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AEIZ O'Leary S (E IIMRSERIFRE 2 T80 & L, TR RO o 3
59 - HEZED DS, SHRFIRE IR T2 D5, WEo
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bR L7z, AOP & FSZ#hEniiEhny » 7)) 4 ¥ Mk
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LNTBHBY, BRGE HCHEOWEIZBIT5H5EART b
T L OERGEEDHER ST W2, bIvb S L 72BE Y
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THERFEZROT, MWREENET R TSI S X O ORI
BT EBOD, MEHKH IR NERAZZ L ko7
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Table 1 Results of anti-ganglioside antibody of the present case.

IgM

IgG

1G Glycolipid + PA

GM1 —
GM2 0.318 (<0.1)
GM3 —
GD1a —
GD1b —
GD3 —
GT1b —
GQ1b —
Gal-C —
GalNAc-GD1a 0.325 (<0.1)
GTla —
GD1a/GD1b

0.715 (<0.1) 0.872 (<0.1)

0.732 (<0.1) 1.162 (<0.1)

Results are displayed in the OD value based on the ELISA response. OD: optical dencity, PA:

phosphatidic acid.

Fig. 1 External ophthalmoplegia.

Bilateral upturn and abduction were impaired on day 6. Fig. 1 is published with patient’s permission.

B LT, JRRatBR - IR T BB I RO
3, M b Tl E RS ), S ESTIIALET
Hote.

A BRI AT , AL TR R E 2 RO Do 72,
H E#ﬁﬁ:ci}‘ﬁwﬁ% 320 &, Hi SS-A <0.5 U/ml, #t SS-B
1.5 U/ml, fEiIEHE(EN, MR 5w (ZTERER 0%, H
%5k 100%), & 28 mg/dl, B 62 mg/dl TH -7z, HAA

T, MHEERS#ECld Hemophilus influenzae (3+), k53 Tl
Campylobacter jejuni (2 E o7z #%H, BE5MHIC

I L7240 > 277) & 2 FHURD IgG $1 GQ1b Hifk & IgG #i
GT1a Hufkdsihbmtk, IgM $t GM2 Pifk & IgM $t GalNAc-GD1a
PURA B I L7z (Table 1). MiESA b A BTy AL
APURTIEL CMV-IgM 13.81 (ZEAEfE © 0.8 Aii) B & U8 CMV-
IgG 16.3 (Ll : 2.0 Kii) & LF-ZH0 7. AR HFT
L 725A%8 MRI CHEEEFHTRIZ 2 <, AW HRmEMm 7 CIEIE
HRRHE O R AR B A IRIE OB AT & IR R F ¥
HEERO T 2 5072,

ABethkal  FAOESB X TR OGATIEG D 54 18 M
%, VUBRR & TENRE IR E D, 45 396 H 2> 5 il
BRI PR S SR LS AT L, 2 D BRAMIRAG R & RS %
72728, Guillain-Barre fEfEiE (GBS) F 7213 FS o4 —
N—=F vy Tz, AREH (B 7HH) »oREs7a7)
VREEEAE (IVIg) 0.4 g/kg % 5 HBFGAT L7z, SkIIS5K
FIZH R 23 L, IVIg 1B 4 12 X B S & S
@ﬁw%h#<xot.%ﬁﬁﬁF%@k%%#%mM%ﬁ

W EIA R E AN - 724 (Fig. 1),

IVIg #H 205
Liﬂé% 20, EBIH D IE A ICUEE L ORI

DOBERFHE EMEEIT LT/, 817 0 B IS g
L, W o BRERY R E & RS A TR LA 27 9 H IS

BEEL7Z (Fig. 2). Z0H%IBEE S 3 YHIOMNIR % fkiE
FERERT 2 753}%”’ TR ERGE B R E LTI mE L, @%ﬂﬁ%ﬁn
b L7z, RN HEAT L 72 RIS Bl B Cid
kA ¥@Wﬁ?${$(ﬁ§br@f\f§‘}ﬁll B L F(E’au%ﬁ+@di$%
R 7.
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Fig. 2 Clinical course.

After treatment with IVIG, neurological symptoms remarkably improved. On day 27, he was discharged in ambulatory state.
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Eb)

AAEF OFEEAY 70 IS T HIER I S5 005 2 K 2 B SR s, Sl
JPEti S SIS HEAT U 7ok, AR R, SEB) L A Ek &
I A MREESEIE R L2 Th b, iy 7+
¥ PRI GQLb B & DL GTla ifEDS L ) mfETH D
Pt GalNAc-GD1a PLiAeHt GM2 HiLfk b Btk Tdh - /2.

