
 

Abstract

Guillain-Barré syndrome (GBS) has a global incidence of 1–2 cases per 100,000 individuals annually and
remains the most common cause of acute flaccid paralysis. Standard treatment includes plasma exchange
within 4 weeks or intravenous immunoglobulin (IVIg) within 2 weeks of symptom onset. However, select
late-presenting cases may still benefit from IVIg treatment. Here, we report a case of a 17-year-old male who
presented with progressive bilateral limb weakness and paresthesia that began approximately 3 weeks prior
to admission. Furthermore, he experienced a brief syncope episode and defecation syncope, thus indicating
possible autonomic involvement. On hospital day 3, after shared decision-making, the family opted for IVIg
over plasma exchange. The laboratory tests on admission and before IVIg treatment showed normal albumin
and elevated c-reactive protein (CRP) levels, which resulted in a low CRP-albumin ratio (CAR = 0.12).
Although the value of CAR has not been elucidated in GBS, studies on Kawasaki disease suggest that a
lower CAR may be associated with a favorable response to IVIg treatment. The patient received IVIg at 0.4
g/kg/day for 5 days, starting on hospital day 4 (approximately day 24 of symptom onset). By day 3 of IVIg
therapy, the patient exhibited improved limb strength and reduced paresthesia. Moreover, the GBS disability
score improved from 4 to 2 upon completion of treatment. This case supports the potential benefit of IVIg
beyond the conventional 2-week window in GBS, particularly in patients exhibiting autonomic symptoms.
The use of CAR as a potential supportive marker for predicting the response of patients with GBS to IVIg
treatment warrants further investigation.

Keywords: Albumin, c-reactive protein, Guillain-Barre syndrome, immunoglobulins, intravenous,
polyradiculoneuropathy.

Guillain-Barré syndrome (GBS) is a syndrome that
manifests as acute inflammatory demyelinating
polyradiculoneuropathy, making it the most common
cause of acute paralysis, with an annual global
incidence of approximately 1–2 per 100,000 people.(1, 2)

GBS occurs more frequently in males than in females,
and its incidence increases with age, although

individuals from all age groups can be affected.(3, 4)

Patients with GBS generally present with symptoms
of sensory weakness in the legs, which progresses to
the arms and cranial muscles. However, the clinical
presentation of the disease is heterogeneous and
includes several distinct clinical variants.(2) The exact
cause of GBS is still unknown, but an immune response
to a preceding infection, such as gastroenteritis or
respiratory tract infections, often triggers its onset.
Several pathogens have been associated with the
onset of GBS, including Campylobacter jejuni,
cytomegalovirus, hepatitis E virus, Mycoplasma
pneumoniae, Epstein-Barr virus, Zika virus, and
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coronavirus.(2, 4-7) GBS occurs because of an immune
response that cross-reacts with peripheral nerve
components, involving molecular mimicry. This
immune response targets either the myelin or axonal
components of the peripheral nerves, which leads to
the demyelinating or axonal forms of GBS.(1,3) In some
cases, there is evidence that suggests a potential
genetic component involved in the development of
GBS.(6)

Approximately 70.0% of patients with GBS
experience dysautonomia, characterized by
tachycardia or bradycardia, facial flushing, alternating
hypertension and hypotension, orthostatic hypotension,
anhidrosis or diaphoresis, and urinary retention,
whereas gastrointestinal autonomic manifestations
include diarrhea or constipation. Dysautonomia is
critical to treat, as it is associated with a 5.0%–7.0%
risk of sudden death.(1, 2, 8)

The first therapy proven effective for GBS was
plasmapheresis, or plasma exchange (PE). PE is
administered within 4 weeks of the onset of weakness
for non-ambulant patients and 2 weeks for ambulant
patients.(2, 3, 9-11) Subsequent studies have revealed that
intravenous immunoglobulin (IVIg) therapy has nearly
the same efficacy as PE for non-ambulant patients if
started within 2 weeks of weakness onset.(9, 12) Based
on these studies, IVIg is recommended within 2 weeks
of weakness onset; however, the effectiveness of
IVIg administration beyond this period remains
uncertain.(2, 9, 10) Another report suggested that IVIg
should be given within 2 weeks of symptom onset in
patients with GBS who require assistance with walking
or within 4 weeks for those with neuropathic
symptoms.(11) Further assessment is also required to
evaluate the potential risk of IVIg treatment failure to
achieve optimal and efficient therapy outcomes for
the patient. This case report aims to highlight that the
IVIg administration, more than 2 weeks after
weakness onset, supplemented with albumin and
c-reactive protein (CRP) testing, as well as the
calculation of the CRP-albumin ratio (CAR) to predict
the potential risk of IVIg treatment failure,
demonstrates therapeutic improvement in patients with
GBS.

