Violenza durante il sonno




Violenza durante il sonno:
alcuni casi










 (Questi casi reali di tentato omicidio
costituiscono una parte di un problema di
salute inusuale e intrigante?

e Che cosa c'e dietro la " Violenza che si
presenta associata al sonno?"
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“L ’ho vista alzarsi dal /letfo,
geltilarssr addosso /a sua veste da
camera, aprire con /la chiave // suo
scrigno, tirare fuorf una carta,
pregarla, scrivervi, leggeri/a, pos/
s/glffar/a, e dr nuovo tornarsene al
letfo. tutto c/io menitre era nel/ piu
profondo sonno...vedete, ha gli
occlif aperts... ma sono chiusr al
sernso.”

Macbeth, William Shakespeare
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Somnambulism / Sleep

Walking of Arousal

® The flight response may include complex
behavior such as starting a car and
driving

® The complex behavior may be one of

escape or of defense against a perceived
threat




Somnambulism / Sleep Walking

B Trying to stop the subject often leads to
violent movements and attack behavior,
often with use of bare hands, knife, gun
or any available object

Although there is amnesia of the event,
the subject may have memory of the
imminent danger or specific threats
against themselves, family or property




Somnambulism / Sleep Walking

B The sleep walking may be preceded by a
scream or a Sleep Terror , with marked
autonomic hyperactivity (increased heart
rate and respiratory rate)

When occurring in a state of terror, the
movements may be much more rapid,

with episodes of rushing into walls,
through windows and out into street

B There is reduced responsiveness, but the
subject may yell, talk, scream
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Pharmacological Treatment

« Antiepileptic medication if seizure
« Clonazepam if REM sleep behavior disorder

« Benzodiazepines (diazepam,
clonazepam,temazepam) if NREM sleep
parasomnia.
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Epidemiology

Agef May affect all ages: most prominent in the elderly
(60+ years)




REM Sleep Behavior Disorders

O

O

O

O

Related to the disappearance of the normal skeletal muscle
atonia
The imbalance between the act dreaming and lack of motor

inhibition leads to activity relating to the content of the
dream

Vivid striking dreams generally associated with coordinate,
semi-purposeful movements i.e. running.

The activity may involve the bedpartner, and be associated
with ecchymoses, lacerations, fractures, smothering and
choking attempts.




Adult RBD

0 Excessive motor activity during
dreaming

O Loss of REM sleep atonia
O Disruption of sleep

O Often accompanied by violent or
injurious behavior during sleep

|

O Clinically is associated with a history of
agitated sleep, which recurs throughout the
night, mostly in the 2nd half of sleep




RBD Onset

O Although adult RBD usually presents
between the ages of 36 and 84 years,
the mean age of onset for RBD
patients ranges from 52 to 62 years

O RBD increases in complexity and
intensity with age

Idiopathic RBD

O Between 25% and 79% of RBD is
idiopathic
B 36% to 67% of idiopathic RBD patients’
condition evolves into a "symptomatic”
form (Parkinson’s/dementia)
® within a 3- to 29-year period, with a
mean latency of 20.3 years




REM Sleep Behavior Disorder

0O well demonstrated by videotaped behavior and
polysomnography

REM sleep is demonstrated by EEG and EOG, with
excaslslve augmentation of EMG in the chin and limb
muscles.

Presence of abnormal and very uent twitches can
also be found. e

Videota%gs of RBD patients require monitoring of all

four limbs, because the arms and legs may move
independently.

During REM, videotapes of RBD patients may
showexcessive limb or body ng or both, complex
movements,or vigorous or violent movements.
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Augmented Muscle Tone (Lack of REM Sleep
Atonia)
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Polygraph During Dream Enactment
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Polysomnographic Characteristics
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Polysomnography
REM Sleep

O Excessive augmentation of chin EMG tone
O Excessive chin or limb phasic EMG twitching

O The chin EMG may be atonic during extremity
movements, or it may be augmented without

body movements.

O Consists of "long-lasting” muscle activity
(increased muscle activity lasting 20.5
seconds) and “short-acting”muscle activity
(increased muscle activity lasting
<0.5seconds)

O Eisensehr et al. repgrted “long-l'?sting”chln

muscle activities were significantly higher in
RBD bpatients




RBD Content

O Patients acted out distinctly altered
dreams, but did not act out their customary
dreams.

