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ABOUT THE MISDIA GNOSTICS
OF MAGNESIUM DEFICIENCY

We demonstrate a calculation to
estimate the number of patients,
who arenot correctly diagnosed,as
a function of the critical valueof the
Mg

���
serum concentration (0,8 or

0,75 or 0,70 mMol/l). We have ta-
ken the data of v.Ehrlich � (1997),
who had diagnosed9,4% patients
among3894in total which had sym-
ptomsbelongingto a clinically rele-
vant magnesiumdeficiencysyndro-
meand showedlessthan 0.8mMol/l
(MMS

�
). When patients with mo-

re than only 0,7 mM Mg are con-
sideredasnormomagnesemic,more
than 329magnesium-deficiencypa-
tients would be erroneouslydecla-
red as normomagnesemic.In these
cases,unfortunately, no magnesium
therapy would be started.
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The experienceof our SHO shows that the reasonwhy patients with magne-
sium deficiencysymptomsdo not getmagnesiumtherapy is the bad choiceof
the lower confidencelimit for the soundpopulation asa critical value for pa-
tients with symptoms.This lower limit is clearly too low for serving ascritical
value. Therefore, the prevalenceand importance of this diseaseis not taken
into considerationsufficiently.
It is a famous error in statistics to use the confidencelimits of the normal
population asexclusionlimits for the affected(seethe diagram below).
As a further problem in praxi, at least in germany, the magnesiumserum
value is not even determined in most cases.The result is that magnesiumis
up to now not yet usedasa first choicetherapy, although it is causaland fr ee
of sideeffects.

Our conclusionsare
- When there is a chancefor causal
therapy - then this therapy hasto be
the first choice.
- When magnesiumdeficiency sym-
ptomsarediagnosed,the magnesium
serumvaluehasto be checked.
- Patients with Mg serum values
lower than 0,9 mM have to be invol-
ved as suspectedMg-deficient pati-
ents.
- When magnesiumdeficiency sym-
ptomsarediagnosed,the magnesium
substitution aswell astherapy hasto
bestartet with morethan 600mg Mg
per day.
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In 2000weestimatedthe distrib ution of the serumvaluefor affectedpati-
entsmuch too conservative.As the data of v.Ehrlich show, the meanvalue
of the left distrib ution is larger than 0.75mMol/l, and only 10% of the red
arealie left of 0.7mMol/l.
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We demonstratea calculationto estimatethenumberof patients,who arenot correctlydiagnosed,asa functionof the critical
valueof the Mg

���
serumconcentration(0,8 or 0,75or 0,70mMol/l). We have taken the dataof v.Ehrlich� (1997),who had

diagnosed9,4% patientsamong3894 in total which hadsymptomsbelongingto a clinically relevant magnesiumdeficiency
syndromeandshowedlessthan0.8mMol/l (MMS

�
). Whenpatientswith morethanonly 0,7mM Mg areconsideredasnormo-

magnesemic,morethan329magnesium-deficiency patientswouldbeerroneouslydeclaredasnormomagnesemic.In thesecases,
unfortunately, no magnesiumtherapy wouldbestarted.

The experienceof our SHO shows that the reasonwhy patientswith magnesiumdeficiency symptomsdo not get magnesium
therapy is thebadchoiceof the lower confidencelimit for thesoundpopulationasa critical valuefor patientswith symptoms.
This lower limit is clearly too low for servingascritical value.Therefore,theprevalenceandimportanceof this diseaseis not
takeninto considerationsufficiently.

It is a famouserrorin statisticsto usetheconfidencelimits of thenormalpopulationasexclusionlimits for theaffected(seethe
diagrambelow).

As a furtherproblemin praxi, at leastin germany, themagnesiumserumvalueis not evendeterminedin mostcases.Theresult
is thatmagnesiumis up to now not yetusedasa first choicetherapy, althoughit is causalandfreeof sideeffects.

Our conclusionsare
- Whenthereis achancefor causaltherapy - thenthis therapy hasto bethefirst choice.
- Whenmagnesiumdeficiency symptomsarediagnosed,themagnesiumserumvaluehasto bechecked.
- Patientswith Mg serumvalueslower than0,9mM have to beinvolvedassuspectedMg-deficientpatients.
- Whenmagnesiumdeficiency symptomsarediagnosed,the magnesiumsubstitutionaswell as therapy hasto be startetwith
morethan600mg Mg perday.

