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INTRODUCTION 

Guillain-Barré syndrome (GBS) is heterogeneous group 

of immune mediated peripheral neuropathies, 

characterized by progressive, ascending paralysis and 

areflexia with or without abnormal sensory function. 

Symptoms are preceded by an antecedent event in about 

two-thirds of patients.1 The disease has been linked to 

bacterial and viral infections, systemic diseases, 

neoplasia, pregnancy, traumatic injury, and organ 

transplant.2 The diagnostic criteria for GBS are well 

defined by Brighton criteria.3 

GBS can occur in any trimester of pregnancy and post-

partum period but particularly in third trimester and first 

2 weeks post-partum. GBS is known to worsen in 

postpartum period due to an increase in delayed type of 

hypersensitivity.4 Delayed diagnosis is also common in 

pregnancy or immediate postpartum period because the 

initial non-specific symptoms may mimic changes in the 

pregnancy or can be mistaken for a psychological 

complaint.4 

GBS has been considered a devastating disease because 

of its unusual and sudden onset. About one-third of the 

patients with GBS will require mechanical ventilation 

and most GBS-related deaths occur as a result of 

respiratory failure. In the developing world, where health 

facilities are limited, GBS has been shown to be an 

important cause of flaccid paralysis.2 

ABSTRACT 

Guillain-Barre syndrome (GBS) is a rare, autoimmune disorder. Estimated incidence is 0.62 to 2.66 cases per 100000 

people annually. We report a case of GBS in 29 years old primigravida with pre-gestational diabetes mellitus 

controlled on insulin, who presented at 7 weeks of the period of gestation with complaints of numbness in both hands 

and fingers. After 3 days of hospital admission, she had progressive weakness in both limbs and difficulty in walking. 

MRI of the brain and spinal cord done to exclude other possible causes and was normal. All the other blood 

investigations including electrolytes were normal. Nerve conduction velocity test was suggestive of acute 

inflammatory demyelinating axonal motor polyneuropathy and diagnosis of GBS was made. She was managed by 

multidisciplinary approach in intensive care unit. The patient improved after plasmapheresis and supportive measures 

as thromboembolism prophylaxis and physiotherapy. Patient was discharged after 2 weeks of hospital stay and had no 

residual symptoms after 1 month. She was readmitted at 32 weeks of gestation with severe preeclampsia and 

underwent emergency cesarean section delivering 1.9 kg male baby. She was discharged on day 4 of cesarean section 

and followed in postpartum period for complications. To summarize, GBS can appear at any stage of pregnancy & 

postpartum. Diagnosis can be delayed, so needs high index of clinical suspicion. Early diagnosis along with prompt 

intensive multidisciplinary supportive care improves outcomes for the mother and foetus.   
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There is no specific therapy for GBS; however, 

plasmapheresis and intra-venous immunoglobulin (IVIG) 

administration have been shown to reduce the 

progression and severity of disease; in fact, it has been 

found to accelerate the recovery of these patients.5 

Reports of treatment of GBS complicating pregnancy 

with IVIG and plasmapheresis are available in literature.2 

Our case is unique as we treated our patient in intensive 

care unit (ICU) with plasmapheresis in her early 

pregnancy (first trimester) period. 

Herein, we report a patient with GBS who presented in 

the first trimester of pregnancy which is rare and needs 

high index of suspicion for its diagnosis. GBS during 

pregnancy, which if missed can be detrimental for the 

mother and foetus, was managed by multidisciplinary 

approach with help of gynaecologist, physician and 

physiotherapist. There are very few reported cases in the 

literature of GBS in pregnancy with different approach of 

management. So, we wish to report to the medical 

fraternity that such an event could occur anytime in 

pregnancy and can be managed with plasmapheresis 

therapy.  

CASE REPORT 

A 29 years old female, married since 2 years, came to 

obstetrics and gynaecology department of our hospital at 

7 weeks period of gestation (spontaneous conception), 

with 1 day history of numbness in both hands and fingers. 

