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Good afternoon, everyone.  Thank you very much for this presentation.  So, a lot of times we take care of more elderly patients and we see them a little slow, a little stiff or maybe some tremor.  Is that normal or abnormal?  And, if that is abnormal, what kind of condition do they have?  Do we need to refer them to more specialists doctors, are there treatments for those conditions?  Today, I would like to go over some of these issues here.

Next slide.  This is showing movement disorders.  Let me describe movement disorders first.  It means neurological dysfunctions in which there is either a paucity of voluntary or automatic movements that is a reduction or slowing down of these movements called hypokinesia or an excessive of movements called hyperkinesias or uncontrolled movements called dyskinesia and they are typical involuntary and is not associated with weakness or spacticity.

Next side.  So, for hypokinesias there are a few specific conditions.  The most common one is Parkinson’s Disease and there are a couple of ?? of Parkinson’s Disease such as Secondary Parkinsonism and Parkinson’s Plus Syndrome.  So, we will go into that a little more in just a minute.

Next slide.  For hyperkinesias there is quite a group of them as shown in this slide.  They can be akathisia, that people feel unpleasantness in their limbs and just wanting to move or athetosis, a continuous twisting, writhing type of a movement.  Ballism, big flinging movements that is not well controlled.  Chorea, like dance like movements.  Dystonia, like sustained muscle spasms and them hemifacial spasms are mild ?? like jerks and then restless leg syndrome, kicks and tremor.  So, these are just a few representatives.

Next slide.  Common movement disorders in the elderly because of the limitations of time, I will only describe a few.  One is Parkinsonism, one is tremor and the other one is gait disorder and if we have time left, we will talk a little bit about restless leg syndrome and also drug induced syndromes and some points that we need to be aware of.

Next slide.  So, for Parkinsonism, the most common condition is Parkinson’s Disease.  But, there are a few imitators of Parkinson’s Disease too.  They look like Parkinson’s Disease, but they could be due to something else.  One is Secondary Parkinsonism.  These are Parkinsoniom symptoms that we turn down.  Some slowness, stiffness, shakiness and so on due to drug induced conditions.  We call Drug Induced Parkinsonism and then there can be Vascular Parkinsonism.  These symptoms caused by small strokes or little strokes in areas that control muscle coordination and movement.  Then, thirdly, we have Parkinson’s Plus Syndrome.  We are not going to go into details, but just to make you aware that there are conditions called Multiple System Atrophy or Progressive Supranuclear Palsy.  Again, that looks like Parkinson’s Disease, but different.

Next slide.  Parkinson’s Disease, I am showing a man here with Parkinson’s Disease.  I think that most of you have seen or taken care of a patient like this.  He has a mask masked face, very blank look, stooped posture and shuffling gait and so on.

Next slide.  The cardinal symptoms of Parkinson’s Disease are tremor, rigidity.

Next slide.  Bradykinesia, a slowness of movement.

Next slide.  For Parkinson’s Disease, the classical clinical features are then resting tremor, a tremor only comes when a person is not moving their arms or legs.  Secondly, Cogwheel rigidity, stiffness of the limbs, with a kind of a cogwheel type of sensation, click, click, click and so on.  Bradykinesia, a slowness of movement or lack of movement.  And then, postural instability, they are unsteady and prone to falling.

Next slide.  However, Parkinson’s Disease also, in addition to the main clinical symptoms, also has some associated clinical features that we need to be aware of, such as micrographia, their handwriting becomes smaller and smaller.  Hypophonia, with a low voice, hypomimia, with a blank expression of the face, shuffling gat and festination, which is the patient tends to walk faster and faster and can’t stop, so we call is festination.  Drooling, saliva and drooling now because they don’t swallow their saliva automatically and also swallowing difficulties, Dysphasia is also a clinical feature.

