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Mette Buhl Callesena,b, Jørgen Scheel-Krügerb, Morten L. Kringelbachb,c and Arne Møllera,b

aDepartment of Nuclear Medicine and PET-Centre, Aarhus University Hospital, Aarhus, Denmark
bCenter of Functionally Integrative Neuroscience, Aarhus University, Aarhus, Denmark
cDepartment of Psychiatry, Oxford University, UK

Abstract. Throughout the past decade it has been recognized that dopaminergic medication administered to remedy motor
symptoms in Parkinson’s disease is associated with an enhanced risk for impulse control disorders and related compulsive
behaviors such as hobbyism, punding, and the dopamine dysregulation syndrome. These complications are relatively frequent,
affecting 6–15.5% of patients, and they most often appear, or worsen, after initiation of dopaminergic therapy or dosage increase.
Recently, impulse control disorders have also been associated with subthalamic nucleus deep brain stimulation. Here we present
a systematic overview of literature published between 2000 and January 2013 reporting impulse control disorders in Parkinson’s
disease. We consider prevalence rates and discuss the functional neuroanatomy, the impact of dopamine-serotonin interactions,
and the cognitive symptomatology associated with impulse control disorders in Parkinson’s disease. Finally, perspectives for
future research and management of impulse control disorders in Parkinson’s disease are discussed.
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INTRODUCTION

Parkinson’s disease (PD) is a progressive neu-
rodegenerative disorder associated with a dopamine
deficiency in the substantia nigra zona compacta and
the ventral tegmental area in the midbrain causing
abnormalities in movement, behavior, cognition, and
emotion. Based on observations, James Parkinson first
described the disorder as the “shaking palsy” in 1817.
At that time, the senses and intellect of patients suf-
fering from PD were believed to be unaffected by the
disease [1]. Half a century later this assumption was
revised by “the father of modern neurology” the French
neurologist, Jean-Martin Charcot (1825–93), who
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suggested that the patients’ state of mind is altered
as the disease progresses. Nevertheless, in the general
clinic, PD is still largely considered to be a movement
disorder characterized by cardinal motor symptoms.
According to the UK Brain Bank criteria for PD, pres-
ence of bradykinesia accompanied by at least one of
the following: resting tremor, muscular rigidity, or pos-
tural instability, are required for a diagnosis of PD.
Furthermore, at least three supportive criteria includ-
ing: unilateral onset, excellent response to levodopa,
resting tremor, severe levodopa-induced chorea, pro-
gressive disorder, levodopa response for over 5 years,
persistent asymmetry affecting the side of onset most,
or clinical course of over 10 years, must be present for
a definite diagnosis.

Recently it has been established that even at early
disease stages, PD is associated with cognitive impair-
ments involving executive functions, working memory,
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impulse control, reversal learning, and decision-
making, as well as emotional disturbances including
depression, apathy, and anxiety causing a generally
decreased quality of life [2–9]. These non-motor mani-
festations of PD are to a great extent considered to
result from a deficient dopaminergic innervation of
limbic and prefrontal cortical brain regions following
disease progression and are thus more pronounced at
later disease stages. The syndromes may be further
deteriorated by additional degeneration of the choliner-
gic, noradrenergic, and serotonergic neurotransmitter
systems [10–13]. Moreover, the medical and surgical
treatments administered to relieve motor symptoms
play complex roles via their indirect influence on un-
affected brain regions potentially inducing cognitive
and emotional dysfunctions. Weintraub and Nirenberg
[8] , Crossman [14], and Cools et al. [3, 4] recently dis-
cussed and presented results supporting the hypothesis
that the behavioral syndromes depend on disturbances
in the balance between the depleted dorsal striatum and
the dominance of the relatively intact ventral striatum
(including the nucleus accumbens) in early stages of
the disease [3, 4, 6]. Though dopaminergic treatment
in early PD relatively successfully recovers the nor-
mal function within the dorsal striatum involved in the
sensory-motor circuit, the dopaminergic agents may
“overdose” the ventral striatum, potentially resulting
in affective disturbances and impulse control disorders
(ICDs) [2–4].

