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Questions was posed are:

ÅIs it common enough to be noticed?

ÅWhy does it make physicianSconfused?

ÅHow to recognize Grave pt has MG or not?



1. Is it common enough to be noticed?

MG has been reported to be discovered simultaneously 
with, or prior toΣ ǘƘŜ ŘƛŀƎƴƻǎƛǎ ƻŦ DǊŀǾŜǎΩ ŘƛǎŜŀǎŜΣ ōǳǘ ƛǎ 
most commonly subsequent to it. 

2-3%

2-17.5%

Genetic predisposition for autoimmune disease 

CONCOMITANCE is
NOT RARE



General

Psychol-
ogical

Cvas.

Ophthal-

Neuro-
muscular

Dermat-
ologic

Reprod-
uctive

T3, T4GD

MG Neuromus. junct

²ƘŀǘΩǎ ǘƘŜ ŘƛŦŦŜǊŜƴŎŜΚ

2. Why does it make 
physicians confused? ?

The SIMILARITY of symp.
drives underdiagnosis!



ÅPtosis:
ÅGO: Eyelid retraction due to increased sympathetic 
ǎǘƛƳǳƭŀǘƛƻƴ ƻŦ aǳƭƭŜǊΩǎ ƳǳǎŎƭŜ ōȅ ǘƘȅǊƻƛŘ ƘƻǊƳƻƴŜΦ

ÅMG: Ptosis because of weakness of superioris levator.

5ŀƭǊȅƳǇƭŜΩǎ ǎƛƎƴPtosis

Normal

оΦ Iƻǿ ǘƻ ǊŜŎƻƎƴƛȊŜ DǊŀǾŜΩǎ pt
has MG or not?

LIMBUS



ÅOrbicularis Oculi weakness:
ÅDh ŘƻŜǎƴΩǘ ŀŦŦŜŎǘ ǘƘƛǎ ƳǳǎŎƭŜ

ÅOccularMG is usually involved in 

оΦ Iƻǿ ǘƻ ǊŜŎƻƎƴƛȊŜ DǊŀǾŜΩǎ pt
has MG or not?



ÅExotropia (deviate outward):
ÅGO: usually affects the Medial and inferior recti Ą

Restrictive Myopathy of MR and IRĄ eye move inward 
(esotropia) and downward (hypotropia) whileasexotropia 
RARELY occur. 
ÅaDΥ ŘƻŜǎƴΩǘ ƘŀǾŜ ŀƴȅ ǇǊŜŘƛƭŜŎǘƛƻƴ ŦƻǊ ǇŀǊǘƛŎǳƭŀǊ 

extraocular muscles. 

оΦ Iƻǿ ǘƻ ǊŜŎƻƎƴƛȊŜ DǊŀǾŜΩǎ pt
has MG or not?



ÅWeakness of the voluntary muscles of the head and neck:
ÅMG: Common

ÅG-Myopathy: Rare Ą usually induces proximal limbs weakness.

ÅRespiratory muscle involvement:
ÅMG: could happen in Myasthenic Crisis

ÅG-Myopathy: Rarely even in Acute thyrotoxicmyopathy

ÅDiurnal fluctuation of weakness:
ÅMG: more severe

ÅGD: vary the degree of wknŘǳǊƛƴƎ ǘƘŜ ƭƻƴƎ ŎƻǳǊǎŜ ƛƴ DǊŀǾŜΩǎ aȅƻǇŀǘƘȅ ŀƴŘ 
thyrotoxicperiodic paralysis .

оΦ Iƻǿ ǘƻ ǊŜŎƻƎƴƛȊŜ DǊŀǾŜΩǎ pt
has MG or not?



Questions was posed are:

ÅIs it common enough to be noticed?
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ÅPtosis

ÅObicularisOcculiwk.

ÅExotropia

ÅHead & Neck musl. wk.

ÅRespiratory musl. Wk

ÅDiurnal fluctuation of sev.



SUSPECTED!!

ÅIce-pack test

ÅTensilon/Prostig. test

ÅAutoantibodies

ÅEMG 

ÅPtosis

ÅObicularisOcculiwk.

ÅExotropia

ÅHead & Neck musl. wk.

ÅRespiratory musl. Wk

ÅDiurnal fluctuation of sev.

FURTHER TESTs!



BEDSIDE TESTs

ÅIce-pack test: ptosis improve within one minute applying.

ÅEdrophonium (or Prostigmin) test: the weakness is reversed

Ice-pack test Edrophonium test: before and after test



OTHER TESTs

ÅAcetylcholinreceptor antibodies (AChR-Ab) and 
Muscular Specific receptor tyrosin kinase (MuSK)
ÅMG: 6-12% pts have Negative both test called Seronegative 

MG.
ÅGD: Negative

ÅElectromyography (EMG):
ÅMG: repetitive nerve stimulation (+)ivew/ decremental 

responsein 75-80%, while that single-fiber EMG w/ jitter (+) in 
95%.
ÅG-Myopathy: myopathic findings of increased polyphasic, low 

amplitude motor unit potentials
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ÅBeta-Blocker (BB):
ÅGD: Propranolol typically rapidly reverse the paralysis 

in patients with thyrotoxicperiodic paralysis. 
decrease the adrenergic imbalance of thyrotoxicosis.

ÅMG: it makes the weakness more severe, leads to 
Myasthenic Crisis

ÅBenzodiazepine:
ÅGD: relief the frequent thyrotoxicosis-associated 

anxiety

ÅMG: cause Myasthenic Crisis

2. What must be noticed in mag.?



ÅGlucocorticoid:
ÅGD:  G-ophthalmopathy, after Radioidodine

therapy

ÅMG: usually well-tolerated but occasionally 
ass/w an exacerbation.

2. What must be noticed in mag.?



ÅRoutine Pre-operative management:
Ånondepolarisingneuromuscular blocking drugs (used 

to facilitate the mandatory tracheal intubation in 
thyroidectomy surgery)

ÅAntibiotics

2. What must be noticed in mag.?



TAKE HOME MESSAGE

ÅPtosis

ÅObicularisOcculiwk.

ÅExotropia

ÅHead & Neck musl. wk.

ÅRespiratory musl. Wk

ÅDiurnal fluctuation of sev.

Routine checking:
Extraocular muscle invol.
Atypical weakness of GD

The Grave-treating drugs 
make the symptom worse

ÅBeta Blocker

ÅBenzodiazepine

ÅCorticosteroids

ÅAntibiotics (AG, Quinolone..)

ÅNeuromuscular blocking 
drugs



TAKE HOME MESSAGE

ÅIce-pack test

ÅTensilon/Prostig. test

Bedside test Laboratory test

ÅAutoantibodies

ÅEMG 

Exact 
Diagnosis

Better 
Treatment

Better 
Outcome