O Dream content included defense against
attack (by people [57%] or animals

530%]), adventure dreams (9%), sport
reams (2932 and aggression by the
dreamer (2%)

00 87% patients described feelings of fear and
anger during dreams of being chased or
pttaclgd by unfamiliar people, animals, or
insec




RBD Associations

O] Strong association between RBD and
certain neurodegenerative disorders
B Parkinson’s disease
B multiple system atrophy
® dementia

B |lewy bodies

dok10.1093/brainfawm056 Brain (2007), 130, 27702788

REVIEW ARTICLE

Pathophysiology of REM sleep behaviour disorder and
relevance to neurodegenerative disease

B. F. Boeve,"** M. H. Silber;*¢ C. B. Saper;” T J. Ferman,>” D.W. Dickson,” J. E. Parisi,"*

E. E. Benarroch,'s ). E. Ahlskog,'® G. E. Smith,>4 R. C. Caselli,"® M. Tippman-Peikert,"*¢ E. . Olson,*¢
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Figure 1 An B2-year-did male with & 2-yesr histary of symmetrical extrapyramidal symploms and cognitive dysfundion, sttributed to
vasoular leucencephalopathy. Accosding to his wile, he displayed frequent vocalizstions and violent behaviowr during sleep.

Poly somnographic mardings (D) show los of normal muscle stonia during REM shesp and incressed phatic musce aclvity, &= well =
ading out of dreams with kicking (A), hitting (B) and menadng gestures (C). Based on these festums, the dagnosk of RED was
estabiished.




RBD INJURIES
O Injuries to the patient and

partner are commo
y of spouses reported-beis
aulted (punched, slapped klcked
r pulled, and choked)
of patients injured themselves
Dy striking or bumping into furniture
or walls or falling out of bed

Atypical sexual behavior and
RBD

O Guilleminault et al.reported that
injuries to bed partners can also
occur as a part of atypical sexual
behavior during sleep.




Secondary RBD

* RBD or loss of REM atonia is common
O Acute RBD

in narcolepsy ) _ B drug intoxication (biperiden, caffeine,

—May occur even in younger patients tricyclic antidepressants, monoamine
oxidase inhibitors)

® drug withdrawal (butalbital,
meprobamate,pentazocine, nitrazepam)

Secondary Causes

* RBD may follow the use of specific
medications
— Especially noted with SSRIs

Secondary Causes

0O Chronic RBD
W vascular causes (vasculitis, subarachnoid hemorrhage);
= tumors (pontine neoplasms, acoustic tumors)
®m infectious/postinfectious diseases (Guillain-Barre);

m  degenerative or de inating conditions (amyotrophic
lateral sclerosis familial insomnia, Parkinson’s
disease, dementia, multiple sclerosis, Shy-Drager
syndrome, olvorontocsebeua' degeneration, multiple
system atrophy),

®  drugs (tricyclic antidepressants, fluoxetine, venlafaxine,
mi pine, selegeline, anticholinergic medications)

m d tal, congenital, or familial diseases
(Twm‘s syndrome, mitochondrial
encephalomyopathy, narcolepsy, Group A xeroderma
pigmentosum)




O The history must include:

m Detailed description of the event and
degree of amnesia

Current, past or family sleep disorders
Social habits
Drug / medication / alcohol intake

Employment records and difficulties
potentially related to sleep disorders.

Frequency of violence and its stereotypic
nature

History must include interviews
with the spouse / bedpartner /

family members

O This event and prior events
O Timing of event during sleep/wake cycle
O Frequency of events over time

O Age of onset and associated life
events/traumas

0 Degree of amnesia noted

00 Attitude of subject when fully awake after
the event




The Possibilities

In evaluating the tests, the reviewer
must determine:

O The presence / absence of seizure disorder

O The presence / absence of a sleep disorder such as:
Sleep disorder breathing, Narcolepsy, CNS disorders

O The presence / absence of REM Behavior Disorder
O The presence / absence of NREM Sleep Parasomnia




Treatment of RBD -- 1

« Clonazepam
“Benzodiazepine
spedfic receptor sites, thes= agents appearto  potentiate
the effects of GABA and fadlitate inhibitory GABA neurotransmission and other
inhibitory transmitters

Antidepressa nt with anticonvulsant effects that has been shown to block
nzurotransmission in people with RBD

Irvolves suppression of phasic EMG activity (with behavioral contral) rather than
restoration of REM atonia

Serotonergic properties of drug halp control RBD
Effective for about 90% patients
Usual dose of 0.5-2.0 mg

Advantageous because patients do not usually develop a tolerance for
Clonazepam even over a period of years

Relapse is immediate after discontinuation of drug

Other Options:

0O Gabapentin

O clonidine

O carbamazepine,

O donezepil,

O L-dopa

O melatonin was effective in 87% of patients
n=15) taking 3 to 9 mg at bedtime,.
elatomn is believed to exert its

therapeutic effect by restoring REMsleep
atonia.