Next slide.  Beside the motor symptoms in a Parkinson’s patient, they also manifest in non-motor symptoms, such as sleep disturbances, a lot of patients will report that they have vivid dreams and move a lot at night and so on.  Autonomic dysfunctions, such as blood pressure fluctuations, constipations and sweating and so on.  Sensory phenomena is that they could complain of cramps, muscle cramps or muscle aches and so on.  Neuropsychiatric manifestations, such as anxiety or depression and cognitive impairment, such as memory loss.  A lot of times, they have what we call executive dysfunction, which is difficulty with quick thinking, prioritizing, organizing, multitasking and so on.

Next slide.  Parkinson’s Disease, there are some general considerations.  It is the second most common progressive neurodegenerative disorder, after Alzheimer’s Disease, but it is the most common neurodegenerative movement disorder.  It is a complex disease with variable symptoms.  It is progressive.  Now, symptoms of Parkinson’s Disease and its neuropathology are quite well characterized, however, pathogenesis or the cause of Parkinson’s Disease is not clear at this time.  It may be multifactorial, several causes can all lead to manifestations of Parkinson’s Disease symptoms and heterogeneous in etiology.  There are different ways that cause it, maybe some related to genetics or some are related to environmental causes.  Lastly, Parkinson’s Disease, because there are quite a group of diseases that look like Parkinson’s Disease, but are not actually Parkinson’s Disease, the misdiagnosis rate is quite high, about 10% - 25% in the general medical profession.

Next slide.  The incidence and Epidemiology of Parkinson’s Disease is such that the prevalence rate is 200 per 100,000, it is pretty rare for individuals less than 40 years old with Parkinson’s Disease, unless they have the familio type of Parkinson’s Disease.  About 1% of individuals over 60 will have the condition and about 2% of individuals over age 85 will be afflicted with Parkinson’s Disease.  Men are slightly affected than women and the incidence rate is 20 per 1000,000 per year.

Next slide.  Now, how do we make the diagnosis of Parkinson’s Disease?  It is a clinical diagnosis and there are several things we look at.  First, the features are that it is often a unilateral symptom onset that is that it affects one side of the body first or more than the other side of the body in terms of stiffness or tremor or slowness and so on.  It is characteristic of resting tremor, which is one good sign of Parkinson’s Disease.  You can see a person shaking when they are at rest.  They have a specific type of walking, they put their feet together, even though they are unsteady, they have a narrow based gait and then they have a stopped flexed posture.  When they walk, you can see that they don’t swing their arms and they might even have a tremor in their hands when they are walking.  Lastly, it is important that when we give these patients the medication Levodopa, we see that it improves all of the symptoms, the stiffness, the slowness and the tremor and so on.  So, if we see the medication has a sustained and significant and beneficial effect, then we are more confident that the patient has Parkinson’s Disease.

Next slide.  As I said, there are quite a few disorders that mimic Parkinson’s Disease.  Now, what are some of the clinical features that could distinguish them from Parkinson’s Disease?  So, red flags will be waved if we see our patients tell us that they are falling down a lot in the beginning and very early in the disease course or they do not respond to the medication Levodopa or their symptoms, the slowness and stiffness are pretty equal and symmetrical on both sides at onset.  Also, if they have a rapid progression of their postural imbalance and dysfunction within half a year to a year, they actually have difficulty walking and falling down, that doesn’t sound like a typical type of Parkinson’s Disease.  If they don’t have any tremor, that’s also a red flag, although about 25% - 30% of all Parkinson’s patients may not have a tremor.  Then lastly, if a person has again, early dysautonomia, that means the autonomic system is dysfunctional, such as a person has fluctuations of blood pressure, when they stand up, their blood pressure drops and they get dizzy and falling down and so on or they have a lot of sweating, GI upsets or constipation and so on.

