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ABSTRACT
Aim: The outcome of various treatments of GBS in children.
Study design: Cross sectional study
Study location: Department of Paediatrics, SZMC and Hospital, Rahim Yar Khan
Study duration: From November 2014 to December 2015
Methods: All the consecutive children having Guillain–Barré syndrome.These children were selected according to
inclusion and exclusion criteria.
Sample size: Thirty-fourchildren with GBS.
There were three types of treatment offered; group A Intravenous Immunoglobulin, group B Plasma exchange and
group C, Inj. Dexamethasone and oral prednisolone. All groups were given supportive care.
Results: In this study Plasma Exchange has the best (100%) cure rate while IV Immunoglobulin G has moderate
(64%) and steroid has worst (43%) cure rate.
Conclusion: In our study, we found that some treatments used in GBS are very effective, however some patients
do not give response to the treatment and plasma exchange has best cure rate.
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INTRODUCTION
Guillain–Barré Syndromeis a polyneuropathy which occurs
after some infectious disease and involves mainly the
motor nervous system. Sometimes,it may involve the
sensory and autonomic nervous system as well. It affects
all age groups1. However it is rare in children2. The
incidence is 1.2–2.3 per 100,000 populations per year.
Most commonly Campylobacter jejuniis the preceding
infection. Others infections are Epstein–Barr virus,
cytomegalovirus, hemophilus influenza and mycoplasma
pneumoniae. There are some documented associations of
GBS with vaccinations, operations or stressful conditions.
The commonesttype of GBS is acute inflammatory
demyelinating polyneuropathy (AIDP) which constitutes
about 75% of the syndrome. It may also involve the
sensory neurons. However, acute motor axonal neuropathy
(AMAN)is exclusively motor disorder and involve the axons
only. In this disease, the antibodies are formed against
gangliosides, especially GM1. A third variety of GBS is
Acute Motor and Axonal Neuropathy. It is an acute axonal
disorder which involves both motor and sensory
nerves. Miller Fisher syndrome is a variant of GBS with no
weakness. There is ophthalmoplegia, ataxia and areflexia.
This disorder is characterized by antibodies to
neuromuscular junction ganglioside GQ1b and interfere
with transmitter release.
The GBS is an antigen antibody reaction against
peripheral nerves after some respiratory or gastrointestinal
infectionsspecially in AMAN and Miller Fisher syndrome3.
However, in AIDP, cellular mechanism may be more
important.Although antibodies have a role in the process of
demyelination.
The most important clinical feature of GBS is rapid
progression of weakness. The most serious complication of
GBS is respiratory failure due to respiratory muscles
weakness leading to fatigue. Ventilation is required in
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around 10% of cases4. Maximum weakness occurs within 4
weeks. The plateau phase ranges from days to weeks or
even months. Then a slower and variable recovery phase
starts. In spite of giving, intravenous immunoglobulin (IVIG)
or plasma exchange (PE) about 20% of patients remain
unable to walk after 6 months. Some patients remain
disabled or severely fatigued and in these patients even
after 3 to 6 years, there is a great hindrance in social life
and daily activities.
The treatment of GBS is mainly supportive. Specific
treatment is IVIG or plasmapheresis.5In plasma exchange
(plasmapheresis), the plasma is removed from the blood of
the patient. The blood cells are mixedwith normal saline
and infused again intothe body. In this way plasma
containing
the
autoantibodies
is
removed.
In
immunoglobulin therapy, high doses of intravenous
immunoglobulin (IVIG)are given which can block the
antibodies damaging the neurons. Steroids have
controversial role. It can be given in oral or injectable form.
Prednisolone, methylprednisolone and dexamethasone are
having the same results.
These patients should be managed in an intensive
care unit (ICU). The vital signs monitoring should be done
and input output of record should be maintained.Nutritional
care and prevention from bed sore are important.GuillainBarre syndrome is a progressive neuropathy leading to
paralysis. The physiotherapy is the mainstay of supportive
treatment in these patients which is requiredin every stage
of recovery6.
In most patients of Guillain-Barre syndrome following
course of disease can be observed; after the first
manifestation of disease, the condition will progressively
increase in severity for about two weeks. Then
thesymptoms reach a plateau in four weeks. Afterward
recovery starts, usually lasting 6 - 12 months. Although in
some patients the course may be as long as three years. In
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children, GBS is usually benign, and spontaneous recovery
begins within 2-3 weeks but in adults the clinical course of
the disease is highly variable and difficult to predict. The
objective of this study is to assess the outcome of different
treatment used to treat Guillain–Barré syndrome among
children.

METHODOLOGY
This cross sectional study was conducted in the
Department of Paediatrics, SZMC and Hospital, Rahim Yar
Khan from November 2014 to December 2015. All the
consecutive children having Guillain–Barré syndrome were
selected according to inclusion and exclusion criteria.
Sample size: Thirty-four children with GBS. There were
three types of treatment offered; group A Intravenous
Immunoglobulin, group B Plasma exchange and group C,
Inj. Dexamethasone and or oral prednisolone. All groups
were given supportive care.
Inclusion criteria:

Children below 14 years of age suffering from
symmetrical asending paralysis.

