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Abstract. 
Parkinson’s disease (PD) is associated with increased mortality despite many advances in treatment.  Following the introduction of levodopa in the late 1960’s, many studies reported improved or normalized mortality rates in PD.  Despite the remarkable symptomatic benefits provided by levodopa, multiple recent studies have demonstrated that PD patients continue to die at a rate in excess of their peers.  We undertook this retrospective study of 211 deceased PD patients to determine the factors associated with mortality in levodopa-treated PD.  Our findings confirm that PD is associated with increased mortality in both men and women.  Unlike the majority of other mortality studies, we found that women have a greater reduction in lifespan compared to men.  We also found that patients with early onset PD (onset at the age of 50 or before) have reduced survival relative to PD patients with later ages of onset.  A final important finding is that survival is equal in PD patients treated with levodopa early (within 2 years or less of PD onset) versus later.


1. Introduction
Before the introduction of levodopa, mortality in idiopathic PD was 2.9 times higher than that of the general population adjusted for age, gender, and race [1]. When levodopa was introduced in the late 1960’s, PD patients realized remarkable symptomatic benefits and in multiple subsequent cross-sectional studies levodopa appeared to ameliorate or normalize mortality rates in PD [2–7]. Some authors found that levodopa reduced PD mortality during the first 6 years of therapy, with mortality returning to near prelevodopa levels after 12 years of treatment [8]. As one author reports, however, the majority of studies over the past 30 years have demonstrated that levodopa treatment in PD does not normalize mortality rates and these patients continue to die at a rate in excess of their peers [9]. More recent reports (1999–2004) have demonstrated a standardized mortality ratio (SMR) in PD patients ranging from 1.52 in a community-based Norwegian study [10] to a relative mortality risk of 3.38 in door-to-door survey in Ilan County, Taiwan [11].
Some factors such as severity of Parkinson’s symptoms [12] and the presence of dementia [12–14] appear to increase mortality risk in PD. Many other factors such as gender, age of onset, disease duration, or delay in initiation of levodopa therapy may also affect mortality. Defining factors associated with increased mortality in PD is important as these factors may help clinicians anticipate outcomes and may influence therapeutic decisions.
2. Patients and Methods 
The University of Virginia Movement Disorders Database was screened for deceased patients who were diagnosed with idiopathic PD and chronically treated with levodopa. Patients who were diagnosed with vascular or drug-induced parkinsonism, as well as Parkinson’s plus syndromes, were excluded from this analysis. Two hundred and eleven deceased patients who were diagnosed clinically with PD were retrospectively identified from the database. Patients had died between the years 1984 and 2002 with the mean year of death being 1996. Patients were diagnosed with PD using UK Parkinson’s Disease Society Brain Bank criteria [15]. Our historical clinical diagnostic accuracy is 91% based upon autopsy of our patient population (G. F. Wooten, unpublished data) and is similar to that reported by other groups [16]. Only patients treated with levodopa throughout the course of their illness were included in this study (
	
		
			
				𝑛
				=
				2
				1
				1
			

		
	
). Each patient was evaluated at least once at our institution by a movement disorders-trained neurologist (JPB, MBH, JMT, or GFW). The majority of patients were followed throughout their illness until death. We determined the cause of death (COD) in 197 patients by the review of medical records, discussion with the treating physician(s), interview of the decedent’s relatives, and review of autopsy findings (available in 16 patients—6 patients underwent neuropathological investigation only and 10 patients had complete autopsy). All autopsied patients met neuropathological criteria for PD. Cause of death was considered to be PD if the patient died of complications related to PD (e.g., falls or aspiration pneumonia).
For each patient in this sample, age at PD onset and year of PD onset were used to create an age-, race-, and gender-matched control from the U.S. population based upon annual U.S. Life Expectancy Tables (U.S. Center for National Health Statistics, Vital Statistics of the United States). For patients with PD onset or death after age 85, decennial U.S. Life Expectancy Tables were used. For example, if a Caucasian man had PD onset at age 62 in 1990, then the 1990 U.S. Life Expectancy tables were used to determine the expected lifespan of a Caucasian man who was at the age of 62 in 1990 to create a control for this patient. The expected lifespan of controls was compared to the actual lifespan of the patient sample for analysis. The probability of each patient dying given their age of onset and disease duration was also determined using the appropriate United States Life Tables as described by Diamond and Markham [4]. The number of expected deaths was determined by summing the individual probabilities of death for each patient as described by Diamond and Markham [4]. Mortality ratios were calculated as the ratio of observed to expected deaths.
The medical records of the deceased PD patients were also screened for levodopa treatment parameters: time from PD onset until initiation of levodopa therapy (L-dopa delay), duration of levodopa therapy (L-dopa duration), and maximum levodopa dose (L-dopa max). These parameters were available for 197 patients for L-dopa delay and L-dopa duration and 169 patients for L-dopa max.





