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ABSTRACT: Background: Continuous adminis-

tration of levodopa-carbidopa intestinal gel (carbidopa-

levodopa enteral suspension) through a percutaneous

endoscopic gastrojejunostomy is a treatment option for

advanced Parkinson disease (PD) patients with motor

fluctuations resistant to standard oral medications.

Safety data from 4 prospective studies were integrated

to assess the safety of this therapy.

Methods: Safety data from 4 studies were summarized

using 2 overlapping data sets, permitting the separation

of procedure/device–associated (n 5 395) from non-pro-

cedure/device adverse events (n 5 412).
Results : At the data cutoff, median exposure to

levodopa-carbidopa intestinal gel was 911 days (range,

1-1980 days) with 963 total patient-years of exposure.

Procedure/device adverse events occurred in 300
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patients (76%), and serious adverse events occurred in
68 (17%); most frequently reported procedure/device
adverse events and serious adverse events were compli-
cations of device insertion (41% and 8%, respectively)
and abdominal pain (36% and 4%, respectively).
Non-procedure/device adverse events occurred in 92%
(379), with most frequently reported being insomnia
(23%) and falls (23%); 42% (171) had non-procedure/
device serious adverse events, with most frequently
reported being pneumonia (5%) and PD symptoms (2%).
Adverse events led to discontinuation in 17% (72), most
frequently because of complication of device insertion
(2.4%). There were 34 treatment-emergent deaths (8.3%)
in the overlapping data sets, 2 of which (0.5%) were con-
sidered “possibly related” to the treatment system.

Conclus ion: In the largest collection of levodopa-
carbidopa intestinal gel safety data from prospective
clinical studies, procedure/device events were fre-
quently reported and occasionally life threatening. Most
non-procedure/device events were typical for levodopa
treatment and an elderly population. These factors
combined with high treatment efficacy led to a relatively
low discontinuation rate in advanced PD patients.
VC 2015 International Parkinson and Movement Disorder
Society

Key Words: Levodopa-carbidopa intestinal gel;
infusion; safety; percutaneous endoscopic gastrojeju-
nostomy; Parkinson’s disease

Although oral levodopa is the most common and
effective treatment for Parkinson’s disease (PD), it has
been reported that disabling motor complications
occur in nearly 90% of patients after 9 years of treat-
ment.1 Advanced PD patients cycle between periods of
poor mobility (“off” time), and good mobility (“on”
time) with or without dyskinesias.2 The pathophysio-
logical reason for this on-off phenomenon is poorly
understood; however, critical factors include the pulsa-
tile availability of dopamine and fluctuating plasma
concentrations of levodopa3 because of its short half-
life and erratic gastric emptying.4 “Off” and “on”
times with troublesome dyskinesia reduce patients’
quality of life and put them at higher risk of comorbid
complications.5,6

The levodopa-carbidopa intestinal gel (LCIG) system
continuously infuses levodopa and carbidopa in a car-
boxymethylcellulose aqueous gel to the proximal small
intestine with the intent of minimizing the variability
in plasma levodopa levels caused by unpredictable gas-
tric emptying. LCIG is administered by a portable
infusion pump through a percutaneous endoscopic
gastrostomy with jejunal extension (PEG-J). Initial
pharmacokinetic studies comparing LCIG with oral
formulations of levodopa demonstrated that LCIG
provided a less variable plasma level of levodopa.7,8 In
a multinational, randomized, double-blind clinical
study in advanced PD patients, LCIG resulted in a sig-
nificant improvement in “off” time, “on” time with-
out troublesome dyskinesia, and measures of quality
of life and activities of daily living compared with
immediate-release oral levodopa-carbidopa (IR-LC).9

LCIG has been commercially available in Europe
since 2004, and although the safety of the procedure
may be appreciated outside clinical trials, the available
long-term, prospective safety data for LCIG are lim-
ited. Given that treatment with LCIG involves both a
drug and a device that requires an endoscopic proce-
dure, safety is particularly important when assessing

its risk/benefit profile. To evaluate the safety specific
to the procedure/device separate from the levodopa-
exposure or underlying disease, data from 4 phase 3
studies were integrated and analyzed as 2 separate
data sets. This report summarizes the largest, longest-
term data set on LCIG safety presented to date includ-
ing more than 400 patients with an average exposure
of more than 2 years.

Methods

LCIG Phase 3 Studies

There were 4 prospective, multicenter phase 3 LCIG
(designated in the United States as carbidopa-levodopa
enteral suspension [CLES]) studies (NCT00357994/
NCT00660387, NCT00335153, NCT00660673,
NCT00360568), 3 of which have been previously
reported 9-11 and a fourth that is ongoing. The study
protocols were approved by the institutional review
board/ethics committee at all 90 centers in 16 coun-
tries, and all patients provided written informed
consent.

Studies and Patients Included in Analysis

The enrolled patients were adults (�30 years old)
with advanced PD consistent with UK Brain Bank cri-
teria.9 Patients were levodopa-responsive with PD
complicated by severe motor fluctuations uncontrolled
by optimized standard therapies.9 In all studies, LCIG
was administered to patients during 16 waking hours.
Ninety-six percent of the 412 patients received con-
comitant anti-PD medication for any period of time
during LCIG treatment, and the most frequent were
oral levodopa (83%) and amantadine (28%).