Case presentation
A 17-year-old male was referred for hospitalization
in January 2024 with progressive bilateral leg
weakness, an unsteady gait, and tingling in his hands
and feet for the past 3 weeks, which had worsened

over the preceding 2 weeks and was preceded by
flu-like symptoms. He had a history of allergy to
sulfonamide antibiotics. The patient weighed 48.5 kg,
with a height of 170 cm.

His vital sign examination revealed that his blood
pressure was 120/70 mmHg, pulse rate was 102 beats
per minute, temperature was 36.5°C, oxygen
saturation was 97.0%, and he was fully conscious.
Furthermore, his cranial nerve examination was within
normal limits, but his motor examination revealed that
upper and lower motor strength was decreased. There
was sensory paresthesia in his hands and feet, and
hypesthesia from T12 to L1. All deep tendon reflexes
were decreased.

Laboratory tests performed on the first day of
hospitalization showed that leukocytes, neutrophils,
lymphocytes, monocytes, eosinophils, basophils, red
blood cell count, hemoglobin, urea, and blood urea
nitrogen levels were within normal range;
immunoglobulin% was 0.004; albumin was 4.7 g/dL;
CRP was 5.8 mg/L; aspartate aminotransferase was
27 U/L; and alanine aminotransferase was 73 U/L.
Moreover, the rheumatoid factor, Cytobead ANA 2,
HBsAg (CMIA), and total anti-HCV tests were
negative. Three days later, before IVIg administration,
further laboratory tests revealed the patient’s albumin
was normal and CRP was slightly increased.
Furthermore, electromyography and nerve conduction
velocity tests revealed axonal and demyelinating
sensorimotor polyneuropathy, but magnetic resonance
imaging and magnetic resonance angiography of the
head were within normal limits. The patient and family
declined a lumbar puncture after being informed about
the procedure and its purpose. On the third day of
hospitalization, following a discussion of the available
treatment options, the patient’s family opted for IVIg
over PE, and IVIg therapy was initiated on hospital
day 4 at a dose of 0.4 g/kg/day. The patient was
administered 19.4 g/day (rounded up to 20 g/day) for
5 consecutive days. On the first day of IVIg
administration, 30 min after the infusion, the patient
complained of nausea, burped several times,
experienced shortness of breath, had difficulty
breathing comfortably due to coughing, and had an
itchy throat. There was no itching in other areas, as
well as no swelling or sensation of choking. The patient
was given codeine as needed for the cough.

On the second day, the patient was premedicated
with diphenhydramine before IVIg administration. The
patient reported a reduction in coughing but had not
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yet had a bowel movement. On the third day, the
patient experienced headaches, nausea, epigastric
pain, and constipation. However, there was an
improvement in hand weakness, and the weakness in
both legs exhibited slight improvement. The
unsteadiness of the patient’s walking has decreased.
However, tingling in the ring and little fingers of both
hands, as well as the soles of both feet, persisted.

On the fourth day, the patient experienced a
vasovagal response, specifically defecation syncope.
The patient initially reported abdominal cramps and
the urge to defecate. While straining, the patient
became pale, had cold sweats, and a non-palpable
pulse. The patient was transferred to the bed and
soon thereafter opened his eyes as he regained
consciousness. The patient reported ringing in his ears
but no dizziness. Vital sign assessment and
electrocardiography were within normal limits, with a
random blood glucose level of 92 mg/dL. On the same
day, the patient complained of slight dizziness and
vomited once, with the vomitus containing milk.

On the fifth day, the patient reported a 6-day
episode of constipation. Weaknesses in both legs
persisted, and the patient continued to walk with an
unsteady gait, while the weakness in both hands
improved. Tingling in the ring and little fingers of both
hands and the soles of both feet remained. On the
following day, the patient was able to defecate after
receiving a glycerin enema.

