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Abstract
Motor fluctuations are a common and burdensome complication of Parkinson’s disease (PD) when the disease progresses, 
largely driven by the short half-life and variable absorption of immediate-release (IR) levodopa. IPX203 is a next-generation 
modified-release levodopa/carbidopa formulation that delivers rapid onset and sustained plasma levodopa concentrations 
through IR granules and extended-release pellets. Clinical studies have shown that IPX203 increases Good ON time (ON 
time without dyskinesia plus ON time with non-troublesome dyskinesia, equivalent to ON time without troublesome dys-
kinesia), reduces OFF time and improves motor symptom control compared with IR levodopa/carbidopa. In anticipation 
of the introduction of IPX203 in Europe, nine PD specialists convened to develop consensus recommendations for its use 
in clinical practice. Through a structured process incorporating predefined statements, voting and moderated discussion, 
the group reached high levels of agreement (88.9% to 100%) across seven topics. These included defining motor symptoms 
control, identifying patients most likely to benefit from IPX203, positioning of IPX203 within the treatment pathway, prac-
tical considerations for switching to IPX203 from current regimens and recommendations for monitoring and follow-up. 
The experts emphasised that IPX203 should be considered for patients with motor fluctuations insufficiently controlled on 
optimised oral levodopa therapy, before introduction of device-aided therapies. They highlighted the need for flexible dose 
adjustments, comprehensive patient and neurologist education and practical tools to support conversion to IPX203. This 
consensus insight provides practical guidance for integrating IPX203 into routine care of PD patients with motor fluctuations, 
aiming to increase mobility and reduce treatment burden for patients with PD.
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Introduction

Levodopa remains the primary foundational treatment for 
managing motor symptoms in Parkinson’s disease (PD) 
[1, 2]. Levodopa is typically combined with an inhibitor of 
dopa decarboxylase (DDC), such as carbidopa or benser-
azide [3–5]. In patients with advanced PD, frequent dos-
ing with an immediate-release (IR) levodopa formulation 
is often required to maintain adequate symptom control 
[5, 6]. However, the pharmacokinetic limitations of IR 
levodopa/DDC combinations, such as short half-life and 
variable absorption, result in inconsistent plasma levodopa 
concentrations [3]. Fluctuations in plasma levodopa con-
centrations are common and can emerge within 2 years of 
starting therapy [7–9]. They represent a major, though not 

exclusive, contributor to the development of motor com-
plications, including delayed ON periods, unpredictable 
ON–OFF motor fluctuations, end-of-dose wearing OFF and 
peak-dose dyskinesias, as well as non-motor symptoms that 
negatively impact quality of life. To maintain PD symptom 
control, patients often need increasingly frequent levodopa/
DDC dosing, adjunctive medications and may eventually 
require device-aided therapies (DATs), such as deep brain 
stimulation (DBS) and or infusion therapies/pumps [10–12]. 
For appropriately selected patients, DATs can provide sub-
stantial benefits in managing motor fluctuations and other 
symptoms of advanced PD; however, these interventions 
are invasive, complex and require close clinical supervision 
[12]. Real-world data suggest that optimised levodopa dos-
ing and appropriate adjunctive therapies can help stabilise 
long-standing PD and maintain a good quality of life [13, 
14]. Nevertheless, many patients continue on oral therapies 
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over the long term [15], including a substantial proportion 
of patients with advanced PD who are considered eligible 
for DATs but have not yet undergone these interventions 
[16]. In one real-world study, nearly 40% of DAT-eligible 
patients had no DAT planned, with the need for additional 
time to make a treatment decision and patient refusal among 
the most commonly reported reasons [16]. Consequently, 
timely and tailored treatment with an appropriate levodopa/
DDC formulation, potentially combined with adjunctive 
therapies, may help optimise symptom control and support a 
more individualised approach to treatment planning, includ-
ing the timing of DAT initiation, while also providing an 
alternative for patients who are not willing or are unsuitable 
to undergo invasive procedures.

IPX203, a next-generation modified-release (MR) levo-
dopa/carbidopa formulation, was developed to overcome 
the limitations of existing levodopa formulations [17]. 
Once initiated, IPX203 may improve motor fluctuations 
and quality of life [17, 18]. By combining IR granules with 
extended-release (ER) pellets in a single capsule, IPX203 
was engineered to optimise levodopa delivery and absorp-
tion, providing both rapid onset and sustained plasma levo-
dopa concentrations [19]. The formulation provides 100% 
of the carbidopa dose and 25% of the levodopa dose via IR 
granules, while the remaining 75% of levodopa is gradually 
released from ER pellets engineered with sustained release, 
mucoadhesive and enteric coatings to enhance absorption 
in the proximal small intestine [19]. This approach aims to 
reduce peak-to-trough variability and dosing frequency [20]. 
Clinical studies in patients with PD have demonstrated that 
IPX203 increases Good ON time (ON time without dys-
kinesia plus ON time with non-troublesome dyskinesia, 
equivalent to ON time without troublesome dyskinesia), sig-
nificantly reduces OFF time and improves motor symptom 
control compared with IR levodopa/carbidopa [3, 17, 21, 
22]. Following approval by the United States Food and Drug 
Administration in 2024 [23], IPX203 (Hopledo) was sub-
sequently approved for use in Europe in August 2026 [24].

In preparation for its introduction, a board of European 
expert neurologists was convened to refine PD management 
strategies for the use of IPX203. The collaborative forum 
aimed to build strategic alignment on clinical definitions of 
motor fluctuations, optimise treatment pathways for IPX203 
and co-develop recommendations to support its broad imple-
mentation in routine practice. This article provides an over-
view of important themes in the management of PD with 
IPX203 that emerged from these discussions.

Expert board process and consensus development

A scientific board comprising nine European experts (the 
authors of this manuscript) convened in person in Septem-
ber 2025 to develop consensus on the management of PD 

in anticipation of the availability of IPX203. Experts were 
selected by the study sponsor (Zambon Biotech SA) based 
on recognised expertise in Parkinson’s disease management 
and active involvement in clinical research, education or 
guideline development. An initial pool of clinicians from 
multiple European countries was identified to ensure broad 
representation of clinical practice across Europe. Participa-
tion was voluntary, and the final expert board comprised 
those who accepted the invitation and were available to con-
tribute within the project timelines. The nine participating 
experts represented Germany, Italy, Spain, France and Swit-
zerland. The participants had extensive clinical experience 
(18–36 years) and specialised expertise in the management 
of PD, providing diagnostic and therapeutic services, includ-
ing oral treatment and DATs.

The expert board focused on the following five core 
objectives: (1) establishing a clear and shared definition 
of motor fluctuations in PD; (2) defining clinical criteria 
and decision-making pathways for initiating treatment with 
IPX203; (3) developing strategies for optimising treatment 
when transitioning from current PD therapies to IPX203; (4) 
identifying key considerations for creating practical tools to 
support conversion to IPX203; and (5) designing strategies 
for effective knowledge dissemination to general neurolo-
gists to help ensure that IPX203 reaches eligible patients.

