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Letter to the Editor
Prevalence of nocturnal sleep onset rapid movement sleep period
(SOREMP) in narcolepsy type 1 and type 2
Dear editor,

The Third Edition of International Classification of Sleep Disor-
ders (ICSD-3) suggested that the nocturnal sleep onset rapid
movement sleep period (SOREMP) obtained in a full night poly-
somnography (PSG) may substitute for one of the two SOREMPs
required to meet MSLT criteria, and added the levels of hypocretin
lower than <110 pg/mL as part of diagnostic criteria for narcolepsy
type 1 and type 2 [1].

Emerging therapies focusing on hypocretin-1 “replacement” or
immunotherapy to prevent the loss of hypocretin-1 neurons are
warranted [2]. Nowadays, the hypocretin-1 level is the best option
to identify candidates for new therapies. However, the hypocretin-1
level in CSF is not available in most health services [3].

On the other hand, identification of cataplexy and nocturnal
SOREMP is not difficult. Questionnaires to identify cataplexy have
been successfully used and nocturnal SOREMP can be easily identi-
fied [4]. Notably, no study compared the prevalence of nocturnal
SOREMP between narcolepsy type 1 and type 2 so far [5].

We studied the prevalence of nocturnal SOREMP in narcolepsy
type 1 compared with type 2 in 91 adult patients [34 (37.36%)
men; age 35.2 ± 14.6 years] in regular follow-up for more than
six months. Narcolepsy type 1 (n¼ 60) and type 2 (n¼ 31) patients
were defined according to standard criteria [1].

There was no difference in age, sex, mean sleep onset latencies,
hallucinations report, sleep paralysis, disruptive sleep, and/or
automatic behavior when compared with narcolepsy type 1 and
type 2 (Table 1). The narcolepsy type 1 patients had lower level
Table 1
Demographic, clinical and laboratorial findings in narcolepsy patients type 1 and
type 2.

Narcolepsy
type 1 (60)

Narcolepsy
type 2 (31)

p

Age (years) 38.14 ± 14.50 35.06 ± 11.16 0.31
Gender (male) 20 (39.22%) 14 (35%) 0.42
HLA-DQB1*0602 51 (85%) 12 (39.7%) 0.0001
Hypocretin-1 (pg/mL) 24.36 ± 22.95 381.43 ± 136.82 0.0001
Mean sleep latency (minutes) 2.24 ± 1.10 2.81 ± 1.56 0.89
Numbers of SOREMP at MSLT 3.53 ± 1.26 2.67 ± 1.20 0.0001
Patients with nocturnal

SOREMP
18 (35.29%) 3 (7.5%) 0.001

Cataplexy 56 (93.33%) 0 (0%) 0.0001
Hallucinations 39 (76.47%) 28 (70%) 0.32
Sleep paralysis 32 (62.75%) 24 (60%) 0.48
Disruptive sleep 40 (78.43%) 25 (62.5%) 0.76
Automatic behavior 21 (41.18%) 11 (27.5%) 0.12

SOREMPesleep onset.
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of CSF hypocretin-1 (24.36 ± 22.95 pg/mL vs 381.43 ± 136.82;
p ¼ 0.0001), higher number of SOREMP (3.53 ± 1.26 vs
2.67 ± 1.20; p ¼ 0.0001), as well as greater prevalence of nocturnal
SOREMP (18 vs 3; p < 0.01) and presence of cataplexy (56 vs zero;
p ¼ 0.0001).

This study described higher prevalence of nocturnal SOREMP in
narcolepsy patients type 1.
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