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Editorial

Involuntary movements become increasingly com-
mon with age and often lead to considerable dis-
ability, handicap and social embarrassment.1

Many causes of involuntary movements can be
readily treated once the correct diagnosis is estab-
lished. Getting the diagnosis right in older people
is often challenging even for specialists. Even the
identification of conditions thought easy to clas-
sify in younger people, such as Parkinson’s disease,
can be very difficult in older adults.2 This burden
of movement disorder in older people reflects the
increasing prevalence of neurodegenerative and
vascular disease with age as well as the growing
exposure to medication and the natural history of
conditions such as essential tremor, which tend to
worsen with age and precipitate medical presen-
tation later in life. A complex and poorly under-
stood relationship exists between motor control,
disorders of mood and cognitive function. In older
subjects involuntary movements are often associ-
ated with gait abnormalities and poor mobility
and falls may be the presenting feature.

Epidemiology

Several community-based studies have indicated
that involuntary movements are common in older
people and are often undiagnosed and therefore
untreated.1,3-4 The age-specific prevalence of the
commonest causes of involuntary movements
–essential tremor, Parkinson’s disease and drug-
induced movement disorders increase dramatically
with age. The epidemiology of chorea and ballism
has been little studied and the few published stud-
ies of dystonia suggest that adult-onset cases tend
to be focal rather than generalized. Blepharospasm

is an interesting form of dystonia that appears to
occur in older women and usually is associated
with a degree of oromandibular/craniocervical
dystonia.

The large Europarkinson collaborative study
reported a prevalence of 2.3% for parkinsonism
and 1.6% for Parkinson’s disease in a sample of
over fourteen thousand subjects over the age of 65
years age-adjusted to a standard population.5 A
study of a retirement community, Carefree, Ari-
zona revealed that, out of 356 subjects over 65
years of age, 43% had tremor, 20% could be diag-
nosed as having essential tremor and 7% had
Parkinson’s disease.1 Nearly two-thirds of the PD
group in this study had not been previously diag-
nosed. Door-to-door total census studies of PD
suggest that at least a third of subjects with PD
are medically undetected. Minimal signs of
extrapyramidal dysfunction are increasingly
described in a high proportion of older people but
their significance is still unclear, though may be
related to cognitive decline and increased mortal-
ity. 6 Whether subtle signs of extrapyramidal dys-
function reflect subclinical striatal Lewy body
disease or striatal Alzheimer type pathology is not
known. 

Drug-induced movement disorders in older peo-
ple require further attention. Studies of parkin-
sonism have tended to exclude subjects known to
have been exposed to neuroleptic drugs, in order
to minimize problems of diagnostic accuracy.
However, reports suggest that around 10–20% of
prevalent cases of parkinsonism may be due to
neuroleptic exposure.3,7 The risk of tardive dyski-
nesia is known to be strongly associated with
increasing age and female sex.  It is still unclear
how common spontaneous non-drug related oro-
facial dyskinesia is in older people. Orofacial
dyskinesia, developing many years after tooth
extraction and the non-wearing of dentures, is
well recognized. Elderly subjects in nursing and
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residential homes have a particularly high preva-
lence of movement disorders and are at high risk
of being overlooked.8

Diagnostic accuracy

The accurate diagnosis of movement disorders in
older people is often challenging. Co-morbidity,
cognitive impairment, multiple drug exposure,
poor tolerance of trials of drug treatment and the
lack of diagnostic tests considerably reduce accu-
racy in older subjects.9 Drug-induced movement
disorders are common, yet often poorly appreci-
ated by the prescriber, and accurate drug histories
are often difficult to obtain.

The use of clinical diagnostic criteria that have
been developed for a range of movement disorders
can improve diagnostic accuracy. Inevitably all
such tools offer a compromise between sensitivity
and specificity. The UK PDS Brain Bank clinical
diagnostic criteria for Parkinson’s disease in the
hands of experts have been shown to improve
accuracy.10 However, clinical diagnostic criteria in
Parkinson’s disease may have approached their
maximal utility, due to the existence of very atyp-
ical forms of true Parkinson’s disease. Outside of
expert hands, the situation still remains far less
satisfactory, with high levels of misdiagnosis and
inappropriate treatment with antiparkinsonian
drugs.9 The challenge of differentiating between
essential and parkinsonian tremor still remains.
How can diagnostic accuracy be improved?
Clearly elderly patients should be referred early-
on for specialist assessment and may often require
a period of observation before the correct diagno-
sis, based on validated clinical criteria, becomes
apparent. Geriatricians with an interest in move-
ment disorders also probably make far less use
than neurologists of video recordings as a diag-
nostic aid. The use of DaTSCAN, a radioligand
that binds to the presynaptic dopamine trans-
porter, may help with the classification of atypical
postural tremors in older people, by confirming
the functional status of the nigrostriatal tract.11

Late-onset Huntington’s disease is becoming
increasingly recognized in older subjects and needs
to be considered as a cause of late-onset chorea.
The impact of psychogenic involuntary move-
ments in older people has not been specifically
addressed.  

Treatment 

Many involuntary movements can respond to
treatment. Sometimes this involves no more than
stopping an offending drug. Prochlorperazine
(StemetilTM) and metclopramide (MotiliumTM)
prescribed to older people for dizzy spells and
stomach upsets, along with antipsychotic medica-
tion, still continue to keep movement disorder
clinics in steady business. In Parkinson’s disease,
data are emerging suggesting that disease progres-
sion may be modified by some forms of early drug
treatment, thus making early detection and diag-
nosis all the more important. Apomorphine
remains an under-used treatment for older patients
with Parkinson’s disease, and the effects of inter-
mittent injection and continuous infusion need to
be evaluated formally in older patients to demon-
strate the role of this drug in disease management. 

The new treatment modality of botulinum toxin
can make a significant impact on the quality of life
of older patients with tremor, dystonia (particu-
larly blepharospasm), and other involuntary
movement. Botulinum toxin will be valuable in
dystonic conditions as anticholinergic drugs are
very poorly tolerated by older people. In selected
older patients, deep brain stimulation is also
beginning to offer the hope of much more effec-
tive treatment for essential tremor, Parkinson’s dis-
ease and tremor associated with multiple sclerosis.
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