Consensus building followed a structured and interactive 
format designed to facilitate both individual reflection and 
collective alignment. The sponsor developed an initial set of 
eight draft statements, which were reviewed with the work-
ing group coordinator (GH) and subsequently presented to 
the expert board for discussion. These statements addressed 
key aspects of PD management and the potential integra-
tion of IPX203, and were developed based on up-to-date 
literature and informed by current unmet needs of patients 
with PD.

Expert board participants reviewed the predefined state-
ments and rated their agreement with each statement using a 
three-point scale: ‘disagree’, ‘neutral’ or ‘agree’. Following 
the initial round of voting, the level of agreement for each 
statement was calculated and presented back to the group. 
These results informed a moderated roundtable discussion 
aimed at exploring differing viewpoints, clarifying interpre-
tations and refining the statements where necessary. Dur-
ing the discussion, one of the initial eight statements was 
deemed outside of the scope of the initiative because it was 
not centred around the role of IPX203 and was therefore 
not progressed to a second round of voting. The revised 
statements were then submitted to a second round of vot-
ing, allowing the group to validate the updated statements 
and confirm alignment. Key insights and conclusions from 
both the voting process and discussions were captured in 
real time to ensure accurate representation of the collective 
recommendations.
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Consensus building on the use of IPX203 
for the management of PD

All nine expert participants completed the voting process. 
They voted on the predefined consensus statements that 
described the definition of motor symptoms control, ration-
ale for switching to IPX203, switching modality and recom-
mendations for monitoring and follow-up (Fig. 1). Following 
refinement of the statements, the level of agreement ranged 
from 88.9% to 100%. The final statements are described in 
the following sections.

Definition of motor symptoms control

Statement 1: Motor complications in PD patients are 
defined as the combination of the number of motor 
fluctuations, the duration and severity of OFF time, 
and the presence and severity of dyskinesia rated 
by the patient (MDS‑UPDRS part IV) experienced 
throughout the day (100% agreement)

Participants emphasised the importance of clearly differenti-
ating motor fluctuations from dyskinesia. They noted that the 
two terms should not be grouped together indiscriminately, 
without a clear differentiation of each concept. There was a 
strong opinion that the definition should explicitly include 
motor complications as a broader term, encompassing both 
dyskinesia and motor fluctuations.

Concerns were also raised regarding the exclusion of non-
motor symptoms from the definition of fluctuations. Non-
motor fluctuations (e.g. anxiety, pain, cognitive issues) are 

Fig. 1   Consensus on IPX203 
management. COMT catechol-
O-methyltransferase, DBS deep 
brain stimulation, MDS-UPDRS 
Movement Disorder Society-
Unified Parkinson’s Disease 
Rating Scale, PD Parkinson’s 
disease
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highly relevant to patients and correlated with their over-
all experience of motor fluctuations. Participants further 
stressed the need to clarify how “severity” is defined and 
measured, given that “troublesomeness” is a patient-reported 
concept that may not correlate directly with clinical sever-
ity. Even mild dyskinesia can occasionally be perceived as 
troublesome by some patients.

The role of existing assessment tools and objective 
parameters was another point of discussion. Some par-
ticipants questioned the reliance on the patient-reported 
Hauser diary alone [25]. The participants also identified a 
clear need for objective assessment of functional parameters, 
along with a standardised severity rating scale that incor-
porates both patient and clinician perspectives. The Move-
ment Disorder Society-Unified Parkinson’s Disease Rating 
Scale (MDS-UPDRS) part IV – motor complications [26], 
which combines patient-reported information with clinical 
judgment, is a validated and universally applicable tool for 
broader implementation in both clinical trials and routine 
practice.

Finally, perspectives differed on the desired complexity 
of the definition. Some participants advocated for a sim-
pler, more straightforward definition of motor fluctuations 
(e.g. any change in motor behaviour related to dopaminergic 
treatment), whereas others argued for a more comprehen-
sive definition that captures the multifaceted nature of the 
phenomenon.

Statement 2: Optimal motor symptoms control 
in PD, especially for patients with motor fluctuations, 
is primarily defined by maximising Good ON time (ON 
time without dyskinesia + ON time with non‑troublesome 
dyskinesia, equivalent to ON time without troublesome 
dyskinesia) (100% agreement)

Participants highlighted the need for clearer communication 
regarding the definition of the primary endpoint in the piv-
otal, randomised, phase 3 RISE-PD trial of IPX203 versus 
IR levodopa/carbidopa: Good ON time (i.e. the sum of ON 
time without dyskinesia and ON time with non-troublesome 
dyskinesia, equivalent to ON time without troublesome dys-
kinesia) [21]. They noted that achieving ON time without 
any dyskinesia is rarely achievable with levodopa treatment, 
raising concerns about the practicality of the current end-
point definition.

Additionally, the exclusion of freezing of gait from the 
overall functional assessment of optimal symptom control 
was considered problematic, as freezing of gait can occur 
frequently during ON periods. Overall, freezing of gait 
affects ~38–65% of patients with PD, depending on disease 
duration [27]. Its omission may result in an incomplete eval-
uation of motor function and treatment efficacy, potentially 
limiting the accuracy of outcome measures.

Statement 3: A significant proportion of PD patients 
with motor complications, including those who may be 
eligible for IPX203 treatment, are primarily managed 
by general neurologists rather than movement disorder 
specialists for diagnosis and ongoing care (100% 
agreement)

Participants noted that the management of patients with PD 
varies significantly across Europe due to geographic het-
erogeneity and differences in local healthcare structures. 
In some regions, even patients with advanced disease are 
primarily managed by general neurologists, a trend often 
driven by the limited capacity of specialist centres. Where 
access to movement disorder specialists is limited, general 
neurologists often manage patients with early-stage PD, as 
well as those with more complex, advanced-stage disease.

Physician involvement typically correlates with dis-
ease stage: patients with early or mild PD are more com-
monly managed by general neurologists, while advanced 
stage patients ideally require movement disorder specialist 
involvement, particularly when they present with complex 
motor complications. Participants noted that referral to a 
movement disorder specialist should be considered when 
patients begin to experience motor fluctuations. In this con-
text, participants emphasised that IPX203 eligibility is cur-
rently often associated with patients experiencing moder-
ate to severe motor fluctuations, rather than early or mild 
fluctuations.

Although not included in the IPX203 product label [23], 
the RISE-PD trial applied ≥ 2.5 h of OFF time per day as 
a key inclusion criterion [21]. Participants agreed that this 
threshold could serve as a practical benchmark for identify-
ing patients who may benefit significantly from specialist 
evaluation and potential treatment with IPX203. Addition-
ally, the “5–2-1” rule (levodopa taken ≥ 5 times per day, ≥ 
2 h of OFF time daily, and ≥ 1 h of troublesome dyskinesia) 
may also help to identify such patients [28].

