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New Onset On-Medication Freezing of Gait After STN-DBS in Parkinson's Disease
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Freezing of gait (FoG) is commonly observed in advanced Parkinson's disease (PD) and it is associated with reduced mobility, recurrent falls, injuries, and loss of independence. This phenomenon typically occurs as the effect of dopaminergic medications wears off (“off” FoG) but on rare occasions, it can also be observed during peak medication effect (“on” FoG). In this report, we present the case of a 65-year-old female with a 13-year history of akinetic-rigid idiopathic PD who developed recurrent episodes of “on” FoG after bilateral subthalamic nucleus deep brain stimulation (STN-DBS). She underwent STN-DBS for management of motor fluctuations, which resulted in a marked improvement in her motor symptoms. Within the next 6 months and after several programming sessions, the patient reported “on” FoG occurring regularly 1 h after taking levodopa and lasting a few hours. Accordingly, a repeated levodopa challenge showed that FoG resolved with either levodopa administration or STN stimulation alone, but the combination of both therapies induced recurrence of FoG in our patient. Subsequent management was complex requiring adjustments in levodopa dose and formulation along with advanced DBS programming.
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INTRODUCTION

Freezing of gait (FoG) is a common and disabling symptom in Parkinson's disease (PD) in which patients are unable to initiate or continue locomotion (1). It is defined as “brief, episodic absence or marked reduction of forward progression of the feet despite the intention to walk” (2). It appears at the initiation of gait or during locomotion resulting in the inability to lift the feet from the floor and trembling of the legs (3). This complex motor phenomenon can occur at any point in the course of the disease, but it is more commonly observed in advanced PD (1, 4). FoG is frequently observed at the end of dose or “off” medication state, as the dopaminergic medication effect is wearing off. Less frequently, FoG might occur during peak medication effect or “on” medication state (5–7).

Subthalamic nucleus deep brain stimulation (STN-DBS) is a well-established therapy for motor fluctuations and PD symptoms including akinesia, rigidity, and tremor. However, the efficacy of STN-DBS on axial symptoms such as FoG, postural instability, and gait impairment has been inconsistent with conflicting reports (8, 9). Although STN-DBS frequently improves levodopa-responsive symptoms including FoG (10), there are reported cases of persistent or even worsening FoG after DBS surgery (8, 11). Additionally, acute FoG can be induced by STN-DBS, possibly related to the disruption of afferent fibers from the pedunculopontine nucleus (PPN) to STN (12).

There is limited information regarding the occurrence of FoG due to the simultaneous use of levodopa and STN-DBS. We describe a case in which levodopa and STN-stimulation independently resolved “off” FoG, however, the combined effect of both therapies consistently induced “on” FoG that required further medication adjustments and advanced DBS programming. Lastly, we also discuss the potential neuroanatomic mechanisms responsible for this unique interaction.

CASE PRESENTATION

A 65-year-old female with a 13-year history of akinetic-rigid idiopathic PD presented with worsening parkinsonism, motor fluctuations, and “off” FoG. Early in the disease course, treatment with levodopa and selegiline resulted in excellent therapeutic benefit. Eight years after the diagnosis, unpredictable motor fluctuations, “off” dystonia, lower extremities peak-dose dyskinesia, and “off” FoG became increasingly difficult to manage with medical therapy. In preparation for DBS, after an overnight withdrawal of dopaminergic medications, a levodopa challenge test with 400 mg levodopa (13) showed a 72% improvement in her total Movement Disorder Society Unified Parkinson's Disease Rating Scale (MDS-UPDRS; 14) motor score from (55 points in the off-medication (off-med) state to 15 points in the on-medication (on-med) state). Importantly, the item 3.11 of MDS-UPDRS (FoG score) improved from 4 to 0.