Data were analyzed using chi-square analysis for categorical variables and Student’s 
	
		
			

				𝑡
			

		
	
-test or the Mann-Whitney 
	
		
			

				𝑈
			

		
	
 test for continuous variables. Kaplan-Meier analysis was used to estimate survival when comparing groups of patients. Logistic regression was performed to identify clinical characteristics that were associated with patients dying of PD or other causes. All deceased PD patients were stratified by cause of death into two groups (PD and not PD) and then, through logistic regression, the variables of age of onset, age at death, gender, disease duration, L-dopa delay, and L-dopa duration were examined. Statistical analysis was performed using SPSS for Windows (SPSS, Inc., Chicago, IL).
3. Results 
Table 1 displays the disease characteristics of the 211 deceased, levodopa-treated PD patients in the study. Two hundred and seven patients were Caucasian and four were African-American (data not shown in Table 1). Approximately two-thirds of the patients were men and there were no differences between men and women in the sample with regards to age of onset, age at death, or disease duration.
Table 1: Disease characteristics of deceased PD patients.
	

		
	
		
			

				𝑛
			

		
	
	
								Total sample (
	
		
			
				𝑛
				=
				2
				1
				1
			

		
	
)	Men (
	
		
			
				𝑛
				=
				1
				3
				4
			

		
	
) (64%)	Women (
	
		
			
				𝑛
				=
				7
				7
			

		
	
) (36%)	P 
	Range	Mean (SD)	Mean (SD)	Mean (SD)
	

	Age of onset	211	33–87	64 (11)	64 (11)	63 (10)	0.60
	Age at death	211	41–95	75 (8)	75 (8)	76 (7)	0.84
	Disease duration	211	1–37	12 (7)	12 (7)	12 (7)	0.41
	



A Kaplan-Meier survival analysis illustrated in Figure 1 reveals that survival is reduced on average by 7 years in the entire sample of PD patients compared to an age-, gender-, and race-matched control group from the U.S. population. Men with PD had a mean reduction in lifespan of 5 years relative to male controls while women with PD had their lifespan reduced by 7 years compared to female controls (Figure 2). Women with PD (
	
		
			
				𝑛
				=
				7
				7
			

		
	
) had a greater reduction in lifespan relative to men with PD (
	
		
			
				𝑛
				=
				1
				3
				4
			

		
	
) (
	
		
			
				𝑃
				<
				0
				.
				0
				0
				1
			

		
	
). There was no difference in survival between men and women with PD in our sample (Figure 2). When the probabilities of each patient dying were calculated as described by Diamond and Markham [4] using annual or decennial U.S. Life Tables, the overall observed to expected mortality ratio for the 211 PD patients was 2.66. Mortality ratios were 2.28 for PD men and 3.76 for PD women relative to age-, gender-, and race-matched controls from the U.S. population.




















	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
		
	
	
		
	


	
		
	
	
		
	


	
		
	
	
		
	


	
		
	
	
		
	


	
		
		
	


	
		
	
	
		
	


	
	
	


	
		
	
	
		
	
	
		
	
	
		
	
	
		
	
	
		
	


	
		
		
	
	
		
	
	
		
		
	
	
		
	


	
		
		
		
		
		
		
		
		
		
		
		
		
		
		
	
	
		
	
	
		
	
	
		
		
		
		
	


	
		
		
		
		
		
		
		
		
		
	
	
		
	
	
		
	
	
		
		
		
	
	
		
	


	
		
			
			
			
			
			
			
			
		
		
			
		
		
			
		
		
			
		
		
			
			
		
		
			
			
		
	
	
		
	
	
		
	
	
		
		
		
		
		
		
		
	













Figure 1: Survival analysis of all PD patients versus age-, gender-, and race-matched controls from the U.S. population. Controls had a seven-year longer survival on average relative to PD patients.




	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	


	


	


	


	


	


	


	


	
	


	


	


	
	
	


	
		
		
		
		
		
		
	
	
		
	
	
		
	
	
		
		
	
	
		
	
	
		
	
	
		
	
	
		
	
	
		
	
	
		
	
	
		
	
	
		
	


	
		
		
		
		
		
		
		
		
	
	
		
	
	
		
	
	
		
	
	
		
	
	
		
	
	
		
	
	
		
	
	
		
	
	
		
	
	
		
	
	
		
	


	
		
		
		
		
		
		
		
		
		
		
		
	
	
		
	
	
		
	
	
		
		
	
	
		
	
	
		
	
	
		
		
	
	
		
	
	
		
		
	
	
		
	


	
		
		
		
		
		
		
		
		
		
		
		
		
		
	
	
		
	
	
		
	
	
		
	
	
		
	
	
		
	
	
		
		
	
	
		
	
	
		
		
	
	
		
	


	
		
			
			
			
			
			
			
			
		
		
			
		
		
			
		
		
			
		
		
			
			
			
			
		
	
	
		
	
	
		
	
	
		
		
		
		
		
		
		
	


















	
		
		
			
		
		
		
			
		
		
		
			
		
		
		
			
		
		
			
		
		
			
		
		
		
			
		
		
			
		
		
		
			
		
		
			
		
		
			
		
		
		
			
		
		
			
		
		
			
		
		
			
		
		
			
		
		
		
			
		
		
		
			
		
		
			
		
		
			
		
		
			
		
		
			
		
		
		
			
		
		
			
		
		
			
		
		
			
		
		
			
		
		
		
			
		
		
			
		
		
			
		
		
			
		
		
			
		
		
		
			
		
		
		
		
			
		
		
			
		
		
			
		
			
	


















Figure 2: Survival analysis of PD men and PD women versus control men and control women from the U.S. population. PD men and PD women have no difference in survival, while both PD men and PD women have reduced survival relative to control men and control women, respectively.


