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PART 17
Neurologic Disorders

The mechanism of action of IVIg is not known; the treatment has
no consistent effect on the measurable amount of circulating AChR
antibody. Adverse reactions are generally not serious but may
include headache, fluid overload, and rarely aseptic meningitis
or renal failure. IVIg should rarely be used as a long-term treatment in place of rationally managed immunosuppressive therapy.
Unfortunately, there is a tendency for physicians unfamiliar with
immunosuppressive treatments to rely on repeated IVIg infusions,
which usually produce only intermittent benefit, do not reduce the
underlying autoimmune response, and are very costly. The intermediate and long-term treatment of myasthenic patients requires
other methods of therapy outlined earlier in this chapter.
MANAGEMENT OF MYASTHENIC CRISIS
Myasthenic crisis is defined as an exacerbation of weakness sufficient
to endanger life; it usually consists of respiratory failure caused by
diaphragmatic and intercostal muscle weakness. Crisis rarely occurs
in properly managed patients. Treatment should be carried out in
intensive care units staffed with teams experienced in the management of MG, respiratory insufficiency, infectious disease, and fluid
and electrolyte therapy. The possibility that deterioration could be
due to excessive anticholinesterase medication (“cholinergic crisis”)
is best excluded by temporarily stopping anticholinesterase drugs.
The most common cause of crisis is intercurrent infection. This
should be treated immediately, because the mechanical and immunologic defenses of the patient can be assumed to be compromised.
The myasthenic patient with fever and early infection should be
treated like other immunocompromised patients. Early and effective
antibiotic therapy, respiratory assistance (preferably noninvasive,
using bilevel positive airway pressure), and pulmonary physiotherapy are essentials of the treatment program. As discussed above,
plasmapheresis or IVIg is frequently helpful in hastening recovery.
DRUGS TO AVOID IN MYASTHENIC PATIENTS
Many drugs have been reported to exacerbate weakness in patients
with MG (Table 461-4), but not all patients react adversely to all of
TABLE 461-4 Drugs with Interactions in Myasthenia Gravis (MG)
Drugs That May Exacerbate MG
Antibiotics
Aminoglycosides: e.g., streptomycin, tobramycin, kanamycin
Quinolones: e.g., ciprofloxacin, levofloxacin, ofloxacin, gatifloxacin
Macrolides: e.g., erythromycin, azithromycin
Nondepolarizing muscle relaxants for surgery
d-Tubocurarine (curare), pancuronium, vecuronium, atracurium
Beta-blocking agents
Propranolol, atenolol, metoprolol
Local anesthetics and related agents
Procaine, Xylocaine in large amounts
Procainamide (for arrhythmias)
Botulinum toxin
Botox exacerbates weakness
Quinine derivatives
Quinine, quinidine, chloroquine, mefloquine (Lariam)
Magnesium
Decreases acetylcholine release
Penicillamine
May cause MG
Drugs with Important Interactions in MG
Cyclosporine
Broad range of drug interactions, which may raise or lower cyclosporine
levels.
Azathioprine
Avoid allopurinol—combination may result in myelosuppression.
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Myasthenia Gravis Worksheet

History
General

Normal

Good

Fair

Poor

Diplopia

None

Rare

Occasional

Constant

Ptosis

None

Rare

Occasional

Constant

Arms

Normal

Slightly
limited

Some ADL
impairment

Definitely
limited

Legs

Normal

Walks/runs
fatigues

Can walk limited
distances

Minimal
walking

Speech

Normal

Dysarthric

Severely
dysarthric

Unintelligible

Voice

Normal

Fades

Impaired

Severely impaired

Chew

Normal

Fatigue on
normal foods

Fatigue on
soft foods

Feeding tube

Swallow

Normal

Normal foods

Soft foods only

Feeding tube

Respiration

Normal

Dyspnea on
unusual effort

Dyspnea on
any effort

Dyspnea
at rest

Examination
BP
Pulse
Edema
Vital capacity
Cataracts? R
EOMS
Ptosis time
Face

Wt
L

Arm abduction time
Deltoids
Biceps
Triceps
Grip
Iliopsoas
Quadriceps
Hamstrings
Other

R
R
R
R
R
R
R
R
R

L
L
L
L
L
L
L
L
L

Figure 461-3 Abbreviated interval assessment form for use in
evaluating treatment for myasthenia gravis.
these. Conversely, not all “safe” drugs can be used with impunity
in patients with MG. As a rule, the listed drugs should be avoided
whenever possible, and myasthenic patients should be followed
closely when any new drug is introduced.
PATIENT ASSESSMENT
To evaluate the effectiveness of treatment as well as drug-induced side
effects, it is important to assess the patient’s clinical status systematically at baseline and on repeated interval examinations. Because of
the variability of symptoms of MG, the interval history and physical
findings on examination must be taken into account. The most useful clinical tests include forward arm abduction time (up to a full
5 min), spirometry with determination of forced vital capacity, range
of eye movements, and time to development of ptosis on upward
gaze. Manual muscle testing or, preferably, quantitative dynamometry
of limb muscles, especially proximal muscles, is also important. An
interval form can provide a succinct summary of the patient’s status
and a guide to treatment results; an abbreviated form is shown in
Fig. 461-3. A progressive reduction in the patient’s AChR antibody
level also provides clinically valuable confirmation of the effectiveness
of treatment; conversely, a rise in AChR antibody levels during tapering of immunosuppressive medication may predict clinical exacerbation. For reliable quantitative measurement of AChR antibody levels,
it is best to compare antibody levels from prior frozen serum aliquots
with current serum samples in simultaneously run assays.
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