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Although, hypomagnesemia is usually associated with
hypoparathyroidism, few cases with normal or high PTH values have
been found in literature4. Our case has high PTH levels. In spite of
high PTH levels, calcemic response of parathyroid hormone is not
adequate. This may be due to End organ resistance to PTH at the
level of bone and kidney. Due to low 25 hydroxy vitamin D, there is
defective mineralization of osteoid tissue which leads to defective
calcemic response of PTH. Even low magnesium levels are
responsible for this end organ resistance. This may be explained by
defective generation of cyclic AMP in kidney, bone and parathyroid
gland resulting from magnesium deficiency as cyclic AMP is a
mediator in the peripheral actions of PTH resulting in decreased
renal and skeletal responsiveness to parathyroid hormone. In our
case, there were low S. phosphorus levels, which may be due to low
dietary phosphorus intake before admission and intravenous dextrose
infusion given to patient after admission4.Hypothyroidism may be
an isolated finding in this case. Thus prolonged protracted vomiting,
led to loss of magnesium and low serum phosphorus levels were
also responsible for low magnesium levels.
Severe symptomatic hypomagnesemia should be treated with

intravenous magnesium. It can take up to 3 to 7 days to replenish the
intracellular stores. So after intravenous therapy, oral magnesium
supplementation is required.
Our patient achieved normal magnesium levels followed by normal
potassium & calcium levels subsequent to intravenous replacement6.
After about 2 months, magnesium was discontinued, and subsequent
magnesium levels done are with in the normal levels.  The presence
of resistant hypokalemia & hypocalcemia should alert the physician
to look for underlying hypomagnesemia as the cause.
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Vitamin D deficiency as the primary cause of musculoskeletal complaints in patients referred to rheumatology clinic: A clinical study
Ashok Kumar, Hemant Gopal, Kundan Khamkar Etal.  Indian Journal of Rheumatology  Volume 7, Issue 4 , Pages 199-203, December 2012

To study vitamin D deficiency as the primary cause of musculoskeletal complaints in rheumatology clinic. Adult patients presenting with ‘non-inflammatory’ musculoskeletal
pain to our rheumatology clinic between May 2009 and April 2011 underwent estimation of serum 25-hydroxyvitamin D [25(OH)D] and those with level < 20 ng/ml were
recruited. Hypothyroidism, painful neuropathies, chronic kidney disease, malignancies, chikungunya, HIV, HCV and HBV were excluded. All study patients underwent
complete physical examination and baseline estimation of serum calcium, phosphorus, alkaline phosphatase and PTH besides routine tests. Study patients received treatment
with oral cholecalciferol and calcium and were re-assessed clinically and biochemically after 8 weeks. Serum 25(OH)D levels were also estimated in 92 asymptomatic controls.
Thirty patients were found eligible for the study after screening a total of 95 (Male/Female: 12/18; mean age: 42.3 ± 13.2 years). Polyarthralgia was the commonest presenting
complaint (46.6%). Other symptoms included myalgia, bone pains and chronic widespread pain. Physical examination showed joint and muscle tenderness in 10 patients
each and joint swelling in one. Paired biochemical results at baseline and 8 weeks were: 25(OH)D (ng/ml) = 5.84 ± 2.71 and 34.45 ± 12.98, calcium (mg/dL) = 9.06 ± 0.58
and 9.16 ± 0.63, phosphorus (mg/dL) = 3.65 ± 0.95 and 3.84 ± 0.70. Paired median [IQR] values for alkaline phosphatase and PTH were 89 [66–181] and 68 [55–138] units/
L, and 69.2 [47.6–106] and 38.8 [25–60] pg/ml respectively. Treatment was successful in all except 4. Improvement was found to be sustained in all cases at 6 months follow
up. Although 75% of controls also had biochemical evidence of vitamin D deficiency, their vitamin D levels were significantly higher. Vitamin D deficiency is frequently the
sole cause of polyarthralgia, myalgia, bone pain and chronic widespread pain in patients referred to rheumatology clinic. Referring physicians ought to have a lower threshold
for this eminently curable condition.
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Long-term Outcomes of Renal Transplants from Spousal and Living-related and Other Living-unrelated Donors: A Single Center Experience
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Deceased donor organ shortage has made living donors (LD) major source for renal transplantation (RTx) in India. Spouses represent an important source of allograft. We
carried out a retrospective study of spousal RTx vs other LDRTx to compare long-term results. This retrospective single-center study was undertaken to evaluate
demographic, patient survival, graft survival, function vis—à-vis serum creatinine (SCr) and rejection episodes in 1523 living donor renal allograft recipients from 1998 to
2009. It included spouse donors (n=337) (group 1), living related donors (LRD) (n=969) (group 2), and living unrelated donors (LUD) (n= 217) (group 3). Mean recipient
age (years ± SD)) was 41.48 ± 8.87, 30.49 ± 10.61, and 37.13 ± 13.25, respectively for the three groups who were followed for 4.47 ± 3.03, 4.47 ± 3.0 and 5.15 ± 3.28 years
respectively. Female donors were 92.6%, 66.4%, and 41%, mean HLA match was 1.15 ± 0.93, 3 ± 1.05 and 1.30 ± 1.08 respectively. One, 5 and 12 year graft survivals among
group 1 were 91.39 %, 75.49 %, and 73.13 %; 90.98 %, 74.10 % and 64.57% in group 2 and 94.92 %, 82.86 % and 70.31% in group 3. Patient survival for 1, 5 and 12
years were 89.31%, 72.55% and 66.58% in group 1, 93.57%, 82.25% and 72.23% in group 2, and 92.62%, 79.76% and 66.79% in group 3. Acute rejections were noted
in 16.6 %, 15.8 % and 17% respectively. In circumstances of organ shortage and unavailability of well developed ABO incompatible transplants, spousal donation is viable
option.
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