Designing Personalized Freezing of Gait Interventions for Freezers and Non-Freezers
with Parkinson Disease Based Upon Insights from Pathophysiological Mechanisms
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Background A Proactive Clinical Reasoning Framework for Designing Personalized FOG-Relevant and FOG-Specific Interventions Over Time
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Theoretical Framework
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Personalized FOG-specific interventions may be selected from
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vulnerabilities and goals.
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are available for viewing using the “barcode” on this poster.
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