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Abstract
Objective: Guillain-Barré Syndrome (GBS) is a condition with
rapidly progressive generalized weakness and variable clinical
features and outcome. Aims of the study are clinical characteristics
and identify predictive factors of mechanical ventilator
requirement and outcome at 3 months follow up.
Method: Medical records of patients with newly diagnosed GBS
admitted to Phramongkutklao Hospital from January 2005 to
October 2014 were reviewed. Clinical data were used to identify
predictors of mechanical ventilator requirement and functional
outcome.
Results: Among 23 patients, mean age was 42.04 ± 20.1 years,
range 27-79 years, 65.2% were male. Acute inflammatory
demyelinating polyradiculoneuropathy (AIDP) was the most
common variant (69.6%) and 33.5% had reported of having
antecedent infections. An average hospital stay of 13.52 ± 9.3
days. Clinical presentations were limbs weakness (95.7%), sensory
symptoms (82.6%), ataxia (8%), dysarthria (6%), dysphagia (6%)
and diplopia (4.3%). Electrodiagnosis was performed in 87% and
revealed predominant demyelinating processes (60.9%) and axonal
neuropathy processes (21.7%). Nineteen patients were obtained
intravenous immunoglobulin, 2 patients were received plasma
exchange. Only 2 patients had not received any immunotherapy.
Dysarthria (p = 0.04), dysphagia (p = 0.04) and lower Barthel
index (p = .004) were independent predictor of mechanical
ventilator in GBS. Hughes disability scales at 1 month follow up
was a predictor of poor outcome group at 3 months (p = 0.019).
Conclusion: Clinical features and subtype classifications were
similar to published studies. Bulbar dysfunction, respiratory
distress and performance status were predictors of mechanical
ventilator requirement. Long-term outcome depended on initial
disability scale and good supportive care.



disability scale and good supportive care.
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Introduction

Guillain – Barré syndrome (GBS) is a common cause of
acute progressive flaccid paralysis with an autoimmune etiology,
characterized by symmetrical weakness of limbs, and hyporeflexia
or areflexia which reach in maximum severity within 4 weeks.1-3

Sensory symptoms usually start distally with symmetrical patterns
and autonomic symptoms could be seen.  Acute inflammatory
demyelinating polyradiculoneuropathy (AIDP) and acute motor
axonal neuropathy (AMAN) are most common subtypes. Other
subtypes such as acute motor-sensory axonal neuropathy
(AMSAN) and Miller Fisher syndrome (MFS), consisting of
ophthalmoplegia, ataxia and areflexia, are less common. Overall,
the clinical course, severity, and outcomes of GBS are highly
variable.

The worldwide incidence of GBS was reported between 1.1
and 1.8/100,000 persons/year. 4 GBS incidence increased by 20%
for every 10-year with increasing in age; the risk of developing
GBS was higher in males than females5 and several infections and
vaccinations have been implicated in this condition. The clinical
criteria proposed by Asbury and Cornblath 6, 7 are generally
accepted as the guideline for diagnosis. Diagnosis depends on
repeated neurological examinations manifest advancing
symmetrical weakness and decrease or absent reflex combined
with albumin-cytological dissociation in cerebrospinal fluid (CSF)
and nerve conduction study (NCS) is useful in diagnosis and
performing GBS subtypes.  

Intravenous immunoglobulin and plasma exchange have been
proven for their benefits, to recover walk ability, hospitalization
and duration of ventilator assistance. Even specific treatments
about 3-10% percent of GBS patients have severe disease or even
die1. The mortality is usually related to systemic problems or
complications of hospitalization, rather than the actual disease.
Respiratory failure is a serious short-term complication of
Guillain-Barré syndrome and can require invasive mechanical
ventilation in 20-30% of patients.8

This study purposed to identify clinical characteristics of
GBS patients in Phramongkutklao Hospital. In addition we aimed
to identify predictors associated with poor outcome and invasive
mechanical assistance.



