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Fig. 1 Brain magnetic resonance imaging upon admission.

A) Diffusion-weighted magnetic resonance image shows no significantly abnormal signals. B) Fluid-attenuated inversion recovery (TR: 9,000,

TE: 90.7) revealed a slightly hyperintensity around the lateral ventricles. C) Magnetic resonance angiography of the head shows right

superficial temporal artery to middle cerebral artery (STA-MCA) bypass. The right internal cerebral artery and left vertebral artery are not

shown. D) Magnetic resonance angiography of the neck shows occlusion from the right internal cerebral artery bifurcation. The left vertebral

artery is not shown.
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Table 1 Previous reports of myasthenia gravis mimicking stroke.
Author Age/Sex Neurological signs Myj:itS};:mc i?tsi;)t:; Year
Kleiner-Fisman et al.” ~ 91/F  dysarthria, dysphagia None AChRAb 1998
77/F  left ptosis, diplopia, bifacial weakness, dysphagia, weakness of neck None AChRAb 1998
flexion, quadriparesis
Libman et al.’® 66/F  bilateral ptosis, right third nerve palsy, left facial palsy, dysarthria, Yes negative 2001
bilateral leg dominant quadriparesis
58/F  bhilateral ptosis, dysarthria, right hemiparesis None negative 2001
Suberikawa et al.? 85/F  bhilateral ptosis, dysarthria, dysphagia yes AChRAb 2003
Komachi et al.!” 79/F  dysphagia, dysarthria None AChRAb 2005
Sai et al.1 74/F  dysarthria, left ptosis, weakness of neck flexion and respiration None MuSKAb 2008
Shaik et al.9 85/M  dysphagia, dysarthria None AChRAb 2014
Oka et al.?” 75/M  right ptosis, dysphagia, dysarthria None AChRAb 2015
Tremolizzo et al.” 70/F  bilateral ptosis, dysarthria, dysphagia, dyspnea Yes AChRAb 2015
69/M  dysphagia, dysarthria, distal amyotrophy and weakness at the lower None AChRAb 2015
limbs
81/M  left facial palsy, dysarthria, dysphonia, rhinolalia, dysphagia, bilateral None AChRAb 2015
lagophthalmos, weakness of neck flexion
62/M  dysarthria, bifacial weakness None AChRADb 2015
Golden et al 2 58/M unilateral ptosis with subtle ipsilateral facial droop None AChRAb 2015
Sotoyama et al.?? 64/F  bilateral ptosis, diplopia, bifacial weakness, dysarthria, left dominant None AChRAb 2017
quadriparesis
Kim et al.?® 75/M  ptosis, dysphagia,dysarthria None double negative 2017

AChR, acetylcholine receptor; MuSK, muscle-specific kinase; Negative, AChR antibody is negative; double negative, AChR and MuSK

antibodies are negative.
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Abstract

A case of elderly-onset myasthenia gravis mimicking stroke
with dysarthria and left upper extremity paresis

Yuka Yamaguchi, M.D.?, Takeshi Fujimoto, M.D.", Nobutaka Hayashi, M.D."?,
Daiji Torimura, M.D.", Yasuhiro Maeda, M.D." and Akira Tsujino, M.D.?

D Department of Neurology, Sasebo City General Hospital
2 Department of Neurology and Strokology, Nagasaki University Hospital

An 80-year-old woman presented with sudden-onset dysarthria and left-side dominant quadriparesis and transferred
to our hospital. A neurologic examination revealed slurred speech, prominent left upper extremity weakness and mild
weakness of the other extremities. Brain MRI revealed a history of right-side cerebral artery bypass surgery, but no new
lesions indicative of stroke. Left upper extremity weakness had improved soon after admission, so a transient ischemic
attack was suspected. After admission, the dysarthria fluctuated. The patient’s respiratory condition deteriorated several
days later and she required ventilation support. Assessment of the cause of the respiratory failure revealed positive
muscle-specific kinase (MuSK) antibodies, which suggested myasthenia gravis (MG). The symptoms gradually improved
with immunotherapy and we were able to completely withdraw her from the ventilator after a few months. There were
some reports that dysphagia and dysarthria present suddenly like stroke without fluctuation of symptoms in elderly-
onset MG. It is necessary to note that MG diagnosis may be difficult if elderly patients have multiple comorbidities and
unclear diurnal fluctuations.

(Rinsho Shinkeigaku (Clin Neurol) 2021;61:234-238)
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