Early age of onset (defined as PD onset at age 50 or earlier) was associated with longer disease duration in our sample (Figure 3). Patients with early age of onset (
	
		
			
				𝑛
				=
				2
				9
			

		
	
) were 12 years younger at death (
	
		
			
				6
				5
				±
				8
			

		
	
 versus 
	
		
			
				7
				7
				±
				6
			

		
	
, 
	
		
			
				𝑃
				<
				0
				.
				0
				0
				1
			

		
	
) and had a longer disease duration (
	
		
			
				2
				0
				±
				8
			

		
	
 versus 
	
		
			
				1
				1
				±
				6
			

		
	
, 
	
		
			
				𝑃
				<
				0
				.
				0
				0
				1
			

		
	
) when compared to patients with onset after age 50 (
	
		
			
				𝑛
				=
				1
				8
				2
			

		
	
). Kaplan-Meier survival analysis revealed markedly reduced survival in early onset patients compared to patients with ages of onset after the age of 50 (Figure 4). Mortality ratios were 3.58 and 2.57, respectively, for the 29 patients with early PD onset versus the 182 patients with PD onset after the age of 50.













































































































































































































	
	
	
	
	
	
	
	
	
	


	


	


	
	


	
	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	


	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	


	


	
	


	
	


	
	


	
	


	


	


	


	


	


	













Figure 3: Scatter plot comparing age of onset to disease duration for each PD patient in our sample. Earlier age of PD onset was associated with longer disease duration in our sample as indicated by the trendline.





















	
		
			
		
			
		
			
	


	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	
	
	
	
	
	


	
		
	
	
		
	


	
		
	
	
		
	


	
		
	
	
		
	


	
		
	
	
		
	


	
		
		
	


	
		
	
	
		
	


	
	
	


	
		
	
	
		
	
	
		
	
	
		
	
	
		
	
	
		
	


	
		
	
	
		
	
	
		
	
	
		
	
	
		
	
	
		
	


	
		
		
		
		
		
		
		
	
	
		
	
	
		
	
	
		
	
	
		
	
	
		
	
	
		
	
	
		
		
	
	
		
	


	
	
	
	
	
	
	


	


	


	


	


	


	
	
	
	


	
		
		
		
		
		
		
		
	
	
		
	
	
		
	
	
		
		
		
		
		
	


	


	


	
	
	
	
	
	


	
		
			
		
	













Figure 4: Survival analysis of PD patients with early age of onset (at age 50 or earlier) and later ages of onset. PD patients with early age of onset had markedly reduced survival (12 years) relative to the patients with later ages of onset.


Cause of death by clinical impression (clinical history and medical records) was determined for 197 of the 211 patients and the frequencies for each cause of death are displayed in Table 2. About half of the patients died of PD-related causes with cardiovascular disease, cancer, and stroke causing the deaths in the remainder of the sample. There was no gender difference in the number of patients dying of PD-related causes versus non-PD causes (data not shown) (
	
		
			
				𝑃
				=
				0
				.
				3
				1
				5
			

		
	
). When patients were categorized into intervals of 5 years disease duration, equal proportions of patients died of PD versus other causes irrespective of PD disease duration (data not shown) (
	
		
			
				𝑃
				=
				0
				.
				2
				4
				1
			

		
	
).
Table 2: Cause of death by clinical impression.
	

	Cause of death	
	
		
			

				𝑛
			

		
	
	%
	

	Parkinson’s disease	111	52.6
	Cardiovascular disease	26	12.3
	Cancer	18	8.5
	Stroke	14	6.6
	Renal disease	9	4.3
	Suicide	5	2.4
	Respiratory disease/illness	4	1.9
	Other neurological	4	1.9
	Other medical	3	1.4
	Diabetes	2	0.9
	Old age	1	0.5
	Unknown	14	6.6
	



Full autopsies were performed in ten patients and neuropathological diagnoses were available for six additional patients (Table 3). All patients met neuropathological criteria for PD at autopsy (16 of 16 patients) with two patients also meeting criteria for the diagnosis of diffuse Lewy body disease (DLBD) [17]. Two of these 16 patients also met CERAD criteria [18] for Alzheimer’s disease in addition to their PD neuropathological diagnosis. The majority of fully autopsied patients died of bronchopneumonia (five of ten patients) with one patient dying of complications related to a hip fracture. This indicates that six of ten patients that underwent full autopsy died of PD-related causes.
Table 3: Neuropathology and cause of death by autopsy.
	