 
Methods

Diagnostic code (International Classification of Disease and
Related Health Problem 10th version – Thai modification (ICD-10-
TM)) code G 61.0 for Guillain – Barré syndrome was used to
identify patients older than 18 years presenting at
Phramongkutklao Hospital from January 1, 2005 to October 31,
2014 for recruitment. Inclusion criteria were the inpatients with
newly diagnosed GBS. The referred patients who had completely
treated from other hospitals or the disease onset of longer than 4
weeks, or other final diagnosis for neuromuscular weaknesses were
excluded from study. GBS was diagnosed according to Asbury and
Cornbath’s criteria. All data were collected such as age, gender,
past medical history, anticipant infection or vaccination within 4
weeks, clinical manifestations including initial symptoms and
neurological findings, GBS subtypes, cerebrospinal fluid (CSF)
results, electrophysiological diagnosis results and specific
treatments comprising intravenous immunoglobulin (IVIg) and
plasma exchange. Only data of first CSF profiles were used to
analysis.

Disability was assessed by Barthel index and Hughes
disability scale. Barthel index used to evaluate performance and
dependences in ten modalities of activities daily living such as
grooming, feeding, and toileting used. Each variable has 0-15
points, total 100 points. A higher number is associated with a
greater likelihood of being able to live at home with a degree of
independence. Hughes disability scale is defined by grade 0; a
healthy state, grade 1; minor symptoms and capable of running,
grade 2; able to walk 5m or more without assistance but unable to
run, grade 3; able to walk 5m across an open space with help,
grade 4; bedridden or chair bound, grade 5; requiring assisted
ventilation for at least part of the day and grade 6; dead.  Disability
was assessed at first visit and after discharge at 4 and 12 weeks. All
cases were classified to good outcome (Hughes disability scale 0-
2) and poor outcome or death (Hughes disability scale 3-6) at 12
weeks follow up.

 
Statistical analysis

Data was displayed as means and standard deviation (SD) for
continuous variables and counts (percentages) for category
variables. Difference between good and poor outcome were
compared using unpaired student’s t-test for continuous variables
and Chi-square test for category variables. Statistical analyses were



and Chi-square test for category variables. Statistical analyses were
performed using SPSS version16 software package with 2 tails for
all test and significance set at p value < 0.05.

 
Results

Over the 10-year record, there were 29 cases diagnosed with
Guillain-Barre syndrome. We excluded six patients from our study
since three patients were final diagnosed with chronic
inflammatory demyelinating polyradiculoneuropathy (CIDP), two
patients been admitted for rehabilitation after treatment completion
from private hospitals and one case referred for only weaning off
ventilator. Therefore, we analyzed 23 GBS patients. The
demographic and baseline characteristics were described in Table
1. Fifteen patients (65.2%) were men. The mean age was 42 years
(range 21-79 years). According to clinical and electrophysiological
diagnosis findings, 16 cases (69.6%) were compatible with AIDP.
There were 4 cases (17.4%) diagnosed with AMAN, 2 cases with
AMSAN and 1 with Miller Fisher syndrome. Only 10 patients
(42.5%) had preceding events, mostly with nonspecific upper
respiratory tract infections [8 patients (34.8%)] and 2 patients
(8.7%) with pneumonia. No preceding gastrointestinal infection or
vaccination was reported in this study. We found newly diagnosed
HIV infection in 1 case (4.3%).

