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Abstract
Background  In the Phase 3 MycarinG study (NCT03971422), six once-weekly subcutaneous infusions of rozanolixizumab 
significantly improved myasthenia gravis (MG)-specific outcomes versus placebo in patients with acetylcholine receptor or 
muscle-specific tyrosine kinase autoantibody-positive generalized MG (gMG). Following completion of MycarinG, patients 
could enroll in the open-label extension MG0004 study (NCT04124965) to receive chronic weekly rozanolixizumab.
Methods  Patients were re-randomized 1:1 to once-weekly rozanolixizumab 7 or 10 mg/kg for up to 52 infusions. The pri-
mary endpoints were the occurrence of treatment-emergent adverse events (TEAEs) and TEAEs leading to rozanolixizumab 
discontinuation. After ≥6 visits/infusions patients could switch to the MG0007 study (NCT04650854) to receive cyclic 
rozanolixizumab treatment.
Results  In MG0004, 70 patients received rozanolixizumab 7 mg/kg (n = 35) or 10 mg/kg (n = 35). Mean treatment duration 
was 22.9 and 23.7 weeks, respectively, due to rollover into MG0007. TEAEs were reported in 60/70 (85.7%) patients; most 
were mild/moderate. The most frequently reported TEAEs were headache (25/70 [35.7%]), diarrhea (13/70 [18.6%]) and 
decreased blood immunoglobulin G (11/70 [15.7%]). There were no opportunistic, serious or severe infections, serious or 
severe hypersensitivity or injection-site reactions, any anaphylactic reactions or albumin or lipid abnormalities. Maximum 
mean reduction from baseline in MG Activities of Daily Living score was 3.1 in the 7 mg/kg group and 4.1 in the 10 mg/
kg group.
Conclusion  Chronic weekly rozanolixizumab for up to 52 infusions was generally well tolerated, and clinically relevant 
improvements across MG-specific outcomes were maintained, supporting the long-term use of rozanolixizumab in patients 
with gMG.
Trial registration  NCT04124965 (registered October 11, 2019).

Keywords  Myasthenia gravis · Rozanolixizumab · FcRn inhibitor · Phase 3 clinical trial

Introduction

Generalized myasthenia gravis (gMG) is a rare, chronic, 
neuromuscular disorder characterized by fluctuating muscle 
weakness and fatigue, including infrequent but potentially 
life-threatening myasthenic crises [1, 2]. Muscle weakness 
can vary between individual muscles and muscle groups and 
worsens with repetitive muscle movement; the unpredictable 

nature of symptoms also results in a considerable disease 
burden for patients [2–5]. gMG is caused by pathogenic 
autoantibodies that bind to functionally important proteins at 
the postsynaptic membrane of the neuromuscular junction, 
including the acetylcholine receptor (AChR) and muscle-
specific tyrosine kinase (MuSK). Approximately 80% of 
patients with gMG are AChR autoantibody-positive (Ab+), 
while 5–8% are reported to have MuSK Ab+ gMG [2, 6]. 
Conventional treatments, such as corticosteroids and non-
steroidal immunosuppressant therapy, aim to control symp-
toms rather than target the drivers of disease and are asso-
ciated with adverse events and increased risk of infection, 
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while treatment of exacerbations or refractory disease with 
intravenous immunoglobulin (IVIg) or plasma exchange 
(PLEX) requires prolonged administration under physician 
supervision [2, 7, 8].

The neonatal Fc receptor (FcRn) is a therapeutic target 
in gMG due to its role in extending the half-life of plasma 
immunoglobulin G (IgG), including pathogenic IgG autoan-
tibodies, by salvaging and recycling IgG and preventing 
lysosomal degradation [9]. Rozanolixizumab is a human-
ized IgG4 monoclonal antibody that inhibits FcRn activity 
to prevent IgG recycling and reduce levels of IgG autoanti-
bodies implicated in the pathogenesis of myasthenia gravis 
(MG) [9, 10]. In the randomized, double-blind, Phase 3, 
MycarinG study (NCT03971422; EudraCT 2019-000968-
18), adult patients with AChR or MuSK Ab+ gMG were 
randomly assigned 1:1:1 to receive weekly subcutaneous 
infusions of rozanolixizumab 7 or 10 mg/kg or placebo for 
6 weeks in addition to their current therapy [11]. Rozano-
lixizumab showed clinically meaningful improvements in 
patient-reported and investigator-assessed outcomes com-
pared with placebo, including in MG Activities of Daily 
Living (MG-ADL), MG Composite (MGC) and Quantitative 
MG (QMG) total scores. Rozanolixizumab treatment was 
generally well tolerated after a single 6-week cycle. Rozano-
lixizumab is approved by the United States Food and Drug 
Administration for the treatment of adults with AChR or 
MuSK Ab+ gMG, with an initial 6-week cycle and sub-
sequent treatment cycles based on clinical evaluation [12]. 
Rozanolixizumab is also approved in the European Union 
and the United Kingdom as an add-on to standard therapy 
for adults with AChR or MuSK Ab+ gMG, and in Japan for 
the treatment of gMG in adults who inadequately respond to 
steroids or other immunosuppressants [13, 14]. Further data 
were needed to evaluate the long-term safety and efficacy 
of rozanolixizumab treatment in patients with gMG. Here, 
we report findings from the Phase 3 open-label extension 
MG0004 study that investigated the long-term safety, tol-
erability and efficacy of up to 52 weekly rozanolixizumab 
infusions in adult patients with gMG. A plain-language sum-
mary of this study is available in Online Resource 1.

Methods

Study design and patients

MG0004 (NCT04124965; EudraCT 2019-000969-21) was 
a Phase 3, multicenter, randomized, open-label extension 
study that followed the double-blind, placebo-controlled 
MycarinG study. Full details of the MycarinG study design 
have been published previously [11]. In brief, eligible 
patients in MycarinG were aged ≥18 years, with AChR 
or MuSK Ab+ gMG (Myasthenia Gravis Foundation of 

America [MGFA] Class II–IVa), MG-ADL score ≥3 (for 
non-ocular symptoms), QMG score ≥11, and body weight 
≥35 kg, and had been considered for treatment with addi-
tional therapy, such as IVIg or PLEX. Key exclusion cri-
teria included severe oropharyngeal or respiratory muscle 
weakness (MGFA Class IVb) and total IgG concentration 
≤5.5 g/L. Patients could enroll in MG0004 if they had either 
completed MycarinG or required rescue therapy during the 
MycarinG observation period and opted to enter MG0004 
and receive rozanolixizumab in preference to receiving IVIg 
or PLEX. MG0004 was closed early in response to feed-
back from clinicians and patients regarding the burden of 
the study, particularly the requirement for patients to attend 
weekly visits to the study center for up to 52 weeks of treat-
ment administration. Furthermore, chronic weekly dosing 
was not anticipated to be used in clinical practice. MG0007 
(NCT04650854; EudraCT 2020-003230-20) was an open-
label extension study of rozanolixizumab administered in 
6-week treatment cycles driven by worsening of MG symp-
toms (Online Resource 2) that started after MG0004. After a 
minimum treatment duration of six visits, MG0004 patients 
could roll over into MG0007 when it opened for recruit-
ment. Patients from MG0004 who had received ≥6 weekly 
doses of rozanolixizumab moved directly into the observa-
tion period of MG0007 once MG0007 had been initiated at 
their study center and MG0004 closed.