Two days after IVIg treatment completion, the
weakness in the hands and feet improved, and the
tingling in the ring and little fingers of both hands and
the soles of both feet lessened. The patient was
discharged and approved for outpatient care. A week
later, the patient experienced further improvement in
motor and sensory symptoms. One month later, during
a follow-up visit, the patient exhibited significant
improvement in hand and leg weakness, and the
tingling in the hands and feet had become minimal. A
visual summary of the patient’s clinical presentation
is shown in Figure 1.

Figure 1. Summary of a GBS case in a 17-year-old patient, outlining clinical presentation, treatment with IVIg, outcomes,
and the potential role of CAR as a predictive marker. CAR, c-reactive protein albumin ratio; GBS, Guillain-Barré syndrome;
IVIg, intravenous immunoglobulin.
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Discussion

GBS is characterized by inflammation that manifests
as demyelinating polyradiculopathy, which leads to
symmetrical ascending weakness of the extremities,
sensory disturbances, and the absence or reduction
of deep tendon reflexes.(13) Recommended treatment
options for GBS include IVIg at a dosage of 0.4 g/kg
body weight/day for 5 days and PE at a rate of 200–
250 mL plasma/kg body weight over five sessions.
Both treatment options demonstrate comparable
effectiveness.(2, 3, 9, 14, 15) The mechanism of action
for PE involves the non-selective removal of
immunoglobulins, complement proteins, and cytokines,
all of which may play a role in the pathogenesis of
GBS. In contrast, IVIg acts via pleiotropic
immunomodulatory effects, including the neutralization
of autoantibodies or cytokines, saturation of
macrophage Fc receptors, or inhibition of complement
activation that induces further nerve damage.(10, 14, 16, 17)

According to a Cochrane review comparing the
effectiveness of PE and IVIg, the risk ratio (RR) for
the improvement in disability grade was 1.1 (95%
confidence interval (CI) 0.94–1.23), indicating that the
effectiveness of both therapies is not significantly
different.(3)

In addition to comparing their effectiveness, the
literature indicates that the side effects associated with
the use of IVIg and PE do not differ significantly,
with an RR of 0.84 (95% CI 0.54–1.30), and that
there were fewer side effects in the IVIg group
compared to those of the PE group.(3, 15, 18) The
incidence of side effects, such as pneumonia,
atelectasis, thrombosis, and hemodynamic difficulties,
was more frequent in patients receiving PE than in
those receiving IVIg. Among patients who received
PE, 16 out of 73 (22.0%) experienced multiple
complications compared to the 5 out of 74 (7.0%)
patients who received IVIg.(11,19) Although IVIg is
more expensive, it is easier and more comfortable to
administer, and it is also considered safer for patients
with dysautonomia.(3, 15)

Other outcome measurements include the duration
of stay in the intensive care unit (ICU) and the ability
to walk unaided within 4 weeks after discharge from
the ICU, which did not demonstrate significant
differences between the therapies.(20) A review of the
ease and comfort of the administration of these
therapies was conducted by comparing the proportion
of participants who discontinued treatment. The
likelihood of treatment cessation in the IVIg group
was significantly lower compared to that of patients

treated with PE, with an RR of 0.11 (95% CI 0.04–
0.32).(11) A similar finding was reported in the
Cochrane review, which found an RR for treatment
discontinuation of 0.14, which indicates that treatment
discontinuation was less likely to occur in the IVIg
group (95% CI 0.05–0.36).(3) Therefore, it can be
concluded that there is a significant difference between
the two therapies. This difference may be attributed
to the simpler administration of IVIg compared to that
of PE, which requires two venous accesses, a PE
machine, and specially trained personnel. In contrast,
IVIg administration only requires a single peripheral
vein and does not necessitate specialized machinery
or personnel for the therapy.(21)

Various literature sources indicate that the use of
PE is effective within 4 weeks of neuromotor onset,
while IVIg is effective within 2 weeks of onset.(16, 22)

The efficacy of IVIg therapy initiated beyond 2 weeks
post-symptom onset in patients with GBS has not been
extensively documented. The selection of therapy is
determined based on the availability of medications,
adequate personnel, facilities, comorbidities or
contraindications in the patient, and patient-related
socioeconomic factors.(10, 17) In this case, after the
patient’s parents considered the side effects of PE
and IVIg, they decided to use IVIg therapy despite
the symptom onset of GBS being longer than 2 weeks,
and a significant improvement in the disability grade
was observed.

