
Immunomodulatory Therapy for 

MG and GBS

A 20 Minute Tour

Allan H. Ropper

Brigham and Women’s Hospital



Guillain-Barré Syndrome

Guillain            Barre            Strohl

1916



GBS treatment

ÅPlasma exchange (4 PE s better then 2, not 

better then 6 , French Cooperative Group 1986)

ÅIVIg effective, easier to administer then PE

ÅIVIg versus PE = no difference

ÅIVIg + PE = no (marginal, non-significant) 

additional benefit

ÅIVIg + methylprednisolone = no additional 

benefits to IVIg alone



What Are the ñRealò Issues?

1. Does every GBS case need to be treated?

2. What to do when a patient continues to worsen 

through IVIG (PEX) treatment?

3. What to do if a patient does not improve after 

IVIG (PEX) treatment?

4. Do steroids truly not work?ðwhyðand are 

they contraindicated?

5. How to handle relapse?



Does everyone need to be treated?

Å5-10% remain able to walk at end of second weekðmay 
not need treatment.

ÅEvidence for improvement in Fisher syndrome and 
related cranial variants is limited.

ÅAxonal cases do badly.

ÅChildren probably same as adults.

ÅResolution: Treat if nearing inability to walk towards end 
of second week.

ÅCapitulate secretly by treating severe axonal cases but 
do something.

ÅTreat Fisher syndrome to look good (no RCT).



The patient who continues to worsen 

through IVIG (PEX) treatment

ÅIVIG after PEX has been tested (Trial Group, 
Lancet 1997) and did have better point estimate 
outcomes but with overlapping CIs.

ÅPEX after IVIG does not make sense but has not 
been tested and we should keep an open mind.

ÅPolemic on steroids--RCT by van Koningsveld, 
Lancet 2004, showed no benefit to adding 
methyldprednisolone to IVIG



van Koninsgveld et al 2004,

233 patients



The patient who continues to worsen 

through IVIG (PEX) treatment

ÅProbably reflects a treatment failure (?)

ÅLimited observational data (Farcas et al1997) 
suggests a second round of IVIG may be useful.

Farcas et al 1994

NB-4 patients only



The patient who continues to worsen 

through IVIG (PEX) treatment

ÅResolution: Retreat with IVIG either way 
(PEX first, or IVIG first)

ÅIf worsening at about 4 weeks, consider 

steroids.



The patient who does not improve after IVIG 

(PEX) treatment

ÅThere is no way to determine that a patient 
has not been helped by treatment since all 
studies only show a change in mean 
outcomes (Baltimore anecdote).

ÅIn all trials, at least 40% do not improve in 
the 2 weeks after the end of treatment.

ÅRetreatment is largely a function of an 
activist mentality.

ÅAxonal cases are close to futile.



Do steroids not work?

Are they truly contraindicated?
ÅEvidence based rating borrowed from Tom 

Bleck:
class 0: things I believe

class 0a: things I believe despite the available 

data

class 1: RCCTs that agree with what I believe

class 2: other prospective data

class 3: expert opinion

class 4: RCCTs that donôt agree with what I believe

class 5: what you believe that I donôt

ÅCochrane Review: ñ.. Corticosteroids should not be used in 

the treatment of Guillain-Barré syndrome. If a patient with 

Guillain-Barré syndrome needs corticosteroid treatment for 

some other reason, its use will probably not do harm. ñ

ÅWhat can I say?ðsteroids do work. No adequate trial



How to handle ñlimitedò 

(treatment-induced) relapse?

ÅOccurs in 10-15% of all treated patients

ÅUsually mild regression 10-21 days after end of 
course

ÅSome will turn out to be CIDP

ÅResolution: Retreat with same modality 
(presumably there was improvement the first 
time)

ÅConsider 30-40 mg prednisone with very slow 
taper (1 mg/week)



Plasma exchange in MG

ÅSimply accepted from numerous 

observational studies without RCT

ÅLargest series 70 patients with 

ñimprovementò on 70% (Antozzi et al, J 

Neurol 1991)



IVIG in MG

ÅOne RCT of active Rx vs placebo (Zinman 

et al, Neurology 2007)

ÅTwo RCTs of PEX vs IVIG showing no 

difference (Main one: Gadjos et al, Ann 

Neurol 1997) 



Why doesnôt mycophenolate work 

in MG?

ÅWho knowsðconvoluted but believable 

reasons trial failed

ÅSee Evidence Based Medicine slide

ÅPerhaps not of great consequence to 

intensive care



Donôt Under Rate Risk of Central 

Lines for Rx

Å74 year old man with MG and mild 

respiratory failure, orthopnea

ÅIJ triple lumen removed with patient in 

semirecumbent position, after exhalation, 

with pressure dressing



CXR before line pulled



Å15 minutes later, increasing dyspnea

ÅPEA arrest

CXR 40 min after line pulled
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