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Abstract
The aim of this study was to investigate the clinical electrophysiological features and prognosis of Acute
Motor Axonal Neuropathy (AMAN) in Uygur children of Xinjiang province. Six patients, aged 2 to 12
years, were included in the study. Five of the six patients had a history of prodromal infection. Disease
onset occurred between June and December, with myasthenia as the main onset sign (100%). The mean
peak time of the disease was 5.8 d. The amplitude of motor nerve potential in all children decreased
(21.1-70.3% of the normal lower limit), the degree of nerve injury at the distal end was greater than at
the proximal end (P<0.05), and the degree of injury of the upper and lower extremity nerves showed no
significant difference (P>0.05). The motor and sensory nerve conduction speeds were normal, and gglobulin was present. Myasthenia is the most common onset sign of AMAN in Uygur children, though
multiple disease symptoms can reach their peak in early stages of the disease. Electromyography (EMG)
is of great significance in the diagnosis and differential diagnosis of AMAN. Early Intravenous
Immunoglobulin (IVIG) therapy is efficacious in promoting the recovery of clinical neurological
function.

Keywords: Uygur, Acute motor axonal neuropathy, Clinical-electrophysiological feature, Prognosis, Children.
Accepted on October 3, 2017

Introduction
Guillain-Barre Syndrome (GBS) is an immune-mediated acute
polyradiculoneuritis that is most frequently preceded by an
unspecific infection. GBS is also known as Landry's paralysis.
The incidence rate of GBS ranges from 0.6 to 4.0/100,000 of
the population [1]. It manifests as evolving motor paralysis
with or without sensory disturbance, with the most common
pattern being ascending flaccid paralysis. Weakness typically
evolves over hours to a few days and is frequently
accompanied by tingling dysesthesias in the extremities.
According to pediatric literature, children usually recover in a
shorter time frame than adults, and have a mortality rate of
3-5%. Severe neurological disability leading to ventilatory
insufficiency and autonomic failure are the main causes of
death [2]. Acute Motor Axonal Neuropathy (AMAN) is a
subtype of Guillain-Barre Syndrome (GBS) characterized by
extensive axonal lesions in the motor cranial nerve fibers,
anterior spinal root, and motor fibers [3]. GBS includes Acute
Inflammatory Demyelinating Polyneuropathy (AIDP), Acute
Motor Axonal Neuropathy (AMAN), Acute Motor-Sensory
Axonal Neuropathy (AMSAN), Miller Fisher Syndrome
(MFS), acute ImnauMnomic neuropathy, Acute Sensory
Neuropathy (ASN), and other neuropathy subtypes [4].
Different subtypes have relatively consistent clinical
manifestations. Overall, the clinical course, severity, and
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outcomes
of
GBS
are
highly
variable.
Neuroelectrophysiological (NEP) studies play an important
role in diagnosing and typing GBS [5,6]. In addition to
classical GBS performance, a prominent feature of AMAN is
the nearly pure motor nerve involvement prompted by NEP
examination, especially motor axonal injury [7,8]. The clinical
manifestations of AMAN vary, and most patients’ exhibit mild
signs at onset. The disease progresses gradually, and can
eventually develop into complete lack of independent walking
ability or the need for mechanical ventilation [9]. Therefore,
predicting trends in the early stages of the disease would be of
significance in terms of effective intervention and treatment, as
well as in reducing mortality. The incidence of AMAN in
northern China is high [10], while the incidence of AMAN in
Xinjiang Uygur children has not been reported in China or
abroad. While there are a variety of ethnic minorities in
Xinjiang, the Uygur are the majority. Studies involving Uygur
children with AMAN have not been conducted. This may be
related to the lack of acknowledgement of the disease by
pediatricians. However, delayed treatment can result in
permanent disability. Therefore, by studying these cases, we
aimed to provide a basis on which the early identification and
clinical treatment of the disease might be improved. This study
analyzed and followed clinical and NEP data as well as
investigated the prognosis and features of 6 Uygur children
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with AMAN treated in our hospital, with the aim of providing
information on the incidence of AMAN in Chinese children.

Materials and Methods
Clinical data
A total of 6 Uygur pedia-out or inpatients with AMAN treated
in the Department of Pediatrics at the First Affiliated Hospital
of Xinjiang Medical University between May 2012 and
October 2014 were enrolled. All 6 patients, 4 males and 2
females, were from different regions of Xinjiang, and ranged in
age from 2 to 12 y, with a mean age of 6.1 y. Five patients had
a history of 2 to 4 w prodromal infection (all respiratory
infection). Four patients experienced onset between August
and December, and two patients experienced onset in June.
This study was approved by the ethical committee of the First
Affiliated Hospital of Xinjiang Medical University, agreed by
the patients’ parents, and obtained their informed consent.