Detailed history of patient revealed that she was pre-

gestational diabetic on insulin therapy and with deranged 

blood sugar levels as fasting blood sugar level was 

199mg/dl, postprandial blood sugar level was 276 mg/dl 

and HBA1C was 11.3%.  

On admission, she was conscious and alert, 

hemodynamically stable, and with no signs of respiratory 

distress. With the help of endocrinologist, blood sugar 

levels were controlled on human actrapid and isophane 

insulin. After 3 days, when she got up in the morning, she 

noticed weakness in both the limbs. The weakness 

worsened the following day leading to difficulty in 

walking. On neurological examination, she was conscious 

and alert but restless and anxious. All her cranial nerves 

were intact. There was no sign of meningism. She had 

flaccid quadriparesis with grade 3 power in both lower 

limbs and grade 4 in upper limbs. Hypotonia was seen in 

both lower limbs, diminished bilateral ankle reflexes, and 

both knee joint reflexes were preserved. Sensory system 

was normal, and bladder and bowel were not involved. 

The neurologist was invited who made a diagnosis of 

GBS based on the history and findings on physical 

examination. Further investigations were arranged to rule 

out other possibilities. 

Blood investigations including full blood count, serum 

electrolytes, serum creatinine, serum calcium, serum 

magnesium, and creatinine phosphokinase-MB remained 

within normal limits. Electrocardiogram revealed sinus 

tachycardia. Magnetic resonance imaging of the brain and 

spinal cord was found to be normal. Nerve conduction 

velocity study showed features of acute inflammatory 

demyelinating axonal motor polyneuropathy suggestive 

of GBS. Ultrasound scan confirmed fetal viability.  

Patient was managed in intensive care unit with 

multidisciplinary approach. The next day plasmapheresis 

was started; this was the 6th day of illness. Therapeutic 

plasmapheresis was performed as first line treatment. 

Plasmapheresis was done on alternate days, with a total 

of three sessions and in each session; typically, 30–40 

mL/kg of plasma (1–1.5 times of plasma volumes) was 

removed at each procedure and five percent albumin was 

used as replacement fluid. No plasma was used as the 

patient's coagulation profile was within normal limits. 

Peripheral femoral access was used to carry out the 

procedure; proper catheter care was maintained and lines 

were flushed with heparin before and after the exchange.  

The patient had no complications during these sessions. 

Complete coagulation profile including: prothrombin 

time (PT), activated partial thromboplastin time (APTT); 

complete blood count (CBC) including haemoglobin, 

platelet count; electrolytes (Na+, K+, Ca++); serum 

protein levels were checked before and after the 

procedure and remained within normal limits throughout 

the treatment period. After three sessions of 

plasmapheresis, i.e. on the 10th day of illness, 

physiotherapy and thromboprophylaxis were started 

simultaneously. Close observation of symptoms and signs 

done, over next 72 hours response as muscle tone, power, 

reflexes and sense of well-being was noted. The patient 

was discharged on 14th day of illness. At the time of 

discharge, the power was 5/5 in upper limbs and 3/5 in 

the lower limbs. Follow-up of the patient after 1 month 

showed no residual weakness. 

Patient was readmitted at 32 weeks with severe 

preeclampsia for which emergency caesarean section was 

done, delivering male baby of 1.9 kg weight who was 

managed in neonatal ICU. Postoperatively, patient was 

stable with no neurological symptoms, so was discharged 

on 4th day of caesarean section. Follow-up of the patient 

after 2 weeks and 6 weeks for complications or relapse of 

GBS done showing patient being normotensive but with 

diabetes mellitus. Baby is alive and healthy with no 

anomalies.   

DISCUSSION 

GBS has a very low incidence during pregnancy. 

Estimated population incidence ranges from 0.62 to 2.66 

cases per 100,000 person-years across all age groups.6 Its 

occurrence can be established as 13% in the first 

trimester, 47% in the second trimester, and 40% in the 

third trimester.7 It is usually preceded by a bacterial or 

viral infection.8 It has also been linked to underlying 

systemic diseases, certain malignancies, surgery, 

pregnancy, trauma, severe infection, and tissue 
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transplantation; acute cytomegalovirus infection 

complicating twin pregnancy has been reported. GBS 

classically presents with pain, numbness, paresthesia, or 

weakness of the limbs and this can be mistaken for a 

psychological complaint or to some neurological diseases 

or often confused with pregnancy symptoms leading to 

delay in diagnosis and treatment. 