The 4 studies from which data were integrated in this
analysis were (1) a 12-week double-blind, double-
dummy study,9 (2) a 52-week open-label extension of
the double-blind, double-dummy study,11 (3) a 54-week
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open-label safety study,10 and (4) an ongoing open-
label extension study providing continued access to
treatment (Fig. 1). Briefly, 66 of the 71 enrolled patients
(93%) completed the double-blind, double-dummy
study in which all randomized patients had a PEG-J
placed before receiving either LCIG infusion and oral
placebo capsules or placebo gel infusion and encapsu-
lated IR-LC tablets; 62 patients elected to participate in
the subsequent 52-week open-label extension, in which
all participants received LCIG via PEG-J,11 after which
48 of these continued in the ongoing extension study
(Fig. 1). In a separate open-label safety study, LCIG
was initially titrated via nasojejunal (NJ) tube in 350
patients; 324 of these (92%) proceeded to receive LCIG
via PEG-J. Of the 283 patients (87% of patients with a
PEG-J) who completed the open-label safety study, 214
enrolled in the ongoing extension study (Fig. 1).10 As of
March 31, 2014, 179 patients were continuing LCIG in
the ongoing extension study (Fig. 1).

PEG-J Procedure

The PEG-J placement procedure was performed by a
qualified gastroenterologist, surgeon or interventional
radiologist as previously described.12 Gastrointestinal
proceduralists received standardized instructions and
training prior to performing the PEG-J procedure.

Safety Assessments

All adverse events (AEs) that occurred during each
study, regardless of their perceived relationship to the
treatment system (drug or device), were recorded,
coded according to Medical Dictionary for Regulatory
Activities (MedDRA) version 14.013 and tabulated by
MedDRA Preferred Terms (PTs). AEs were monitored
from screening and could be coded to more than 1 PT
descriptive of the event. All AEs were treatment
emergent, defined as those that started or worsened on
or after day 1 of exposure to the treatment system
and within 30 days of the end of treatment. Study
investigators rated each AE as serious14 (events that
are life threatening, requiring/prolonging hospitaliza-
tion beyond the required study procedures, or result in
death, significant disability, or birth defect) or nonseri-
ous in nature and noted whether they considered the
event to be “unrelated,” “unlikely,” “possibly,” or
“probably” related to the treatment system. Complica-
tions related to the product quality of the infusion
device (eg, pump, tubing) were recorded by the inves-
tigator as product quality device complaints, and
although they may have been associated with an AE,
device complaints were not themselves AEs.

AEs were categorized as either procedure/device AEs
or non-procedure/device AEs, but not both. Procedure/
device-associated AEs (procedure/device AEs) were

FIG. 1. Flowchart of patient populations in the study data sets. All PEG-J, data set of patients who had PEG-J placement; OLAS, open-label LCIG
analysis data set; PEG-J, percutaneous endoscopic gastrojejunostomy; LCIG, levodopa-carbidopa intestinal gel; IR-LC, immediate-release oral
levodopa-carbidopa; NJ, nasojejunal tube.
a. Olanow et al. Lancet Neurol. 2014; 13(2):141-9.9

b. Slevin et al. J Parkinson’s Dis. 2015; 5(1):165-74.11

c. Fernandez et al. Mov Disord. 2015; 30(4):500-9.10

d. As of March 31, 2014.
e. 71 patients from the double-blind study and 354 from the open-label safety study.
f. Discontinued for any reason, including AE, lack of efficacy, withdrew consent, administrative, or protocol violation.
g. An estimate based on patients who completed a study, did not roll over into an extension study, did not have their PEG-J removed and lived in a
country where LCIG was commercially available. Patients who lived in a country where LCIG was commercially available were not allowed to partic-
ipate in the continuing of treatment extension.
h. 4 converted to commercial LCIG after completing the double-blind study, and 92 after participating in an open-label study.
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identified using a MedDRA PT search strategy of terms
potentially related to the procedure or use of the device,
as determined by a medical review board of gastrointesti-
nal specialists. Non-procedure/device-associated AEs
(non-procedure/device AEs) included all other AEs not
associated with the procedure/device. Procedure/device
AEs and non-procedure/device AEs were analyzed in 2
separate but overlapping data sets (see below). Impulse
control disorders (ICDs) were monitored with the Min-
nesota Impulsive Disorders Interview (MIDI) Assess-
ment, and AEs related to ICDs were identified using a
MedDRA PT search strategy composed of PTs associ-
ated with “abuse liability.” AEs related to neuropathy
were assessed by a MedDRA PT search strategy defined
by the polyneuropathy Standardized MedDRA Query.15

Hematologic and metabolic laboratory values,
including folate, homocysteine, methylmalonic acid,
and vitamins B6 and B12, were assessed every 3 to 6
months. Study investigators were not required to con-
duct nerve conduction studies. A gastrointestinal adju-
dication committee reviewed procedure/device-
associated safety data as previously reported.16

Data Sets

Because of the differences in study design and dis-
continuations, not all patients had a PEG-J placed or
were exposed to LCIG. Consequently, 2 patient data
sets were used to more acutely examine the safety of
this drug/device system. The “All PEG-J” data set
(n 5 395), used to analyze the safety of the gastrointes-
tinal surgical procedure and complications associated
with the device, consisted of patients who had the
PEG-J placed in any of the phase 3 studies, regardless
of their exposure to LCIG (Fig. 1). The Open-label
Analysis Set (OLAS, n 5 412), used to analyze the
safety of LCIG, consisted of all patients who received
open-label LCIG treatment during one of the studies,
whether infused via NJ or PEG-J (Fig. 1). These data
sets overlap except for 9 patients from the double-
blind, double-dummy study who did not enroll in the
open-label extension (included in the All PEG-J data
set but not OLAS) and 26 patients from the open-
label safety study who only received LCIG via an NJ
and did not go on to receive a PEG-J (included in the
OLAS but not the All PEG-J data set); see Figure 1.