Study treatment

In MG0004, patients from MycarinG were re-randomized 
1:1 to receive once-weekly subcutaneous rozanolixizumab 
7 or 10 mg/kg for up to 52 infusions, followed by an 8-week 
observation period after the last infusion. The final visit of 
MycarinG served as visit Week 1 in MG0004 and the maxi-
mum study duration was from visit Week 1 to visit Week 60. 
Rozanolixizumab was administered by subcutaneous infu-
sion to the lower abdomen using a syringe pump. Patients 
could switch treatment dose at the investigators’ discretion; 
potential reasons for switching from 10 to 7 mg/kg included 
tolerability and toxicity, and worsening of efficacy or symp-
toms were reasons to switch from 7 to 10 mg/kg.

Rescue therapy with IVIg or PLEX was permitted for 
patients who experienced disease worsening, based on the 
investigator judgment. If a patient received rescue therapy 
during the study, treatment with rozanolixizumab was dis-
continued for a period of 2–6 weeks but visits continued, 
after which rozanolixizumab treatment could be recontinued 
at the investigators’ discretion.

Outcomes and assessments

The primary objective of the MG0004 study was to evalu-
ate the long-term safety and tolerability of chronic weekly 
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rozanolixizumab in patients with gMG. The primary safety 
endpoints were the occurrence of treatment-emergent 
adverse events (TEAEs) and the occurrence of TEAEs lead-
ing to permanent discontinuation of study treatment. The 
secondary objective of the study was to evaluate the long-
term efficacy of weekly rozanolixizumab treatment. Second-
ary efficacy endpoints included the change from baseline 
in MG-ADL, MGC, and QMG total scores and the use of 
rescue therapy during the study. Other endpoints included 
the change from baseline in MG Symptoms Patient-Reported 
Outcome (PRO) scale scores (Muscle Weakness Fatigabil-
ity, Physical Fatigue and Bulbar Muscle Weakness), MG 
Impairment Index (MGII) and revised 15-item MG Quality 
of Life (MG-QoL 15r), pharmacodynamic analyses (total 
IgG, IgG subclasses and MG-specific autoantibodies) and 
immunogenicity analyses (incidence of anti-drug antibodies 
[ADAs] and neutralizing antibody status).

Statistical analysis

All eligible patients from the MycarinG study were invited 
to participate in MG0004, and no formal sample size cal-
culation was performed. Descriptive statistics included the 
number and percentage of patients for categorical variables, 
and mean or median data with measures of variation for 
continuous variables. Safety outcomes were assessed for 
patients who received ≥1 rozanolixizumab dose (safety set). 

TEAEs are reported per treatment group by the most recent 
dose received. Efficacy and pharmacodynamic outcomes 
are reported for the safety set by the first dose received. 
No statistical testing was performed for efficacy analyses. 
Baseline values were the last available values before or on 
the date of the first administration of rozanolixizumab in 
MG0004. Immunogenicity was assessed in all patients in the 
safety set with an evaluable baseline sample and ≥1 evalu-
able post-baseline value. Baseline values for ADAs were the 
last measurement before receiving the first rozanolixizumab 
infusion in MycarinG or MG0004. Statistical analysis was 
performed using SAS® Version 9.3. The study protocol and 
statistical analysis plan were published on ClinicalTrials.gov 
(NCT04124965) [15].

Results

Patient population and treatment exposure

Between October 29, 2019 and June 3, 2021, 71 patients 
entered MG0004 from the MycarinG study and were re-ran-
domized to receive initial rozanolixizumab 7 mg/kg (n = 35) 
or rozanolixizumab 10 mg/kg (n = 36; Fig. 1). Patient flow 
from MycarinG to the MG0004 and MG0007 studies is 
detailed in Online Resource 2. In MG0004, one patient in 
the 10 mg/kg group was not treated with rozanolixizumab 

Fig. 1   Patient flow. AE adverse event
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and was excluded from the safety set, resulting in 70 patients 
receiving ≥1 dose of rozanolixizumab. Demographics and 
baseline characteristics were generally balanced between the 
two rozanolixizumab dose groups, except that a higher pro-
portion of patients in the 7 mg/kg group than in the 10 mg/kg 
group were treated in North America (Table 1). In addition, 
fewer patients in the 7 mg/kg group who required rescue 
therapy in the MycarinG observation period opted to instead 
enter MG0004 to receive rozanolixizumab compared with 
the 10 mg/kg group.

An overall mean (standard deviation [SD]) treatment 
duration of 23.3 (14.5) weeks corresponded to 32.7 patient-
years of rozanolixizumab treatment in MG0004. The mean 
(SD) duration of rozanolixizumab treatment was 22.9 (14.6) 
weeks in the 7 mg/kg group and 23.7 (14.6) weeks in the 

10 mg/kg group. The mean (SD) number of infusions was 
21.7 (13.0) and 21.6 (12.3), respectively. Over 50% of 
patients overall had ≥18 weekly infusions of rozanolixi-
zumab in MG0004 (18 [51.4%] in the 7 mg/kg group and 
20 [57.1%] in the 10 mg/kg group). After Week 6, patients 
could transition to the MG0007 study; 53 (74.6%) patients 
permanently discontinued MG0004 to transition to MG0007 
once it was open. After Week 33, patient numbers were low 
(≤10 per treatment group at any scheduled assessment from 
Week 37). Eight (11.3%) patients received the maximum of 
52 rozanolixizumab infusions in MG0004; seven of these 
patients subsequently enrolled in MG0007. There were a 
total of 32 dose changes during the treatment period. Exclud-
ing patients who switched for a single week, in the 7 mg/kg 
group, 5/35 patients switched to 10 mg/kg, of whom 3 stayed 

Table 1   Baseline demographics and patient characteristics (randomized set)

Ab+ autoantibody-positive, AChR acetylcholine receptor, gMG generalized myasthenia gravis, MG-ADL Myasthenia Gravis Activities of Daily 
Living, MuSK muscle-specific tyrosine kinase, QMG Quantitative Myasthenia Gravis, SD standard deviation
a Data obtained at MycarinG study baseline. bData on race were not permitted to be collected in France and Canada

Rozanolixizumab 
7 mg/kg
(n = 35)

Rozanolixizumab 
10 mg/kg
(n = 36)

Rozanolixizumab 
Total
(N = 71)

