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Myasthenia Gravis and Guillain-Barré 

Syndrome: A Therapeutic Overview
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Myasthenia Gravis: Overview

• Prevalence is ~100 per million
– Bimodal: Female (2nd to 3rd decade) and older age is usually a male

• Auto-immune disease targeting acetylcholine receptor most often
– Associated with thymoma and other auto-immune diseases

• Symptoms
– Fluctuating weakness

– Double vision, slurred speech, swallowing dysfunction, limb weakness, SOB

• Signs
– Ocular: Diplopia and Ptosis

• Within 3 years most patients generalize, especially if untreated.

– Generalized: Bulbar symptoms and orthopnea

3

(Gilhus et al, 2019)

Myasthenia Gravis: Management

• Goal is early diagnosis and treatment to minimal manifestations (only occasional ptosis) and 
avoidance of myasthenic crisis or exacerbation

• Pyridostigmine (mestinon)
– Not disease modifying

– Treats symptoms. Wears off so it is taken multiple times per day

– Can increase oral and GI secretions (diarrhea)

• Disease Modifying (immunosuppressants)
– Prednisone

– Azathioprine and Mycophenolate

– Efgartigimod (Vyvgart), ravulizumab (Ultomiris) and eculizumab (Soliris)

– Intravenous Immunoglobulin (IVIG)

– Plasmapheresis

• Refractory disease
– Delayed diagnosis

– Failure of more than 2 immunomodulating medications

– Lifelong dependence on immunosuppressants

4

(Tannemaat et al, 2019)
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General Therapeutic Approach in MG

• Variability in presentation day to day, adjust POC accordingly
– Hold therapy and contact provider for large changes in function

• Research available for rehab approach is limited
– Use clinical judgement

• Strenuous physical activity showed a significant negative association 
with fatigue

• Mild-moderate MG: Moderate level exercise is recommended
– shown to improve quality of life and decrease comorbidities

• Strategy development & compensations for fatigue and weakness

• Assistive device and home/activity modification recommendations for 
energy conservation

• Consider psychological support to increase coping strategies

5

(Corrado et al, 2020)

General Precautions in MG

• MG Crisis
– Characterized by worsening of muscle weakness, resulting in respiratory failure 

that requires intubation and mechanical ventilation

• Fatigue

• Vision

• Dysphagia

• Respiratory issues

• Pain

• Depression/anxiety and stress

• Use of subjective questionnaires for fatigue and function (visual 
analogue fatigue scale, quantitative Myasthenia gravis score, MG 
quality of life 15)

6

(Corrado et al, 2020)
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PT Evaluation Considerations

Balance: FGA vs BERG

Gait: 10MWT

Endurance: 2MWT vs 6MWT

Strength: 5XSTS, MMT, dynamometer

ROM 

7

PT Treatment Considerations in MG

• Aerobic exercises of moderate intensity

– 50-70% of HR max

– 12-14/20 on RPE scale

• Strengthening and resistance exercises 
of moderate intensity

• Balance training

• Consider the need for walking aides 
and/or wheelchair

• Consider orthotics/bracing

8

(Corrado et al, 2020)
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PT POC Considerations in MG

• Majority of treatment plans range from 8-12 weeks at a 1-2x 

per week frequency

• Best results noted in patients with mild to moderate MG under 

limited training intensity

• Long term physical activity could result in a reduced autoimmune 

response

• Physical training was well tolerated and pathology does not 

deteriorate with physical activity

9

(Corrado et al, 2020)

Occupational Therapy for MG – General 

Approach

• Activity Analysis

• Balance between remediation 

and compensation

• Client-centered goals, 

occupation-based, addressing 

quality of life

– PSFS, COPM, guided questioning

– MG QOL 15

– Role Inventory to address habits, 

routines

10
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Occupational Therapy for MG - Evaluation 

Considerations

• Consistency in UE 
strength, endurance, hand 
function

• ADL/IADL performance, 
modifications and adaptive 
equipment
– Barthel, Lawton, observation

