Letters should be from your treating health care provider and on their letterhead.


DATE

ADDRESSEE 

MOG antibody disease (MOGAD) is a recently coined neuro-inflammatory condition carved out of the neuromyelitis optica spectrum disorders (NMOSD, ICD10 = G36.0) that preferentially causes inflammation in the optic nerve but can also cause inflammation in the spinal cord and brain. Myelin oligodendrocyte glycoprotein (MOG) is a protein that is located on the surface of myelin sheaths in the central nervous system.1,2 While the function of this glycoprotein is not exactly known, MOG is a target of the immune system in this disease.3 The diagnosis is confirmed by the presence of a serological antibody to MOG (myelin oligodendrocyte glycoprotein) in patients who have repeated inflammatory attacks of the central nervous system.4

Similar to NMOSD, patients with MOG antibody disease present with recurrent events 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. 

Your health care provider may include details about your diagnosis, what treatments you may have used, and why immunoglobulin is necessary for your treatment here. For example:

[ADD NAME], was diagnosed MOG antibody disease [ADD NUMBER OF YEARS] years ago. Currently this patient is on [ADD 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.

The letter should be signed by your healthcare provider

Please note, SRNA cannot sign letters of medical necessity nor provide medical advice. The template letter provided here should only be used by physicians with expertise in MOGAD who have determined that immunoglobulin is the best course of treatment for you. There are several other treatments used in MOGAD, and treatment should be determined through a conversation with a trained health care provider.
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