 
Table 1. Demographic and baseline characteristics (n =23)
 

Characteristics Total (n 23)
Number

(%)

Ventilator (n
4)

Number (%)

Non-Ventilator
(n 19)

Number (%)

p-
value

Age - years, Mean
+ SD

42.04 ±
20.1

51.0 ± 20.0 40.15 ± 20.1 0.337

Male : Female 15 (65.2) : 8
(34.8)

4 (100) : 0 11 (57.9) : 8
(42.1)

0.154

Hospital stay–
days

    

• Total 13.52 ± 9.3 25.0 ± 11.9 11.11 ± 6.9 0.004*
• ICU 0.87 ± 2.9 5.0 ± 5.8 0  

GBS subtypes    0.846
• AIDP 16  (69.6) 3 (75.0) 13 (68.4)  

• AMAN 4  (17.4) 1 (25.0) 3 (15.8)  

• AMSAN 2  (8.7) 0 2 (10.5)  

• MFS 1  (4.3) 0 1(5.3)  



• MFS 1  (4.3) 0 1(5.3)  

Antecedent events    0.172
• URTI 8  (34.8) 3 (75.0) 5 (26.3)  

• Diarrhea 0 0 0  

• Others 2  (8.7) 0 2 (10.53)  

• Recent
vaccination

0 0 0  

Underlying
diseases

    

• Diabetes 2  (8.7) 1 (25.0) 1(5.3) 0.324
• Hypertension 7  (30.4) 1 (25.0) 6(31.6) 0.648
• Dyslipidemia 6  (26.1) 1 (25.0) 5(26.3) 0.730
• HIV infection 1 (4.3) 0 1(5.3) 0.826
• Neuropathy

history
2  (8.7) 0 2(10.5) 0.676

• Autoimmune
 

2  (8.7) 0 2(10.5) 0.676

Smoking 6  (26.1) 2 (50.0) 4(21.1) 0.270
Regular alcohol
drinking

1  (4.3) 1 (25.0) 0 0.174

NB: Abbreviations: ICU, intensive care unit; AIDP, acute inflammatory demyelinating
polyradiculoneuropathy; AMAN, acute motor axonal neuropathy; AMSAN, acute motor-sensory
axonal neuropathy; MFS, Miller Fisher syndrome; URTI, upper respiratory tract infection; HIV
,human immunodeficiency virus
 
 

The most frequent clinical presentations were limb weakness
22 patients (95.7%) and sensory symptoms; numbness, tingling 19
patients (82.6%). Lumbar puncture was performed on 21 cases
(91.3%). Mean CSF WBC was 12.1 cells/ cu.mm, mean CSF
protein was 109.4 mg/dL, and mean glucose ratio was 0.66. The
clinical presentations and investigations were given in Table 2.

 
Table 2. Clinical Presentations and Investigations
 
Symptoms (n=23) Total (n 23)

Number
(%)

Ventilator
(n 4)

Number
(%)

Non-Ventilator
(n 19)

Number (%)

p-
value

Weakness 22 (95.7%) 4 (100%) 18 (94.7%) 0.826
Sensory symptoms 19 (82.6%) 4 (100%) 15 (78.9%) 0.438
Pain 8 (34.8%) 1 (25%) 7 (36.8%) 0.565



Pain 8 (34.8%) 1 (25%) 7 (36.8%) 0.565
Ataxia 8 (34.8%) 1 (25%) 7 (36.8%) 0.565
Speech disturbance 6 (26.1%) 3 (75%) 3 (15.7%) 0.040

*
Dysphagia 6 (26.1%) 3 (75%) 3 (15.7%) 0.040

*
Diplopia 1 (4.3%) 0 1 (5.3%) 0.826
Respiratory
symptoms

4 (17.4%) 3 (75%) 1 (5.3%) 0.009
*

Lumbar puncture
(n=21)

    

CSF WBC
(cell/cu.mm.)