The diagnostic criteria of AMAN
All six patients were in line with the diagnostic criteria of
AMAN [11]: 1) acute onset, with acute phase progression in <4
w; symmetric retarded paralysis; weakening or disappearance
of tendon reflex in the four extremities that may be associated
with cranial nerve palsy and/or respiratory muscle paralysis
without sensory impairment; possible exhibition of protein-cell
separation in the cerebrospinal fluid; 2) poliomyelitis excluded
by fecal polio virus test; 3) electrophysiological criteria: 1.
absence of demyelination, or only one nerve exhibiting the
characteristics of demyelination with its distal stimulationinduced muscle action potential amplitude (dCAMP)<10% of
the Lower Limit of Normal Value (LIN); 2. dCAMP<80% LIN
in two or more nerves; 3. normal action potential amplitude in
the sensory nerves.

NEP examination
The Motor Conduction Velocity (MCV), Sensory Conduction
Velocity (SCV), and Distal Motor Latency (DML) of the
median nerve, ulnar nerve, common peroneal nerve, and tibial
nerve in each patient were measured and recorded using the
KEYPOINT Electromyography (EMG) potential evoking
instrument. The amplitude of the Compound Muscle Action
Potential (CMAP) of the above mentioned nerves and the F
wave latency of the above motor nerves were also recorded.
The operation was performed by a professional technician
while the patient lay relaxed in a quiet and shielded room
(room temperature 20-22°C, limb temperature 32-34°C).

NEP typing criteria of AMAN
The normal EMG values issued by the Johns Hopkins Hospital
(USA) were set as the diagnostic criteria. Furthermore, the
patients’ ages and features from relevant literature [12], in
which the nerve conduction parameters in children 3 years and
older have been shown to be similar to adults, were taken into
consideration. Values from patients 3 years or older were
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compared with the normal values of healthy adults, and the
nerve conduction velocity and CMAP in those l-3 years old
were set to 80% of normal adult values, while the DML value
was set to 120% of normal adult values.
Criteria: 1. absence of demyelination, or only one nerve with
features of demyelination and dCAMP<10% of LLN; 2. 2 or
more nerves that exhibit dCAMP<80% of LLN; 3. normal
action potential amplitude in the sensory nerves.

Treatment and follow-up
All patients were intravenously administrated large doses of
immunoglobulin (IVIG), 400 mg/(kg•d), for five consecutive
days. The follow-up methods included clinic visits (in the
department of pediatrics in our hospital) and telephone followup. The follow-up time was 3-18 months.

Statistical analysis
SPSS version 16.0 was used for the statistical analysis. The
measurement data were expressed as mean ± standard
deviation (x̄ ± s), and the intergroup comparisons were
conducted using t-tests, with P<0.05 considered as a
statistically significant difference.

Results
Clinical features
Myasthenia was the main onset sign in our patients (100%).
Four patients (66.7%) exhibited four-limb involvement, and
two patients (33.3%) exhibited bilateral lower-limb
involvement. One patient (16.7%) exhibited visual disturbance;
one patient (16.7%) exhibited drinking-induced bucking; two
patients (33.3%) exhibited autonomic symptoms, manifesting
as dysuria; four patients (66.7%) reached peak severity of the
disease on the third to twelfth day following onset, while the
other two patients (33.3%) reached peak severity within three
days, with an average peak time of 5.8 d. The admission time
ranged from 3 days to 4 months after onset. Two patients
(33.3%) exhibited protein-cell separation in their CSF 2 w
following onset, but two other patients (33.3%) had no such
phenomenon in the second week. One patient (16.7%) was
admitted 4 months after onset and another patient (16.7%) was
admitted 2 months after onset, but no phenomena were found
in the CSF. The cephalic and spinal cord MRI of the six
patients (100%) showed no abnormalities (Table 1).

