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and related thalamic nuclei. The elucidation of this finely tuned network is
needed to understand the complex spatiotemporal sequence ofneural events
that ensures the flow of cortical information through the basal ganglia.
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in many Parkinson's patients special psychic traits can be found, showing
the Symptoms of a so called compulsive-obsessive personality, in German
called "anankastische" personalty. Some historical, leading persons are
showing this personality traits like Hitler, Franco, Mao Tse Tung, Bresniew
and Jassir Arafat. All ofthem were unable to change their once choosen way
of life, but none of them developed a proven dementia. The ethical rules
in the treatment of Parkinson's patients are not always observed, maybe in
the connection with the lack of possibilities to heal the Parkinson's disease
and on the other side with the over-activity of the pharmaceutical industry
to produce many new drugs fop^ot-sting the biochemical production of
the remaining nigra cells. TW dead-end-street was so far unsuccessful in
stopping the disease. ResearcfY-programs for other aspects are not in sight
and not supported by the pharmaceutical industry like the open questions
about the regulation of melanin metabolism in the nigra cells.
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Course description: During this course faculty %vill discuss ethical chal-
lenges to conducting treatment and research with Parkinson^ patients,
including issues around informed consent for participation in clinical
trials. Particular concems related to patients with dementia and/or other
neuropsychiatric co-morbidities will be discussed.

Managing chronic disease is a complex and demanding process involv¬
ing medical, social, economic, legal, cultural, ethical, religious and even
political aspects. Widespread strategies are necessary for finding the best
ways of handling. This is often beyond the possibilities of patients and
their relatives. Encouraging patients to set their own priorities should
stimulate them for dealing more actively with their condition. Improving the
perception of control raises the self-esteem, allowing the patient to become
a partner of the medical team rather than remaining a passive consumer of
medical care. Empowered by more autonomy patients will be better capable
to face the challenges of everyday life. Patient advocacy groups can also
improve the general condition for patients with chronic neurological disease
by presenting their needs in public by Controlling the quality of medical
Services and by ensuring fair allocarion of resources. Advocacy groups
are sometimes in a better position than medical specialists in expressing
an opinion about the rights of vulnerable persons. An ethical problem
in Parkinson's disease is the right of a patient to obtain treatment with
the most modern program, medicaments, physiotherapy and psychological
support (psychogogic care), a demand which is already voiced in the
Helsinki declaration: "Every patient must have the best possibilities in
modern treatment independent of age, social position and the grade of his
disease", a basic rule for all physicians, similar to the Hypocratic oath.
In this connection there is no discussion about Interruption of treatment or
patient's care by diminishing the quality of medicaments as well as decision
of end of life by reduetion of vital support. Another ethical aspect is the
need of clinical trials in the different phases of Parkinson's disease with the
basic question of a patient's ability to consent. In the Helsinki Convention
it is categorically articulated that for advance in modern medicine clinical
trials are indispensable, but have to follow the strict rules of the ICH-GCP
(International Conference of Harmonisation of Good Clinical Practice).
In nowadays clinical definition of Parkinson's disease there is the more
or less fixed opinion that in the course of his disease every Parkinson's
patient is developing a dementia. Some authors find a strong relation in the
origin between Parkinson's disease and dementia. On the other side many
neurologists working practically with Parkinson's patients know that a great
part of them do not develop a dementia. The ethical problem of a secondary
disease in form of a dementia is the partly uncontrolled treatment with anti-
dementia drugs, not successful in many cases. Dementia in Parkinson's
patients caused by vascular-circulatory disturbances of the brain as a more
or less independent disease can bc partly treated. There is no doubt that
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The therapy of idiopathic Parkinson's Disease (PD) is depending on the
type, stage and age ofthe patient at the beginning ofthe illness. Professional
skill can also influence the strategy of treatment, needing an earlier motoric
Performance improvement. There are two crucial questions during the
treatment of PD: 1. When and how to start the treatment. 2. When and how
to be introduced the Substitution therapy with levodop (LD), of course with
decarboxylase inhibitor Substitution therapy can develop strong side effects
especially in young patients under 65 y, moreover under 40 y. It seems to
be resonable to Start LD treatment as late as possible, in a dosage which
is low as possible, but high enough as needed. In conclusion point t has
more and more importance, not only in shifting the time of LD treatment,
moreover with its protective effect slowing down the illness progression,
possible rescue and/or restorativ effect related to the neurons. The following
agents has to be discussed: Up to date dopa agonists (DA) like Pramipexol
and Ropinirol, MAO-B inhibitor (MAO-BI) like Selegilin, Lazabemid,
Rasagih'n, NMDA receptor blockers like Adamantane-derivates Amantadin,
Memantin and Budipin Clozapin: Leponex. (Budipin and Leponex are
tremorolytic) In young patients different options are in akinetik-rigid form
(DA+MAO-BI) and tremor dominant form (Budipin+MAO-BI). If the
patient is old at the beginning, in akinetic-rigid form LD can be introduced
earlier, in combination with DA, Amantadin and/or MAO-BI. this last is
contraindicated in on-off phase. In tremor dominant form Budipin is the
first choice, than LD with DA, perhaps MAO-BI. Planning the therapy it
is important to take into account individual aspects. This is important in
answering the question mono- or coctail therapy, too.
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