Rationale for switching to IPX203

Statement 4: IPX203 should be considered for PD patients 
experiencing motor fluctuations who are not adequately 
controlled on their current levodopa/carbidopa regimen 
even if optimised (100% agreement)

Participants expressed interest in considering IPX203 for a 
wider range of patients, i.e. those experiencing any motor 
fluctuations, rather than only those with moderate to severe 
motor fluctuations. They emphasised that patient burden, 
particularly the subjective experience of fluctuations, plays 
a critical role in treatment decisions. Even when fluctua-
tions are not judged to be clinically severe, they can still be 
highly troublesome for patients. In such cases, the benefits 
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of IPX203, such as reduced dosing frequency and sustained 
ON time, may be valuable across the full spectrum of motor 
fluctuations.

The group also discussed the need to clarify whether the 
term “troublesome”, defined as fluctuations that negatively 
impact patients’ quality of life, well-being and autonomy, 
should be explicitly included in the statement to reflect 
this patient-centric perspective, or whether this concept is 
already implied by the phrase “not adequately controlled”. 
Additionally, participants clarified that the current term 
“levodopa/carbidopa regimen” encompasses combination 
therapies, as patients are often treated with multiple con-
comitant drugs (i.e. monoamine oxidase-B inhibitors, cat-
echol O-methyltransferase [COMT] inhibitors, dopamine 
agonists and amantadine).

Importantly, the discussion highlighted that IPX203 
should be viewed not merely as a later-line therapy reserved 
for patients who have exhausted all other oral therapies. 
Rather, it should be considered as a viable and earlier 
treatment in the optimisation process, that could serve as 
a first-line choice for managing motor fluctuations (which 
can develop within 2 years [8]) following initial levodopa 
optimisation.

Finally, while there was enthusiasm for broader use of 
IPX203, participants acknowledged that the RISE-PD trial 
focused on advanced disease populations [21], underscoring 
the need for real-world evidence or further studies to support 
wider application of IPX203.

Statement 5: IPX203 should be considered in PD patients 
with motor complications eligible for DATs such as DBS 
or infusion therapies/pumps (88.9% agreement)

Participants noted that while the concept is clinically rel-
evant, the current evidence base is not yet strong enough to 
determine whether IPX203 can meaningfully delay the need 
for, or eligibility for, DATs. Longer‑term outcomes from 
the 9‑month RISE‑PD open‑label extension [22] provide 
encouraging signals, but the dataset remains insufficiently 
mature to draw firm conclusions regarding the effect of 
IPX203 on the progression toward DATs. Further long-term, 
prospective or real-world evidence are required.

Participants emphasised that IPX203 should be posi-
tioned as an option within the therapeutic sequence rather 
than a mandatory step intended to postpone other interven-
tions, ensuring patient choice and shared decision-making 
through comprehensive discussion of all available treatment 
options.

The participants also highlighted the ambiguity of the 
term “advanced PD”, which is often associated with severe 
cognitive impairment or psychosis and may not accurately 
reflect the intended target population for IPX203. Instead, 
the term “Person with PD with motor complications” was 

seen as more appropriate, as it aligns with the core issue 
IPX203 is designed to address.

Participants further clarified the role of IPX203 as an oral 
optimisation strategy that can be used prior to DATs (DBS, 
magnetic resonance-guided focused ultrasound, pump-based 
therapies). IPX203 may offer a solution for patients who 
have difficulty achieving adequate control with conventional 
oral medications but are not yet ready or indicated for surgi-
cal or infusion-based approaches.

Finally, the discussion acknowledged the practical chal-
lenges associated with DATs, including long waiting lists 
for some procedures (e.g. DBS), and the importance of 
ensuring that patients are clinically ready for more invasive 
procedures.

Switching modality

Statement 6: Data on concomitant use of IPX203 with COMT 
inhibitors are not available, but this does not mean 
that the combination may not be used in clinical practice 
(100% agreement)

Participants acknowledged a critical evidence gap regard-
ing the concomitant use of IPX203 with COMT inhibitors. 
A strategy to enhance levodopa availability is to limit its 
conversion into the inactive metabolite 3-O-methyldopa by 
inhibiting the enzyme COMT. Because COMT inhibition 
alters levodopa metabolism and increases its bioavailability, 
allowing these drugs in RISE-PD would have introduced 
variability in levodopa exposure and added confounding 
factors. For this reason, COMT inhibitors were excluded to 
isolate the specific effect of IPX203 on motor fluctuations 
(ON time and OFF time). This exclusion does not imply 
that IPX203 cannot be combined with COMT inhibitors in 
clinical practice; however, no safety or efficacy data on this 
combination are currently available [18].

Despite this, participants emphasised that real-world 
practice will inevitably include patients receiving COMT 
inhibitors [29] who may also be candidates for IPX203. This 
underscores the need for further research, such as phase 4 
trials or real-world evidence, to evaluate these combinations, 
provide pharmacokinetic data and guide clinicians in manag-
ing potential risks such as dyskinesia.

Concerns were raised regarding potential pharmacoki-
netic interactions when combining COMT inhibitors and 
IPX203. COMT inhibitors increase levodopa bioavailabil-
ity and prolong its half-life [30]. When combined with the 
sustained-release properties of IPX203, this could lead to 
potentially higher peak plasma concentrations of levodopa 
in certain cases (e.g. when used in combination with opi-
capone [31]) compared with IPX203 monotherapy, thereby 
increasing the risk and severity of dyskinesia. Participants 
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noted that this represents a significant safety concern that 
requires careful monitoring.

The group also stressed the importance of clear clini-
cal guidance on dosing adjustments for COMT inhibitors 
when used with IPX203, given differences in dosing fre-
quency. IPX203 is typically administered 2–4 times daily 
[23], whereas COMT inhibitor regimens might involve 
additional dosing [32]. Without management strategies 
such as levodopa dose reduction, this discrepancy could 
significantly influence dyskinesia risk, as higher frequency 
and doses of COMT inhibitors have been associated with 
an increased incidence of dyskinesia, creating a complex 
challenge for optimising combined regimens [33].

Monitoring and follow‑up

Statement 7: Initial follow‑up after IPX203 conversion 
should be based on patient response and tolerability, 
with subsequent visits guided by clinical need rather 
than a fixed schedule (100% agreement)

Participants raised concerns about the practicality of 
scheduling follow-up visits within the first few days after 
switching to IPX203. Although some recommendations 
suggest follow-up within 1–3 days of conversion [34], the 
group noted that this approach is often unfeasible in rou-
tine clinical practice due to substantial clinical burden and 
resource constraints in busy practices. Instead, participants 
advocated for a more flexible approach, shifting toward 
patient-initiated contact for early concerns rather than 
universally pre-scheduled follow-up visits. This strategy 
empowers patients to report issues promptly while ensur-
ing timely responses from the clinic.

