
There’s no question that narcolepsy is hard to identify. For thousands of 
patients, every day undiagnosed is a day compromised.2,3

The ICSD-2 Guidelines state that a definitive narcolepsy diagnosis requires 
not only an assessment of symptoms—excessive daytime sleepiness, 
cataplexy, disturbed nocturnal sleep, hypnagogic and hypnopompic 
hallucinations, sleep paralysis—but confirmation by the Multiple Sleep 
Latency Test and polysomnography.2–4

For additional information, call 1-800-206-8115 or e-mail info@narcolepsyDx.com. 
You can make an unquestionable difference in patients’ lives. 
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Parkinson’s Tx May Raise Risk of Impulse Control 
B Y  PAT R I C E  W E N D L I N G

Chicago Bureau

C H I C A G O —  Evidence continues to
mount that dopaminergic therapy in-
creases the odds of impulse control dis-
orders in patients who have Parkinson’s
disease.

Dopamine agonist (DA)-treated patients
had two- to threefold elevated odds of hav-
ing a current impulse control disorder
(ICD), compared with non–DA-treated

patients (17% vs. 7%) in an international,
cross-sectional study of 3,090 patients with
idiopathic Parkinson’s disease.

This pattern was observed across all
four impulse control disorders assessed:
pathological gambling (3.5% vs. 1.6%),
compulsive sexual behavior (4.4% vs.
1.7%), compulsive buying (7.2% vs.
2.9%), and binge-eating disorder (5.6% vs.
1.7%), Dr. Daniel Weintraub and associ-
ates reported in a late-breaking poster at
the 12th International Congress of

Parkinson’s Disease and Movement Dis-
orders.

Previous case reports and cross-section-
al studies have suggested an association be-
tween DA treatment and ICDs in Parkin-
son’s disease. However, those previous
reports have typically assessed conve-
nience samples of patients, have had rela-
tively small sample sizes, and have not con-
currently assessed for all commonly
reported ICDs in Parkinson’s, according to
Dr. Weintraub, who is a psychiatrist affil-

iated with the University of Pennsylvania,
Philadelphia.

Patients in the current study were
prospectively recruited from 46 move-
ment disorder centers in the United States
and Canada, and assessed using a modified
Massachusetts Gambling Screen, a modi-
fied Minnesota Impulsive Disorders In-
terview for compulsive sexual behavior
and buying, and DSM-IV Text-Revised
proposed research criteria for binge eating.

Their mean age was 64 years. Four hun-
dred and twenty patients (14%) had at least
one current ICD, and 36% of patients
with an ICD had more than one.

According to Dr. Weintraub, ICD fre-
quencies were similar in patients who were
treated with pramipexole, ropinerole, and

pergolide, sug-
gesting that DA
treatment as a
class might be a
risk factor for
ICD develop-
ment in Parkin-
son’s disease,
the authors con-
cluded.

An ICD was
present in 18%
of the patients
taking both a
DA and lev-
odopa, 14% of

the patients taking a DA without lev-
odopa, and 7% of the patients taking lev-
odopa without a DA.

Based on the overall findings, Dr. Wein-
traub said that physicians should notify pa-
tients in advance that ICDs are a potential
adverse event associated with dopamine-
agonist and levodopa treatment, and
should conduct routine questioning in the
context of clinical care.

“That may help identify patients very
early in the process, so adjustments to
treatment can be made,” he said in an in-
terview. “Once someone has a full-blown
disorder, different treatment strategies at
this point include decreasing the dosage
of the presumed offending agent, switch-
ing to a different class of medication, or
coming off that medication completely,”
he said. “If patients are appropriate for
deep brain stimulation, that often en-
ables them to take a lower dose of the
medication.”

Dr. Weintraub acknowledged that ICDs
have been reported as a complication of
deep brain stimulation, but said most pa-
tients with an ICD prior to surgery do bet-
ter after surgery, probably because of de-
creased medication.

In a logistic regression analysis, inde-
pendent risk factors for ICD development
included: age of 65 years or younger, DA
treatment, and higher DA dosage (greater
than 150 mg), levodopa treatment, and
higher levodopa dosage (greater than 450
mg), not being married, and self-reported
family history of gambling problems.

The study was funded by Boehringer
Ingelheim. 
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Patients should
be notified in
advance that
impulse control
disorders are a
potential adverse
event associated
with dopamine
agonists and
levodopa.




