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Fig. 1 The pictue of the patient.
The patient’s back is shown. The yellow line indicates the vertebral

body. Her upper trunk is inclined to the right and the lumbar vertebrae
are convex to the left.
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Fig. 2 Images of X ray.

(A) Chest X ray. The thoracic vertebrae are convex to the right. (B) Abdominal X ray. The lumbar vertebrae are convex to the left.
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Fig. 3 Radiological images.
(A) Axial FLAIR (3.0 T; TR 12,000 ms; TE 115 ms). No abnormality in basal ganglia was detected. (B) DAT scan image. Striatal
dopamine transporter (DAT) density was evaluated using I'*-FP-CIT. The patient had markedly reduced DAT density (arrows),

which suggested nigrostriatal dopaminergic damage.

z =

RKONL, FEYA M= T E2SERE L, 64FH%IC/—F
VAN RLIN=F U UHEOLBIEEZ SN Z
DEIBRIVAMNZT 2 RETH—F V=X N F8—F
Y VIRDIE NS R EME R AT AL R, KM R
ISR AVEE, SR E R COSFMER R mE T EN
Y. BNV A NS T A= F Y VIRORICA SR
LYERN—F VAL LD Do TV EEII N —F
VIR L) b SRR THIE R TS R, R 3
EHMEMER E 2R EED Y. Lo Leds, ApllizonT
&, MMSE O T 3% C RRlEREFIE 2V o0, BEOFIK
DT, HITHkREREE, S WRRAERERE & v o 7z/8—
F UV VTR S RO N LR ORMIERIIINZ, A
FEMECd A EE) RN, BRRERE, SR, LB &
KL, FERIZIEDITNIIELERD D, LR NG T8k
TEEOFWPLUET A LDz 512, DAT AF ¥ VTl
HIZEAOERICT A H Y, Ly 1 —/IMRIIEEHE % 7RI
% &9 2 RRAIRRRE R B A AR, L A BEIRATE) X
2, MIBG.ULHY v F 7774 —I3EHTE %0727,
SH MRI Tl % R ZMEAE R AT AL LRI 2 & % 7RI
TLEREMREZRED Lo PO EN—=F 2 VK
LBl L7z

IN=F VI VIHTHALNL VAN TIE LR R/ GEHIC
B L C\w5b Z &A% <, peak-dose dystonia %° wearing-off
dystonia, diphasic dystonia 7z &S 5N T W5 V. B4R $—
FUVURTELELEVA N THREHFLT0DE DD
LI, EEELDANCREBEON=F VY VIRV A N=T %
o T2 bDIEIPHTHY), SHICVAMN=THETT S

FEBNET L DA nwEeZEZOND Y. &2 ANKREITEESTE
TYR =T RHFERE L, ZOH LR /I BIFIZRES
TN =F VXA D L) RREERERL
oo ABIOLHITT AN T RSEIERE L, ZOBICLAR
RSBSOS —% vV = XA A O % B & D 7= EBIERE X
FADPREL D DY TIE5 M (22 EH) OHREDVH - 72
(Table D27, /8S—% > v = XA MBE TOMBIL 65 H D
L2 AELNEN D 072, TDE I VKR FITOIARNZT O
PEEIEZ L, TRIEARFIE Rl T 5 1 Th o7,

F72, ROENINS—F 2 =X L8 LT D 2 W
JifT L7z DAT A% v > CHiMIFEEZEOLMEL T 2 AL b7
Z LD HN—F 2 VRR L R EARAE R HEA T AR L R
L EDEDMODIN—F 2 SEGERE R R B, BRI W
LESPITE L7z ERLo 22 6 DAT A% v ¥ HPFEH S
NTW72b DRAFLITIELIBIOATHY ¥, ZOFEHT
1378—% 2 = XA BIRTIZ DAT A F % > H3390E S A1, Wil
HEBOERME T 2HEO TV, FRIV NTF VAR
& — (DAT) EEMEAE NI v o2 -0 v OfERICE
KB, N33 VO AREFT>TWAIREHTH S Y.
MGAED DAT 13X —F 2V YRR ZF DD/ —F 2 VE
BHTRHEPET T2 EPMONTHEY, EEORYZ
>, IREGIZ DWW TIE =% 2V U & RTEEIRE, FRAE
WZOWTUE LY 1 —/MERIGBAE & 7V A <= & O
BITDAT A% v Y ANEHENTWA T YA N=T2ET 2
RN=F 2V Z A LD VBTILBERRBR L OEHFEETH
575, DYTS @i T8 THDH NI VRIS A F=7
(H)I9%) TIEDAT A% ¥ VIZIEETH B LW IHHEDDH 5
ZEnS, BIEMY A =T EOENTH DAT AF ¥ VITH
HThsI EMRBENL WY LoTABDLHIZV AT



