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Abstract

Maximum Phonation Time as a Tool of Screening
Respiratory Muscle Weakness in Myopathic Pa-
tients
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We examined the relation of maximum phonation
titne (MPT) and vital capacity (VC) and reviewed the
usefulness of MPT as a respiratory function screening.

Subjects : 18 healthy adult subjects (8 men and 10
women), and 32 myopathic patients(24 men and 8
women).

Methods : MPT and VC were measured in sitting po-
sition. Six patients were fested with and without air—
stacking by glossopharyngeal respiration.

Results : In healthy subjects, MPT was 29.9 +11.8
seconds in men and 21.7 % 7.8 seconds in women. Sec-
ond trials showed good reproducibility. The healthy
group had no correlation between MPT and VC. The
patient group showed a significant positive correlation
between MPT and VC(r*=0.25, p=0.003). All patients
with MPT less than 15 seconds showed VC less than
1.5 { and %VC less than 50% . Air-stacking by glosso-
pharyngeal respiration significantly increased the MFT.

Conclusions - MPT is a useful screening test for re-
spiratory muscle weakness. The patients are easily
aware of the effect of air-stacking by glossopharyngeal
respiration.

(Received « July 16, 2004)
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Fig. 1 SpO:changes in breath-holding test.
Patients feel dyspnea before decrease of SpO,, as 2 out of 8 healthy controls. In 3 patients, SpO. starts

to decrease after they give up breath-bolding.
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Fig.2 SpO0:rangesin breath-holding test and in 24-hour monitering in 9 patients,
Tn all but one patient, minimal Sp(; induced by breath-holding is higher than minimal SpQ; in 24-hour
monitering. In 6 patients, when sitting awake at rest, SpO: is lower than maximal SpO: in 24-hour

monitoring.
Example : patient 8,
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Abstract
Perception of dyspnea due to breath-holding in myotonic dystrophy

Yasuo Murakami, M.D., Yasushi Oya, M.D., Masafumi Ogawa, M.D. and Mitsuru Kawai, M.D.
Department of Neurology, National Cent_er Hospital for Mental, Nervous and Muscular Disorders,
National Center of Neurology and Psychiatry (NCNP) '

Patients with myotonic dystrophy (DMI) rarely complain of dyspnea despite of severe hypoxemia. We stud-
ied the perception of dyspnea caused by breath-holding in 9 DM1 patients and 8 healthy control subjects. The pa-
tients, as well as the control subjects, complained of dyspnea and showed decrease in Sp0O.. In none of the patients
but one, however, the bottom SpO. became lower than the minimal SpO; recorded in 24-hour monitoring. DM1 pa-
tients were able to realize hypozia caused by apnea, although they had not realized hypoxia that already existed.
Conseguently, the breath-holding test does not uncover a blunted perception of dyspnea in DM1 ; an afferent sys-
tem contributable to air hunger sensation in breath-holding is preserved in DMI. Breath-holding test may be use-
ful for a DM1 patient to recognize the significance of sleep apnea.-

. {Clin Neurol, 45 : 117—120, 2005)
Key words : myotonic dystrophy, breath-holding, hypoxemia, perception of dyspnea
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