• Caregiver participation and 
burden

11

• Visual performance, 

monocular and binocular

• Respiratory function

• Wheelchair and AE Use

• Home set-up

Occupational Therapy for MG – ADL/IADL 

Performance

12

Compensation

Remediation
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Occupational Therapy for MG – ADL/IADL 

Performance

• Focus on task modification and adaptive equipment 

balanced with remediation depending on chronicity

• Utilization of activity analysis

• Energy conservation / Health Management

– MyMG app for symptom tracking, education from the MGFA

– Modified Parkwood Pacing or other intentional tracking system

• Adaptive equipment

– Focus on AE recommendations that can be consistently used 

regardless of fatigue in grip, UE

13

(Veenhuizen, 2019)

Occupational Therapy for MG – ADL/IADL 

Performance

• Home modification recommendations
– Safe At Home Checklist

– Home Safety Self Assessment Tool (HSSAT)

– In-Home Occupational Performance Evaluation 
(I-HOPE) Kit

– The Safety Assessment of Function and 
Environment for Rehabilitation (SAFER) Tool

– Use of video visits or photos

14

(Veenhuizen, 2019)
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15

Occupational Therapy for MG – Assistive 

Technology

• Referral to AT clinic

• Use of phone and computer modifications

• Use of EADL devices for safety in home (accessing 

lights, emergency services, door openers)

16

(Veenhuizen, 2019)
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Occupational Therapy for MG – Wheelchairs

• Referral to wheelchair clinic

• Refer especially if:
– High fall risk (Tinetti, Tug, Berg)

– Progressive change in function

– Unable to utilize assistive device consistently 
due to UE/LE function

– Significant fatigue

– Limited in independence in ADL/IADL due to 
mobility limitations

– Utilizing a wheelchair (power or manual) that 
does not fit the client

17

Occupational Therapy for MG – Strengthening

• See PT considerations for strengthening

– Moderate intensity resistance training

• Focus on postural strengthening especially if using an AD/MWC, 

grip strength, and proximal arm strength

18

(Cup et al., 2007)
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Occupational Therapy for MG - Vision

• Collaboration with 

ophthalmology/neuro-optometry

– Comfort spot patching

– Potential use of prisms if chronic

• Sustained gaze in each direction

• https://edtech.westernu.edu/3D-eye-

movement-simulator/

19

Occupational Therapy for MG - Vision

• Oculomotor strengthening – start 

monocular

– Saccades (up/down, side/side, 

diagonals)

– Pursuits (HXO)

– Gaze stability (Head moves, eyes stay 

still)

– Stretches (Every direction)

– Near far monocular exercises

20

Credit: Craig Hospital

https://edtech.westernu.edu/3D-eye-movement-simulator/


8/4/2022

11

Occupational Therapy for MG – Respiratory 

Function

• Importance of pop can visual
– Closed system

– Intra-thoracic pressure > atmospheric pressure

– Pelvic floor and vocal folds serve as pressure 
regulators; Diaphragm decreases intrathoracic 
pressure, increases abdominal pressure and 
allows for breathing

• Typically, patients following one of the 
following patterns:
– Diaphragm (Low abs)

– Lateral (Intercostals, low rib expansion)

– Upper Chest (anterior-superior; SCM, scalenes, 
upper intercostals)

– Upper chest (superior; upper trap)

21

(Massery, 2021)

Occupational Therapy for MG – Respiratory 

Function

• Identify breathing patterns
– What expands most when breathing? 

Upper vs lower chest, abdomen

– Do the ribs move or stay stationary?

• .mmchestwallexcursion

– Does respiratory rate change in different 
positions?

• .mmdynamicbreathingobs

– How is the patient's posture? What do 
you notice about their landmarks?