	Neuropathology (
	
		
			
				𝑛
				=
				1
				6
			

		
	
)	
	
		
			

				𝑛
			

		
	

	

	Parkinson’s disease	12
	Diffuse Lewy body disease	2
	Parkinson’s disease and Alzheimer’s disease	2
	

	Cause of death (
	
		
			
				𝑛
				=
				1
				0
			

		
	
)	
	
		
			

				𝑛
			

		
	

	

	Bronchopneumonia	5
	Breast cancer	1
	Lymphoma	1
	Myocardial infarction	1
	Hip fracture	1
	Unknown	1
	



Table 4 illustrates mortality in patients when stratified by age at death and disease duration. Four of eight patients dying at the age of 60 or earlier died of PD. The vast majority (83%) of patients died between the ages of 66 and 85. Eighty-nine percent of patients died within 20 years of their PD onset with only 11% of patients surviving with PD for more than 20 years. Equal proportions of patients died of PD regardless of age at death (
	
		
			
				𝑃
				=
				0
				.
				6
				1
				4
			

		
	
) or disease duration (
	
		
			
				𝑃
				=
				0
				.
				2
				4
				4
			

		
	
).
Table 4: Mortality in PD patients stratified by age at death and disease duration.
	

	Age at death	Percentage of total dead	Observed deaths	Expected deaths	Mortality ratio      	Number of PD deaths
	

	41–45	0.5	1	0.0189	52.91	0
	46–50	0.5	1	0.0263	38.02	0
	51–55	0.9	2	0.0778	25.71	1
	56–60	1.9	4	0.6277	  6.37	3
	61–65	5.7	12	1.5998	  7.50	5
	66–70	13.3	28	6.3265	  4.43	11
	71–75	19.9	42	11.9488	  3.52	24
	76–80	33.2	70	26.5476	  2.64	39
	81–85	16.1	34	18.5483	  1.83	20
	86–90	7.6	16	12.5786	  1.27	7
	91–95	0.5	1	1.0000	  1.00	1
	

	Disease duration	Percentage of total dead	Observed deaths	Expected deaths	Mortality ratio 	Number of PD deaths
	

	1–5	17.5	37	7.0770	5.23	16
	6–10	29.4	62	20.7956	2.98	28
	11–15	25.6	54	23.7313	2.28	34
	16–20	16.6	35	15.9910	2.19	22
	21–25	8.1	17	7.7683	2.19	8
	26+	2.8	6	3.9371	1.52	3
	



Table 5 displays levodopa treatment parameters for patients in the study. The delay from the time of PD onset until starting levodopa (L-dopa delay) and levodopa treatment duration (L-dopa duration) were available in 197 patients in the study. The levodopa maximum dose was available in 169 study patients. Levodopa maximum dose (L-dopa max) for patients in the study was equal in men and women. Kaplan-Meier survival analysis revealed equal survival in patients who started levodopa within the first two years of PD onset (
	
		
			
				𝑛
				=
				8
				9
			

		
	
) compared to those starting levodopa later (
	
		
			
				𝑛
				=
				1
				0
				8
			

		
	
) (75(76) versus 76(76), 
	
		
			
				𝑃
				=
				0
				.
				2
				7
			

		
	
).
Table 5: Levodopa treatment parameters.
	

	 	
	
		
			

				𝑛
			

		
	
	Total sample (
	
		
			
				𝑛
				=
				2
				1
				1
			

		
	
)	Men 	Women 	
	
		
			

				𝑃
			

		
	

	 	Range	Mean (SD)	
	
		
			

				𝑛
			

		
	
	Mean (SD)	
	
		
			

				𝑛
			

		
	
	Mean (SD)
	

	L-dopa delay	197	0–15	2 (3)	124	2 (3)	73	3 (3)	0.31
	L-dopa duration	197	1–30 	9 (6)	124	9 (6)	73	9 (6)	0.66
	L-dopa max 	169	150–2250	833 (429)	108	870 (441)	61	767 (403)	0.16
	


L-dopa delay: years from PD onset until L-dopa initiation; L-dopa duration: years of L-dopa treatment; L-dopa max: maximum recorded L-dopa dose in milligrams.