The choice of IVIg therapy after 2 weeks of GBS
symptom onset requires further consideration.
Therefore, it is essential to assess the potential for
IVIg treatment failure by calculating the patient’s
CAR. IVIg treatment failure can be attributed to
several factors, such as incorrect dosing, inappropriate
therapy duration, or IVIg resistance. The term “IVIg
resistance” is recognized in patients with Kawasaki
disease (KD). IVIg resistance in patients with KD is
defined as the persistence of fever for at least 36 h
after the completion of IVIg therapy. This occurs in
approximately 10%–20% of patients with KD.(23–25)

A retrospective cohort study in patients with KD
indicated that albumin testing is a potential predictive
marker for estimating IVIg resistance.(23, 24, 26) IVIg
resistance results in a higher risk of coronary artery
lesions in patients with KD and increases the
therapeutic burden. In that study, it was found that
patients who responded to IVIg therapy had a higher
percentage of neutrophils (n %), CRP level, and CAR
value compared to those who were resistant to IVIg.
The results of multivariate regression analysis
indicated that an albumin level of ≤33.4 g/L
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(equivalent to ≤ 3.3 g/dL) before IVIg therapy was
an independent risk factor for IVIg resistance.(23)

Nevertheless, albumin should not be used as a sole
factor for determining IVIg resistance in a clinical
setting because of its low sensitivity (40.9%); thus,
other factors, including the patient’s genetics, must
be considered.(23)

In addition to predicting the possibility of IVIg
treatment failure, CAR calculation and evaluation in
patients with GBS may serve as a new inflammatory
biomarker. A CAR > 0.21 was independently
associated with the occurrence of respiratory failure
in patients with GBS, while a CAR > 0.19 was
independently linked to poor short-term outcomes.
CAR can help identify patients with GBS at high risk
for poor prognosis.(27) A study conducted between 2015
and 2019 indicated that CAR assessment in patients
with GBS can be employed as a new inflammatory
marker to predict neurological outcomes.(27) In this
case, IVIg was selected over PE following shared
decision-making with the patient’s family. The decision
was influenced by the presence of autonomic
symptoms, including defecation syncope and prolonged
constipation, which may indicate more severe clinical
involvement. In addition, a low CAR = 0.12, measured
before IVIg initiation, may have suggested a favorable
response. The patient exhibited improvements in limb
strength and paresthesia by the third day of IVIg
therapy, with continued progress noted during their 1-
week and 1-month follow-ups.

Conclusion

GBS is a rare syndrome that requires effective and
immediate therapy selection to prevent the
deterioration of the patient’s condition. IVIg therapy
in patients with GBS has been shown to be effective
when used within 2 weeks after GBS symptom onset,
while the use of IVIg more than 2 weeks post-onset
has not been widely discussed. The possibility of
failure and prognosis of IVIg treatment needs to be
considered before administration, which can be
assessed by evaluating the CRP, albumin, and
calculated CAR levels. In this case, IVIg therapy
administered more than 2 weeks post-onset resulted
in improvements in motor and sensory functions, with
minimal side effects. However, further research is
required regarding the risk factors for IVIg treatment
failure, specifically in GBS.

Acknowledgments
The authors would like to express their deepest
gratitude to their colleagues in the Faculty of
Pharmacy and the Faculty of Medicine, University of
Surabaya, for their valuable suggestions and
consultations.

Conflict of interest statement
Each of the authors has completed an ICMJE
disclosure form. None of the authors declare any
potential or actual relationship, activity, or interest
related to the content of this article.

Data sharing statement
All data generated or analyzed for the present report
are included in this published article. Further details
are available from the corresponding author on
reasonable request after deidentification of the patient
whose data are included in the report.

References

1. Singh J, Raja V Sr, Irfan M, Hashmat O, Syed M,
Shahbaz NN. Frequency of autonomic dysfunction in
patients of guillain barre syndrome in a tertiary care
hospital. Cureus 2020;12:e12101.

2. Leonhard SE, Mandarakas MR, Gondim FAA, Bateman
K, Ferreira MLB, Cornblath DR, et al. Diagnosis and
management of Guillain–Barré syndrome in ten steps.
Nat Rev Neurol 2019;15:671−83.

