
Introduction
•	� MG is a rare chronic autoimmune neuromuscular disorder 

characterized by fluctuating weakness in the skeletal muscles1–3 

•	� Although treatment options for MG have expanded in recent years, 
disparities in care persist4–8

•	� Many patients experience inequitable access to patient-centered 
care, exacerbated by SDoH including insurance coverage, 
geographic location, language proficiency, and socioeconomic 
status4–8 

•	� Limited evidence on HCPs’ perspectives on drivers of healthcare 
inequities for gMG in the US hinders development of informed 
and impactful population health strategies 

•	� This study aims to characterize expert perspectives on barriers 
and challenges to care for patients with gMG, with a focus on 
disproportionately affected subpopulations

Methods
•	� Cross-sectional survey conducted from March 23, 2026 to April 10, 

2026 among US HCPs (Table 1)
•	 Measures
	 – �HCPs were asked what they thought is the most significant 

barrier and primary underlying challenge contributing to 
inequitable care in gMG for the following populations:

		  •	 Ethnic or racial minorities
		  •	 People on Medicaid or other publicly subsidized insurance
		  •	 People who are uninsured  
		  •	 People with limited healthcare options due to geography
		  •	 People with limited English proficiency
		  •	 Women of childbearing age
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Summary and conclusions

We surveyed 125 HCPs for their 
perspectives on the barriers to care 
for patients with gMG, especially for 
subgroups of the population that 
experience disparities in care

Key barriers to care differed by 
subpopulation and included:
–	� Access (hospital and expert 

availability/referral networks)
–	� Awareness (knowledge gaps or 

unmet needs including stigma, 
disease burden, and disease 
understanding)

–	� Affordability (cost of care)

Diverse barriers to high-quality, 
equitable care across patient 
subpopulations highlight the need for 
informed, targeted strategies to close 
care gaps and improve outcomes for 
people living with gMG

Poster 99

*To estimate subpopulation patient numbers, HCP-reported annual gMG patient volumes (categorical 
responses converted to representative numeric values [>150, 150; 76–150, 150; 26–75, 75; 11–25, 25; 
5–10, 10; <5, 4]) were multiplied by reported proportions of patients within each subpopulation (range 
responses converted to midpoint values [0%, 0; 1–20%, 10; 21–40%, 30; 41–60%, 50; 61–80%, 70; 81–100%, 
90; unsure, 0]). Estimated counts were calculated at the respondent level, aggregated across respondents, and 
averaged across the sample.
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		  •	 Younger adults (18–26 years)
		  •	 Older adults (65–79 years)
		  •	 Much older adults (≥80 years)

	 – �Barriers considered were access to provider or care network, 
affordability (care/treatment cost), awareness (patient/HCP 
knowledge gaps about the disease/system), availability 
(diagnostic, regulatory, supply), and adoptability (treatment 
acceptance/preferences)

Results
•	� 125 HCPs completed the survey. The majority were MDs and 

neuromuscular specialists, had >5 years of experience managing 
care for patients living with gMG, and had managed >25 patients 
with gMG in the past 12 months (Table 2)

•	� HCP respondents’ practice locations spanned 37 states and districts 
(Figure 1), and they reported treating patients from all states in 
the US

•	� HCPs reported treating patients with gMG across all subpopulations 
of interest, with older adults (65–79 years) representing the largest 
volume of patients (Figure 2) 

•	� Primary barriers and challenges to care were identified across 
subpopulations of interest (Figure 3) 

	 – �Subpopulations classified by SDoH demonstrated distinct primary 
barriers to care, whereas age-related subpopulations had multiple 
barriers contributing to inequitable care

•	� The primary barriers to care identified by HCPs did not vary 
when compared to a subgroup of respondents who managed 
>25 patients with gMG per year and had >20% of their patients 
represented in the subpopulations of interest

Figure 2  �HCP reports of patients with gMG in 
subpopulations of interest 

Ethnic or racial minorities 33

People on Medicaid or other publicly subsidized insurance 35

People with limited healthcare options due to geography 30

People with limited English proficiency 19

Women of childbearing age 27

Younger adults (18–26 years) 22

Older adults (65–79 years) 69

Much older adults (≥80 years) 29

People who are uninsured 12
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Figure 1  �HCP respondent state of practice
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Figure 3  �Primary underlying challenges contributing to barriers to care in gMG 

*Percentages may not total 100% due to rounding. Data presented as % (n).

