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To the Editors,

The ropinirole transdermal patch (TP) has emerged as 
a highly safe drug capable of achieving continuous dopami-
nergic stimulation [1], with clinical trials having demonstrated 
its efficacy and safety [2]. However, there is limited evidence 
that switching from various dopamine agonists to a ropinirole 
TP can be performed seamlessly.

This study aimed to retrospectively investigate the efficacy 
and safety of switching from oral ropinirole to a ropinirole 
TP in a clinical setting. The participants were patients with 
Parkinson’s Disease who had met the established clinical 
diagnosis for PD and were prescribed ropinirole TPs from 
December 2019 to November 2022 at the Department of 
Neurology, Fukuoka University Hospital, Japan (Suppl. Fig. 1).  
We calculated the one-year continuation rate of ropinirole TPs 
and the change in levodopa equivalent dose (LED) before and 
after ropinirole TP usage in 11 patients who were taking oral 
ropinirole before starting to use ropinirole TPs. The LED was 
calculated based on previous reports [3, 4].

In Japan, ropinirole TPs are available in five specifica-
tions containing 8 mg, 16 mg, 24 mg, 32 mg, or 40 mg of 
ropinirole hydrochloride (1.5 mg/cm2) and are covered by 
insurance for use up to 64 mg/day. The ropinirole TP dose is 

based on the area under the blood concentration-time curve 
(AUC) calculated from the plasma ropinirole concentration 
after treatment with a ropinirole sustained-release tablet 
(Supplementary Table 1).

All 11 participants were taking prescribed levodopa. 
Among them, four underwent deep brain stimulation and 
none underwent levodopa-carbidopa continuous infusion gel 
therapy. Ropinirole TPs were prescribed to nine participants 
during outpatient visits, while two received prescriptions during 
hospitalisation. The protocol for switching from oral ropinirole 
took place overnight in all patients. Table 1 shows the changes in 
LED before and after initiation, the initial dose of ropinirole TP, 
whether the ropinirole TP dose was increased after initiation, 
and the time to discontinuation.

The one-year continuation rate was 45.5% (5/11). Of the six 
patients who discontinued ropinirole TPs, two discontinued 
due to skin disorders and subsequently transitioned to oral 
ropinirole. Patient 1 discontinued treatment without using 
topical skin products. Patient 2 experienced skin disorders five 
weeks after starting ropinirole TPs and was prescribed topical 
steroids for treatment but discontinued the prescription after 
two weeks due to pruritus.

Among the four patients (Patients 3, 4, 5, and 6) who 
discontinued ropinirole TPs due to their poor efficacy, all 
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maintained at least the LED upon transitioning. Of the five 
patients (Patients 7, 8, 9, 10, and 11) who continued using 
ropinirole TPs for one year: Patient 7 commenced with an 
equivalent LED at the onset of using ropinirole TPs; and 
Patient 8 started with a 40 mg reduction in LED at the initiation 
of ropinirole TPs but increased the patch dosage in the fifth 
week. The LED for Patients 7 and 8 with ropinirole TPs was 
340 mg and 380 mg, respectively, which were relatively small 
amounts. Three patients (Patients 9, 10, 11) increased their 
LED by 40 mg at the initiation of patch treatment.

This study highlights that, when switching from oral rop-
inirole to ropinirole TPs, even when started at an equivalent 
LED, discontinuation may occur due to poor efficacy early in 
the initiation phase. The reason why the dose is not increased 
after switching may be because, in clinical practice, the orig-
inal oral ropinirole preparation is often reverted to when the 
effect is insufficient.

The dose of ropinirole TP is established based on the equiv-
alent conversion of AUC of oral ropinirole, and the conversion 
rate is clinically recommended for switching [2]. It is also re-
ported that the blood concentration of ropinirole TPs reaches 
a steady state within four days of initiation, but the pharma-
cokinetics of the oral and patch forms of ropinirole are dif-
ferent. While oral ropinirole exhibits relatively clear peak and  
trough plasma concentrations, the patch maintains a stable 
and flat plasma concentration, requiring time to reach a steady 
state. Consequently, since the patch takes time to take effect, 
patients’ perceptions of effectiveness may vary.

Patient 6 initiated the use of ropinirole TP during hospi-
talisation. However, due to poor efficacy, it was discontinued 
the following day at the patient’s request. Three patients 
(Patients 3, 4, and 5) discontinued the use of ropinirole TP 
during follow-up outpatient visits, citing poor efficacy. Patient 
8 had a decrease in LED at the initiation of the ropinirole TP, 
but the patch dose was increased at the next outpatient visit, 
ultimately leading to its continuation for one year.

Limitations of this study include its retrospective, observa-
tional nature, and being based on data from a single institution. 
It was also difficult to identify the exact date of onset of adverse 
events in outpatients. In addition, given the small sample size 

of only 11 patients, we cannot assert that the results of this 
study are universal. Therefore, further studies are needed to 
address these limitations. 

This study suggests that when switching from oral rop-
inirole to ropinirole TPs, it takes time to achieve a therapeutic 
effect, even when LED is maintained. Our findings emphasise 
the need for patients to weather this transition period until the  
therapeutic effect has been felt, and in this way to prevent early 
dropout due to perceived inadequate efficacy. Therefore, we 
stress the importance of informing patients about the delay 
in the onset of efficacy.
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