After a multidisciplinary assessment, the patient underwent bilateral placement of STN-DBS leads (3389, Medtronic, Minneapolis, Minnesota USA; Figure 1A). This provided an excellent clinical response with adequate thresholds for side effects, corticospinal side effects around 3–4V in all contacts. Dyskinesia of the left foot was noted with the programming of left contacts 0 and 1, and generalized dyskinesia with right contact 9. Three months after surgery, motor symptoms continued to be improved with stable stimulation parameters: amplitude 3.0 V, pulse width 60 μs, frequency 130 Hz in monopolar mode bilaterally with left STN (C+;2-) and right STN (C+;10-) (Figure 1B). The motor MDS-UPDRS score decreased to 37 points in the off-medication and on-stimulation (off-med/on-stim) condition (33% improvement). Subsequently, within 6 months after surgery, the patient reported a consistent appearance of “on” FoG, after taking medications and lasting several hours. It should be noted that preoperatively, the patient had only “off” FoG. Multiple programming sessions and attempts of double monopolar stimulation using different amplitudes (Figure 1C) provided transient benefit in her FoG.
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FIGURE 1. (A) Bilateral STN lead location, the STN (orange), globus pallidus internus (light green), globus pallidus externus (light blue), and red nucleus (red) are shown for reference; (B) Volume of tissue activated (VTA) in the initial programming setting (red), L-STN (C+;2-), R-STN (C+;10-), 60 us pulse width, 130 Hz frequency, and 3.0 V; (C) VTA in the second programming setting (dark blue): L-STN (C+;1-;3-), R-STN (C+;9-;11-), 90 us pulse width, 130 Hz frequency, and 2.0V; (D) VTA in the final programming setting (green): L-STN (C+;2-), R-STN (C+;10-), 90 us pulse width, 60 Hz frequency, and 4.5 V.



In order to determine whether FoG was caused by neurostimulation or dopaminergic medications, the levodopa challenge test with a same dosage as pre-operation was repeated in the on-stimulation (on-stim) and off-stimulation (off-stim) conditions. Patient's MDS-UPDRS FoG score was 2 in the off-med/on-stim state and 4 in the off-med/off-stim state. Once stimulation was turned off, the patient developed a recurrence of FoG which gradually improved after levodopa (FoG score improved from 4 to 1), along with other axial symptoms (Figure 2). The FoG was reproducibly improved either by levodopa (on-med/off stim) or neurostimulation (off-med/on-stim). In the on-med/on-stim state, the patient developed persistent, severe FoG and gait difficulties for several hours after levodopa intake [FoG score increased from 2 to 4 with the axial score from 22 to 27] (Figure 2).
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FIGURE 2. MDS-UPDRS sub-scores of levodopa challenge test. (A) FoG and axial scores of levodopa challenge test in the off-stimulation state. (B) FoG and axial scores of levodopa challenge test in the on-stimulation state. FoG score: MDS-UPDRS item 3.11; Axial score: the sum of MDS-UPDRS item 3.1 (speech), 3.2 (facial expression), 3.3 (neck), 3.9 (arising from chair), 3.10 (gait), 3.11 (FoG), 3.12 (posture stability), 3.13 (posture), and 3.14 (body bradykinesia); Total score: MDS-UPDRS part III total score. Stimulation parameters: L-STN (C+;1-;3-), R-STN (C+;9-;11-), 90 us pulse width, 130 Hz frequency, and 2.0 V. MDS-UPDRS, Movement Disorder Society Sponsored Revision of the Unified Parkinson's Disease Rating Scale; FoG, freezing of gait.



We determined that the summative effect of electrical stimulation and dopaminergic stimulation induced “on” FoG, similar to previously reported FoG induced by supratherapeutic levodopa doses (7). Initial management strategies included reduction of levodopa dose and the use of extended-release preparations with partial improvement in FoG. We then adjusted the stimulation and applied low-frequency settings as follows: Left STN (C+;2-), Right STN (C+;10-), amplitude 4.5 V, pulse width 90 μs, and frequency 60 Hz (Figure 1D). At 1-year post-operation follow-up, her FoG scores were significantly improved in both the medication on and off states (FoG score improved from 4 to 1).