12.1 ± 22.4 15.0 ±
12.29

11.59 ± 23.93 0.815

CSF
Protein(mg/dL)

109.4 ±
91.48

129.7 ±
29.01

105.8 ± 98.70 0.689

CSF Glucose ratio 0.66 ± 0.87 0.62 ± 0.16 0.67 ± 0.75 0.511
Days after onset to
start IVIg
(n 19 cases)

6.5 ± 6.01 7.3 ± 6.29 6.4 ± 6.11 0.797

Barthel index 66.9 ±
28.98

31.25 ±
39.23

74.5 ± 20.68 0.004
*

NCS 20 cases     

Demyelinating,
axonopathy

8 (34.8%)    

Demyelinating 6 (26.1%) - - -
Axonopathy 5 (21.7%) - - -
Equivocal 1 (4.3%) - - -
EMG 9 cases     

Normal 5 (21.7%) - - -
Abnormal 4 (17.4%) - - -
NB: CSF, cerebrospinal fluid; WBC, white blood cell; IVIg, immunoglobulin; NCS, nerve
conduction study; EMG, electromyography
 
 

The clinical features were detailed in Table 3. Three patients
(13.04%) cannot be evaluated physical signs of dysarthria,
dysphagia and nasal voice due to intubation, and 4 patients
(17.4%) who had severe limbs weakness cannot be evaluated
ataxia.

Twenty – one patients were received specific treatments, 19
patients were treated with intravenous immunoglobulin with a total



dosage of 2g/kg with mean onset to treatment time of 6.5 ± 6.0
days. Two patients had performed plasma exchange with mean
symptom onset to treatment time of 26.0 days. Four patients
(17.4%) required ventilator support, Figure 1. Disabilities assessed
by Hughes disability scale and independence performance were
assessed by Barthel index, Table 4. Two patients were admitted for
clinical observation but no any specific treatment because of mild
severity and the timing closed to GBS nadir period.
Table 3. Clinical features observed in Guillain-Barré syndrome
patients
Abnormal
physical findings

Total (n
23)

Number
(%)

Ventilator (n
4)

Number (%)

Non-Ventilator
(n 19)

Number (%)

p-
value

Facial weakness 11 (47.8) 3 (75) 8 (42.11) 0.261
Ophthalmoplegia 1 (4.3) 0 1 (5.3) 0.324
Ptosis 2 (8.7) 0 2 (10.5) 0.676
Dysarthria (n 20) 7 (30.4) 3 (75) 3 (15.79) 0.040*
Dysphagia (n 20) 4 (17.4) 3 (75) 3 (15.79) 0.040*
Nasal voice (n 20) 1 (4.3) 1 (25) 0  

Motor weakness 22 (95.7) 4 (100) 18 (94.74) 0.826
Ataxia (n 19) 9 (39.1) 1 (25) 8 (42.1) 0.116
Sensory 18 (78.3) 4 (100) 14 (73.7) 0.269
Hyporeflexia or
areflexia of upper
extremities

21 (91.3) 3 (75) 18 (94.7) 0.086

Hyporeflexia or
areflexia of lower
extremities

23 (100) 4 (100) 19 (100) 0.654

Autonomic
involvement

4 (17.4) 1 (25) 3 (15.8)  

 
Table 4. Independence performance and disability scale 
 
Disability scale
 

Score (mean +
SD)

Barthel index (admission) 66.95 ± 29.0
Hughes disability scale (admission) 3.61 ± 0.9
Hughes disability scale (1 month)  2.82 ± 0.8
Hughes disability scale (3 months) 2.31 ± 0.5
 



 
Figure 1. Mode of treatment and time to start specific treatment

 
In this study, we found 4 patients who required ventilator

support. The mean age was 51 years which was higher than
patients without ventilator (40.1 years), p value 0.337. All patients
with respiratory failure were male (p value= 0.154). All four
patients were admitted in ICU and this was significant associated
with a longer hospital stay (25 days versus 11.1 days for non-
respiratory failure, p value = 0.004). There was no difference
between respirator and non-respirator groups in the aspects of GBS
subtypes and antecedence illnesses. Dysarthria, dysphagia, and
respiratory symptoms were reported in 3 cases (75%) in ventilator
support group (p 0.004, p 0.004, and p 0.009 respectively). The
treatment onset of intravenous immunoglobulin was 6.4 days and
7.3 days in ventilator and non-ventilator group respectively, p
0.797. The activity of daily living assessed by Barthel index
showed significant difference between groups; 31.2 in ventilator
and 74.5 in non-ventilator group respectively, p 0.004 which
represented better functional outcome in non-ventilator group. All
the characters compared between ventilator and non-ventilator
groups were highlighted in Table 1-3.

