
Introduction
While there are several guidelines for the 
medical management of MG, there is limited 
guidance to provide comprehensive care 
goals beyond medical management.

Objective
To develop globally relevant consensus 
recommendations to provide comprehensive 
care guidance for patients with MG.

Methods
An international panel was formed and consisted 
of 17 MG experts from North America, Europe 
and Asia, and one MG expert methodologist.

A narrative literature review informed the 
development of consensus recommendations.

Formal consensus was sought using a 
mathematical formula, as per the RAND/
UCLA appropriateness methodology.1 

Results
Expert consensus was reached 
on a range of globally relevant 
recommendations for comprehensive 
care in MG, with 21 recommendations 
achieving agreement as appropriate.

The recommendations emphasize 
the importance of: 

•	 Early symptom control	

•	 Patient engagement and education

•	 Re-assessing and changing medical 
management to achieve goals

•	 Care co-ordination with primary care 
physicians and other specialists

Summary	
We present guidance for comprehensive 
care to achieve optimal outcomes 
for patients with MG.

We believe that these recommendations 
will help guide overall management, 
treatment and referral decisions 
throughout the patient journey. 

The recommendations will require updates 
as the treatment landscape evolves.
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 Recommendation 1   defined the ongoing treatment goal in MG:

To work towards, achieve and sustain minimal symptoms and treatment‑related 
adverse events, with a patient‑acceptable quality of life (using validated measures)
Subsequent recommendations described how to implement and achieve this goal for patients, across six topics:

Establishing and sustaining 
an MG treatment goal
Clinicians should regularly assess a patient with MG at 
all disease stages for symptom burden, treatment burden 
and quality of life, using the same measures to build an 
ongoing, overall picture of the disease and its impact

TOPIC 1

For full Topic 1 recommendations, go to Slide 2

Working towards early 
symptom control
Clinicians should consider several factors when 
selecting treatment for a patient with newly 
diagnosed MG, such as disease-related factors, 
patient factors, preferences and comorbidities, 
financial resources and available treatment options

TOPIC 2

For full Topic 2 recommendations, go to Slide 3

Infection screening 
and vaccination
Clinicians should refer patients with MG to their primary 
care clinician or appropriate speciality (e.g., infectious 
disease) to complete immunization schedules,  
per local/national/World Health Organization guidelines 
and per local prescribing information for MG therapies 
as part of immunosuppressive therapy planning

TOPIC 3

For full Topic 3 recommendations, go to Slide 4

Managing impending 
crisis and crisis
Clinicians should admit patients with impending crisis 
to hospital for close assessment of respiratory and 
bulbar function, evaluate for and treat precipitating 
factors, and initiate rapid-acting therapy

TOPIC 6

For full Topic 6 recommendations, go to Slide 7

TOPIC 4

For full Topic 4 recommendations, go to Slide 5

Pregnancy and  
family planning
Clinicians should discuss pregnancy and 
pregnancy planning routinely with all women 
of reproductive age before initiating treatment 
for MG and regularly during follow up

TOPIC 5

For full Topic 5 recommendations, go to Slide 6

Fatigue and comorbidity 
management
Clinicians should educate patients with MG 
on the difference between neuromuscular 
fatigability and generalized fatigue

Abbreviations: COI, conflict-of-interest disclosures; MG, myasthenia gravis. Author disclosures: For full disclosures and acknowledgments, go to Slide 8 (COI). Reference: 1. RAND. https://www.rand.org/content/dam/rand/pubs/monograph_reports/2011/MR1269.pdf. Accessed March 2026.
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IVIg, intravenous immunoglobulin; MG, myasthenia gravis.

*Broad-spectrum immunosuppressive/immunomodulatory treatments such as glucocorticoids, non-steroidal immunosuppressants, IVIg and 
plasma exchange. †Therapies that target specific pathways in MG pathogenesis, such as complement inhibitors and other targeted treatments. 
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The ongoing treatment goal in MG is 
to work towards, achieve and sustain 
minimal symptoms and treatment-related 
adverse events, with a patient-acceptable 
quality of life (using validated measures).

Clinicians should regularly assess a 
patient with MG at all disease stages 
for symptom burden, treatment burden 
and quality of life, using the same 
measures to build an ongoing, overall 
picture of the disease and its impact.

Clinicians should engage patients 
with MG and their family/caregivers, 
as appropriate, to play an active role 
in shared decision making, so that 
patients’ personal goals, values 
and preferences are considered 
when discussing treatment plans.

Clinicians should discuss with patients 
the pros and cons of available treatment 
options, including conventional therapies,* 
available targeted therapies† and 
thymectomy, before initiation of treatment. 

