
OCD in the elderly



Psychiatric syndromes  motor symptoms 
Neurologic syndromes

Motor initiation
Fine motor dysfunction

Psychomotor abnormalities are highly prevalent phenomena &
a heterogenous construct



Motor symptoms in psychiatry



Obsessive Compulsive disorder and Motor 
Symptoms 

• patients fail to flexibly update fear responses despite normal 
initial fear conditioning  an absence of ventromedial 
prefrontal cortex safety signaling inducing cognitive 
inflexibility, fear, and anxiety

• cortico-striato-thalamo-cortical (CSTC) circuits: involved in 
diverse computational activities, including reward processing, 
action selection, habit formation, and motor control

• may explain why compulsive behavior occurs in so many 
psychiatric syndromes, including OCD

Fineberg et al. 2018



Obsessive-compulsive disorder in the elderly (1)

• OCD first occurring in later life:
– onset is rare after the age of 50 in clinical populations, but varies with the 

outpatient setting
– the Epidemiological Catchment Area study suggests a 6 month prevalence 

of 1% and an annual incidence of approximately 0.6% 
– Elderly men: decline in incidence with age, elderly women: slight increase

• A relationship between neurological disease and OCD has long been suspected 
– 20% of OCD patients had a history of neurological disease compared to 8% 

of non-obsessional neurotic ‘controls’
• Sydenham’s chorea, lesions in the frontal, temporal and cingulate 

cortices or the basal ganglia, left sided motor signs in patients with 
Parkinson’s disease, complex partial seizures, Huntington’s disease

• The presumed organic aetiology in some late onset cases of OCD does not 
preclude the possibility of successful treatment

• Reporting and publication bias ?

• N.R. Swerdlow, Serotonin, obsessive compulsive disorder and the basal ganglia, International Review of Psychiatry 7 (1995), 115–129

• R. Tomer, B.E. Levin andW.J.Weiner, Obsessive-compulsive symptoms and motor asymmetries in Parkinson’s disease, Neuropsychiatry, Neuropsychology and Behavioural Neurology 1 (1993), 26–39



Obsessive-compulsive disorder in the elderly (2)

• Few differences were found in the symptom presentation of 
older individuals with OCD, as compared with younger 
individuals

• Am J Geriatr Psychiatry 1997; 5:211-215



Obsessive-compulsive disorder in the elderly (3)

showed that the age prevalence of OCD and 

hoarding seem to run a U-shaped curve, with 

decrease and then increase of OC symptoms 

after the age of 60, primarily caused by an 

increase in checking (“not just right”) 

symptoms.

true increase in OC symptom prevalence or  a 

compensation mechanism for decrease in 

cognitive function with age ?

first multinational study investigating 

clinical differences between G-OCD vs younger patients 

suffering from OCD



Obsessive-compulsive disorder in the elderly (4)

prevalence rate seems low when compared to other 

psychiatric conditions in geriatric patients, such as 
depression or anxiety disorders (e.g., generalized anxiety 
disorder), often comorbid …



Neurobiology (1)

• (obsessions and) compulsions can be considered as 
“maladaptive skills” resulting from an unappropriated training 
of the OFC/ACC by the BG

• During youth (vulnerability?), neurological problem 
(trigger, re-inforcement?)

• Graybiel and Rauch, 2000

cortico - basal ganglia - thalamus network (CBG). 

In solid colors (blue: excitatory, red: inhibitory) are showed the

connections considered in the “classical” model: the BG works a three 

layers network - with 2 inputs (STN and STR), 2 outputs (GPi/SNr) 

and 1 intermediary layer (GPe) –

encompassed in a broad feedback loop to the cortex through the

thalamus. 

GPe: Globus Pallidus pars Externa; GPi:

Globus Pallidus pars Interna; SNr: Substantia Nigra pars Reticulata; 

STN: Subthalamic nucleus; STR: Striatum.



Neurobiology (2) Nakao et al.,Psychiatry and Clinical Neurosciences 2014

• Lesions in the cortico-striatothalamic circuit, parietal and temporal cortex, 
cerebellum and brainstem may induce compulsivity.

• Neuropsychological studies suggest that the persistent and inflexible thought and 
behavior of OCD might be affected by higher cognitive impairments related to 
frontal function, such as executive function, spatial cognition, and nonverbal 
memory.

