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Developing a regional networked approach to care In
Integrated Care Boards for Myasthenia Gravis
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A =increase, ¥ =decrease, AChR=acetylcholine receptor, BD=twice daily, EMG=electromyography, ICB=Integrated Care Board, IG=immunoglobulin, IVIG=intravenous
IG, MDT=multidisciplinary team, MG=myasthenia gravis, MG-ADL=MG activities of daily living (scale), MGC=MG composite (scale), MGNS=MG nurse specialist, MG-
QOL15=MG quality of life scale 15, MGII=MG impairment index, NM=neuromuscular, NMNS=neuromuscular nurse specialist, p=point,pt=patient, qds=4 times a day.
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