There was strong agreement on the importance of 
comprehensive patient education during conversion to 
IPX203. Participants emphasised the value of providing 
clear, structured information on expected adverse events 
(AEs) and symptoms, guidance on identifying problems 
that require clinic contact, managing overdosing and 
increased fluctuations, and instructions on actions such as 
tapering or re-titration if symptoms arise within the first 
1–2 weeks. Participants emphasised the need to develop 
effective, easy-to-understand educational materials that 
manage expectations and support self-management while 
avoiding unnecessary anxiety.

Finally, participants highlighted the necessity of stand-
ardised follow-up guidelines in real-world practice, sup-
ported by efficient communication channels (e.g. phone 
or digital platforms) and trained support staff to manage 
patient queries and provide initial advice, thereby reducing 
the direct burden on physicians for minor issues.

IPX203 positioning, future research and evidence 
needs

Participants recognised IPX203 as a useful treatment option 
for patients with PD experiencing motor fluctuations. Dis-
cussion focused on how the combined IR and ER levodopa/
carbidopa formulation, together with the potential for less 
frequent dosing, may reduce treatment burden and improve 
adherence. Attention was given to identifying the patient 
populations most likely to benefit from IPX203 and how it 
may be positioned within existing treatment pathways. Par-
ticipants noted the need for additional clinical and real-world 
data to better understand the effects of IPX203.

Several important evidence gaps emerged during the dis-
cussions that may inform future clinical research and the 
gathering of real-world evidence. Among these, the potential 
benefits of IPX203 in patients at earlier stages of disease 
who are already experiencing motor fluctuations warrants 
further investigation. The potential for IPX203 to prevent 
the development of motor fluctuations by impacting pro-
cesses at the synaptic level is an interesting future aspect 
to study. It also remains unknown how the higher dose and 
less pulsatile pharmacokinetic profile of IPX203 may affect 
long-term dyskinesia outcomes. Further research is also 
needed to better understand the long-term effects of IPX203 
on non-motor symptoms including pain, sleep disorders and 
neuropsychiatric manifestations such as hallucinations, con-
fusion and psychosis, particularly in patients experiencing 
cognitive decline.

Further work is required to better identify patients who 
are “best levodopa absorbers” versus “poor absorbers” (i.e. 
patients receiving high doses of IR levodopa at high dosing 
frequency but with inadequate response) [35], as this dis-
tinction influences dosing strategies and potential for over-
dosing. Although, preliminary data suggest the absence of 
a significant food interaction [23, 34], allowing IPX203 to 
be taken with or without food [24], a potential advantage 
relative to other levodopa treatments that are affected by 
food, further research is also needed to better understand the 
effects of food on IPX203 absorption and clinical response.

A clearer understanding of how IPX203 (administered 
2–4 times daily) may improve night-time akinesia and early 
morning ON status is required. Evidence on the effects of 
IPX203 on orthostatic hypotension and freezing of gait 
would also be valuable. Differentiating between mild, mod-
erate and severe fluctuations based on objective and sub-
jective measures (e.g. OFF time between doses, patient’s 
description of "troublesome", eventually wearable sensors) 
remains an open discussion point.

Finally, further insights are needed to determine the place 
of IPX203 within the PD treatment algorithm, including how 
it compares with other drug classes (e.g. long-term dopa-
mine agonists) and its potential to delay the need for DATs.
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Communication and education

Effective communication efforts should target both patients 
and general neurologists. “Levodopa phobia” refers to a 
reluctance or apprehension among both patients and clini-
cians regarding the optimal and timely use of levodopa in 
PD treatment [36]. Such concerns may be driven by mis-
placed fears about levodopa-induced dyskinesias at high-
doses, gastrointestinal AEs and the theoretical hypothesis 
that levodopa could exert neurotoxic effects on dopaminergic 
neurons, despite a lack of evidence to support such effects. 
Accordingly, clinicians should clearly explain why the levo-
dopa dose of IPX203 may appear higher than that of previ-
ous IR regimens (see Supplementary Table 1), emphasising 
that the formulation is designed to provide broader and more 
sustained levodopa exposure rather than higher peak concen-
trations [19]. The higher dose is intended to support efficient 
and prolonged delivery and should not be interpreted as an 
overdose. Rather, IPX203 is designed to achieve a levodopa 
peak concentration comparable to that of the previous IR 
regimen while minimising peak-to-trough fluctuations.

Beyond addressing levodopa phobia, effective communi-
cation and comprehensive patient education during conver-
sion to IPX203 should anticipate common patient concerns 
and provide structured, practical guidance. Patients may feel 
anxious about changing a long-standing levodopa regimen, 
and clinicians should therefore clearly explain the ration-
ale for conversion, including the potential benefits of more 
sustained symptom control and reduced dosing frequency.

Patients should be informed that IPX203 may have 
a slightly slower onset of effect than IR levodopa but is 
designed to provide more sustained symptom control 
throughout the day, reducing the risk that early experiences 
are misinterpreted as treatment failure. Clinicians should 
discuss the possibility of transient effects during conver-
sion, including nausea, dizziness, dry mouth and dyskinesia, 
and explain that these often diminish with dose optimisation. 
Clear expectations regarding dosing intervals are particu-
larly important. The MR properties of IPX203 should be 
emphasised, together with the importance of adhering to 
prescribed dosing intervals to maximise the benefits of its 
formulation. Clinicians should also proactively address mis-
conceptions about levodopa treatment, such as concerns that 
levodopa loses effectiveness with long-term use or that ER 
formulations are inherently less effective than IR therapy.

Patients should be advised that high-fat meals may 
delay levodopa absorption and that, for those with swal-
lowing difficulties, the capsule contents may be sprinkled 
on applesauce without affecting pharmacokinetics. They 
should also be encouraged to monitor and report changes 
in OFF periods, dyskinesia and overall daily functioning 
during the first weeks after conversion, facilitating timely 
and individualised treatment adjustments. Finally, patients 

should receive clear guidance regarding when to contact 
their healthcare team, particularly in the event of persistent 
nausea, worsening dyskinesia, unexpected OFF episodes 
or psychiatric adverse effects. Structured support, includ-
ing nurse-led assistance and clearly defined follow-up pro-
tocols, may help address patient concerns and facilitate 
the management of minor issues without requiring direct 
physician involvement.