Nineteen patients (82.61%) had completely followed up at 3
months. While 2 patients had been allowed to follow up at their
local hospitals and 2 patients had normal physical examination and
dependence status at 1 month follow up. No difference in age,
gender, history of preceding infections and treatment onset
between good prognosis group and poor prognosis group, Table 5.
Patients with poor prognosis had longer hospital stays (mean 16.3
days) than good prognosis group (10.9 days, p-value 0.23).
Patients with good prognosis had mean initial Barthel index of
74.6 and mean initial Hughes disability scale of 3.5 which were
better than poor prognosis group. At 1 month follow up, poor
outcome group had higher Hughes disability scale, representing
worse outcome, p 0.019. The detailed of outcome groups were
shown in Table 5.
Table 5. Predictors for prognosis at 3 months follow up (19
cases) 

Variables
 
 

Good prognosis
(n = 13)

Poor prognosis
(n = 6)

p value

Age (year) 42.7 ± 21.2 41.2 ± 21.8 0.876
Male: Female, number 11 (84.6%): 3(50%): 3(50%) 0.151



Male: Female, number
(%)

11 (84.6%):
2(15.4%)

3(50%): 3(50%) 0.151

Total hospital stay
(days)

10.9 ± 9.4 16.3 ± 8.0 0.23

Anticipant
infection(cases)

4 (30.8%) 4 (66.7%) 0.338

CSF WBC
(cells/cu.mm)

6.3 ± 8.6 24.2 ± 37.2 0.160

CSF protein (mg/dL) 95.1 ± 48.1 146.33 ± 154.8 0.339
CSF glucose ratio 0.61 ± 0.1 0.71 ± 0.7 0.022*
Days after onset to
start IVIg

5.7 ± 5.3 5.8 ± 4.3 0.956

Ventilator support
 (cases)

3 (23.1%) 0 0.295

No ventilator support
(cases)

10 (76.9%) 6 (100%)  

Barthel index  74.6 ± 29.0 63.3 ± 8.8 0.370
Hughes scale,
admission

3.5 ± 1.1 3.8 ± 0.4 0.449

Hughes scale, 1 month 2.5 ± 0.7 3.3 ± 0.5 0.019*
GBS Subtype   0.44

• AIDP 11 (84.6%) 2 (33.3%)  

• AMAN 2 (15.4%) 1 (16.7%)  

• AMSAN 0 2 (33.3%)  

• MFS 0 1 (16.7%)  

NB: IVIg, immunoglobulin; AIDP, acute inflammatory demyelinating
polyradiculoneuropathy; AMAN, acute motor axonal neuropathy; AMSAN, acute motor-
sensory axonal neuropathy; MFS, Miller Fisher syndrome
 
Discussion

In our series of 23 GBS patients, the demographics mean age
of 42.0 years and male: female ratio of 1.8: 1, were similar to
previous studies from western and other Asian countries.9,10 AIDP
and AMAN were most common subtypes. Antecedent respiratory
infections were identified 43.5% of cases in preceding 4 weeks.
Previous gastrointestinal infection or vaccinations were not found
in our study while it was more prevalence in other series. Among
Taiwan and China studies9, 10, there were respiratory tract
infections (56-68%) and gastrointestinal infections (2-11%)
reported before development of GBS. Newly diagnosed HIV
infection was identified only 1 case (4.3%) from this study.
Weakness was the commonest presentation symptom; sensory



Weakness was the commonest presentation symptom; sensory
symptoms were commonly noted; including numbness (82.6%),
tingling and pain (34.8%). All cases in this series had hyporeflexia
or areflexia at least over the lower limbs. CSF albuminocytological
dissociation was found in most of patients, mean CSF protein was
109.4 mg/dL. Four cases had CSF protein less than 45 mg/dL, but
their electrophysiological diagnosis were confirmed GBS.

