
PMH: 
FSGS, renal transplant 
1.5Y ago, 
hyperlipidemia, 
hypothyroidism

Meds:
Statin, Thyroxin,  
CTLA4 Infusion 
(Immunosuppression) 

Fam Hx:

Soc Hx:

Health-Relate
d Behaviors:

Allergies:

CC:  60 year old female presents w/  two 
weeks of lower extremity numbness
HPI:  numbness and tingling in feet 
started 2,5 W ago. Had similar Sx years 
ago, attributed to chronic illness. Now 
progressed to knees and now at mid 
thighs. Difficulty buttoning shirt and 
using remote control.
Husband noted she had difficulties rising 
from seated. Hoarseness in voice since 2 
days. No dysphagia, imbalance, recent 
trauma, SOB, no orthostasis.
Had Diarrheal illness 6W ago, febrile.

Vitals: T: 98.1 HR:82 BP: 101/66 RR: 16 SpO
2
: 99% RA

Exam: Hoarseness, normal mental status
Neuro: CN normal, motor tone intact, no pronator drift.
Diffuse asymmetric weakness: right UE ⅘, left 5/5. Left hip flexor 3, 
left 5, knee right 4, left 4+, plantarflexion and dorsiflexion 4 blt.
No double vision, no nystagmus, no fatigability in Shoulder 
abduction. Mild vibration sens. impairment. No loss of sensation, 
only tingling. Koordination intact.
Difficulties rising from seated position. Normal gait. Can not do 
tandem due to weakness. Reflexes 1+UE, no achilles reflex blt., (blt 
knee replacement). No sensory level. No percussion tenderness 
over spine. Diaphragm function testing normal.

Notable Labs & Imaging:
   
LP: 3 nucleated cells, 80%lymphocytes, glucose 56, protein 66.2 
(wnl/upper end), not cloudy.
serum glucose 90

Imaging:
MRI spine w/ contrast: normal, mild degenerative changes, no 
stenosis, no cord impingement.

Treated for GBS. i.v. IG. symptoms improved, strength 4+ in all 
extremities. 
Serum levels of CMV viral load elevated +++

Dx GBS caused by CMV (post kidney transplant)

Problem Representation: 60yoF immunosuppressed p/w acute 
ascending polyneuroapthy with prox/distal muscle weakness preceded 
by diarrheal illness 

Teaching Points (Maddy + Debora):
Lower extremity numbness: paresthesia?
Anatomic approach: spinal cord, nerves Additional info: patchy 
(mononeuritis multiplex), truly symmetric, hx of diabetes? 
Who is the patient? Immune status? Alcohol use? Associated sx: 
Weakness, changes in vascular system (arterial paresthesia), skin 
change, venous (e.g.edema, obstruction).
Polyneuropathy with distal/prox muscle weakness: metabolic (DM, 
hypothyroid), toxic (alcohol), Inflammatory: infectious (HIV, Lyme 
disease) vs non-infectious (Amyloidosis, Vasculitis, Guillain Barre, 
Sarcoidosis) and hereditary (Porphyria, hereditary sensory and 
autonomic neuropathies).
Timecourse: Acute: ischemia, RA. Prodromal event: GBS? 
PMH: Hypothyroidism can manifest with proximal weakness +  
hoarseness, slowing of reflexes and dryness of skin. Med adherence? 
Statin-induced myopathy?
PE: prox muscle weakness, maybe symmetric process (asymmetric b/c 
hasn't progressed to symmetric yet), no achilles reflex-LMN, 
Cord compression (CNS lesion), Babinski (lower motor), Blurry vision 
(Guillain Barre, Miastenia gravis).
Work-up: 1 st pass: A1C, TSH, SCr, LFTs, NH3, vitamin studies, SPEP, 
HIV/lyme. 2nd pass: Heavy metals, porphyria, autoimmune screen and 
paraneoplastic never 
GBS: usually see albuminocytologic dissociation (elevated protein, 
normal cells) on LP 
LP: elevated opening pressure in immunocompromised can be 
cryptococcal meningitis.
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