In the DSM-IV [15], ICDs define a category of
behavioral disorders characterized by recurrent mal-
adaptive disinhibited behavior despite personal and
relational consequences. Among these are pathologi-
cal gambling, compulsive buying, hypersexuality, and
binge eating. Since the early case report by Seedat
et al. in 2000 [16], it has been well documented that
dopaminergic medication in a subgroup of PD patients
induces ICDs and related compulsive disorders such
as hobbyism, punding (i.e. various behavioral stereo-
typies), and the dopamine dysregulation syndrome
(DDS) characterized by addiction-like self-medication
of high doses of levodopa and short-acting dopamine
agonists [8, 17]. The behavioral complications most
often appear, or worsen, after initiation of D2/D3
dopamine agonist therapy or dosage increase. In addi-
tion, symptoms tend to improve or disappear upon
dosage decrease or discontinuation of the dopamine
agonist treatment [8, 18–22]. The various syndromes
affect 6–15.5% of PD patients [21, 23–28] compared
to a prevalence of ICDs of 1.1–1.6% in the general
adult population [23, 24, 29, 30]. Moreover, ICDs have
been associated with subthalamic nucleus deep brain

stimulation (STN DBS) in subgroups of patients [23,
31–42], where the results still present important con-
troversies and disagreements [32, 42–44]. We return to
this discussion later.

The etiology and pathogenesis of treatment-induced
ICDs in PD remain unknown, though altered activity
of the mesolimbic dopamine system has been sug-
gested to be responsible for the phenomenon [23,
45]. Besides a high dose of dopamine agonists, addi-
tional risk factors associated with ICDs in PD include
young age at PD onset (often in early forties), male
gender, a novelty seeking personality, a personal or
family history of addictive behaviors, and genetic fac-
tors [25, 28, 45–53]. A recent study added depressive
symptoms to the list of important risk factors sug-
gesting that the variance in the risk for developing
ICDs is more attributable to the presence of depres-
sive symptoms than to the above-mentioned factors
[54]. This gained further support through a follow-up
study describing 22 PD patients without ICDs at base-
line, who at follow-up displayed behavioral symptoms
significantly associated with an increase in depressive
symptoms [55]. This is very interesting since depres-
sion is a major comorbidity in PD affecting 30–45%
of patients, and in fact neuronal loss in the substantia
nigra is significantly more pronounced in PD patients
with comorbid depression compared to patients with-
out depression [9]. Moreover, findings of improved
mood disorder symptoms subsequently to treatment
with dopamine agonists such as pramipexole serve
additional backup to linking depression and ICDs in
PD [9, 56]. For a further discussion of the epidemi-
ology of ICDs in PD, we refer to a recent review by
Weintraub and Nirenberg [8].

Here we present a systematic review of literature
published between 2000 and January 2013 reporting
ICDs in PD [16, 18–22, 26, 27, 32–39, 41, 42, 45,
48, 51, 53–55, 57–132]. We consider prevalence rates
and discuss distinctive forms of cognitive impairments
associated with ICDs in PD. Furthermore, comple-
menting the work of Weintraub and Nirenberg [8],
we add a discussion of the functional neuroanatomy
and the dopamine-serotonin interactions implicated
in ICDs in PD. Finally, we consider perspectives for
future research and suggest possible implications for
the management of ICDs in PD.

The studies included in this review have been iden-
tified through PubMed using the following search
words: Parkinson’s disease, impulse control disor-
ders, impulsivity, cognition, and decision-making.
The initial search strategy, which combined the
words Parkinson’s disease + impulse control disorders,
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identified 346 articles on January 18th 2013. We ended
up including 98 empirical studies in the review among
which 64 reports examining both PD patients with and
without ICDs are presented in Table 1 below. Inclusion
criteria were: Empirical studies examining PD patients
who developed ICDs or experienced a worsening of
ICD symptoms subsequent to initiation of dopaminer-
gic medication or dosage increase. Exclusion criteria
were: Reviews or other theoretical studies; studies
focusing exclusively on other neurological diseases
than PD such as multiple system atrophy or restless
legs syndrome; studies on ICDs in unmedicated PD
patients; studies focusing solely on treatment of ICDs
in PD. However, we will return to the latter topic in
our final discussion. A more extensive overview of all
98 studies is presented in the Supplementary Tables 1
and 2.

SUMMARY AND DISCUSSION OF THE
LITERATURE REVIEW

Based on the 98 reviewed reports, we conclude
that ICDs occur relatively frequently in PD secondary
to dopaminergic therapy. In total 17,286 PD patients
were examined during 2000 and January 2013, and
in this material 2,455 (14.2%) displayed prior or
current symptoms of ICDs during dopamine replace-
ment therapy. However, evaluating prevalence and
characteristics of ICDs in PD, we only considered
epidemiological studies suitable for this purpose. We
reviewed 29 epidemiological studies describing a total
of 14,929 patients with PD, including 1,495 patients
with ICDs, which corresponds to a mean overall preva-
lence of 10% across different cultures. Pathological
gambling and hypersexuality appear to be the most
prevalent ICDs reported equally frequent in 518 (3.5%)
and 524 (3.5%) of the 14,929 PD patients with ICDs,
respectively. Binge eating was observed in 383 patients
(2.6%) and compulsive buying in 374 patients (2.5%).
Related compulsive conditions such as punding and
hobbyism were reported in 549 patients (3.7%) and
DDS in 53 (0.4%), see Fig. 1. In total 377 patients
reported symptoms of more than one ICD (2.5%).