Dysarthria, dysphagia, facial weakness and respiratory
symptom complaints were concerned manifestations for patients
who needed ventilator support in this study which was concordant
with the finding from a study from the King Chulalongkorn
Memorial Hospital11 showing that bulbar dysfunction was a
predictor of poor outcome and Walgaard C, et al. found that facial
weakness with or without bulbar weakness was main predictor of
mechanical ventilator14. Furthermore, predictors of future
respiratory support were purposed that forced vital capacity (FVC)
< 60% and demyelinating pattern with proximal/distal compound
muscular amplitude (p/d CMAP) ratio less than 0.55 were
predictors for respiratory failure.8 Patients who need mechanical
ventilator had significantly longer total hospital stay (mean 25.0
days) compared with non-ventilator group (mean 11.1 days), p
0.004.

GBS treatment comprised supportive medical care and
specific treatment, active immune modulation with Intravenous
immunoglobulin (IVIg) or plasma exchange. IVIg is often
preferred to plasma exchange due to ease to availability.
Immunotherapy is usually commenced within 2-4 weeks of the
disease onset if patients are not able to walk 10 meter unaided
(GBS disability score ≥ 3).3, 15  According to proven benefit of
immunotherapy, nineteen patients in our study were received IVIg
treatment and two patients were treated with plasma exchange.
Patients were treated with plasma exchange had good outcome
when followed up at 3 months after discharge. Plasma exchange
was given after onset of symptoms in average 26.0 days, agreed
with plasma exchange was proven benefit when performed in first
4 weeks and more benefit if performed early in first 2 weeks.

GBS patients with poor outcome (Hughes disability scale >
3) at three months follow up had characters, age, antecedent
respiratory tract infections and CSF results similar to good
outcome patients. Some clinical studies,12, 14 presented that
advanced age and diarrheal event preceding GBS were predictors
of poor long term outcome but in present study we did not find
diarrheal event and age was not associated with poor outcome.



diarrheal event and age was not associated with poor outcome.
There was male more common than female in good outcome
group, but the gender was not a statistically significant predictor
for longer hospital stay in poor outcome group. Seventy five
percent of patients who need ventilator support had good outcome
at follow up confirming that good supportive care had been a major
factor for reducing mortality and morbidity in GBS. In poor
outcome patients had lower Hughes disability scale at 1 month
follow up, mean 3.3, p 0.019, and lower initial Barthel index than
good outcome group which these results were similar to previous
studies,16,17 describing that high disability scale at early phase of
disease was a predictor for long-term poorer outcome. According
to GBS variants axonal neuropathy has poor prognosis than
demyelinating subtype.10,18 From our present study we found more
proportion of AMAN to AIDP in poor outcome group but there
was no statistically significant difference. AMSAN and MFS were
also classified in poor outcome group.
 
Conclusion

Guillain-Barré syndrome (GBS) has variable clinical
manifestations and severities. Clinical and neurological signs
would progress to nadir within 2 weeks; therefore closed follow up
is necessary. GBS patients usually have hyporeflexia or areflexia.
GBS patients with bulbar dysfunction or respiratory symptoms
should be admitted or closed observed and monitored force vital
capacity because these symptoms appear to be predictors of
mechanical respiratory supports. Cerebro-spinal fluid showing
albuminocytological dissociation may be helpful but it can be
normal in the first week. Electrophysiological diagnosis has shown
a benefit not only to confirm diagnosis, but also to classify the
GBS subtypes. Patients with more disability score at 1 month also
have correlated with poor outcome at 3 months. Immunotherapy
and good supportive care improve long-term outcome.
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Appendix
Diagnostic Criteria for Typical Guillain-Barré Syndrome
(Asbury and Cornblath)
Features required for diagnosis
Progressive weakness in both arms and legs
Areflexia
 