Statistical Analyses

The safety databases with a cutoff date of March
31, 2014, from each individual study were integrated.
This initial safety evaluation focused on summarizing
the seriousness and temporal distribution of AEs asso-
ciated or not associated with the procedure/device as
well as discontinuations, deaths, device complaints,
and tube replacements.

Prespecified subgroup analyses of the safety data with
a cutoff date of May 31, 2013, were conducted for

intrinsic (age [<65 and �65 years], race, sex, baseline
body mass index [BMI], and duration of PD [<10 and
�10 years]) and extrinsic factors (dopamine agonist use
and region) and evaluated for 4 periods of AE occur-
rence: any time, titration period (onset during first 28
days), maintenance period (onset on or after day 29),
and persistent (onset during titration and extended to
maintenance period with a duration�7 days).

Results

As summarized in Table 1, patients’ baseline charac-
teristics were similar between the overlapping data sets.
The median (range) exposure to LCIG was 911 days
(1-1980 days) (OLAS; Supplemental Table 1). There
were 336 patients (82%) treated with LCIG for at least
1 year and 233 (57%) for at least 2 years, with the
total patient-years of exposure exceeding 950 years
(OLAS; Supplemental Table 1). Of the participants in
the open-label studies (n 5 412), more than half (262,
64%) had rolled over into the ongoing extension study,
with 179 (43%) still participating and 104 (25%) who
likely converted to commercial LCIG (Fig. 1).

Overall, AEs (procedure/device and non-procedure/
device) were reported in 387 subjects (94%; n 5 412),
and SAEs (procedure/device and non-procedure/device),
were reported in 194 subjects (47%; n 5 412). Proce-
dure/device AEs and SAEs were analyzed separately
from non-procedure/device events. There were no clini-
cally meaningful trends among demographic subgroups
in the All PEG-J (Supplemental Table 2) or OLAS (Sup-
plemental Table 3) safety analyses.

TABLE 1. Patients’ baseline characteristics

Characteristic

All PEG-J

n 5 395a

OLAS

n 5 412b

Age in years, mean6 SD 64.36 8.8 64.16 8.9
<65 years, n (%) 192 (49) 201 (49)
�65 years, n (%) 203 (51) 211 (51)

Sex (male), n (%) 231 (59) 243 (59)
Race, n (%) White 367 (93) 381 (93)

Asian 24 (6.1) 26 (6.3)
Other 4 (1.0) 5 (1.2)

Mini-Mental State Exam, mean6 SD 28.66 1.6 28.56 1.7
Duration of PD in years, mean6 SD 12.26 5.5 12.36 5.5
“Off” time (h/d), mean6 SDc NC 6.76 2.3
“On” time without troublesome
dyskinesia (h/d), mean6 SDc

NC 7.86 2.4

“On” time with troublesome
dyskinesia (h/d), mean6 SDc

NC 1.56 2.0

Daily oral levodopa dose
(mg), mean6 SDd

NC 1080.76 565.3

All PEG-J, data set of patients who had PEG-J placement; OLAS, open-
label LCIG analysis data set; h/d, hours per day; NC, not calculated.
aIncludes 9 patients not in the OLAS group.
bIncludes 26 patients not in the All PEG-J group.
cn 5 406 for diary measures.
dn 5 410 for levodopa dose.
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Procedure/Device-Associated LCIG Safety (All
PEG-J Data Set, n 5 395)

At least 1 procedure/device AE occurred in 300 patients
(76%); the most frequently reported are summarized in

Table 2. The majority of AEs coded as a complication of
device insertion were also coded to 1 or more of the fol-
lowing PTs: abdominal pain, abdominal discomfort,
abdominal distension, flatulence, or pneumoperitoneum.

FIG. 2. Prevalence of adverse events (AEs) and serious AEs (SAEs) over time. A single event could be coded to �1 preferred term. The AE term
“Parkinson’s disease” refers to the reemergence of Parkinson’s symptoms, often because of interruption of drug delivery. All PEG-J, data set of
patients who had PEG-J placement; OLAS, open-label LCIG analysis data set; UTI, urinary tract infection.