Age, years, mean (SD)a 50.6 (14.2) 53.7 (17.2) 52.2 (15.8)
Sex, female, n (%) 19 (54.3) 19 (52.8) 38 (53.5)
Body weight, n (%)

  <50 kg 2 (5.7) 5 (13.9) 7 (9.9)
  50 to <70 kg 8 (22.9) 5 (13.9) 13 (18.3)
  70 to <100 kg 17 (48.6) 17 (47.2) 34 (47.9)
  ≥100 kg 8 (22.9) 9 (25.0) 17 (23.9)

Geographic region, n (%)
  North America 16 (45.7) 11 (30.6) 27 (38.0)
  Europe 15 (42.9) 21 (58.3) 36 (50.7)
  Asia (excl. Japan) 0 2 (5.6) 2 (2.8)
  Japan 4 (11.4) 2 (5.6) 6 (8.5)

Race, n (%)
  Asian 4 (11.4) 4 (11.1) 8 (11.3)
  Black 2 (5.7) 3 (8.3) 5 (7.0)
  White 17 (48.6) 19 (52.8) 36 (50.7)
  Missingb 12 (34.3) 10 (27.8) 22 (31.0)

Thymectomy, yes, n (%)a 14 (40.0) 15 (41.7) 29 (40.8)
AChR Ab+, n (%) 30 (85.7) 32 (88.9) 62 (87.3)
MuSK Ab+, n (%) 5 (14.3) 4 (11.1) 9 (12.7)
MG-ADL score, mean (SD) 8.4 (3.6) 8.4 (3.7) 8.4 (3.6)
QMG score, mean (SD) 15.2 (5.1) 15.4 (5.5) 15.3 (5.3)
Duration of disease, years, mean (SD)a 8.7 (9.7) 8.2 (8.4) 8.5 (9.0)
Prior gMG medication, n (%)

  Corticosteroids for systemic use 24 (68.6) 20 (55.6) 44 (62.0)
  Immunosuppressants 19 (54.3) 18 (50.0) 37 (52.1)
  Parasympathomimetics 30 (85.7) 30 (83.3) 60 (84.5)

Required rescue medication during MycarinG observation 
period before entering MG0004, n (%)

8 (22.9) 16 (44.4) 24 (33.8)
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on the higher dose. In the 10 mg/kg group, 14/35 patients 
switched to 7 mg/kg, of whom 12 stayed on the lower dose.

Safety

Overall, 60/70 (85.7%) patients who received ≥1 dose of 
rozanolixizumab reported TEAEs; 38/50 (76.0%) of these 
patients were in the 7 mg/kg group and 33/42 (78.6%) were 
in the 10 mg/kg group by most recent dose. Patients who 
switched doses may be counted in both treatment groups, 
hence the total of denominators in the two treatment groups 
is larger than the cohort of 70 patients. The most frequently 
reported TEAEs were headache, diarrhea, decreased blood 
IgG, nausea, pyrexia and urinary tract infection (Table 2).

Three (6.0%) patients in the 7  mg/kg group and no 
patients in the 10 mg/kg group by most recent dose experi-
enced TEAEs leading to discontinuation of rozanolixizumab 
and withdrawal from the study; two of these patients had 
TEAEs of MG worsening and 1 patient had congestive heart 
failure. One additional patient in the 7 mg/kg group had MG 

worsening while rozanolixizumab treatment was being with-
held due to a low IgG level and withdrew from the study. 
Treatment-related TEAEs (per investigator assessment) were 
reported in 41/70 (58.6%) patients. Most TEAEs were of 
mild or moderate intensity, with severe TEAEs reported in 
17/70 (24.3%) patients. The only severe TEAEs reported 
in >1 patient overall were headache and MG worsening 
(Table 2).

Serious TEAEs were reported in 9/70 (12.9%) patients. 
None of these serious TEAEs were considered by the inves-
tigator to be related to rozanolixizumab treatment. In the 
7 mg/kg group, there were three serious TEAEs of MG 
worsening and one case each of abnormal kidney biopsy, 
congestive heart failure, muscular weakness and retinal 
detachment. One of the 3 patients with MG worsening and 
the patient with muscular weakness were in the observation 
period and not receiving rozanolixizumab at the time of the 
serious event. In the 10 mg/kg group, there was one serious 
TEAE each of pericarditis and MG worsening. There were 
no deaths reported during the study.

Table 2   Overview of TEAEs 
(safety set)

Safety set by most recent dose
AE adverse event, IgG immunoglobulin G, TEAE treatment-emergent adverse event, UTI urinary tract 
infection
a Patients who switched doses are counted in both rozanolixizumab treatment groups but only once in the 
rozanolixizumab total group. bSpecific TEAEs listed are those occurring in ≥10% of patients overall. cSpe-
cific severe TEAEs listed are those occurring in >1 patient overall

Rozanolixizumab 
7 mg/kg 
(n = 50)a

n (%)

Rozanolixizumab 
10 mg/kg 
(n = 42)a

n (%)

Rozanolixizumab 
total 
(N = 70)
n (%)

Any TEAEsb 38 (76.0) 33 (78.6) 60 (85.7)
  Headache 15 (30.0) 12 (28.6) 25 (35.7)
  Diarrhea 6 (12.0) 7 (16.7) 13 (18.6)
  Decreased blood IgG 6 (12.0) 5 (11.9) 11 (15.7)
  Nausea 4 (8.0) 5 (11.9) 9 (12.9)
  Pyrexia 4 (8.0) 3 (7.1) 7 (10.0)
  UTI 5 (10.0) 2 (4.8) 7 (10.0)

Infections 13 (26.0) 9 (21.4) 20 (28.6)
Hypersensitivity reactions 7 (14.0) 5 (11.9) 12 (17.1)
Injection-site reactions 2 (4.0) 4 (9.5) 6 (8.6)
Serious TEAEs 7 (14.0) 2 (4.8) 9 (12.9)
Permanent discontinuation of study 

due to TEAEs
4 (8.0) 0 4 (5.7)

  Congestive cardiac failure 1 (2.0) 0 1 (1.4)
  Myasthenia gravis 3 (6.0) 0 3 (4.3)

TEAEs requiring dose change 0 1 (2.4) 1 (1.4)
Treatment-related TEAEs 25 (50.0) 18 (42.9) 41 (58.6)
Severe TEAEsc 12 (24.0) 5 (11.9) 17 (24.3)

  Headache 3 (6.0) 2 (4.8) 5 (7.1)
  Myasthenia gravis 2 (4.0) 1 (2.4) 3 (4.3)

All deaths (AEs leading to death) 0 0 0
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Infections were reported in 20/70 (28.6%) patients over-
all. There were no opportunistic, serious or severe infections, 
and no infections led to treatment discontinuation or study 
withdrawal. Hypersensitivity reactions were reported in 
12/70 (17.1%) patients; none of these events led to treatment 
discontinuation or study withdrawal. Injection-site reactions 
were reported in 6/70 (8.6%) patients overall and none of 
the TEAEs by preferred term were reported in >1 patient in 
either dose group. There were no serious or severe events 
of hypersensitivity or injection-site reactions, and no ana-
phylactic reactions. No TEAEs related to albumin or lipid 
abnormalities were reported. Overall, mean vital sign meas-
urements, electrocardiogram, hematology, clinical chemis-
try and urinalysis laboratory results remained stable over 
time. One patient became pregnant approximately 4 weeks 
after initiating treatment with rozanolixizumab 7 mg/kg, 
and treatment was permanently discontinued. The patient 
had a serious TEAE of muscular weakness 39 days after 
the last dose and received rescue therapy. At 38 weeks of 
gestation, the patient gave birth to a healthy baby with no 
complications.

