
Workshop #1
Assessing Movement Disorder 
Patients Before Implantation: 

Real Life Case Vignetter

Each 25 min with 5 min rotation- 4 rooms



PD1 Case 1:
• 56 yo right-handed male, with a diagnosis of PD since age 49. He started to have dyskinesia 

at age 52 and motor fluctuations at age 53. For the last year, predictable diurnal OFF-time of 
4 hours per day, that is disabling predominantly due to a right-hand resting/action tremor. 
Nocturnal akinesia is also disabling with a fragmented sleep and foot dystonia first thing in 
the AM. His balance was good, and there was no FOG.  There were disabling peak-dose 
dyskinesia for 3 hours per day. 

• Current medications: 
• Carbidopa/levodopa 25/100 IR pill every 2.5 hours

• Rotigotine patch 10 mg/24h

• Carbidopa/levodopa  50/200 1 pill qHS

• Prior medications: amantadine 300 mg/d- poorly tolerated

• OFF MDS-UPDRS III 48



PD1: Case 1 Discussion

TOPICS TO GUIDE DISCUSSION:

1. Medication refractoriness (when to consider DBS)

2. Multidisciplinary pre-assessment and required investigations (if 
pertinent)

3. DBS Targets: STN, GPI, ViM, Uni vs. Bilateral

4. Hardware considerations



PD1: Case 2

• 71 yo female, no relevant past medical history aside from a diagnosis of PD 
given by a general neurologist that initially presented with a right resting hand 
tremor. She had motor fluctuations for 6 years, which had become disabling in 
the last year. She was mostly bothered by gait difficulties and feeling off 
balance but was not sure when these occurred. No falls. No dyskinesia. Patient 
reported sporadic word-finding problems and "benign" hallucinations.  

• Current medications: 
• Carbidopa/Levodopa  25/100, 2 pills every 3 hours
• Amantadine 100mg TID

• Prior medications: Pramipexole 1 mg TID, Rasagiline 1 mg - poorly tolerated
• MDS-UPDRS part III (on) 25 (off) 46; (45% change): MDS-UPDRS - Postural 

instability score 3.
• Neuropsy testing – patient with MCI.



PD1:Case 2 Discussion

1. Medication refractoriness (when to consider DBS)

2. Indication and contra-indications (relative/absolute) for DBS in PD 

3. Customization of surgical approach and DBS target

4. Expected outcomes- MCI?





PD2: Case 1

• 65-year-old male, past medical history of depression preceding a diagnosis of PD for 5 years. At the 
time of the PD diagnosis at age 60, he presented worsening mood problems together with a left resting 
hand tremor and a left leg drag. He was started on pramipexole with an initial improvement of motor 
and mood problems. 

• Five years later, now with disabling FOG while and needs to sit down for 45 minutes before each dose 
of carbidopa/levodopa (total of 3 hours daily).  He reports no dyskinesia. Cries easily during the 
interview and expressed fleeting (but recurrent) suicidal ideation that he relates with the disabling 
feature of his PD. 

• The patient reported recurrent memory difficulties.  MoCA: 27/30 at consultation

Current medications:
• Carbidopa/levodopa, 1.5 pills every 4 hours
• Amantadine 100 mg TID 
• Pramipexole 1.5 mg TID 
• Mirtazapine 30 mg/d 
• Venlafaxine 225 mg/d



PD2: Case 1 Discussion

1.    Depression as a relative contra-indication for DBS
2.    Role of psychiatry for pre-op assessment and post-op management in DBS
3. Apathy and depression, the role of DA in masking apathy pre-op
4. Target choice



PD2 Case 2
• 52-year old right-handed male, with a diagnosis of PD at age 45. Presents with a history of 
hypersexuality and gambling for the last two years, spending $50,000 on the internet the previous year. 
Also, he has recurrent peak-dose dyskinesia that were disabling and accompanied by manic symptoms.  

• Current medications: 
• Pramipexole 1.0mg TID
• Carbidopa/levodopa 25/100 2 pills every 2.5 hours
• Amantadine 100 mg TID

• Lower doses of Pramipexole were associated with disabling OFF-time, and higher doses of 
carbidopa/levodopa were not tolerated due to the dyskinesia. 