TABLE 2. Incidence of procedure/device-associated adverse events (AEs) and serious AEs (SAEs), all PEG-J, n 5 395

n (%) n (%)

Any AE 300 (76) Any SAE 68 (17)
Titration period 244 (62) Titration period 33 (8.4)
Maintenance perioda 230 (60) Maintenance perioda 42 (11)
Persistent 69 (17) Persistent 8 (2.0)

AEs occurring in� 5% of patients by PT SAEs occurring in� 1% of patients by PT
Complication of device insertionb 160 (41) Complication of device insertionb 33 (8.4)
Abdominal pain 142 (36) Abdominal pain 17 (4.3)
Procedural pain 107 (27) Peritonitis 11 (2.8)
Postoperative wound infection 104 (26) Device dislocation 9 (2.3)
Incision site erythema 87 (22) Pneumoperitoneum 9 (2.3)
Excessive granulation tissue 86 (22) Postoperative wound infection 7 (1.8)
Procedural site reaction 65 (16) Device occlusion 4 (1.0)
Postprocedural discharge 51 (13) Small intestinal obstruction 4 (1.0)
Pneumoperitoneum 24 (6.1)
Incision site pain 22 (5.6)
Abdominal discomfort 20 (5.1)

A single event could be coded to �1 preferred term. Titration period is onset during days 1 through 28; maintenance Period is onset on or after day 29; persis-
tent is event onset during titration period and continued into maintenance period with duration �7 days. OLAS, open-label LCIG analysis data set; All PEG-J,
data set of patients who had PEG-J placement; PT, MedDRA preferred term.
an 5 382 for maintenance period. Exposure during maintenance period was up to day 1276, including 180 patients with overall exposure to PEG-J �540 days.
bEvents with this term were most often additionally coded to abdominal pain, abdominal discomfort, abdominal distension, flatulence, pneumoperitoneum.
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Procedure/device serious AEs (SAEs) occurred in 68
patients (17%); the most frequently reported are summar-
ized in Table 2. The prevalence of procedure/device AEs
(Fig. 2a) and SAEs (Fig. 2b) was highest after the proce-
dure, decreased substantially afterward and then stabi-
lized over time. The majority of procedure/device AEs
that occurred within the first 2 weeks resolved within the
titration period (17% were “persistent”); see Table 2.

During the PEG-J exposure period (median, 986
days; range, 1-1972 days; Supplemental Table 1), 102
patients (26%) had at least 1 PEG tube replacement,
and 222 (56%) had at least 1 J-tube replacement (Sup-
plemental Table 4). At the end of the first year, 92%
of patients retained the original PEG tube (Supplemen-
tal Fig. 1a), with an overall mean (SD) of 0.1 (0.3)
PEG tube replacements; 63% retained the original
J-tube (Supplemental Fig. 1b), with an overall mean
(SD) of 0.6 (1.0) J-tube replacements (n 5 394
patients). At the end of the second year, 82% retained
the original PEG tube, and 49% retained the original
J-tube. Patients had a mean (SD) of 0.3 (0.7) PEG
replacements and 1.4 (1.8) J-tube replacements over
the entire treatment period. There were no consistent
trends in baseline characteristics for those who had
multiple tube replacements.

Device Complaints Related to the Product
Quality (All PEG-J Data Set, n 5 395)

At least 1 device “complaint” (related to the product
quality, reported separately from AEs) was reported in
371 patients (94%). The most frequently reported
device “complaints” are summarized in Supplemental
Table 5. Sixty-six percent (259 of 395) had complaints
that required no action. The most common action
taken for a device malfunction was pump replacement.
Tube migration was the most common reason for
device dislocation, the majority of which were either
proximal or distal dislocations of the J-tube.

Non-Procedure/Device-Associated LCIG
Safety (OLAS Data Set, n 5 412)

Non-procedure/device AEs occurred in 379 LCIG-
exposed patients (92%) in the open-label studies, and
the most frequently reported are summarized in Table
3. The prevalence of non-procedure/device AEs was
relatively stable over time (Fig. 2c). There were 39
patients (9.5%) who had “sleep attacks” (Supplemen-
tal Table 6).

Non-procedure/device SAEs occurred in 171 patients
(42%); the most frequently reported non-procedure/

TABLE 3. Incidence of non-procedure/device-associated adverse events (AEs) and serious AEs (SAEs), OLAS, n 5 412

n (%)

Possibly or

probablya treatment

related, n (%) n (%)

Possibly or

probablya treatment

related, n (%)

Any AE 379 (92) 288 (70) Any SAE 171 (42) 66 (16)
Titration period 266 (65) Titration period 26 (6.3)
Maintenance periodb 337 (89) Maintenance periodb 160 (42)
Persistent 165 (40) Persistent 13 (3.2)

AEs occurring in� 10% of patients by PT SAEs occurring in� 1% of patients by PT
Insomnia 96 (23) 32 (7.8) Pneumonia 20 (4.9) 0
Fall 95 (23) 31 (7.5) Fall 10 (2.4) 3 (0.7)
Constipation 84 (20) 43 (10) Hip fracture 10 (2.4) 0
Nausea 84 (20) 47 (11) Parkinson’s diseasec 10 (2.4) 8 (1.9)
Urinary tract infection 71 (17) 3 (0.7) Weight decreased 10 (2.4) 8 (1.9)
Vitamin B6 decreased 65 (16) 44 (11) Polyneuropathy 9 (2.2) 8 (1.9)
Anxiety 61 (15) 20 (4.9) Pneumonia aspiration 8 (1.9) 1 (0.2)
Dyskinesia 60 (15) 54 (13) Anemia 5 (1.2) 2 (0.5)
Parkinson’s diseasec 59 (14) 42 (10) Constipation 5 (1.2) 2 (0.5)
Weight decreased 59 (14) 50 (12) Death 5 (1.2) 0
Blood homocysteine increased 56 (14) 47 (11) Hallucination 5 (1.2) 5 (1.2)
Depression 55 (13) 13 (3.2) Pulmonary embolism 5 (1.2) 0
Back pain 46 (11) 1 (0.2) Back Pain 4 (1.0) 0
Orthostatic hypotension 44 (11) 23 (5.6) Depression 4 (1.0) 2 (0.5)
Diarrhea 43 (10) 12 (2.9) Osteoarthritis 4 (1.0) 0
Vomiting 43 (10) 27 (6.6) Sepsis 4 (1.0) 1 (0.2)
Headache 41 (10) 5 (1.2) Urinary tract infection 4 (1.0) 0

