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Mycotic aneurysms of the intracavernous segment of
the internal carotid artery secondary to cavermous sinus
thrombophlebitis are exceedingly rare. The authors re-
port a case with mycotic pseudoancurysm in the caver-
nous portion of the interal carotid artery with clinical
and angiographic evidence cavernous sinus thrombosis.
The strikingly development of the pseudoaneurysms
was demonstrated by digital subtraction angiography.
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Fig. 2 Follow up 23days later contrast(Gd TPHA)-

Fig.1-A On hospital 3 days, contrast(Gd TPHA) enhanced axial MR(TR 600,TE 15) show
enhanced axial MR(TR 600, TE 15) show thrombesis with narrowed Lt side cavernous
irreguar stencsis of the cavernous portion segment, of the internal carotid artery at, ca-
of the internal carotid artery and thro- rotid sinus and aneurysm of Lt side caver-

nous segment of the internal cartid artery.

‘mbosis of the cavernous sinus.

i 12
Fig.3, Carotid angiogram (arterial phase) shows
Fig.1-B MR eangiography shows irregular stenosis irregular stenosis of the pseudoaneurysm of
of the cavernous portion of the Lt internal the cavernous portion of the Lt internal
carotid artery carotid artery.

39 ddzacly H3el UE Polo) WA YEUFst BRAAG @RI, dehelA Wy F 6

75 gl sl Hato] B =UTH(aYL 4 A o) N 2] T W 2GEe] 2N F

). U 2A4YA HA) 39 ARIGN &% AEE A 2le F7) 8 esken], WAsel Huy
*:'—%110“ waFR WAFS Ryl FARIL & fol ZMIENFIL A BARD JAHAY4A, B)

AAA (282, AN 64U A B WY 28E M2 B2 YA A% Fo stglen),
AN WA HuRdel FHANY YA 29 FES AFESL TGN, AT FF Fohe

A2l filling % emptying timee] #7 Vehhs 7k Al ol Agich
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Karsner(1947) & 234 $947E Helagtse
2 P PRI Az ok Aveile) &

Fig.4-A Follow up 6 month later contrast(Gd
TPHA)-enhanced axial MR{TR 600, TE 15)
show stenosis of the internal carotid artery
and pseudoancurysm of the cavernous
portion of Lt internal carotid artery wit-
hout interval change.

Fig.4-B Follow up 6 month later MR angiography
show stenosis of the internal carotid artery
and pseudoaneurysm of the cavernous
portion of Lt internal carotid artery wit-
hout interval change.
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The Syndrome of Gait
Ignition Failure

- Report of two cases -

SR Han, M.D., BS Kim, M.D.. JHRha, M.D.,

TS Moon, M.D.*, DJ Shin, M.D."
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College Seoul, Korea
*Department of Neurology, Jungang Kil Hospital Incheor,
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The gait seen in the syndrome of gait ignition failure
has the clements of parkinsonism and frontal gait
disorders with difficulty starting walking, turn hesitation
and freezing. Unlike parkinsonism and frontal gait
disorder, however, this syndrome showes a relatively
normal gait with upright posture, good am swing and
normal stride length once under way, and normal or
nearly normal equilibrium. None of the patients with
this gait disorder have classic parkinsonian features and
impairment of cognition or limb praxia. Therefore this
syndrome may be different disease entity from
Parkinson's disease or frontal gait disorders.

INTRODUCTION

Atchison et al(1993) proposed that the gait
disorder characterized by difficulty starting
walking, turn hesitation and freezing but
relatively normal gait with upright posture,
good arm swing, normal stride length once
under way, to be called “the syndrome of gait
ignition failure”. The core features of this
syndrome are similar to the manifestations of
parkinsonian gait but none of the patients
with this syndrome show classic symptoms and
signs of Parkinson’s discase and derived any
benefit from levodopa. The patients with
frontal gait disorder walked on a wide base
with short and shuffling steps and had occa-
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