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Motor rehabilitation in neurological diseases

Kyung-Pil Park, MD, PhD', Yong-Il Shin, MD, PhD?

1Department of Neurology, Pusan National University School of Medicine, Pusan National University Yangsan Hospital, Yangsan,
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Hospital, Yangsan, Korea

Stroke is one of the major cause of death and long-term disability in the world as well as in Korea. Stroke may affect adversely in mo-
tor function, language, cognition, sensory processing, and emotional disturbances. Most of the listed factors can severely degrade
survivor's quality of life. Mortality rate of stroke is being decreased in accordance with improvement of acute management strategy
of stroke. However, medical sequela after stroke is increasing, and this signify the importance of neurorehabilitation after stroke.

We summarized that physical therapy to maximize the motor function recovery is important for independent functional activities of
daily living in stroke patients. We will describe a rehabilitation for motor recovery in stroke in evidence-based medicine point of view.
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