4. Discussion 
This is one of the larger studies (211 patients) of mortality in PD since the levodopa era in PD began [1]. The major findings are as follows: (1) levodopa-treated PD patients appear to have excess mortality relative to controls from the U.S. population, (2) there does not appear to be a difference between men and women with PD with regard to death rate, but perhaps because control women live longer than control men, women with PD have increased mortality and a greater reduction in lifespan compared to men with PD, (3) patients with early PD onset (age 50 or earlier) appear to have increased mortality relative to patients with later PD onset, and (4) survival appears equal in PD patients treated with levodopa early (within 2 years of PD onset) versus later.
Methods for determining the effect of PD on mortality vary from retrospective to prospective, cross-sectional to longitudinal and may involve small cohorts or even entire populations. Despite differences in methodology, the vast majority of studies demonstrate that patients with PD continue to die at a rate in excess of controls [9]. Our results agree with these findings and demonstrate increased mortality in levodopa-treated PD patients relative to age-, race-, and gender-matched controls from the U.S. population. The most straightforward interpretation of these results is that levodopa, while effectively treating the motor symptoms of PD and improving life expectancy, does not normalize life expectancy in PD patients. Even though levodopa may improve motor symptoms in PD (tremor, bradykinesia, and rigidity), it may not slow disease progression [19]. As PD progresses, levodopa-resistant motor symptoms (speech/swallowing impairment, gait, and balance problems) and nonmotor symptoms (autonomic dysfunction, mood disorders, cognitive impairment, sleep disorders, and psychosis) become more prevalent and may contribute to increased morbidity and mortality [20]. Given the average disease duration of 12 years in our patient sample, it is likely that many of our patients suffered both levodopa-resistant motor and nonmotor symptoms that most likely contributed to increased morbidity and mortality.
The strengths of our study are (1) a well-defined and characterized sample of idiopathic PD patients with minimal contamination by other forms of parkinsonism, unlike some studies [21–23] and (2) a very large number of PD patients ascertained who were followed until death. A major limitation of this study is that the retrospective design may introduce a selection bias toward older patients or those with more prolonged or severe PD who were more likely to die. This weakness is partially mitigated by the very long ascertainment period of almost 20 years. In addition, the clinical characteristics of PD patients in our sample are similar to multiple retrospective/prospective studies with respect to age of PD onset, disease duration [2, 3, 7], and age at death [2, 24–26].
Another potential source of bias in our study is the setting of a specialty clinic in an academic medical center that might select for a population of patients with more severe or difficult to manage PD compared to community-based populations. It is important to note, however, that our retrospective deceased PD patient sample had a similar age of onset, disease duration, and age at death as studies described above in multiple clinical settings ranging from a single academic medical center [27] to a multicenter study [26], to a population-based study [28].
We observed a higher overall mortality ratio (2.66) in our retrospective deceased PD patient sample relative to some recently published prospective studies [29, 30]. The higher mortality ratio observed in our study may reflect the retrospective design bias given that at least two recent prospective studies have found much lower standardized mortality ratios of 1.1 in a Chinese cohort and 1.29 in a UK cohort [29, 30]. On the other hand, some prospective cohort- and population-based studies have recently found standardized mortality ratios ranging from 1.86 at 15 years to 3.1 at 20 years in the Sydney Multicentre Study of PD to as high as 3.6 in a population-based study of PD mortality in Bulgaria [31–33].
Our sample of deceased levodopa-treated PD patients shows a preponderance of men (64% of patients in the study). Similar to our results, most PD mortality studies have demonstrated an increased incidence in men [34–43]. This parallels our finding that men have 1.5 times the relative risk of developing PD based upon a meta-analysis of seven population-based incidence studies [44]. The reasons for the higher incidence of PD in men are unknown and might represent differences in genetic susceptibility [45], environmental exposure [46], head trauma, or increased female resistance to developing PD (perhaps due to the neuroprotective effects of estrogen) [47, 48].
