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ABSTRACT

ÖZET

Introduction: Patients presenting at the emergency department
with a range of complaints are likely to have a diagnosis of more
than one disease. These patients with more than one system
involvement, who will receive a diagnosis of concomitant diseases,
cause various difficulties for emergency department physicians.

Giriş: Acil servise çeşitli şikayetlerle müracaat eden hastalar
eşzamanlı olarak birden fazla hastalık tanısı alması olasıdır. Bir ve
birden fazla sistemi ilgilendiren eşzamanlı hastalık tanısı alabilecek
hastalar, acil hekimine çeşitli zorluklar yaşatabilir.

Case Report: The case is presented here of a 28-year old male who
presented at the emergency department with clinical findings
of Guillan-Barre Syndrome, meningitis and spinal astrocytoma
following an upper respiratory tract infection.
Conclusion: This paper aimed to discuss the diagnoses, followup and treatment of this rare disease patient who has presented
with clinical findings of GBS and who was then diagnosed of
concomitant GBS, meningitis and spinal astrocytoma.

Olgu Sunumu: Yirmi sekiz yaşında erkek hasta geçirdiği üst
solunum yolu enfeksiyonu sonrasında eşzamanlı Guillain-Barre
Sendromu, menenjit ve spinal astrositom klinik bulguları ile acil
servisimize müracaat etti.
Sonuç: Bu yazda GBS klinik bulguları ile başvuran, GBS, menenjit
ve spinal astrositom tanısı alan nadir bir olgunun tanı ve tedavisini
tartışmayı amaçladık.
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Introduction
Acute or subacute Guillan-Barre Syndrome (GBS) is an inflammatory demyelinating disease characterized by progressive flask
paralysis (1). Meningitis, which is caused by various microorganisms, is an inflammatory disease with acute or chronic onset,
which damages the brain membranes and brain tissues and is characterized by cerebral spinal fluid cellular and biochemical
changes and clinical neurological findings (2). Astrocytomas are intradural-intramedullar tumours which make up 5% of all
spinal tumours (3). This paper aimed to discuss the diagnoses, follow-up and treatment of this rare disease patient who has
presented with clinical findings of GBS and who was then diagnosed of concomitant GBS, meningitis and spinal astrocytoma.
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Case Report
A 28-year old male patient presented at the emergency department
with complaints of head and neck pain, numbness of the hands and
loss of strength in the feet. A previous history of upper respiratory
tract infection was present 3 weeks ago. Medical history revealed
nothing to was normal. On presentation, his Glasgow Coma Score
(GCS) was 14 (E3V5M6). Arterial blood pressure was 150/100mmHg,
pulse rate 102/bpm, respiratory rate 20/min and fever 38°C. Physical
examination determined mydriasis and ptosis in the right eye and
no light reflex in the right eye. There was right central facial paralysis
and stiffness of the neck. The Babinski reflex was negative on both
sides and the deep tendon reflexes (DTR) was reduced bilaterally
in all extremity. There was a two fifths loss of strength in the lower
extremities. The sphincter tone was on decrease. The laboratory
values were measured as glucose 136 mg/dL (70-110mg/dL), CRP
36.90 mg/dL (0-0.5 mg/dL), LDH 1155 U/L (240-480 U/L), CK-MB
69 U/L (0-6.73 U/L), leukocyte count 20.500/mm3 (4.8-10.8/mm3),
sedimentation rate 74/hrs (0-20/hrs) and procalcitonin 2.09 ng/mL
(0-0.5ng/mL). The other laboratory tests was normal.
No pathology was reported on the CT of the brain. On the microscopic
evaluation of the cerebrospinal fluid (CSF) drawn by an LP, gram
staining did not reveal any cells and microorganism. Biochemical
analysis of CSF determined glucose 1 mg/dL and protein >175 mg/dL.
Electromyography and MRI of brain were reported as normal. Patient
diagnosed as meningitis and treatment intravenous ceftriaxone
2 gram/day and amphotericin-B 1 gram/day was started. On the
second day of treatment, the patient was intubated and admitted to
the intensive care unit since oxygen saturation was decreased and
respiratory problems developed. After two months in intensive care
unit, he was still having difficulty in swallowing, had facial asymmetry,
loss of sensation in upper extremities bilaterally and paraplegia,
therefore, sequels of meningitis was assumed to be developed.
After the planning of rehabilitation with Physical Medicine and
Rehabilitation (PMR), he was discharged with partial recovery.
Despite 6 months of PMR support to the treatment, no improvement
was observed in the patient’s condition, so, an MRI of the spine
was ordered. An intradural-intramedullar mass was shown from T3
through T9 (Figure 1). An astrocytoma was diagnosed with a biopsy
so the patient was readmitted and a T4-T5-T6 total laminectomy
was performed and then he was discharged. Unfortunately, no
improvement in the findings were observed, the patient readmitted
one month later. Patient eveluated again. After several work-ups
including an EMG, the patient was diagnosed as Bickerstaff’s brain
stem encephalitis, a variant of GBS and treatment of intravenous
immunoglobulin (IVIG) was started. After IVIG, loss of sensation was
ceased, muscular strength was increased and the patient became
able to stand with support.

