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79 year old ♀ - MJ
Admitted to General Surgery –

Abdominal discomfort / Nausea / Vomiting

PHx
Dukes B colorectal cancer – Hemicolectomy (2002)
Idiopathic Parkinson’s Disease (2004)

Dx Small Bowel Obstruction ‐ emergency small bowel 
resection

2 separate small bowel malignant tumours
Ileostomy fashioned



Surgical Referral – 10 days post‐op
Slow / minimal improvement – physical / functional

Worsening mobility ‐ ?Deconditioning / ?Parkinson’s 
Disease
Previously living independently; mobilised with zimmer
frame; independent of ADL’s

Referred to Geriatric Medicine – further Rehabilitation



Parkinson’s Disease ‐MJ
Dx in 2004

Consultant Geriatrician ‐ commenced Madopar
Poor clinical response

Consultant Neurologist – agreed with Dx of PD
123 I FP CIT Loflupane DaT SCAN (SPECT)1

lack of uptake in both putamen
Benign Tremulous Parkinson’s Disease

References:
1) http://www.fpcit.net/home.htm
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Progress … upon transfer
Outstanding medical problems upon transfer:

1. Ongoing weight loss

2.Excessive ileostomy output

3.Marked deterioration of Parkinsonian symptoms
Bradykinesia
Severe bilateral upper limb rest tremor
Marked upper and lower limb rigidity

… largely bed bound requiring full nursing care.



Management of Parkinson Disease
Gradual increase of Madopar (co‐beneldopa)

Combination of levodopa and benserazide (dopa‐
decarboxylase inhibitor)
Levodopa – 800mg / 24hours

Addition of Ropinirole (dopamine agonist)
Ropinirole – 9mg / 24hours

… poor clinical response.



Significant Hypocalcaemia – 1.53mmol/L (2.2 – 2.6mmol/L)

Severe Hypomagnesaemia < 0.05mmol/L



Hypomagnesaemia
1. Decreased GI absorption secondary to short bowel 

syndrome

2. Mg involved in large number of cellular metabolic 
reactions

neurological symptoms e.g.
marked upper and lower limb  rigidity may have exacerbatesd
Parkinsonian symptoms



Short Bowel Syndrome
Extensive loss leading to malabsorptive state

Mg absorption in ileum / colon

Maintain hydration / nutrition / correcting electrolyte 
imbalances

control of excessive stomal output

?Absorption of PD medications
Levodopa absorbed in proximal small bowel
No visible tablet remnant in stoma bag
Bioavailability of levodopa independent of Mg levels



Progress ...
Within 4 weeks ...

Fluctuating mobility corresponded with Mg levels largely 
controlled with anti‐motility agents

Pt transformed from being bed bound / requiring full nursing 
care to mobilising with aid living in sheltered accommodation

Bradykinesia / rigidity gradually resolved

Subsequent clinic reviews led to gradual withdrawal of PD meds 
with little worsening of symptoms



UK PDS Brain Bank Criteria