A single event could be coded to �1 preferred term. Titration period is onset during days 1 through 28; maintenance period is onset on of after day 29; persis-
tent is event onset during titration period and continued into maintenance period with duration �7 days. OLAS, open-label LCIG analysis data set; All PEG-J,
data set of patients who had PEG-J placement; PT, MedDRA preferred term.
aStudy investigator rated.
bn 5 382 for maintenance period. Exposure during maintenance period was up to day 1276, including 180 patients with overall exposure to PEG-J� 540 days.
cRefers to the reemergence of Parkinson’s symptoms, often because of interruption of drug delivery.
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device SAEs are summarized in Table 3. The prevalence
of the most frequently reported non-procedure/device
SAEs (Fig. 2d) was relatively stable over the treatment
period. The prevalence of reported insomnia, depres-
sion, “weight decreased,” and “increased blood homo-
cysteine” rose slightly over time (Fig. 2d). The most
frequently reported non-procedure/device AEs that
were classified by study investigators as serious (ie,
SAEs) and “possibly” or “probably” treatment system
related were the reemergence of PD symptoms (2%)
often because of interrupted drug delivery, polyneurop-
athy (2%), and “weight decreased” (2%); see Table 3.

Polyneuropathy was reported in 24 patients (5.8%);
see Supplemental Table 6. Separately, AEs were ana-
lyzed by a more inclusive list of PT terms related to
polyneuropathy (eg, neuralgia, peripheral neuropathy).
This resulted in 39 patients (9.5%), and 12 of these
patients (2.9%) reported medical histories that included
neuropathy or known risk factors for neuropathy.
Patients with polyneuropathy were treated at the inves-
tigators’ discretion. Vitamin levels were subsequently
added to the study protocol to monitor for vitamin defi-
ciencies that could be risk factors for polyneuropathy.
As assessments of vitamins B6 and B12 and other labora-
tory tests associated with neuropathy were not required
at baseline, the causality between LCIG, vitamin defi-
ciencies, and polyneuropathy could not be determined.

“Weight decreased” was reported in 59 patients
(14%); see Table 3. Furthermore, patients who had a
weight loss of at least 7% from baseline to any point
and continued to have an additional weight loss of at
least 4.5 kg (10 lb) afterward were identified (n 5 37,
9.0%) for additional review. The majority of these
patients (24 of 37) were overweight (BMI� 25
to� 29.9 kg/m2, n 5 14) or obese (BMI�30 kg/m2,
n 5 10) at baseline, and 3 had a low BMI (< 18.5 kg/
m2) at final. Any subsequent treatment for weight loss
was provided at the investigator’s discretion.

At baseline, patients were excluded if they had an
impulse control disorder (ICD) that study investigators
considered significant; however, there were 15 patients
(3.6%) included in these studies who screened positive
for an ICD in the MIDI at baseline, 5 of whom had a
positive MIDI during the study. At the data cutoff,
there were 26 patients (6.1%) who had at least 1 com-
pulsive behavior reported in the MIDI: 6 (1.5%) with
pathological gambling, 5 (1.2%) with compulsive buy-
ing, and 19 (4.6%) with compulsive sexual behavior.
Within the “abuse liability” search strategy (MedDRA
coding most relevant to ICD, see Patients and Meth-
ods section), there were 32 patients (7.8%) who had
AEs related to an ICD; the most relevant AEs were
impulsive behavior (1.9%), dopamine dysregulation
syndrome (0.5%), ICD (0.5%), pathological gambling
(0.5%), and compulsive shopping (0.2%). Any subse-
quent treatment of the patient for the ICD was at the

discretion of the investigator. For the patients with
events of impulse control who were receiving extra
LCIG doses, adjusting the LCIG treatment regimen
typically led to resolution of the initial event.

Premature Discontinuations Because of
Adverse Events

Overall, 17% of patients (72 of 412 in OLAS) dis-
continued LCIG treatment because of an AE (either
associated with the procedure/device or not); the most
frequently reported AEs that led to discontinuation by
3 or more patients were complication of device inser-
tion (2.4%), death (1.2%), abdominal pain (1.0%),
pneumonia (1.0%), myocardial infarction (0.7%), and
fall (0.7%) (OLAS). The proportion who discontinued
because of a procedure/device AE was 4.8% (19 of
395 in All PEG-J), with discontinuation of 2.0% of
patients during the 28-day titration phase and 2.8%
during the maintenance phase.

