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Short Episode of Seizures in a Newborn of a
Mother Treated with Levodopa/Carbidopa/

Entacapone and Bromocriptine

Pregnancy in Parkinson’s disease (PD) is an uncommon occur-
rence. A short review of this subject has recently been pub-
lished in this journal.1 During pregnancy, treatment with levo-
dopa combined with a peripheral decaboxylase inhibitor2-3

appear to be safe, however, levodopa crosses the placenta
during gestation and can be found in fetal tissues.4 Bromocrip-
tine treatment is also thought to be safe in PD treatment during
pregnancy.5 We describe a patient who received treatment with
levodopa/carbidopa/entacapone (Stalevo) and bromocriptine
(Pravidel) during pregnancy and whose newborn infant expe-
rienced seizures shortly after birth. The infant recovered within
the first two weeks without sequelae. This unique case provides
additional information regarding PD treatment during preg-
nancy. Treatment with entacapone (Comtess) or levodopa/car-
bidopa/entacapone during pregnancy has not been reported
earlier to our knowledge.

The patient developed the first symptoms of PD in 1983 at
the age of 15 years. Because of resting tremor and dystonia in
the left foot and hand, treatment with levodopa/benserazide
(Madopark) was initiated in the late 1980s. She was initially
diagnosed with a levodopa responsive dystonia, but later de-
veloped juvenile PD. This was confirmed by PET-scan and
reconfirmed by several PD specialists. In 1991 she had an
uncomplicated pregnancy and delivered a healthy infant. In
1992 because of increasing tremor treatment with bromocrip-
tine was added. Entacapone was added in 2000 due to wearing-
off. In January 2005 she presented at our clinic and reported
increasing problems with wearing-off. Levodopa/benserazide
and separate entacapone were discontinued and levodopa/car-
bidopa/entacapone was initiated. At that time, the patient re-
ported that she was 12-weeks pregnant. Movement Disorders
specialists recommended as low dose of dopaminergic drugs as
possible, and that lactation should be terminated as early as
possible. The patient decided to remain on earlier treatment as
her clinical condition did not allow for any reductions in the
number or dose of the antiparkinsonian drugs. For the remain-
der of her pregnancy, she took levodopa/carbidopa/entacapone
(levodopa strength 100 mg) 7 times daily and 5 mg bromocrip-
tine 5 times daily.

The pregnancy was unremarkable and the patient delivered a
full term female infant who did not have any deformities. The
infant weighed 3,175 g (Apgar score: 9–10–10). One hour after
delivery the infant developed generalized seizures. Phenobar-
bital was given without effect. Diazepam was added and no
further seizures were observed. However, the infant had re-

peated episodes of shivering throughout the first day that were
treated with repeated doses of diazepam. No symptoms were
observed after the first day. She was also short of breath, had an
increased CRP, and the chest X-ray showed pneumonia. EEG,
computer tomography and MRI of the brain, lumbar puncture
and ultrasound cardiography were all normal. Phenobarbital
and meropenem were administered until meningitis was ruled
out. During the first week she had hypotonia, which improved
slowly. Lactation was terminated after 10 days. On the six-
teenth day the neurological examination was normal and the
infant was discharged from the hospital. The child has devel-
oped normally during the first year and has not had any other
seizures.

The reason for the seizures is not clear. One explanation may
be that the infant experienced a withdrawal response to levo-
dopa and bromocriptine, which is supported by the delayed
onset of seizures one hour after delivery. However, this has not
been reported earlier. A neonatal infection affecting the brain
cannot be completely ruled out even though examinations
including lumbar puncture were normal. The pneumonia might
be the reason.

In PD treatment, because of a possible risk to the infant, as
low doses of dopaminergic drugs as possible should be used in
pregnancy. Newborns exposed to dopaminergic drugs must be
carefully monitored following birth, even if there is no real
evidence of harm to the infant.
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E-mail: Jonas.lindh@lj.se

REFERENCES

1. Scott M, Chowdhury M. Pregnancy in Parkinson�s disease: unique
case report and review of the literature. Mov Disord 2005;20:1078-
1079.

2. Nomoto M, Kaseda S, Iwata S, Osame M, Fukuda T. Levodopa in
pregnancy. Mov Disord 1997;12:261.

3. Hagell P, Odin P, Vinge E. Pregnancy in Parkinson�s disease: a
review of the literature and a case report. Mov Disord 1998;13:
34–38.

4. Merchant CA, Cohen G, Mytilineou C, et al. Human transplacental
transfer of carbidopa/levodopa. J Neural Transm Park Dis Dement
Sect 1995;9:239–242.

5. Benito-Leon J, Bermejo F, Porta-Etessam J. Pregnancy in Parkin-
son�s disease: a review of the literature and a case report. Mov
Disord 1999;14:194.

Published online 7 May 2007 in Wiley InterScience (www.
interscience.wiley.com). DOI: 10.1002/mds.21494

Movement Disorders
Vol. 22, No. 10, 2007, pp. 1515-1519
© 2007 Movement Disorder Society

1515


