commonly identified precipitant of GBS. Cytomegalovirus, Epstein-Barr virus, human immunodeficiency virus (HIV), and Zika virus have also been associated with GBS. A small percentage of patients develop GBS after another triggering event such as immunization, surgery, trauma, and bone-marrow transplantation [6]. Guillain-Barre syndrome (GBS) occurs world-wide with an overall incidence of 1 to 2 cases per 100,000 per year [7,8].

The initial diagnosis of Guillain-Barre syndrome (GBS) is based upon the clinical presentation. The cardinal clinical features of Guillain-Barre syndrome (GBS) are progressive, fairly symmetric muscle weakness accompanied by absent or depressed deep tendon reflexes. Patients usually present a few days to a week after onset of symptoms. The weakness can vary from mild difficulty with walking to nearly complete paralysis of all extremity, facial, respiratory, and bulbar muscles [6]. Severe respiratory muscle weakness necessitating ventilatory support develops in 10 to 30 percent [9]. GBS usually progresses over a period of about two weeks. By four weeks after the initial symptoms, >90 percent of GBS patients have reached the nadir of the disease [10].

In patients with GBS, lumbar puncture often reveals an elevated CSF protein with a normal CSF white blood cell count. This finding, known as albuminocytologic dissociation, is present in 50 to 66 percent of patients with GBS in the first week after the onset of symptoms and >75 percent of patients in the third week [11]. A normal CSF protein is found in one-third to one-half of patients when tested earlier than one week after symptom onset and therefore does not exclude the diagnosis of GBS [12]. Since the nerve conduction abnormalities progress over time, serial electro diagnostic studies are frequently helpful [13]. Findings can be normal early in the course of GBS, and are typically most pronounced approximately two weeks after the onset of weakness [14].

Conclusion

To our knowledge there are only few cases reported with GBS syndrome accompanied with rhabdomyolysis. Our patient developed GBS following immunization and later complicated with rhabdomyolysis. This case emphasize the need to consider GBS in any patient who presents with weakness and muscle pain following vaccinations like HZV and PCV as in our case. Individuals with prior history of GBS may require particular attention before receiving vaccinations. It also focuses to closely monitor cpk levels to avoid development of fatal rhabdomyolysis. However, the benefit of vaccines in preventing disease and decreasing morbidity and mortality, particularly for influenza, needs to be weighed against the potential risk of GBS [5]. Flu vaccinations seem relatively safe [15].
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