In order to localize the specific anatomical electrode positioning and determined the volume of tissue activated (VTA), patient's pre-operative T1-weighted magnetization prepared rapid gradient echo (MP-RAGE) images were co-registered to her post-operative high-resolution CT scan prior to normalization to the Montreal Neurological Institute (MNI) template space using the Lead-DBS software package (14). The STN was localized by means of the DBS Intrinsic Template Atlas (DISTAL) (15). Lead-DBS was utilized to simulate VTAs for all presented DBS programming settings using a tissue-specific conductivity model (14), which were used as seed volumes for deterministic tractography in DSI Studio (http://dsi-studio.labsolver.org/). A group-averaged diffusion dataset concatenated from 1,065 normative datasets in the Human Connectome Project database (https://db.humanconnectome.org) was utilized for fiber tracking. A total of 5,000 tracts were generated from each VTA and fiber counts were measured to target regions in the Automated Anatomical Labeling (AAL) atlas (16) and the cerebellar spatially unbiased atlas template (SUIT) (17).

The fiber tracking generated from the different VTAs of the three programming settings revealed overall greater connectivity between the left VTAs to the medial frontal gyrus, supplementary motor area (SMA), and multiple regions of the cerebellum when compared to the right VTA. Notably, there was a decrease in the connectivity of the left VTA and these regions during the improvement of “on” FoG (Figure 3). According to these findings, we hypothesize that the changes in the neuro-connectivity affecting the prefrontal cortex (PFC) and cerebellum in the setting of the combination of neurostimulation and levodopa lead to the occurrence of “on” FoG.
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FIGURE 3. Fiber tracking from different VTAs of three programming settings. VTA, volumes of tissue activated; Frontal Sup, superior frontal gyrus; Frontal_Sup_Med, medial frontal gyrus; SMA, supplementary motor area. The initial, second, and final programming settings are referred to Figure 1.



DISCUSSION

We present a case of unanticipated, acute, reproducible “on” FoG caused by the combined effect of levodopa and STN-DBS. FoG might occur following STN-DBS or be related to disease progression (4), but to the best of our knowledge, there are no reports of “on” FoG caused by the combination of medications and DBS. Most commonly, “on” FoG is observed as a consequence of disease progression, limited management of parkinsonism and suboptimal placed leads (18). Several cases of acute “on” FoG after DBS have been reported, which may be related to the DBS electrode passing through the fields of Forel and subsequently damaging the afferent fibers from the PPN to STN (12).

There are additional reports of lateralized stimulation-induced freezing and hesitant gait following bilateral STN placement. Specifically, FoG increased significantly with either left or bilateral stimulation, while FoG decreased with right STN stimulation alone or when bilateral stimulation was turned off. It was revealed that anteromedial placement of the left electrode compared to the planned target, possibly affecting the projections from the globus pallidus to PPN increasing FoG (19). High-frequency stimulation in the STN area (i.e., a region encompassing the STN, the ZI, and the fields of Forel) can selectively worsen on-med akinesia and gait while simultaneously improving rigidity and tremor (20). For this patient, no differences were seen with individual left or right DBS programming changes. Based on postoperative MRI, the left lead was slightly anterior compared to the right lead (Figure 1A). This supports prior reports suggesting that stimulation-induced akinesia and worsening gait were associated with stimulation in the most dorsal and anterior STN (21).

Based on our fiber tracking assessment, decreasing connectivity of the left VTA with the SMA, PFC, and cerebellum corresponded to improvement in the “on” FoG. We hypothesize that the PFC and cerebellum are the key areas that are involved in triggering “on” FoG in the setting of levodopa intake and high-frequency STN neurostimulation. The PFC is highly sensitive to a high dopaminergic environment given a large number of dopamine receptors that are present (22). Excessive dopaminergic stimulation can also cause deleterious effects on PFC function because of its inverted-U-shaped action (22, 23) as the threshold for FoG is not a linear phenomenon like dyskinesia (24, 25). Furthermore, long-term supratherapeutic levodopa is capable of influencing the frontal area function. It has been postulated that negative effects of levodopa on frontal executive functions can contribute to the occurrence of levodopa-induced FoG, although relatively uncommon, has been well-documented in selected cases (26, 27). Thus, it may be helpful to reduce the effects of dopamine on the PFC as seen in our patient by smoothing out the drug regimen, reducing dose-related peaks, and potentially reducing the overall daily levodopa dose.