• Abnormal activity of the frontal-subcortical circuit might cause executive 
dysfunction and secondary nonverbal disturbances, and result in OC symptoms. 

• Sustained OC symptoms enhance abnormal activity of the neurocircuits and 
neuropsychological disturbance, which resulted in a vicious cycle among brain, 
cognition, and clinical symptoms.

• Basal ganglia modulate higher cognitive functions, such as behavior planning, 
attention, social behavior, and decisionmaking, as well as modulate motor function 
by connecting with the cerebral motor cortex. Impairment of higher cognition in 
basal ganglia might cause the pathophysiology of OCD



Neurobiology (3)



Neurobiology (4)



Neurobiology (5)



Neurobiology (6)

Functional neuroanatomy in obsessive–

compulsive disorder (OCD) brain: 

A network including the dorsolateral prefrontal 

cortex (DLPFC), anterior cingulate cortex 

(ACC) and posterior regions may be related to 

cognitive processes in OCD, while 

orbitofronto-striatal regions (OCD-loop) may 

be involved with OCD symptomatology. 

Clinical improvement of OCD might 

accompany functional improvement of brain

and cognitive improvement, such as 

visuospatial information, decision-making, 

working memory, and executive function.



Neurobiology (7)

Multidimensional model of obsessive–compulsive disorder (OCD). 

Different obsessive–compulsive symptom dimensions may be mediated by relatively 

distinct components of neural circuits. Aberration of the basal ganglia system may be 

attributed to difficulty in inhibition of unwanted impulses, such as urges to check, while 

neural components of the limbic system are likely to process emotional dimensions, such 

as disgust for uncleanness. OCD thus seems best conceptualized as a spectrum of 

multiple, overlapping syndromes rather than a unitary disease entity.



Obsessive Compulsive Personality Disorder 
and Parkinson’s Disease (1)

• personality traits and Parkinson’s disease
– a personality profile characterized by industriousness, 

inflexibility, punctuality, cautiousness and lack of novelty 
seeking 

– Cloninger’s model:

• temperament traits (novelty seeking, harm avoidance 
and reward dependence) brain systems modulated by 
dopamine, serotonin, and noradrenaline.

• ‘‘premorbid’’ parkinsonian personality?



Compulsive/impulsive disorders can be 

described as behavioural addictions, lying 

along an impulsive-compulsive spectrum with 

mild dopamine deficiency-related behavioural 

disorders at one end and obsessive-compulsive 

disorders at the other

Obsessive Compulsive Personality Disorder 
and Parkinson’s Disease (2)



Obsessive Compulsive Personality Disorder 
and Parkinson’s Disease (3)

PLOS ONE | www.plosone.org January 

2013 | Volume 8 | Issue 1 | e54822



Obsessive Compulsive Personality Disorder 
and Parkinson’s Disease (4)

PLOS ONE | www.plosone.org January 

2013 | Volume 8 | Issue 1 | e54822



Obsessive Compulsive  Disorder and 
Parkinson’s Disease (5)

• PD is characterized by dysfunction in 
the frontobasal ganglia circuitry and a 
similar circuitry has also been 
implicated in the pathophysiology of 
OCD. 

• The higher incidence of obsessive-
compulsive symptoms in PD might be 
caused by the involvement of a shared 
circuitry ?

• Many non-motor symptoms occur 
early in PD and some of them, such as 
olfactory deficit, REM behaviour 
disorder, depression, constipation, 
may even predate also of many 
decades the diagnosis of PD which is 
based on motor signs

• Bower JH, Grossardt BR, Maraganore DM, Ahlskog JE, Colligan RC et 
al.  (2010)  Anxious personality predicts an increased risk of 
Parkinson’s disease. Mov Disord 25: 2105–13.

• Savica R, Rocca WA, Ahlskog JE (2010) When does Parkinson 
disease start? Arch Neurol 67: 798–801.

• Chaudhuri KR, Naidu Y (2008) Early Parkinson’s disease and non-
motor issues. J Neurol 255 (suppl 5): 33–38.