Features strongly supporting diagnosis
Progression of symptoms over days, up to four weeks
Relative symmetry of symptoms
Mild sensory symptoms or signs
Cranial nerve involvement, especially bilateral weakness of facial
muscles
Recovery beginning two to four weeks after progression ceases
Autonomic dysfunction
Absence of fever at onset
High concentration of protein in cerebrospinal fluid, with fewer
than 10 cells/cu.mm.
Typical electrodiagnostic features
 
Features excluding diagnosis
Diagnosis of botulism, myasthenia, poliomyelitis, or toxic
neuropathy
Abnormal porphyrin metabolism
Recent diphtheria
Purely sensory syndrome, without weakness

Hughes Disability Scale (Hughes et al, Lancet 1978)
0 Healthy



1 Minor symptoms or signs of neuropathy but capable of manual
work/capable of running

2 Able to walk without support of a stick (5m across an open
space) but incapable of manual work/running

3 Able to walk with a stick, appliance or support (5m across an
open space)

4 Confined to bed or chair bound

5 Requiring assisted ventilation (for any part of the day or night)

6 Death
 

THE BARTHEL INDEX                      Patient Name:
____________________________

         Rater Name:
___________________________

          Date:
___________________________

Activity Score
FEEDING
0 = unable
5 = needs help cutting, spreading butter, etc., or requires modified
diet
10 =
independent         ___
___
BATHING
0 = dependent
5 = independent (or in
shower)        ______
GROOMING
0 = needs to help with personal care
5 = independent face/hair/teeth/shaving (implements
provided)    ______
DRESSING
0 = dependent
5 = needs help but can do about half unaided
10 = independent (including buttons, zips, laces, etc.)

    ______
BOWELS



BOWELS
0 = incontinent (or needs to be given enemas)
5 = occasional accident
10 = continent

         ______
BLADDER
0 = incontinent, or catheterized and unable to manage alone
5 = occasional accident
10 = continent

         ______

 
TOILET USE
0 = dependent
5 = needs some help, but can do something alone
10 = independent (on and off, dressing, wiping)   
   ______
TRANSFERS (BED TO CHAIR AND BACK)
0 = unable, no sitting balance
5 = major help (one or two people, physical), can sit
10 = minor help (verbal or physical)
15 = independent

        ______
MOBILITY (ON LEVEL SURFACES)
0 = immobile or < 50 yards
5 = wheelchair independent, including corners, > 50 yards
10 = walks with help of one person (verbal or physical) > 50 yards
15 = independent (but may use any aid; for example, stick) > 50
yards   ______
STAIRS
0 = unable
5 = needs help (verbal, physical, carrying aid)
10 =
independent         ___
___
    

TOTAL (0–100):       _______

การศึกษาลักษณะทางคลินิกของกลุ่มอาการกิลแลง-บาร์เร
(Guillain-Barré Syndrome : GBS) รวบรวมผู้ป่วย 10 ปีในโรง
พยาบาลพระมงกุฎเกล้าฯ
บทคัดย่อ
วัตถุประสงค์: เพื่อศึกษาลักษณะเพาะทางคลินิก รวมถึงหาการหา