Deaths

There were 34 deaths (8.3%) in the phase 3 studies
(n 5 412), with 32 considered by investigators to be
“unrelated” or “unlikely related” to the treatment sys-
tem and 2 considered to be “possibly related.” Two of
the unrelated deaths (0.5%) were a result of suicide
on days 317 and 370, and both patients had a relevant
history of depression. One patient (0.2%) whose death
was considered “possibly related” had a cardiac arrest
(SAE) on day 491 of treatment. The other had
“intestinal dilatation” (SAE) on day 1071 with addi-
tional findings of pneumotosis intestinalis, portal
venous gas, intestinal air fluid levels, markedly dis-
tended stomach, and air leakage from the feeding tube
during coughs.

Discussion

This is the largest prospective study to date evaluat-
ing safety of LCIG. The safety of LCIG was evaluated
in 412 patients, and as of March 31, 2014, included
more than 950 patient-years of data, with a mean
exposure of 911 days in a population of patients with
advanced PD.17 However, as this was an analysis of
data integrated from 4 studies, there are several limita-
tions to consider from the outset. Selection bias may
have influenced patient inclusion. More rigorous
follow-up evaluations may have reduced the overall
risk of SAEs, even though this methodology might
also inflate the frequency of all reported AEs com-
pared to routine practice. Because the study-required
method of safety reporting does not always translate
to clinical practice, safety from a recent large observa-
tional report may be closer to what is seen in routine
care.17 In the present analysis, safety data from 1
double-blind and 3 open-label studies were included.
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Even though open-label studies have multiple limita-
tions, the majority of safety data for new therapies are
often derived from open-label studies.14 Although
there may be regional variation within clinical prac-
tice,18 GI proceduralists were given standardized pro-
cedure/device training prior to participating in the
study to limit the impact on treatment and AE report-
ing. Postprocedural data collection was also tightly
monitored to ensure an accurate assessment of the
safety of LCIG treatment. Within the context of these
limitations, meaningful conclusions can still be derived
for both the procedure/device and the non-procedure/
device safety of LCIG. These data represent important
considerations when evaluating the appropriateness of
treatment with LCIG.

A substantial number of patients experienced non-
procedure/device SAEs; however, the events with the
highest incidence were consistent with AEs frequently
reported in an older patient population (pneumonia),
related to the underlying disease (fall and hip frac-
ture),19-22 or known to be associated with dopaminer-
gic therapy (insomnia, nausea, and hallucination).23-26

The incidence of ICDs and “sleep attacks” was also
consistent with other dopaminergic treatments, includ-
ing oral levodopa.27-29 Although 2% of patients had
SAEs of polyneuropathy, meaningful conclusions
about the root cause could not be made without base-
line values for vitamins B6 and B12 or systematic elec-
trodiagnostic evaluations, which were lacking in these
studies. Considering the non-procedure/device events
alone, the safety profile of LCIG was comparable to
the established safety profile of the oral formulation of
levodopa-carbidopa.30,31

Previously, the safety of the PEG-J placement proce-
dure in advanced PD patients was relatively unknown.
However, the majority of procedure/device AEs
reported by patients who had a PEG-J placement in
these studies were consistent, in nature and incidence,
with medically recognized complications of the proce-
dure in non-PD patient populations.32-36 Although
rare, some procedure/device AEs can be life threaten-
ing, including intestinal perforation, peritonitis, and
intestinal hemorrhage. However, most procedure/
device AEs resolved within the first 28 days of treat-
ment. Despite the level of mobility of this patient pop-
ulation being unlike a typical chair/bedbound
population of patients with a PEG-J for other indica-
tions,34,35 the PEG and J-tubes proved durable. An
independent GI adjudication committee reviewed the
procedure/device-associated safety data and deter-
mined that rates were consistent with the literature,
and no specific events limited its use in this patient
population.16

The rate of discontinuation because of an AE (either
associated or not associated with a procedure/device)
was 17% and remained stable after the titration period.

This rate was slightly higher than shorter studies for
oral dopaminergic treatments, which ranged from 10%
to 13%23-26 and comparable to other studies for LCIG,
which ranged from 15% to 22%.37-39 Considering the
length of exposure, the percentage of patients who dis-
continued LCIG because of an AE supports its overall
tolerability, but may also reflect the influence of com-
mitting to having a PEG-J. One death of a patient with
“intestinal dilatation” was probably related to the
mode of medication delivery. The majority of deaths
were consistent with the mortality profile in this patient
population,40-42 including suicide.40,43 Nonetheless,
closely monitoring depressive states and suicidal idea-
tion is recommended.

In conclusion, we have presented the largest,
longest-term safety data set from prospective clinical
studies for LCIG to date. Given that conclusions
regarding polyneuropathy, weight loss, and psychiatric
symptoms were limited, further systematic surveillan-
ces of these are warranted. Within the limitations of
this analysis, procedure/device AEs were common,
expected for the known risks associated with a PEG-J,
and the most common cause of discontinuation. Non-
procedure/device AEs were consistent with what
would be expected for the patient population and
extent of dopaminergic exposure. This study suggests
that despite the high incidence of patients with AEs,
LCIG can be used in a safe and tolerable manner for
the treatment of motor fluctuations that are inad-
equately controlled by other PD medications in
levodopa-responsive patients with advanced PD.