Another study revealed that patients with “on” FoG had less activation of the posterior parietal cortex and less deactivation of the dorsolateral PFC and thalamus, and increase activation in the supplementary motor area (28). The supplementary motor area has direct projections to the STN responsible for strong inhibition of a planned action (29, 30) and is strongly activated during real FoG episodes (31). Several studies have shown that STN-DBS can improve the levodopa-responsive FoG, but has limited effect on “on” FoG (25). Moreover, degeneration of the prefrontal and frontal cortex may explain the levodopa-resistance symptoms and worsening of gait and FoG caused by stimulation of descending connections to the PPN.

Our study provides additional information by suggesting an important role of the cerebellum. Recent work has emphasized the tight interplay between the cerebellum and the basal ganglia (32, 33). Cerebellar activity is increased in PD patients, and hyperactivation in the cerebellum may be a compensatory mechanism for defective basal ganglia input (34–36). Based on these findings, medial cerebellum and its connections might be critical for balance and gait control in PD (37, 38). Experimental evidence point to the importance of the cerebellum locomotion region (CLR) in gait control, a region which exists in the midline of the cerebellum (39). Functional reorganization within the locomotor network which contains the SMA, the mesencephalic and the cerebellar locomotor regions has also been described in PD-FoG (40). More recently, Fasano et al. mapped lesions causing FoG using a common brain atlas, they observed that lesions to multiple different brain areas causing FoG were part of a common functional network connected to a focal area in the dorsal medial cerebellum, corresponding to the CLR (41). They suggested that lesion-induced FoG which is likely the “resistant” or “unresponsive” subtype (42), may be more likely to occur when lesions disrupt the medial cerebellum connections. In addition to the CLR, the mesencephalic locomotor region (MLR) is clearly important for gait, and its PPN component plays a part role in gait and postural control in patients with PD (23). Although we were unable to assess other subcortical connectivity in our case, future studies are necessary to delineate the relationship between “on” FoG and brain connectivity.

CONCLUSIONS

According to our findings, we conclude that the interaction of impulsive dopaminergic stimulation and high-frequency STN stimulation could induce “on” FoG. The PFC and cerebellum might be the key areas that the combination of medication and STN-DBS effect to trigger this motor phenomenon. Nevertheless, few cases have been reported describing this association and assessing the mechanism of “on” FoG and further studies are required to confirm potential brain network connectivity patterns.

DATA AVAILABILITY

The datasets generated for this study are available on request to the corresponding author.

ETHICS STATEMENT

All procedures were approved by the Ethics Committee of Xuanwu Hospital of Capital Medical University. The subject gave written informed consent in accordance with the Declaration of Helsinki. And she gave written informed consent for publication of this report as well.

AUTHOR CONTRIBUTIONS

SM and AR-Z were the major contributors in writing the manuscript. PC, YZ, JL, and SM contributed to the diagnosis and treatment of the patient. EM contributed to the image analysis. LA, WH, AR-Z, and PC contributed to checking the manuscript. All authors read and approved the final manuscript.

FUNDING

Beijing Municipal Administration of Hospitals' Mission Plan (No. SML20150803), Beijing Municipal Science & Technology Commission (Nos. D07050701130000, D07050701130701, Z161100000216140, and Z171100000117013), Beijing Municipal Commission of Health and Family Planning (No. PXM2018_026283_000002), and the National Key R&D Program of China (No. 2018YFC1312000).