Next slide.  So, we see patients with Parkinson’s Disease and it is a pretty common neurological condition.  What are some of the indicators of poor prognosis for morbidity and mortality?  First of all, age.  The older our patients, probably, they have a more prognosis.  Then, if the patients first presents with a postural instability gait disorder or what we call PIGD subtype, instead of the tremor dominant subtype, they don’t have tremor, but they have a lot of imbalance, these patients will have poor prognosis because they one, do not respond to medicine as well and they also progress faster.  Then, patients with medical co-morbidities, such as diabetes, heart disease and so on, certainly, will give them a more prognosis.  If they have cognitive impairments, their cognitive functions deteriorating, they will have a poor prognosis.  If they are not mobile and lack exercise and deconditioned, they don’t do as well.  Lastly, if they lack a specialty attention, that is they are not followed by a neurologist or movement disorder specialist, then it is more common that they do not do as well.

Next slide.  Treatment options for Parkinson’s Disease include pharmacological treatments, we have quite a few medications at our disposal to use to treat our patients.  Then, non-pharmacological treatments and surgical treatments.  So, these are three different treatments and you can see, we have quite a variety of options to treat our patients.

Next slide.  This shows the pharmacological treatments, I am not going to go over them just to show you that they are all about 10 – 12 medications that we can use in combinations of these medications can be used together.  Of course, we need some expertise in using these medications.

Next slide.  Non-pharmacological interventions in Parkinson’s Disease are also very important.  We will highlight several points.  One is education.  The more knowledge for the patients and the caregivers, the better it is.  So, we encourage to learn from healthcare providers and support groups and also learn enough to avoid misinformation and incomplete information.  They also need professional and social support.  We encourage them to participate in peer support groups or go to professional conferences or seminars or meetings and so on.  They may also, because Parkinson’s Disease is a chronic, progressive disease, some emotional and financial counseling would be helpful.  Next is exercise.  I cannot emphasize enough about exercise.  We always tell our patients every time we see them to keep active, exercise regularly and avoid deconditioning.  That a lot of times, will just be as good as medications.  Also, with regular stretching exercises because their muscles are sore and stiff, a stretching exercise will help a lot and if necessary, we refer them to physical therapy with some strengthening and gait training.  Lastly, nutrition is very important.  Parkinson’s patients tend to lose a little weight.  We have to advise them to have a balance diet with a suitable consistency so they can swallow easily and also may refer them to nutritional counseling.

Next slide.  If their Parkinson’s Disease progress, there are more complications for the advanced Parkinson’s Disease patients.  These include the motor fluctuations, that is sometimes they are very stiff and slow.  Sometimes they are a little better and fluctuates during the day.  They have dyskinesia, that is involuntary movements that are due to too much medications.  They can have postural instability, gait imbalance, falling down and as we mentioned before, they could have neuropsychiatric problems, such as anxiety and depression.  Sleep disorders, such as RAM sleep behavioral disorder and vivid dreams and preodic leg movements of sleep.  They can have sensory phenomena, so just because their muscle is stiff and tight that they can have muscle aches and spasms and cramps.  Dysautonomia is sometimes pretty serious because their blood pressures run low and that could be even fluctuating when they get up, their blood pressure can suddenly change and they might get dizzy and falling down.  Speech disturbances, speech is very important in communication.  If they cannot speak up and they have dysarthria or stuttering and so on, that impairs their communication and their quality of life.

Next slide.  Just a demonstration of the exercise class that we encourage our Parkinson’s patients to go.

Next slide.  Now, it may come to a point that despite our best efforts with the medication and exercise, our patients with advanced Parkinson’s Disease do not respond to the medication any more.  They could have the dyskinesia, as I said, too much movement, excessive tremor, they also can have on-off motor fluctuations.  So, in one hour, they have too much excessive movements and then the next hour, they are stiff and frozen and they cannot move.  In a whole day, it just cycles back and forth.  There is no prediction and no warning and these are very frustrating to the patients that they can have the stiffness or rigidity with pain and they can have freezing, that is that sometimes when the patients are walking often their feet are glued to the ground and cannot move at all, especially, when they try to go into a narrow space or walk down a narrow corridor or go in a narrow doorway.  That is also very common.