Efficacy

Clinically meaningful improvements from MG0004 baseline 
in MG-ADL total score were observed in both rozanolixi-
zumab dose groups (Fig. 2a), with a mean change from base-
line consistently greater in the 10 mg/kg group compared 
with the 7 mg/kg group up to Week 33, after which patient 
numbers were low (≤10 per dose group at any scheduled 
assessment from Week 37). The maximum mean reduc-
tion from baseline up to Week 33 was 3.1 (Week 13) in the 
7 mg/kg group and 4.1 (Week 21) in the 10 mg/kg group. A 
decrease from baseline in MG-ADL score was observed after 
4 infusions (Week 5), the earliest time of assessment follow-
ing treatment initiation, with a mean reduction from baseline 
of 2.7 and 3.2, respectively. After 6 infusions (Week 7), the 
mean reduction from baseline was 2.7 and 3.7, respectively. 
These changes were consistent with changes in MG-ADL 
score after 4 and 6 weekly infusions in the MycarinG study. 
Subgroups of patients with AChR Ab+ gMG and MuSK 
Ab+ gMG showed trends in MG-ADL score change from 
baseline (data not shown) that were similar to the overall 
population. Improvements from baseline in MG-ADL total 
score were generally consistent between other subgroups 
analyzed and the overall population, including by age, sex, 
MGFA disease class and baseline MG-ADL category (data 
not shown).

Similar trends were observed in MGC (Fig. 2b) and QMG 
(Fig. 2c) total scores. The maximum mean reduction from 
baseline in MGC up to Week 33 was 6.1 (Week 25) in the 
7 mg/kg group and 9.1 (Week 29) in the 10 mg/kg group. 

The maximum mean reduction from baseline in QMG up to 
Week 33 was 5.4 (Week 29) and 6.2 (Week 33), respectively.

Improvements from baseline were observed in mean 
scores across the MG Symptoms PRO scales of Muscle 
Weakness Fatigability (Fig. 3a), Physical Fatigue (Fig. 3b) 
and Bulbar Muscle Weakness (Fig. 3c), with consistent 
trends up to Week 33. Reductions from baseline in MGII 
overall score, ocular subscore and generalized subscore were 
observed. Maximum mean reduction from baseline in MGII 
overall score up to Week 33 was 12.1 (Week 21, n = 15) in 
the 7 mg/kg group and 17.3 (Week 25, n = 16) in the 10 mg/
kg group. Improvements from baseline were also observed in 
MG-QoL 15r scores, with a maximum mean reduction from 
baseline up to Week 33 of 5.1 (Week 21, n = 20) in the 7 mg/
kg group and 6.5 (Week 33, n = 12) in the 10 mg/kg group.

Across the total 32.7 patient-years of rozanolixizumab 
treatment, rescue therapy was received by 4 (11.4%) patients 
in the 7 mg/kg group (2 each during the treatment and obser-
vation periods); all 4 patients received IVIg. Of those who 
received rescue therapy in the treatment period, 1 patient 
received 12 doses of rozanolixizumab 7 mg/kg followed by 8 
doses at 10 mg/kg, and was treated with IVIg 6 days after the 
last dose; the patient discontinued MG0004 and enrolled in 
MG0007, initiating treatment at 10 mg/kg and receiving four 
symptom-driven cycles over 9 months before discontinuing 
MG0007 due to an adverse event of MG worsening. The sec-
ond patient received 12 doses at 7 mg/kg and then switched 
to receive 1 dose at 10 mg/kg, and was treated with IVIg 
5 days after the 10 mg/kg dose; the patient subsequently 
discontinued the study due to a TEAE of MG worsening.

Pharmacodynamics and immunogenicity

A rapid median decrease from baseline in total IgG of 
48.0% in the 7 mg/kg group and 47.9% in the 10 mg/kg 
group was observed at Week 2, the first on-treatment assess-
ment in MG0004 (Fig. 4). Maximum reduction in total IgG 
was reached at approximately Week 5 and further reduc-
tions were not observed with continued weekly treatment. 
The median maximum reduction from baseline was 75.6% 
(n = 32) and 79.9% (n = 33), respectively. Similar trends 
were observed across all IgG subclasses, with a median 
maximum reduction from baseline ranging from 70.8% to 
81.6% in the 7 mg/kg group and 62.5–83.1% in the 10 mg/
kg group. There was also a rapid decrease from baseline in 
AChR antibody (Ab) levels; while data were only available 
for 3 patients in each group at the first assessment (Week 5), 
at Week 9 the median reduction was 60.1% in the 7 mg/kg 
group (n = 18) and 61.5% in the 10 mg/kg group (n = 17). 
Time profiles for total IgG and AChR Ab levels were con-
sistent for both rozanolixizumab dose groups.

All patients tested (n = 69) were ADA-negative at the 
MG0004 study baseline. Overall, 37 (53.6%) patients 
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Fig. 2   Mean change from baseline to Week 60 in a MG-ADL, b MGC 
and c QMG scores (safety set). Safety set by first dose received. The 
light gray area represents study visits at which patient numbers were 
low (≤10 per treatment group at any scheduled assessment). BL base-

line, CFB change from baseline, MG-ADL Myasthenia Gravis Activities 
of Daily Living, MGC Myasthenia Gravis Composite, QMG Quantita-
tive Myasthenia Gravis, SE standard error
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developed treatment-emergent ADAs to rozanolixizumab, 
of whom 18 developed neutralizing ADAs (26.1%). For most 
patients with ADAs, the first occurrence of treatment-emer-
gent ADA positivity was at Week 5 (14 [20.3%] patients) or 
Week 9 (6 [9.8%] patients), the first two time points for ADA 
assessment, and only 7 patients had their first treatment-
emergent ADA positivity at a later assessment. Patterns were 
similar between patients who received rozanolixizumab 
and those who received placebo in the MycarinG study. In 
general, the presence of treatment-emergent or neutraliz-
ing ADAs did not have a clinically meaningful effect on 
efficacy (MG-ADL total score) or pharmacodynamics (total 
IgG levels). No trends were observed in the safety profile of 
rozanolixizumab based on ADA status.

