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F1  ABERRAHT R
Hematology Biochemistry Arterial blood gas
(Room air)
WBC 7,100 /uL TP 84g/dL pH 7478
Seg 95.0 % Alb 4.7¢g/dL PaO: 889 Torr
Lymp 2.0 % AST 17U0/L PaCO: 44 Torr
Mono 2.0 % ALT 13U/L HCOs "~ 32.2mmol/L
Eos 0.0 % v-GTP 22U/L BE 8mmol/L
Baso 1.0 % ALP 163U/L Spirometry
RBC 403 x 10" /uL BUN 88mEq/L vC 222L
Hb 119g/dL Cre 0.39mEq/L % VC 774 %
Hct 333 % Na 117 mmol/L FVC 222L
Plt 184 x 10 /uL K 44mmol/L % FVC 76.6 %
Cl 81 mmol/L FEV. 209L
Serology BS 94mg/dL % FEV1 76.6 %
CRP 0.06 mg/dL KL-6 319U/mL FEVI/FVC 79.9 %
SP-D 37.3ng/mL DLco 7.39mL/min/mmHg
% DLco 68.8 %
F2 WHIERERY 77 7 (PSG) ArA
Recording time 634 min | Sleep period time 572.5 min
Time in bed 568 min | Total sleep time 352.5min
Sleep efficiency 55.6 % AHI 79.0/h
Stage wake 0.1 % AHI in REM 0/h
Stage 1 12.3 % AHI in NREM 759/h
Stage 2 66.5 % AHI in supine 784 /h
Stage 3 + stage 4 21.1% Apnea index 14/h
Stage REM 0% Hypopnea index 776/h
Sleep latency 66min | Event max length 13.6sec
REM latency Omin | Event mean length 11.6sec
Arousal index 20.1 min | Total snoring index 781.3/h
LMI 1059 /h Cumulative time at SpOz below 90% 84.3 %
PLMI 0/h Balin — lowest SpO2 88—=72%
PLM arousal index 0/h
LMI : leg movement index, PLMI : periodic leg movement index, AHI : apnea hypopnea
index.
72 (K1), RN, THEX, GGER, A2, SpO. A, MW

AGERE AR T X 52 C Ul 0 i L R
ZROLN, AR OWIE & i LB LIZED . W
Hfl CTHAS T3 < B o MV B s D FRAE 2 30D 7295,
ZTOMEFIIALNL D72,

IR B RER AT (F21) @ ILBEEAL T & fRe 7228, Mtk R,
1R, 1RIIEZh Tz,

fiiBHAIPSG : 7SV A —FPLS100 (7 7 BT
St BV, &R, WOSR, FR A B IR 00 5 A
(SpO2), MRk Z AL E=% — LW L7, AHI 40.2/H%,
¥ Sp02 90%, WEWE A X > M 2Rk K SpO2 1 82% 12
ELTW,

PSG (¥%2, M1, 2) : AV =T+ v Fx—"EL V) —
X GENT 7 =<kt 2 Hw, Bk, RER, B

SEB) 2 E LAz NV — V1% 2014 48 0 o ] I AR 5
24y (American Academy of Sleep Medicine) ®O$EME3
B HLHED 12D W TIT o 72, AHI 79.0/K:, HI 77.6/HF,
AT 1.4/WF & R TH - 72

ABetaftd « 2R 920 9 BECARIC X 5K Nalfi
FEEEZ O, H1IHH XY Nafiilk B A4 B Efik
WG 2 To 7. nCPAPEAED S 2 L7225, Aki#
H 411 9B *LH|Z Japan coma scale (JCS) I -200 ¥ CT&
LNV 238, BRI A A TldpH 7.179, PaO:
61.9Torr, PaCO: 84 Torr, HCO3~ 30mmol/L, BE — 0.3
(8L/min V¥ —/N—=< X7 EFETF) &k TR A 4
RO KEWE TV, NLIPRERES L ko7
IMARAE, RS, SHERHGMECT, B MRI T3 &k



% Rk D 161 485

I G | R T ——|ppy S— Y 1 W W (DO R A
=Tl 203821, LAwD 113 - Wl 30 sac/page
TR ti2 [ttt M e
128w
CA=AY R st mnlpp—soppancApecsv Sy
128 W
o1-a2
V20 4t M*Wm
2:Al A RS " bl " o I gty
[T - il # s S i s i b & h
— A Y A
126 i -
ot
oy

9399999999959
76686666 K666 7

999936599999
555444455565

X1

PSGHT L (SEMERE).

