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ABSTRACT 
Dysphagia is a common symptom in otolaryngology, but neuromuscular causes are rarely diagnostic hypotheses 
to be considered. The Myasthenia Gravis is an autoimmune disease which is characterized by muscle weakness 
that can affect the muscles of the face, oral cavity, pharynx or esophagus and may present with swallowing dis-
orders. The authors present the case of a 68-year-old man who went to the emergency department of otolaryn-
gology complaining of dysphagia. After the examination and diagnostic exams, it was diagnosed as Myasthenia 
Gravis. The authors conclude that the clinical suspicion should not be forgotten in order to initiate timely treat-
ment to the effective control of the disease and complement with functional tests according to the complaints, so 
that it can be followed up and start rehabilitation of the patient. 
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1. Introduction 
Dysphagia is a common symptom in Otolaryngology and 
there is an extensive differential diagnosis. 

The Mysthenia Gravis (MG) is a rare autoimmune 
disease that involves muscle weakness. There are antibo-
dies against the nicotinic receptors in the post-sinaptic 
neuromuscular junction of skeletal muscles. It may be 
associated with other autoimmune diseases such as hy- 
perthyroidism, rheumatoid arthritis or lupus. 

The disease has an estimated prevalence in the United 
States of about 20 cases per 100,000 inhabitants [1]. 

There are two types of the disease: “ocular” (corres-
ponding to 10% of cases) [1] or “generalized” (90% of 
cases), although both may occur under different temporal 
evolution in the same patient. 

The sex and age of onset of the disease influence the 
course of disease. In the age of 40 years it is more com-
mon in females and it is more prevalent in male patients 
aged over 50. 

The cardinal symptom is muscle weakness that is typ-

ically fluctuating and fatigable, and the most common 
initial presentation involves a specific muscle weakness, 
and not a generalized weakness. Symptoms are exacer-
bated with exercise (it may be caused by sustained mus-
cle action) and heat, and decreased with relaxation and 
cooling. The disease involves striated or voluntary mus-
cles, with a typical anatomical distribution. The weak-
ness is usually ocular, bulbar, proximal muscle groups 
(most commonly the upper limbs) and neck, but may also 
in some patients involve the respiratory muscles. The 
disease can progress from mild to moderate-severe in 
weeks and months with episodes of exacerbation and 
remission. The Myasthenia Gravis Foundation of Amer-
ica proposed a clinical classification of the disease into 
five main classes and several subclasses, according to the 
location of muscle weakness and its intensity. Ptosis or 
extraocular muscle weakness is the initial presentation in 
75% of patients [1] and occurs during the course of the 
disease in 90% of cases (remaining exclusively ocular 
only 16% of cases [2-4]). Dysphagia is a common symp-
tom in MG and it occurs in 15% - 40% [4] of patients 
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with the generalized form of the disease, however, dys-
phagia as a presenting symptom is rare, occurring in 6% 
[4] of cases and more rarely as the initial and unique 
symptom of the disease. 

On physical examination, muscle strength should be 
thoroughly checked in multiple muscle groups to docu-
ment and assess disease severity and monitor the treat-
ment. 

The MG may involve the muscles of the oropharynx, 
chewing and swallowing, while the palatal muscle 
weakness can result in rhinolalia and nasal regurgitation. 
The weakness of the pharyngeal muscles may result in 
collapse of the upper airway so that the evaluation of 
respiratory status is essential for evaluation of disease. It 
may also be the cause of dysphagia and aspiration. The 
weakness of the neck muscles is relatively common, af-
fecting usually the flexor muscles. The musculature of 
the esophagus, including the upper esophageal sphincter 
(composed of striated muscle), may be affected by the 
disease also resulting in dysphagia. However, studies 
show that the esophageal muscle may be involved in its 
entirety. Huang et al. [5] have found the decrease in am-
plitude and the increase in duration of peristaltic waves 
around the esophagus, including the distal esophagus 
(smooth muscle compound). 

The diagnosis of the disease involves the detection and 
determination of antibody titer of anti-acetylcholine re-
ceptor (AChR antibody). The test is highly specific and 
about 85% - 90% of patients with generalized MG have 
tested positive, however, rarely, there are false negatives 
(particularly in the ocular form). The changes in antibody 
titer may reflect the progression of the disease, particu-
larly in treatment response (although they cannot be used 
for monitoring therapy, because the data are not consis-
tent). Other antibodies may be present in the diagnosis of 
the disease, such as anti-striated muscle or anti-muscle 
specific kinase (MuSK antibody). The patient should also 
make the assay for a rheumatoid factor, anti-nuclear an-
tibody (ANA) and thyroid function tests to rule out other 
autoimmune disorders. 