• Clozapine was under consideration.

• Prior medications: Rasagiline stopped due to headaches

• Exam during ON-time was suggestive of asymmetrical parkinsonism with no red flags for atypical 
parkinsonism.



PD2: Case 2 Discussion

1. Establishing medication refractoriness/futility for ICDs, in the context of PD with 
motor fluctuations

2. Role of DBS for non-motor symptoms namely ICDs
3. Target choice (STN vs GPi) 
4. Psychiatric co-management



Tremor: Case 1

• 75-year-old right-handed female, living alone. History of bilateral hand action tremor since 
his teenage years, that was a mere nuisance until age 54. At that time, increasing difficulties 
with hand function due to the tremor prompting the start of propranolol with some 
improvement. He was diagnosed with depression at age 62 and started sertraline. He has 
experienced a bothersome head and voice tremor for the last 10 years. 

• Last 8 years progression of tremor severity: unable to write cheques, drinks from a cup with 
a straw only. 

• Current medications: 
• propranolol 80 mg BID (Heart rate: 58 bpm)

• Prior anti-tremor medications: topiramate 

• On exam, bilateral hand action tremor (kinetic>postural), worse in the right hand. Cannot 
draw a spiral with the right hand and severe tremor with the left hand. Mild voice tremor 
and head tremor, no posturing. No parkinsonism. Some difficulties with tandem gait but 
could complete.



Case 1: Tremor Discussion

1. Establishing medication refractoriness in ET patients for DBS

2. Discuss treatment options ET: Gamma knife, Radio frequency lesion, 
HiFUS vs DBS

3. Staged vs bilateral simultaneous surgical approach

4. Hardware considerations



Tremor: Case 2

• 69-year-old right-handed male with a diagnosis of ET at age 45. Progressive 
tremor symptoms with disability related with hand tremor (R>E). 
Significant balance problems at age 54 with falls, in addition to increasing 
memory difficulties.  Family history was positive for intellectual 
developmental disorder in nephew. 

• Current medications: propranolol 40 mg BID (Heart rate: 70 bpm)

• Prior anti-tremor medications: primidone – poorly tolerated

• On exam, bilateral hand action tremor (kinetic>postural), worse in the right 
hand. Cannot draw spirals with both hands and spills half cup in the cup 
test with either hand.  He cannot complete tandem gait. 



Case 2: Tremor Discussion

1. Tremor as an indication for DBS (ET and non-ET)

2. Discuss treatment options for non-ET with ataxia: Gamma knife, Radio 
frequency lesion, HiFUS vs DBS

3. Staged vs bilateral simultaneous surgical approach

4. Hardware considerations





Dystonia: Case 1

• 34 yo female, with foot dystonia since age 2 and progression of symptoms to involve 
trunk, both upper extremities (writer’s cramp) and cervical dystonia. No peri-natal 
insult. 

• No response to carbidopa/L-DOPA. Currently, on trihexyphenidyl 3 mg TID. Regular 
treatment with botulinum toxin for cervical dystonia with pain improvement. Currently, 
on disability due to dystonia symptoms. 

• On exam, generalized dystonia, with an inability to write, severe truncal extension when 
standing and foot dystonia while walking that improved when walking backwards.

• Normal brain MRI and genetic dystonia panel negative for known mutations.



Dystonia: Case 1 Discussion

1. Dystonia as an indication for DBS

2. Establishing medication refractoriness in dystonia patients 

3. Discuss expected outcomes for different etiologies of dystonia 

4. Target choice discussion



Dystonia: Case 2

• 46 yo male with severe neck pulling since age 35 after car accident. 
Regular treatment with botulinum toxin type A (Botox 450 IU) with a 
sub-optimal effect that is short lived (5 weeks). The most bothersome 
symptom is neck pain (average: 7/10) with the need for opioid analgesia. 
Moderately severe bothersome head tremor. 

• On exam: TWSTRS – severity score -14; disability score 15; pain score 12



Dystonia Case 2: Discussion

1. Multidisciplinary pre-assessment and required investigations (if 
applicable)

2. Dystonia as an indication for DBS

3. Establishing medication refractoriness

4. Discuss expected outcomes of cervical dystonia