FS ZYMRFRRRE, SEEOCH, DU SO e x B e L,
B I IHBEG R 2 o5 2 kb H D V. Berlit 513 223
Bl FS 128\ T ARl A 12 40 % | MHBE S, R 2 726 72 & i
HLAY LaL, FSIZB W CHRBEM MRS % MI5ER & LT
D ERNZE L Cld, Koga 5 2 %% 156 Bl 2 o> A CTHi
ThHolz bl L Twab. AOP 13 1996 4E1Z O’'Leary & ¥ 12
Lo Tl S 7z, DIHBEM RS %2 £ e L, BT O3S
LR ZED A3, AR R G T 2 kb3, TR
TMETFIED 72727 GBS OHiAITH 5. AOP 1T —HEMIZF
BEFTHY, BHIPSHH ARETHRER T2 L 31T
VB A, MHEEERAEHUET T 2 IE SN TB Y, HE
WOZEIZZTHEEEET L E 2005, WIFS Y (X5
B WETEESEHICHEST L2 AOP 2 A LCH Y, fl
HARER SR & 5RO 72 b D DIRERE S R LIRS T 3 (23700
LN hodz, F72HAS O (XFER, SIRIEWHTE Co%E L
72 AOP Z i LT\ 2 2%, fiod it ik 2 i B 2 i 13 780
T, MG TH 1 A HRICAEREPL L 72, —7, Pharyngeal-
cervical-brachial weakness (PCB) 1% 1986 4F(Z Ropper 5 7 |2
L VRE SN/ GBS OHIITH Y, HEANEICIHEES, AR,
TIROEAER ORI IME T % & 72905, FEMIINIEE- N EEO
MR T 5 WIEHET 2L E3N5. KES Y X5H
A, OBETREETHAE L, fETIcSHE, RERT, SHR
RTLASND Y HAMIC AOP DEHEG: % 7% L 72 PCB ERI
i LCwA. FS, AOP, PCB 3T & 7 A FIARAE M D

Blxd 5D OO L IRBANRY NI ATH LN EEEDE
ZONDD, REGITIEMNEMGHZIZIZRNTB Y, S
BLUEKOHIMKTIERES ST, ARG E LTPCB Tl
wEEbih7e.

P2 7)Y FHURIEHUEIR B RO —TETH D, Kl
MO 2 R T AR 2 BN L Lok ThH L. iy
¥ ) A FHURIZIE S 2 18 ORI O R FEME AR &
NTHY, GBS L ZzomHAl, s sty 7))+ F
PUROTERE & BRIRIE & OIS 5 LIRS LT 9,
P GQLb HUAI TSR R & 5h B EPEA D 5 & S, GBS
OHRITH % FS TldiniF IgG Ht GQ1b HiLtfk A 90% LI D
LR RT Y. —J, GTlafEsHPURIZ & M EARRE, HKEM
RORENREICAFAELTBY 0, W, SALRS, LBzt
JFHEEE AT V. PCB TP GTla $iLiR i o L A28 5
M, P GTla PUkHMEBAA R O IGEIZ RIS L T D & F 2
5N T3 W, O'Leary b Oy L7z AOP @ 3 FEFIC BN T
S AHER & [AAE 12 IgG Pt GTla $iLfk, IgG Pt GQ1b Jrik A3 Hs
Phe %> TBYMRIEBEZ TR L, HEIEOm» S b
AOP & FS O#filEdRIZ S N5 . BIER] Tl IgM-CMV T
RASW 1 & 72 ) WHIE KT 32 C H. influenzae H3FH & L7z,
Koga & 219 Ot 12 L AUZTEATIEA D BHIE Cld H. influenzae
AYCMV & 0 #y 2.5 5 <, HREREB) R E LA o i e JpR
&, H influenzae 7356471 L £ 2 S 72 FS Tl 13 Bl 1
BITHTHHDIZR LT, CMV 239e4TEG & % 2 5172 FS
TR 6B 3B & PRICRD LN LTwh, 512, 3k
R IZ DT, H.influenzae-related FS Tl 13 #ld 1 o
A TIH > 72708, CMV-related FS Tix 50% 1272 T\ 5. AKJE
B CIE R IHEST L 2O MRS FREIRE 2o TB Y, &
D IR A & 72 LR W CMV AS5EIC L Y G- L7z s
2 D FTHERAERE L OB E FH L3, CMV EGE 0
GBS 13 FHRAER: & L C AR R R BRI 2 & DN AAE R
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Table 2 Neurological signs in AOP, FS, and the present case.

