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Multiple system atrophy

Woong-Woo LEE, MD

Department of Neurology, Nowon Eulji Medical Center, Eulji University

Multiple system atrophy (MSA) is a progressive neurodegenerative disorder showing autonomic dysfunction, parkinson-
ism, and/or cerebellar dysfunction. The final diagnosis of MSA totally depends on the pathological confirmation, but it is
not available in our general practice. In 2008, Gilman et al. suggested the second consensus criteria for the clinical diag-
nosis of MSA. While it is so practical, there are several issues regarding low accuracy, especially in the early stage of the
disease. In this lecture, additional supporting features of MSA will be treated as well as classic pictures of MSA. Even
though those things are not taking critical parts of the diagnostic criteria | believe that knowing them helps proper diag-

noses of MSA.
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multiple system atrophy)
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Table 1. Summary of second consensus criteria for diagnosis of MSA (summarized from Gilman et al.)

Autonomic (A)

Parkinsonism (P) Cerebellar (C)

Definite MSA : pathologic diagnosis
« synuclein (+) glial cytoplasmic inclusion (GCI)

+ (and) a/w neurodegeneration in striatonigral or olivopontocerebellar

Probable MSA * urinary incontinence

« poorly levodopa-responsive  « gait ataxia w cbll dysarthria

=A+(PorC) « (or) orthostatic BP decrease within parkinsonism « (or) limb ataxia
3min « (or) cbll oculomotor
: ASBP =30 mmHg dysfunction
or ADBP =15 mmHg
Possible MSA * unexplained urgency * parkinsonism * gait ataxia w cbll dysarthria
=(PorC)+A - frequency . ?or) limb ataxia

+ at least one of additional « incomplete bladder emptying
features * erectile dysfunction

* significant orthostatic blood pressure

decline

« (or) cbll oculomotor
dysfunction

MSA, multiple system atrophy; a/w, associated with; BP, blood pressure; SBP, systolic BP; DBP, diastolic BP; cbll, cerebellar
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ot £ Adgel met &P 9E55(MSA
with predominant parkinsonism, MSA-p)3} Ak ThA|
E9Z==(MSA with predominant cerebellar ataxia,
MSA-c)O0. 2 FR3la] a7y % st}

1. X225 4 (Autonomic dysfunction)
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1) 71HAE W Orthostatic hypotension)

S8 71BA B I 7N Bl 2524 o] YR o] %o
WSk Aol HEoth PR 7|52 7|8 £ 3&0]
ol 4571 30 mmHg E+= ©]27] 15 mmHgo 3] E<t
A5t7t Q= ABR-olth. 7Fe RS A= A9 72 55
SHA] = A= 7|FAE Yol U= AFF-olt

2) Hx A 254K Genito-urinary dysfunction)

gF7] & of|(erectile dysfunction)2 A= 2 27|
S e 3402 oA oot 2870 S 5
5] B9 )& (incomplete bladder emptying)o] F=
B4 29718 §2 710l 223} ke F et 100 ce
A E& 45 oo R 7Id) 2HATE oA
QAF(urinary incontinence)”} S4tE]ojof gt}

CHEHAIZA LS| 2020 MBOXt EAISIETHE] - HOI= -

2. I 1252 (Parkinsonism)
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3. 25 A(Cerebellar dysfunction)
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ARG [-83 F/HUseful symptoms in
differential diagnosis)

1. 7tSEILS 218t F718401 EX(Additional features of
possible MSA)
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713 (Babinski sign with hyperreflexia)?} S<A] LUre}

U= @23 (stridor)o] St

1) ZAAAHEmotional incontinence)
EIAL 7|8 R] o= A7 EHAsH AV X
L =x19 HQlti(pathologic crying and laughing).

2) A5of(Bulbar dysfunction)
g, 2, Aol Ak EA4171 ok

3) 3&Jl(Respiratory dysfunction)
UM AFH FEZ Qo EFHo R P2 S5 4

= A7} 9ltiinvoluntary deep inspiratory sighs).

4) o AAA & -2-5(Abnormal posture and movement)

Z7|5E Q58] 2130 shtet= ﬁ-?—7} UoH,
Ol 25 373 ARE Hs) =ovl AAE AHESh= HFH
ZyeldtHorofacial dystonia). B-5531%(camptocormia)
2 10|50 U AR H0] oo, At Fgdl
Q] I AESF(pisa syndrome) & 173 Z(antecollis)z}
M BASESolA & © A UEhd

5) =3l (Sleep related disorders)

A L=HY = (REM sleep behavior disorder)= tHA]
ST Hoy gt gupA| 2019 JAE =8 HEAd
O & 7HA 1L Q= 1 9 FE| A A o)A 5 T4

o] Ags}7] oo A4 Aot SR LA QU &
HE S5 Z(sleep apnea) ¥ I} =5k FZo](excessive snor-
ing) Wolx TE3t F7HESZ(daytime sleepiness)S

32

B 47 we] WA 4 3
= Itk S AE A #wﬂ—‘?—‘ e, vé*oﬂ o
4 7140] B Hgaks A0 eiA ek

ZAE(Conclusion)
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