Our data also demonstrate that women have higher mortality ratios compared to men (3.76 and 2.28, resp.) while having a similar age at death. This confirms the findings of Wooten et al. [44] and reflects a greater reduction in survival for women, given that women without PD typically live longer than men. This implies that women who get PD may lose (or have lost) putative longevity factors present in other women. This also indicates that PD progression is no different between women and men with respect to mortality.
Contrary to our findings, many authors found that men had greater mortality risk [34–43]. Other authors, however, found greater mortality risk in women in both pre-levodopa era [1] and more recently [7, 8, 49, 50]. Methodological differences in some of these studies may account for differences in mortality since sex-specific mortality tables were not used by some authors [39].
Complications of PD resulted in the death of over half of our patients (Table 2) similar to other studies [26, 34]. Autopsy results reveal almost 100% clinical diagnostic accuracy for PD in our group similar to other groups [16]. When patients were stratified by age at death and disease duration (Table 3), it is clear that PD contributed to the excess mortality of patients dying after the age of 50. This analysis also demonstrates that PD may contribute to many deaths regardless of disease duration. Patients with shorter disease durations dying of PD were older with presumably more comorbidities or may have had more aggressive disease [51].
Patients with early PD onset (age 50 or less) in our sample, while having a slower disease progression [51], actually died at a much younger age and had increased mortality relative to patients with ages of onset greater than 50. One prospective, cross-sectional study found similar mortality ratios in three groups of PD patients with mean ages of onset of 43, 55, and 66 years [51]. All patients in the three groups were followed for 17 years; however, patients with early age of onset in our study had a mean disease duration of 20 years, meaning that many of the early onset patients in the Diamond et al. [51] study probably had not died yet. Our finding of a higher mortality ratio in early onset PD patients is consistent with our ability to capture a greater number of early onset PD patients at death than if we followed them for 17 years. Because PD contributes to the death of similar ratios of early onset and later onset patients in our study, it is likely that PD significantly contributes to the increased mortality in an otherwise “healthier” age group when compared to older onset PD patients.
Supporting this, hypotheses are data from a more recent study of young-onset PD (YOPD) patients (defined as onset from age 21 to 40) [52]. The median age of deceased YOPD patients in the cohort was 57.7 years with a disease duration of 22.5 years while the median age of living YOPD patients was 50.1 years with a disease duration of 16.9 years [52].
Some in vitro studies have suggested that levodopa is toxic to dopaminergic neurons [53]. This has led to the hypothesis that levodopa might hasten progression of dopaminergic neuron death as well as morbidity and mortality in patients with PD. Our data indicate that survival was no better or worse in patients starting levodopa within two years of symptom onset versus greater than two years after symptom onset. The effect of levodopa on PD progression and mortality remains controversial despite its obvious symptomatic benefits for PD patients [54, 55].
The average disease duration for patients with PD in Hoehn and Yahr’s seminal study published in 1967 was 9.4 years [1]. Thirty-five years after Cotzias et al. demonstrated that levodopa had long-term beneficial effects in PD [56], the average life expectancy for levodopa-treated PD patients after symptom onset is 12 years (in this study). The increase in survival could be due to the effects of levodopa therapy or other pharmacotherapies in PD, improved treatments for comorbid medical conditions such as cancer, diabetes, and heart disease, better and more available healthcare for patients, improved surgical treatments, and possibly healthier lifestyles.
Conflict of Interests
The authors declare that there is no relevant conflict of interests regarding the publication of this paper.
Acknowledgment
This work was supported by Grant P50-NS39788.
References
	M. M. Hoehn and M. D. Yahr, “Parkinsonism: onset, progression and mortality,” Neurology, vol. 17, no. 5, pp. 427–442, 1967.
	R. D. Sweet and F. H. McDowell, “Five years' treatment of Parkinson's disease with levodopa: therapeutic results and survival of 100 patients,” Annals of Internal Medicine, vol. 83, no. 4, pp. 456–463, 1975.
	M. D. Yahr, “Evaluation of long-term therapy in Parkinson’s disease: mortality and therapeutic efficacy,” in Advances in Parkinsonism, W. Birkmayer and O. Hornykiewicz, Eds., pp. 435–443, Editiones Roche, Basel, Switzerland, 1976.
	S. G. Diamond and Ch. H. Markham, “Present mortality in Parkinson's disease: the ratio of observed to expected deaths with a method to calculate expected deaths,” Journal of Neural Transmission, vol. 38, no. 3-4, pp. 259–269, 1976.
	H. Zumstein and J. Siegfried, “Mortality among Parkinson patients treated with L-dopa combined with a decarboxylase inhibitor,” European Neurology, vol. 14, no. 5, pp. 321–327, 1976.
