Nursing Care of Guillain-Barre Syndrome

Guillain-Barre Syndrome is a clinical
Syndrome of unknown cause involv-
ing the peripheral cranial nerves. Itis
also termed as post infection
polyneuritis  or  polyradiculo-
neuropathy. It usually affects the age
group of 20 to 50 years, Males are
predominantly affected. This article

-makes an attempt to understand vari-

ous aspects of the disease, and compli-
cations, if any, with the help of a case
study, while discussing nursing care
that such paticnts need. '

A Case Study

Mr X. aged 19 years was admitied in
Medicine Unit in Jipmer Hospital,
Pondicherry, on 4th April. He was
diagnosed as a case of Guillain Barre
syndrome. The diagnosis was con-
firmed by various investigations. He
underwent plasmapheresis and active
physiotherapy was given. He was dis-
charged on 29th April after complete
recovery.

Assessment of the Patient
History

- Inabality to walk for past 7 days.

- Progressive weakness from lower
limbs te upper limbs.

= Couldn’t get up from lying down
position.

- Lossofsensation in both lower limbs,

- Had dog bite 5 months back in left
leg and had ARV (3 doses).
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On Examination

- Involvement of upper limbs, lower
limbs, trunk musculature present.

- Hyporeflexia of both upper limbs.

- Bilateral Facial nerve palsy.

- Diaphragmatic and intercoastal ac-
tion adequate. '

- Power grip 50%.

~ No corneal exposure,

- B.P. - 120 {Supine)/80 (Prone)

Etiology

1. Antecedent Infection: Guillain-Barre
syndrome usually occurs after a pri-
mary viral infection, Hepatitis, HIV,
Lupus, Lymphoma and rarely follow-
ing vaccination or surgery.

2. Toxin: Diptheria toxin, alcohol, ar-
senic or lead, .

Pathophysiology

The principal pathological change is
an autoimmune inflammatory response
within multiple spinal roots and pe-
ripheral nerves. The Lymphocytic in-
filtration is often found in peripheral
nerves which affects the myelin lead-
ing to multifocal demylination in spi-

nal roots and peripheral nerves. In

long lasting cases secondary axonal
degeneration occurs.

Clinical Manifestation

The initial neurologic symptoms are
paraesthesia (tingling and numbness)
and nscle weakness of the legs which
may progress to the upper extremities
trunk and facial muscles giving an
ascending flaccid paralysis leading to
quadriparesis. Eventually deep tendon

reflexes are lost. The cranial nerves
are Trequently affecied, leading 10 pa-
ralysis of the occular, facial and oro-
pharyngeal muscles and thus causing
marked difficulty in talking, chewing
and swallowing. Autonomic dysfunc-
tion frequently occurs and takes the -
form of over-reactivity or under-reac-
tivity of the sympathetic or para-sym-
pathetic nervous system manifested as

- disturbances of heart rate and rhythm,

blood pressure changes (transient hy-
pertension, orthostatic hypotension)
sinus tachycardia and variety of vaso-
motor disturbances. In acutc cases
muscles of respiration and bulbar mus-
culature are involved lcading to respi-
ratory insufficiency or failure. Miller
Fishersyndrome or opthalmoplegia and
dysphagia may occur and weakness of

extra occular muscles may be scen.

Sphincters are rarely involved, though
retention of urine may occur, Dcep
paininlarge muscleslike thighand Icg
is cgmmon, '

Diagnostic Evaluation
Haemogram cvaluation, Blood urea,

sugar and electrolytes ECG were done
which showed no abnormal changes.

Blood Grouping - BRh+

CSF Analysis: (Normal Value)
CSF Profein - 318 mg/l. 150-300 mg/l
CSF Sugar ~ 47 mg/dl 50 70 mg/dl
CSF Chloride-116 mEq/l  100-300 mlg/l

Funduscopy

- Fundus both eyes normat.

- Lagoptholmos present.

- Bitot’s spot present.

Bells phenomenon adequate.
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- Fagial nerve palsy present, more on
ieft side than on right side.

