
Introduction:

Guillain-Barré Syndrome (GBS) is an acquired 

polyradiculoneuropathy characterized by progressive 

muscle weakness. Onset is oftenpreceded by an 

antecedent event, usually an upper respiratory tract 

infection or a diarrheal illness1. Most individuals 

recover fully or partially. GBS typically follows a 

monophasic course, but it can rarely recur. Recurrent 

GBS (RGBS) is defined as the occurrence of more than 

two episodes of GBS in the same individual2. It is 

specially uncommon in children andonly a few cases 

have been reported in the literature. The documented 

recurrence rate of the condition is between 1% to 6%3- 

4. It typically develops after an asymptomatic phase 

lasting from a few months to several years (4 months to 

10 years)5. Risk factors of recurrent GBS include 

younger age, milder course of disease, and having a 

Miller-Fisher variant in the first episode3.

We are presentingtwo cases of recurrent GBS. This 

case report provides a detailed analysis of a recurrent 

GBS case encountered in a tertiary care hospital. This 

report aimsto expand the knowledge base and raise 

awareness of this uncommon presentation of GBS in 

children.

Case series:

We describe the clinical features, diagnostic workup, 

treatment, and outcomes of two pediatric patients with 

recurrent GBS.

Case-1:

A 13-year-old boy presented with two episodes of 

weakness of all four limbs, six months apart.First 

episodes started with an acute onset of weakness of the 

lower limbs which progressed to the upper limbs over 
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5 days. He could walk with support. Examination 

revealed flaccid quadriparesis with areflexia with 3/5 

power in both upper and lower limbs. He was 

diagnosed as a case of GBS. His NCS and EMG were 

suggestive of acute motor axonal neuropathy (AMAN) 

and CSF showed albuminocytological dissociation. He 

was advised to receive IVIG but could not afford it. He 

was closely monitored and did not deteriorate further. 

He fully recovered within two months.

After 6 months of the first attack, he experienced 

similar types of weakness again which progressed over 

3 days. The severity of weakness was worse than in the 

previous episode, rendering the childunable to walk at 

all. Examination revealed flaccid quadriparesis with 

areflexia with 3/5 power in the upper and 1/5 in the 

lower limbs. His NCS and EMG were suggestive of 

acute motor axonal neuropathy (AMAN) and CSF 

showed albuminocytological dissociation. He was 

treated with IVIG and took 6 months to full recovery.

Case-2:

A 7-year-old boy came withascending weakness of all 

four limbswhichgraduallyprogressedover 9 days. He 

was able to walk with support. He had also complaints 

of tingling and numbness of limbs. Examination 

revealed flaccid quadriparesis with areflexia with 4/5 

power in the upper and 3/5 lower limbs. He had a 

history of diarrhea 2 weeks before this illness.  His 

NCS and EMG were suggestive of acute motor axonal 

neuropathy (AMAN) and albuminocytological 

dissociation was found in CSF. He recovered fully over 

4 months.

He was asymptomatic for almost two years. However, 

he was admitted to the hospital again with similar 

complaints with rapid progression over one day. The 

episode was severe enough to make him unable to 

walk. On day four, he developed swallowing 

difficulties. This episode was preceded by acute watery 

diarrhea two weeks back. The child had flaccid 

quadriparesis with areflexia, with 2/5 power in the 

upper limbs and 0/5 power in the lower limbs.His NCS 

and EMG were suggestive of acute motor axonal 

neuropathy (AMAN) and CSF showed albumino 

cytological dissociation. He received IV IG andbegan 

to recover.
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Figure 1: Findings of NCS revealed CMAP 

amplitudes were reduced in all nerves, F latencies of 

right ulner and left tibial nerves were absent, SNAPs 

were normal. These electrophysiological findings were 

consistent with Motor Axonal Polyneuropathy (GBS- 

AMAN variant)

Discussion:

Recurrent Guillain-Barré syndrome (RGBS) in 

children is an uncommon event and the concept of 

recurrent GBS is still evolving. There are only a few 

published case studies that include children with 

RGBS3 6 7. Most patients with RGBS experience only 

one episode; although highly unlikely, multiple 

episodes have been reported. Pathogenesis  of  RGBS  

is  not  clear,  but  an  immunological  and  genetic  

basis  is  suspected  because  different  types  of  the  

trigger  result  in  similar  presentation . Electrophy 

siological studies and CSF analysis are taken to aid 

clinical diagnosis of GBS but normal CSF profile can 

be found in 10 % of GBS patients throughout the 

disease.8 This case report from a tertiary care hospital 

has provided valuable insights into the clinical 

features, diagnostic considerations with recurrent GBS 

in children.

Our cases were diagnosed on the basis of history, and 

examination along with CSF and electrophysiological 

findings.

The clinical presentation of RGBS may exhibit 

variationswith some cases displaying milder symptoms 

or atypical features. In our two cases,the clinical 

manifestations of the first and recurrentepisodes were 

similar.Similar findings were found ina study 

conducted by Sudeep KC et al9. The exact mechanism 

by which similar clinical manifestations occur during 

recurrence is not yet established. The rate of 

development of symptoms was rapid and severity was 

higher in recurrent episodes in both cases. Mossberg et 

alfound shorter time period from onset to peak in 

successive episodes10. The patient with RGBS may 

experience a similar or different antecedent infection in 

same patient with successive episodes5 10. In our 

second case, both episodes were preceded by a similar 

antecedent infection, while in our first case, no such 

type of event was found. Similarly, Kuitwaard et al. 

reported antecedent infection in 53% of recurrent GBS 

cases, which is consistent with our findings5.

The interval between two episodes of GBS ranges 

between 2 months� 37 years in patients5. It was 6 

months inourfirst case and two years in the second 

case. These findingswereconsistent with the study done 

by Das et al3.

Our patients had similar AMAN variety in both 

episodes which is in contrast to the case report by M. 

DY et al where the patient developed different 

variant11. Recovery from the second episode were 

slower compared to the first one in both cases.

Conclusion:

These two cases highlight that GBS can recur. 

Although clinicalpresentation may be similar but 

severity and time between episodes can vary. 

Long-term follow-up studies are necessary to assess 

the frequency of recurrences, associated complications, 

and functional outcomes in such cases.
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