วัตถุประสงค์: เพื่อศึกษาลักษณะเพาะทางคลินิก รวมถึงหาการหา
ปัจจัยที่มีผลต่อการใส่เครื่องช่วยหายใจและผลลัพธ์ของโรคในกลุ่ม
อาการกิลแลง-บาร์เรเมื่อติดตามไป 3 เดือน
วัสดุและวิธีการ: ทำการเก็บข้อมูลย้อนหลังจากเวชระเบียนผู้ป่วยที่ได้
รับการวินิจฉัยเป็นกลุ่มอาการกิลแลง-บาร์เร ในโรงพยาบาลพระ
มงกุฎเกล้าฯ ตั้งแต่ มกราคม พ.ศ. 2548 ถึง ตุลาคม พ.ศ. 2557 และ
นำลักษณะข้อมูลทางคลินิกไปวิเคราะห์หาปัจจัยที่มีผลต่อการใส่
เครื่องช่วยหายใจและผลลัพธ์ของโรค
ผลการศึกษา: รวบรวมผู้ป่วย GBS 23 ราย มีอายุเฉลี่ย 42.04 ± 20.1
ปี (ช่วงอายุ 27-79 ปี) เป็นเพศชาย65.2 %  รูปแบบของกลุ่มอากา
รกิลแลง-บาร์เร ที่พบบ่อยที่สุดคือ Acute inflammatory
demyelinating polyradiculoneuropathy ( AIDP ) คิดเป็น 69.6 %
และ มีรายงานการติดเชื้อนำมาก่อนเกิดอาการ GBS 33.5 % มีระยะ
เวลานอนโรงพยาบาลรวมเฉลี่ย 13.52 ± 9.3 วัน อาการแสดงนำ
ได้แก่  แขนขาอ่อนแรง 95.7 % อาการชาและการรับรู้ความรูสึกผิด
ปกติ 82.6 % เดินเซ 8 % พูดไม่ชัดหรือพูดลำบาก 6 % กลืนลำบาก 6
% และมองเห็นภาพซ้อน 4.3 % ผู้ป่วย GBS 87 % ได้รับการตรวจ
ยืนยันการวินิจฉัยด้วยกระแสไฟฟ้า (electrophysiological diagnosis)
ผลตรวจพบว่าเป็น demyelination 60.9 % และ axonopathy 21.7 % ผู้
ป่วย 23 รายได้รับการรักษาด้วยการให้อิมมูโนโกลบูลินทางหลอด
เลือดดำ (IVIg) 19 ราย การเปลี่ยนถ่ายพลาสม่า (plasma exchange)
2 ราย มีผู้ป่วยเพียง 2 รายที่ไม่ได้รับการรักษาทางอิมมูโน
(immunotherapy)ใด ๆ ผู้ป่วยที่จำเป็นต้องใช้เครื่องช่วยหายใจมี
อาการนำที่แตกต่างจากผู้ป่วยที่ไม่ต้องใช้เครื่องช่วยหายใจอย่างมี
นัยสำคัญได้แก่ พูดไม่ชัดหรือพูดลำบาก (p=0.04)  กลืนลำบาก
(p=0.04) และมีค่า Barthel index เริ่มต้นต่ำกว่าอย่างมีนัยสำคัญ
(p=0.004) เมื่อประเมินติดตามอาการหลังจำหน่ายผู้ป่วยออกจากโรง
พยาบาลพบว่าHughes disability scales ที่  1 เดือนที่เป็นปัจจัย
ทำนายกลุ่มผลการรักษาไม่ดีที่ 3 เดือนอย่างมีนัยสำคัญ (p=0.019)
สรุป: กลุ่มอาการกิลแลง-บาร์เร ในโรงพยาบาลพระมงกุฎเกล้าฯมี
ลักษณะทางคลินิก และประเภทย่อยคล้ายคลึงกับการศึกษาที่ผ่านมา
ปัจจัยที่ช่วยทำนายการใช้เครื่องช่วยหายใจได้แก่ ความผิดปกติของ
กล้ามเนื้อการพูดการกลืน การหายใจที่ผิดปกติและสภาพการช่วย
เหลือตัวเองได้ของผู้ป่วย โดยผลการรักษาระยะยาวขึ้นอยู่กับระดับ
ความทุพพลภาพเริ่มต้น ร่วมกับการรักษาประคับคองที่ดี
 
คำสำคัญ : กลุ่มอาการกิลแลง-บาร์เร, ปัจจัยทำนายโรค, ผลการ
รักษา