Nerve conduction
All six patients showed changes in motor nerve conduction in
the examination, among which the potential amplitude was
significantly reduced by 21.1-70.3% of LIN, with a mean of
42.7 ± 17.0% of LIN. MCV was normal. Detection of motor
nerve potential amplitude revealed that the distal potential
amplitude was reduced by 30.8 ± 14.3% of LIN, while the
proximal potential amplitude was reduced by 60.2 ± 16.9% of
LIN. The difference between them was statistically significant
(P<0.05), indicating that the distal nerves were severely injured
Biomed Res 2017 Volume 28 Issue 22
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(t=3.226, P<0.05). The distal potential amplitude of the lower
limbs was reduced by 32.0 ± 15.3% of LIN, while that of the
upper limbs was reduced by 37.7 ± 16.4%, with no statistically
significant difference between them (t=0.67, P>0.05). The
proximal potential amplitude of the lower limbs was reduced
by 58.1 ± 16.8% of LIN, and that of the upper limbs was

reduced by 54.0 ± 13.3%, with no statistically significant
difference between them (t=0.458, P>0.05). The above results
revealed that there were no significant differences in nerve
injury between the upper and lower limbs. The potential
amplitude and conduction velocity in the sensory nerves were
normal (Table 2).

Table 1. Clinical features of the six Uighur AMAN children.
Case
(no)

Age (y)

Gender

Onset sign

Associated sign

1

7

M

Myasthenia
limbs

2

5

M

Myasthenia
limbs

3

2

F

Myasthenia
limbs

4

6

M

Myasthenia
limbs

in

5

4

F

Myasthenia
limbs

6

13

M

Myasthenia
limbs

in

Admission
the Protein-cell
separation
in time (w)
CSF (2 w after
onset)

Cephalic
and
spinal cord MRI

lower Visual disturbance

3

N/A

0.5

No abnormality

four Drinking-induced
bucking

2

N/A

0.5

No abnormality

2

yes

1

No abnormality

four N/A

12

yes

4

No abnormality

in

four N/A

9

N/A

8

No abnormality

in

four Dysuria

7

N/A

16

No abnormality

in

in

lower Dysuria

improvement while the other (16.7%) showed no obvious
improvement.

Table 2. NEP results of the six AMAN children (n=6).
Nerves detected (the median Reduction degree of t
nerve, ulnar nerve, common CMAP (% of LIN)
peroneal nerve, and tibial nerve)

P

Distal end of four limbs

30.8 ± 14.3

3.226

0.009

Proximal end of four limbs

60.2 ± 16.9

Distal end of lower limbs

32.0 ± 15.3

0.67

0.518

Distal end of upper limbs

37.7 ± 16.4

Proximal end of lower limbs

58.1 ± 16.8

0.458

0.66

Proximal end of upper limbs

54.0 ± 13.3

Follow-up

EMG
All children exhibited motor unit time widening, increased
amplitude, slowed conduction velocity, and spontaneous
potential.

Treatment effect
Following immunoglobulin treatment, 3 patients (50%)
exhibited significantly improved signs, two patients (33.3%)
exhibited mild improvement, and one patient (16.7%) did not
show significant improvement. Three patients (50%)
underwent IVIG treatment within 1 w of onset, and their signs
improved significantly. One patient (16.7%) underwent IVIG
treatment within 4 w of onset, and the signs improved slightly.
Two patients underwent IVIG treatment within 8-16 w of
onset. In these patients, one patient (16.7%) showed slight
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Peak time of
course (days)

The 6-month and 1 y follow-up visits revealed that two patients
achieved complete remission of their signs together with a
recovery in muscle strength. The muscle strength in three
patients increased by 1-2 levels, and independent walking was
achieved. One patient exhibited an increase in muscle strength
less than 1 level. Among the five patients who could walk
independently, two patients (40%) completely recovered within
1 month after disease onset due to inpatient treatment
(admitted for 3 d after onset), two patients (40%) recovered
within 6 months after onset, and one patient (20%) recovered 1
year after onset.

