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ABSTRACT
Bilateral vocal cord paresis is a rare phenomenon caused by different underlying etiologies. Myasthenia 

gravis is included in this long differential diagnosis. Usually, it happens as part of a serious clinical state of 
a patient, that also suffers from generalized muscle weakness, diplopia, dysphagia, eyelid ptosis. In our case, 
a 58-year-old woman presented in the emergency room with solely dyspnea, caused by bilateral cord palsy, 
and that appeared to be the only symptom of thymoma associated-myasthenia gravis. Another interesting 
fact about this case is the quick recovery and no need for tracheostomy and intubation in the first hours of 
her admission to hospital.
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INTRODUCTION

Myasthenia gravis (MG) is an auto-
immune disorder characterized 
by fluctuating weakness of ske-
letal muscles, which can be ge-
ne ralized or localized. It is usu-

ally more proximal than distal and nearly always 
affects eye muscles, causing diplopia and ptosis 
(1). The disease has an annual incidence of 8 to 

10 cases per one million persons and is the most 
common disorder affecting the neuromuscular 
junction (2). The diagnosis is confirmed by the 
combination of clinical symptoms and signs and 
a positive test for specific autoantibodies. Anti-
bodies against acetylcholine receptors (AchR), 
muscle-specific kinase (MuSK), and lipoprotein 
receptor–related protein 4 (LRP4) are specific 
and sensitive for the MG detection. There are 
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antibody-negative cases, where specific neuro-
physiological tests are needed and sometimes 
response to treatment to verify the correct dia-
gnosis (1).

Myasthenia gravis with positive anti-AchR is 
associated with pathological abnormalities of the 
thymus gland in nearly 85% of patients (3). Thy-
moma is found in about 10–15% of MG patients. 
Thymoma-associated MG is considered to be a 
more severe and difficult to manage disease 
compared with non-thymomatous MG. Apart 
from surgical excision, prolonged immunosup-
pressive treatment may also be required (4). 

Significant weakness of the oropharyngeal 
and respiratory muscles is the most severe mani-
festation of the disease. Here, we report a rare 
case of MG with anti-AchR, associated with thy-
moma, presenting exclusively with vocal cord 
paralysis. q

CASE REPORT

A 58-year-old female patient with a history of 
arterial hypertension entered the hospital 

emergency room with inhaling wheezing and 
acute shortness of breath. The patient had been 
receiving antibiotic treatment for upper respira-
tory infection (azithromycin 500 mg daily) for the 
last two days. Clinical and endoscopic examina-
tion revealed a bilateral vocal cord paralysis, in a 
median position (Figure 1). In the emergency 
room she was set under monitoring, IV steroids 
were administered, and she was respiratory sup-
ported with oxygen in order to avoid intubation 
or tracheotomy. The patient underwent a tho-
rough examination of antibodies concerning au-
toimmune disorders – specifically, antinuclear 
antibodies, c-Anca, p-Anca, c3, c4, anti-TPO, 
anti-TG and rheumatoid factor (RF) with no 
patho logical alteration. Her symptoms were sig-
nificantly improved after treatment with intrave-
nous prednisolone 1 mg/kg/day within the first 
six hours. Under strobovideolaryngoscopy obser-
vation, improvement of laryngeal function was 
demonstrated, revealing a paralysis of the right 
vocal fold and progressive improvement in the 
movement of the other in the next six hours. 
Twenty-four hours following steroid treatment, 
vocal cords movement was restored. Thyroid 
gland was normal and no external compression 
at the area of laryngeal nerves was noticed. Labo-
ratory studies, including blood test, rheumato-

logical markers, thyroid hormones, and cancer 
markers, were obtained, showing no pathologi-
cal alteration (Table 1). The external causes of 
compression of laryngeal nerves was ruled out by 
CT scan of cervix. Diagnostic investigation by 
brain, skull-base and thorax CT revealed a medi-
astinal mass of approximately 5 cm in the ana-
tomical position of thymus. According to the 
characteristics of the lesion and the patient’s age, 
thymoma was the most probable diagnosis (Fi-
gure 2). 

FIGURE 1. Laryngeal endoscopy 
picture of the patient's presentation at the 
emergency department demonstarting 
bilateral paralysis of vocal cords

FIGURE 2. CT scan revealing a 5 cm mass in the area of the thymus 
gland
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Due to the clinical course of our patient, a 
diagnosis of myasthenia gravis was suspected, al-
though she did not have any history of muscle 
weakness, fatigue, diplopia, or fluctuation of 
any of the above symptoms. Antibodies testing 
against acetylcholine receptor, anti-titin, 
anti-Musk, and anti-ryanodine were performed, 
confirming the diagnosis of myasthenia gravis re-
lated to thymoma, after finding a positive result 
of anti-AchR, 4.59 nmol/L (reference value up to 
0.8 nmol/L) (Table 1). The patient gradually sta-
bilized, having ceased the use of macrolide anti-
biotics and she continued with the initial dose of 
prednisone (60 mg/day) for months, followed by 
slow tapers.

Meanwhile, a surgical excision of the mass 
was scheduled. A month later, surgery was per-
formed and pathology analysis confirmed the 
malignant thymoma diagnosis. The patient con-
tinued the use of low dose corticosteroids for six 
more months. Corticotherapy withdrawal was 
decided after her clinical improvement. Today, a 
year and a half after surgery, she remains free of 
symptoms without any systematic treatment. q 

DISCUSSION

Our patient had acute dyspnea, while she 
was taking a macrolide for an upper respi-

ratory infection for few days prior to hospitaliza-
tion. Administration of antibiotics (macrolide), a 
contraindicated drug for patients with myasthe-
nia, seemed to accelerate the emergence of the 

disease (5). The patient did not mention any 
other presenting symptoms. She did not have 
any muscle weakness, fatigue, diplopia or dys-
phagia. Her presenting and unique symptom 
was the airway obstruction due to bilateral vocal 
cord paralysis. In a recently published review, bi-
lateral vocal cord palsy was found to be associ-
ated with MG in 11 cases in the bibliography 
from 1980 to 2020 (6), and in most of them it 
was the presenting symptom of the disease.

An interesting fact in our case is the remission 
of wheezing-dyspnea with intravenous cortico-
steroid treatment, without any need for trache-
otomy or ventilation, as is usually the case in bi-
lateral cord palsy (7). 

Furthermore, antibodies to the surface mem-
brane enzyme muscle-specific tyrosine kinase 
(MuSK) are usually found in cases with bulbar 
symptoms and respiratory insufficiency (8). Ne-
vertheless, patients with thymoma associated 
MG usually have anti-AchR (4). The above facts, 
along with the presenting and sole symptom of 
bilateral vocal cord palsy in our patient highlight 
the particularity of our case.

As long as thymoma is concerned, about 
10-15% of patients with MG are affected by it 
and appropriate treatment steps are necessary to 
be planned after such a finding. In early stages, 
complete surgical resection is the cornerstone of 
treatment. Nowadays, minimally invasive ap-
proaches can be safely performed and are there-
fore preferred in myasthenic patients, because 
they avoid complications of an open approach 
(9). In cases of advanced stage thymoma in my-
asthenic patients, a multidisciplinary approach is 
needed, because surrounding structures, organs 
and vessels may be infiltrated (10).

We suggest that myasthenia gravis should be 
considered in cases of vocal cord paralysis of un-
known etiology, since this presentation may be 
the initial and only symptom of the disease and 
could be a life-threatening situation if misdia-
gnosed. q
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TABLE 1. Demographic, clinical, and laboratory test 
characteristics
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