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Abstract
Introduction: Campylobacter species represent the main cause of bacterial diarrhea in developed countries and
one of the most frequent causes of enterocolitis in developing ones. In some patients, Campylobacter jejuni
infection of the gastrointestinal tract has been observed as an antecedent illness of acute motor axonal
neuropathy, a variant of Guillain-Barré syndrome.
Case presentation: We present a case of acute motor axonal neuropathy following infection with Campylobacter
jejuni subspecies jejuni, biotype II, heat stable serotype O:19. A 46-year-old Caucasian man developed acute motor
neuropathy 10 days after mild intestinal infection. The proximal and distal muscle weakness of his upper and lower
extremities was associated with serum antibodies to Campylobacter jejuni and antibodies to ganglioside GM1. The
electromyographic signs of neuropathic muscle action potentials with almost normal nerve conduction velocities
indicated axonal neuropathy. Our patient’s clinical and electrophysiological features fulfilled criteria for the
diagnosis of an acute motor axonal neuropathy, a subtype of Guillain-Barré syndrome.
Conclusion: As this is the first case of acute motor axonal neuropathy following infection with Campylobacter
jejuni subspecies jejuni reported from the Balkan area, the present findings indicate the need for systematic studies
and further clinical, epidemiological and microbiological investigations on the prevalence of Campylobacter jejuni
and its heat stable serotypes in the etiology of Guillain-Barré syndrome and other post-infectious sequelae.

Introduction
Campylobacter jejuni has been recognized as one of the
most common causes of bacterial diarrheal illness in
humans [1]. After C. jejuni infection, severe post-infectious sequelae may occur, such as post-infectious acute
motor axonal neuropathy (AMAN), a subtype of Guillain-Barré syndrome (GBS) [2].
The clinical entity ‘GBS’ can be divided into three
forms: acute inflammatory demyelinating polyneuropathy (AIDP), which has as its main characteristic feature
the macrophage-mediated demyelination of the peripheral nerves; axonal pattern, with axonal involvement,
consisting of AMAN; and rare acute motor-sensory axonal neuropathy (AMSAN). AIDP and AMAN are differentiated by their clinical, electrophysiological and
serological manifestations [2]. Miller Fisher syndrome
(MFS), a variant of GBS, is characterized by
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ophthalmoplegia, ataxia and areflexia. Conditions related
to MFS are Bickerstaff’s brainstem encephalitis (BBE)
(ataxia and impaired consciousness, with or without
ophthalmoplegia, and areflexia or hyporeflexia); acute
ophthalmoparesis (extraocular muscle paralysis arising
in the absence of ataxia or areflexia); ataxic GBS (which
may be ataxic GBS, sensory ataxic GBS and pure sensory GBS in which ataxia is the dominant clinical feature, in the absence of either limb or craniopharyngeal
weakness); and pharyngeal-cervical-brachial (PCB) weakness (oropharyngeal, neck and shoulder weakness in the
absence of significant limb weakness, with facial palsy,
blepharoptosis, absence of sensory disturbance and preserved tendon jerk in the legs) [2]. Some authors consider PCB, GBS, MFS and BBE to be forms of a
continuous spectrum [3].
Studies have shown that lipopolysaccharides extracted
from C. jejuni associated with GBS mimic human gangliosides in their structure [2]. Moreover, patients with
GBS triggered by C. jejuni infection usually have more
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severe disease than those triggered by other microorganisms [4].
Serotyping based on heat stable (HS) antigens [5] is
the preferred method for the investigation of the clonality of bacterial strains related to post-infectious polyneuropathies. Some HS C. jejuni serotypes such as HS
O:19 are usually associated with GBS. HS serotypes
observed in other GBS patients include O:1; O:2; O:4;
O:4 complex (4, 13, 16, 43, 50); O:5; O:10; O:16; O:23;
O:37; O:41; O:44 [6], and O:35 and O:13/65 [7].
There is a lack of evidence on the prevalence of C.
jejuni in many geographical areas including Serbia as a
triggering organism in the etiology of GBS and other
post-infectious sequelae. In addition, there is a lack of
evidence on serotype distribution and GBS associated
strains for some geographical areas.
We present a case of AMAN, a subtype of GBS, following infection with C. jejuni subspecies jejuni, biotype
II O:19. According to our knowledge, this is the first
report of AMAN associated with C. jejuni in the Balkan
region.

