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 Background: the case 
 
A 78 y/o man with controlled diabetes and hypertension consulted for weight loss and right lower quadrant pain. A colon cancer was diagnosed, staged T3N1M0 
and he underwent right hemicolectomy and node dissection with no complications. After two months chemotherapy was started, applying the FOLFOX protocol 
(folinic acid, fluorouracil and oxaliplatin). After the third course of treatment the patient started to show progressive weakness including an emergency room visit 
after falling on the stairs at his home, being discharged with a normal brain CT and no diagnosis for the cause of the weakness. A home visit was requested 
complaining of progressive weakness. 
At our arrival the family insisted in the anamnesis about the sudden onset of leg weakness as the cause of the fall. The patient also complained about difficulty 
chewing and swallowing.  
At physical examination the patient was quiet, lying in bed with no respiratory distress, no pallor. The only relevant finding was proximal weakness of both legs 2/5, 
with no leg reflexes, bilateral hypoesthesia and a normal response to Babinsky test.  
An EMG was obtained that showed motor and sensory demyelinating neuropathy. 

The questions asked: 
• Is this a neurological entity or the expected weakness because of the general deterioration due to the illness and the aggressive 

treatment? 
• Could this be a secondary effect of oxalyplatin? 
• Is it a Guillain Barre syndrome or another polyneuropathy? 
• Is this a paraneoplastic syndrome? 
• Are there more cases with the association of colon cancer and GBS? What about other cancers? 
• As family physicians, how can we detect when weakness is the presenting symptom of a serious life-threatening condition? 

Is it a Guillain Barre syndrome or another 

polyneuropathy?  

 Required features for GBS include: 
●Progressive weakness of the legs and arms (sometimes initially only in the legs), 
ranging from minimal weakness of the legs to total paralysis of all four limbs, the 
trunk, bulbar and facial muscles, and external ophthalmoplegia 
●Absent or decreased reflexes in weak limbs. 
Supportive features for GBS include: 
●Progression of symptoms over days to four weeks (80 percent reach nadir in two 
weeks) 
●Relative symmetry 
●Mild sensory symptoms or signs 
●Cranial nerve involvement, especially bilateral facial nerve weakness 
●Recovery starting two to four weeks after progression halts 
●Autonomic dysfunction 
●Pain 
●No fever at the onset 
●Elevated protein in CSF with a cell count ≤50/mm3 (usually <5 cells/mm3) 
●Electrodiagnostic abnormalities consistent with GBS 

 

Is this a neurological entity or the expected 

weakness because of the general deterioration due 

to the illness and the aggressive treatment? 
The only suspicious fact in the anamnesis was the insistence on part of the family on 
the sudden weakness of legs as the cause of the falls. At the physical examination, 
there was weakness of legs 2/5, abscense of reflexes, and legs muscles were 
relatively preserved. 

Could it be a neuropathy due to oxyplatin as referred in 

the literature? 
Two types of PN d/t oxyplatin:  
• an acute reversible peripheral neuropathy (56-90% of patients) within 2 hours to 2 days 

of dosing, resolves within 14 days, and can recur with continued dosing,  
• a persistent (greater than 14 days, 44-10% of patients). Peripheral neuropathy is 

generally the dose-limiting effect.  
 
Although it is a sensory neuropathy, the intensity can increase to the point that it impairs 
physical functions 
 
The acute neurological symptoms reflect a state of peripheral nerve hyperexcitability that 
likely represents a transient oxaliplatin‐induced channelopathy. Chronic treatment causes 
an axonal neuropathy similar to other platinum‐based chemotherapeutic agents 
 
In a study of 16 patients although positive sensory symptoms of oxaliplatin‐induced 
neuropathy improved, negative sensory symptoms and abnormalities of sensory nerve 
conduction persisted.  
 
 

Is it a paraneoplastic syndrome? Are there more cases 

with the association of colon cancer and GBS? What 

about other cancers? 
• One case of GBS with colon metastatic cancer and treatment with oxaliplatin 

(Christodoulou, C et.al. 2004) 
• Two cases of colorectal cancer and GBS (Vatandust et.al. 2012) 
• One case of gastric cancer (Colantuoni et.al. 2011) 
• One case of GBS after adjuvant chemo-radiotherapy for endometrial cancer (Tho L.M. 

et.al. 2006) 
• At least seven cases of Small cell lung carcinoma with GBS as a paraneoplastic syndrome 

(Moon Ho Kim et.al. 2015) 
• One case of GBS in the setting of lung adenocarcinoma (Wang et. al., 2018) 
• One case of GBS and a mediastinal teratoma, and one with a Hodgkin lymphoma 

(Adiguzel et. al. 2015) 
• One case of GBS in the setting of a carcinoid tumor (Akpinar et. al. 2016)   
• Fu Liong and Rajaballi found a higher malignancy risk in a GBS retrospective cohort of 

118 patients which is greater with age, hyponatremia.  

As family physicians, how can we detect when weakness is the presenting 

symptom of a serious life-threatening condition?  
The good news is that priorities never change: 
• A good anamnesis addressing every personal or family complain as a potential clue.  
• A thorough performed physical examination.  
• While taking into consideration prevalence in Primary Care, also considering rare diagnoses as a possibility. As very often 

we are the first step of medical care, we see illnesses at their starting point, when symptoms are undefined. So, for a 
Family Physician, suspecting unusual or severe life threatening conditions for adequate referral and investigation may be 
more important than being able to diagnose them exactly.  

Never take the complain of weakness for granted! 

The conclusions: 