Next slide.  This picture shows with a deep brain stimulation.  This is one of the newest modality that we have right now, by putting electrodes into their brains in certain areas of the brain on both sides of the brain and then hooked up to a pulse generator so we can confer current to the brain to improve their Parkinson’s Disease symptoms.

Next slide.  Deep brain stimulation or DBS is the high frequency pulsatile electrical stimulation.  The electrodes are stereotactically placed into the target of nucleus of the brain in specific areas.  It can be activated or deactivated by an external magnet that we put over the pulse generator, as you can see from the previous slide like a pacemaker like device and the DBS, the exact physiology is unknown, but it seems that when we increase the frequency, it mimics as a cellular ablation, that is to decrease the functions of that area of the brain so that it is to relieve some of the Parkinsonism symptoms.

Next slide.  This slide gives us a little summary of a multi-center, a larger study funded by the VA and the National Institute of Health of 255 patients randomized to either Best Medical Therapy (BMT) and Deep Brain Stimulation (DBS) and followed for six (6) months.  So, these group of people after six (6) months that we found that DBS is superior to BMT in improving the Parkinson’s motor function and also quality of life.  There are off-time, that means that the medicine doesn’t work for them, they are stiff and slow.  It’s reduced by almost 50%, 47% and the on-time, without troubling dyskinesia, a way that they can move around more freely and to care for themselves improved by 81%, so that is a significant benefit.  The adverse events for the surgery doing DBS is not trivial and so we really have to balance the risk and benefits for Parkinson’s patients and it is very individualized.  Also, that the people receiving DBS might take a hit for their cognitive function.  If they are already starting demented that they might get a little worse.  So, because of that, we always make sure that our patients are very qualified and will benefit from the surgery and the risks will not be outweighed by the benefits.  So, that is published in Jama last year.

Next slide.  The next topic that I want to talk about is the tremor.  Tremor is an involuntary, somewhat rhythmic muscle contraction and relaxation involving to and fro movements causing oscillations or twitching of one or more parts of the body.  It is the most common really of a lot of the specific movement disorders that we see in our clinic and it can affect all parts of the body.

Next slide.  Common functional disabilities in tremor include and you can imagine, handwriting, drinking liquids or picking up a glass, fine manipulations, such as buttoning a shirt or tying a shoelace or picking up small objects, eating, dressing and also speaking.

Next slide.  It also causes anxiety and embarrassment for a lot of people.  Some of the people just have a mild tremor and it is a lot of times benign, not causing any great disability, but they do cause embarrassment sometimes.  So, as far as tremors are concerned, it is one of the most common movement disorders in the elderly.  It affects men and women equally.  It is a rhythmic shaking of the hands, arms, head, legs, voice, actually, any part of the body.  The dysfunction of muscle control and coordination of the agonist and antagonist muscles is causing the tremor.  Any joint you can imagine, such as the risk joint are controlled by muscles pulling it up and also pulling it down and these are called agonist and antagonist opposite functioning muscles and if they are not coordinated, it will set up the tremor.  Tremors triggered by or become exaggerated during stress or strong emotions, physical exhaustion or certain postures or movements.  So, a lot of things can make it worse.  There are a lot of causes of tremor.  It could be idiopathic, that means we don’t know the reason or it could be due to brain injury or it could be drug induced, alcohol induced, due to toxins, such as mercury poisoning, metabolic conditions, such as thyroid disease or liver disease.