In addition to patient education, education of general 
neurologists will be essential to support the successful 
integration of IPX203 into routine clinical practice. While 
movement disorder specialists are anticipated to be the 
primary drivers of IPX203 adoption due to their expertise, 
successful integration of IPX203 into routine clinical prac-
tice will also rely on general neurologists. Education will 
therefore be essential, as concerns about levodopa-related 
AEs (e.g. dyskinesia, impulse control disorders, dopamine 
dysregulation syndrome and punding) may contribute to 
undertreatment with levodopa-based therapies [36]. Clear 
communication about the unique pharmacokinetic/phar-
macodynamic profile of IPX203 is crucial to address these 
concerns. In this context, simple, visually engaging mate-
rials, such as cartoon-based information, may help convey 
key concepts more effectively than complex digital tools. 
It should also be emphasised that IPX203 is a MR formu-
lation distinct from traditional controlled-release formu-
lations, which have different efficacy profiles [6, 37, 38]. 
Providing practical tools to support the IPX203 conversion 
algorithm will further facilitate adoption in routine clinical 
practice. Collaboration with local neurological societies 
should be encouraged to support disseminating knowledge 
and best practices.

Clinical implementation and adoption

The key to successful adoption of IPX203 is identifying the 
appropriate candidates for treatment. The following action 
points should be addressed: (1) develop standard operating 
procedures for IPX203 implementation, including criteria 
for patient selection and follow-up; (2) consider switching 
patients who have not been sufficiently stabilised on a treat-
ment regimen combining oral levodopa and a DDC inhibitor 
[24]; (3) consider IPX203 as an option before transitioning 
to DATs, where it may serve as a bridging therapy or an 
alternative for patients who are unwilling or unsuitable to 
undergo invasive procedures; (4) emphasise the importance 
of individualised treatment, with dose selection and treat-
ment optimisation tailored according to patient character-
istics, treatment goals and local clinical practice; and (5) 
carefully monitor patients with pre-existing dyskinesia or 
nausea, as these have been identified as potential AEs associ-
ated with IPX203 [21].
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Conclusions

The expert board confirmed the potential of IPX203 to sig-
nificantly improve outcomes for patients with PD. The suc-
cessful adoption of IPX203 will depend on clear and consist-
ent communication of its unique benefits, targeted education 
for neurologists across specialties and implementation of 
practical tools that support its integration into diverse clini-
cal settings.

Supplementary Information  The online version contains supplemen-
tary material available at https://​doi.​org/​10.​1007/​s00415-​026-​14186-1.

Acknowledgements  We would like to thank Carmen Innes, BSc, 
CMPP and Nicole France of Springer Health+, who assisted in the 
preparation of the manuscript. This medical writing assistance was 
funded by Zambon Biotech SA.

Author contributions  All authors attended the expert board meeting 
and voted on the statements and contributed to the drafting and revis-
ing of this manuscript.

Funding  Open Access funding enabled and organized by Projekt 
DEAL. The expert board meeting and development of the manuscript 
were sponsored by Zambon Biotech SA.

Data availability  Data sharing is not applicable to this article as no 
datasets were generated or analysed during the current study. Details 
related to the voting of the statements are available from the corre-
sponding author upon reasonable request.

Declarations 

Conflicts of interest  GH has received honoraria for scientific presenta-
tions from Zambon. CB has received a grant from the Hilde-Ulrichs-
Stiftung; served as a consultant for Bial, Hormosan Pharma, Merz 
Pharmaceuticals and Zambon; received honoraria for scientific presen-
tations from AbbVie, Bial, Stada Pharma, TAD Pharma, UCB Pharma 
and Zambon; and received royalties from the Thieme and Kohlhammer 
publishing houses. GE has received honoraria for consultancy from 
AbbVie GmbH, Britannia Ltd., Bial GmbH, Boehringer GmbH, Can-
opy Medical GmbH, Desitin GmbH, Merz GmbH, Mitsubishi Tanabe 
GmbH, Stada GmbH, and Zambon; for lectures from AbbVie GmbH, 
Bial GmbH, Cogitando GmbH, Desitin GmbH, Merz GmbH, Ipsen 
Pharma GmbH, Neuraxpharm GmbH, Stada Pharma GmbH, and Zam-
bon GmbH; and royalties from Kohlhammer Verlag, Springer/Nature-
Verlag, and Thieme Verlag. MF has received honoraria for speaking 
from AbbVie, ORKYN, Medtronic, and BIAL; consultancy fees from 
Bial, Zambon and Medtronic; and grants from France Parkinson, HO-
RIZON 2022, French Ministry of Health and MSA Coalition. GK has 
received a grant from the Swiss Parkinson Association; and honoraria 
for consultancy, travel and lectures from Merz, Bial, and Insightec. 
JP has received honoraria as a speaker and advisory board member 
from AbbVie, Bial, Zambon, Esteve, Merz, and Medtronic. DSG has 
received honoraria for educational presentations and advice services 
from AbbVie, KRKA, Zambon, Bial, Italfarmaco, Teva, Archímedes, 
Brittania, Merz, Esteve, Stada and Orion Pharma; financial compensa-
tion for INIBIC/Fundación Professor Novoa Santos in relation to ac-
tivities as the principal investigator in phase 2 to phase 4 clinical trials 
for Parkinson’s disease and other movement disorders; compensation 
for Fundación Degen in relation to different projects and grants from 
the “Fundación Professor Novoa Santos” as a result of the “Convoca-
toria de ayudas para la realización de proyectos de investigación para 

grupos emergentes y asociados del INIBIC (2023/2024)”. AT has been 
a member of scientific advisory boards for UCB Pharma, Bial, Sanofi, 
Abbvie, Lilly, Zambon. MT has received honoraria as a speaker and 
advisory board for Bial, Zambon, Abbvie, Chiesi and as a speaker from 
the Movement Disorders Societies.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

	 1.	 Stocchi F, Vacca L, Radicati FG (2015) How to optimize the treat-
ment of early stage Parkinson’s disease. Transl Neurodegener 4:4. 
https://​doi.​org/​10.​1186/​2047-​9158-4-4

	 2.	 de Bie RMA, Clarke CE, Espay AJ, Fox SH, Lang AE (2020) 
Initiation of pharmacological therapy in Parkinson’s disease: 
when, why, and how. Lancet Neurol 19:452–461. https://​doi.​org/​
10.​1016/​S1474-​4422(20)​30036-3

	 3.	 Modi NB, Mittur A, Rubens R, Khanna S, Gupta S (2019) Sin-
gle-dose pharmacokinetics and pharmacodynamics of IPX203 
in patients with advanced Parkinson disease: a comparison with 
immediate-release carbidopa-levodopa and with extended-release 
carbidopa-levodopa capsules. Clin Neuropharmacol 42:4–8. 
https://​doi.​org/​10.​1097/​WNF.​00000​00000​000314

	 4.	 Höglinger G, Lingor P, Höllerhage M, Trenkwalder C (2025) 
Treatment options for motor fluctuations in Parkinson’s disease. 
Mov Disord 40:2848–2849. https://​doi.​org/​10.​1002/​mds.​70107