Discussion

MG0004 was an open-label study, with a treatment dura-
tion of up to 52 weekly infusions, that assessed the long-
term safety and tolerability of chronic rozanolixizumab 
treatment. Long-term weekly rozanolixizumab was gener-
ally well tolerated, with a safety profile consistent with that 
reported in MycarinG [11] and similar to that with repeated 
cycles of rozanolixizumab treatment in MG0007 [16]. Two 
patients had TEAEs of MG worsening which led to the 

discontinuation of rozanolixizumab. TEAEs were mostly 
mild or moderate and chronic weekly treatment did not 
increase the risk of headache or infections compared with 
one cycle in MycarinG, in line with results observed with 
repeated symptom-driven treatment cycles. Some differences 
in the incidence of TEAEs between the dose groups were 
observed, but as events were reported by the most recent 
dose received it is difficult to compare the two groups, and 
no clear underlying reasons for the differences were identi-
fied. The only serious TEAE reported in >1 patient was 
MG worsening, reported in 4 patients; additionally, 1 patient 
experienced a serious TEAE coded as muscular weakness.

Most cases of headache were mild or moderate and 
there were no serious TEAEs or permanent discontinua-
tions of treatment due to headache. Five severe headaches 
were reported during the MG0004 study in 3 patients who 
had received placebo in the MycarinG study and 1 patient 
each who had previously received rozanolixizumab 7 and 
10 mg/kg. One patient who experienced a severe headache 
in MG0004 also reported a severe headache in MycarinG 
but continued rozanolixizumab treatment in both studies. 
All severe headache events occurred early during treatment 
(2–3 days after the first dose) and, similar to experiences in 
MycarinG, were mostly managed with over-the-counter med-
ication, with all patients fully recovered with no sequelae. 
The mechanism by which these headaches occur is unknown. 

Fig. 2   (continued)
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Fig. 3   Mean change from baseline to Week 60 in MG Symptoms 
PRO scale scores: a Muscle Weakness Fatigability, b Physical 
Fatigue and c Bulbar Muscle Weakness (safety set). Safety set by first 
dose received. The light gray area represents study visits at which 

patient numbers were low (≤10 per treatment group at any scheduled 
assessment). BL baseline, CFB change from baseline, MG myasthenia 
gravis, PRO patient-reported outcome; SE, standard error
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Fig. 3   (continued)

Fig. 4   Median percentage change from baseline in total IgG (safety 
set). Safety set by the first dose received. Mean (SD) total IgG at 
baseline was 9.06 (3.16) g/L in the rozanolixizumab 7 mg/kg group 
and 8.78 (2.62) g/L in the rozanolixizumab 10  mg/kg group. The 
lowest mean (SD) total IgG during treatment was 2.55 (1.39) g/L at 

Week 17 in the rozanolixizumab 7 mg/kg group and 2.23 (1.00) g/L 
at Week 5 in the rozanolixizumab 10  mg/kg group. The light gray 
area represents study visits at which patient numbers were low (≤10 
per treatment group at any scheduled assessment). BL baseline, IgG 
immunoglobulin G, SD standard deviation
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Decreased blood IgG was expected based on the mechanism 
of action of rozanolixizumab [9], and all TEAEs of this type 
were mild or moderate. As with other immunomodulatory 
therapies, there is a concern of increased risk of infection 
with FcRn inhibitors [17], and individuals with MG may be 
at greater risk of infection compared with the general popula-
tion [18]. In MG0004, the rate of infections was 26.0% in the 
7 mg/kg group and 21.4% in the 10 mg/kg group, similar to 
that reported in rozanolixizumab-treated patients in MycarinG 
and slightly higher than 19.4% reported in placebo-treated 
patients. No opportunistic, serious or severe infections were 
reported. Most infections were considered by the investigator 
to be unrelated to rozanolixizumab treatment. Subcutaneous 
infusions of rozanolixizumab were generally well tolerated 
with a low incidence of local injection-site reactions, and no 
serious or severe hypersensitivity reactions or anaphylactic 
reactions were reported. There was no clinically relevant 
impact on albumin or lipid levels.

An analysis of the safety and tolerability of cyclic treat-
ment in MycarinG and MG0007 (up to an interim data cut-off 
of July 8, 2022) represented 121.1 patient-years’ exposure to 
rozanolixizumab treatment in patients with ≥1 year of study 
participation [16]. Consistent with MG0004, the majority of 
TEAEs were mild to moderate in intensity, and incidence did 
not increase with repeated cyclic treatment across the Mycar-
inG and MG0007 studies. The analysis, together with the 
results of this study, provides insight into the long-term safety 
and tolerability of rozanolixizumab treatment. There are lim-
ited data on the safety of rozanolixizumab in patients with 
short intervals between treatment cycles; a pooled analysis 
of efficacy across MycarinG, the first 6 weeks of MG0004, 
and MG0007 interim data found that approximately 10% of 
patients had a treatment-free interval of <4 weeks [19]. The 
safety profile of chronic weekly treatment in MG0004 sug-
gests that rozanolixizumab is expected to be generally well 
tolerated in patients who may require frequent treatment 
cycles based on clinical evaluation of symptoms.

Clinically meaningful mean improvements from the 
MG0004 baseline were observed with rozanolixizumab 
treatment during the first 7 weeks across the three MG-
specific secondary efficacy endpoints, consistent with 
results from the 6-week treatment cycle in MycarinG. 
Mean reduction from baseline in MG-ADL total score at 
Week 7 was 2.7 in the 7 mg/kg group and 3.7 in the 10 mg/
kg group, comparable with least squares mean reduction 
from baseline at Day 43 of 3.37 and 3.40, respectively, in 
the MycarinG study [11]. The improvement was main-
tained long term in MG0004. Improvements from base-
line in MGC and QMG total scores were also similar to 
those observed in the double-blind study. Across the total 
32.7 patient-years of rozanolixizumab treatment, only 
2 patients received rescue therapy during the treatment 
period. Improvements from baseline were also observed in 

three MG Symptoms PRO scales: Muscle Weakness Fati-
gability, Physical Fatigue and Bulbar Muscle Weakness. 
The use of MG Symptoms PRO in MG0004 enabled a 
granular assessment of treatment effect across the different 
muscle groups affected by gMG, and included evaluation 
of physical fatigue, which is not included in MG-ADL 
and has been identified by patients as an important set 
of symptoms [5, 20–22]. Improvements with rozanolixi-
zumab treatment were also consistent across the other PRO 
instruments utilized in the study, MGII and MG-QoL 15r. 
All efficacy outcomes showed stable trends until Week 
33, after which there were ≤10 patients per dose group 
at any scheduled assessment. Once the MG0007 study 
was open in a patient’s region, patients were permitted to 
switch from MG0004 to receive symptom-driven cyclical 
treatment with rozanolixizumab instead of chronic weekly 
treatment; a limitation of this study is that the number 
of study participants in MG0004 decreased steadily after 
Week 22 due to rollover into MG0007.