#IAOP #2FS Present case
Ophthalmoplegia - + +
Ataxia + +
Areflexia + + +
Dysarthria + + +
Dysphagia + + (approximately 30%) +
Palatoplegia + +
Hyperrhinolalia, Rhinopharyngeal regurgitation + +
Facial palsy - + (approximately 30%) -
Muscle weakness - - -
Sensory abnormalities of extremities + + (approximately 30%) +
Hypopallesthesia + + (approximately 30%) +
Anti-ganglioside antibody GT1a, GQ1b GT1a, GQ1b GT1a, GQ1b

The clinical aspects of the present case suggested a continuous spectrum between AOP and FS. AOP: acute
oropharyngeal palsy, FS: Fisher syndrome. #1 Summarized from 7 past cases (Ref. 3, 5, 6, 17, 18), #2 Mori, et al

(Ref. 19).

FROEHHEED <, NLWHREROMHE % 24 % 2 EOESE
BIH L7 EORFM L IME SN T 5 ¥, GalNAc-GD1a FLJs
ZRAE - A ORFEMEIZZ LAY, Bt GalNAc-GD1a Hifk ik
BICIEMRFRE O AP LIS W e S b ¥ F 72 1gM
BL GM2 HiiR1Z GBS 12351 5 CMV DIeA7I8ge, 1 Al bk
Ji & QRIHATRIZ Z LT W A5 10 ZAAE B T 1L BH AR R
FED SN o 7. AERITIEHT GTla HUikichnz, CMV
RGBT E N § W HT GalNAc-GD1a Hitik° Pt GM2 Pifk
HREEE 72 0, BRI T 3 B BRI BRI % 38 L 72 &
2Nz GalNAc-GDla FUEAYEM - 278 M| PR e S
HED E D PILFEBIERC X 2 HEDPLETH L. KA
IZIRRERICIE GBS OFi 2 X T % AOP & FS O overlap &
FZHN, WEREMRDO AT 85 L THDH I EARES
N7z (Table2). 7B, AEBITIE, CMV BEGHOBMERIE
PERRBEE 236 = 2 — O X F — THE SN TV S T ¥ ¥ i
EHELY V2T PRI WTIEREIE L Ty,
B RIEBIOTH > 7 ) Y FHAREZ AT L CeEE T L
UL R A AT S I IER e, I R 2 S
DUZHRR R S 7272 W 72 RIS 2 R B A T
ISR 2 L E T

R LOEE 134 154 [0 H AFE LS H0RILEER & (2019 4F 6
A 15 H) THFELE. (WHEER)

MOEH A BICARR OB L, BIRT & COLIREIZH 2 i3,
Mk, FHEECFRLEY THA.
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Abstract

A case of Fisher syndrome presented by rapidly progressing bilateral palatoplegia
after cytomegalovirus infection

Yukari Maeda, M.D.V, Toshitaka Umemura, M.D., Ph.D.?, Yuki Kaneko, M.D.?,
Shinjiro Matsumoto, M.D.?, Mikiko Kamijo, M.D., Ph.D.? and Takashi Kameyama, M.D., Ph.D.?

b Department of Internal Medicine, Chubu Rosai Hospital
2 Department of Neurology, Chubu Rosai Hospital

A 35-year-old male developed sensory abnormality of peripheral limbs and oral cavity after prior infection with
diarrhea and cold symptoms. Hyperrhinolalia, nasopharyngeal reflux, double vision, and wobbling in walking rapidly
progressed. Neurological examination revealed palatoplegia, omnidirectional ophthalmoplegia, hyperreflexia, sensory
disturbance of extremities, and truncal and limb ataxia due to decreased deep sensation. A peripheral nerve conduction
study found a slight decrease in sensory nerve action potential of the median nerve and a decrease in F wave frequency
of the median nerve. Serum IgM-CMYV antibody was positive on admission. After IVIg therapy, palatoplegia and ataxia
markedly improved. In this case, GalNAc-GD1a and GM2 antibodies, which are often detected after CMV infection, were
positive in addition to the GT1a and GQ1b antibodies, and it was assumed that these findings were associated with the
palatoplegia, which is included in cranial nerve palsy. Pathophysiologically, the present case is considered to be an
overlap with acute oropharyngeal palsy (AOP), which is a rare subtype of Guillain-Barre syndrome, and Fisher syndrome

(FS). The clinical aspects of the present case suggest a continuous spectrum between AOP and FS.

(Rinsho Shinkeigaku (Clin Neurol) 2021;61:305-309)

Key words: Fisher syndrome, acute oropharyngeal palsy, cytomegalovirus, anti-ganglioside antibodies, palatoplegia