	 5.	 Höllerhage M, Becktepe J, Classen J, Deuschl G, Ebersbach G, 
Hopfner F, Lingor P, Löhle M, Maaß S, Pötter-Nerger M, Odin 
P, Woitalla D, Trenkwalder C, Höglinger GU (2024) Pharmaco-
therapy of motor symptoms in early and mid-stage Parkinson’s 
disease: guideline “Parkinson’s disease” of the German Society 
of Neurology. J Neurol 271:7071–7101. https://​doi.​org/​10.​1007/​
s00415-​024-​12632-6

	 6.	 Stocchi F, Vacca L, Ruggieri S, Olanow CW (2005) Intermittent 
vs continuous levodopa administration in patients with advanced 
Parkinson disease: a clinical and pharmacokinetic study. Arch 
Neurol 62:905–910. https://​doi.​org/​10.​1001/​archn​eur.​62.6.​905

	 7.	 Aquino CC, Fox SH (2015) Clinical spectrum of levodopa-
induced complications. Mov Disord 30:80–89. https://​doi.​org/​
10.​1002/​mds.​26125

	 8.	 Chou KL, Stacy M, Simuni T, Miyasaki J, Oertel WH, Sethi K, 
Fernandez HH, Stocchi F (2018) The spectrum of “off” in Parkin-
son’s disease: what have we learned over 40 years? Parkinsonism 
Relat Disord 51:9–16. https://​doi.​org/​10.​1016/j.​parkr​eldis.​2018.​
02.​001

	 9.	 Heim B, Poewe W (2025) Unmet needs in the pharmacological 
management of motor symptoms in Parkinson’s disease. J Parkin-
sons Dis. https://​doi.​org/​10.​1177/​18777​18X25​13524​16

	10.	 Auffret M, Weiss D, Stocchi F, Vérin M, Jost WH (2023) Access 
to device-aided therapies in advanced Parkinson’s disease: navi-
gating clinician biases, patient preference, and prognostic uncer-
tainty. J Neural Transm 130:1411–1432. https://​doi.​org/​10.​1007/​
s00702-​023-​02668-9

https://doi.org/10.1007/s00415-026-14186-1
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1186/2047-9158-4-4
https://doi.org/10.1016/S1474-4422(20)30036-3
https://doi.org/10.1016/S1474-4422(20)30036-3
https://doi.org/10.1097/WNF.0000000000000314
https://doi.org/10.1002/mds.70107
https://doi.org/10.1007/s00415-024-12632-6
https://doi.org/10.1007/s00415-024-12632-6
https://doi.org/10.1001/archneur.62.6.905
https://doi.org/10.1002/mds.26125
https://doi.org/10.1002/mds.26125
https://doi.org/10.1016/j.parkreldis.2018.02.001
https://doi.org/10.1016/j.parkreldis.2018.02.001
https://doi.org/10.1177/1877718X251352416
https://doi.org/10.1007/s00702-023-02668-9
https://doi.org/10.1007/s00702-023-02668-9


Journal of Neurology         (2026) 273:656 	 Page 9 of 10    656 

	11.	 Deuschl G, Antonini A, Costa J, Śmiłowska K, Berg D, Corvol JC, 
Fabbrini G, Ferreira J, Foltynie T, Mir P, Schrag A, Seppi K, Taba 
P, Ruzicka E, Selikhova M, Henschke N, Villanueva G, Moro 
E (2022) European Academy of Neurology/Movement Disorder 
Society‐European section guideline on the treatment of Parkin-
son’s disease: I. Invasive therapies. Mov Disord 37:1360–1374. 
https://​doi.​org/​10.​1002/​mds.​29066

	12.	 Reese R, Koeglsperger T, Schrader C, Tönges L, Deuschl G, Kühn 
AA, Krack P, Schnitzler A, Storch A, Trenkwalder C, Höglinger 
GU (2025) Invasive therapies for Parkinson’s disease: an adapted 
excerpt from the guidelines of the German Society of Neurology. 
J Neurol 272:219. https://​doi.​org/​10.​1007/​s00415-​025-​12915-6

	13.	 Stocchi F, Barone P, Ceravolo R, De Pandis MF, Lopiano L, 
Modugno N, Padovani A, Pilleri M, Tessitore A, Zappia M 
(2024) Advanced Parkinson’s disease treatment patterns in Italy: 
an observational study interim analysis. Ann Med 56:2315226. 
https://​doi.​org/​10.​1080/​07853​890.​2024.​23152​26

	14.	 Stocchi F, Barone P, Ceravolo R, De Pandis MF, Lopiano L, 
Modugno N, Padovani A, Pilleri M, Tessitore A, Zappia M (2026) 
Advanced Parkinson’s disease treatment patterns in Italy: results 
from a multicenter observational study. Ann Med 58:2628353. 
https://​doi.​org/​10.​1080/​07853​890.​2026.​26283​53

	15.	 Fabbri M, Barbosa R, Rascol O (2023) Off-time treatment options 
for Parkinson’s disease. Neurol Ther 12:391–424. https://​doi.​org/​
10.​1007/​s40120-​022-​00435-8

	16.	 Fasano A, Fung VSC, Lopiano L, Elibol B, Smolentseva IG, Seppi 
K, Takats A, Onuk K, Parra JC, Bergmann L, Sail K, Jalundhwala 
Y, Pirtosek Z (2019) Characterizing advanced Parkinson’s dis-
ease: OBSERVE-PD observational study results of 2615 patients. 
BMC Neurol 19:50. https://​doi.​org/​10.​1186/​s12883-​019-​1276-8

	17.	 Modi NB, Mittur A, Dinh P, Rubens R, Gupta S (2019) Pharma-
codynamics, efficacy, and safety of IPX203 in Parkinson disease 
patients with motor fluctuations. Clin Neuropharmacol 42:149–
156. https://​doi.​org/​10.​1097/​wnf.​00000​00000​000354

	18.	 Stocchi F, Knecht M, Marjanovic I, Wach A, Kopra J, Kuli-
sevsky J (2026) Advancing the treatment of motor fluctuations in 
Parkinson’s disease with a next-generation levodopa/carbidopa 
formulation. Neurol Ther 15:829–842. https://​doi.​org/​10.​1007/​
s40120-​026-​00898-z

	19.	 LeWitt P, Ellenbogen A, Burdick D, Gunzler S, Gil R, Dhall R, 
Banisadr G, D’Souza R (2023) Improving levodopa delivery: 
IPX203, a novel extended-release carbidopa-levodopa formula-
tion. Clin Park Relat Disord 8:100197. https://​doi.​org/​10.​1016/j.​
prdoa.​2023.​100197

	20.	 Marsili L, Bologna M, Chen LY, Espay AJ (2025) Treatment of 
motor symptoms of Parkinson’s disease. Neurol Clin 43:341–363. 
https://​doi.​org/​10.​1016/j.​ncl.​2024.​12.​010