FERIRF IS BV CHRAR M SEIT AT % 32D T 5

e ot sttt dblteleif et

%jr

“w[

1‘1“""1“ f pe--reiffiyet

i

ittied

l,m]nmmmonunnu P T Ty PR O R R Y P

“% WWWW l“ﬁ” fﬂ   q".w
WMMW 1 i) M U I MM

et e e R e e e A RS ]

R R L L N R N Y SRR AN REY

(e

B |

1)
Al

1) ——

K2 PSGHrKL (Stage2). FEfef)Z iERIRE 2 ) PSR 2 B0 T 2

FEEDKRIN E 72 5 BEITA LN T2,
BRI DO%EZ ED,
HAZIIHAE 217\,

fre,

HREHE D, 5N 7z.
Z DRI D A IR R B 11 35
(noninvasive positive pressure ventilation : NPPV) %
BB SR L7z, milF Boskebh, Wi H
ROZAREARHEERE & 72 0, LR RoSBRINAR 2 BIaG S
T2 SERDO Y E Z BO b o 7z,

SHHE,

N LI 2 M1 5T SPECT % JitifT L, WS REH e okho
Yxu 7B, R KIE L% 2430
eI T 35 mmHg, PEEEMIE 18 mmHg DK T)
2o Tz, MR EIZHE S SRBD & L THEENPPV
ZEAL, @%*@Lﬁﬁ%ﬁ®%ﬁﬁ&an fELIY
WAL HE SN TND T EEMERDD 2, H449% HIZREE

“mTe.ECD Loz



486 H I E

VSRR & ke L, kol ke sz AR o 3 T
WA, AP RREEAIIL L 72, £ 72, EECHH R
FEEDBESAON, STHEEE o7, 512, B
ek 1 4E 2 ok MLk SPECT 2 B\ Tg /MK, 15T
DIMFAR T A A SNz, Pl X D) Gilman 5 DG L7232
Wr2k#E2 (2 81) % probable MSA O FEHEZ Gii 72 L, MSA
DLW & o7z,

z =

MSAZ/MEEEBY T, 78—F 2y VER, BEAEE
IERELZH R EREETIRAREOENHEETH D,
10 ADH72) 1 ~3NEHMBRERETH LY. MSA T,
KB SIRFHFEF TS EFSEFRLANVOBEIZL Y EH
%“SRBD % &7- L, ZZRIEDIEIN & 7% %Y. MSAIZHE)
SRBD 1%, FREHEDS X O L NV o REE 25T
BT ENTELY. FAGEMZEIHESE LY, £ IEN
WESEAT T O 7 7> D B2 W IR I 240 RS X 2 7 P P 8 <0
BMETICEZ2H0THY, HEMBRELE TR 2
EOEWIZRNT L wbhTwaY 7 —J, KL
NV TOBEEDHREIZH L TIPS, TR L, L
J& S % W) 2 WIS S IRA% R R ) X A % ] B AT
pre-Botzinger complex DZMIZ X 0, KBRS MAE X9
% IR OB, CO2 BUBTE DT <2 H A P e 1,
IR R0 ERZ E2FTEwbhTwaY. Zhbo
WP 2 o> IR BRI L B LT, 4 o0 B S L A e fe
PR FE 2 F AN TR W OB THE LD
IR SN 59, Uzawa 5 12 MSA #5200 1 @ 9
B 4% TrE i AR (A D BEIR T o stridor ASHIFEREIR
ELTALNEERELTWEY. —F, BRETXHH
PHNTHHENZ BV TARBID X 5 PN L~y
TOMWEEEZ MV, & 5 ICAMEMPIRASICE - 28
X7 h o7z Glass 5%, MSA 23K Wr 09k A1 o Bk [
TIREHERE B L7266l LB, 5 b3flEa
PERR AL 2 5HE LTB Y, Wb AR A3 A
SN0 ABITOHPSG TIZMEIR A X B ZE PR IE A
EHEEICA S NS, HEEEF X ) AR % 520 C
W2 RS IS OMIFRIZIE KB L OBk o
HREELTwsEEZ LN, Tt TOMSADSRBD
DEEIEET 5. ABITIEZ OBEPRORER, 2T
FUNPA G 2 560 L 72 & % 2 Tz, REITIIEEFED
M A A LD R AIIER T, RERAT ARSI S AR
BT TV, R O %2 X7 L72RRE
EH ST, MSAIZBWTHRL L L TOAKIE %2
ETHEE LT, LTl 7 HE B0 HoH oo 52 DAL
AEPRE B OAC T Y R0, AR, BUR TE, BMEiask
i, WEHEIEFEORE L OREIRE SN TVwEY. K
BT ENE T RIS % X 72 L2 T, BRI IC