3. Hughes RA, Swan AV, Van Doorn PA. Intravenous
immunoglobulin for Guillain-Barré syndrome. Cochrane
Database Syst Rev 2014;2019:CD002063.

4. Sejvar JJ, Baughman AL, Wise M, Morgan OW.
Population incidence of Guillain-Barré syndrome:
a systematic review and meta-analysis.
Neuroepidemiology 2011;36:123−33.

5. Altaweel YA, Abdelaziz S, Fathy HA, AbdelBadea S.
Correlative study between c-reactive protein, clinical
severity, and nerve conduction studies in Guillain-Barrè
syndrome. Egypt J Neurol Psychiatr Neurosurg
2018;54:4.

6. Putri GHG, Yasmin NNR, Kurniawan SN. Guillain-barré
syndrome. JPHV 2023;4:46−50.

7. Palaiodimou L, Stefanou M-I, Katsanos AH, Fragkou
PC, Papadopoulou M, Moschovos C, et al. Prevalence,
clinical characteristics and outcomes of Guillain-Barré
syndrome spectrum associated with COVID 19:
a systematic review and meta analysis. Eur J Neurol
2021;28:3517−29.

8. Anandan C, Khuder SA, Koffman BM. Prevalence of
autonomic dysfunction in hospitalized patients with
Guillain-Barré syndrome. Muscle Nerve 2017;56:
331−3.

335



Chula Med JE. Immanuelly Pribadi, et al.

9. Islam B, Islam Z, Rahman S, Endtz HP, Vos MC, Van der
Jagt M, et al. Small volume plasma exchange for Guillain-
Barré syndrome in resource-limited settings: a phase
II safety and feasibility study. BMJ Open 2018;8:
e022862.

10. Harms M. Inpatient management of Guillain-Barré
syndrome. Neurohospitalist 2011;1:78−84.

11. Hughes RAC, Wijdicks EFM, Barohn R, Benson E,
Cornblath DR, Hahn AF, et al. Practice parameter:
immunotherapy for Guillain–Barré syndrome: report of
the quality standards subcommittee of the American
Academy of Neurology. Neurology 2003;61:736−40.

12. Dalakas MC. Mechanisms of action of IVIg and
therapeutic considerations in the treatment of acute
and chronic demyelinating neuropathies. Neurology
2002;59 Suppl 6:S13−21.

13. Zaeem Z, Siddiqi ZA, Zochodne DW. Autonomic
involvement in Guillain–Barré syndrome: an update.
Clin Auton Res. 2019;29:289−99.

14. Verboon C, Van Doorn PA, Jacobs BC. Treatment
dilemmas in Guillain-Barré syndrome. J Neurol
Neurosurg Psychiatry 2017;88:346−52.

15. Chaudhuri JR, Alladi S, Mridula KR, Boddu B, Rao M,
Hemanth C, et al. Clinical outcome of Guillain-Barré
syndrome with various treatment methods and cost
effectiveness: a study from tertiary care center in South
India: Yashoda GBS Registry. Neurol Asia 2014;19:
263−70.

16. Van Den Berg B, Walgaard C, Drenthen J, Fokke C,
Jacobs BC, Van Doorn PA. Guillain–Barré syndrome:
pathogenesis, diagnosis, treatment and prognosis. Nat
Rev Neurol 2014;10:469−82.

17. Kazatchkine MD, Kaveri SV. Immunomodulation of
autoimmune and inflammatory diseases with
intravenous immune globulin. N Engl J Med 2001;345:
747−55.

18. Savithri Nandeesha S, Kasagga A, Hawrami C, Ricci E,
Hailu KT, Salib K, et al. Treatment efficacy of
plasmapheresis versus intravenous immunoglobulin
in Guillain-Barré syndrome management: a systematic
review. Cureus 2024;16:e57066.

19. van der Meché FG, Schmitz PI. A randomized trial
comparing intravenous immune globulin and plasma
exchange in Guillain–Barré syndrome. N Engl J Med
1992;326:1123−9.

20. El-Bayoumi MA, El-Refaey AM, Abdelkader AM, El-
Assmy MM, Alwakeel AA, El-Tahan HM. Comparison
of intravenous immunoglobulin and plasma exchange
in treatment of mechanically ventilated children with
Guillain Barré syndrome: a randomized study. Crit Care
2011;15:R164.