CSF:
Protein: raised
WBC Count: not more then 50/mm3
Nerve Conduction Studies: Polyneuropathy
Exclusion criteria: Patients not fulfilling the inclusion
criteria. Ethical approval was sought from IRB of hospital?
Data analysis was done by using SPSS version 20 and
outcome variables were: Patients cured, Died, and left
against medical advice.

RESULTS
Thirty four patients were included in the study.Mean age
was 9±3 years and 13(38%) were female patients.
Table I: Outcome of treatments used to treat Guillain Barre
Syndrome patients
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Table I shows treatment outcome among patients
treated with three different modalities. In this study PE has
the best (100%) while IVIG has moderate (64%) and
steroid has worse (43%) result. In this study, 20% patients
receiving IVIG died and 16% left against medical advice.
43% patients receiving steroids died and 14% left against
medical advice.

DISCUSSION
Guillain–Barré
Syndrome is a polyneuropathy which
occurs after some infectious disease and involves mainly
the motor nervous system. It may occur in any age. In
100,000 populations, the incidence of GBS is 1.2–2.3 per
year. The treatment of Guillain-Barre syndrome is only
supportive and there is no cure. Intravenous
immunoglobulins and Plasma exchange (Plasmapheresis)
are the most important ways of treatment which can
hastethe recovery phase. These also reduce the severity of
illness. However steroid may have a controversial role.
Jaydip Ray Chaudhuri, Suvarna Alladi et al concluded that
in developing countries, Plasmapheresis may be a better
option in treatment of GBS.7According toPieter A. Van
, Krista Kuitwaard et al most effective treatment of GBS is
Intravenous immunoglobulin (IVIG)8. Matthew Harms
concluded that different treatments of GBS can limit the
severity but patients remained at risk of complications9.
Diener HC, Haupt WF et al found significant improvement
in disability after four weeks treatment withPlasmapheresis
then the untreated control.10Hughes RA, Swan AV et al
described that none of the treatments (plasma exchange,
IVIG, corticosteroid) significantly reduced mortality11. R
Korinthenberg and J S Mönting found that immunoglobulins
were able to accelerate recovery in children who were not
able to walk in the start of treatment. Corticosteroids were
less potent. However, Plasmapheresis could not be
evaluated because of itslimitation in the most severe
cases12. Gürses N, Uysal S et al concluded that IVIG is a
safe and effective treatment which also shortens the time to
recovery13. Schessl J, Korinthenberg Ret al found that
treatment with IVIG gives a faster recovery14. Hughes RA,
Wijdicks EF et al described that the treatment with plasma
pheresis or IV immunoglobulin (IVIG) hastensthe recovery
from GBS but the combination of two treatment modalities
in the same patient is not beneficial. Similarly, treatment
with steroid alone is not useful15. Färkkilä M, Kinnunen E et
al described that there is increasestrength of the muscles
and decrease CSF protein. These findings are more
significant in the plasma exchange group than in the control
group, but this had no effect on duration of hospital stay or
recovery periods16.
Alshekhlee A, Hussain Z et al
concluded that mortality rate in GBS is low, what so ever
be the treatment17. Chiò A, Cocito D et al described the
same thing that in GBS both mortality and morbidityare
related to axonal involvement which ever be the
treatment18. Bersano A, Carpo M et al described that 90%
of GBS patients included in the study had more or less
complete functional recovery with different modes of
treatment19. Schröder A, Linker RA, Gold R successfully
applied
in
chronic
inflammatory
demyelinating
polyneuropathy20. Chevret S, Raphaël JC et al found that
plasma exchange is superior to supportive treatment
alone21. The controlled trial by Osterman PO, Fagius J et al
in 38 patients with severe acute inflammatory
polyradiculoneuropathy concluded that course of the
disease was shortened in plasma exchange.22 Christine
Verboon, Pieter A Van
described that intravenous
immunoglobulin (IVIG) and plasma exchange are very
useful in motor improvement of GBS23. Hughes RA,
Pritchard J et al described that Chinese herbal medicine
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tripterygiumpoly glycoside accelerated the recovery more
than corticosteroids but this result needs more research24.
Hugh J Willison, Bart C Jacobs et al described that the
treatment of GBS withsupportive care and intravenous
immunoglobulin or plasma exchange is the best
management approach.25Porcher R, Orlikowski D et al
suggest that viral replication may be associated with the
neuropathological processes of CMV related GBS26.

CONCLUSION
In our study, we found that some treatments used in GBS
are very effective, however some patients do not give
response to the treatment and a long term follow up was
required. Morbidity is more as compare to the mortality. In
spite of poor resources, Plasmapheresis is better than
other treatment options.
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