In patients receiving glucocorticoids, 
clinicians should aim to reduce the 
glucocorticoid dose to prednisone 
equivalent ≤10 mg/day and optimally 
to ≤5 mg/day, using alternative agents 
as necessary, and monitor patients 
closely for MG worsening. 

In patients with MG, if minimal 
symptoms, minimal treatment‑related 
adverse events and patient‑acceptable 
quality of life cannot be sustained, 
clinicians should re‑assess 
treatment and make changes 
to achieve treatment goals. 

Clinicians should educate 
patients with MG on the 
symptoms and potential 
triggers of exacerbations and 
crisis, closely monitor patients 
who report exacerbating 
factors, and take appropriate 
action if exacerbations 
or crisis are suspected.

TOPIC 1

Establishing and sustaining an MG treatment goal
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(g)MG, (generalized) myasthenia gravis; IVIg, intravenous immunoglobulin.

*Therapies that target specific pathways in MG pathogenesis, such as complement inhibitors and other targeted treatments. †Broad-spectrum 
immunosuppressive/immunomodulatory treatments such as glucocorticoids, non-steroidal immunosuppressants, IVIg and plasma exchange.
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Clinicians should consider several 
factors when selecting treatment for 
a patient with newly diagnosed MG, 
such as disease-related factors, 
patient factors, preferences and 
comorbidities, financial resources 
and available treatment options. 

Clinicians should refer a patient with MG 
to (or co-manage with) a specialist with 
expertise in MG management if there is 
no sustained clinical improvement within 
3–6 months of treatment initiation.

Clinicians should seek to initiate available 
targeted therapies* in patients with 
gMG who have active symptoms and 
for whom conventional therapy† does 
not achieve symptom control within 
6–12 months or results in excessive 
treatment‑related burden. Use of 
available targeted therapies as initial 
treatment (together with standard 
therapy where indicated) should 
be driven by clinician judgment.

TOPIC 2

Working towards early symptom control
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(g)MG, (generalized) myasthenia gravis.
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Clinicians should refer patients with MG to 
their primary care clinician or appropriate 
speciality (e.g., infectious disease) to 
complete immunization schedules, per 
local/national/World Health Organization 
guidelines and per local prescribing 
information for MG therapies as part of 
immunosuppressive therapy planning.

Clinicians should refer patients with 
gMG for whom complement inhibitor 
therapies may be a future consideration 
to their primary care clinician or 
appropriate specialist to complete 
meningococcal vaccination and 
other treatment-specific vaccination, 
per local/national/World Health 
Organization guidelines and per local 
drug prescribing information.

If complement inhibitors are 
commenced, clinicians should ensure 
maintenance of meningococcal 
vaccination status, and of other 
treatment-specific vaccination 
status, with recommended 
boosters throughout the 
course of treatment.

Clinicians should test all 
patients with MG as soon 
as possible after diagnosis 
for underlying infections, 
including hepatitis B and C, 
tuberculosis (in relevant 
regions) and human 
immunodeficiency virus 
(in at-risk populations). 

TOPIC 3

Infection screening and vaccination
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MG, myasthenia gravis.
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Clinicians should discuss pregnancy 
and pregnancy planning routinely 
with all women of reproductive age 
before initiating treatment for MG 
and regularly during follow up. 

Clinicians should advise women of 
reproductive age that well‑controlled 
MG is associated with the best 
pregnancy outcomes. 

When a patient with MG is considering 
pregnancy or is pregnant, the clinician 
should co-ordinate care with obstetrics 
proactively before and during 
pregnancy and in the puerperium.

TOPIC 4

Pregnancy and family planning
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COI

Clinicians should educate patients 
with MG on the difference between 
neuromuscular fatigability and 
generalized fatigue. 

When patients with MG report 
generalized fatigue, clinicians should 
identify and manage any factors 
contributing to fatigue, including 
MG itself, and refer the patient to the 
appropriate specialists as needed.

Clinicians should screen patients with 
MG at diagnosis and during follow 
up for physical or psychological 
comorbidities that may be 
associated with MG or its 
treatment, and refer to their 
primary care clinician or 
appropriate specialist 
for management.

TOPIC 5

Fatigue and comorbidity management
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Clinicians should admit patients 
with impending crisis to hospital 
for close assessment of respiratory 
and bulbar function, evaluate for 
and treat precipitating factors, 
and initiate rapid-acting therapy.

Clinicians should admit patients with 
myasthenic crisis to an intensive care 
or step-down unit (or similar) for 
appropriate ventilatory support, 
treat precipitating factors and 
initiate rapid-acting therapy.

TOPIC 6

Managing impending crisis and crisis
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