21. Zaki HA, Iftikhar H, Najam M, Masood M, Al-Marri
NDR, Elgassim MAM, et al. Plasma exchange (PE)
versus intravenous immunoglobulin (IVIG) for the
treatment of Guillain-Barré syndrome (GBS) in patients
with severe symptoms: a systematic review and meta-
analysis. eNeurologicalSci 2023;31:100468.

22. Willison HJ, Jacobs BC, Van Doorn PA. Guillain-Barré
syndrome. Lancet 2016;388:717−27.

23. Zhang R, Shuai S, Zhang H, Cai J, Cui N, Tang M, et al.
Predictive value of albumin for intravenous
immunoglobulin resistance in a large cohort of
Kawasaki disease patients. Ital J Pediatr 2023;49:78.

24. Tang Y, Yan W, Sun L, Huang J, Qian W, Ding Y, et al.
Prediction of intravenous immunoglobulin resistance
in Kawasaki disease in an East China population. Clin
Rheumatol 2016;35:2771−6.

25. Lam JY, Song MS, Kim GB, Shimizu C, Bainto E,
Tremoulet AH, et al. Intravenous immunoglobulin
resistance in Kawasaki disease patients: prediction
using clinical data. Pediatr Res 2024;95:692−7.

26. Xie T, Wang Y, Fu S, Wang W, Xie C, Zhang Y, et al.
Predictors for intravenous immunoglobulin resistance
and coronary artery lesions in Kawasaki disease.
Pediatr Rheumatol Online J 2017;15:17.

27. Ning P, Yang B, Yang X, Huang H, Shen Q, Zhao Q, et
al. Clinical value of c-reactive protein/albumin ratio in
Guillain-Barré syndrome. Neurol Sci 2021;42:3275−83.

336



 



(https://digital.car.chula.ac.th)  (https://www.chula.ac.th/)  (https://
digital.car.chula.ac.th)Editorial Team

Editor-in-Chief

• Sittisak Honsawek
Chulalongkorn University, Bangkok, Thailand
email: sittisak.h@chula.ac.th

Associate Editor

• Somrat Charuluxananan
Chulalongkorn University, Bangkok, Thailand
email: somrat@md.chula.ac.th

Editorial Board Members

• Atsushi Takahashi
Tohoku University, Miyagi, Japan
email: a-takahashi@jss-clinic.com

• Chew Weng Cheng
University of Leeds, Leeds, United Kingdom
email: C.W.Cheng@leeds.ac.uk

• Claudio Migliaresi
University of Trento, Trento, Italy
email: claudio.migliaresi@unitn.it

• Jorge A Sosa-Melgarejo
Centro Médico Nacional Siglo XXI, Mexico city, Mexico
email: sosam2001@yahoo.com.mx

• Kazuhisa Takahashi
Juntendo University School of Medicine, Tokyo, Japan
email: kztakaha@juntendo.ac.jp

• Kenji Suzuki
Juntendo University School of Medicine, Tokyo, Japan
email: kjsuzuki@juntendo.ac.jp

• Korbtham Sathirakul
Faculty of Pharmacy, Mahidol University, Bangkok, Thailand
email: korbtham.sat@mahidol.ac.th

• Lloyd Wolfinbarger, Jr.
Old Dominion University, Norfolk, Virginia, United States of America
email: altmolec@yahoo.com

• Masatoshi Takeda
Osaka Kawasaki Rehabilitation University, Osaka, Japan
email: takeda@aino.ac.jp

• Prachya Kongtawelert
Chiang Mai University, Chiang Mai, Thailand
email: prachya.k@cmu.ac.th

• Sittiruk Roytrakul
National Science and Technology Development Agency, Pathum Thani, Thailand
email: sittiruk@biotec.or.th

• Steven W Edwards
University of Liverpool, Liverpool, United Kingdom
email: S.W.Edwards@liverpool.ac.uk

• Surasak Sangkhathat
Faculty of Medicine, Prince of Songkhla, Songkhla, Thailand
email: surasak.sa@psu.ac.th

• Teeraporn Chinchai
Srinakharinwirot University, Bangkok, Thailand
email: teerapor@g.swu.ac.th

