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Fig. 1 Conceptual diagram of LCIG (levodopa-carbidopa intestinal
gel) treatment.

In general, LCIG is introduced by percutaneous endoscopic gastro-
stomy (PEG) (A). But in this case, we could not use PEG because of
abdominal adhesion after Billroth II gastrojejunostomy. Therefore,

we introduced LCIG by surgical gastrostomy (B).
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Fig. 2 Before and after introduction of LCIG (levodopa-carbidopa intestinal gel).

Before introduction of LCIG, 5 hours of wearing-off and 2 hours of peak-dose dyskinesia were observed. After introduction of LCIG,

peak-dose dyskinesia disappeared but wearing-off between 4-6 a.m. persisted. Therefore, we added levodopa/DCI 100 mg at 4 a.m.

and 6 a.m. and wearing-off disappeared.
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Abstract

Levodopa-carbidopa intestinal gel treatment introduced by surgical gastrostomy
in a patient of Parkinson’s disease after Billroth II gastrojejunostomy

Tomohito Nakano, M.D.”, Daisuke Hirozawa, M.D."”, Munehisa Shimamura, M.D., Ph.D."?,
Tsutomu Sasaki, M.D., Ph.D.”, Kensuke Ikenaka, M.D., Ph.D."” and Hideki Mochizuki, M.D., Ph.D.”

YDepartment of Neurology, Graduate School of Medicine, Osaka University
“Department of Health Development and Medicine, Graduate School of Medicine, Osaka University

A 68-year-old man, who had received Billroth II gastrojejunostomy because of duodenal ulcer at the age of 20, was
diagnosed to have Parkinson’s disease at age 57 years. The drug therapy has been effective in the first 10 years,
however, recently he was suffering from troublesome dyskinesia and wearing-off in spite of diligent drug adjustments.
Although the indication of levodopa-carbidopa intestinal gel (LCIG) treatment was good, percutaneous endoscopic
gastrostomy was difficult because of abdominal adhesion. Therefore, we introduced LCIG by surgical gastrostomy. After
LCIG therapy, wearing-off and dyskinesia disappeared. This is the first case of Parkinson’s disease patient with LCIG
therapy by surgical gastrostomy in Japan.

(Rinsho Shinkeigaku (Clin Neurol) 2018;58:570-573)
Key words: Parkinson’s disease, continuous dopaminergic stimulation, levodopa-carbidopa intestinal gel,
percutaneous endoscopic gastrostomy, surgical gastrostomy