Case presentation
A 46-year-old Caucasian man, a physician from a town
in central Serbia, had nausea, fever, and had suffered
watery diarrhea that lasted for one day. The diarrhea
was self-limiting and he was treated only with antipyretic drugs. Ten days later, he felt muscle weakness in
both upper and lower extremities. Proximal weakness in
his arms resulted in difficulty in lifting them above his
shoulders, and in his legs in difficulty climbing stairs
and rising from a low chair. During the following days
weakness also appeared in his distal arm muscles, and
gradually increased in his upper and lower leg muscles
until our patient became severely disabled. Three days
prior to admission, our patient complained of muscular
pain in both his legs, low back and shoulders.
On admission, seven days after the first symptoms
occurred, our patient’s mental status was normal and
cranial nerves were not affected. Both nerves innervating
the proximal and distal muscle groups were affected in
the upper and lower extremities resulting in symmetric
proximal and distal muscle weakness which ranged
between 3 and 4 on the Medical Research Council
(MRC) grading scale. Deep tendon reflexes were normal,
with the exception of both triceps brachii reflexes which
were abolished. Pathological reflexes were also absent.
There was no sensory nerve dysfunction and no sphincter disturbances (Quantitative Sensory Testing, SemmesWeinstein monofilament, 128 Hz tuning fork).
Electrophysiological investigation was performed three
weeks after the beginning of the first symptoms. Electromyography (EMG) revealed polyphasic neuropathic
muscle action potentials with reduced interference
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pattern and compensatory motor unit potentials in the
proximal and distal muscles of his upper and lower
extremities. The amplitude of motor evoked potentials
was slightly reduced for both peroneal and right mediana and for the ulnar nerve. Motor and sensory conduction velocities were normal.
The following laboratory examinations were normal:
blood sedimentation rate, complete blood count, blood
glucose, serum electrolytes, urea nitrogen, creatinine,
serum protein content, cholesterol, triglycerides, and
liver and muscle enzymes. The protein level in the cerebrospinal fluid (CSF) was measured seven days after the
beginning of muscle weakness and was slightly elevated
at 0.59 g/L. According to laboratory standards, a normal
upper limit is 0.46 g/L. Cell count was normal with 3
mononuclear cells/mm3. A normal cell value is less than
10 cells/mm3.
In view of a probable diagnosis of AMAN, our patient
received from the first day of hospitalization a course of
intravenous immunoglobulin (IVIG) at the standard
dose of 0.4 g/kg/day: a daily dose of 30 g was administrated over a period of five days (our patient’s weight
was 75 kg). IVIG resulted in an immediate dramatic
improvement. From the 11th day after his admission, in
view of the positive stool cultures for C. jejuni (see
below), he received 1500 mg of oral erythromycin daily
in order to eradicate antigenic stimuli. On his 24th day
of hospitalization, our patient’s neurological status
improved with residual mild weakness of the foot dorsiflexor muscles and minimal weakness of the proximal
and distal muscles of his arms. Three weeks later he
had no muscle weakness and his tendon reflexes were
brisk.
Because of the clinical signs and the history of a preceding gastrointestinal infection, a stool sample was sent
to the Republic Institute of Public Health, Belgrade, for
microbiological examination. For the detection of thermophilic campylobacters the Columbia agar base was
supplemented with 5% sheep blood and antibiotics
(cefoperazone 1.5 g/L, colistin 106 U, vancomycin 1 g/L,
amphotericin B 0.2 g/L), (bioMérieux, Marcy l’Etoile,
France). Culture was incubated at 42°C for 48 hours in
a microaerophilic atmosphere (biomérieux). Fortunately,
due to a delay in sampling, the primary culture was seen
as positive for Campylobacter, and the subculture of
solid plate yielded a confluent growth of colonies typical
for Campylobacter, which were oxidase- and catalasepositive with a characteristic microscopic appearance,
with S-shaped and curved rods. Identification, biotyping
and serotyping were performed at the Bacteriology and
Enteric Disease Program, National Microbiology Laboratory, Winnipeg, Manitoba, Canada. A strain presumptively identified as Campylobacter was differentiated to
the species level by a combination of biotyping tests [8]
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and by use of a polymerase chain reaction (PCR)-based
restriction fragment length polymorphism (RFLP) test
[9]. Heat stable serotyping was performed using Penner’s
method [5]. The strain was identified as C. jejuni subspecies jejuni biotype II HS O:19, sensitive to
erythromycin.
Antibodies to C. jejuni were determined by indirect
immunofluorescence assay using as antigen methanolfixed whole bacteria of the C. jejuni. Five pools, each
consisting of 50 sera of healthy blood donors, were used
as controls.
Autoantibodies to peripheral nerve gangliosides,
including monosialoganglioside (GM1), disialoganglioside (GD1a) and asialoganglioside (ASGM1) were determined by enzyme-linked immunosorbent assay (ELISA),
using methanol-fixed antigen-coated 96-well microELISA plates and peroxidase-conjugated secondary antiimmunoglobulin G (IgG) and immunoglobulin M (IgM)
goat antibodies.
On the day of the admission, serum antibodies to C.
jejuni were positive in a titer of 1:128, while the control
sera had titers of up to 1:8. On day 24, the antibody
titers were still positive at 1:32. The IgG anti-GM1 antibodies were positive in the first serum sample (day 4) in
a significant titer (1:16,000, with negative controls 1:400)
and changed to negative (1:400) on days 10 and 19 after
admission. There was no serum reactivity against gangliosides GD1a and ASGM1.

