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PD NoAViotor Symptoms:
Objectives & Outline

AUnderstand the nature of the neurodegenerative
pathophysiology behind nemotor symptoms in PD

ARecognize the broad spectrum of PD fmator
symptoms

AReview guidelines on management of Aootor
symptoms in PD
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MOTOR SYMPTOMS
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Poeweet al. Nat Rev Dis Primer, 2017
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Braak stage | and stage || Braak stage lll and stage IV Braak stage V and stage VI

Cortical Lewy body
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Severity of pathology ® Lewy body in the substantia nigra

Poeweet al. Nat Rev Dis Primer, 2017 Figure 2 | The main diagnostic neuropathologies for Parkinson disease. a | Parkinson
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Premotor / Prodromal Symptoms
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Mid-Stage PD Symptoms




Advanced PD Symptoms










Management of No#Motor Symptoms
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www.ParkinsonClinicalGuidelines.ca

APPENDIX 1:

CANADIAN
GUIDELINE
FOR PARKINSON
DISEASE, »*epimon

SECTION 4:
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Autonomic Symptoms

AUrinary dysfunction
AConstipation
AOrthostatic hypotension
AErectile dysfunction
ASiallorhea
AThermoregulation



Urinary Dysfunction

AFrequency, urgency, nocturia
ARule out UTI, prostatic hypertrophy
ALifestyle : scheduled bathroom breaks, reduced fluids & caffeine

AEase access to the bathroom

AMobility devices, clear path to bathroom
A Optimize night time motor symptoms

AMirabegron preferred to anticholinergic or antispasmodics
ABotulinum toxin injections
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Orthostatic Hypotension

ASymptoms may be underreported or unrecognized
AMonitor orthostatic vitals: after lying for 5 min then standing for 3

AContributors to OH:

APoor fluid intake
A Antihypertensives, diuretics, antidepressants, alpha blockers (for bladder)

A Comorbid conditions (cardiac, diabetic neuropathy)

AConsequences syncope, ?cognitive impairment & nanotor
fluctuations
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‘Under pressure’: is there a link between
orthostatic hypotension and cognitive impairment
in a-synucleinopathies? JNNP 2016

Sean J Udow, > Andrew D Robertson,* Bradley J Macintosh,* Alberto J Espay,”
James B Rowe,*” Anthony E Lang,>®? Mario Masellis"*>*°
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Figure 3. Treatment of orthostatic hypotension

Symptomatic orthostatic
hypotension

Review all medications

C69 For orthostatic hypotension general measures would
include the following (grade: GPP; source: EFNS™):

- Avoid aggravating factors such as large meals, alcohol,
exposure to a warm environment and drugs known to
cause orthostatic hypotension, such as diuretics or anti-
hypertensive drugs. Levodopa and dopamine agonists
may also worsen orthostatic hypotension.

Avoid aggravating factors

Increase salt intake in symptomatic orthostatic
hypotension.

Optimize nonpharmacologic
options

Add
domperidone

Consider other pharmcologic
treatment

Ensure head-up tilt of the bed at night.

Wear elastic stockings.

Highlight postprandial effects. In some patients,
hypotension occurs only postprandially. Warning the
patient about this effect and taking frequent small
meals may be helpful.
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Constipation 2 e

A Can predate the onset of PD motor
symptoms by decades

A Can interfere with absorption of levodopa

A Can lead to weight loss due to
malabsorption and early satiety
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Constipation Management

ALifestyle:
AHigh fiber fruits and vegetables, increased consumption of water

AExercise
AOsmotic laxativessenokot PEGréstoralay
ADomperidonec for motility

AStimulant laxatives (bisacodyl) short course only (days)
ACan impair bowel tone



Thermoregulation

AFeeling hot or cold a common symptom
AHyperhydrosisdrenching night sweats

Management:

ARule out medical condition

ACould be due to offime or dyskinesig adjust levodopa
APoor evidence for othereamtents



Siallorhea

AAssociated with dysphagiaeferral to SLP
AAtropine drops, ipratropium bromide, gym chewing

AGlycopyrrolate
ABotulinum toxin injections



Sleep Disorders
In PD

A Insomnia

A Excessive daytime sleepiness
A REM sleep behavior disorder
A Restless leg syndrome




Insomnia

A60% of PD patients

ASleep maintenance > sle@mset insomnia
Etiology is multifactorial

AMotor symptomsc, stiffness, tremor
AMedication adverse effects

ARestless leg syndrome

ADepression

ANocturia



Avoidance of stimulants (e.g., coffee, tea, caffeine) in
the evening

Establishment of a reqular pattern of sleep
Comfortable bedding and temperature

Provision of assistive devices, such as a bed lever or
rails to aid with moving and turning, allowing the

G O O d S I e e p person to get more comfortable
H yg e I n e Restriction of napping in the late afternoon and early

evening

Advice about taking regular and appropriate exercise
to induce better sleep

Advice to avoid remaining in bed for long periods of
time if unable to sleep




Pharmacological Therapy for Insomnia

AMed review

AManage motor symptoms adjust levodopa
AAvoid stimulant medications at bed time (!)
AMelatonin

ASedating antidepressants
ADoxepin
ATrazodone

AManage depression / anxiety



REM Sleep
Behavior
Disorder




REM Sleep Behavior Disorder (RBD)

APathologic loss of muscle paralysis in REM sleep

APatients act out their dreams:
APunch, kick, talk shout, fall out of bed
Alnjury is quite common

APremotor symptom
AMost mid-age patients w/ idiopathic RBD develop neurodegenerative disease



RBD Management

AMove the bedside table, pillow between bed partners
AMelatonin
AClonazepam



Restless Legs Syndrome

ASensation of an urge to move the legs
AWorse at night

AWorse with rest

ARelieved by activity

Management:

AScreen for iron deficiency
AOptimize levodopa
AGABAergicagents



Excessive Daytime
Sleepiness

Multifactorial etiology:

A Insomnia

A Fragmented sleep due to RLS
A Sleep apnea

A Dopaminergic medications

A Neurodegenerative changes