6 (6). 2017

BOTHL AR EBFIZFEDTE S Y, MSA D SRBD D
RICBALT, 5B 30PN ETHS. T2, K
BICTIENPPVEALZ X ) [EAR P O A X2 b OLEHs
A SN7275, nCPAPR NPPVIZ X 5 FAGEBZEDBEE D
Wb HY, MSADSRBD DEFE b, SREESLET
%Z}B)M)_

Arlnl, 2k RN 4 & BRSBTS 7z MSA @
WK D % 160 2 F65 L 72, UK AS B o ik HES 8 S0 I e
E AN TRFREASICBWTMSAZENREEE LT
HERINDIRETH Y HET 5.

2% D COI (conflicts of interest) BH/R : AR CHEEHNEIC
B L ChFICHE R L.

51 3k

1) Wenning GK, et al. Multiple system atrophy: a re-
view of 203 pathologically proven cases. Mov Dis-
ord 1997; 12: 133-47.

2) Gilman S, et al. Second consensus statement on the
diagnosis of multiple system atrophy. Neurology
2008; 71: 670-6.

3) KREMEMEYZ, HAMERYSER AASMIZE 2
IEMRB & OFEREA XY bR EY=2 TV L—),
FEE, Btttk 5 VERSION 2.1, 2014.

4) Bannister R, et al. Laryngeal abductor paralysis in
multiple system atrophy. A report on three necrop-
sied cases, with observations on the laryngeal mus-
cles and the nuclei ambigui. Brain 1981; 104: 351-68.

5) Shimohata T, et al. Daytime hypoxemia, sleep-disor-
dered breathing, and laryngopharyngeal findings in
multiple system atrophy. Arch Neurol 2007; 64:
856-61.

6) Benarroch EE. Brainstem respiratory control: sub-
strates of respiratory failure of multiple system at-
rophy. Mov Disord 2007; 22: 155-61.

7) Isozaki E, et al. Morphometric study of nucleus am-
biguus in multiple system atrophy presenting with
vocal cord abductor paralysis. Clin Neuropathol
2000; 19: 213-20.

8) TEHIEM, Al AN SM=IRE, floppy ary-
tenoid % ' U 7 % SRA ZE0AE O BT PR, s
2012 : 52 : 421-4.

9) Uzawa A, et al. Laryngeal abductor paralysis can
be a solitary manifestation of multiple system atro-
phy. J Neurol Neurosurg Psychiatry 2005; 76: 1739-
41.

10) Glass GA, et al. Respiratory insufficiency as the pri-
mary presenting symptom of multiple-system atro-
phy. Arch Neurol 2006; 63: 978-81.



% RIREMAED 1) 487

11) Koktiirk N, et al. Multiple system atrophy present- 13) Shimohata T, et al. Floppy epiglottis as a contrain-
ing with acute respiratory failure due to diaphrag- dication of CPAP in patients with multiple system
matic dysfunction. Tuberk Toraks 2006; 54: 370-3. atrophy. Neurology 2011; 76: 1841-2.

12) WNEAIEW, B, ZREEMIE BT 2 PRI 14) BEIEHIG. £ RMBEME B 2 RXGERIZE. fiif
BEEDRES. EH#F 2002 5 56 : 407-11. D 2006 5 50 : 409-19.

Abstract

A case of multiple system atrophy diagnosed following acute hypercapnic respiratory failure

Tomoyo Taketa? Miho Suginaka®, Koichi FurukawaP®,
Naoki Nakamura®, Takao Kamimori® and Hiroshi Fujiwara
4Department of Respiratory Medicine, Hoshigaoka Medical Center
b Department of Respiratory Medicine, Yodogawa Christian Hospital

b

A 67-year-old woman with interstitial pneumonia underwent portable monitoring because sleep apnea syn-
drome was suspected due to snoring. Results showed an apnea-hypopnea index (AHI) of 40.2/hr. We adminis-
tered nasal continuous positive airway pressure, but the resulting improvement in AHI was insufficient. Over-
night polysomnography demonstrated hypoventilation with severe hypoxia. She subsequently complained of
bilateral leg weakness and hoarseness that was suspected to be due to a neuromuscular disorder, but we could
not make a definitive diagnosis. While under observation, she suddenly developed acute hypercapnic respiratory
failure, and we finally diagnosed her with multiple system atrophy (MSA). We report this case here because
MSA initially presenting with hypoventilation that culminates in acute hypercapnic respiratory failure is rare.