Discussion
The proportions of AMAN in GBS patients vary widely in
different countries and regions [13-16], with lower rates in
Europe and North America (3% to 17%) and higher rates in
East and South America (23% to 78%). Northern China and
Japan have high incidence rates that also exhibit marked
seasonal patterns. AMAN can occur at any age, is more
common in males, and has an average age of onset of 4.5 y
[15,16]. In this study, the average onset age of the six Uygur
pedia-patients was 6.1 y, similar to other reports. These 6 cases
exhibited a significant seasonal pattern, with onset occurring
between June and December. In this study, 5 patients were
from rural areas, suggesting that this disease may be related to
the living conditions of their residences. Among AMAN
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patients, Campylobacter jejuni infection is the most common
precursor event. Five patients in this study exhibited this
prodromal event, and all had upper respiratory tract infections.
No cases of diarrhea were found in this study, but further
investigation on whether Uygur AMAN patients have a special
pathogenetic cause of the disease or if there was a certain
omission of their disease histories. The one patient without the
prodromal event (3 y old) had experienced disease onset 4
months prior to being admitted to our hospital, so the
possibility of a precursor event cannot be completely ruled out.
Because the existing cases are still few in number, the
epidemiological data on the prevalence of AMAN in Xinjiang
Uygur children still requires further study.
AMAN is clinically similar to Acute Inflammatory
Demyelinating Polyneuropathy (AIDP), but there are many
differences in their clinical manifestations as well as in their
NEP, neuropathological, and immunological pathogenesis.
Furthermore, compared with AIDP, the signs of motion
paralysis in AMAN progress faster and can reach their peak
earlier [17], while AMAN patients may exhibit normal or
increased tendon reflexes [18]. The patients in this study
exhibited myasthenia as the main clinical manifestation; 5
patients lost their tendon reflexes, and one patient remained
with normal tendon reflexes. Some children exhibited proteincell separation in the CSF examination, but the NEP
examination showed no demyelination, which was in line with
the NEP changes of AMAN and did not support the diagnosis
of AIDP. Meanwhile, the NEP monitoring showed similar
degrees of upper and lower extremity nerve damage, and the
distal extremity nerve damage was more serious, similar to a
previous report [19]. NEP can provide an objective basis for
the diagnosis and differentiation of AMAN that cannot be done
by other tests [20]. Immunological and pathologic studies have
identified that AMAN is caused by the cross reactions of
homologous
antigens
in
the
gangliosides
of
lipopolysaccharides and motor nerve axons on the surface of
bacteria [21,22], with typical pathological changes presenting
as myelin loss-free axonal degeneration, while AIDP mainly
presents as inflammatory myelination degeneration in
peripheral nerves. In summary, the disease conditions in
AMAN patients are more severe than those in AIDP patients,
and include earlier muscle atrophy and worse recovery. In this
study, 5 patients experienced a restored ability to walk
independently, 4 within 6 months of disease onset, and one
within 1 year of disease onset.
Studies have shown that receiving IVIG in early stages (within
2 w) of disease onset may independently predict of IVIG’s
therapeutic efficacy [23]. In this study, the 3 patients with
significant improvement of clinical signs received IVIG
treatment less than 1 week after onset, consistent with the
literature [23]. The two patients with muscle strength ≤ level 1
were first admitted 2 and 4 months after onset. Three months
after IVIG treatment, NEP examination showed continuous
CAMP amplitude reduction in one case and certain
improvement in the other case. Therefore, AMAN patients
should be diagnosed and treated with IVIG as early as possible,
and although some patients may have a longer disease course,
9699

IVIG treatment should be given so as to be aid in improving
the prognosis.

Conflicts of Interest
The authors declare no conflict of interest.

References
1. Panpalli AM, Guven H, Comoglu SS. Temporary
conduction block in acute motor axonal neuropathy. Acta
Neurol Belg 2016; 116: 425-427.
2. Magid-Bernstein J, Al-Mufti F, Merkler AE, Roh D, Patel
S, May TL, Agarwal S, Claassen J, Park S. Unexpected
rapid improvement and neurogenic stunned myocardium in
a patient with acute motor axonal neuropathy: A case report
and literature review. J Clin Neuromuscul Dis 2016; 17:
135-141.
3. Yildirim S, Adviye R, Gul HL, Turk BU. Acute motor
axonal neuropathy (Aman) with motor conduction blocks in
childhood; case report. Iran J Child Neurol 2016; 10: 65-69.
4. Fukae J, Tsugawa J, Ouma S, Umezu T, Kusunoki S,
Tsuboi Y. Guillain-Barre and Miller fisher syndromes in
patients with anti-hepatitis e virus antibody: a hospitalbased survey in Japan. Neurol Sci 2016; 37: 1849-1851.
5. Yadegari S, Nafissi S, Kazemi N. Comparison of
electrophysiological findings in axonal and demyelinating
Guillain-Barre syndrome. Iran J Neurol 2014; 13: 138-143.
6. Akbayram S, Dogan M, Akgun C, Peker E, Sayιn R, Aktar
F, Bektas MS, Caksen H. Clinical features and prognosis
with Guillain-Barre syndrome. Ann Indian Acad Neurol
2011; 14: 98-102.
7. Kumar M, Aroor S, Mundkur S, Kumar S. Guillain-barre
syndrome: a clinical study of twenty children. J Clin Diagn
Res 2015; 9: 9-12.
8. Zhang J, Song XJ, Hou HQ, Tan GJ, Bian GY, Li B, Chen
LP, Wang L, Guo L. Electrophysiological subtypes and
long term prognosis of Guillain-Barre syndrome. Chinese
Med J 2016; 96: 1987-1990.
9. Paul BS, Bhatia R, Prasad K, Padma MV, Tripathi M,
Singh MB. Clinical predictors of mechanical ventilation in
Guillain-Barré syndrome. Neurol India 2012; 60: 150-153.
10. Sayin R, Tombul T, Gulec TC, Anlar O, Akbayram S,
Caksen H. Acute motor axonal neuropathy cases in Van
region. Bratisl Lek Listy 2011; 112: 269-272.
11. van den Berg B, Walgaard C, Drenthen J, Fokke C, Jacobs
BC, van Doorn PA. Guillain-Barre syndrome: pathogenesis,
diagnosis, treatment and prognosis. Nat Rev Neurol 2014;
10: 469-482.
12. Uncini A, Kuwabara S. Electrodiagnostic criteria for
Guillain-Barre syndrome: a critical revision and the need
for an update. Clin Neurophysiol 2012; 123: 1487-1495.
13. Omejec G, Podnar S. Retrospective analysis of Slovenian
patients with Guillain-Barre syndrome. J Peripher Nerv
Syst 2012; 17: 217-219.

