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Myasthenia gravis is caused by failure of chemical
transmission at the neuromuscular junction. It is an
autoimmune disorder in which antibodies interfere with
neuromuscular transmission. It has a prevalence of
around 20 per 100,000. The incidence is bimodal with a
2:1 female to male ratio in the younger population and a
reversed sex ratio over the age of 60. Approximately 15%
of cases of myasthenia gravis are associated with a
thymoma.

Myasthenia gravis presents with fatiguable painless
muscle weakness. Diplopia and ptosis are the most
common initial presenting features. Approximately 80%
of patients presenting with ocular myasthenia gravis will
subsequently develop more generalised weakness.
Respiratory muscle weakness is the most serious
manifestation of myasthenia gravis and can be fatal.

A detailed history is the most valuable tool in the
diagnosis of myasthenia gravis. This should elicit the
pattern of weakness, severity and diurnal variation.
Exacerbating factors including extremes of weather,
emotional stress, menstruation and intercurrent iliness
should be enquired about. No one diagnostic test is 100%
sensitive and patients who have negative antibodies and
normal neurophysiology may still have myasthenia gravis.

Treatment should be directed at ameliorating

weakness with acetylcholinesterase blockers and
modulating the immune system. Pyridostigmine is the
most widely used acetylcholinesterase inhibitor, but its
short half life means that 3-4 hourly dosing is required,
with the dose titrated according to symptoms. Side
effects include hypersalivation, lacrimation and diarrhoea.
Most patients with generalised myasthenia gravis require
immunomodulatory therapy and prednisolone is
generally used as the first-line agent.

In spite of the availability of symptomatic and
immunomodulatory treatment, up to 20% of patients will
experience a myasthenic crisis requiring hospital
admission for ventilatory support at some stage of the
disease. Although myasthenia gravis is eminently
treatable its often unpredictable fluctuations and the fear
of developing a crisis can make life difficult for patients.

The GP can provide enormous support to the patient
on immunosuppressants. Full blood count as well as liver
and renal function must be checked on a regular basis.
Steroid-related side effects must also be monitored
frequently to ensure that the patient is on appropriate
bone protection therapy. The GP may be the first port of
call in the case of a sudden worsening of symptoms and
in such cases, should refer the patient urgently to their
neurology centre for specialist treatment.





