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Abstract

Postural abnormalities and gait disturbances are frequent and disabling complication of A 1 20121 5Y 31
Parkinson'’s disease. The postural abnormalities include camptocormia, antecollis, retrocollis, AR 201! : 20121 68 22

PISA syndrome and scoliosis. The gait disturbances include the gait festination and the freezing DAIEKL: 218S

of gait. The evidence to date suggests that postural abnormalities and gait disturbances have FA M MOET MAIZ 250

a multi-factorial pathophysiology and are poorly improved by levodopa medication. Improved SN OJTlCHB! AHEtolBtmAl
understanding of the mechanism underlying postural abnormality and gait disturbance in Tel - 8222228 7313

Parkinson’s disease might ultimately lead us to more comprehensive management strategies Fax - 822 363 2795

for these disabling and drug-refractory complications. e-mail : ywkimi@yuhs.ac
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Fig. 1. Postural abnormalities in Parkinson’s disease. A: Camptocromia, B: Antecollis, C: PISA syndrome

38



o
:

AEEe e FE Aoz Qg e 4 4
_1

Z(axial rigidity)Z} Telo] glon] AyA suuL

& U L5 HE
E A= &
(4)73 %2 (Retrocollis) T Qi) 2

Q| 201 : miZIZHol| M LIEHH= XiM0fe & 2bEoHOf Rt I

ol B4 AR RS} HERZE o83t AR

A, EZE FZolls HAFARSE0] AlEE

A4 okEe 717 ALE SAol A BaiA) UeptAe o (1) w718
oA =8 ShIEHo A UrEbs el wy 27] $54 80
2 Aelel W77k daess wasae] e uelth
252 olefst BaEAe] Wi Ae AR AekslA we
PISA 5372 BE0| MEgt 0% B2 Holk B4 QX 2R ofde] B Aeld Eubrle X 2o
gyzmel Sof WA A B BE A spos

2w glol A Wy Al kA HuZl A
L=

3 o
=7)% ghcHFig, 10). PISASS9] Xd7]& Qlgt A ssta 715l ® aadd 9 -85
E|2] koLt ofobe] Ao A= YERA] ¢k 53] Aol 4 A7) 5ol Fo] Bolak= Aoz I A
| 552 9= 30| 15k oA H(H o= 10% o4 ATt
oJAE 4 gt FHES 9F 8-90%= thFslA B
dubz o uhA7]o] Yepus 7Y 59t (2) ®3)5-4 (Freezing of gait)
A 4w oIeh? ARBT GAP) EuheA masolst 27 A o, AE £F, EE Aot

=
=
I s o] Yehute SALR AAEY oFes obd mwj HaPg AHHoR FAT ¢ gle @R F¢ U
s

Fe Y W vEhd o Qdek =3 FAA Efhs B2k AIS weitt 3 B 3 wagdo] WA
. FEYA o ARSI TRE 0] YEhY| = o] el o] ke 2o 3l = BAE L
A SET AN ABIHT e AT A, ARt A9 2ol A8 gle B FE7A Y
= A% T ARTE aEolof shu, A5 g olo] B EAS vIsolA vake] Sast ddle
e BT e A=Y Al fejhe = AgRith HPFES wXIE olejf &Ry FETS
oth? EZukEol glo] PISA $5wvh vehd 2, b aIES, WA s, A 55 oA
T 5% SolAE EatA vehdt®

oF=o §52dN A FEUA AE Ee
o o)
IS

3R 29 meuelN BEEs RYsde

Year of Progression

2 1 3-5 4—6

L—Dopa Related
Motor Complication

Freezing of gait

Onset Dx  Rx Honeynmoon

2 5

Surgery  Cognitive Death
Decline

Fig. 2. Onset of freezing of gait according to the disease progression in Parkinson’s disease.
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