BECG was taken twice o ruls oud
—vasemotor-disturbances.
showed increased profein concentra-
tion. Electro phystologic testing dem-
omstiated marked slowing of nerve
conducting velocity. A sural nerve
biopsy was done to establish the cause.

Planagement

1. Medical Management
Cuitiain-Barre s.-v“eriinxrg o1l

tangons gradual recovery over

ol weeks ormonths. 1 i usually taken

as a case of medical emergency,

‘-(

2. General Management

i Restinbedshouldbeonsared aslong
a5 weakness of truek muscle persists,
“ital capacity should be measured
every 2+ hours in catly stages.

Z. Analgesic  lke aspirin or

- paracetamad is ghven to relieve paia. -

Fot pucks may be helpful,

Corticosicrowds Tor patienis with

buibar svmpioms ©r stvere

peasralisod weakness

4. Antihictics to prevent secondary

infection,

Yitamin B -100 mg

B -1000 mg daily,

G, bupportive  treatment  like
inervencus infusionorintragasivic

feeding may be nocessary.

7. Froponanol is given i Yasomoior
disturbances,

& Plasmapheresis or plasme exchange
I very helpful in acute cases and is
the current treatment inyse. Inthis
the whole blood is remaved in in-
ervals and is replaced with packed
cetl and fresh frozeu plasmg
Plasmapheresis produces a tetpo-
raty reduction in circulating anti-
badies which limits the deteriora-
g and demylinaion

Plasmap heorosis was done for
the patient. Hight tiwes plasia
exchange was done.

and

and vitamin

L

Spinal-iluid—

9. Respiratory insulficiency may require
trackeostory or institution of inter-
mitfent positive pressure respiraiion,

10, Physiotherapy plays an poportani

Early active and passive movement
exercises are advised.

Nursing Management
The patient with Guillain Barre syn-

drome isabsolutely dependenton Nurs-
ing surveillance with care, for recovery.

[ BT

muscles,

3. Vital capacity should be moniiered
round the clock for signs of im-
pending respiratory fatlure. If the
patient has difficuliy in coughing
and swallowing, this may lead to
aspiration of saliva, Intermitlent
soction is to be applied. Tn respira-
tory failure Tracheostomy is doae
o the patient is put on intermittent
positive pressure respirator. Care
of Tracheostomy is given in case of
tracheostomy patients. To estab-
tishcommunication ipreading and
picture cards are helpful,

4. Hot water bags may ba applied to
relieve pain.

5 Ia paralysed paticnts padding
should be placed over the elbows
and head of fibula (0 prevent com-
pression neuropallices. Prevention
of pressure so5c is a Major nursing
challenge. Back careand changing
of position is very important.

& 1If the patient experiences orihos-
tatie hypoiension tilt table may help
them to assume an upright posi-
fion,

7. Attention should be paid o a2d-
grjuate autrition and prevention of
muscle wasting paralytic ileus may
result from insufficient parasym-
patheiic activity. Intravenous infi-
sion or Nusogastvic feeding may be
given whenthe patientcan swatiow

1

—roleinrehabilitationofthe patient— ——

normally. Oral feeding can be re-
sumed gradually.

8. Splintsarcio be provided to protect
footand wrist drops. Bod cradies io

the bed clothes.

9. During plasmapheresis patients
should he closely observed for hy-
persensitivity reaction.

10, Passive” movements of-paralyzed
cx,treimtlcs should be encouraged,

11. Personal hygiene, bladder and
howel eare should be given in case
of uncenscious patients.

CAs the Qltih!}? recovers e chould

be involved in relaxation exercises,
_ distraction technigues and pos:t:ve:
feedback. Reassurance is very ¢

sential, as was done for Mr. X,

[y
[

Health Education

After discharge, the patieni was en-
couraged o continue with the exercise
programme. Ho was also contioncd

- about avoiding fatigue and over work-

ing of muscles. “Take one day at a
time” is good advice when the patient
is overwhelmed with the problem of
fatigue.

Complication

L. The life threatening complicaiion
is acute respiratory failure.

Z. Cardiac dysarryihmias,

3. Deep venous thrombosis and pul-
monary embolism are constant
fareats o any imrmobitized or para-
tyzed patient.
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