ABBREVIATIONS

FoG, freezing of gait; VTA, volumes of tissue activated; STN-DBS, subthalamic nucleus deep brain stimulation; PPN, pedunculopontine nucleus; MDS-UPDRS, Movement Disorder Society Sponsored Revision of the Unified Parkinson's Disease Rating Scale.

REFERENCES

 1. Okuma Y. Practical approach to freezing of gait in parkinson' s disease. Pract Neurol. (2014) 14:222–30. doi: 10.1136/practneurol-2013-000743

 2. Nutt JG, Bloem BR, Giladi N, Hallett M, Horak FB, Nieuwboer A. Freezing of gait: moving forward on a mysterious clinical phenomenon. Lancet Neurol. (2011) 10:734–44. doi: 10.1016/S1474-4422(11)70143-0

 3. Factor SA. The clinical spectrum of freezing of gait in atypical parkinsonism. Mov Disord. (2008) 23(Suppl. 2):S431–8. doi: 10.1002/mds.21849

 4. Perez-Lloret S, Negre-Pages L, Damier P, Delval A, Derkinderen P, Destée A, et al. Prevalence, determinants, and effect on quality of life of freezing of gait in parkinson disease. JAMA Neurol. (2014) 71:884. doi: 10.1001/jamaneurol.2014.753

 5. Giladi N. Medical treatment of freezing of gait. Mov Disord. (2008) 23(Suppl. 2):S482–8. doi: 10.1002/mds.21914

 6. Schaafsma JD, Balash Y, Gurevich T, Bartels AL, Hausdorff JM, Giladi N. Characterization of freezing of gait subtypes and the response of each to levodopa in parkinson's disease. Eur J Neurol. (2003) 10:391–8. doi: 10.1046/j.1468-1331.2003.00611.x

 7. Espay AJ, Fasano A, van Nuenen BF, Payne MM, Snijders AH, Bloem BR. ‘On’ state freezing of gait in parkinson disease: a paradoxical levodopa-induced complication. Neurology. (2012) 78:454–7. doi: 10.1212/WNL.0b013e3182477ec0

 8. Davis JT, Lyons KE, Pahwa R. Freezing of gait after bilateral subthalamic nucleus stimulation for parkinson's disease. Clin Neurol Neurosurg. (2006) 108:461–4. doi: 10.1016/j.clineuro.2005.07.008

 9. Cossu G, Pau M. Subthalamic nucleus stimulation and gait in parkinson's disease: a not always fruitful relationship. Gait Posture. (2017) 52:205–10. doi: 10.1016/j.gaitpost.2016.11.039

 10. Brosius SN, Gonzalez CL, Shuresh J, Walker HC. Reversible improvement in severe freezing of gait from parkinson's disease with unilateral interleaved subthalamic brain stimulation. Parkinsonism Relat Disord. (2015) 21:1469–70. doi: 10.1016/j.parkreldis.2015.09.047

 11. Collomb-Clerc A, Welter ML. Effects of deep brain stimulation on balance and gait in patients with parkinson's disease: a systematic neurophysiological review. Neurophysiol Clin. (2015) 45:371–88. doi: 10.1016/j.neucli.2015.07.001

 12. Adams C, Keep M, Martin K, McVicker J, Kumar R. Acute induction of levodopa-resistant freezing of gait upon subthalamic nucleus electrode implantation. Parkinsonism Relat Disord. (2011) 17:488–90. doi: 10.1016/j.parkreldis.2011.02.014

 13. Morishita T, Rahman M, Foote KD, Fargen KM, Jacobson CE, Fernandez HH, et al. DBS candidates that fall short on a levodopa challenge test: alternative and important indications. Neurologist. (2011) 17:263–8. doi: 10.1097/NRL.0b013e31822d1069

 14. Horn A, Li N, Dembek TA, Kappel A, Boulay C, Ewert S, et al. Lead-DBS v2: towards a comprehensive pipeline for deep brain stimulation imaging. Neuroimage. (2019) 184:293–316. doi: 10.1016/j.neuroimage.2018.08.068

