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SHORT REPORTS
Rhythmic raiding of refrigerator related
to rapid eye movement sleep

We report on a patient who three to five times each night got out of bed and
went to the adjacent kitchen to eat and drink, and correlate these episodes of
eating with periods of rapid eye movement sleep.

Case report

A man aged 37 in a managerial job was concerned about the fact that he raided
his refrigerator to eat and drink three to five times each night, about every one and
a half hours.
When aged 1 he had received operations for epispadias, and his ureters had

been implanted into the bowel. He first married at 23 years, but when the
marriage broke down soon after his weight fell to 55 kg. During the next few years
he had an active sex life, and his nocturnal eating began. He remarried at 29 years
to a woman with a keen interest in cooking. His wife was unperturbed by his
nocturnal activities and generally slept through them. If she spoke as he got out of
bed he would only mutter back, and she did not think that he was properly awake
as often in the morning he would not remember having got up during the night.
After each episode of eating he would rapidly fall back to sleep. Sometimes he
would switch on the kitchen light, and sometimes he would behave oddly-for
example, he had once found himselfdrinking sunflower oil. Asked why he did not
simply restrain himself and stay in bed, he said that it was "a sort of impulsion."
When he and his wife went to France each summer for a month they would place
food and drink beside his bed every night.

During the past 12 years he had regularly taken cycloserine to prevent urinary
tract infections. He had also been told to drink plentifully. His nocturnal
behaviour did not seem to have the characteristics of sleepwalking, but as
sleepwalking can be provoked by drugs acting on the central nervous system the
cycloserine treatment was suspected. Treatment with trimethoprim instead of
cycloserine had no effect on his nocturnal behaviour. Generally, he was healthy,
but his blood urea was 9-6 mmol/l (85 mg/100 ml) and he had mild renal scarring.
His height was 172 cm, and his weight improved steadily when he started to live
with his second wife, becoming stable at about 70 kg for the past several years.
There was no history of abnormal daytime eating habits or any unusual concern
for his body size. His hobbies were mainly sedentary.
He spent six nights in the sleep laboratory and would put beside his bed

two bottles ofsoft drink, a pork pie, several packets of potato crisps, and biscuits.
He fell asleep quickly and slept on average for 439 minutes with a normal
distribution of sleep stages, including 25% rapid eye movement (paradoxical)
sleep. There were 31 episodes ofeating, counting closely grouped eating episodes
as one; 28 of these occurred just before, in the middle of, or just after a period of
rapid eye movement sleep (figure). An electroencephalogram confirmed brief
wakefulness as each eating and drinking episode began, and a video tape showed
him unscrewing and screwing up bottle tops. While chewing, however, he would
be falling asleep and would pass into stage 2 sleep within a few seconds and rapid
eye movement sleep within half a minute.
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Epis(des of eating and drinking in relation to rapid eye movement sleep during
the night (measured in the sleep laboratory). Hatched areas are periods of rapid
eye movement sleep; lines are episodes of eating.

The patient and his wife agreed that when they next went on holiday they
would not have any food by the bedside. On return he claimed to have had only
soft drinks during the night. His nocturnal eating returned, however, and at
follow up at one year he was again raiding the refrigerator every hour and a half
during the night. He now dismissed it cheerfully, saying that it did not affect him
adversely.

Comment

In their early description of periods of rapid eye movement in the sleep of
babies on demand feeding, Aserinsky and Kleitman reported that demands
for food were related in time to rapid eye movement sleep. ' In adults there is
a 100 minute rhythm in waking behaviour, as is the case with periods of
rapid eye movement during sleep, and, in an unstructured environment,
waking adults tend to eat and drink spontaneously every 100 minutes.2 3

In conclusion, our patient exhibited a normal propensity for rhythmic
eating and drinking but was unusual in not suppressing this at night as most
adults do.
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Cyanosis attributable to right to left shunt
in the carcinoid syndrome
Cyanosis is commonly observed in the carcinoid syndrome and thought
usually to be due to haemostasis in dilated capillaries.' We present a case
in which central cyanosis appeared to be secondary to a pronounced right to
left shunt.

Case report

A 69 year old woman presented with weight loss, diarrhoea, ankle swelling, and
exertional dyspnoea of six months' duration. She had previously been fit, was a
non-smoker, and was not taking any drugs. On examination she was thin,
centrally cyanosed (but not clubbed), and breathless on minimal exertion. She
had sinus tachycardia (100 beats/min), a soft ejection systolic murmur at the
upper left sternal edge, and moderate ankle oedema. Jugulovenous pressure was
not raised. There were no signs of chronic liver disease, and the liver was not
palpable. A firm mass the size ofa golfball was felt in the right iliac fossa.