Rapid reductions were observed in total IgG and AChR 
Abs for both dose groups, within the range associated with 
clinical benefit and consistent with observations in Mycar-
inG [11]. Reduction in IgG levels can vary in individual 
patients, and at the individual level IgG monitoring could 
be considered in alignment with local guidelines and clinical 
practice. For both rozanolixizumab groups, total serum IgG 
levels, AChR Ab levels, and scores for MG-ADL, MGC and 
QMG had consistent time profiles. Similar to results from 
MycarinG, the development of treatment-emergent ADAs 
or neutralizing ADAs did not have a clinically meaningful 
impact on the pharmacodynamic response (based on total 
IgG levels) or efficacy (based on MG-ADL total score) of 
rozanolixizumab, and no trends were observed in the safety 
profile based on ADA category.

Overall, results from the MG0004 open-label exten-
sion study indicate that chronic weekly administration of 
rozanolixizumab was generally well tolerated, and efficacy 
was maintained with long-term treatment in patients with 
AChR Ab+ or MuSK Ab+ gMG. While rozanolixizumab 
is approved for cyclical treatment based on clinical evalua-
tion of symptoms, these data provide support for the long-
term safety, tolerability and efficacy of rozanolixizumab in 
patients who may require frequent cycles with short treat-
ment-free intervals as determined by their treating physician.

Supplementary Information  The online version contains supplemen-
tary material available at https://​doi.​org/​10.​1007/​s00415-​025-​12958-9.

Acknowledgements  The authors thank the patients and their caregiv-
ers, in addition to the co-investigators (Online Resource 3) and their 
teams, who contributed to this study. The authors thank Denis Flemm 
of UCB for overseeing operational study conduct, ensuring data con-
sistency and data analysis, and Veronica Porkess, PhD, of UCB for 
publication and editorial support. Medical writing support was pro-
vided by Alpa Parmar, PhD, CMPP, Ogilvy Health, London, UK, and 

https://doi.org/10.1007/s00415-025-12958-9


	 Journal of Neurology         (2025) 272:275   275   Page 12 of 13

was funded by UCB, in accordance with Good Publication Practice 
guidelines (https://​www.​ismpp.​org/​gpp-​2022).

 Author contributions  Artur Drużdż, Julian Grosskreutz, Ali A. Habib, 
Henry J. Kaminski, Renato Mantegazza, Sabrina Sacconi, Kimiaki Utsugi-
sawa, Tuan Vu and John Vissing contributed to the acquisition of data by 
enrolling patients and to the interpretation of the data. Marion Boehnlein, 
Maryam Gayfieva, Bernhard Greve and Franz Woltering contributed to the 
concept or study design and to the interpretation of the data. Vera Bril con-
tributed to the concept or study design, to the acquisition of data by enroll-
ing patients and to the interpretation of the data. Franz Woltering was the 
study statistician responsible for analyzing and verifying the data reported in 
the manuscript. All authors had full access to study data, reviewed, edited, 
and provided final approval of the manuscript content, and had final respon-
sibility for the decision to submit for publication.

 Funding  This study was funded by UCB. Authors were not paid to 
participate in the publication and were given access to the data from 
the study.

 Data availability  Underlying data from this manuscript may be 
requested by qualified researchers 6 months after product approval 
in the US and/or Europe, or global development is discontinued, and 
18 months after trial completion. Investigators may request access to 
anonymized individual patient-level data and redacted trial documents 
which may include: analysis-ready datasets, study protocol, annotated 
case report form, statistical analysis plan, dataset specifications and 
clinical study report. Prior to the use of the data, proposals need to be 
approved by an independent review panel at www.​vivli.​org and a signed 
data-sharing agreement will need to be executed. All documents are 
available in English only, for a pre-specified time, typically 12 months, 
on a password-protected portal.

Declarations 

Ethical approval  The study protocol, amendments, and study partici-
pant informed consent were approved by a national, regional or inde-
pendent ethics committee or institutional review board. All patients 
provided written informed consent. The study was conducted in accord-
ance with local regulations, the International Conference on Harmoni-
zation Good Clinical Practice requirements, and the principles of the 
Declaration of Helsinki.

Conflicts of interest  V. Bril is a Consultant for Akcea, Alexion Pharmaceu-
ticals, Alnylam, argenx, CSL, Grifols, Immunovant, Ionis, Janssen Phar-
maceuticals (now Johnson & Johnson Innovative Medicine), Momenta 
(now Johnson & Johnson), Novo Nordisk, Octapharma, Pfizer, Powell 
Mansfield, Roche, Sanofi, Takeda Pharmaceuticals and UCB. She has 
received research support from Akcea, Alexion Pharmaceuticals, argenx, 
CSL, Grifols, Immunovant, Ionis, Momenta (now Johnson & Johnson), 
Octapharma, Takeda Pharmaceuticals, UCB and Viela Bio (now Amgen). 
A. Drużdż has nothing to disclose. J. Grosskreutz has served as a Consult-
ant for Alexion Pharmaceuticals, Biogen and UCB, and his institution has 
received research support from the Boris Canessa Foundation. A.A. Ha-
bib has received research support from Alexion Pharmaceuticals, argenx, 
Cabaletta Bio, Genentech/Roche, Immunovant, Regeneron Pharmaceuti-
cals, UCB and Viela Bio (now Amgen). He has received honoraria from 
Alexion Pharmaceuticals, Alpine Immune Sciences, argenx, Genentech/
Roche, Immunovant, Inhibrx, NMD Pharma, Regeneron Pharmaceuticals 
and UCB. H.J. Kaminski is a Consultant for Cabaletta Bio, Lincoln Thera-
peutics, Roche, Takeda Pharmaceuticals and UCB, and is CEO and CMO 
of ARC Biotechnology, LLC based on US Patent 8,961,98. He is Principal 
Investigator of the Rare Disease Network for Myasthenia Gravis (MGNet) 
National Institute of Neurological Disorders & Stroke, U54 NS115054, and 
Targeted Therapy for Myasthenia Gravis. He has received R41 NS110331-