Discussion
So far, there have been no reports about the incidence
of such cases in Serbia. The neurological signs of a peripheral neuropathy, the history of a preceding gastrointestinal infection, the isolation of C. jejuni serotype O:19
from the patient’s stool and the positive IgG anti-GM1
antibodies are typical of a C. jejuni-associated GBS. In
the present case, electrophysiological findings indicated
axonal neuropathy which was in accordance with antecedent C. jejuni infection and positive anti-GM1 antibodies, and in combination with neurological finding was
compatible with the diagnosis of AMAN.
Although GBS is characterized by areflexia, particularly in patients with severe flaccid paralysis, in the present case reflexes were retained (apart from in the
triceps). In patients with mild and moderate muscle
weakness with preserved active movement deep tendon
reflexes may be lost in some but not all muscle groups.
Some occasional cases with unusually brisk deep tendon
reflexes have been reported [10].
Serological finding of anti-campylobacter antibodies,
supporting results obtained by cultivation, and the finding of anti-ganglioside antibodies completed the picture
of possible cross-reactivity as the mechanism of axonal
lesion. Indeed, the role of anti-GM1 antibodies in GBS
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has been extensively investigated [11]. An experimental
animal model of GBS induced by inoculation of GM1
ganglioside confirms the role of anti-GM1 antibodies in
the immunopathogenesis of GBS [12]. Patients with
AMAN and negative anti-GM1 antibodies may have
antibodies to peripheral nerve myelin glycoprotein
cross-reactive with GM1 [13].
Although our patient recovered without complications,
GBS is not a mild disease. Population-based studies
show mortality of approximately 10%, and a requirement for artificial ventilation in approximately 25% of
cases [14].
Concerning the bacteriological diagnosis of a C. Jejuniassociated GBS, a lag time of 1-3 weeks between campylobacter infection and the onset of GBS must be taken
into account. In our particular case, AMAN occurred 10
days after the onset of the campylobacter infection. C.
jejuni was recovered in the sample taken on day 31 after
the onset of diarrheal disease. Further excretion of microorganisms was not examined. For the recovery of the
strain, only selective solid medium was used. Bacteria
were present in the small sample, and sub-cultivation
produced a pure culture and characteristic growth.
Consistent reports on the prevalence and characterization of thermophilic campylobacter strains isolated from
all over the world are yet to be combined globally for
research purposes. The characterization of thermophilic
campylobacter strains is not necessary for routine diagnostic procedures since the disease is often mild and
self-limited, and free of complications. However, some
characteristics of clinical presentations, such as chronic
post-infectious sequelae, are related to certain HS serotypes which may vary by geographical area; and the epidemiology of campylobacter-associated GBS cannot be
determined without the use of typing schemes.