Figure 1. Spinal astrositom

first clinical sign is the development of muscle weakness, starting
from the lower extremities and progressing upwards (Landry’s
ascending paralysis). Due to the ascending progressive muscle
weakness, respiratory impairment can develop associated with
the involvement of the intercostal muscles. DTR decrease or may
disappear completely (4). As there are many known variants, clinical
similarities to meningitis may be seen as in the case presented here
and this may cause delayed diagnosis.
LP findings are important for the diagnosis of meningitis. But, despite a
diagnosis of bacterial meningitis, 12% of cases, as in our case, may not
have pathological LP findings and in the diagnosis of these cases can be
only based on clinical findings (5). However, diagnosis of GBS depends
on history and clinical findings as an immune-mediated disease of
the peripheral nervous system, characterized by progressive muscle
weakness and loss of reflexes within days. Typical clinical findings of
GBS are mild paresthesis in the fingertips, followed by symmetrical
weakness in the lower extremities and hours or days later, involvement
of the upper extremities and respiratory muscles. Pain occurring
particularly in the back, the lower extremities and the abdominal
region, is one of the definitive characteristics of the syndrome (6).
Although EMG is useful for diagnosis, it should not be forgotten that
in the first few days of the disease all the nerve conduction test results
may be normal, as in the case presented here (7). In Bickerstaff’s brain
stem encephalitis, one of the variants of GBS, there are changes in
consciousness, ataxia and symmetrical opthalmoplegia. The Babinbski
reflex has been reported that could be positive in 50% of cases (8).
Due to the potential fatal complications of GBS, close monitoring is
required. Plasmapherisis and IVIG have been found to be effective
particularly in the first two weeks of treatment. Plasmapherisis should
be applied a total of five times during two weeks. IVIG at a dose of 0.4gr/
kg should be applied for five days. No advantage of the concomitant
use of IVIG and plasmapherisis was shown in the application (9).

Discussion
In 60-70% of GBS cases, there is a history of infection 1-4 weeks
previously before the onset of neurological symptoms. Generally the
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Astrocytomas are most frequently seen in the third and fourth
decade of life. More than half of spinal cord astrocytomas are
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observed particularly in the upper thoracic region. They may cause
sphincter impairment and segmental lower motor neuron findings
(3). The presence of astrocytoma in the case presented here was
incidental and increased the difficulty of diagnosis.
In our case, fever, stiffness of the neck, increasing neck and head
pain, altered mental status, results of the CSF analysis, increase in the
acute-phase reactants and laboratory findings of infection led to the
diagnosis of meningitis. Alterations in mental status may be present
in meningitis and more than 95% of adult cases have stiffness of the
neck. Kernig and Brudzinski signs indicate meningeal irritation with
95% specificity and 5% sensitivity (10).
Despite low glucose levels in CSF analysis indicating bacterial
meningitis, no cells were present, so, diagnosis of meningitis was
made according to clinical findings and empirical Ab Tx was initiated.
The involvement of N.oculomotorius and N.facialis in this case from
the history of upper respiratory tract infection, followed by progressive
motor loss ascending from the lower extremities, the loss of feeling
in the hands, that these findings were symmetrical, areflexia and DTR
loss led to consideration of GBS. However, that no pathology was
determined from the EMG which examined 3 days after the onset
of symptoms, caused a distancing from the GBS diagnosis and the
neurological condition was thought to be associated with meningitis
and so a late diagnosis was made of this variant type.
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