TANZTHEAT LI =F 0 U 56 : 603
Table 1 Clinical features of patients with Parkinson's disease after dystonia in previous cases and the present case.
Patient Author Year ( Age Eamily bet“;lz:le;;:;?; and  Type of dystonia Responsiveness to L-dopa f?z})t?lzzrsngil
years) history parkinsonism (years) Dystonia Parkinsonism  DAT scan
1 LeWitt PA, etal’ 1986 29 M 4 Torticollis Good Good NE
2 60 M 4 Arm-hand flexion  Slightly good good NE
3 64 M 20 Witer's cramp Good Good NE
4 Katchen M, et al® 1986 43 M 13 Writer's cramp Worse Good NE
5 49 M 2 Meige's syndrome Worse Good NE
6 60 M 5 Torticollis Worse Good NE
7  Klawans HL,etal' 1986 43 NM NM 1 Torticollis Worse Good NE
8 81 NM NM 25 Torticollis Worse Good NE
9 45 NM NM 7 Torticollis Worse Good NE
10 37 NM NM 3 Torticollis Worse Good NE
11 46 NM NM 9 Hemidystonia Worse Good NE
12 60 NM NM 8 Hemidystonia Worse Good NE
13 64 NM NM 3 Focal dystonia Worse Good NE
14 63 NM NM 5 Focal dystonia No change Good NE
15 46 NM NM 4 Focal dystonia No change Good NE
16  MiwaH, et al’ 1996 51 M 4 Hemidystonia No change Good NE
17 43 M 2 Focal dystonia No change Good NE
18 70 M ? Torticollis No change Good NE
19 62 F + 1 Axial dystonia No change Good NE
20 38 F + 2 Meige's syndrome Worse Good NE
21 41 F + 1 Torticollis Good Good NE
22 BouzgarouE, etal® 2007 77 F 0.5 Axial dystonia No change Good +
23 Our case 2016 67 F 6 Axial dystonia No change Good +

NE, not examined. NM, not mentioned.
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Abstract

A case of Parkinson’s disease following dystonia

Chiharu Yasuda, M.D.", Takanobu Takei, M.D.”, Takenori Uozumi, M.D., Ph.D.",
Tomoko Toyota, M.D., Ph.D.”, Tomoaki Yuhi, M.D., Ph.D.” and Hiroaki Adachi, M.D., Ph.D.”

YDepartment of Neurology, University of Environmental and Occupational Health, Japan, Wakamatsu Hospital
“Department of Neurology, University of Environmental and Occupational Health, Japan
¥Department of Neurology, Japan Labour Health and Welfare Organization, Moji Medical Center

Parkinsonism and dystonia are both disorders of the extrapyramidal motor system, and some patients exhibit a
complex of the two symptoms. Although several reports have referred to the coexistence of these disorders as
parkinsonian disorders with dystonia, in the majority of cases, dystonia appeared after parkinsonism. DAT-scan is useful
for the early diagnosis of Parkinson’s disease (PD) and other types of parkinsonism such as dementia with Lewy bodies.
This case report describes a 67-year old woman diagnosed with axial dystonia without parkinsonism 6 years previously,
which had worsened despite treatment with Botulinum toxin injections, and hindered the patient’s gait. The patient
visited the hospital because of gait disturbances and DAT-scan showed a levodopa transducer decrease in the putamen. A
few weeks later, she was re-admitted to hospital and exhibited Parkinsonism. Levodopa improved the gait disturbances
but axial dystonia was unchanged, and a clinical diagnosis of PD was made. In the authors’ opinion, this was a rare case of
parkinsonian disorders with dystonia, characterized by the development of PD after dystonia. DAT-scan may be helpful
for the diagnosis of patients with parkinsonian disorders with dystonia.

(Rinsho Shinkeigaku (Clin Neurol) 2016;56:600-604)
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