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Atypical Guillain-Barre Syndrome in a known Case of Lumbar Canal
Stenosis - A Clinical Dilemma
Vivek Vincent¹, Sudar Sreekumar¹, K P Ramkumar¹
Abstract
Introduction: Guillian Barre is an autoimmune syndrome characterised by acute inflammatory demyelinating
polyneuropathy.Patients suffering from GBS typically have pain,numbness,paraesthesia and weakness in upper limbs
and lower limbs.They do mimic symptoms of lumbar canal stenosis at certain occasions which can be very misleading
and lead to a wrong diagnosis and management.Here,we report a case of a 60 yr old gentleman with an atypical GBS
presentation with underlying lumbar canal stenosis.
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Introduction
Lumbar canal stenosis is prevalent in elderly population
[10]. Typical Guillain-Barré syndrome (GBS) is a
straightforward clinical diagnosis. Clinical scenario in
which there is a combination of GBS in a case of
underlying spinal canal stenosis mimicking a cauda
equina syndrome is rarely seen. Here, we report a case of
60-year-old male with cauda equina syndrome resulting
from GBS with symptomatic spinal stenosis.
Case Report
A 60-year-old healthy gentleman presented to the Spine
department with low back pain, bilateral numbness, and
sudden onset weakness in both lower limbs for 4 days. He
was unable to stand or walk without assistance. He was on
treatment for lumbar canal stenosis for about 6 months
with medications and physiotherapy. On physical
examination revealed Grade 2 power in both lower limbs.
Numbness not presents over the sensory dermatomal
distribution levels. Deep tendon reflexes were hypoactive,
and Babinski sign was negative. Sensory distribution over
1
Department of Orthopaedics,
Metropolitan Hospital, Thrissur.

Address of Correspondence
Dr. Vivek Vincent Valiyaveettil
Department of Orthopaedics,
Metropolitan Hospital, Thrissur
E-mail: drvivekvincent@gmail.com

the lower limbs was normal. Magnetic resonance imaging
(MRI) of the lumbar spine shows lumbar canal stenosis
L4-L5 and L5-S1 (a and b).
Due to the rapidly progressive motor weakness, we
suspected pain and paraparesis due to other causes apart
from lumbar canal stenosis. Nerve conduction study
showed asymmetrical sensory motor neuropathy of
upper limbs and lower limbs. Cerebrospinal fluid (CSF)
analysis showed albuminocytological dissociation. The
patient was advised intravenous immunoglobulins“
advice intravenous immunoglobulin IgG 0.4 g/kg daily
for 5 consecutive days. 3 weeks after the onset of
symptoms with neurorehabilitation patient began to
improve and could walk with assistance and at a total of 6
weeks duration patient could walk without any assistance
and carry out daily activities on his own.
Discussion
Diagnosis of atypical GBS with underlying lumbar canal
stenosis is sometimes a challenge and will definitely
require a neurologist to come to an accurate diagnosis and
to avoid a surgery, which can lead to a disaster. GBS is
characterized by rapidly progressive symmetrical
weakness in the upper and lower limbs without sensory
disturbances, hyporeflexia, or areflexia [1, 13]. Typical
GBS symptoms, which occur first, are pain, numbness,
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paraesthesia,
or weakness in
the limbs [4].
C e r t a i n
studies report
pain in 2
w e e k s
Figure 1: Saggital and axial T2 images showing p r e c e d i n g
stenosis at L4-l5,L5-S1.
weakness in
36% of
patients and 66% reported pain in 3 weeks [8]. Muscular
pain is the regular pattern of pain in the lower limbs rather
than a radicular pain and pain normally present in lower
extremities than at the lumbar region [1, 8]. Numbness
and paraesthesia affect the extremities and spread
proximally. Weakness can be proximal, distal or a
combination of both rapidly progressive, bilateral and
relatively symmetric [4]. Certain atypical cases have been
reported with asymmetric we kness, unilateral facial palsy,
normoreflexia, or hyperreflexia. Electrodiagnostic study
and CSF analysis are helpful in confirming the diagnosis.
Ner ve conduction study (NCS) is important in
diagnosing and confirming that disease is more of a

peripheral neuropathy type. Studies have shown Initial
NCS up to 13% can be normal and in such cases retesting
after 2 weeks might be required to confirm the diagnosis
[4, 7]. CSF examination with albumin cytological
dissociation is a typical feature of GBS. In pediatric case,
spinal MRI with gadolinium can be used as an additional
diagnostic tool to visualize the enhancement of the spinal
nerve roots. Symptoms arising from Cauda equina
syndrome and GBS can be very similar in a case with
underlying lumbar canal stenosis. Clinical presentation of
cauda equina syndrome is low back pain, bilateral sciatica,
saddle anesthesia, and weakness in both lower limbs which
can progress to paraplegia, bowel and bladder dysfunction
and diminished ankle jerk [10].
Conclusion
Atypical GBS is a definitely a challenging clinical dilemma
in a case of underlying lumbar canal stenosis. Detailed
history and careful observation of the course of the
progression of the disease needs to be taken into
consideration, and suspicion of the possibility of any
neurological condition is essential for management and
avoiding unnecessary surgery.
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