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A 72-year-old psychiatrist presents 
for evaluation of worsening muscle 
weakness,  occurring two months 
following an autologous stem cell 
transplant. 



Past Medical History
• Myasthenia gravis: 

– Diagnosed with ocular myasthenia gravis 10 years prior
– Presented with intermittent, unilateral ptosis
– Unsure if he was antibody positive or not
– Took occasional doses of pyridostigmine when ptosis more 

noticeable 
– Has not taken any medication or noticed any symptoms since 

his cancer diagnosis

• Multiple Myeloma: 
– Diagnosed 6 months prior after a pathologic hip fracture
– Underwent chemotherapy (velcade, revlimid, dexamethasone), 

finishing 2 months prior
– Underwent autologous PBSCT 2 months prior (melphalan

induction. Hospital course complicated by cryptosporidiosis).
– Now thought to be in remission



History of Present Illness

• Reports 10 – 14 days of progressive weakness
• Finds that his “neck is droopy” and he cannot 

hold it up
• Feels weak in his shoulders and hips
• Short of breath with exertion, and difficulty 

lying flat. Generally fatigued.
• Denies ptosis, diplopia, dysarthria, dysphagia
• Has lost about 20 pounds since transplant
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Final Diagnosis?

Concurrent/overlapping myasthenia gravis and 
myositis following autologous stem cell 

transplant

More questions than answers!

(Also, right peroneal mononeuropathy, presumably compressive)



Questions & Teaching Points

Complications of Stem Cell Transplant? Myositis & Myasthenia Overlap?



Neuromuscular Complications of SCT

Courtesy vicc.org

cGVHD complications may include polymyositis, dermatomyositis, AIDP, MG.

Chronic immunosuppression is needed for allogeneic transplants.

Graft versus host disease manifestations should not be possible in autologous transplants. 

“Autologous GVHD” manifestations are possible. Etiology unclear with various forms of immune dysregulation 
postulated.

Most common neurologic complication of autologous SCT: subdural hematoma 



Patient had distal UE weakness, proximal 
LE weakness. Treated with prednisone 
followed by IVIg. 



• Fairly rare

• Described in several case series and case 
reports



• 6 patients with both MG and myositis
• 5 of 6 had prominent bulbar symptoms
• Only 1 patient had diplopia, 2 had ptosis
• High-dose steroids worsened weakness in 2 patients



• 8 patients with MG and inflammatory 
myopathy or myocarditis: 3 with myocarditis, 
6 with myositis

• 4 patients had invasive thymoma
• Myositis developed “before or at same time” 

as MG



• Titer correlates with MG disease severity
• Tend to have more myopathic-appearing EMGs
• Tend to respond less robustly to thymectomy, 
yet ---
• Present in 95% of thymoma patients
• 7 had anti-striational antibodies

– 5 anti-Titin
– 6 anti-RYR



Myasthenia & Myositis Overlap:
Take Home Points

• Inflammatory myopathies rarely occur in MG
• There is an association with thymoma
• Often have onset around the same time
• Bulbar and neck weakness may be prominent
• Anti-striational antibodies are common, with 

both titin and RYR antibodies described in this 
population



Treatment & Outcome
• Prednisone: escalating daily doses up to 20 mg
• IVIg: 2 g/kg in hospital, followed by 1 g/kg every 2 weeks

• Weakness improved over 2-3 weeks. 
• Dyspnea improved. Neck strength improved.
• Three months later: strong, working full time in 

psychiatry practice, occasional neck fatigue in the 
evenings, mild residual R foot drop.

• Remains on prednisone 7.5 mg daily, IVIg 1 g/kg every 3 
weeks.

• CT: no thymoma



Final Thoughts

• Patient had both myasthenia and myositis, 
which is itself rare

• Occurrence of this presentation years 
following ocular MG diagnosis is odd

• Unclear why this occurred following an 
autologous stem cell transplant, but 
presumably a mechanism of immune 
dysregulation
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