The prevalence estimates are based on informa-
tion available in the epidemiological studies in spite
of the fact that not all of them assess all types of
ICDs and compulsive disorders. Particularly, informa-
tion on DDS is often not reported, and some papers lack
information on which specific types of ICDs patients
experienced. Thus, the true prevalence rates might be
somewhat higher, which is in fact what Cilia and van
Eimeren [133] summarizes on the basis of the DOMIN-

ION study by Weintraub et al. [26]. Moreover, a very
recent study in Finnish PD patients reports frequencies
of pathological gambling and hypersexuality amount-
ing to 8.8% and 22.8%, respectively [54], whereas
pathological gambling as deviant from other studies
was only prevalent in 0.7% of Turkish PD patients,
since gambling is illegal in Turkey [125]. This sug-
gests that cultural differences might exist. Interestingly
though, the prevalence rates in Asian samples were
almost similar to prevalences in Western samples. Lim
et al. [99] demonstrate that approximately 15% of PD
patients in Malaysia display symptoms of ICDs rela-
tive to approximately 14% reported by Weintraub et
al. on the basis of the largest cohort to date of 3,090
North American and Canadian PD patients [26]. Thus,
it seems that the overall prevalence of ICDs in Asian
and Western PD populations are comparable. Instead
it seems that the most noticeable cultural difference
is the relatively lower doses of dopamine agonists
used in Asian samples compared to Western samples
[99]. According to Lim et al. [99], piribedil, which
like pramipexole and ropinirole is selective for D2/D3
dopamine receptors, is the most available dopamine
agonist in Asian countries and this compound has
also been associated with ICDs [99]. Nevertheless,
in the Malaysian sample where piribedil accounted
for approximately two thirds of the dopamine agonist
usage, only ropinirole and pramipexole were signifi-
cantly associated with ICD symptoms [99].

Almost all PD patients with ICDs were treated with
dopaminergic medication at the time of examination.
The majority received a combination of levodopa and
dopamine agonists. The most frequently used direct
D2/D3 dopamine agonists were pramipexole, ropini-
role, and pergolide, and generally, the daily dose of
dopaminergic medication was higher in patients with
ICDs. Based on the epidemiological studies, the mean
total levodopa equivalent daily dose (LEDD, levodopa
and dopamine agonists) in PD patients with ICDs was
1,030 mg/day compared to a total LEDD in PD patients
without ICDs of only 679 mg/day. The mean dopamine
agonist LEDD was 243 mg/day in PD patients with
ICDs compared to 132 mg/day in PD patients without
ICDs. It is important to note, however, that LEDDs
are most likely calculated based on different formu-
las, which complicates a direct comparison of LEDDs
across studies [134].

Overall, ICD symptoms predominantly occurred
subsequent to treatment initiation or dosage increase,
and seemed particularly related to the effects of the
D2/D3 dopamine agonists [20, 22, 59, 63, 65, 69,
71, 72, 74, 84, 85, 88]. This tendency is reflected in
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Fig. 1. Illustrates the number of PD patients with ICDs across the specific kinds of ICDs: pathological gambling; hypersexuality; binge eating;
compulsive buying; punding; and dopamine dysregulation syndrome. In total 377 patients reported having more than one ICD (2.5%). Hence,
the sum of patients across ICDs (2,289) is larger than the total number of patients (1,495) in the in the epidemiological studies reporting ICDs,
since those with multiple ICDs are counted in all respective specific ICDs. Furthermore, the prevalence of DDS is probably underestimated,
since information on DDS was unavailable in many of the reviewed report.