Next slide.  The classification of tremors include resting tremor, so it is very important to see when a person has a tremor whether he or she shakes while they are moving their hand or not moving their hand or both.  Resting tremor, that is a tremor only appears during rest and is characteristic of Parkinson’s Disease.  Action tremor has two components.  One is a postural tremor, that is if one extends their hand in front of himself/herself and just hold it up, the tremor is called postural tremor.  If a person moves their hands back and forth or touching an object, holding onto an object and shakes, it is called a kinetic tremor.  Then, another category of tremors called psychogenic tremors.  These are not real tremors, but for people that have either psychiatric disorder or conversion disorders, that can potentially, or if they are trying to, will have a tremor that looks like one of the other ones, but there are ways that we can identify it and distinguish them from the other tremors.

Next slide.  Resting tremor is typical of idiopathic Parkinson’s Disease, as I mentioned.  It is a pronation/supination type of tremor.  The hand will go back and forth and it’s a slower rate, about 5 – 6 Hz.  It is present sometimes during walking too.  It has a reemergence tremor.  That is, a person now resting comfortably will have the tremor.  As soon as you tell the Parkinson’s patient to hold up his/her hands, the tremor starts because it’s not an action tremor.  After they have sustained the posture for a while, the tremor comes back again and this is again, very characteristic of a Parkinsonian Resting Tremor.

Next slide.  Action tremor can be one of these several types.  Could be essential tremor or benign essential tremor.  It could be a physiologic tremor, dystonic tremor, cerebellar tremor, orthostatis tremor and task-specific tremor and I will go over each one of them.

Next slide.  Essential tremor is present in about 4% of the population over 65 and probably has a hereditary cause, but its exact etiology and pathology are unknown.  It affects both sides of the body, but usually affecting one side more than the other.  It’s asymmetric, affecting the hands, arms, head, voice, like the tongue, legs, trunk and so on.  It’s typically, high frequency, about 10 – 12 cycles per second.  The tremor also mostly involves the flexion/extension type of muscles.  The muscles that go against or toward gravity.  It’s severity increases with age.  It reduces with alcohol.  It’s a very interesting point.  So, people will tell you that if they drink a little alcohol, it seems to ?? the tremor and there is often a past of family history in the close relatives and these will be supportive evidence to make us think of the benign essential tremor.  Treatment for this condition is with beta-blockers, such as propranolol or primidone, botulinum toxin injection or if the tremor is very severe, the other medications and procedures do not work, then deep brain stimulation is a very good way to actually eliminate the tremor totally.

Nest slide.  Physiologic tremor is different.  It is a very fine, high frequency, low amplitude tremor.  It is almost invisible, you have to really look at it to see the tremor, but a lot times, people will tell you that I just feel like I am shaking all over.  It occurs in normal individuals and typically, it is not clinically significant, but it can be enhanced by physical therapy and to a level that you can actually see.  It is caused by strong emotions.  When a person is angry or stressed or anxious, you can see a person becoming a little tremulous.  Physical exhausting, hypoglycemia, low sugars, hyperthyroidism, heavy metal poisoning, stimulants, drugs, alcohol withdrawal or fever can all cause the tremor to get worse.  It is usually reversible if we know what the cause is and eliminate it so it is not too much of a clinical significance.  Sometimes, patients will be concerned about this, but once you find the cause, it is easily treated.

Next slide.  Dystonic tremor.  It occurs in individuals with dystonia.  That is a sustained involuntary muscle contraction, causing twisting and repetitive motions and have painful and abnormal postures or positions.  The muscles start contracting together.  It is characterized by a head tremor in a lot of people.  It’s called dystonic head tremor.  It also occurs in individuals when they are in a certain position or when they move a certain way.  It occurs irregularly and often relieved by complete rest.  Interestingly, touching the affected body part or muscle may reduce the tremor severity and you can try it.  If a person comes to you with a head tremor you could ask them to just touch their chin and a lot of times, it will eliminate a lot of the embarrassing shaking of the hands for the patients.  That’s kind of a little clinical trick to make the diagnosis.  They also respond very well to botulinum toxin injections, which essentially, reduces the contractions of the muscles.

