<Doctor’s contact Information and Institution Letter Head> 







<Date>
Re: <Patient Name>
Letter of Medical Necessity for Use of Ig in MOG antibody disease

MOG antibody disease is a relatively new condition previously carved out of the neuromyelitis optica spectrum disorders (NMOSD, ICD10 = G36.0 and recurrent optic neuritis, H46.8) but now rercognized as its own disorder (ICD10=G37.81) in which patients are distinguished by the presence of a serological antibody to MOG (myelin oligodendrocyte glycoprotein). Similar to NMOSD, patients with MOG antibody disease present with recurrent bouts of demyelination largely restricted to the optic nerves and spinal cord. However, patients with the MOG antibody have a disease course more comparable to acute disseminated encephalomyelitis (ADEM) and respond better to treatments used for ADEM.

The diagnosis of MOG antibody disease is made when a patient presents with MRI evidence of demyelination in the context of a positive MOG antibody test. MOG antibody disease is relatively rare with a prevalence of only 1 per 500,000 people, compared to NMOSD at 1 per 100,000 and multiple sclerosis (MS) at 1 per 1,000. 

Unlike NMOSD and MS, patients with ADEM and MOG antibody disease respond well to immunoglobulin therapy (IVIG/SCIG). The rationale for using Ig in MOG antibody disease is based on evidence for its benefit in ADEM. More recently, studies have confirmed that Ig is beneficial for preventing relapses in MOG antibody disease. The studies that support its use are:

1. Hacohen Y, Wong YY, Lechner C, Jurynczyk M, Wright S, Konuskan B, Kalser J, Poulat AL, Maurey H, Ganelin-Cohen E, Wassmer E, Hemingway C, Forsyth R, Hennes EM, Leite MI, Ciccarelli O, Anlar B, Hintzen R, Marignier R, Palace J, Baumann M, Rostásy K, Neuteboom R, Deiva K, Lim M. Disease Course and Treatment Responses in Children With Relapsing Myelin Oligodendrocyte Glycoprotein Antibody-Associated Disease. JAMA Neurol. 2018 Apr 1;75(4):478-487. doi: 10.1001/jamaneurol.2017.4601.

2. Wong  YY, Hacohen Y, Armangue T, Wassmer E, Verhelst H, Hemingway C, van Pelt ED Catsman‐Berrevoets CE, Hintzen RQ, Deiva K, Lim  MJ, Rostásy K, Neuteboom RF. Paediatric acute disseminated encephalomyelitis followed by optic neuritis: disease course, treatment response and outcome. 

3. Ramanathan S, Mohammad S, Tantsis E, Nguyen TK, Merheb V, Fung VSC, White OB, Broadley S, Lechner-Scott J, Vucic S, Henderson APD, Barnett MH, Reddel SW, Brilot F, Dale RC; Australasian and New Zealand MOG Study Group. Clinical course, therapeutic responses and outcomes in relapsing MOG antibody-associated demyelination. J Neurol Neurosurg Psychiatry. 2018 Feb;89(2):127-137. doi: 10.1136/jnnp-2017-316880. Epub 2017 Nov 15. 

4. Thulasirajah S, Pohl D, Davila-Acosta J, Venkateswaran S. Myelin Oligodendrocyte Glycoprotein-Associated Pediatric Central Nervous System Demyelination: Clinical Course, Neuroimaging Findings, and Response to Therapy. Neuropediatrics. 2016 Aug;47(4):245-52. doi: 10.1055/s-0036-1583184. Epub 2016 Apr 29.

<Modify the following – this is just an example> In the case of <Enter Patient Name>, she is a female with MOG antibody disease with optic neuritis in the context of a positive MOG antibody blood test. I believe the best course of therapy for <Enter Patient Name> is monthly IVIG for at least 6 months. I will reevaluate my patient after the treatment of IVIG to measure her therapeutic response and reduction in symptoms, at which time I will consider further treatment.

This is a medically necessary treatment to improve symptoms and quality of life, slow any progression of this chronic disabling disease, to prevent relapses and hospital admissions.
Sincerely,

<Enter Doctor Name, title and institution>
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