Supplementaryremarks

1. It is ourbasedonexperienceconviction thatmany patientswith so-calledexclusiondiagnoses(asattentiondeficithyperactivity
disorder(ADHD) or chronicfatiguesyndrome(CFS),for instance)would improvetheirsymptomsthroughMagnesiumtherapy.
All patientswith exclusiondiagnosesshouldbe consideredaspotentiallyMg-deficient.Consequently, the Mg serumvalueof
thesepatientsshouldbedetermined.In thecaseswith Mg serumvalueslower than0,9 mM it is necessaryto try a Magnesium
substitutionor therapy.

2. The sameholdsfor patientswith diagnosesof depression,epilepsia,diabetesmellitus, tremor, M. Parkinson,arrhythmias,
circulatorydisturbances(stroke, cardiacinfarction,artheriosclerosis),hypertension,migraine,clusterheadache,crampi,neuro-
vegetative disorders,abdomialpain,osteoporosis,asthma,stressdependentdisorders,tinnitus,ataxia,confusion,preeclampsia,
weakness.

3. Our recommendationis to generellyapplya magnesiumserumvalueof 0,9mmol/l asthelower referencelimit, whencorre-
spondingsymptomsor diseasesstated.In thiscase,Magnesiumhasto beusedasa first choicetherapy.

4. In any decisionbetweentwo alternatives(here:normal personandpatient) two distinct errorsare present:First, a person
without magnesiumdeficiency canerroneouslybe decidedto have a deficiency (errorof thefirst kind). Second,a patientwith
deficiency canerroneouslybedeclarednormalandremainundetected(errorof thesecondkind). Thedecisionproceduredecides
aboutthevalueof botherrors,andcanbechosento fix oneof the two. Usually (becauseit canbedeterminedby calculation),
the errorof the first kind is chosento be0.05or 0.01.However, thesmallertheerror of the first kind is chosen,the larger the
error of the secondkind will necessarilybe. In mostcases– andour casebelongsto these– the error that implies the higher
risk or the highercostsmustbe madesmall. In our case,this is the error of the secondkind. The decisionthroughuseof the
serumconcentrationmustrespectthedistribution of thisvaluefor affectedpatients, andmustnotusethedistribution for normal
persons.

5. Hence,thecritical valuemustbechosenas0.9mmol/l andnotas0.7mmol/l.Magnesiummustbesubstitutedfor patientswith



lowervalues.Thepractitionerwho uses0.7mmol/l admitsanerrorof thesecondkind aslargeas90%!

6. Diagnosisof theMagnesiumDeficiency Syndrom(MDS):
Whensymptomsof MDS arefoundandin additiontheserumvaluefalls below thecritical valueof 0,90mmol/L Mg 	

�
, it is

compulsoryto applyMagnesiumascausaltherapy. BecauseMg hasno sideeffects,it is first choice!

7. Diseases,
- for which thecausesarenot identified,
- thesymptomsof which belongto theMDS,
areto beanalysedwith respectto theMg serumvalue!Again,whentheserumvaluefallsbelow thecritical valueof 0,90mmol/L
Mg 	

�
, Magnesiumtherapy mustbetried.

Thesediseasesincludefor instance:
- ADHS (Attentiondeficit andhyperactivity syndrom)
- ChronicFatigueSyndrom
- Multiple ChemicalSensitivity

8. Furthermore,it is postulated,by using thesecriteria, many patientswith so-calledexclusiondiagnosesasattentiondeficit
hyperactivity disorder(ADHD) or chronicfatiquesyndrome(CFS)would improve their symptoms.Therefore,all patientswith
exclusiondiagnosesshoudbeconsideredaspotentiallyMg-deficient.ConsequentlytheMg serumvalueof patientswith so-called
exclusiondiagnosesshouldbeestimated.In thecaseswith Mg serumvalueslower than0,9mM asubstitutionor therapy should
beproved.
The sameis valid for patientswith diagnosesof depression,epilepsia,diabetesmellitus, tremor, M. Parkinson,arrhythmias,
circulatorydisturbances(stroke, cardiacinfarction,atherosclerosis),hypertension,migraine,clusterheadache,crampi,neuro-
vegetative disorders,abdomialpain,osteoporosis,asthma,stressdependentdisorders,tinnitus,ataxia,confusion,preeclampsia,
weakness.
Our recommendationis generellyto applyamagnesiumserumvalueof 0,9mmol/l asthelowerreferencelimit, if corresponding
symptomsor diseaseareexisting.Than,Magnesiumhasto beusedasafirst choicetherapy.
Die Literaturzitateschicke ich Dir, sobaldderText klar ist. Ich wrdeVerweiseaufVichy undZaragozagernanbringen!
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