Next slide.  Cerebellar tremor is a slow, high amplitude, creates more exaggerated movements.  The regular tremor that occurs at the end of a purposeful movement.  It’s caused by a lesion in or damaged to the cerebellum, which is the region of the brain that controls balance and coordination and its outgoing nerves could be by stroke, could be by a tumor, multiple sclerosis, degenerative diseases, alcoholism or certain medications.  All of these can potentially cause that.  Often, the most prominent one in individuals is active and is maintaining a certain posture.  It may be accompanied by speech difficulty, they are slurring their speech or nystagmus, that means the eyes kind of beating and shifting involuntarily and gait ataxia.  There is a sturdiness of gait, walking like a drunk and so on.

Next slide.  Orthostatic tremor.  This is an interesting phenomenon.  It manifests as a rhythmic contraction that occurs in the legs and trunks immediately after standing.  There are cramps, a patient will tell you in the thighs and legs.  The patient can shake uncontrollably when the individual is asked to stand in one spot.  There is no clinical signs or symptoms when the individual sits or lifts off of the ground.  So, this is kind of interesting because when you examine the patients when they are sitting down, their neurologic exam is perfectly normal.  It’s only that they have the problem when they stand up and not uncommonly, people say that these patients are faking or just psychogenic type of movements, but if you know the condition and are able to observe the patient, both sitting and standing, you will see the specific clinical features.

Next slide.  Task-specific tremor.  Have you ever seen a patient that just shakes when they are writing?

Next slide.  Task-specific tremor, also known as focal tremor or occupational tremor occurs mostly in the hands in a certain position or performing a certain task.  It’s thought to be caused by overuse or kind of strengthening or straining of their muscles, when they are overusing this particular procedure, such as writing.  For somebody who writes a lot or throwing a ball, like in a pitcher, a baseball pitcher, bowing the violin.  Musicians actually have this condition quite often, playing the piano, bowing the violin, swinging a golf club, gripping a glass and it only happens in a certain task, that’s why it’s called task-specific tremor.  It may benefit from some medications like beta-blockers, anticholinergics or botulinum toxin injection.

Next slide.  Psychogenic tremor occurs at rest.  Again, I have said that they are not real tremors.  It could be postural or it could be kinetic movements.  It could be resting, it could be action.  So, it’s very irregular, very unpredictable.  Sometimes it occurs suddenly.  It increases with stress.  These are usually quite strange and bizarre movements that are destructible, variable and inconsistent.  If that’s the case, it’s something that just looks very bizarre and strange that we will think of psychogenic tremor.  If somebody is trying to malinger or somebody. . .It may be not intentional at all.  It could be a conversion disorder, due to psychiatric conditions.  So, that is psychogenic tremor.

Next slide.  Symptomatic treatment of action tremors, we could have pharmacological therapy, physical rehabilitation, botulinum toxin, as I mentioned, to relax the muscle and neurosurgical procedure for deep brain stimulation.

Next slide.  I just want to show a writing and a drawing of a patient.  On the left, that is with a lot of tremor due to essential tremor and then after patient has deep brain stimulation and you can see that the writing is now legible and the spiral that he draws is much more regular, so it almost stopped the tremor almost completely.  So, this is a very good procedure for disabling tremors in patients.

Next slide.  Now the next thing we want to talk about is gait disorders.

Next slide.  Normal gait depends on the normal functioning of the whole nervous system.  The nerves, the muscles, skeletal, the circulatory systems and the respiratory systems, in a highly coordinated and integrated manner.  Gait disorder usually are heterogeneous and due to different courses and often multifactorial.  It could be due to orthopaedic conditions, it could be due to a neurologic condition, it could be due to many other conditions.  Gait disorder is very common in the elderly.  About 15% of community-dwelling patients over 65 have a gait impairment, according to some surveys.  The gait disorders call immobility, fall injuries and institution of patients, so it is a pretty serious condition.