 15. Ewert S, Plettig P, Li N, Chakravarty MM, Collins DL, Herrington TM, et al. Toward defining deep brain stimulation targets in MNI space: a subcortical atlas based on multimodal MRI, histology and structural connectivity. Neuroimage. (2018) 170:271–82. doi: 10.1016/j.neuroimage.2017.05.015

 16. Tzourio-Mazoyer N, Landeau B, Papathanassiou D, Crivello F, Etard O, Delcroix N, et al. Automated anatomical labeling of activations in SPM using a macroscopic anatomical parcellation of the MNI MRI single-subject brain. Neuroimage. (2002) 15:273–89. doi: 10.1006/nimg.2001.0978

 17. Diedrichsen J. A spatially unbiased atlas template of the human cerebellum. Neuroimage. (2006) 33:127–38. doi: 10.1016/j.neuroimage.2006.05.056

 18. Okuma Y, Yanagisawa N. The clinical spectrum of freezing of gait in parkinson's disease. Mov Disord. (2008) 23:S426–S430. doi: 10.1002/mds.21934

 19. Tommasi G, Lopiano L, Zibetti M, Cinquepalmi A, Fronda C, Bergamasco B, et al. Freezing and hypokinesia of gait induced by stimulation of the subthalamic region. J Neurol Sci. (2007) 258:99–103. doi: 10.1016/j.jns.2007.03.002

 20. Goetz CG, Tilley BC, Shaftman SR, Stebbins GT, Fahn S, Martinez-Martin P, et al. Movement disorder society-sponsored revision of the unified parkinson's disease rating scale (MDS-UPDRS): scale presentation and clinimetric testing results. Mov Disord. (2008) 23:2129–70. doi: 10.1002/mds.22340

 21. Fleury V, Pollak P, Gere J, Tommasi G, Romito L, Combescure C, et al. Subthalamic stimulation may inhibit the beneficial effects of levodopa on akinesia and gait. Mov Disord. (2016) 31:1389–97. doi: 10.1002/mds.26545

 22. Cools R, D'Esposito M. Inverted-U-shaped dopamine actions on human working memory and cognitive control. Biol Psychiatry. (2011) 69:e113–e125. doi: 10.1016/j.biopsych.2011.03.028

 23. Snijders AH, Takakusaki K, Debu B, Lozano AM, Krishna V, Fasano A, et al. Physiology of freezing of gait. Ann Neurol. (2016) 80:644–59. doi: 10.1002/ana.24778

 24. Cossu G, Ricchi V, Pilleri M, Mancini F, Murgia D, Ricchieri G, et al. Levodopa–Carbidopa intrajejunal gel in advanced parkinson disease with ‘on’ freezing of gait. Neurol Sci. (2015) 36:1683–6. doi: 10.1007/s10072-015-2234-x

 25. Devos D, Defebvre L, Bordet R. Dopaminergic and non-dopaminergic pharmacological hypotheses for gait disorders in parkinson's disease. Fundam Clin Pharmacol. (2010) 24:407–21. doi: 10.1111/j.1472-8206.2009.00798.x

 26. Nonnekes J, Timmer MH, de Vries NM, Rascol O, Helmich RC, Bloem BR. Unmasking levodopa resistance in parkinson's disease. Mov Disord. (2016) 31:1602–9. doi: 10.1002/mds.26712

 27. Amboni M, Barone P, Picillo M, Cozzolino A, Longo K, Erro R, et al. A two-year follow-up study of executive dysfunctions in parkinsonian patients with freezing of gait at on-state. Mov Disord. (2010) 25:800–2. doi: 10.1002/mds.23033

 28. Mitchell T, Potvin-Desrochers A, Lafontaine AL, Monchi O, Thiel A, Paquette C. Cerebral metabolic changes related to freezing of gait in parkinson disease. J Nucl Med. (2019) 60:671–6. doi: 10.2967/jnumed.118.218248

