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Key Points

1 Acute generalised muscle weakness in children is a paediatric
emergency.

2 The differential diagnosis is broad and clinical localisation of
the lesion is paramount.

3 A careful history and neurologic examination guide timely
investigations and management.
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term ‘flaccid’ is used to indicate
the absence of spasticity or other upper
motor neuron signs such as hyper-reflexia,
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d We review some of the more common
ply pathologies causing acute generalized
= »"“muscle weakness in children, with a focus

:x'*on pathology affecting the spinal cord and

» lower motor neuron rather than acute

I ~ cerebral pathology such as acute ischemic
stroke where the pattern of weakness (e.qg.

hemiparesis) is usually distinguishable from
more generalized weakness or paraparesis.
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whilst the anterior horn cell is
physically /ocated in the spinal cord, it is part of
the fower motor neuron and lesions in this
location result in lower rather than upper motor
neuron signs.
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Table 1 Causes of acute generalised weakness

Location of
lesion Examples

Spinal cord Transverse myelitis
Spinal cord infarction
Fibrocartilaginous embolism
Compressive myelopathy, e.g. haemorrhage,

TuMmour
Traumatic spinal cord injury, e.g. non-accidental
mmyury
Discitis
Anterior horn cell Acute flaccid myelitis (e.g. enterovirus EV71,

other neurotropic viruses)
Acute poliomyelitis, vaccine associated
poliomvyelitis
Peripheral nerve Guillain—Barré syndrome
Neuropathies of infectous diseases
Acute toxic neuropathies (e.g. heavy metals)
Acute intermittent porphyria
Neuromuscular Myasthenia gravis
junction Botulism
Tick bite paralysis
Congenital myasthenic syndromes
Lambert Eaton myasthenic syndrome
Toxin mediated, e.g. snake bite,
organophosphate poisoning
Muscle Benign acute childhood myositis
Viral myositis
Dermatomyositis
Periodic paralyses
Rhabdomyolysis
Metabolic disorders, e.g. mitochondrial disorders
Drug-induced paralysis
Systemic Disease Critical #lness neuropathy/imyopathy
Other Functional neurological disorder




Table 2 Lesion localisation in acute onset muscle weakness

Spinal cord Anterior horn cell Peripheral nerve

Tone Increasedt Decreased Decreased
Distribution Paraparesis, May be asymmetricall  Distal > proximal
quadriparesis monoplegia
Proximal > distal
Reflexes Increasedt Decreased/absent Decreased/absent
Plantar responses  Extensorf Flexor Flexor
Other Sensory level Fasciculation/atrophy  Sensory abnormalities
Sphincter dysfunction May have autonomic dysfunction

Neuromuscular
junction

Normal/decreased
Cranial nerves
Proximal > distal

Normal/decreased
Flexor

Fatigability

Ptosis
Ophthalmoplegia

Muscle

Normal/decreased
Proximal > distal

Normal/decreased

Flexor

Muscle pain; atrophy
or hypertrophy

i In the hyperacute phase of spinal cord pathology (often referred to as ‘spinal shock’), hypotonia, hyporeflexia and absent extensor plantar
responses may predominate, and later evolve into upper motor neuron signs.
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urinary retention
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and constipation
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most common cause







.........

meleuropathic pain_ahd distal paresthesia 0 reeeeen




nerve root
enhancement on post contrast spinal cord MRI.
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generalized JMG
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ptosis

mydriasis
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