M2 S5IhBEEE - 2024456 H - 5519%: - 61l

g 1N A} N— —a »
/MBS B NN DI e -5 iz s DR P I i 5
B IR E A
WE B IT/IMKESE S 2 3 SN REZ VG, 23 B A RIAESEER AN M S i sh U RE Y 25 5+, TR
PHZ AR Z s 5 IVAINRER AR SN . 77k 3055 T ALt IR R B e P RME [ 1 JRy kb /N A5 58 - 25 30
AR AT I, H 55 5595 11 2 A7t B 3 7 R o DL JC A 52 38 30 (I A A IR ZH . WA BT 23l — M e e

¥ 1] Addenbrooke TA K1 TH BE K 25 5 F2-45 3 IR (ACE- D ) A 323X % BN AN BE , R L 26 PR =2

(ICARS) VAL 3238 & 1 /NI M AL 55 22 O FR | SR ) Brunel P 12 (BBA) WAL 2304 15 g, R
FAE AR (FTT) PG 32 105 1 RG 41328 ST Rg s I EA T AN R 53 AN [RIRE SE I AN [R5 HE AN £ 2 ) ) 45
WEEo i g . R SR BIAR) ACE-T B4 TR B 5 Fis A I T3 B 41 (P<<0.01 5% P<0.05) ;
Jei WHAEAE 35 1 ACE-TILE 7y B B A3 AR F i A8 2 (P<<0.01 5% P<<0.05) 5 45 /NI 1 BRAE ST 18
H I ACE-TLEA i B BB 5 i AR IR F 22 N ik BRAEAE 8 5 (P<<0.01 5 P<<0.05) o /IMIiFEAE
MY ICARS MIPFAS43 2 (12.4+1.7) 43 , BBA M TTAR 32 (10.9+1.4) 43 5 TCAA 51 , 5 (528 1) FTT S440% T %F
WA (P<<0.01) 5 B/ NIGAEFE £ 35 1) ICARS 434315 T Ja M/ N AE £ 5 (P<<0.01) , BBA34-IL T JE /1y
WiHESE 85 (P<0.01) , FTT W43 25 RICG 22 S5 A2 AT I/INIG 13k A 58 8 5 19 ICARS \BBA FI FTT 1
Gy 25T TCG AR Lo AHSCHE AT AR R B/ IR AL £ 3532 B D e SN I RE A AEAE G . S5 AN
Skt O B/ IR AT 8 R0 LT AR BRATURE IR AEAE 22 57 /N T P52 450 S0 35 3 sl B B 7 5 /Nl I it B A il s
> BR324 A8 A AR R i o

KR NGRS ;2 S TIBE A KN DI RE s ThRE AT IX.

hES2ES R741;R743 XEAFRIZES A DOI  10.16780/j.cnki.sjssgncj.20230722

ZR323] AR X, 5K FAMg. /N AE B A T e 52 S U Re I PR AR AR (0. ph 24540 5 P Re A,
2024, 19(6): 317-320, 353

Evaluation of Cognitive Function and Motor Function in Patients with Cerebellar Infarction
LIU Qi", ZHANG Yumei™. 1. a. Department of Neurology, b. Department of Rehabilitation, Beijing Tiantan
Hospital, Capital Medical University, Beijing 100070, China; 2. China National Clinical Research Center for
Neurological Diseases, Beijing Tiantan Hospital, Capital Medical University, Beijing 100070, China

Abstract Objective: To evaluate the impairment of motor and cognitive functions in patients with cerebellar
infarction, analyze the differences in cognitive and motor functions between different infarct locations, and ex-
plore the correlation between motor and cognitive functions in this population. Methods: Thirty patients with
focal cerebellar infarction admitted to the Department of Neurology at Beijing Tiantan Hospital were recruited
as the case group, and 30 healthy subjects matched for age and education level with the case group were recruit-
ed as the control group. General information was collected from all subjects; the Addenbrooke’s Cognitive Ex-
amination-IIT (ACE-III) was used to assess cognitive function, the International Cooperative Ataxia Rating
Scale (ICARS) was used to assess the degree of cerebellar ataxia, the Brunel Balance Assessment (BBA) was
used to assess balance function, and the Finger Tapping Test (FTT) was used to assess fine motor function; com-
parisons were made between different groups, different infarct lobes, and different infarct sides. Results: The
total ACE-III score, attention, and language fluency scores of the case group were lower than those of the con-
trol group (P<0.01 or P<0.05); patients with posterior lobe infarction had lower total ACE-III scores and atten-
tion scores than those with anterior lobe infarction (P<0.01 or P<0.05); patients with right cerebellar hemisphere
infarction had lower total ACE-III scores, attention, and language fluency scores than those with left cerebellar
hemisphere infarction (P<0.01 or P<0.05). The ICARS score of patients with cerebellar infarction was (12.4+
1.7), the BBA score was (10.9+1.4); regardless of side, the FTT of the case group was lower than that of the con-
trol group (P<0.01); patients with anterior lobe cerebellar infarction had higher ICARS scores than those with
posterior lobe cerebellar infarction (P<0.01), lower BBA scores (P<0.01), and no significant difference in FTT
scores; there were no statistically significant differences in ICARS, BBA, and FTT scores between patients with
left and right cerebellar hemisphere infarctions. Correlation analysis did not find a correlation between motor
and cognitive functions in patients with cerebellar infarction. Conclusion: There are differences in functional
deficit symptoms among patients with cerebellar infarction at different lesion locations: patients with anterior
cerebellar lobe damage have more severe motor disorders; patients with posterior cerebellar lobe and right cere-

bellar hemisphere damage have more severe cognitive impairments.
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