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Guillain—-Barré Syndrome Overlapping with Longitudinally
Extensive Transverse Myelitis Associated with Isolated
Anti-GD3 IgG Positivity

izole Anti-GD3 IgG Pozitifliginin Eslik Ettigi Guillain-Barré Sendromu ve
Uzun Segment Transvers Miyelit Birlikteligi

Nur Tiirkmen

Division of Clinical Neurophysiology, Department of Neurology, Ankara Bilkent City Hospital, Ankara, Turkiye

Dear Editor,

The coexistence of Guillain-Barré syndrome (GBS) and
transverse myelitis is a rare central-peripheral overlap
syndrome. Electrophysiological studies and spinal
magnetic resonance imaging (MRI) have complementary
roles in demonstrating peripheral and central nervous
system involvement.! Anti-GD3 IgG positivity has rarely
been reported in the GBS spectrum.?3 We present a
patient with GBS and longitudinally extensive transverse
myelitis (LETM) accompanied by isolated anti-GD3 IgG
positivity.

A 74-year-old man presented with weakness beginning
in the right upper extremity and spreading within hours
to the left upper and both lower extremities. During the
preceding month, he had travelled to India and received
amoxicillin-clavulanate  for a dental/oropharyngeal
infection. No respiratory or gastrointestinal infection
or microbiologically confirmed infectious trigger was
identified. Examination revealed distal-predominant
tetraparesis, generalized areflexia, hypoesthesia below
T2, loss of bladder-filling sensation, and urinary retention.
Plantar responses were flexor. Weakness progressed to
quadriplegia the same day.

Cerebrospinal fluid showed no cells and elevated
protein (489 mg/L; reference, 150-400), consistent
with albuminocytologic dissociation. Progressive four-
limb weakness and generalized areflexia fulfilled the

essential GBS diagnostic criteria of the 2023 European
Academy of Neurology/Peripheral Nerve Society
guideline; albuminocytologic dissociation and evolving
electrophysiological abnormalities provided additional
support.”

Day-2 electrophysiology did not demonstrate definite
generalized polyneuropathy; however, absent/prolonged
F-waves with reduced persistence, A-waves, a left-sided
blink-reflex abnormality, and reduced median, ulnar,
and radial sensory amplitudes supported early GBS.
Sural responses were relatively preserved (sural-sparing
pattern). Cervicothoracic MRl demonstrated a C3-T1 T2-
hyperintense intramedullary lesion consistent with LETM
(Figure 1). Serum/CSF aquaporin-4 antibodies, serum
MOG-IgG, VDRL, and a broad CSF meningitis/encephalitis
PCR panel were negative.

Alternate-day plasmapheresis and intravenous
methylprednisolone 1000 mg/day on non-plasmapheresis
days were initiated. Day-10 electrophysiology showed
marked progression, with reduced right median/ulnar and
bilateral tibial motor amplitudes, absent bilateral peroneal
motor responses, prolonged right median/ulnar distal
latencies, and conduction slowing in the right median
and left tibial nerves. Needle EMG showed spontaneous
denervation in the left deltoid and biceps. Overall findings
indicated widespread sensorimotor polyneuropathy
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Figure 1. Sagittal cervicothoracic spinal magnetic resonance imaging showing a longitudinally extensive T2-hyperintense intramedullary lesion extending from
C3toT1, consistent with longitudinally extensive transverse myelitis (left, T2-weighted; right, STIR sequence).

with prominent axonal involvement. Although axonal
involvement was prominent, a specific electrophysiological
GBS subtype (AIDP, AMAN, or AMSAN) could not be assigned
with confidence because of overlapping electrophysiological
features. At day-10 examination respiratory and swallowing
functions remained stable, but asymmetric tetraparesis
persisted: strength was 3/5 proximally and 2/5 distally in
the right upper extremity, 4/5 proximally and 2/5 distally
in the left upper extremity, and 2/5 bilaterally in the lower
extremities.

Anti-GD3 IgG was the only positive antiganglioside antibody;
other tested ganglioside antibodies were negative. CNTNT,
CNTN1/CASPR1, NF155, NF186, MOG-IgG, and paraneoplastic
testing were also negative.

GBS-transverse myelitis overlap has been reported following
infectious triggers.”? However, the pathogenic significance
of isolated anti-GD3 IgG in GBS-LETM overlap remains
uncertain, and this single case does not establish causality.
Anti-GD3 IgG should therefore be regarded as a potentially
associated immunological finding. This case also emphasizes
that limited early electrophysiological abnormalities do not
exclude GBS and that serial studies may be valuable when
sensory level and sphincter dysfunction suggest concomitant
spinal cord involvement.
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