• .mmstaticobschart

22

(Massery, 2021)
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Occupational Therapy for MG – Respiratory 

Function

• Simple Interventions

– Promote appropriate posture and evaluate alignment

– Pair breathing with movement (inhale on effort, exhale on release)

– Promote another type of breathing if current method is not effective for a good 

breath (if patient is dominant chest breather, promote diaphragmatic, for example)

• Promote chest (fast twitch)

– shoulder flexion, abduction, ER; Open, expanded chest, APT; overhead reach

– Higher pitched, faster cues

• Promote diaphragmatic (slow twitch)

– shoulder extension, adduction, IR; Rounded shoulders; flexed thoracic spine, PPT; reaching low

– Lower pitched, calmer cues

• Inhibit through manual overpressure

23

(Massery, 2021)

Occupational Therapy for MG – Respiratory 

Function

• Simple Interventions
– Strengthen the preferred breathing strategy

• Diaphragmatic resistance training

• Core strengthening

• Pelvic floor / ENT / respiratory referrals as needed

– Trial supports for pressure (binders)

– Vocalizations

• If noticing breath-holding, this typically signifies an attempt at core 
engagement. Try having the patient hum, sing, or count when doing an activity 
that involves substantial effort

– Loop in someone who took the Massery Course!

24

(Massery, 2021)
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General Therapeutic Approach and Precautions 

in MG for SLP

• Dysphagia

• Speech and Voice

• Cognitive screen/assessment (as needed)

• Screen for psychological factors

– Social work referral as needed

– Psych factors may lead to cognitive changes

• Fatigue is a large contributing factor to deficits listed above

25

SLP Considerations in MG- Dysphagia 

Evaluation:

• Patient subjective measure (EAT-10)

• Clinical swallow evaluation:
– Oral motor assessment and PO trials

• Consider use of IOPI for assessment
– lingual and labial strength and endurance

• Fatigue/lack of endurance throughout meals leads to higher aspiration 
risk

• Refer for instrumental assessment (MBSS or FEES)
 Aspiration is often silent in MG patients; best practice to refer for an instrumental 

assessment if patient is reporting difficulty swallowing

26

(Kumai et al, 2019)
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EAT- 10

27

If the EAT-10 score is 3 

or higher, you may have 

problems swallowing 

efficiently and safely

IOPI (Iowa Oral Performance Instrument)

28

• Objectively measure and document lip and tongue strength/endurance

• Compare patient data with norms

• Set exercise parameters using the principles of exercise science

• Provide biofeedback during oral motor exercise programs

• Measure and document patient improvement and evaluate program effectiveness



8/4/2022

15

SLP Considerations in MG- Dysphagia
Treatment:

• Education on signs/symptoms of aspiration for awareness/self-
monitoring
– Aspiration is typically due to pharyngeal residue secondary to muscle weakness 

and fatigue

• Compensatory strategies, postural changes, diet modifications
– small frequent meals, meals when strength is at its best, rest before eating and drinking, 

soft tender foods rather than sticky and hard, small bites, rest between bites, high protein 
foods, etc.

• Referral to nutritionist

• Little research regarding oral/pharyngeal exercise
– Research indicates it can be beneficial for maintenance but should not be done 

directly before or after PO intake due to fatigue

– No sufficient research thus far that indicates exercise worsens dysphagia

29

(Kumai et al, 2019)

SLP Considerations in MG- Voice

• Evaluation measures: VHI, S/Z ratio, analysis of quality, intensity, 

pitch

• Referral to ENT for VLS as needed

• Treatment:

– pacing

– energy conservation

– breath support

– voice amplification system

– vocal hygiene

30

(Hsu et al, 2020)
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SLP Considerations in MG- Speech

• Speech sound evaluation: informal measures and/or use 

of standardized assessment (e.g., AIDS)

• Treatment:

– energy conservation

– pacing

– intelligibility strategies (over articulation, slow down, etc.)

– breath support

– alternative modes of communication (SGD, picture boards, speech 

generating apps, etc.)

31

SLP Considerations in MG- Cognition and psych

• Anxiety, depression, stress, and other mental health concerns 

may be common

• Quality of life measures to aide in screening for psych needs and 

refer to social work as needed

• Cognitive deficits not common, however these factors can lead to 

cognitive changes

– Screen and refer to SLP as needed

• Cognitive evaluation (subjective questions and standardized assessment)

• Education and strategy development

• Referral to Neuropsychology as needed

32

(Ruiter et al, 2021)
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Patient Resources- MG
Handouts/websites:
• Online fact sheet. Also has a Spanish version.