Conclusion
Campylobacter jejuni enterocolitis was diagnosed in our
patient with the AMAN form of GBS, suggesting a close
association between the bacterial infection and the
severe acute neuropathy, supporting the general hypothesis of cross-reactivity between bacteria and human peripheral neural tissue. After the administration of therapy
including an antibacterial drug, our patient recovered
fully despite the general poor prognosis in a case of
campylobacter post-infectious sequelae. Indeed, besides
neurological examinations, specific microbiological and
immunological examinations are needed for etiological
GBS diagnosis. As this is the first case of AMAN following infection with C. jejuni subspecies jejuni, reported
from Serbia, further clinical, epidemiological and microbiological investigations on the prevalence of C. jejuni
and its HS serotypes in the etiology of GBS and other
post-infectious sequelae are warranted.
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Consent
Written informed consent was obtained from the patient
for publication of this case report and any accompanying images. A copy of the written consent is available
for review by the Editor-in-Chief of this journal.

Page 4 of 4

9.

10.

11.
Acknowledgements
We thank Dr David Woodward for critical review of the manuscript. This
investigation is part of the project “The role of Campylobacter jejuni in
aetiology of some autoimmune diseases especially Guillain-Barré Syndrome”
(1612) and is supported by the Ministry of Science, Technologies and
Development of the Republic of Serbia.
Author details
1
Department of Microbiology and Immunology, School of Medicine,
University of Niš, Bul Dr Z Đinđića, 81, 18000 Niš, Serbia. 2Institute of
Neurology, School of Medicine, University of Belgrade, Dr Subotića 8, 11000
Belgrade, Serbia. 3Republic Institute of Public Health, Dr Subotića 5, 11000
Belgrade, Serbia. 4National Laboratory for Enteric Pathogens, National
Microbiology Laboratory, The Canadian Science Centre for Human and
Animal Health, 1015 Arlington Street, Winnipeg, Manitoba, R3E 2R2, Canada.
5
School of Pharmacy, University of Skopje, Bul Krste Misirkov bb 91000
Skopje, Former Yugoslav Republic of Macedonia. 6Institute of Public Health
in Niš, Center for Microbiology, Bul Dr Z Đinđića, 50, 18000, Niš, Serbia.

12.

13.

14.