Obsessive Compulsive Disorder and 
Parkinson’s Disease (6)

• PD is characterized by dysfunction in the 
frontobasal ganglia circuitry and a similar 
circuitry has also been implicated in the 
pathophysiology of OCD. 

• The higher incidence of obsessive-
compulsive symptoms in PD might be 
caused by the involvement of a shared 
circuitry ?

• Many non-motor symptoms occur early in 
PD and some of them, such as olfactory 
deficit, REM behaviour disorder, 
depression, constipation, may even predate 
also of many decades the diagnosis of PD 
which is based on motor signs

• Bower JH, Grossardt BR, Maraganore DM, Ahlskog JE, Colligan RC et al.  
(2010)  Anxious personality predicts an increased risk of Parkinson’s 
disease. Mov Disord 25: 2105–13.

• Savica R, Rocca WA, Ahlskog JE (2010) When does Parkinson disease start? 
Arch Neurol 67: 798–801.

• Chaudhuri KR, Naidu Y (2008) Early Parkinson’s disease and non-motor 
issues. J Neurol 255 (suppl 5): 33–38.

• Alegret M, Junqué C, Valldeoriola F, et al Obsessive-compulsive symptoms 
in Parkinson's disease Journal of Neurology, Neurosurgery & Psychiatry 
2001;70:394-396.

The obsessional scores for 

patients with severe Parkinson's 

disease were higher than those 

for patients with mild Parkinson's 

disease and controls



Obsessive Compulsive disorder and 
frontotemporal dementia (1)

Huey et al., 2008



Obsessive Compulsive disorder and 
frontotemporal dementia (2)

• The typical psychiatric misdiagnoses of FTD are MDD, bipolar 
affective disorder (BAD), obsessive – compulsive disorder 
(OCD) and schizophrenia
– shared neuroanatomic substrates

• Orbitofrontal and anterior cingulate cortices, basal 
ganglia, and thalamus are involved in the pathogenesis 
of OCD and FTD
– stereotyped behaviours =  compulsions of OCD, 

absent obsessions differential contribution of 
specific frontal cortical and subcortical structures to 
the OCD phenotype?

• MDD: two separate factors, ‘ cognitive/affective ’ (e.g. 
sadness, poor self-esteem, suicidal state) and ‘ somatic ’ 
(e.g. decreased energy, appetite changes, poor 
concentration (= FTD)

Huey et al., 2008, Beck et al., 1996; Steer et al., 1999, Koenigs et al., 

2008



Obsessive Compulsive disorder and 
frontotemporal dementia (3)… Red Flags for 
FTD…
• cognitive dysfunction, especially aphasia or executive  

dysfunction

• a lack of distress

• progressive and refractory to treatment

• an unusual psychiatric presentation, such as sustained manic-
like states without grandiosity or euphoria, compulsions 
without obsessions, schizophrenia lacking hallucinations or 
complex delusions



What is the role of psychiatry in FTD (4)?

• FTD = disorders of emotion, behaviour and cognition
• Psychiatric medicines are commonly used to treat behavioural 

features of FTD
• Strengths of psychiatry:

– the integration of pharmacological and behavioural 
treatments

– involvement of the family in the treatment process
• Psychiatry clearly benefits from examining the neuroanatomy 

and genetics of psychiatric symptoms (in FTD and in PD)



The case of Hoarding (1)

• a behavioural phenomenon characterized by the excessive 
collection and failure of discard of poorly useable objects

• The mental disorders reported in association with the 
condition cover almost the whole range of psychiatric 
diseases. 
– hoarding is either a very unspecific symptom or a collective 

name for various similar, but distinct symptoms
– hoarding behaviors can also be viewed as an expression of 

the need to make the environment “feel right”
– Or mnestic problem ?

• The controversy about the nosological status of hoarding is 
still unresolved (Diogenes syndrome)

• Clark AN, Mankikar GD, Gray I. Diogenes syndrome. A clinical study of gross neglect in old age. Lancet 1975;1:366–368.



The case of Hoarding (2)

• Relationships between OCS (total, and each of the six 
contributing domains (i.e., hoarding, ordering, obsessing, 
neutralizing, washing, and checking)) and both hoarding 
behaviors and hoarding cognitions were generally strong. This 
suggests some overlap between the two concepts

• Reid et al 2011