	21.	 Hauser RA, Espay AJ, Ellenbogen AL, Fernandez HH, Isaacson 
SH, LeWitt PA, Ondo WG, Pahwa R, Schwarz J, Stocchi F, Zeitlin 
L, Banisadr G, Fisher S, Visser H, D’Souza R (2023) IPX203 vs 
immediate-release carbidopa-levodopa for the treatment of motor 
fluctuations in Parkinson disease: the RISE-PD randomized clini-
cal trial. JAMA Neurol 80:1062–1069. https://​doi.​org/​10.​1001/​
jaman​eurol.​2023.​2679

	22.	 Espay AJ, Hauser RA, Dhall R, Thakkar S, Cloud L, Zeitlin L, Ban-
isadr G, Fisher S, Visser H (2024) Safety and efficacy of IPX203 in 
Parkinson’s disease: the RISE-PD open-label extension study. Mov 
Disord 39:428–432. https://​doi.​org/​10.​1002/​mds.​29685

	23.	 United States Food and Drug Administration. CREXONT™ (car-
bidopa and levodopa) extended-release capsules, for oral use [pre-
scribing information]. 2024. https://​www.​acces​sdata.​fda.​gov/​drugs​
atfda_​docs/​label/​2024/​21718​6s000​lbl.​pdf. Accessed 19 Nov 2025

	24.	 European Medicines Agency. Hopledo. Summary of product 
characteristics. 2026. https://​www.​ema.​europa.​eu/​en/​docum​ents/​
produ​ct-​infor​mation/​hople​do-​epar-​produ​ct-​infor​mation_​en.​pdf. 
Accessed 01 Sept 2026

	25.	 Hauser RA, Friedlander J, Zesiewicz TA, Adler CH, Seeberger 
LC, O’Brien CF, Molho ES, Factor SA (2000) A home diary to 
assess functional status in patients with Parkinson’s disease with 
motor fluctuations and dyskinesia. Clin Neuropharmacol 23:75–
81. https://​doi.​org/​10.​1097/​00002​826-​20000​3000-​00003

	26.	 Goetz CG, Tilley BC, Shaftman SR, Stebbins GT, Fahn S, Mar-
tinez-Martin P, Poewe W, Sampaio C, Stern MB, Dodel R, Dubois 
B, Holloway R, Jankovic J, Kulisevsky J, Lang AE, Lees A, Leur-
gans S, LeWitt PA, Nyenhuis D, Olanow CW, Rascol O, Schrag 
A, Teresi JA, van Hilten JJ, LaPelle N (2008) Movement Disor-
der Society-sponsored revision of the Unified Parkinson’s Disease 
Rating Scale (MDS-UPDRS): scale presentation and clinimetric 
testing results. Mov Disord 23:2129–2170. https://​doi.​org/​10.​
1002/​mds.​22340

	27.	 Zhang WS, Gao C, Tan YY, Chen SD (2021) Prevalence of 
freezing of gait in Parkinson’s disease: a systematic review and 
meta-analysis. J Neurol 268:4138–4150. https://​doi.​org/​10.​1007/​
s00415-​021-​10685-5

	28.	 Santos-Garcia D, de Deus Fonticoba T, Suarez Castro E, Aneiros 
Diaz A, McAfee D (2020) 5-2-1 criteria: a simple screening tool 
for identifying advanced PD patients who need an optimization 
of Parkinson’s treatment. Parkinsons Dis. https://​doi.​org/​10.​1155/​
2020/​75379​24

	29.	 Stocchi F, Oliveira RFR (2023) Motor fluctuations in Parkinson’s 
disease perceptions and treatment. Dialog Clin Neurosci Mental 
Health 6:11–24. https://​doi.​org/​10.​26386/​obrela.​v6i1.​261

	30.	 Hauser RA (2009) Levodopa: past, present, and future. Eur Neurol 
62:1–8. https://​doi.​org/​10.​1159/​00021​5875

	31.	 Muller T, Schlegel E, Zingler S, Thiede HM (2022) Effects of 
one-day application of levodopa/carbidopa/entacapone versus 
levodopa/carbidopa/opicapone in Parkinson’s disease patients. 
Cells 11:1511. https://​doi.​org/​10.​3390/​cells​11091​511

	32.	 European Medicines Agency. Stavelo. Summary of product char-
acteristics. 2025. https://​www.​ema.​europa.​eu/​en/​docum​ents/​
produ​ct-​infor​mation/​stale​vo-​epar-​produ​ct-​infor​mation_​en.​pdf. 
Accessed 26 Nov 2025

	33.	 Sisodia V, Dubbeld L, De Bie RMA, Duarte GS, Costa J, Dijk JM 
(2024) Efficacy and safety of adjunctive oral therapy in Parkin-
son’s disease with motor complications: a systematic review and 
network meta-analysis. BMJ Neurol Open 6:e000573. https://​doi.​
org/​10.​1136/​bmjno-​2023-​000573

	34.	 Hauser RA, Torres-Yaghi Y, Fisher S, Banisadr G (2025) How 
to dose extended-release carbidopa-levodopa capsules (IPX203, 
CREXONT®) in patients with Parkinson’s disease. Clin Park 
Relat Disord 13:100357. https://​doi.​org/​10.​1016/j.​prdoa.​2025.​
100357

	35.	 Allard S, Banisadr G, Fisher S, Lewitt P (2025) IPX203 (ER 
CD-LD) super-responders: description of a patient subpopulation 
reaping extra benefits in dose-response when converting from IR 
CD-LD [abstract]. Mov Disord 40(suppl):1

	36.	 Titova N, Levin O, Katunina E, Chaudhuri KR (2018) ‘Levo-
dopa phobia’: a review of a not uncommon and consequential 
phenomenon. NPJ Parkinsons Dis 4:31. https://​doi.​org/​10.​1038/​
s41531-​018-​0067-z

	37.	 de Bie RMA, Katzenschlager R, Swinnen BEKS, Peball M, Lim 
SY, Mestre TA, Perez Lloret S, Coelho M, Aquino C, Tan AH, 
Bruno V, Dijk JM, Heim B, Lin CH, Kauppila LA, Litvan I, Spi-
jker R, Seppi K, Costa J, Sampaio C, Fox SH, Silverdale MA 
(2025) Update on treatments for parkinson’s disease motor fluctu-
ations - an International Parkinson and Movement Disorder Soci-
ety evidence-based medicine review. Mov Disord 40:776–794. 
https://​doi.​org/​10.​1002/​mds.​30162