The diagnosis of GBS is based on descriptive clinical, 

laboratory, and electro-diagnostic criteria. There are no 

pathognomonic, clinical features, and at present, no 

biomarkers are available to discriminate from disorders 

resembling GBS.3 Our patient did not give permission for 

lumbar puncture, so CSF was missing for diagnosis. But, 

NCV study was consistent with finding of GBS.  

The management of GBS in pregnancy is somewhat 

similar to that in the non-pregnant population which 

includes IVIG, plasmapheresis, physiotherapy and 

ventilator support wherever required. Intravenous 

immunoglobulin and plasmapheresis are so far standard 

treatment for GBS, but data regarding its use in 

pregnancy are limited.9-11 Immunomodulation with 

plasmapheresis and IVIG had been found to improve 

treatment outcomes with full recovery in 70–80% of 

patients.2 Mehndiratta et al described the efficacy and 

cost-effectiveness of current therapies in GBS.12 Cost of 

plasmapheresis is very less compared with IVIG with 

similar results. Hence, plasmapheresis was used as first 

choice of treatment in our patient. 

It has been known that the major complications of 

plasmapheresis in pregnancy include coagulation 

abnormalities, maternal sepsis, hepatitis, and 

hemodynamic alterations that possibly compromise 

uteroplacental perfusion.13,14 But, such complications did 

not occur in our patient after plasmapheresis.  

On the other hand, the efficacy and safety of IVIG 

treatment has been broadly accepted in the field of 

reproduction such as in idiopathic thrombocytopenic 

purpura complicating pregnancy, recurrent spontaneous 

abortion and neonatal passive immune thrombocytopenia. 

However, if conditions need a combined therapy of 

plasmapheresis and IVIG, plasmapheresis should precede 

IVIG therapy.9 To further confirm the efficacy of IVIG, 

as a single treatment in GBS complicated pregnancy, 

prospective clinical trial comparing it with 

plasmapheresis are needed.  

Clinical trials indicate that plasmapheresis is more 

effective than supportive treatment alone in reducing the 

median time taken for patients to recover. Available 

literature shows treatment of acute inflammatory 

demyelinating polyneuropathy (AIDP) in pregnancy with 

IVIG and plasmapheresis. Also, Goyal et al have 

described the management of a primigravida presenting 

at 26 weeks' gestation with plasmapheresis.9,15-18 

Our patient who presented and diagnosed with GBS in 

first trimester of pregnancy was treated in ICU with 

plasmapheresis therapy, showing remarkable recovery 

with the treatment. In our patient’s pregnancy period, 

there were no fetal complications, but she developed 

severe preeclampsia at 32 weeks for which emergency 

caesarean section was done, with no postpartum 

complications or relapse of GBS. 

Poor prognostic factors for GBS are serious deficits in 

muscular balance, the need for assisted ventilation and 

reduced amplitude of evoked motor potential.19 Relapse 

in GBS has been reported to occur in 5.5–6.8% of 

patients.20 Up to 20% of patients are disabled after 1 year, 

and a maternal mortality of 7% has been quoted (non-

pregnant GBS has mortality <5%).21 

CONCLUSION 

GBS rarely complicates pregnancy but is associated with 

co-morbidities. It can appear at any stage of pregnancy & 

postpartum. So, obstetricians should have a high index of 

suspicion for early diagnosis of the GBS complicated 

pregnancy and treatment should be in intensive care unit 

with multidisciplinary approach involving ventilator 

support if required, plasmapheresis or IVIG, prophylaxis 

for venous thromboembolism, proper nutrition, infection 

control and psychological support should be used to 

improve the prognosis for both mother and fetus. 

However, these are not readily available in resource-

limited settings because of cost and the recovery course 

can be very long, requiring prolonged periods of 

intubation and despite best efforts maternal mortality can 

occur.  
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