a higher frequency of ICDs of up to 17.1% among
PD patients treated with dopamine agonists relative to
6.9% in patients not treated with dopamine agonists
[26]. Generally, ICD symptoms improved or resolved
after reduction or discontinuation of dopamine ago-
nist therapy [18–22, 38, 48, 58, 62, 66, 67, 70–72,
84, 88, 89], even when increasing levodopa dose as
compensation for the lacking agonist treatment [81,
88]. Nevertheless, in most cases described it remains
unclear whether ICD onset is a direct result of treat-
ment initiation (or increase) or a consequence of
prolonged dopaminergic therapy. Furthermore, most
likely individual differences in PD symptomatology,
age at disease onset, gender, personality, and psychi-
atric history influence the treatment-induced ICDs to
an unknown degree. In addition, ICDs were already
present prior to PD onset or treatment initiation in at
least 28 patients (1.1%), a frequency corresponding
to the prevalence of ICDs in the general population.
These patients reported a worsening of symptoms fol-
lowing medication. Moreover, at least 58 (2.4%) PD
patients with ICDs had a prior history of substance
use disorders, while at least 179 (7.3%) and 79 (3.2%)
patients with comorbid ICDs reported current or prior
symptoms of a mood disorder or anxiety, respectively.
Unfortunately, such details of information are simply
not available in all included reports. Hopefully, the
new screening instruments discussed by Weintraub and
Nirenberg [8] may contribute to solving some of these
issues in the future.

The presented findings support the concept of
treatment-induced ICDs in PD, which we will discuss

in a neuro-cognitive perspective taking distinct brain
regions, dopamine-serotonin interactions, and cogni-
tive impairments into account.

THE FUNCTIONAL ROLE OF THE
SUBTHALAMIC NUCLEUS IN ICDS IN PD

In the reviewed literature, it has been reported that
a minimum of 86 patients with DBS in STN experi-
enced occurrence, worsening, or no improvement of
ICD symptoms following surgery [32, 33, 36, 37, 39,
42, 93, 118], which corresponds to 3.5% of patients
with ICDs. In contrast, ICD symptoms declined or were
fully alleviated in at least 36 other cases (correspond-
ing to 1.5% of patients with ICDs) upon DBS in STN,
an effect, which is most likely related to the marked
reduction in dopaminergic medication following DBS
[32, 35, 37, 38, 40, 41, 64]. These deviating results
strongly suggest that STN DBS influences both motor
and non-motor functioning in PD in complex ways
via its neuronal network connections. It remains open
to speculation whether the discrepancies relate to the
coordinates of stimulation or alternatively result from
changes of the basal tonus of endogenous or exogenous
dopamine in the basal ganglia-cortical loops [135]. One
assumption might be that stimulation of the ventrome-
dial STN through its close connection to the nucleus
accumbens via the ventral pallido-medial STN neu-
ronal loop potentially induces ICD symptoms, since
the ventral striatum, and the nucleus accumbens in
particular, is crucial in impulse control, motivational



124 M.B. Callesen et al. / Impulse Control Disorders and Parkinsonism

processes, and addictive behaviors [38]. Understanding
the underlying mechanisms behind these issues is
further complicated by different frequencies of stim-
ulations leading to very different outcomes probably
influencing both the ventromedial and lateral STN.
Contrasting incidences have been reported where STN
DBS has not only been linked to increased impulsivity
and ICDs [44, 136], but also to lack of motivation and
even severe apathy and anhedonia [9, 137]. According
to Tang and Strafella [9] and Volkmann et al. [138], apa-
thy, often co-occurring with depression, is one of the
mostcommonadverseeffectsofSTNDBSdocumented
in 24.6% of PD patients three years after surgery. How-
ever, a decrease in apathy severity within 3–6 months
after surgery has been observed, indicating that perhaps
apathy is only related to medication withdrawal or DBS
itself in the immediate postoperative period. This sug-
gests, that apathy could be a consequence of disease
progression as well, that might be relieved by dopamine
replacement therapy [9, 56, 138, 139]. Thus it appears
that ICDs and apathy in PD, though representing oppo-
site extremes of a continuum, are somehow related to
the same brain structures and networks mediated by
dopaminergic therapy [138, 140, 141].

It remains a current hypothesis that DBS applied to
the lateral STN region supports sensory-motor loops,
whereas DBS applied to the medial STN influences
ventral mesolimbic-nucleus accumbens-frontostriatal
circuitry. Rodriguez-Oroz et al. [38] demonstrated that
PD patients with ICDs and PD patients with severe
motor dyskinesia secondary to STN DBS both display
theta-alpha (4–10 Hz) activity, but at different frequen-
cies. PD patients with ICDs thus display activity (mean
peak at 6.71 Hz) 2–8 mm below the intercommissural
line, whereas PD patients with dyskinesia display
theta-alpha activity (mean peak at 8.38 Hz) 0–2 mm
below the intercommissural line [38]. In PD patients
with ICDs, cortico-subthalamic coherence was most
frequent at 4–7.5 Hz in scalp electrodes placed at
frontal regions anterior to the primary motor cortex.
This indicates that activity stems from associative-
prefrontal and emotional loops involved in cognitive
and motivational processes mediated via frontal cor-
tical innervations of the STN. However, it remains
uncertain whether the activity upon STN stimulation
relates to a reversed STN activation of the cortex
or relates to the subcortical loops. In contrast, in
PD patients with dyskinesia the cortico-subthalamic
coherence was most frequent at 7.5–10 Hz in elec-
trodes placed over the primary and supplementary
motor areas. This suggests that the recorded activity
in this group of patients stems from sensory-motor

