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Drugs to Avoid or Use with Care  

with MG

By Kourosh Rezania, M.D. 

Associate Professor, Department of Neurology, University of Chicago

Myasthenia gravis disrupts the communication between nerve and muscle, which causes muscle weakness. 
Medications that affect this communication may further increase weakness in MG patients. Sometimes this 
could lead to severe symptoms such as respiratory failure (MG crisis). Therefore it is critically important for 
patients and healthcare providers to either avoid or know about a possible decline while using such 
medications. 

Keep in mind there is a higher chance of MG exacerbation/ crisis with some of the medications listed below.  
Some medications should be avoided unless there is no other alternative; this includes high dose steroids, 
neuromuscular blockers, certain anesthetics, some antibiotics such as quinolones (e.g., ciprofloxacin), 
aminoglycosides (e.g. gentamicin) and macrolides (e.g. azithromycin), intravenous magnesium, and lithium. 
Other drugs listed below (local anesthetics, sedatives, antihypertensives and antibiotics such as penicillins 
and cephalosporins, anti-epileptics, and hormones) can be used with close monitoring; they may have 
caused adverse reactions in a small number of people. 

With almost every medication, your doctor will want to weigh the need for that medication against the 
potential risks of worsening your myasthenia.

1. Neuromuscular blockers, general and local anesthetics. Neuromuscular blockers that are commonly 
used in general anesthesia further suppress neuromuscular transmission, which is already impaired in MG. 
MG patients are especially sensitive to non-depolarizing neuromuscular blockers such as vecuronium. On 
the other hand, there is a possibility of drug interaction between medications commonly used in MG patients 
(pyridostigmine and azathioprine) and depolarizing neuromuscular blockers such as succinylcholine. Some 
of the inhalation anesthetics also cause prolonged postoperative weakness. Local anesthetics (e.g. lidocaine) 
are usually well tolerated but close monitoring is needed especially with intravenous administration of 
lidocaine. 

2. Steroids. Although prednisone is the first line immune-suppression treatment for MG, starting steroids 
with a high dose often can worsen MG weakness – especially when treating patients who are elderly, have 
severe MG weakness, or have MG symptoms that involve speech, swallowing, or breathing (1).   High dose 
intravenous steroid treatment such as intravenous solumedrol generally does not have any place in the 
management of MG. The risk of MG exacerbation with steroid dose is significantly lower when starting with 
a lower dose and slow escalation (2).

3. Antibiotics.  Because infections can cause MG exacerbation and crisis, it is hard to determine 
if deterioration is due to infection or the antibiotic used to treat the infection. Almost every antibiotic 
class has been associated with increasing weakness in MG. Therefore, an appropriate antibiotic should 
be used when an infection is present; penicillins or cephalosporins are preferred when possible.  The 
data of deleterious effects is strong for aminoglycosides (e.g. gentamicin), quinolones (e.g. ciprofloxacin, 
norfloxacin), macrolids, (azithromycin, erythromycin); the aforementioned drugs are to be avoided unless 
no alternative is available. 
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4. Magnesium. Use of intravenous magnesium should be avoided in myasthenic patients unless a blood 
test shows there are significantly low magnesium levels. Similarly, use of magnesium containing drugs 
for constipation should be avoided in myasthenic patients who also have abnormal kidney function. The 
amount of magnesium in a multi-vitamin or over-the-counter medication generally does not worsen 
myasthenia. 

5. Botulinum toxin (Botox) is used for movement disorders, cosmetic reasons, and migraines among 
other indications. Botox blocks neuromuscular transmission; it often causes swallowing problems and 
droopy eyelids even in people who don’t have MG. These symptoms are likely to be more intense in MG 
patients and myasthenic crisis has been reported (3). Therefore, Botox, especially in higher doses, should 
be avoided in myasthenia.

6. Drugs used to treat abnormal heart rhythms. Class Ia antiarrhythmics (quinidine, procainamide, 
disopyramide) may increase weakness in MG and should be avoided. Caution should be used with IV 
lidocaine as mentioned above.

7. Arthritis meds. Penicillamine and antimalarials (chloroquine, 
hydroxychloroquine, quinine) should be avoided or used with close monitoring 
of MG. Quinine is often used to treat muscle cramps (which are common with 
MG, partly as a side effect of pyridostigmine). Quinine, even in small amounts 
in tonic water, should not be used for that purpose in MG patients as it may 
increase weakness.

8. Hypertension meds. Beta blockers (such as propranolol) and calcium 
channel blockers (such as verapamil) may cause increased weakness in 
MG patients. Patients should be watched closely when these widely-used 
medications are started. 

9. Anti-siezure drugs. Phenytoin, phenobarbital and gabapentin have been reported to worsen MG 
symptoms; patients started on them should therefore be closely watched.

10. Narcotics and sedatives/ hypnotics: Morphine and related compounds should be used with caution 
in MG patients with respiratory impairment, pyridostigmine may increase the effect of that class of 
medication.  Same caution (in patients with respiratory weakness) applies to benzodiazepines such as 
lorazepam and diazepam.

11. Psychiatric medications: MG exacerbation may occur with antipsychotics such as chlorpromazine and 
lithium carbonate, necessitating use of caution in using these meds and close monitoring.

12. Hormones: MG may exacerbate during pregnancy, with the use of estrogens or progesterone, or upon 
adjustments in the dose of thyroid hormones.
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