Profound Weakness in the Critically Ill

Multiple causes and multiple aetiologies.

Residual paralysis – exclude using peripheral nerve stimulation (minimal response to TOF, PTc)

Residual sedation – calculation of dose, duration and ability to clear medications (response to antagonism; naloxone, flumazenil)
Critical illness polyneuropathy – presents around a week into a critical illness, typically with limb weakness and atrophy, reduced tendon reflexes, loss of peripheral sensation to touch and pain, preservation of CN function, electrophysiological studies -> motor and sensory neuropathy, biopsies -> axonal degeneration and denervation -> atrophy of muscles.

Acute myopathy – risk factors = neuromuscular blockage and corticosteroids, motor findings with no sensory abnormalities, CK elevated, electrophysiological testing -> myopathy, muscle biopsy -> loss of thick filaments.
Spinal cord lesions – associated with a sensory level and hyperreflxia
Brain stem problems – cranial nerve lesions
Guillain-Barre syndrome – ascending motor weakness, loss of reflexes, some peripheral sensory deficits, pain, post-viral, high protein in CSF, responsive to Ig and plasmapheresis.
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