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Objectives

• Five important points in the diagnosis and 
management of Parkinson’s and related 
conditions

• Examples from routine clinical practice



Kobylecki C. Clin Med 2020;20:393-398.

Stages of Parkinson’s



Case 1

• 74 year old man with PD

• On madopar 125 mg qds, entacapone 200 mg qds, 
pramipexole 1.5 mg

• Normally some cognitive problems, hallucinations

• Admitted with pneumonia, increased confusion

• Impaired swallow, unable to take oral medications

• What would you do here?



Decisions…

Hold medication 
until swallow 

improved?

NG tube 
insertion?

Convert 
medication to 

rotigotine patch?



• It is vital that antiparkinsonian 
medications are given on time 

• Evidence of increased 
morbidity and possible 
mortality if not given correctly

• Abrupt withdrawal of meds 
can lead to neuroleptic 
malignant-like syndrome



Parkinsonism-hyperpyrexia

• Cessation or reduction of dopaminergic 
medications

• Presentation
– Increased rigidity, autonomic fluctuations, 

sweating
– Reduced conscious level, coma, renal failure

– Raised CK, WCC

•  Management
– Restart antiparkinsonian medications
– Critical care input

Typical neuroleptics or 
dopamine blocking anti-
emetics can cause NMS = 
Do not prescribe in PD!

Serotonin syndrome
Recent changes to 

serotoninergic meds
Altered mental status

Fever, myoclonus, brisk 
reflexes



• Usual medications/ 
timings?

• Recent additions e.g. 
neuroleptics?

• Changes in formulation?

Conversion to 
rotigotine:
www.pdmedcalc.co.uk

http://www.pdmedcalc.co.uk/


Key points

• Swallow problems common in in-patients with 
PD

• NG tube is preferred

• Caution with rotigotine particularly in 
dementia/delirium

• Aim is to get back to normal medications ASAP



Case 2
• 60 year old female
• Idiopathic PD diagnosed 10y ago

– Taking Sinemet 200/50 mg qds, rotigotine 6 mg/24h

• 3-4 month history visual hallucinations
• Complex delusions

– people in house performing illegal acts, e.g. prostitution
– Being monitored via webcams
– Turning water supply off as concerned being poisoned



Parkinson’s disease psychosis

Frequency

• Visual 
hallucinations 
in up to 30%

• Delusions in 5-
10%

Risk factors

• PD severity, 
duration

• Older age

• Cognitive 
impairment

• Depression

Outcomes

• Risk for:

• Care home 
placement

• Increased 
mortality



Management
• Exclude underlying cause
• Coping strategies1

• Good sleep hygiene
• Avoid “typical” neuroleptics

• Medication reduction
• Consider (with specialist input)

– Cholinesterase inhibitors
– Quetiapine, clozapine

1. Diderich NJ et al. Nat Rev Neurol 2009;5:331-42.



Delirium in Parkinson’s

• Inpatient prevalence up to 60%
– Vs 30% in other older adults

• Increased mortality and risk of 
dementia
– 48% institutionalized at 12 

months

• Important to screen hospital 
inpatients

Gerakios F et al. Age Ageing 2024;53:afae046



Delirium in Parkinson’s

• Assess and treat intercurrent illness, 
screen for causes

• Explain and reassure (patient, carer)

• Reduce sensory deprivation or 
overstimulation

• Stepwise reduction in medications

• Medical management (cholinesterase 
inhibitors, atypical antipsychotics) only 
with specialist input

Anticholinergics, tricyclics

MAOI-B

Amantadine

Dopamine agonists

COMT-I

Levodopa



Case 3
• 55 year old male, PD diagnosed 8y ago
• Low mood
• Increased problems with gambling, scratchcards

– Spent £10,000 in past month
– Problems with paying bills and relationships

• Medication
– Madopar 100/25 mg x 5
– Opicapone 50 mg night
– Pramipexole MR 4.5 mg salt daily



Impulse control disorders

Frequency

• 14% patients 
with PD

• Up to 40% over 
time with 
dopamine 
agonists

Features

• Gambling

• Hypersexuality

• Compulsive 
shopping

• Binge eating

• Hobbyism

• Compulsive 
medication use

Risk factors - 5 ‘A’s

• Dopamine 
Agonists>> 
levodopa

• Androgen (Male
sex)

• Younger Age

• Anxiety

• Addiction 
(personal or 
family history)



All Parkinson’s disease patients

Warn patients 
and carers

Review 
neuropsychiatric 

morbidity

Explore ICDs 
at each visit

Monitor dose 
escalation

Identify high 
risk groups

Impulse control disorders

Assess impact
Consider agonist 

reduction
Withdraw agonist

Levodopa main 
therapy

Monitor for dopamine agonist withdrawal syndrome

Adjunctive 
drugs

Cognitive-
behavioural 

therapy

Practical 
measures

Deep brain 
stimulation?