	C. Joseph, J. B. Chassan, and M.-L. Koch, “Levodopa in Parkinson disease: a long-term appraisal of mortality,” Annals of Neurology, vol. 3, no. 2, pp. 116–118, 1978.
	K. M. Shaw, A. J. Lees, and G. M. Stern, “The impact of treatment with levodopa on Parkinson's disease,” Quarterly Journal of Medicine, vol. 49, no. 3, pp. 283–293, 1980.
	L. Curtis, A. J. Lees, G. M. Stern, and M. G. Marmot, “Effect of L-dopa on course of Parkinson's disease,” The Lancet, vol. 324, no. 8396, pp. 211–212, 1984.
	C. E. Clarke, “Mortality from Parkinson’s disease,” Journal of Neurology, Neurosurgery & Psychiatry, vol. 68, no. 2, pp. 254–255, 2000.
	K. Herlofson, S. A. Lie, D. Årsland, and J. P. Larsen, “Mortality and Parkinson disease: a community based study,” Neurology, vol. 62, no. 6, pp. 937–942, 2004.
	R. C. Chen, S. F. Chang, C. L. Su et al., “Prevalence, incidence, and mortality of PD: a door-to-door survey in Ilan County, Taiwan,” Neurology, vol. 57, no. 9, pp. 1679–1686, 2001.
	E. D. Louis, K. Marder, L. Cote, M. Tang, and R. Moyeux, “Mortality from Parkinson disease,” Archives of Neurology, vol. 54, no. 3, pp. 260–264, 1997.
	K. Marder, D. Leung, M. Tang et al., “Are demented patients with Parkinson's disease accurately reflected in prevalence surveys? A survival analysis,” Neurology, vol. 41, no. 8, pp. 1240–1243, 1991.
	G. Levy, M.-X. Tang, E. D. Louis et al., “The association of incident dementia with mortality in PD,” Neurology, vol. 59, no. 11, pp. 1708–1713, 2002.
	W. R. G. Gibb and A. J. Lees, “The relevance of the Lewy body to the pathogenesis of idiopathic Parkinson's disease,” Journal of Neurology, Neurosurgery & Psychiatry, vol. 51, no. 6, pp. 745–752, 1988.
	A. J. Hughes, S. E. Daniel, and A. J. Lees, “Improved accuracy of clinical diagnosis of Lewy body Parkinson's disease,” Neurology, vol. 57, no. 8, pp. 1497–1499, 2001.
	R. Benecke, “Diffuse Lewy body disease—a clinical syndrome or a disease entity?” Journal of Neurology, vol. 250, supplement 1, pp. I39–I42, 2003.
	S. S. Mirra, A. Heyman, D. McKeel et al., “The consortium to establish a registry for alzheimer's disease (CERAD): part II. Standardization of the neuropathologic assessment of Alzheimer's disease,” Neurology, vol. 41, no. 4, pp. 479–486, 1991.
	C. W. Olanow, “The scientific basis for the current treatment of Parkinson's disease,” Annual Review of Medicine, vol. 55, no. 1, pp. 41–60, 2004.
	O. Rascol, P. Payoux, F. Ory, J. J. Ferreira, C. Brefel-Courbon, and J.-L. Montastruc, “Limitations of current Parkinson’s disease therapy,” Annals of Neurology, vol. 53, supplement 3, pp. S3–S12, 2003.
	F. T. Nobrega, E. Glattre, L. T. Kurland, and H. Okazaki, “Comments on the epidemiology of parkinsonism including prevalence and incidence statistics for Rochester, Minnesota, 1935–1966,” in Proceedings of the International Congress of Neuro-Genetics and Neuro-Ophthalmology, A. Barbeau and J. R. Brunette, Eds., vol. 175 of International Congress Series, pp. 474–485, Excerpta Medica, Amsterdam, The Netherlands, 1967.
	A. H. Rajput, K. P. Offord, C. M. Beard, and L. T. Kurland, “Epidemiology of parkinsonism: incidence, classification, and mortality,” Annals of Neurology, vol. 16, no. 3, pp. 278–282, 1984.
	M. Guttman, P. M. Slaughter, M.-E. Theriault, D. P. DeBoer, and C. D. Naylor, “Parkinsonism in Ontario: increased mortality compared with controls in a large cohort study,” Neurology, vol. 57, no. 12, pp. 2278–2282, 2001.
	M. M. Hoehn, “Parkinsonism treated with levodopa: progression and mortality,” Journal of Neural Transmission, vol. 19, pp. 253–264, 1983.
	M. M. Hoehn, “Parkinson’s disease: progression and mortality,” Advances in Neurology, vol. 45, pp. 457–461, 1986.
	M. A. Hely, J. G. L. Morris, R. Traficante, W. G. J. Reid, D. J. O'Sullivan, and P. M. Williamson, “The Sydney multicentre study of Parkinson's disease: progression and mortality at 10 years,” Journal of Neurology, Neurosurgery & Psychiatry, vol. 67, no. 3, pp. 300–307, 1999.
	R. A. C. Roos, J. C. F. Jongen, and E. A. van der Velde, “Clinical course of patients with idiopathic Parkinson's disease,” Movement Disorders, vol. 11, no. 3, pp. 236–242, 1996.
	D. Aarsland, K. Andersen, J. P. Larsen, A. Lolk, and P. Kragh-Sørensen, “Prevalence and characteristics of dementia in Parkinson disease: an 8-year prospective study,” Archives of Neurology, vol. 60, no. 3, pp. 387–392, 2003.
	M. Auyeung, T. H. Tsoi, V. Mok et al., “Ten year survival and outcomes in a prospective cohort of new onset Chinese Parkinson's disease patients,” Journal of Neurology, Neurosurgery & Psychiatry, vol. 83, no. 6, pp. 607–611, 2012.
	C. H. Williams-Gray, S. L. Mason, J. R. Evans et al., “The CamPaIGN study of Parkinson's disease: 10-year outlook in an incident population-based cohort,” Journal of Neurology, Neurosurgery & Psychiatry, vol. 84, no. 11, pp. 1258–1264, 2013.
	M. A. Hely, J. G. L. Morris, W. G. J. Reid, and R. Trafficante, “Sydney multicenter study of Parkinson's disease: non-L-dopa-responsive problems dominate at 15 years,” Movement Disorders, vol. 20, no. 2, pp. 190–199, 2005.