• Vo Duy Thong
University of Medicine and Pharmacy at Ho Chi Minh City, Ho Chi Minh City, Vietnam
email: duythong@ump.edu.vn

• Wilairat Leeanansaksiri
Suranaree University of Technology, Nakhon Ratchasima, Thailand
email: wilairat@g.sut.ac.th

Editorial Board | Chulalongkorn Medical Journal | Chulalongkorn Journal Online (CUJO) | Chulalon... https://digital.car.chula.ac.th/clmjournal/editorialboard.html

1 of 2 10/8/2025, 2:56 PM



(https://digital.car.chula.ac.th)  (https://www.chula.ac.th/)  (https://
digital.car.chula.ac.th)Volume 69, Issue 5 (2025)

Articles

Periodontal status in patients with chronic skin diseases: a pilot study (https://digital.car.chula.ac.th/clmjournal/vol69/iss5/1)
Hao Nguyen, Thuy Nguyen, Thuy Vo, Huong Duong, Hoa Ho, Nhi Pham, Nguyen Pham, and Nam Huynh

The Comparison of Radiation Attenuation Correction Techniques for Relative Renal Function in Renal Cortical Scintigraphy (https://digital.car.chula.ac.th/
clmjournal/vol69/iss5/2)
Benchamat Phromphao, Sorasak Wanitchanan, Trai Chairat, Thunyaluk Sawatnatee, and Tanawat Sontrapornpol

Non-Invasive Way for Detection of Neonatal Jaundice using GBR (https://digital.car.chula.ac.th/clmjournal/vol69/iss5/3)
Priti V. Bhagat, Mukesh Raghuwanshi, and Ashutosh D. Bagde

Effectiveness of Vitamin D3 in Facilitating the Therapeutic Progression of Healing Diabetic Foot Ulcers (https://digital.car.chula.ac.th/clmjournal/vol69/iss5/4)
Fatemeh Nouri, Sara Aghaei, Gülüzar Özbolat, Yusuf Dö ü , Mahdi Mirhamidi, Reza Rahimi Barghani, and Amin Daemi

Investigating the organs at risk (OAR) received dose during prostate cancer therapy using intensity modulated radiation therapy (IMRT) and 3D conformal
radiotherapy (3DCRT): A comparison study (https://digital.car.chula.ac.th/clmjournal/vol69/iss5/5)
talib Abdulwahid, hussein mraity, Mustafa Al-Aseebee, Zeyad Al-Dulaimi, and Ali Abid Abojassim

The Impact of G6PD Deficiency on Liver Damage and Disease Progression in Hepatocellular Carcinoma: A Cross-Sectional Study in Thailand (https://
digital.car.chula.ac.th/clmjournal/vol69/iss5/6)
watcharapong Jugnam-Ang, Phatchayanat Tansakul, Makamas Chanda, Poonlarp Cheepsunthorn, Pisit Tangkijvanich, and Chalisa L. Cheepsunthorn
Ph.D.

Morphological and Biological Properties of Platelet Rich Fibrin Membrane Producing from Different Centrifugation Protocols (https://digital.car.chula.ac.th/
clmjournal/vol69/iss5/7)
Vannarut Satitpitakul MD and Sarisa Tangkhunchaisaeng

Case Reports

A RARE VARIATION IN THE BRANCHING PATTERN OF THE AXILLARY ARTERY (https://digital.car.chula.ac.th/clmjournal/vol69/iss5/8)
Preethi Umanath and Sutha Selvaraj

Successful Therapeutic Response of Intravenous Immunoglobulin in Guillain-Barre Syndrome with Onset More Than Two Weeks: A Case Report (https://
digital.car.chula.ac.th/clmjournal/vol69/iss5/9)
Ezra Immanuelly Pribadi, Fauna Herawati, Valentinus Besin, and Marisca Evalina Gondokesumo

Chulalongkorn Medical Journal | Vol 69 | Iss 5 https://digital.car.chula.ac.th/clmjournal/vol69/iss5/

1 of 1 10/8/2025, 2:55 PM



Scimago Journal & Country Rank

Home Journal Rankings Journal Value Country Rankings Viz Tools Help About Us

Thailand
Medicine

Chulalongkorn University
Printing House

Journals 26512343, 2673060X 2019-2025 Homepage

How to publish in this
journal

sittisak.h@chula.ac.th

Enter Journal Title, ISSN or Publisher Name

Universities and research
institutions in Thailand

Media Ranking in Thailand

Medicine
(miscellaneous)