Next slide.  How do we determine that the patient actually has a gait disorder?  If I hear that a patient have two unexplained falls or more in the previous year and they start needing a walking aid for balance and safety, they cannot walk more than 300 feet, even with some assistance.  If they cannot go up 15 steps or stairs without support, if they are house bound and they can only go out when they are assisted or have some supervision or transportation or their walking speed is half the speed of their previous best speed or lastly, the condition exists for more than one month, then I will say that my patient has a gait disorder.

Next slide.  Effects of age on gait imbalance is quite important.  As a person gets older, they slow down their walking speed.  Patients decrease their stride lengths and steps.  They leave forward a little bit more, have a forward flex in posture.  They have increased their body sway back and forth a little bit because of the imbalance.  They have an increased in double-support stance time.  That means they have more time when both feet are firmly on the ground because they want more security and balance.  They have decreased push off power.  So we can see that they are kind of gliding their feet instead of lifting their feet off of the ground and there is a disorganization of muscle synergy.  The muscle doesn’t coordinate as well.  There’s a decline in dynamic balance, so they are low and steady.  They can’t automatically adjust their balance anymore.  They have a mild decrease in rotations of the hip and knees, so it makes a knot as following what the brain wants them to do and changes of an elderly person, the type of walking they have is an adaptation to a more safer gait stride, that is to spread out their legs a little bit more, they walk a little slower, they shift a little bit, just so that they will obtain more balance.

Next slide.  So, balance and gait abnormalities with falls in the elderly.  Why are they falling?  Well, in terms of balance, they have unsteadiness when they are sitting down.  They are unable to stand on one leg unsupported.  So, whenever they forgot and pitted on one leg, they will tend to fall.  Unsteady turning and unsteady after a gentle push, that is the body imbalance.  Then, for gait, they have the increased trunk sway, they are unable to pick up the walking pace and also, they have increased path deviation.  A lot of patients will tell you they tend to glide and turn to the one side or the other.  They don’t walk straight anymore.

Next slide.  Syndromes of gait disorders.  I don’t have time to go through all of them, but just remember that when we see a patient with gait disorders, we try to characterize them to the different conditions, so that we will look out for the cause of the gait disorder and also devise treatment for them.  So, on this slide for syndromes for gait disorders, we have Akinetic-rigid syndrome, such as the Parkinson’s patients.  Ataxic syndrome, people will have some sensory loss or cerebellar dysfunction.  Frontal lobe syndrome is if a person has hydrocephalus or multi-infarct state.

Next slide.  We also have upper motor neuron syndrome.  So, if a person had a stroke in their brain, they will be weaker on one side or they walk real stiff-like, what we call spastic gait.  They could have a lower motor neuron syndrome due to abnormalities of the nerves and muscles in their legs.  They will have a steppage gait, they will try to lift up their leg higher because they have a foot drop and slap it down to the floor so they could get more grip and sensation or they have a waddling gait if their hips and their thighs are weaker, they walk with a duck-like type of a posture.  Mixed gait syndromes are these older people, we call senile gait, just to obtain a more safe, a more balanced posture.  Or, they could have a vertiginous gait if they feel vertigo, dizziness and so on, they would again assume this type of a posture.  Lastly, we could have a hysterical gait syndrome or psychogenic gait syndrome.  That’s people don’t really have a gait problem.  It is more psychogenic.

Next slide.  So, I just want to point out that senile gait syndrome is a mixed condition.  So, when we see elderly patients, they may have a combination of problems.  They could have an age related gait decline as I mentioned in some of the points before.  They are now walking slower with a wide-based shuffling gait.  They could have sensory deficits.  Their feet having maybe a peripheral neuropathy.  Their feet do not feel the ground as well.  They have moderate leg weakness because maybe they are deconditioned and then they could have cervical or lumbar spondylosis, bone spurs may be scratching on the nerve, they have some pain, joint abnormalities and so on.  Then, they also can have lack of confidence when they are walking, especially, after they have fallen once or twice.  So, all of these factor into the kind of abnormal gait for an elderly person.

