
and (2) the predicted probability of good outcome according to
core volume and mismatch ratio in the MT group (Figure 3
from Reference 1), showing that increasing core volume signifi-
cantly mitigates the relationship between mismatch ratio and
clinical effects of MT versus BMM.

Regarding safety, the aim of our study was not to
determine the factors associated with parenchymal hemor-
rhage (PH) after MT, but whether the persistence of signifi-
cant penumbra modifies the effects of MT in comparison to
BMM on PH. Our findings show a higher risk of PH in the
MT group, regardless of the mismatch ratio. In other words,
the major benefits derived from penumbral salvage following
MT in patients with significant mismatch clearly outweighed
any negative impact of PH on functional outcome. Con-
versely, the lack of beneficial effect of MT on outcome
together with the higher odds of PH points to MT being
not only “not beneficial,” but also potentially harmful in
patients without mismatch.

Finally, it was not possible to “factor in the model” the
imaging-to-puncture delay, as per definition the BMM group
had no groin puncture. However, the imaging-to-puncture delay
in the MT group did not differ according to the occurrence of
PH: 51 minutes (interquartile range [IQR] = 44–74) versus
63 minutes (IQR = 45–78) in patients with versus without PH,
respectively (p = 0.88).
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Guillain-Barré Syndrome in an Australian State
Using Both mRNA and Adenovirus-Vector SARS-
CoV-2 Vaccines
Joshua Osowicki, PhD ,1,2,3† Hannah Morgan, MPH,1†

Adele Harris, RN,1 Nigel W. Crawford, PhD,1,2,3

Jim P. Buttery, PhD,1,2,3,4 and Lynette Kiers, MD5,6

Dear Editor,
We read the two recent reports of Guillain–Barré syndrome
(GBS) following SARS-CoV-2 vaccination with interest and were
inspired to review GBS reports submitted to our enhanced spon-
taneous surveillance system in Victoria, Australia (SAEFVIC,
Surveillance of Adverse Events Following Vaccination in the
Community).1–3

Since 21 February 2021, Australia has administered both
the AstraZeneca-Oxford (ChAdOx1-S) and Pfizer-BioNTech
(BNT162b2) vaccines according to a risk-stratified rollout sched-
ule, initially targeting higher risk groups including healthcare
and border workers, as well as residents in aged care facilities
(RACF). As of 5 July a total of 1,469,620 doses of the
ChAdOx1-S and 882,279 doses of the BNT162b2 vaccines have
been administered in Victoria, and SAEFVIC has received
14 reports of GBS after SARS-CoV-2 vaccination, including one
report of the bifacial weakness with paresthesia variant reported by
Allen et al. (Table). RACF residents have exclusively received the
Pfizer-BioNTech vaccine. All reports were temporally related to
the first dose of ChAdOx1-S adenovirus vector vaccine, with
symptom onset within 4 weeks of COVID-19 vaccination. Brigh-
ton Collaboration case definitions were used to determine diagnos-
tic certainty and severity graded using the GBS Disability Score.4

After excluding one classical case of acute motor axonal
neuropathy following Campylobacter jejuni gastroenteritis, we cal-
culated population GBS observed rates and compared these to
historical background rates. The observed GBS incidence rate
was 1.0 reports per 100,000 doses of ChAdOx1-S vaccine,
higher than the expected background rate of 0.61 presentations
per 100,000 adult population within 42 days of vaccination
(derived from ICD-10-coded admitted episodes).

While temporal associations do not imply causality and
spontaneous surveillance systems have limitations in capturing all
adverse events following immunization, the observed dis-
proportionality of vaccines involved was unexpected, with zero
reports to SAEFVIC of GBS after the BNT162b2 mRNA vac-
cine.5,6 We do note there are also now case reports of GBS after
SARS-CoV-2 mRNA vaccines. Notwithstanding small numbers
limiting further interpretation, our data demonstrate an excess of
observed cases compared with expected, and disproportionate
excess reporting of GBS following ChAdOx1-S vaccine. Con-
tinuing vigilance is required, with efforts to maximize ascertain-
ment and reporting, and minimize reporting bias. Spontaneous
surveillance systems such as SAEFVIC have an important con-
tinuing role to play in monitoring AEFI in the COVID-19 pan-
demic, moving beyond individual case reports to generate the
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evidence needed to inform vaccine recommendations at a local
and international level.
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