Acknowledgments: AbbVie Inc. funded the studies (NCT00357994/
NCT00660387, NCT00335153, NCT00660673, NCT00360568). AbbVie
Inc. participated in the study design, research, analysis, data collection,
interpretation of data, reviewing, and approval of the publication. Jane
Rodgers, PhD, of AbbVie Inc. provided medical writing assistance in the
preparation of this article. The authors thank all study investigators who
contributed to the care of patients in these studies.9-11

References
1. Ahlskog JE, Muenter MD. Frequency of levodopa-related dyskine-

sias and motor fluctuations as estimated from the cumulative litera-
ture. Mov Disord 2001;16(3):448-458.

2. Coelho M, Ferreira JJ. Late-stage Parkinson disease. Nat Rev Neu-
rol 2012;8(8):435-442.

3. Contin M, Martinelli P. Pharmacokinetics of levodopa. J Neurol
2010;257(Suppl 2):S253-S261.

4. Nutt JG. Pharmacokinetics and pharmacodynamics of levodopa.
Mov Disord 2008;23(Suppl 3):S580-S584.

5. Quinn NP. Classification of fluctuations in patients with Parkin-
son’s disease. Neurology 1998;51(2 Suppl 2):S25-S29.

6. Terriff DL, Williams JV, Patten SB, Lavorato DH, Bulloch AG.
Patterns of disability, care needs, and quality of life of people with
Parkinson’s disease in a general population sample. Parkinsonism
Relat Disord 2012;18(7):828-832.

7. Nyholm D, Askmark H, Gomes-Trolin C, et al. Optimizing levo-
dopa pharmacokinetics: intestinal infusion versus oral sustained-
release tablets. Clin Neuropharmacol 2003;26(3):156-163.

8. Nyholm D, Odin P, Johansson A, et al. Pharmacokinetics of levo-
dopa, carbidopa, and 3-O-methyldopa following 16-hour jejunal
infusion of levodopa-carbidopa intestinal gel in advanced Parkin-
son’s disease patients. AAPS J 2013;15(2):316-323.

S A F E T Y O F L E V O D O P A - C A R B I D O P A I N T E S T I N A L G E L

Movement Disorders, Vol. 31, No. 4, 2016 545



9. Olanow CW, Kieburtz K, Odin P, et al. Continuous intrajejunal
infusion of levodopa-carbidopa intestinal gel for patients with
advanced Parkinson’s disease: a randomised, controlled, double-
blind, double-dummy study. Lancet Neurol. 2014;13(2):141-149.

10. Fernandez HH, Standaert DG, Hauser RA, et al. Levodopa-
carbidopa intestinal gel in advanced Parkinson’s disease: Final
12-month, open-label results. Mov Disord 2015;30(4):500-509.

11. Slevin JT, Fernandez HH, Zadikoff C, et al. Long-Term Safety and
Maintenance of Efficacy of Levodopa-Carbidopa Intestinal Gel: An
Open-Label Extension of the Double-Blind Pivotal Study in
Advanced Parkinson’s Disease Patients. J Parkinsons Dis 2015;
5(1):165-174.

12. Fernandez HH, Vanagunas A, Odin P, et al. Levodopa-carbidopa
intestinal gel in advanced Parkinson’s disease open-label study:
interim results. Parkinsonism Relat Disord 2013;19(3):339-345.

13. Organization MMaSS. Medical Dictionary for Regulatory Activ-
ities (MedDRA), Version 14.0 2011. Available at: https://med-
dramsso.com.

14. Guideline for Good Clinical Practice E6 (R1). USA: International
Conference on Harmonization of Technical Requirements for
Registration of Pharmaceuticals for Human Use; 1996.

15. Activities MDfR. Standardised MedDRA Queries website. Available
at: http://www.meddra.org/standardised-meddra-queries. Accessed
May 2015.

16. Epstein M JDA, Hawes R, Schmulewitz N, et al. Gastrointestinal
safety of the levodopa-carbidopa intestinal gel system in advanced
Parkinson’s patients. Mov Disord 2013;28(Suppl. 1):S144.

17. Antonini A, Yegin A, Preda C, et al. Global long-term study on
motor and non-motor symptoms and safety of levodopa-carbidopa
intestinal gel in routine care of advanced Parkinson’s disease
patients; 12-month interim outcomes. Parkinsonism Relat Disord
2015;21(3):231-235.

18. Rahnemai-Azar AA, Rahnemaiazar AA, Naghshizadian R, Kurtz
A, Farkas DT. Percutaneous endoscopic gastrostomy: indications,
technique, complications and management. World J Gastroenterol
2014;20(24):7739-7751.

19. Guttman M, Leger G, Cedarbaum JM, et al. 3-O-methyldopa
administration does not alter fluorodopa transport into the brain.
Ann Neurol 1992;31(6):638-643.

20. Johnell O, Melton LJ 3rd, Atkinson EJ, O’Fallon WM, Kurland LT.
Fracture risk in patients with parkinsonism: a population-based study
in Olmsted County, Minnesota. Age Ageing 1992;21(1):32-38.

21. Woodford H, Walker R. Emergency hospital admissions in idio-
pathic Parkinson’s disease. Mov Disord 2005;20(9):1104-1108.

