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in the body [Figure 2]. His 99m Technetium labelled TRODAT 
Single photon emission computed tomography (Tc TRODAT 
SPECT) was normal. Nerve conduction study was normal. 
A needle electromyographic examination performed to look 
for features of stiff person syndrome was normal.

The patient was treated with 1 g of intravenous pulse 
methylprednisolone over 5 days. However, no significant 
improvement was observed. Subsequently, he received 
intravenous immunoglobulins (IVIG; 2 g/kg) over 5 days and 
was continued on oral steroids (1 mg/kg). In the follow‑up 
teleconsultation after a month, he reported moderate 
improvements in bradykinesia, hypersomnolence, emotional 
lability, and apathy. The motor UPDRS scores improved to 
20 after treatment. However, gaze abnormalities persisted. 
He then received two doses (1 g each) of rituximab 2 weeks 
apart. The improvement in bradykinesia, hypersomnolence, 
emotional lability, and apathy after treatment with IVIG and 
steroids remained stable after administration of rituximab. 
Oral steroid was tapered over the next 2 months. He was stable 
until 6 months of follow‑up, but then developed pneumonia 
and succumbed to sepsis.

Immune‑mediated parkinsonism manifests as an atypical 
parkinsonian syndrome, with features of brainstem 
involvement, cognitive dysfunction, and sleep abnormalities.[1] 
Patients with paraneoplastic parkinsonism often develop limbic 
encephalitis, diencephalic syndrome, or brainstem syndrome, 
which progresses rapidly leading to significant disability.[2] Our 
patient showed PSP‑like parkinsonism and sleep abnormalities 
associated with anti‑amphiphysin antibodies.

Anti‑amphiphysin antibodies are high‑risk antibodies (>70% 
associated with cancer) directed against intracellular antigens 
and are encountered commonly in the setting of breast, 
ovarian, or small cell lung cancers.[6‑8] The commonly reported 
neurologic phenotypes include stiff person syndrome, sensory 
neuronopathy, encephalomyelitis, polyradiculoneuropathy, 
limbic encephalitis, sensory cerebellar syndrome, and 

Lambert–Eaton myasthenic syndrome.[7] The phenotype of 
our patient was not considered high risk according to the 
updated diagnostic criteria for paraneoplastic neurologic 
syndromes.[8] However, the clinical features of rapidly 
progressive parkinsonism, hypersomnolence (diencephalic 
involvement), and cognitive dysfunction with high CSF 
protein suggested an intermediate risk phenotype and a 
probable paraneoplastic neurologic syndrome (PNS) with 
a PNS‑Care score of 6.[8] The response to immunotherapy 
further supported the diagnosis. We could not do repeat 
testing of anti‑amphiphysin antibodies in CSF or an immune 
histochemistry due to financial constraints, and could not 
perform an autopsy.

We describe an unusual and novel presentation of 
anti‑amphiphysin antibody–associated disorders. It 
is important to investigate immune causes in rapidly 
progressing atypical parkinsonism for finding potential 
treatment options.
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