152

Chin J Nerv Ment Dis ~ Vol.50, No.3 Mar. 2024

118-123. [29] MBONDE A A, GRITSCH D, ARCA K, et al. DPPX autoimmune
[26] VALERO-LOPEZ G, MARTIN-FERNANDEZ ] J, HERNANDEZ- encephalitis: A short report on two patients presenting with clas-
CLARES R, et al. Progressive encephalitis due to anti-DPPX an- sic features of this rare but treatable disease[J]. Mult Scler Relat
tibodies: A case with good response to treatment with rituximab Disord, 2021, 52: 102934.
[J]. Rev Neurol, 2017, 65(11): 525-526. [30] MIAO A, SHI'Y, WANG X, et al. Clinical features and prognosis
[27] SHIN Y W, LEE S T, PARK K I, et al. Treatment strategies for in Chinese patients with dipeptidyl-peptidase-like protein 6
autoimmune encephalitis[J]. Ther Adv Neurol Disord, 2018, 11: antibody—associated encephalitis[J]. Front Neurol, 2021, 12:
1756285617722347. 817896.
[28] BERNARDO D R, CHAHIN N. Toxoplasmic encephalitis during Ol H 191:2023-08-03 5% H #1:2024-03-27)
mycophenolate mofetil immunotherapy of neuromuscular disease (RiEHmE.E= %)
[J]. Neurol Neuroimmunol Neuroinflamm, 2015, 2(1): e63.

I il A -

S e 301 3 R Ay o b 17 1 0 A SRR R 1 451

ZEM XA Ewe©
[#Z ] B#EEA RKILFFEZE (propriospinal myoclonus, PSM ) J&—Fft L 5 1 1Ak % 4% 6 101 2 52 HE 30 2k ) LA 22
SHRFAE ) 22 WL IR M 2h R , DR 7 LR I 2 A % A LI L S SO R M R I 7™ T 32 5, A 1 ] A
PSM, (8 A BE G ARAS [ E81 8 RIS, AR IR & B 5 PR AARAE | 76 58 Z 000 2 5 B AR A 0 2 22388
A LHL B WIS 12 W0k R R PSML, I ELX 173 Fr U PE REIR YT ORI 4, £ 71 A3 22 5 Ml IR W) e 2238 o7 JL Fl %1
W AEIZ T PSM (354
(R4 A AN
(RESHES] R741

ENRAH 512 Bl f
[caktRiIRAE] A

SN FHTBRENLEEAE B P

A case of propriospinal myoclonus with typical axial convulsions during sleep. GONG Ziwei, WANG Fen, WANG
Ye. Department of Neurology, The Second Affiliated Hospital of Nanchang University. Institute of Neuroscience, Nanchang
University, Nanchang, 330006, China. Tel: 0791-86300624.

[Abstract] Propriospinal myoclonus (PSM) is a rare painless movement disorder characterized by recurrent axial
myoclonus during the wake and sleep transition periods. The recurrent muscle twitches during the hypnotic period severely
affect the patient’s sleep. In this paper, we reported a case of typical PSM. The patient was treated for involuntary limb
shaking before sleep for more than 1 year, and no significant positive signs were found after physical examination in
hospital. After perfecting video polysomnography and polymyography, he was diagnosed as having idiopathic PSM, and he
responded well to 1/3 of clonazepam tablets, suggesting the necessity of video polysomnography and polymyography in the
diagnosis of PSM.

[Keywords] Propriospinal myoclonus Sleep—related movement disorder Polymyography Spinal segmental my-

oclonus Axial myoclonus
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Fig.1 The trend chart of patients” leg movement at night (only episodic limb shaking events were retained)

B BERERENEEE(NRBREEREHES)  PlohFrE 2200 T RN .



154

Chin J Nerv Ment Dis ~ Vol.50, No.3 Mar. 2024

A e L
e2m T I e SR S S S S O S
F3.M2 e e i b cadbdemmmtam, T e st s o i B ol
Fam AN BN NN N W I i
CIM2 SO R
cam AN Prgurnct
e - e e e e
o2m1 Al Lol
ecc
Chint !
Chinz
S s mwma (195116) worn
7 ‘ ﬂ;
a2 - i
B c s
/ -

/ fp—

( At

L

S—

Fig.2 Seizure events detected by video polysomnography and polymyography
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