In addition to the serological diagnosis, the patient 
should also have a cervico-thoracic computer tomogra-
phy to exclude thymoma. It should also be requested 
cranio-encephalic tomography or cranio-encephalic and 
orbit magnetic resonance to exclude other neurological 
differential diagnoses. 

The electrophysiological studies are essential in the 
diagnosis of disease, demonstrating the defect in neuro-
muscular transmission. It is usually performed the repeated 
stimulation test (repeated stimulation of a muscle 2 - 3 Hz) 
and also the single fiber electromyography, the latter being 
more sensitive in diagnosing MG though the former is 
most often used due to the ease in its realization. 

There are other diagnostic tests that may be performed, 

such as the anticholinesterase test (with use of edropho-
nium). 

The treatment of the disease should be individualized 
according to the characteristics of the patient and the 
severity of the disease. It may involve the use of acetyl-
cholinesterase inhibitors with usual need to use steroid 
therapy in acute phases of the disease and sometimes 
chronic use of other immunosuppressive agents (such as 
azathioprine). Therapy with intravenous immunoglobulin 
and plasmapheresis may be held for short periods of time 
in situations of greater severity. Thymectomy can also be 
a therapeutic option, especially if there is presence of 
thymoma, although it may also be considered in its ab-
sence in the generalized forms of the disease. 

2. Case Report 
A 68-year-old man, arrived at the emergency department 
with symptoms of dysphagia for liquids and solids for 
two months. He also reported complaints of dysphonia 
for two weeks. Both symptoms worsened during the day. 
Physical examination on admission revealed complete 
eye movements without diplopia in the tests of fatigue, 
symmetric facial movements, symmetric elevation of the 
soft palate, tongue protrusion in the midline and sime-
trical vocal folds with no lesions. Remaining neurologi-
cal examination also revealed no significant changes. 

In the diagnostic process, cranio-encephalic and chest 
computed tomography showed no changes. The determi-
nation of antibodies to acetylcholine receptors revealed a 
value of 1.02 nmol/L (normal: 0.0 to 0.25 nmol/L). The 
electrophoretic study and thyroid function tests were 
normal. The serological determination for viral hepatitis 
B, C and Human Immunodeficiency Virus were negative. 

In electomyography there was a positive test for re-
peated stimulation (Figure 1). 

The respiratory function study revealed mild restrictive 
ventilatory changes without other significant changes. 

Myasthenia Gravis was diagnosed and the patient 
started treatment with Pyridostigmine. He didn’t improve 
significantly, so he began treatment with human immu-
noglobulin for 5 days, with partial recovery and subse-
quent dose adjustment of Pyridostigmine. He also started 
low dose corticosteroids. He showed overall clinical im-
provement with therapy, although with few episodes of 
exacerbations, so he was proposed to thymectomy, which 
was performed with no complications. 

The pathological examination revealed no thymic le-
sions. He is currently clinically improved, under treat-
ment with lepicortinolo 35 mg/day and pyridostigmine 
300 mg/day. 

3. Discussion 
Dysphagia is a rare clinical manifestation in MG as the      
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Figure 1. Repeated stimulation test—positive. 

 
initial presentation. Considering the extensive diagnostic 
hypotheses involving the swallowing pathology, the 
neuromuscular pathology must be suspected after a med-
ical history and physical examination, valuing the ac-
companying symptoms, day-time evolution of the pa-
thology and aggravation factors. 

According to electrophysiological assessments, the 
most affected muscles when the disease presents with 
dysphagia and dysarthria are the muscles of the tongue, 
the larynx elevators, pharyngeal constrictors, cricopha-
ryngeal muscle [6] and the muscles of the distal esopha-
gus [7]. The effective treatment and favorable evolution 
of the disease can only start after correct diagnosis and 
clinical assessment. In the case of clinical presentation 
with dysphagia, it can also be enriched with the swal-
lowing evaluation, as videofluoroscopy [8] or swallow-
ing endoscopy, which benefits assessment towards the 
correct clinical and funtional monitoring and rehabilita-
tion. 

4. Conclusion 
MG is a diagnosis that should be suspected in the cases 
of progressive dysphagia. Although it is rare, this form 
may occur in association with other symptoms or sepa-
rately. The diagnostic process should be initiated and 
complemented with screening tests and clinical monitor-
ing whenever possible, in order to timely start the treat-
ment and take control of potentially severe exacerbations 
of the disease. 
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