01 to ARC Biotechnology. R. Mantegazza has received funding for travel 
and meeting attendance or advisory board participation from Alexion 
Pharmaceuticals, argenx, BioMarin, Catalyst, Sanofi, Regeneron Pharma-
ceuticals Sanofi and UCB. S. Sacconi has nothing to disclose. K. Utsugi-
sawa has served as a paid Consultant for argenx, Chugai Pharmaceutical, 
HanAll Biopharma, Janssen Pharmaceuticals (now Johnson & Johnson 
Innovative Medicine), Merck, Mitsubishi Tanabe Pharma, UCB and Viela 
Bio (now Amgen); he has received speaker honoraria from Alexion Phar-
maceuticals, argenx, the Japan Blood Products Organization and UCB. T. 
Vu is the USF Site Principal Investigator for MG clinical trials sponsored 
by Alexion/AstraZeneca Rare Disease, Amgen, argenx, Cartesian Thera-
peutics, COUR Pharmaceuticals, Dianthus Therapeutics, Immunovant, 
Johnson & Johnson, NMD Pharma, Regeneron Pharmaceuticals and UCB, 
and has served as a speaker for Alexion/AstraZeneca Rare Disease, argenx 
and CSL Behring. He performed consulting work for Alexion/AstraZen-
eca Rare Disease, argenx, Dianthus Therapeutics, ImmunAbs and UCB. 
M. Boehnlein is an employee and shareholder of UCB. M. Gayfieva is a 
former employee and shareholder of UCB. B. Greve is an employee and 
shareholder of UCB. F. Woltering is an employee and shareholder of UCB. 
J. Vissing has been a Consultant on advisory boards for Amicus Thera-
peutics, Biogen, Edgewise Therapeutics, Fulcrum Therapeutics, Genethon, 
Horizon Therapeutics (now Amgen), Lupin, ML Biopharma, Novartis, Re-
generon Pharmaceuticals, Roche, Sanofi Genzyme (now Sanofi), Sarepta 
Therapeutics and UCB. He has received research, travel support and/or 
speaker honoraria from Alexion Pharmaceuticals, argenx, Biogen, Edge-
wise Therapeutics, Fulcrum Therapeutics, Lupin, Sanofi Genzyme (now 
Sanofi) and UCB. He is a Principal Investigator in clinical trials for Alexion 
Pharmaceuticals, argenx, Atamyo Therapeutics, Genethon, Horizon Thera-
peutics (now Amgen), Janssen Pharmaceuticals (now Johnson & Johnson 
Innovative Medicine), ML Biopharma, Novartis, Regeneron Pharmaceuti-
cals, Roche, Sanofi Genzyme (now Sanofi) and UCB.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

	 1.	 Gilhus NE, Verschuuren JJ (2015) Myasthenia gravis: subgroup classi-
fication and therapeutic strategies. Lancet Neurol 14(10):1023–1036. 
https://​doi.​org/​10.​1016/​s1474-​4422(15)​00145-3

	 2.	 Gilhus NE, Tzartos S, Evoli A, Palace J, Burns TM, Verschuuren 
J (2019) Myasthenia gravis. Nat Rev Dis Primers 5(1):30. https://​
doi.​org/​10.​1038/​s41572-​019-​0079-y

	 3.	 Lehnerer S, Jacobi J, Schilling R, Grittner U, Marbin D, Gerischer 
L, Stascheit F et al (2022) Burden of disease in myasthenia gravis: 
taking the patient’s perspective. J Neurol 269(6):3050–3063. 
https://​doi.​org/​10.​1007/​s00415-​021-​10891-1

	 4.	 Dewilde S, Phillips G, Paci S, De Ruyck F, Tollenaar NH, Janssen 
MF (2024) The burden patients with myasthenia gravis experience 
in terms of breathing, fatigue, sleep, mental health, discomfort and 
usual activities in comparison to the general population. Adv Ther 
41(1):271–291. https://​doi.​org/​10.​1007/​s12325-​023-​02704-w

	 5.	 Jackson K, Parthan A, Lauher-Charest M, Broderick L, Law N, 
Barnett C (2023) Understanding the symptom burden and impact 

https://www.ismpp.org/gpp-2022
http://www.vivli.org
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1016/s1474-4422(15)00145-3
https://doi.org/10.1038/s41572-019-0079-y
https://doi.org/10.1038/s41572-019-0079-y
https://doi.org/10.1007/s00415-021-10891-1
https://doi.org/10.1007/s12325-023-02704-w


Journal of Neurology         (2025) 272:275 	 Page 13 of 13    275 

of myasthenia gravis from the patient’s perspective: a qualita-
tive study. Neurol Ther 12(1):107–128. https://​doi.​org/​10.​1007/​
s40120-​022-​00408-x

	 6.	 Rodolico C, Bonanno C, Toscano A, Vita G (2020) MuSK-asso-
ciated myasthenia gravis: clinical features and management. Front 
Neurol 11:660. https://​doi.​org/​10.​3389/​fneur.​2020.​00660

	 7.	 Urban PP, Jacobi C, Jander S (2018) Treatment standards and 
individualized therapy of myasthenia gravis. Neurol Int Open 
2(02):E84–E92

	 8.	 Myasthenia Gravis Foundation of America. Intravenous immu-
noglobulin (IVIg). https://​myast​henia.​org/​MG-​Educa​tion/​Learn-​
More-​About-​MG-​Treat​ments/​MG-​Broch​ures/​intra​venous-​immun​
oglob​ulin-​ivig. Accessed Nov 2024

	 9.	 Smith B, Kiessling A, Lledo-Garcia R, Dixon KL, Christodoulou 
L, Catley MC, Atherfold P et al (2018) Generation and charac-
terization of a high affinity anti-human FcRn antibody, rozano-
lixizumab, and the effects of different molecular formats on the 
reduction of plasma IgG concentration. MAbs 10(7):1111–1130. 
https://​doi.​org/​10.​1080/​19420​862.​2018.​15054​64

	10.	 Bril V, Benatar M, Andersen H, Vissing J, Brock M, Greve B, 
Kiessling P et al (2021) Efficacy and safety of rozanolixizumab 
in moderate to severe generalized myasthenia gravis: a phase 2 
randomized control trial. Neurology 96(6):e853–e865. https://​doi.​
org/​10.​1212/​wnl.​00000​00000​011108

	11.	 Bril V, Drużdż A, Grosskreutz J, Habib AA, Mantegazza R, Sac-
coni S, Utsugisawa K et al (2023) Safety and efficacy of rozano-
lixizumab in patients with generalised myasthenia gravis (Mycar-
inG): a randomised, double-blind, placebo-controlled, adaptive 
phase 3 study. Lancet Neurol 22(5):383–394. https://​doi.​org/​10.​
1016/​s1474-​4422(23)​00077-7

	12.	 Rystiggo US PI. https://​www.​acces​sdata.​fda.​gov/​drugs​atfda_​docs/​
label/​2023/​76128​6s000​lbl.​pdf. Accessed Nov 2024

	13.	 Rystiggo EU SmPC. https://​www.​ema.​europa.​eu/​en/​docum​ents/​
produ​ct-​infor​mation/​rysti​ggo-​epar-​produ​ct-​infor​mation_​en.​pdf. 
Accessed Nov 2024

	14.	 Rystiggo Japan PI. https://​www.​pmda.​go.​jp/​PmdaS​earch/​iyaku​
Detail/​Resul​tData​SetPDF/​820110_​63994​A9A10​22_1_​01. 
Accessed Nov 2024

	15.	 ClinicalTrials.gov. NCT04124965. https://​clini​caltr​ials.​gov/​study/​
NCT04​124965. Accessed Nov 2024

	16.	 Habib AA, Drużdż A, Grosskreutz J, Mantegazza R, Sacconi S, 
Utsugisawa K et al (2025) Long-term safety of cyclical rozano-
lixizumab in patients with generalized myasthenia gravis: Results 
from the Phase 3 MycarinG study and an open-label extension. J 
Neuromuscul Dis Mar 4:22143602241308181. Online ahead of 
print.