Table 1  �Participant screening criteria

All survey 
participants

•	� Clinical practice experience in MG for ≥3 years (including fellowship training)
• 	� Treated or managed ≥5 patients with gMG (MGFA Clinical Class >I) within the 

past 12 months

Neurologists •	�� Board-certified or board-eligible in neurology

Neuromuscular 
specialists

•	�� Board-certified or board-eligible in neurology
• 	� Completed fellowship/equivalent training in neuromuscular medicine or 

electrophysiology, or hold recognized subspecialty certification in this field

Neurology APPs •	�� Board-certified or board-eligible as a Nurse Practitioner or Physician Assistant
•	�� Primarily manage patients in a neurology practice setting

(c) People who are uninsured

(d) �People with limited healthcare options due to 
geography

(e) People with limited English proficiency (f) Women of childbearing age 

(a) Ethnic or racial minorities (b) �People on Medicaid or other publicly subsidized 
insurance

Table 2  �HCP respondent clinical specialty, professional 
degree, practice type, and gMG experience

Clinical 
specialty n

Professional 
degree n

Primary 
practice n

Clinical 
experience 
managing 
gMG n

Neuromuscular 
medicine

112 MD 114
Academic 
medical 
center

96 <3 years‡ 1

General 
neurology

5 DO 6
Private 
practice

13 3–5 years 17

Other* 8 NP 4
Community 
hospital

9 6–10 years 27

PA 1
Veterans 
Affairs

2 11–20 years 45

Other† 5 >20 years 35

*Other specialties included neuroimmunology (n=4), neuro-opthalmology (n=1), neuroimmunology and 
neuro-opthalmology (n=1), PM&R with certification in NM medicine and electrodiagnostic medicine (n=1) 
focused on MG (n=1). †Other primary practice settings (n=1 for each) included a non-academic medical 
center, academic tertiary care, outpatient healthcare system, academic medical center/safety net hospital 
and multispecialty group practice. ‡A sensitivity analysis excluding these respondents will be conducted 
during manuscript development. §Based on survey question: ‘In the past 12 months, approximately how many 
patients with gMG have you managed in your practice?’.

Estimated number 
of patients with 
gMG managed in 
past 12 months§   n

<5‡ 3

5–10 8

11–25 29

26–75 37

76–150 28

>150 20

Access  34% (42)
Hospital and HCP access (expert availability, referral network) 98% (41/42)
Individuals’ care support network 2% (1/42)

Availability 4% (5)
Payer policy 60% (3/5)
Regulatory gaps 40% (2/5)

Awareness 2% (3)
Patient knowledge gaps or unmet needs including stigma, 
disease burden, and disease understanding 100% (3/3)

Primary barrier: A�ordability 60% (75)
Cost of care 48% (36/75)
Ability and willingness to pay 
for out-of-pocket expenses 33% (25/75)
Pricing and reimbursement 19% (14/75) 

N=125

Availability 7% (9)
Formulary availability 67% (6/9)
Diagnostic testing 22% (2/9)
Regulatory gaps 11% (1/9)

Primary barrier: Access 85% (106)
Hospital and HCP access (expert 
availability, referral network) 98% (104/106)
Patient associations/advocacy 1% (1/106)
Telemedicine 1% (1/106)

Awareness 3% (4)
Patient knowledge gaps or unmet needs including stigma, 
disease burden, and disease understanding 50% (2/4)
HCP knowledge gaps 50% (2/4)

Adoptability 1% (1)
Patient preference for route of administration 100% (1/1)

A�ordability 3% (4)
Cost of care 75% (3/4)
Pricing and reimbursement 25% (1/4)

N=124 N=125

Availability 1% (1)
Regulatory gaps 100% (1/1)

Primary barrier: Awareness 62% (77)
Patient knowledge gaps or unmet 
needs including stigma, disease 
burden, and disease understanding 94% (72/77)
HCP knowledge gaps 5% (4/77)
Payer or system information gaps 1% (1/77)

Adoptability 5% (6)
Trust in the HCP and treatment plan 67% (4/6)
Treatment inertia 33% (2/6)

Access* 30% (38)
Hospital and HCP access (expert availability, referral network) 76% (29/38)
Individuals’ care support network 11% (4/38)
Patient associations/advocacy 11% (4/38)
Telemedicine 3% (1/38)

A�ordability 2% (3)
Cost of care 100% (3/3)

(i) Much older adults (≥80 years) (g) Younger adults (18–26 years) (h) Older adults (65–79 years) 

Primary barrier: Access 43% (54)
Hospital and HCP access (expert 
availability, referral network) 87% (47/54)
Individuals’ care support network 9% (5/54) 
Patient associations/advocacy 2% (1/54)
Telemedicine 2% (1/54)

Primary barrier: Access 31% (39)
Hospital and HCP access (expert 
availability, referral network) 59% (23/39)
Individuals’ care support network 23% (9/39)
Telemedicine 15% (6/39)
Patient associations/advocacy 3% (1/39)

Awareness 26% (32)
Patient knowledge gaps or unmet needs including stigma, 
disease burden, and disease understanding 72% (23/32)
HCP knowledge gaps 28% (9/32)

Adoptability 24% (30)
Treatment inertia 43% (13/30)
Patient preference for route of administration 27% (8/30)
Trust in the HCP and treatment plan 17% (5/30)
Frequency of drug treatment 13% (4/30)

A�ordability 15% (19)
Cost of care 58% (11/19)
Ability and willingness to pay for out-of-pocket expenses 26% (5/19)
Pricing and reimbursement 16% (3/19)