– Myasthenia Gravis Information Page | National Institute of Neurological Disorders and Stroke (nih.gov)

• Online fact sheet

– Myasthenia gravis - Autoimmune Association

• Online facts with option to hear text instead of read, with Spanish version.

– Myasthenia gravis | Genetic and Rare Diseases Information Center (GARD) – an NCATS Program (nih.gov)

• Nice MG Handout (Spanish Available)

– Myasthenia Gravis (MG) Fact Sheet (mda.org)

– Educational Materials | Muscular Dystrophy Association (mda.org)

Associations:
• Myasthenia Gravis Foundation of America, Inc.

– www.myasthenia.org

• Myaware - Fighting Myasthenia Together

– www.myaware.org

Support Considerations:
• RareConnect

– Myasthenia Gravis: Updates (rareconnect.org)

33

GBS and CIDP overview

• GBS 6-40 cases per million

• CIDP ~2 cases per million (Chronic Inflammatory Demyelinating Polyradiculoneuropathy)

• Immune mediated neuropathy
– Subacute (days to weeks) weakness, paresthesias and imbalance.

– Molecular mimicry: viral prodrome, rarely vaccine related

– Many variants and patterns of weakness,

• GBS usually length dependent and symmetric

• CIDP weakness is proximal = distal, occasionally asymmetric

– GBS usually has peak deficits at 2 weeks

– CIDP is >8 weeks of progression.

34

(Plummer, L et al., 2017)

https://www.ninds.nih.gov/Disorders/All-Disorders/Myasthenia-Gravis-Information-Page
https://autoimmune.org/disease-information/myasthenia-gravis/
https://rarediseases.info.nih.gov/diseases/7122/myasthenia-gravis
https://www.mda.org/sites/default/files/2022/02/MG-Fact-Sheet.pdf
https://www.mda.org/services/education-materials
http://www.myasthenia.org/
http://www.myaware.org/
https://www.rareconnect.org/en/community/myasthenia-gravis
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GBS Management and Prognosis

• IVIG or Plasmapheresis

• At 1 year, 80% regain ambulation and >50% completely recover

• Risk factors for poor outcome:

– >60 y/o

– Rapid or severe weakness

– Ventilator support

– Prior diarrheal illness

• Erasmus GBS outcome Scale can be used

35

(Plummer, L et al., 2017)

CIDP Management

• Medications Used

– Steroids, IVIG, ScIG or Plasmapheresis

– Occasionally immunosuppressants

• Relapsing and Remitting

– Treatment must be personalized to the patient, attempting medication 

withdraw after disease control etc.

• Thorough workup for mimics and to subtype

36
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General Therapeutic Approach and Precautions 

in GBS and CIDP

• Time since onset and fatigue monitoring

• Recent infusions

• Orthostatics and other autonomic dysregulation, risk of respiratory 

concerns

– Consult physician for specific parameters for autonomic dysregulation

• Contractures during hospitalization

• Fall risk

37

(Zaeem et al., 2019)

Occupational Therapy for GBS and CIDP -

Evaluation Considerations

• Consistency in 
UE strength, endurance, 
hand function (FMC)

• ADL/IADL performance, 
modifications and adaptive 
equipment
– Barthel, Lawton, observation

• Caregiver participation and 
burden

38

• Visual performance, 

monocular and binocular 

(rare)

• Respiratory function 

(+other autonomic 

dysfunction)

• Wheelchair and AE Use

• Home set-up
(Dematteis, J. A.,1996)
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Occupational Therapy for GBS and CIDP

• See OT/MG slides for:

– Energy conservation

– Assistive Technology

– Wheelchair Use

– Task Modification

– Compensatory Approaches

– Vision

– Massery/Breath training

39

• See PT slides for:

– Strengthening considerations**

• See SLP slides for:

– Cog and Coping

Occupational Therapy for GBS and CIDP

• Focus Areas:

– Self-monitoring and health management

– PROM first then >

• Distal function will recover slower

• Proximal strengthening and proprioception

• Use of neurodevelopmental sequence for progression of movement (Orsini et al.)

