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Abbreviations
COVID-19  Coronavirus disease 2019
SARS-CoV-2  Severe acute respiratory syndrome corona-

virus 2
CT  Computed tomography
RT-PCR  Reverse transcription-polymerase chain 

reaction
ICU  Intensive care unit

Sir,

Guillain–Barré syndrome (GBS) is a rare condition caused 
by the immune system attacking peripheral nerves result-
ing in the demyelination of nerve cells, manifested by mus-
cle weakness and paresthesia [1]. People with GBS may 
be at higher risk of infection by COVID-19 than those in 
the general population. The present case reports on GBS 
as observed in a pregnant woman following a mild sympto-
matic COVID-19 infection.

In mid-November 2020, a 29-year-old pregnant woman 
presented with an initial complaint of tingling sensations in 

the distal aspect of all four limbs and mild weakness in the 
lower limbs that began the day before. The patient was a gravid 
1, 18–19-week, pregnant woman. She had no history of any 
specific neurologic or rheumatic diseases and her vital signs 
were within the normal range. She had flu-like symptoms such 
as fever, chills, myalgia, headaches, and a runny nose which 
began about 10 days before her presentation but she had not 
seen a doctor due to her concerns about COVID-19 exposure 
during the pandemic while pregnant. She was reviewed by the 
gynecology and obstetrics team, and neurology services upon 
arrival in the emergency room. On examination, DTRs were 
absent and vibration sense was reduced in her lower limbs. 
There was no urinary retention and no spinal sensory level 
was detected. Muscle power was reduced to 2/5 in her lower 
limbs, but remained normal in her upper limbs; the findings 
were suggestive of progressive symmetrical ascending weak-
ness. Following the initial diagnosis of GBS, the patient was 
admitted to the intensive care unit and was scheduled to receive 
0.4 g/kg/day of IVIg. Before receiving the IVIg, blood sam-
ples were taken to perform the necessary tests. Nasopharyn-
geal and oropharyngeal samples were sent for SARS-CoV-2 
polymerase chain reaction (PCR). EMG–NCV was ordered for 
this patient. On the second day of hospitalization the patient 
experienced dysphagia and nasal speech, with tachycardia (121/
min). Other vital signs were normal. SARS-CoV-2 PCR was 
reported as negative while anti-SARS-CoV-2 IgG and IgM 
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were reported as positive. SARS-CoV-2 IgG had an index of 
7.2 (< 0.88 is considered negative) and her IgM had an index 
of 7.1 (< 0.98 is considered negative). These results confirmed 
the diagnosis of COVID-19 infection. Chest computed tomog-
raphy (CT) was not performed due to the absence of clinical 
signs and pregnancy. The EMG–NCV indicated damage to the 
myelin sheath of the peripheral nerves, causing a decrease in 
the speed of transmission of neural messages; this strengthened 
the possibility of GBS in the patient. On a no-contrast MRI of 
the brain, abnormalities such as nerve enhancement were not 
detected. No spinal thickening or enhancement was detected 
in the spinal MRI images. The patient received five intrave-
nous immunoglobulin (IVIG) doses during her intensive care 
unit admission. During her hospital stay, the patient’s general 
condition improved, her pulse increased to 84–95/min, and her 
muscle strength partially improved to 4/5, after receiving the 
fifth IVIg dose. On ultrasound tests performed in the emergency 
room and before hospital discharge, a live fetus was seen with 
a variable presentation and a normal heart rate, the placenta 
was anterior and the amniotic fluid volume was normal. She 
was discharged after 7 days of hospitalization and was closely 
followed for 2 weeks after discharge.

Flu-like syndrome along with pulmonary parenchymal 
involvement in a chest CT scan are some of the findings 
reported in COVID-19 patients developing GBS. Autoim-
mune cross-reactivity between viral structure and neuronal 
component in the PNS seems to be the main reason for the 
occurrence of GBS in viral infections [2].

Hukuimwe and co-workers reported GBS in a pregnant 
woman following an upper respiratory tract infection [3]. 
Zika virus rarely result in GBS [4]. Despite being a rare 
condition, GBS can result in life-threatening complica-
tions such as respiratory failure, which highlights the 
importance of early diagnosis and initiation of treatment, 
especially in pregnant women. High levels of estrogen dur-
ing pregnancy are among the causes of an increase in the 
number of immune cells and, altering their function by 
acting as an immune modulator. Thus, pregnant women 
seem to have modulated immune systems compared to 
non-pregnant patients; this can be of significance when 
discussing GBS in pregnant women. While issues like 
dysphagia and quadriplegia are concerning complications 
of GBS, respiratory failure is considered the most life-
threatening complication, necessitating urgent attention 
and close monitoring. On the other hand, peak expiratory 
flow (PEF) increases significantly in pregnant women, and 
should be interpreted cautiously when used to monitor res-
piratory function in pregnant women suffering from GBS, 
especially in the presence of chest infections [5].

Besides supportive therapies like ICU monitoring, IVIg, 
and plasma exchange are used for GBS treatment, but the 
use of corticosteroids in studies has shown no significant 
adverse effect on the treatment outcome [6].

It seems that many of the complications and chronic 
problems caused by the COVID-19 pandemic are still 
unknown. GBS is one of these complications, which has 
the potential to cause respiratory failure; this necessitates 
early diagnosis and treatment of the condition, especially 
in pregnant women.
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