22. Pickering RM, Grimbergen YA, Rigney U, et al. A meta-analysis
of six prospective studies of falling in Parkinson’s disease. Mov
Disord 2007;22(13):1892-1900.

23. Lees A, Fahn S, Eggert KM, et al. Perampanel, an AMPA antago-
nist, found to have no benefit in reducing “off” time in Parkinson’s
disease. Mov Disord 2012;27(2):284-288.

24. Pahwa R, Lyons KE, Hauser RA, et al. Randomized trial of
IPX066, carbidopa/levodopa extended release, in early Parkinson’s
disease. Parkinsonism Relat Disord 2014;20(2):142-148.

25. Pourcher E, Fernandez HH, Stacy M, Mori A, Ballerini R, Chaikin
P. Istradefylline for Parkinson’s disease patients experiencing motor
fluctuations: results of the KW-6002-US-018 study. Parkinsonism
Relat Disord 2012;18(2):178-184.

26. Stocchi F, Rascol O, Destee A, et al. AFQ056 in Parkinson
patients with levodopa-induced dyskinesia: 13-week, randomized,
dose-finding study. Mov Disord 2013;28(13):1838-1846.

27. Garcia-Ruiz PJ, Martinez Castrillo JC, Alonso-Canovas A, et al.
Impulse control disorder in patients with Parkinson’s disease under

dopamine agonist therapy: a multicentre study. J Neurol Neuro-
surg Psychiatry 2014;85(8):840-844.

28. Weintraub D, David AS, Evans AH, Grant JE, Stacy M. Clinical
spectrum of impulse control disorders in Parkinson’s disease. Mov
Disord 2015;30(2):121-127.

29. Paus S, Brecht HM, Koster J, Seeger G, Klockgether T, Wullner U.
Sleep attacks, daytime sleepiness, and dopamine agonists in Parkin-
son’s disease. Mov Disord 2003;18(6):659-667.

30. Bulling MT, Wing LM, Burns RJ. Controlled release levodopa/car-
bidopa (Sinemet CR4) in Parkinson’s disease--an open evaluation
of efficacy and safety. Aust N Z J Med 1991;21(4):397-400.

31. Sinemet [package insert]. Kenilworth, NJ: Merck & Co; 2015.

32. Venu RP, Brown RD, Pastika BJ, Erikson LW Jr. The buried
bumper syndrome: a simple management approach in two patients.
Gastrointest Endosc 2002;56(4):582-584.

33. Blomberg J, Lagergren J, Martin L, Mattsson F, Lagergren P.
Complications after percutaneous endoscopic gastrostomy in a pro-
spective study. Scand J Gastroenterol 2012;47(6):737-742.

34. Kurien M, White S, Simpson G, Grant J, Sanders DS, McAlindon
ME. Managing patients with gastrostomy tubes in the community:
can a dedicated enteral feed dietetic service reduce hospital read-
missions? Eur J Clin Nutr 2012;66(6):757-760.

35. Sheehan JJ, Hill AD, Fanning NP, et al. Percutaneous endoscopic
gastrostomy: 5 years of clinical experience on 238 patients. Ir Med
J 2003;96(9):265-267.

36. Itkin M, DeLegge MH, Fang JC, et al. Multidisciplinary
practical guidelines for gastrointestinal access for enteral nutrition
and decompression from the Society of Interventional Radiology
and American Gastroenterological Association (AGA) Institute,
with endorsement by Canadian Interventional Radiological Associ-
ation (CIRA) and Cardiovascular and Interventional Radiological
Society of Europe (CIRSE). Gastroenterology 2011;141(2):742-
765.

37. Zibetti M, Merola A, Artusi CA, et al. Levodopa/carbidopa intesti-
nal gel infusion in advanced Parkinson’s disease: a 7-year experi-
ence. Eur J Neurol 2014;21(2):312-318.

38. Devos D. Patient profile, indications, efficacy and safety of duode-
nal levodopa infusion in advanced Parkinson’s disease. Mov Dis-
ord 2009;24(7):993-1000.

39. Nyholm D, Klangemo K, Johansson A. Levodopa/carbidopa intes-
tinal gel infusion long-term therapy in advanced Parkinson’s dis-
ease. Eur J Neurol 2012;19(8):1079-1085.

40. Di Rocco A, Molinari SP, Kollmeier B, Yahr MD. Parkinson’s dis-
ease: progression and mortality in the L-DOPA era. Adv Neurol
1996;69:3-11.

41. Go AS, Mozaffarian D, Roger VL, et al. Executive summary: heart
disease and stroke statistics--2013 update: a report from the Amer-
ican Heart Association. Circulation. 2013;127(1):143-152.

42. Kostic VS, Agosta F, Petrovic I, et al. Regional patterns of brain
tissue loss associated with depression in Parkinson disease. Neurol-
ogy 2010;75(10):857-863.

43. Nazem S, Siderowf AD, Duda JE, et al. Suicidal and death ideation
in Parkinson’s disease. Mov Disord 2008;23(11):1573-1579.

Supporting Data

Additional Supporting Information may be found in
the online version of this article at the publisher’s
web-site.

L A N G E T A L

546 Movement Disorders, Vol. 31, No. 4, 2016

http://https://meddramsso.com
http://https://meddramsso.com
http://www.meddra.org/standardised-meddra-queries