– Task-specific training

– Energy conservation

– For CIDP:

• Orthotics for UE (resting hand, wrist cock-up, thumb spica, task-specific splint)

• Shoulder preservation for wheelchair users

40

(Sawant & Ferzandi, 2015)
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Occupational Therapy for GBS and CIDP

• E-Stim

– Unclear its recommendation in literature

– In study by Harbo et al., well-tolerated, not statistically significant changes, 

risk of overuse and fatigue

• Outcome Measures

– Modified Fatigue Impact Scale

– Fatigue Severity Scale

– PSFS

– Barthel / Lawton

– COPM

41

(Harbo et al., 2019)

42
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PT Considerations in GBS and CIDP

• Fall risk 

• Skin assessment (as applicable)

• Sensation 

• Pain (especially back pain)

• Fatigue (consider fatigue severity scale)

• Orthostatic BP

• Bladder dysfunction (refer to pelvic floor)

43

(GBS/ CIDP Foundation International, 2012)

PT Evaluation Considerations in GBS and CIDP

Balance: FGA vs BERG

Gait: 10MWT

Endurance: 2MWT vs 6MWT

Strength: 5XSTS, MMT, dynamometer

ROM 

44
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Strengthening Precautions in GBS and CIDP

• Distal muscles recover the slowest

• Avoid intense eccentrics (eccentrics for task specific training/mobility 
tasks is appropriate with monitoring)

• Monitor for prolonged post exercise weakness, DOMS and increased 
paresthesia at all stages

• Exercise should be non-fatiguing until muscles return to at least 3/5 
strength

• Rest prior to the onset of fatigue

• Manual muscle test each session to assess for overwork weakness

• Focus on functional, multi-joint and task specific training

45

(Plummer, L et al., 2017)

FITT Chart for Subacute GBS

Subacute Frequency Intensity Time Type

Cardio 3–5 times per week • 40%–60% HR max

• RPE 12–13

20–30 

min per session

• Walking

• Stationary bike

• Arm ergometer

Strength 2–3 times per week 

for each major 

muscle group

• 60%–70% of 1 rep 

max

>1 set of 10–

15 repetitions at

• Light weights

• Theraband

• Aquatic

• Functional tasks

46

• Perform strengthening if muscle strength is ≥3/5, but fatigues as demonstrated by an inability to isolate 

motion through full ROM against gravity after several repetitions

• Monitor for signs of overwork weakness, including pain and stiffness in muscles occurring 1-5 

days after exercise.

(Plummer, L et al., 2017)
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FITT Chart for Chronic GBS

Chronic Frequency Intensity Time Type

Cardio 4–5 times per week • Moderate to high-intensity

• 60%–80% HR max

• RPE 14–17

> 30 min per session • Treadmill

• Swimming

Strength 2–3 times for major 

muscle groups. 

Recruit fast 

twitch fibers during 

training.

• 60%–80% of 1 rep max • Free weight

• Machines

• Thera-band

47

• Perform strengthening following ACSM guidelines if muscle strength is >3/5 with minimal to 

no complaints consistent with overwork weakness

• Monitor for signs of overwork weakness, including pain and stiffness in muscles occurring 1-

5 days after exercise. (Plummer, L et al., 2017)

Orthotics in GBS and CIDP

• Utilize orthotics or splinting for ambulation, minimizing fatigue, 

improving function and decreasing fall risk

• Consider solid or hinged AFO, posterior leaf spring, floor reaction 

AFO or a foot up brace based upon patient presentation

• Utilize multipodus boots as appropriate to maintain ROM

• Use of abdominal binder and compression stockings to manage 

orthostatic hypotension

• Utilize loft strand crutches, walkers, rollators, canes and TM 

training for gait

48

(Plummer, L et al., 2017)
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Ambulation Prognosis & 
POC Considerations in GBS and CIDP

• Able to ambulate within 6 months (80%)

• Able to ambulate at 1 year (84%)

• Require external aid to walk at 6 months (20%)

• Unable to ambulate long term (up to 3%)

• Residual disability with high-level community activities (20%)

• Residual deficits at 1 year often include reduced strength, sensory 
changes, fatigue, and pain.

