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UNDIAGNOSED MYASTHENIA GRAVIS UNMASKED BY GENERAL ANESTHESIA IN 
A PATIENT WITH PERSISTENT WEIGHT LOSS
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 Department of Pediatrics, Golisano Children’s Hospital, SUNY Upstate Medical University, Syracuse, New York

Introduction
• Myasthenia gravis (MG) is a neuromuscular disorder of 

autoimmune etiology:
u Antibodies against acetylcholine receptors attack the post-

synaptic membrane at the neuromuscular junction.
u	 Resulting in skeletal muscle weakness and fatigue. 

•	 MG	is	a	rare	disorder:
u	 Highest reported prevalence rate of 20.4 per 100,000 

population.1
u	 Ocular symptoms such as ptosis and diplopia compromise 85%

of the initial complaint reported by patients.2

u	 Bulbar weakness (dysphagia, dysarthria, or fatigable chewing) 
are the presenting complaint in only 6% of the patients.3 

Figure 2: Ptosis seen in patients with Myasthenia Gravis

Case Report
•	16	year	old	African	American	female	presented	with	chest	pain	

and unintentional weight loss of 15 kg over the past 5 months. 
u	 Chest pain was evaluated at an outside ED (Routine 

laboratory work and EKG were negative) and she was 
started on esomeprazole and referred to the GI clinic. 

u	 Patient	denied	emesis,	diarrhea,	constipation,	difficulty
swallowing and abdominal pain.

Discussion
•	 MG	is	an	uncommon	autoimmune	disorder:

u	 Estimated annual incidence: 10 to 20 cases per million.4

u	 Onset:	significantly	earlier	in	women	compared	to	men.2
u	 Bimodal distribution with a peak in second and third 
decades,	when	women	are	affected	the	most,	and	a	
second peak in the sixth and seventh decades, when 
men	are	more	affected.5

•	 Two	main	clinical	subtypes:	Primary	ocular	and
generalized.6

•	 Respiratory	muscle	weakness	can	develop	which	could	be
life threatening.6

u	 Myasthenia	crisis	(MC)	is	a	medical	emergency	defined	
by respiratory failure requiring mechanical ventilation;   
approximately 15 to 20% of patients with MG go into MC.7

•	 Gastroenterological	disorders	are	the	second	most	
common organic etiology (malignancy being number one)
identified	in	patients	with	unintentional	weight	loss.8
u	 An in-depth history and physical examination can 

usually reveal signs or symptoms of disorders such as 
inflammatory	bowel	disease,	chronic	pancreatitis,	celiac	
disease, peptic ulcer disease, constipation, atrophic 
gastritis.8

•	 Upon	reviewing	the	case	one	can	appreciate	the	
importance of a detailed and precise history. 
u	 It can be speculated that the patient’s persistent weight 

loss was secondary to dysphagia. 
u	 The	patient	did	not	state	having	difficulty	or	painful	

swallowing on any of her visits to the clinic. 
•	 This	case	beautifully	highlights	the	importance	of	a	
thorough	history	and	the	complexity	of	the	differential	
diagnoses of a patient presenting with weight loss, which 
should include the rare but yet possible diagnosis of MG.

Figure 1: Neuromuscular junction
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u	 Neurology	was	consulted	and	her	
physical exam was unremarkable. 
Laboratory studies for metabolic 
abnormalities	were	normal	and	a	CT
head without contrast showed no 
abnormalities. 

u	 The	patient’s	mental	and	respiratory	
status deteriorated again, which le to 
a transfer to the pediatric intensive 
care	unit	(PICU)	for	intubation	and	
mechanical ventilation. 

• Further	history	from	the	family	revealed	
diplopia, dysphagia and inability to climb 
multiple	flights	of	stairs.	
u	 Bedside electromyography (EMG) was 
done	which	revealed	findings		
supportive of MG. 

u	 An edrophonium test was performed 
which showed an increase in vital 
capacity. 

• The	patient	was	finally	successfully	
extubated	on	day	4	of	her	PICU	
admission.
u	 She	received	treatment	with	

intravenous immunoglobulin, oral
prednisone and pyridostigmine. 

Figure 4: EMG showing a decremental response 
of successive motor action potentials from the 
left abductor digiti minimi muscle after six 
stimuli of 3 Hz.

Stim Freq: 3 Hz No. in Train 6
Stim Dur: 0.2 ms
Stim Site: Wrist
Time: 18:40:23
Comment:
 Pot No. Peak  Amp Area Area Stim
  Amp mV Decr % mVms Decr % Level

1 3.53 0 7.95 0 21.2mA
2 2.81 20 7.19 10 21.2mA
3 2.19 38 5.22 34 21.2mA
4 2.08 41 5.22 34 21.2mA
5 2.34 34 5.55 30 21.2mA
6 2.28 35 5.49 31 21.2mA
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•	 The	patient	underwent	a	PEG	tube	
placement without any complications until
it was time to extubate. 
u	 She	failed	to	maintain	spontaneous	

ventilation, which triggered the use of 
reversal anesthetic agents such as 
naloxone	and	flumazenil.	

u	 The	patient	was	later	extubated	and	
moved to the recovery room. In the 
recovery room, the patient became 
lethargic and poorly responsive
w	 She	was	treated	again	with	naloxone	
and	flumazenil,	resulting	in	a	gradual	
improvement. 

• Upper	endoscopy,	colonoscopy	with	biopsies
and	pH	probe	study	were	done.	The	
procedures were performed without any 
complications and the results were normal.

• During	the	next	year,	the	patient	lost	4	kg
despite the use of appetite stimulants such 
as megestrol acetate, and nutritional 
supplements. 

• Extensive	workup,	including	endocrine	&
rheumatology evaluations were normal.

• PEG	tube	was	recommended	for	night	
feeding.

Figure 3: Patient’s growth chart. (a) Represents the 
patient’s weight on her first visit to the GI clinic, 
(b) represents the patient’s weight 12 months after 
initial follow up as well as approximate time when PEG 
tube placement was performed.
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