Marshall SM, Melito PL, Woodward DL, Johnson WM, Rodgers FG,
Mulvey MR: Rapid identification of Campylobacter, Arcobacter, and
Helicobacter isolates by PCR-restriction fragment length polymorphism
analysis of the 16S rRNA gene. J Clin Microbiol 1999, 37:4158-4160.
Susuki K, Atsumi M, Koga M, Hirata K, Yuki N: Acute facial diplegia and
hyperreflexia: A Guillain-Barré syndrome variant. Neurology 2004,
62:825-827.
Rees JH, Gregson NA, Hughes RA: Anti-ganglioside GM1 antibodies in
Guillain-Barre syndrome and their relationship to Campyobacter jejuni
infection. Ann Neurol 1995, 38:809-816.
Yuki N, Yamada M, Koga M, Odaka M, Susuki K, Tagawa Y, Ueda S,
Kasama T, Ohnishi A, Hayashi S, Takahashi H, Kamijo M, Hirata K: Animal
model of axonal Guillain-Barre syndrome induced by sensitization with
GM1 ganglioside. Ann Neurol 2001, 49:712-720.
Apostolski S, Sadiq SA, Hays A, Corbo M, Stefansson K, LeBaron RG,
Hays AP, Latov N: Identification of Gal(ß1-3)GalNAc bearing glycoproteins
at the nodes of Ranvier in peripheral nerve. J Neurosci Res 1994,
38:134-141.
Huges RAC: Guillain-Barré syndrome. Heidelberg, Germany: Springer-Verlag
1990.

doi:10.1186/1752-1947-4-101
Cite this article as: Miljković-Selimović et al.: Enteritis caused by
Campylobacter jejuni followed by acute motor axonal neuropathy: a
case report. Journal of Medical Case Reports 2010 4:101.

Authors’ contributions
BMS conceived the study, and co-ordinated and drafted the manuscript; DL
provided information about the clinical course of the patient; OM, BK, TB, LR
performed microbiogical investigation; LP performed PCR identification,
biotyping and serotyping; LS performed the immunological assay; LKN and
SA participated in its design and helped to draft the manuscript. All authors
read and approved the final manuscript.
Competing interests
The authors declare that they have no competing interests.
Received: 21 October 2009 Accepted: 31 March 2010
Published: 31 March 2010
References
1. Gillespie IA, O’Brien SJ, Frost JA, Adak GK, Horby P, Swan AV, Painter MJ,
Neal KR: Campylobacter Sentinel Surveillance Scheme Collaborators. A
case-case comparison of Campylobacter coli and Campylobacter jejuni
infection: a tool for generating hypotheses. Emerg Infect Dis 2002,
8(9):937-942.
2. Willison HJ, Yuki N: Peripheral neuropathies and anti-glycolipid
antibodies. Brain 2002, 125:2591-2625.
3. Nagashima T, Koga M, Odaka M, Hirata K, Yuki N: Continuous spectrum of
pharyngeal-cervical-brachial variant of Guillain-Barré syndrome. Arch
Neurol 2007, 64:1519-1523.
4. Vriesendorp FJ, Mishu B, Blaser M, Kosk CL: Serum antibodies to GM1
peripheral nerve myelin and Campylobacter jejuni in patients with
Guillain-Barré syndrome and controls: correlation and prognosis. Ann
Neurol 1993, 34:130-135.
5. Lauwers S, Penner JL: Serotyping Campylobacter jejuni and Campylobacter
coli on the basis of thermostable antigens. Campylobacter infection in
Man and Animals Boca Raton, Florida: CRC PressButzler J-P 1984, 51-60.
6. Nachamkin I, Allos BM, Ho TW: Campylobacter jejuni infection and the
association with Guillain-Barré syndrome. Campylobacter Washington, DC:
ASM PressNachamkin I, Blaser M 2000, 155-175.
7. Endtz HP, Ang CW, Braak van Den N, Duim B, Rigter A, Price LJ,
Woodward DL, Rodgers FG, Johnson WM, Wagenaar BC, Jacobs HA,
Verbrugh HA, van Belkum A: Molecular characterization of Campylobacter
jejuni from patients with Guillain-Barré and Miller-Fisher syndromes. J
Clin Microbiol 2000, 38:2291-2301.
8. Lior H: Serotyping of Campylobacter jejuni by slide agglutination based
on heat labile antigenic factors. Campylobacter Infection in Man and
Animals Boca Raton, Florida: CRC PressButzler J-P 1984, 61-76.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color figure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