Chulalongkorn Medical Journal is an international peer-reviewed, open-access journal dedicated to disseminating accurate, reliable,
and novel ndings in biomedical sciences, clinical medicine, and related disciplines that are of topical interest to the medical
profession. The journal is supported by the Faculty of Medicine, Chulalongkorn University, who covers the cost of publication on
behalf of the authors on acceptance of their article. Chulalongkorn Medical Journal aims to provide an international forum for
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SJR

The SJR is a size-independent prestige indicator that ranks
journals by their 'average prestige per article'. It is based on
the idea that 'all citations are not created equal'. SJR is a
measure of scienti c in uence of journals that accounts
for both the number of citations received by a journal and
the importance or prestige of the journals where such
citations come from It measures the scienti c in uence of
the average article in a journal, it expresses how central to
the global scienti c discussion an average article of the

Total Documents

Evolution of the number of published documents. All types
of documents are considered, including citable and non
citable documents.

2019 33
2020 55
2021 61
2022 59

Citations per document

This indicator counts the number of citations received by
documents from a journal and divides them by the total
number of documents published in that journal. The chart
shows the evolution of the average number of times
documents published in a journal in the past two, three and
four years have been cited in the current year. The two
years line is equivalent to journal impact factor ™
(Thomson Reuters) metric.

Cites / Doc. (4 years) 2019 0.000
Cites / Doc. (4 years) 2020 0.364
Cites / Doc. (4 years) 2021 0.182
Cites / Doc. (4 years) 2022 0.094
Cites / Doc. (4 years) 2023 0.149
Cites / Doc. (4 years) 2024 0.181
Cites / Doc. (3 years) 2019 0.000
Cites / Doc. (3 years) 2020 0.364
Cites / Doc. (3 years) 2021 0.182
Cites / Doc. (3 years) 2022 0.094

Total Cites Self-Cites

Evolution of the total number of citations and journal's self-
citations received by a journal's published documents
during the three previous years.
Journal Self-citation is de ned as the number of citation
from a journal citing article to articles published by the
same journal.

f

External Cites per Doc Cites per Doc

Evolution of the number of total citation per document and
external citation per document (i.e. journal self-citations
removed) received by a journal's published documents
during the three previous years. External citations are
calculated by subtracting the number of self-citations from
the total number of citations received by the journal’s
documents.

% International Collaboration

International Collaboration accounts for the articles that
have been produced by researchers from several countries.
The chart shows the ratio of a journal's documents signed
by researchers from more than one country; that is
including more than one country address.

2019 6.06
2020 5 45

Citable documents Non-citable documents

Not every article in a journal is considered primary research
and therefore "citable", this chart shows the ratio of a
journal's articles including substantial research (research
articles, conference papers and reviews) in three year
windows vs. those documents other than research articles,
reviews and conference papers.

Cited documents Uncited documents

Ratio of a journal's items, grouped in three years windows,
that have been cited at least once vs. those not cited
during the following year.

Uncited documents 2019 0
Uncited documents 2020 25
Uncited documents 2021 76
U it d d t 2022 136

% Female Authors

Evolution of the percentage of female authors.

2019 48.15
2020 50.00
2021 53.26
2022 59.79
2023 58.82
2024 59 42

Documents cited by public policy (Overton)

Evolution of the number of documents cited by public
policy documents according to Overton database.

Overton 2019 0
Overton 2020 0
Overton 2021 0
Overton 2022 0
Overton 2023 0

Documents related to SDGs (UN)

Evolution of the number of documents related to
Sustainable Development Goals de ned by United Nations.
Available from 2018 onwards.

SDG 2019 8
SDG 2020 19
SDG 2021 21
SDG 2022 23
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Estimated APC

It estimates the article processing charges (APCs) a
journal might charge, based on its visibility, prestige, and
impact as measured by the SJR. It does not re ect the
actual APC, but rather a calculated approximation based on
journal quality.

2019
2020

Estimated nancial value

It represents the potential nancial worth of a journal. It is
obtained by multiplying the journal's Estimated APC by the
total number of citable documents published over the past

ve years. This value re ects the hypothetical revenue a
journal could generate based on its estimated publication
costs and scholarly output.
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