	38.	 Stocchi F (2006) The levodopa wearing-off phenomenon in Par-
kinson’s disease: pharmacokinetic considerations. Expert Opin 
Pharmacother 7:1399–1407. https://​doi.​org/​10.​1517/​14656​566.7.​
10.​1399

https://doi.org/10.1002/mds.29066
https://doi.org/10.1007/s00415-025-12915-6
https://doi.org/10.1080/07853890.2024.2315226
https://doi.org/10.1080/07853890.2026.2628353
https://doi.org/10.1007/s40120-022-00435-8
https://doi.org/10.1007/s40120-022-00435-8
https://doi.org/10.1186/s12883-019-1276-8
https://doi.org/10.1097/wnf.0000000000000354
https://doi.org/10.1007/s40120-026-00898-z
https://doi.org/10.1007/s40120-026-00898-z
https://doi.org/10.1016/j.prdoa.2023.100197
https://doi.org/10.1016/j.prdoa.2023.100197
https://doi.org/10.1016/j.ncl.2024.12.010
https://doi.org/10.1001/jamaneurol.2023.2679
https://doi.org/10.1001/jamaneurol.2023.2679
https://doi.org/10.1002/mds.29685
https://www.accessdata.fda.gov/drugsatfda_docs/label/2024/217186s000lbl.pdf
https://www.accessdata.fda.gov/drugsatfda_docs/label/2024/217186s000lbl.pdf
https://www.ema.europa.eu/en/documents/product-information/hopledo-epar-product-information_en.pdf
https://www.ema.europa.eu/en/documents/product-information/hopledo-epar-product-information_en.pdf
https://doi.org/10.1097/00002826-200003000-00003
https://doi.org/10.1002/mds.22340
https://doi.org/10.1002/mds.22340
https://doi.org/10.1007/s00415-021-10685-5
https://doi.org/10.1007/s00415-021-10685-5
https://doi.org/10.1155/2020/7537924
https://doi.org/10.1155/2020/7537924
https://doi.org/10.26386/obrela.v6i1.261
https://doi.org/10.1159/000215875
https://doi.org/10.3390/cells11091511
https://www.ema.europa.eu/en/documents/product-information/stalevo-epar-product-information_en.pdf
https://www.ema.europa.eu/en/documents/product-information/stalevo-epar-product-information_en.pdf
https://doi.org/10.1136/bmjno-2023-000573
https://doi.org/10.1136/bmjno-2023-000573
https://doi.org/10.1016/j.prdoa.2025.100357
https://doi.org/10.1016/j.prdoa.2025.100357
https://doi.org/10.1038/s41531-018-0067-z
https://doi.org/10.1038/s41531-018-0067-z
https://doi.org/10.1002/mds.30162
https://doi.org/10.1517/14656566.7.10.1399
https://doi.org/10.1517/14656566.7.10.1399


	 Journal of Neurology         (2026) 273:656   656   Page 10 of 10

Authors and Affiliations

Günter Höglinger1,2,3   · Carsten Buhmann4   · Georg Ebersbach5 · Margherita Fabbri6   · Georg Kägi7   · 
Javier Pagonabarraga8,9,10,11 · Diego Santos García11,12,13,14,15   · Alessandro Tessitore16 · Michele Tinazzi17

 *	 Günter Höglinger 
	 Guenter.Hoeglinger@med.uni-muenchen.de

1	 Department of Neurology, LMU University Hospital, 
Ludwig-Maximilians-Universität (LMU) München, Munich, 
Germany

2	 German Center for Neurodegenerative Diseases (DZNE), 
Munich, Germany

3	 Munich Cluster for Systems Neurology (SyNergy), Munich, 
Germany

4	 Department of Neurology, University Medical Center 
Hamburg-Eppendorf, Hamburg, Germany

5	 Movement Disorder Hospital, Beelitz‑Heilstätten, Germany
6	 Clinical Investigation Center CIC1436, Department 

of Clinical Pharmacology and Neurosciences, Parkinson 
Expert Centre and NeuroToul Center of Excellence 
in Neurodegeneration (COEN) of Toulouse, INSERM, 
University of Toulouse, CHU of Toulouse, Toulouse, France

7	 Department of Neurology, Inselspital, Bern University 
Hospital, University of Bern, Bern, Switzerland

8	 Movement Disorder Unit, Neurology Department, Hospital 
de La Santa Creu I Sant Pau, Barcelona, Spain

9	 Department of Medicine, Autonomous University 
of Barcelona, Barcelona, Spain

10	 Sant Pau Biomedical Research Institute (IIB-Sant Pau), 
Barcelona, Spain

11	 Centro de Investigación en Red, Enfermedades 
Neurodegenerativas (CIBERNED), Madrid, Spain

12	 Complejo Hospitalario Universitario de A Coruña (CHUAC), 
A Coruña, Spain

13	 Grupo de Investigación en Enfermedad de Parkinson y 
Otros Trastornos del Movimiento, INIBIC (Instituto de 
Investigación Biomédica de A Coruña), A Coruña, Spain

14	 Hospital San Rafael, A Coruña, Spain
15	 Fundación Degen, A Coruña, Spain
16	 Department of Advanced Medical and Surgical Sciences, 

University of Campania, “L. Vanvitelli”, Naples, Italy
17	 Department of Neuroscience, Biomedicine and Movement, 

University of Verona, Verona, Italy

http://orcid.org/0000-0001-7587-6187
http://orcid.org/0000-0001-8540-3789
http://orcid.org/0000-0001-7250-592X
http://orcid.org/0000-0001-7749-8060
http://orcid.org/0000-0002-3126-5111

	Consensus-based perspectives on integrating IPX203 into Parkinson’s disease management
	Abstract
	Introduction
	Expert board process and consensus development
	Consensus building on the use of IPX203 for the management of PD
	Definition of motor symptoms control
	Statement 1: Motor complications in PD patients are defined as the combination of the number of motor fluctuations, the duration and severity of OFF time, and the presence and severity of dyskinesia rated by the patient (MDS-UPDRS part IV) experienced thr
	Statement 2: Optimal motor symptoms control in PD, especially for patients with motor fluctuations, is primarily defined by maximising Good ON time (ON time without dyskinesia + ON time with non-troublesome dyskinesia, equivalent to ON time without troubl
	Statement 3: A significant proportion of PD patients with motor complications, including those who may be eligible for IPX203 treatment, are primarily managed by general neurologists rather than movement disorder specialists for diagnosis and ongoing care

	Rationale for switching to IPX203
	Statement 4: IPX203 should be considered for PD patients experiencing motor fluctuations who are not adequately controlled on their current levodopacarbidopa regimen even if optimised (100% agreement)
	Statement 5: IPX203 should be considered in PD patients with motor complications eligible for DATs such as DBS or infusion therapiespumps (88.9% agreement)

	Switching modality
	Statement 6: Data on concomitant use of IPX203 with COMT inhibitors are not available, but this does not mean that the combination may not be used in clinical practice (100% agreement)

	Monitoring and follow-up
	Statement 7: Initial follow-up after IPX203 conversion should be based on patient response and tolerability, with subsequent visits guided by clinical need rather than a fixed schedule (100% agreement)

	IPX203 positioning, future research and evidence needs
	Communication and education
	Clinical implementation and adoption

	Conclusions
	Acknowledgements 
	References