	17.	 Peter H-H, Ochs HD, Cunningham-Rundles C, Vinh DC, 
Kiessling P, Greve B, Jolles S (2020) Targeting FcRn for immu-
nomodulation: benefits, risks, and practical considerations. J 
Allergy Clin Immunol 146(3):479-491.e475

	18.	 Kassardjian CD, Widdifield J, Paterson JM, Kopp A, Nagamuthu 
C, Barnett C, Tu K et al (2020) Serious infections in patients with 
myasthenia gravis: population-based cohort study. Eur J Neurol 
27(4):702–708. https://​doi.​org/​10.​1111/​ene.​14153

	19.	 Bril V, Drużdż A, Grosskreutz J, Habib AA, Mantegazza R, 
Sacconi S et al (2025) Rozanolixizumab in generalized myas-
thenia gravis: Pooled analysis of the Phase 3 MycarinG study 
and two open-label extensions. J Neuromuscul Dis Mar 
4:22143602241305511. Online ahead of print.

	20.	 Cleanthous S, Mork AC, Regnault A, Cano S, Kaminski HJ, Morel 
T (2021) Development of the myasthenia gravis (MG) symptoms 
PRO: a case study of a patient-centred outcome measure in rare 
disease. Orphanet J Rare Dis 16(1):457. https://​doi.​org/​10.​1186/​
s13023-​021-​02064-0

	21.	 Regnault A, Morel T, de la Loge C, Mazerolle F, Kaminski HJ, 
Habib AA (2023) Measuring overall severity of myasthenia 
gravis (MG): evidence for the added value of the MG symptoms 
PRO. Neurol Ther 12(5):1573–1590. https://​doi.​org/​10.​1007/​
s40120-​023-​00464-x

	22.	 Alekseeva TM, Gavrilov YV, Kreis OA, Valko PO, Weber 
KP, Valko Y (2018) Fatigue in patients with myasthenia 
gravis. J Neurol 265(10):2312–2321. https://​doi.​org/​10.​1007/​
s00415-​018-​8995-4

Authors and Affiliations

Vera Bril1   · Artur Drużdż2 · Julian Grosskreutz3 · Ali A. Habib4 · Henry J. Kaminski5 · Renato Mantegazza6 · 
Sabrina Sacconi7 · Kimiaki Utsugisawa8 · Tuan Vu9 · Marion Boehnlein10 · Maryam Gayfieva11 · Bernhard Greve10 · 
Franz Woltering10 · John Vissing12 · on behalf of the MG0004 study investigators

 *	 Vera Bril 
	 vera.bril@utoronto.ca

1	 Ellen and Martin Prosserman Centre for Neuromuscular 
Diseases, Toronto General Hospital, University of Toronto, 
Toronto, Ontario, Canada

2	 Department of Neurology, Municipal Hospital, Poznań, Poland
3	 Precision Neurology of Neuromuscular Diseases, Department 

of Neurology, University of Lübeck, Lübeck, Germany
4	 MDA ALS and Neuromuscular Center, Department of Neurology, 

University of California, Irvine, Orange, CA, USA
5	 Department of Neurology and Rehabilitation Medicine, 

George Washington University, Washington, DC, USA
6	 Department of Neuroimmunology and Neuromuscular 

Diseases, Fondazione IRCCS, Istituto Nazionale Neurologico 
Carlo Besta, Milan, Italy

7	 Université Côte d’Azur, Peripheral Nervous System 
and Muscle Department, Pasteur 2 Hospital, Centre 
Hospitalier Universitaire de Nice, Nice, France

8	 Department of Neurology, Hanamaki General Hospital, 
Hanamaki, Japan

9	 Department of Neurology, University of South Florida 
Morsani College of Medicine, Tampa, FL, USA

10	 UCB, Monheim, Germany
11	 UCB, Slough, UK
12	 Copenhagen Neuromuscular Center, Department 

of Neurology, Rigshospitalet, University of Copenhagen, 
Copenhagen, Denmark

https://doi.org/10.1007/s40120-022-00408-x
https://doi.org/10.1007/s40120-022-00408-x
https://doi.org/10.3389/fneur.2020.00660
https://myasthenia.org/MG-Education/Learn-More-About-MG-Treatments/MG-Brochures/intravenous-immunoglobulin-ivig
https://myasthenia.org/MG-Education/Learn-More-About-MG-Treatments/MG-Brochures/intravenous-immunoglobulin-ivig
https://myasthenia.org/MG-Education/Learn-More-About-MG-Treatments/MG-Brochures/intravenous-immunoglobulin-ivig
https://doi.org/10.1080/19420862.2018.1505464
https://doi.org/10.1212/wnl.0000000000011108
https://doi.org/10.1212/wnl.0000000000011108
https://doi.org/10.1016/s1474-4422(23)00077-7
https://doi.org/10.1016/s1474-4422(23)00077-7
https://www.accessdata.fda.gov/drugsatfda_docs/label/2023/761286s000lbl.pdf
https://www.accessdata.fda.gov/drugsatfda_docs/label/2023/761286s000lbl.pdf
https://www.ema.europa.eu/en/documents/product-information/rystiggo-epar-product-information_en.pdf
https://www.ema.europa.eu/en/documents/product-information/rystiggo-epar-product-information_en.pdf
https://www.pmda.go.jp/PmdaSearch/iyakuDetail/ResultDataSetPDF/820110_63994A9A1022_1_01
https://www.pmda.go.jp/PmdaSearch/iyakuDetail/ResultDataSetPDF/820110_63994A9A1022_1_01
https://clinicaltrials.gov/study/NCT04124965
https://clinicaltrials.gov/study/NCT04124965
https://doi.org/10.1111/ene.14153
https://doi.org/10.1186/s13023-021-02064-0
https://doi.org/10.1186/s13023-021-02064-0
https://doi.org/10.1007/s40120-023-00464-x
https://doi.org/10.1007/s40120-023-00464-x
https://doi.org/10.1007/s00415-018-8995-4
https://doi.org/10.1007/s00415-018-8995-4
http://orcid.org/0000-0002-5805-4883

	Safety and efficacy of chronic weekly rozanolixizumab in generalized myasthenia gravis: the randomized open-label extension MG0004 study
	Abstract
	Background 
	Methods 
	Results 
	Conclusion 
	Trial registration 

	Introduction
	Methods
	Study design and patients
	Study treatment
	Outcomes and assessments
	Statistical analysis

	Results
	Patient population and treatment exposure
	Safety
	Efficacy
	Pharmacodynamics and immunogenicity

	Discussion
	Acknowledgements 
	References




