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Myasthenia Gravis Presenting as
Sudden—onset |solated Hypercapnic Respiratory Failure
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Myasthenic crisis, which can be life-threatening due to severe respiratory failure, occursin 15-20% of patients with myasthenia
gravis. However, the crisis often developswithin 1-2 years after diagnosisand isvery rare as afirst symptom of myastheniagravis;
i solated sudden-onset hypercapnic respiratory failurewithout other symptoms of myastheniagravisisevenrarer. A 63-year-old woman
presented to the emergency department with fever and dizziness. Chest computed tomography showed multifocal peribronchia
ground-glass opacities, and adiagnosisof pneumoniawasmade. Initidly, the patient did not have dyspnea. However, shedeve oped
acute hypercapnic respiratory failure and wasintubated. After mechanical ventilation, her hypercapniaimprovedinitialy, but worsened
oninitiation of weaning fromthe ventilator. As she had ahigh acetyl choline receptor antibody titer, myastheniagraviswas diagnosed.
Her hypercepniaimproved after trestment with pyridostigmine and methylprednisolone. (Korean JMed 2023;98:88-92)
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Figure 1. Normal chest X-ray.
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Figure 2. (A) Chest computed tomography (CT) scan shows multifocal peribronchia ground-glass opacitiesin the right middle lobe and
right lower lobe. There was no evidence of chronic obstructive pulmonary disease, such as emphysema. (B) Chest CT shows no pulmo-
nary embolism or thymoma.
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Table 1. Patient condition, treatment, ventilatory parameters, and arterial blood gas data

. - TV Ti RR PS PEEP _ PaCO, PaO, HCO:; Sa0O,

HD,time  Condition and treatment Mode . Fi H
(mL) (5) (breghgin) (cmHO)(cmH;0) C: p (mmHg) (mmHg)(mEg/L) (%)

2,06:00 Normal consciousness, 4 723 880 2302 362 993
AM oxygen reduced to 2 L/min L/min
2,10:54 Respiratory arrest, 2 705 1194 752 324 858
AM intubation L/min
2,11:30 Mechanical ventilation CMV 410 0.9 24 1.00 733 549 378 282 998
AM started
5,06:30 Weaning try SIMV 400 0.9 24 4 024 744 430 765 291 970
AM
8,15:30 Weaningfailure SIMV 400 1.2 16 4 024 725 804 723 345 927
PM
11,08:30 Weaning try SIMV 400 1.2 18 6 024 734 550 801 288 955
AM
15, 06:30 Steroid administered SIMV 400 1.0 20 6 024 721 745 887 290 96.3
AM
18,213:00 Temporarily improvedthen SIMV 380 1.0 24 6 022 739 386 914 231 974
PM worsened
27,20:00 Comatous SIMV 400 1.2 24 12 022 720 678 733 259 920
PM
29, 13:00 Comatous, shock CMV 420 1.2 28 12 050 6.87 >200.0 175.0 99.8
PM
31,06:30 Improved consciousness CMV 420 1.2 28 12 045 754 397 1280 335 988
AM
36, 06:30 Transfer to other hospital SIMV 400 1.2 16 10 030 742 382 1190 242 984
AM

HD, hospital day; TV, tida volume; Ti, inspiratory time; RR, respiratory rate; PS, pressure support; PEEP, positive end-expiratory
pressure; FiO,, fraction of inspired oxygen; PaCO,, arterid tension of carbon dioxide; PaO,, arteria tension of oxygen; SaO,, oxygen
saturation; CMV, controlled mandatory ventilation; SIMV, synchronized intermittent mandatory ventilation.
®Acetylcholine receptor antibody test was performed.

®Patient was di agnosed as myasthenia gravis after a positive acetylcholine receptor antibody test.
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