
MOGAD: 
Who, when and how to treat?

Elia Sechi, MD

UOC Neurologia

AOU Sassari



In the last 3 years, E.S.

• Received speaker honoraria and/or support for attending 
scientific meetings from Alexion, Horizon, Roche and UCB.

• Served as editorial board member for BMC Neurology and 
Frontiers in Neurology. 

• Served as medical advisory board member for the MOG project. 

Disclosures



1. General considerations

2. Treatment of disease attacks

3. Maintenance treatment and disease monitoring

MOGAD treatment - Layout



Disease course in MOGAD

50% 50%

• Relapsing course in only 50%

• Progressive disability is rare

• Recovery is often good



Disability accrual in MOGAD

• Median N. attacks/patient: 

5 (range, 1-16)

• Median follow-up: 

14 years (range, 9-31)

• Final EDSS >4:

2/29 (7%)

• Median VA: 20/20 (20/20 

to count fingers)

Lopez-Chiriboga & Sechi et al. JAMA Neurol 2020



- Should we treat all patients long-term? 

- Can we predict who is going to relapse? 

- Can we predict who is going to have a poor outcome? 

- Should we treat all disease attacks? 

- Is our treatment strategy guided by solid evidences? 

MOGAD treatment - Considerations

NO

NO

NO

NOT SURE

YES



• Better outcome with early immunotherapy:

- IVMP (1 g/day for 5-7 days)

Treatment of MOGAD attacks

Steroids are often not sufficient!



• Better outcome with early immunotherapy:

- IVMP (1 g/day for 5-7 days)

- PLEX (5-7 exchanges)

Treatment of MOGAD attacks

Start PLEX on day 4 of IVMP if no improvement!

Do not wait for antibody test results!!!



• Low risk compared to potential benefits

• Efficacy of PLEX demonstrated before AQP4-IgG discovery!

Consider PLEX regardless of antibody serostatus

• Randomized, sham-controlled, 

double masked, cross-over 

study

• 22 adult patients with severe 

attacks of CNS demyelination

(10 MS, 12 other)

• Persistant deficit 14 days after 

corticosteroids onset

• Improvement in 8/19 (42%) vs 

1/17 (6%); p=0.01



Early treatment - Caution if...

DAVF Infarct Abscess

Worsen

with 

steroids

Worsen with 

PLEX 

(hypotension)

Worsen

with 

steroids or 

PLEX

Sechi et al. Semin Neurol 2021; Zara et al Eur J Neurol 2023



• Better outcome with early immunotherapy:

- IVMP (1 g/day for 5-7 days)

- PLEX (5-7 exchanges)

- IVIg (various regimens)

Treatment of MOGAD attacks

39 pts (adults and children)

Lotan et al. 2023

In some patients first line treatments are not sufficient!



• Data from case reports mostly:

- IL-6R inhibitors (e.g., tocilizumab)

- Cyclophosphamide

- aHSCT

- Other? (e.g., RTX)

Rescue therapies for MOGAD attack



• MOGAD patients may show a steroid-dependent course

• Early relapses associated with long-term relapsing disease

• Steroid taper may reduce the risk of relapses

BUT

• Early relapses are less common:
- Relapses within 1 year in 23%
- Relapses within 3 months in 10% 

Post-attack steroid taper?

Chen et al. Ann Neurol 2023

- Steroid taper in 25%
- Median duration, 13 mo (range, 1 we – 49 mo)

Use of steroids and steroid treatment duration 
did not reduce the risk of relapses; p=0.96

Jurynczyk et al. Brain 2017; Nosadini et al. N2 2023



Just treat everyone and don’t mind it!

OR

Choice based on:

• Recovery from the initial attack

• Highly relapsing course from onset

• Patient’s preference/opinion

OR

Try to predict relapses with:

• Longitudinal MOG-IgG serostatus

• MRI (new/enlarging lesions in <5%!)

Post-attack long-term immunosuppression?



• Rituximab less effective compared to NMOSD, but potentially better 
with highly relapsing course

Long-term treatment options



• Rituximab less effective compared to NMOSD, but potentially better 
with highly relapsing course

• Classic immunosuppressant (e.g., AZA, MYC) only showed 
moderate efficacy 

• Ongoing trials for IL-6R and FcRn

• Periodic IVIg are a good option, especially in children

Long-term treatment options



• MOGAD differs from NMOSD and MS in disease course and attack 
recovery, and requires a different approach

• MOGAD attacks should be treated promptly and aggressively 
(even when MOG-IgG test result is not readily available)

• Patients with highly relapsing disease from onset or poor recovery 
after the presenting attack are reasonable candidate for long-term 
immunosuppressive therapy

• The optimal treatment strategy in MOGAD needs to be clarified but 
some drugs are promising (e.g., anti-IL-6R, anti-FcRn, IVIg)

Conclusions
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Thank you for your attention!


