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1  Introduction 

Myasthenia gravis (MG) is a relatively uncommon autoimmune disorder 
characterised by fluctuating muscle weakness worsened by exertion and improving 
with rest. The muscle fatigue is attributable to autoantibodies to acetylchline 
receptors in the post-synaptic membrane. 

2  Guideline scope 

This guideline applies to patients who have myasthenia gravis and whose 
neurological condition has deteriorated such they have been admitted to critical care 
for on-going management.  

 

3  Evidence Review and Evaluation 

 

4  Main Body of the guideline 

4.1 Clinical Features 

 Approximately two-thirds of patients present with weakness of extraocular 
muscles or ptosis, usually then progressing to involve other bulbar muscles 
and limb musculature 

 Bulbar muscle weakness and weakness of head flexion and extension is 
common 

 In a small percentage (approx 10%) the disease is limited to the extraocular 
muscles 

 Rarely patients have generalised weakness without ocular muscle weakness 

 Limb weakness may be more severe proximally rather than distally and 
typically weakness worsens as the day progresses and is exacerbated by 
exertion and alleviated by rest. 

 Systemic illness, surgery, pregnancy, some drugs, pyrexia can make 
symptoms worse and patients presenting to ICU may have developed acute 
respiratory failure and/or bulbar dysfunction. Presenting in this way is 
described as a myasthenic crisis. 
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4.2  Diagnosis 

 Diagnosis suggested by history and examination 

 Serum acetylcholine receptor antibodies (consultant endorsed test on 
erecord) 

o 80-90% of tests are positive in those patients with generalised MG 

o 50-70% of tests are positive in those patients with purely ocular MG 

 Repetitive nerve stimulation results in a decreased response. There is fade on 
tetanic stimulation and post-tetanic facilitation. 

 

4.3 Management 

 ABCDE 

 Assess bulbar and ventilatory function 

o Breathlessness, orthopnoea, speaking in short sentences, hypercarbia 
(PACO2 >6.4kPa) 

o Weak cough 

o Choking, coughing or cyanosis on swallowing. Look for pooling of 
saliva. 

o Measurement of vital capacity (VC), if VC <1.5L the patient should be 
managed in critical care and the need for respiratory support should be 
carefully considered 

 Resistant to suxamethonium 

 Extremely sensitive to non-depolarising muscle relaxants, which should 
be used at approximately one tenth of the usual dose. 

 During a myasthenic crisis management is supportive and in addition often 
includes a strategy to reduce circulating antibody titres.  

 The principles of treatment of MG include: 

o Symptomatic treatment with anticholinesterases (pyridostigmine) 

o Rapid short term immunomodulation with intravenous immunoglobulin  
(IVIg) and/or plasmapheresis 

o Chronic long term immunomodulation with steroids of other 
immunosuppressing drugs 

o Thymectomy for patients with a thymoma 

 Supportive care 

o VTE prophylaxis should be instituted as per trust guidelines 

o SALT assessment and NG feeding in the setting of bulbar dysfunction 

 

4.4 Immunotherapy 
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Plasma exchange non-specifically removes antibodies. It is usual for 5 episodes of 
plasma exchange to occur (often on alternate days) and the renal nursing team 
facilitate this treatment in critical care. 

Intravenous immunoglobulin (IVIg) treatment is more expensive than plasma 
exchange but may be better tolerated in those patients with autonomic dysfunction 
resulting in cardiovascular instability.  

 Dose 2g/kg total over a period of 5 days (usually 0.4g/kg body weight each 
day) 

 A trust immunoglobulin form (found on trust intranet) needs to be completed 
for each patient treated with IVIg since all supplies of immunoglobulin are 
entered into a national database. The neurology consultant will normally 
complete this form (it must be completed by a consultant). 

Both treatments are similar in terms of their clinical efficacy and complication rates. 

 

4.5  Cholinergic Crisis 

 This is a result of overtreatment with anticholinesterases 

 Clinical features: 

o Flaccid weakness 

o Respiratory failure 

o Sweating, salivation, miosis, bronchial secretions 

 

5  Training, Implementation, Resource Implications 

6 Monitoring Section 

Where appropriate, this should include what will be monitored i.e. the content of the 
audit, who will gather this information, which group it will be presented to and the 
frequency at which this will occur e.g. 

Compliance with this guideline will be monitored by periodic audit using the audit tool 
attached as appendix 1 by (staff role).The audit data will be reported monthly to the 
(identified) group which will review the report, identify any actions required to 
improve compliance and monitor these actions through to completion.  

The audit tool should be included as an appendix to the guideline. 
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