 29. Cavanagh JF, Wiecki TV, Cohen MX, Figueroa CM, Samanta J, Sherman SJ, et al. Subthalamic nucleus stimulation reverses mediofrontal influence over decision threshold. Nat Neurosci. (2011) 14:1462–7. doi: 10.1038/nn.2925

 30. Aron AR, Poldrack RA. Cortical and subcortical contributions to stop signal response inhibition: role of the subthalamic nucleus. J Neurosci. (2006) 26:2424–33. doi: 10.1523/JNEUROSCI.4682-05.2006

 31. Shine JM, Handojoseno AM, Nguyen TN, Tran Y, Naismith SL, Nguyen H, et al. Abnormal patterns of theta frequency oscillations during the temporal evolution of freezing of gait in parkinson's disease. Clin Neurophysiol. (2014) 125:569–76. doi: 10.1016/j.clinph.2013.09.006

 32. Sadnicka A, Hoffland BS, Bhatia KP, van de Warrenburg BP, Edwards MJ. The cerebellum in dystonia - help or hindrance? Clin Neurophysiol. (2012) 123:65–70. doi: 10.1016/j.clinph.2011.04.027

 33. Wu T, Hallett M. The cerebellum in parkinson's disease. Brain. (2013) 136(Pt 3):696–709. doi: 10.1093/brain/aws360

 34. Appel-Cresswell S, de la Fuente-Fernandez R, Galley S, McKeown MJ. Imaging of compensatory mechanisms in parkinson's disease. Curr Opin Neurol. (2010) 23:407–12. doi: 10.1097/WCO.0b013e32833b6019

 35. Wu T, Long X, Zang Y, Wang L, Hallett M, Li K, et al. Regional homogeneity changes in patients with parkinson's disease. Hum Brain Mapp. (2009) 30:1502–110. doi: 10.1002/hbm.20622

 36. Janssen, Arno M, Moniek AM, Munneke JN, van der Kraan T, Nieuwboer A, et al. Cerebellar theta burst stimulation does not improve freezing of gait in patients with parkinson's disease. J Neurol. (2017) 264:963–72. doi: 10.1007/s00415-017-8479-y

 37. Morton SM, Bastian AJ. Mechanisms of cerebellar gait ataxia. Cerebellum. (2007) 6:79–86. doi: 10.1080/14734220601187741

 38. Ilg W, Giese MA, Gizewski ER, Schoch B, Timmann D. The influence of focal cerebellar lesions on the control and adaptation of gait. Brain. (2008) 131(Pt 11):2913–27. doi: 10.1093/brain/awn246

 39. Mori S, Matsui T, Kuze B, Asanome M, Nakajima K, Matsuyama K. Cerebellar-induced locomotion: reticulospinal control of spinal rhythm generating mechanism in cats. Ann NY Acad Sci. (1998) 860:94–105. doi: 10.1111/j.1749-6632.1998.tb09041.x

 40. Bharti K, Suppa A, Pietracupa S, Upadhyay N, Giannì C, Leodori G, et al. Abnormal cerebellar connectivity patterns in patients with parkinson's disease and freezing of gait. Cerebellum. (2018) 2018:988. doi: 10.1007/s12311-018-0988-4

 41. Fasano A, Laganiere SE, Lam S, Fox MD. Lesions causing freezing of gait localize to a cerebellar functional network. Ann Neurol. (2017) 81:129–41. doi: 10.1002/ana.24845

 42. Fasano A, Lang AE. Unfreezing of gait in patients with parkinson's disease. Lancet Neurol. (2015) 14:675–7. doi: 10.1016/S1474-4422(15)00053-8

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2019 Mei, Li, Middlebrooks, Almeida, Hu, Zhang, Ramirez-Zamora and Chan. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fneur-10-00659-g003.gif
P
LSS





OPS/images/fneur-10-00659-g001.gif





OPS/images/fneur-10-00659-g002.gif





OPS/images/cover.jpg
, frontiers
in Neurology

New Onset On-Medication Freezing
of Gait After STN-DBS in Parkinson’s
Disease









OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
, frontiers
in Neurology