Biomed Res 2017 Volume 28 Issue 22

Clinical electrophysiological characteristics and prognosis of acute motor axonal neuropathy in Uygur children of
Xinjiang
14. Kalita J, Misra UK, Goyal G, Das M. Guillain-Barre
syndrome: subtypes and predictors of outcome from India.
J Peripher Nerv Syst 2014; 19: 36-43.
15. Ye Y, Wang K, Deng F, Xing Y. Electrophysiological
subtypes and prognosis of Guillain-Barré syndrome in
northeastern China. Muscle Nerve 2013; 47: 68-71.
16. Mitsui Y, Kusunoki S, Arimura K, Kaji R, Kanda T,
Kuwabara S, Sonoo M, Takada K. A multicentre
prospective study of Guillain-Barre syndrome in Japan: a
focus on the incidence of subtypes. J Neurol Neurosurg
Psychiatry 2015; 86: 110-114.
17. Kokubun N, Shahrizaila N, Hirata K, Yuki N. Reversible
conduction failure is distinct from neurophysiological
patterns of recovery in mild demyelinating Guillain-Barre
syndrome. J Neurol Sci 2013; 326: 111-114.
18. Kokubun N, Shahrizaila N, Koga M, Hirata K, Yuki N. The
demyelination neurophysiological criteria can be
misleading in Campylobacter jejuni-related Guillain-Barré
syndrome. Clin Neurophysiol 2013; 124: 1671-1679.
19. Kannan MA, Ch RK, Jabeen SA, Mridula KR, Rao P,
Borgohain R. Clinical, electrophysiological subtypes and
antiganglioside antibodies in childhood Guillain-Barre
syndrome. Neurol India 2011; 59: 727-732.
20. Koo YS, Shin HY, Kim JK, Nam TS, Shin KJ, Bae JS, Suh
BC, Oh J, Yoon BA, Kim BJ. Early electrodiagnostic
features of upper extremity sensory nerves can differentiate

Biomed Res 2017 Volume 28 Issue 22

axonal Guillain-Barre syndrome from acute inflammatory
demyelinating polyneuropathy. J Clin Neurol 2016; 12:
495-501.
21. Susuki K, Yuki N, Schafer DP, Hirata K, Zhang G,
Funakoshi K, Rasband MN. Dysfunction of nodes of
Ranvier: a mechanism for anti-ganglioside antibodymediated neuropathies. Exp Neurol 2012; 233: 534-542.
22. Sekiguchi Y, Uncini A, Yuki N, Misawa S, Notturno F,
Nasu S, Kanai K, Noto Y, Fujimaki Y, Shibuya K, Ohmori
S, Sato Y, Kuwabara S. Antiganglioside antibodies are
associated with axonal Guillaine-Barré syndrome: a
Japanese Italian collaborative study. J Neurol Neurosurg
Psychiatry 2012; 83: 23-28.
23. Verboon C, van Doorn PA, Jacobs BC. Treatment dilemmas
in Guillain-Barre syndrome. J Neurol Neurosurg Psychiatry
2017; 88: 346-352.
*Correspondence

to

Jihong Zhang
Department of Pediatrics
Yangpu Hospital
Tongji University School of Medicine
PR China

9700