Modified from MacPhee G et al. Br J Hosp Med 2013;74



• After dopamine agonist 
withdrawal/reduction

• Refractory to other meds 
apart from DA

• Symptoms include
– Anxiety, panic attacks, 

depression, agitation

– irritability, dysphoria

– insomnia, fatigue, pain, 
cravings, autonomic 
features

Dopamine agonist withdrawal syndrome



Case 4

• 72 year old male

• Slowing of movement last 2y

• Backwards falls

• Limited response to levodopa



Progressive supranuclear palsy

• Degenerative tauopathy

• Richardson’s syndrome
– Early falls

– Supranuclear gaze palsy

– Dysarthria, dysphagia

– Subcortical dementia

• Other subtypes
– PSP-parkinsonism, gait freezing, 

frontal, speech/language

Whitwell JL et al. Mov Disord 2017;32:955-971.



• 65 year old female

• 4 year history left arm 
stiffness and slowness

• Urinary incontinence

• Reflexes brisk, plantars 
extensor



Multiple system atrophy

• Autonomic involvement

• Sleep disordered breathing/stridor

• Poor/transient response to 
levodopa

• Pathology
– Glial and neuronal α-synuclein 

inclusions

• Prevalence 4.4/100,0001

• Parkinsonism 70%

• Cerebellar 30%

1. Schrag A et al. Lancet 1999;354:1771-5. 



Kobylecki C. Clin 
Med 2020;20:393-8.



1. Stefanova N et al. Lancet Neurol 2009;8:1172-78.
2. O’Sullivan SS et al. Brain 2008;131:1362-1372,

The importance of correct diagnosis



Hints to improve diagnostic accuracy

• Be alert for red flag features
– Not just at initial presentation!

• MR brain imaging can help identify MSA/PSP
– Low sensitivity so can “rule in” not “rule out”

• Regional atypical parkinsonism service at Salford
– help with difficult diagnostic cases, management, 

involvement in research



Case 5

• 70 year old female

• Parkinson’s diagnosed 12 years ago

• Bilateral STN deep brain stimulator 
inserted 5y previously, doing well

• Fell and fractured right hip

• Call from anaesthetics/surgery – “what 
do we do about this DBS device?”

DON’T 

PANIC!



DBS for Parkinson’s

• Used for refractory motor 
fluctuations, dyskinesia, tremor

• STN most common target

• Other indications – essential tremor, 
dystonia

• Expanding DBS service at Salford
– Around 20 PD implants/year

https://www.aans.org/en/Patients/Neurosurgical-
Conditions-and-Treatments/Deep-Brain-Stimulation

https://www.aans.org/en/Patients/Neurosurgical-Conditions-and-Treatments/Deep-Brain-Stimulation
https://www.aans.org/en/Patients/Neurosurgical-Conditions-and-Treatments/Deep-Brain-Stimulation


Surgery in DBS patients

DBS should be 
switched off before 
surgery

Monopolar 
diathermy is 
contraindicated 
(risk of electrical 
damage)

Good 
communication 
and planning is 
critical

MR imaging only in 
neuroscience centre 
and needs proper 
discussion/planning 



DBS: common problems

•Most patients have programmer which 
can check battery life

•Rechargeable DBS – may need charging

Battery failure – 
worsening 

rigidity/tremor

•Would need to be checked at DBS centre

•Skull x ray may help to confirm

Lead fracture – 
worsening 
unilateral 
symptoms

•Urgent discussion with Salford 
Neurosurgery

Suspected 
infected 

battery/system

If in doubt – 
phone your local 
neurology/DBS 

centre



Five things about Parkinson’s
• PD medication management is critical, caution with rotigotine patches 

in NBM patients

• Psychosis and delirium common and associated with poor outcomes

• Watch out for impulse control disorders

• Keep an open mind on diagnosis (red flags for atypical parkinsonism)

• Don’t panic on management of DBS patients, some important 

perioperative rules



Some useful resources

www.msatrust.org.uk www.pspassociation.org.uk 

www.parkinsons.org.uk www.pdmedcalc.co.uk 

http://www.msatrust.org.uk/
http://www.pspassociation.org.uk/
http://www.parkinsons.org.uk/
http://www.pdmedcalc.co.uk/
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