• Mean POC duration 7.5 months

• Patients can be seen up to 1-2 years and progress is still possible
(Plummer, L et al., 2017)

SLP Evaluation Considerations in GBS and CIDP

• Dysphagia

• Speech

• Cognition (deficits uncommon but may be present if patient is post 

ICU or due to psychological factors)

• Similar evaluation and treatment approaches to SLP involvement 

in care of patient with MG

• Often SLP's are more involved in care of patient with GBS in 

acute stages

50
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SLP Considerations in GBS and CIDP-Dysphagia

• Instrumental swallow assessment should be completed for patients 

with GBS in ICU for respiratory failure

• Post hospitalization/subacute and chronic

– Continued dysphagia possible; aspiration may be silent depending on cranial 

nerve involvement

– Impairment is typically due to delayed transit of bolus

• Clinical swallow evaluation

• Refer for instrumental assessment as needed (MBSS, FEES)
– Dysphagia in patients with GBS is often mild in subacute and chronic stages

• Treatment: diet modifications, strategies, postural changes, education 

regarding signs and symptoms of aspiration for self-monitoring

51

(Mengi et al, 2017)

SLP Considerations in GBS and CIDP-Speech 

Speech

• Speech sound evaluation: informal measures and/or use 

of standardized assessment (e.g., AIDS), oral motor assessment

• Treatment: 

– energy conservation

– pacing

– intelligibility strategies

– alternative modes of communication as needed (SGD, 

picture boards, speech generating apps, etc.)

– AAC may be especially helpful in acute stages of GBS

52
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SLP Considerations in GBS and CIDP- psych and 

cognition

• Anxiety, depression, stress, and other mental health concerns 

may be common

• Quality of life measures for screening

• Referral to social work

• Cognitive deficits not common but can be present post ICU and/or 

secondary to stress/anxiety/depression and fatigue

– Screen and refer to SLP for cognitive evaluation and treatment as 

needed

– Referral to Neuropsychology as needed

53

Patient resources- GBS and CIDP
Handouts/websites:
• Online fact sheet (not PDF). Also has a Spanish version.

– Chronic Inflammatory Demyelinating Polyneuropathy (CIDP) Information Page | National Institute of Neurological Disorders 
and Stroke (nih.gov)

• Online facts

– Chronic inflammatory demyelinating polyneuropathy (CIDP) - Autoimmune Association

• Online facts with option to hear text instead of read. Also with Spanish version.

– Chronic inflammatory demyelinating polyneuropathy | Genetic and Rare Diseases Information Center (GARD) – an NCATS 
Program (nih.gov)

Associations:
• The Autoimmune Association

– Autoimmune Awareness, Advocacy, Education & Research - Autoimmune Association

• GBS/CIDP International

– Home - GBS/CIDP Foundation International (gbs-cidp.org)

• The Foundation for Peripheral Neuropathy

– www.foundationforpn.org

Support considerations:
• GBS/CIDP Foundation International

– Find a Local Chapter - GBS/CIDP Foundation International (gbs-cidp.org)

54

https://www.ninds.nih.gov/Disorders/All-Disorders/Chronic-Inflammatory-Demyelinating-Polyneuropathy-CIDP-Information-Page
https://autoimmune.org/disease-information/chronic-inflammatory-demyelinating-polyneuropathy-cidp/
https://rarediseases.info.nih.gov/diseases/6102/chronic-inflammatory-demyelinating-polyneuropathy
https://autoimmune.org/
https://www.gbs-cidp.org/
http://www.foundationforpn.org/
https://www.gbs-cidp.org/support/chapters/
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55

Conclusion

56
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Questions
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