Availability 4% (5)
Payer policy 40% (2/5)
Formulary availability 40% (2/5)
Regulatory gaps 20% (1/5)

N=125N=124

Access 10% (13)
Hospital and HCP access (expert availability, referral network) 92% (12/13)
Patient associations/advocacy 8% (1/13)

Availability 3% (4)
Formulary availability 50% (2/4)
Payer policy 25% (1/4)
Regulatory gaps 25% (1/4)

Primary barrier: Awareness* 41% (51)
Patient knowledge gaps or unmet 
needs including stigma, disease 
burden, and disease understanding 75% (38/51)
HCP knowledge gaps 24% (12/51)
Payer or system information gaps 2% (1/51)

Adoptability 23% (29)
Frequency of drug treatment 34% (10/29)
Treatment inertia 28% (8/29)
Patient preference for route of administration 21% (6/29)
Trust in the HCP and treatment plan 17% (5/29)

A�ordability 22% (27)
Cost of care 52% (14/27)
Pricing and reimbursement 26% (7/27)
Ability and willingness to pay for out-of-pocket expenses 22% (6/27)

Primary barrier: Access 29% (36)
Hospital and HCP access (expert 
availability, referral network) 61% (22/36)
Individuals’ care support network 25% (9/36) 
Patient associations/advocacy 11% (4/36)
Telemedicine 3% (1/36)

Awareness 20% (25)
Patient knowledge gaps or unmet needs including stigma, 
disease burden, and disease understanding 60% (15/25)
HCP knowledge gaps 32% (8/25)
Payer or system information gaps 8% (2/25)

A�ordability 23% (29)
Cost of care 38% (11/29)
Ability and willingness to pay for out-of-pocket expenses 31% (9/29)
Pricing and reimbursement 31% (9/29)

Adoptability 21% (26)
Treatment inertia 42% (11/26)
Patient preference for route of administration 31% (8/26)
Trust in the HCP and treatment plan 15% (4/26)
Frequency of drug treatment 12% (3/26) 

Availability 7% (9)
Payer policy 67% (6/9)
Formulary availability 22% (2/9)
Regulatory gaps 11% (1/9)

N=125

N=124

Access 13% (16)
Hospital and HCP access (expert availability, referral network) 69% (11/16)
Patient associations/advocacy 19% (3/16)
Individuals’ care support network 6% (1/16)
Telemedicine 6% (1/16)

Availability 10% (13)
Formulary availability 46% (6/13)
Diagnostic testing 31% (4/13)
Regulatory gaps 23% (3/13)

Primary barrier: Awareness 38% (47)
Patient knowledge gaps or unmet 
needs including stigma, disease 
burden, and disease understanding 49% (23/47)
HCP knowledge gaps 47% (22/47)
Payer or system information gaps 4% (2/47)

A�ordability 6% (8)
Cost of care 88% (7/8)
Pricing and reimbursement 12% (1/8)

Adoptability* 32% (40)
Patient preference for route of administration 35% (14/40)
Treatment inertia 33% (13/40)
Trust in the HCP and treatment plan 20% (8/40)
Frequency of drug treatment 13% (5/40)

Awareness 27% (34)
Patient knowledge gaps or unmet needs including stigma, 
disease burden, and disease understanding 91% (31/34)
HCP knowledge gaps 9% (3/34)

Primary barrier: Access 43% (54)
Hospital and HCP access (expert 
availability, referral network) 87% (47/54)
Individuals’ care support network 9% (5/54) 
Patient associations/advocacy 2% (1/54)
Telemedicine 2% (1/54)

N=125

A�ordability 13% (16)
Cost of care 75% (12/16)
Ability and willingness to pay for out-of-pocket expenses 19% (3/16)
Pricing and reimbursement 6% (1/16)

Adoptability* 11% (14)
Trust in the HCP and treatment plan 85% (12/14)
Treatment inertia 14% (2/14) 

Availability 6% (7)
Payer policy 57% (4/7)
Regulatory gaps 43% (3/7)

N=125

Adoptability 2% (3)
Treatment inertia 67% (2/3)
Patient preference for route of administration 33% (1/3)

Primary barrier: A�ordability 42% (53)
Cost of care 36% (19/53)
Pricing and reimbursement 34% (18/53)
Ability and willingness to pay 
for out-of-pocket expenses 28% (15/53)
Brand or generic 2% (1/53) 

Access 26% (33)
Hospital and HCP access (expert availability, referral network) 85% (28/33)
Individuals’ care support network 12% (4/33)
Telemedicine 3% (1/33)  

Availability 20% (25)
Payer policy 52% (13/25)
Formulary availability 44% (11/25)
Regulatory gaps 4% (1/25)

Awareness 9% (11)
Patient knowledge gaps or unmet needs including stigma, 
disease burden, and disease understanding 73% (8/11)
Payer or system information gaps 18% (2/11)
HCP knowledge gaps 9% (1/11)
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