Next slide.  We also want to mention briefly about normal pressure hydrocephalus.  It is a syndrome that has three main clinical features for gait disturbance, urinary incontinence and a dementing process.  So, we are quite aware of that in treatment and the evaluation, they will probably need a neurologist to see them and it is a treatable condition, so we don’t forget that.  We can put in a shunt and reduce the pressure in the brain.

Next slide.  Risk factors for falls in the elderly is the use of medications that causes some sedation.  If they are cognitively impaired, if they have leg disability, if they have foot problems, a history of previous falls, if they is any acute illness or if they are older.  So, all of these are risk factors for falls in the elderly, which we need to really pay attention to.

Next slide.  Treatment to improve mobility and avoid falls is keep active, exercise regularly, if necessary we will refer them for physical therapy.  Definitely look at their medication list and make sure they are not taking too much sedating medicine.  We could use assisted devices or sensory cues and for their living environment, we want to make sure that there is nothing that could potentially cause them to trip and fall.

Next slide.  Then, for the next couple of minutes, I would like to mention a couple of other syndromes.  One is the restless leg syndrome.  This is actually a very common condition.  It occurs quite a bit in the general population, in more than 19% according to some surveys in patients that are 80 years old.  It is mainly a disagreeable and troublesome type of sensation in the legs.  In order to make the diagnosis, these are the criteria.  A person will tell you that they have a disagreeable or troublesome sensation in the legs.  They have an urge to move their legs.  It worse with rest and it is relieved, actually, with activity.  A lot of times the patient will tell you when he gets up and moves around a little bit, the sensation is better.  It intensifies typically in the evening.  So, the person really feels the need to get up and around and it affects their sleep.

Next slide.  You can see it.

Next slide.  It also causes anxiety, sleep deprivation, fatigue in the daytime.  It can be associated with iron deficiency, peripheral neuropathy, kidney or liver disease and some offending medications.  The important thing is to listen to the patient.  Sometimes, maybe ask the right questions.  If they don’t sleep well, is whether or not they satisfy the symptoms that make the diagnosis of restless leg syndrome and then seek medical attention because it is quite treatable and it will be a pity that a person has years of difficulty sleeping just because of this condition.

Next slide.  Treatment, I am not going to go into that, but just to let you know to refer them on if you think that they have restless leg syndrome or read up about it so maybe you can treat them because the treatment is very simple and dopamine agonists can relieve the symptoms very well.

Next slide.  We have drug induced movement disorders.  This is the last category I am going to briefly mention.  It is mostly caused by agents or medications that block the dopamine receptors.  It could cause a lot of different syndromes and treatment is essentially by removing the offending drugs.

Next slide.  So, some of the conditions, again, we need to recognize that are called Tardive Parkinsonism because the drugs cause symptoms of Parkinson’s Disease, dystonia or tardive dykinesia.  Drug induced tremor, they could just have a tremor and drug induced gait disorders.  All these can be related to the drugs in use.  So, in the elderly, as we all know, they have some new symptoms, we have to look at their drug list and make sure that it is note one of the drugs that it is the offending agent.

Next slide.  In summary, for movement disorders in the elderly, a few points.  The movement disorders are very common in the elderly.  Many of them share features of slowness, stiffness, tremor and unsteadiness.  So, we need to observe them a little more carefully.  We need to distinguish them from normal aging process.  Sometimes, that can be challenging.  Some of them are quite treatable and they are disabling, but they are treatable.  So, recognizing them and seeking appropriate treatment are very important.

Next slide.  The last slide I listed some references and for those interested, you can look up some of the references and there are some websites that have a lot of information and you can look into that.

Thank you very much.

Hello, are there any questions from the audience?

No questions.

END OF CONFERENCE.