O No significant data on above




Other Treatment Strategies

Make the bedroom safe
Remove all sharp and breakable objects

Sleepin a bed/room alone (no sleep partners)

Sleep in a room with only a mattress on the floor

Sleep in padded waterbeds

Cover windows with heavy curtains that are hard to go through
Use pillow barricades

Use ceiling to floor plastic sheets

Patient ties himself to bed with belts and ropes

Figure 1—A pabent with chronic RED demonsiraies his homemade resiraint
apparatus that he used every night for frve years fo prevent himse¥ from leaving
the bed and injuring himsalf during drea m-enacting apisodes.




Other Sleep disorders associated
with automatic behavior:

[0 Disorders of arousal

®m Confusional arousals (sleep
drunkenness)

® Somnambulism / Sleep walking
m Sleep terror
O Nocturnal Complex seizures

®m Particularly frontal, infero - mesial
temporal




Confusional Arousal or Sleep
Drunkenness

® Most commonly occurs in Slow Wave Sleep,
stages 3 and 4 NREM sleep

= Can occur in Stage 2 NREM sleep
® Characterized by marked mental confusion during

and after arousal from sleep, slowed mentation,
and disorientation in time and space

= The subject may move slowly and with
incomplete responsiveness to external stimuli




Epilessie frontali

The seizures are most commonly of tmﬁal_lgﬂ.mnm‘ less
commonly they may be mesio-temporal in origin.
Autosomal dominant, nocturnal frontal lobe epilepsy may
present with sleep related motor behaviors

EEG
The complex behavior is seen at any time during the night,

but is slightly more uent during the first half, esp in
Stage Z'an.ﬁxl freq = =

The behavior may be very stereotypic

O The amnesia is usually complete; confusion and
disorientation are common res.

O Occurs more commonly in men
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Figure2 A36-year-old female with nocturnal frontal lobe epilepsy since the age of 13, Seizures occured up to 10 times & night and wem
characterized by an sbrupt swakening foom slkeep with a feeling of dhest ighiness and dyspnoes, and progmessed to tanic pasturing of the
limbx and hyperkinetic festums, including elevation and extension of the left 2rm (B) and pedaling (A 2nd C). The patient wet fully awae
during the seirure but was unable to spesk. She had sustsined severslinjuries induding fractures of her fingers when hitting objects dudng
the seizures. The red aow an the polysomnographic recarding (D) shows the begiming of & seizure arising from slow wave geep.
intscranial BEG recordings indicated that ssizums aiginated from & corfical dysplasia in the left Fontal angulum.




Figure 3 A 32-pesr-old maele with fonial lobe eplepsy snce the sge of 18 yesrs. Ssizumes sladed with an surs charscterized by cephaic
tinging and fesr folowed by left hasd deviaBon ssodated with donic ks (first in the left aom, then ramdly bilsterslly). Constiousnes
wikh preserved. Moctumal selurnes were accasionally folowed by 2 sscondary generslizstion with 2 post-ictsl phase charsctenzed by
winhent movern ens and 2ubo-ag e sive behadow. The patient could Firow himsell agsnst fie wall (st ine of photogem), T2l out o
bed @econd line) or begve the room (thind line). Intrecerehesl BEG recordings showed that sz ongnated from 2 codtical dysplasia in
the right fonisl supenior gyne.




Table 1 Characteristics of disorders with potential for sleep-related volemnce

Disorder

State of occursence

Clinial featurs

Confusional arousals

Ueepwalking

Sesp fErmar

DHsociafion
o non -REM ghesn

Dismaciation
i non -REM sesp

DHsmociation
wialce/ nan -REM sheep

Dissaciafion
wike/ REM sheep

Pomitie in al deep stages,
refemntaly stags
nan-HERy 2

feormitie in al deep shges,
prefemnfally stags
nan-HERy 2

Waake

Waake or wale/deep
tanstan

Wake

Incompiets awakening, reduced
vigilance, impaired cognition and
amnesia for fhe event

Like confusional arousak but with

perambulation

Incompiets awakening from
nan-AEM- seen with
manHestations of fear

Adting out of dreams

Bipedal automatisms, twisting of
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