	M. A. Hely, W. G. J. Reid, M. A. Adena, G. M. Halliday, and J. G. L. Morris, “The Sydney multicenter study of Parkinson's disease: the inevitability of dementia at 20 years,” Movement Disorders, vol. 23, no. 6, pp. 837–844, 2008.
	D. R. Hristova, “Standardized mortality ratio and seasonal fluctuations of mortality in Parkinson's disease,” Folia Medica, vol. 51, no. 2, pp. 40–45, 2009.
	S. G. Diamond, C. H. Markham, M. M. Hoehn, F. H. McDowell, and M. D. Muenter, “Multi-center study of Parkinson mortality with early versus later dopa treatment,” Annals of Neurology, vol. 22, no. 1, pp. 8–12, 1987.
	D. E. Lilienfeld, D. Sekkor, S. Simpson et al., “Parkinsonism death rates by race, sex and geography: a 1980s update,” Neuroepidemiology, vol. 9, no. 5, pp. 243–247, 1990.
	J. F. Kurtzke and F. M. Murphy, “The changing patterns of death rates in parkinsonism,” Neurology, vol. 40, no. 1, pp. 42–49, 1990.
	L. Wermuth, L. Stenager, E. N. Stenager, and J. Boldsen, “Mortality in patients with Parkinson's disease,” Acta Neurologica Scandinavica, vol. 92, no. 1, pp. 55–58, 1995.
	N. Vanacore, V. Bonifati, A. Bellatreccia, F. Edito, and G. Meco, “Mortality rates for Parkinson's disease and parkinsonism in Italy (1969–1987),” Neuroepidemiology, vol. 11, no. 2, pp. 65–73, 1992.
	J. F. Kurtzke and I. D. Goldberg, “Parkinsonism death rates by race, sex, and geography,” Neurology, vol. 38, no. 10, pp. 1558–1561, 1988.
	D. J. Lanska, “The geographic distribution of Parkinson's disease mortality in the United States,” Journal of the Neurological Sciences, vol. 150, no. 1, pp. 63–70, 1997.
	K. D. Sethi, K. J. Meador, D. Loring, and M. P. Meador, “Neuroepidemiology of Parkinson's disease: analysis of mortality data for the U.S.A. and Georgia,” International Journal of Neuroscience, vol. 46, no. 3-4, pp. 87–92, 1989.
	H. H. Fernandez and K. L. Lapane, “Predictors of mortality among nursing home residents with a diagnosis of Parkinson's disease,” Medical Science Monitor, vol. 8, no. 4, pp. CR241–CR246, 2002.
	A. Elbaz, J. H. Bower, D. M. Maraganore et al., “Risk tables for parkinsonism and Parkinson's disease,” Journal of Clinical Epidemiology, vol. 55, no. 1, pp. 25–31, 2002.
	G. F. Wooten, L. J. Currie, V. E. Bovbjerg, J. K. Lee, and J. Patrie, “Are men at greater risk for Parkinson's disease than women?” Journal of Neurology, Neurosurgery & Psychiatry, vol. 75, no. 4, pp. 637–639, 2004.
	A. A. Hicks, H. Petursson, T. Jonsson et al., “A susceptibility gene for late-onset idiopathic Parkinson’s disease,” Annals of Neurology, vol. 52, no. 5, pp. 549–555, 2002.
	H. Petrovitch, G. W. Ross, R. D. Abbott et al., “Plantation work and risk of Parkinson disease in a population-based longitudinal study,” Archives of Neurology, vol. 59, no. 11, pp. 1787–1792, 2002.
	R. Saunders-Pullman, “Estrogens and Parkinson disease: neuroprotective, symptomatic, neither, or both?” Endocrine, vol. 21, no. 1, pp. 81–87, 2003.
	L. J. Currie, M. B. Harrison, J. M. Trugman, J. P. Bennett, and G. F. Wooten, “Postmenopausal estrogen use affects risk for Parkinson disease,” Archives of Neurology, vol. 61, no. 6, pp. 886–888, 2004.
	S. G. Diamond, C. H. Markham, M. M. Hoehn, F. H. McDowell, and M. D. Muenter, “An examination of male-female differences in progression and mortality of Parkinson's disease,” Neurology, vol. 40, no. 5, pp. 763–766, 1990.
	A. Barbeau, “Six years of high level levodopa therapy in severely akinetic Parkinsonian patients,” Archives of Neurology, vol. 33, no. 5, pp. 333–338, 1976.
	S. G. Diamond, C. H. Markham, M. M. Hoehn, F. H. McDowell, and M. D. Muenter, “Effect of age at onset on progression and mortality in Parkinson's disease,” Neurology, vol. 39, no. 9, pp. 1187–1190, 1989.
	A. Schrag, Y. Ben-Shlomo, R. Brown, C. D. Marsden, and N. Quinn, “Young-onset Parkinson's disease revisited—clinical features, natural history, and mortality,” Movement Disorders, vol. 13, no. 6, pp. 885–894, 1998.
	C. Mytilineou, R. H. Walker, R. Jnobaptiste, and C. W. Olanow, “Levodopa is toxic to dopamine neurons in an in vitro but not an in vivo model of oxidative stress,” The Journal of Pharmacology and Experimental Therapeutics, vol. 304, no. 2, pp. 792–800, 2003.
	C. E. Clarke, “Does levodopa therapy delay death in Parkinson's disease? A review of the evidence,” Movement Disorders, vol. 10, no. 3, pp. 250–256, 1995.
	 Parkinson Study Group, “Does levodopa slow or hasten the rate of progression of Parkinson disease?  The results of the ELLDOPA trial,” Neurology, vol. 60, supplement 1, pp. A80–A81, 2003.
	G. C. Cotzias, P. S. Papavasiliou, and R. Gellene, “Modification of Parkinsonism—chronic treatment with L-dopa,” The New England Journal of Medicine, vol. 280, no. 7, pp. 337–345, 1969.


OEBPS/page-template.xpgt
 

   


     
	 
    

     
	 
    


     
	 
    


     
         
             
             
             
        
    

  





OEBPS/pageMap.xml
 
                                 
                                



OEBPS/Fonts/xits-italic.otf


OEBPS/Fonts/xits-bolditalic.otf


OEBPS/Fonts/xits-regular.otf


OEBPS/Fonts/xits-math.otf


