Facial Droop Leading to an Eyebrow-Raising Diagnosis
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Introduction
Guillain Barre syndrome (GBS) derives from
an immune response to a precipitant
causing a destructive cross-reaction with
peripheral nerve components due to
Peripheral
molecular mimicry
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Discussion
Physical Exam:
▪ GBS is a heterogenous condition
• Left-sided facial weakness involving both
with protean manifestations which
upper and lower face
can complicate diagnosis and delay
• Left lagophthalmos
treatment
• 5/5 strength in upper and lower extremities
▪ Manifestations of GBS (2):
bilaterally
Feature
Initial Frequency (%)
• 2+ reflexes in upper and lower extremities
Paresthesias
70
bilaterally
Labs: CBC, CMP, INR unremarkable
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Imaging:
• CT head without contrast: no acute abnormalities
• MRI brain: no evidence of acute infarct or other acute
abnormalities

Antigen
Antibody
Myelin

Nerve Injury due to
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Hospital Day 0: Began treatment with valacyclovir and prednisone
due to concern for Bell’s palsy
Macrophage
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Case Description
A 60-year-old female with a history of
hypertension, hypothyroidism, and
frontotemporal dementia presented to the
emergency department with 1 day of
unsteady gait and left-sided facial droop.
Recent Medical History:
▪ Received flu shot 1 week prior to
presentation
▪ Acute diarrheal illness 2 weeks prior to
admission which self-resolved
▪ Had 1 week of acute onset lower back
pain and bilateral hip pain

Hospital Day 1:
• Developed mild bilateral leg weakness
and areflexia of bilateral knees and ankles
• MRI lumbar and thoracic spine: diffuse
contrast enhancement involving all cauda
equina nerve roots without nodularity
• Suggest an inflammatory or infectious
process
• Lumbar puncture
• CSF analysis: no cells, negative gram
stain/culture, elevated protein (267
mg/dL, ref 15-45)

Hospital Day 2: Started IVIG x 5 days
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▪ In this case, an atypical
presentation of GBS with facial
nerve palsy, hip and back pain, and
unsteady gait led to a delay in
diagnosis

Learning Point:

T1 weighted MRI image with
contrast enhancement
surrounding the conus
medullaris and cauda equina

She had eventual resolution of her facial droop and leg weakness,
with some residual back pain

✓ GBS often presents with
ascending paralysis but there
are several other known clinical
features that providers should
be aware of
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