circuits regulating motor control and coordination
[38].

It seems obvious that the role of the STN in PD,
on both a motor and cognitive level, still needs further
investigations. Nevertheless, the STN clearly appears
to be situated at an essential position within the basal
ganglia playing a central role in not only sensory-
motor loops, but also in associative-prefrontal and
emotional circuits [14, 31, 38]. A relatively new tar-
get for DBS alleviating motor symptoms of PD, which
has received increased attention in recent years, is the
pedunculopontine nucleus (PPN) [142–144]. The PPN
is a tegmental mesopontine nucleus composed of both
cholinergic and non-cholinergic neurons with strong
reciprocal connections to key output stations of the
dorsal and ventral mesolimbic systems of the basal
ganglia [142]. The subregions of the PPN are thus
involved in the modulation and control of motor perfor-
mance, attention, procedural learning, reinforcement,
and reward processing [142, 145, 146]. Interestingly,
deep brain stimulation in PPN, unlike STN DBS, has
so far only been associated with the development of
ICDs in PD in a single case [118], making it a relevant
target for future research.

THE ROLE OF THE NUCLEUS
ACCUMBENS AND FRONTAL CORTEX IN
ICDS IN PD

The ventral striatum, and in particular the nucleus
accumbens, plays a pivotal role in ICDs and in emo-
tional, cognitive, and addictive processes [147, 148].
It represents a crucial anatomical substrate within the
neural networks involving the prefrontal, orbitofrontal,
and associative-prefrontal cortical loops, which influ-
ence the essential dysfunctional elements present in PD
patients with ICDs such as reward evaluation, reversal
learning, impulsivity, and temporal discounting [94,
149, 150]. In the following we discuss the impact of
these neuronal networks in relation to ICDs in PD
based on different neuroimaging techniques.

Using functional magnetic resonance imaging
(fMRI), Voon et al. [45] showed a decreased activ-
ity within the orbitofrontal cortex and the anterior
cingulate cortex during risky decision-making in PD
patients with ICDs. They demonstrated an association
between dopamine agonists and increased sensitivity
towards risk in PD patients with ICDs accompanied
by a decreased activity in the ventral striatum. Like-
wise, Rao et al. [92] observed that PD patients with
ICDs had a significantly reduced blood oxygenation
level dependent (BOLD) activity in the right ventral
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striatum during risk taking compared to PD patients
without ICDs. These results point at a bias towards
risky choices in PD patients with ICDs, which might
be the behavioral consequence of an impaired risk eval-
uation following dopamine agonist therapy [45]. In
contrast, Voon et al. [96] demonstrated a dopamine
agonist-induced increase in ventral striatum activity
related to positive prediction error signifying a “bet-
ter than expected” outcome in PD patients with ICDs
potentially resulting in a reward bias. This effect was
not seen in PD patients without ICDs. Additionally, PD
patients with ICDs had an overall greater orbitofrontal
cortex activity to gains and loss omissions and lower
activity to losses than PD patients without ICDs [96].
Similarly, Frosini et al. [112] showed an increased
BOLD response upon gambling cues bilaterally in the
anterior cingulate cortex and in the left ventral striatum
in PD patients with pathological gambling compared
to PD patients without pathological gambling. In addi-
tion, this finding was associated with a cue-induced
craving, which resembles that in individuals suffering
from addiction [112].

These discrepancies might be explained by differ-
ences in the used paradigms. Graef et al. [150], recently
showed that while levodopa improved PD patients’
performance on an instrumental learning task with
constant stimulus-reward contingencies depending on
dorsal striato-frontal circuits, treatment impaired per-
formance on a reversal learning task with varying
reward contingencies relying on ventral striato-frontal
loops. The findings by Graef et al. [150] support the
“overdose hypothesis” assuming harmful effects of
dopaminergic medication on reward evaluation and
other cognitive functions depending on less affected
brain regions in PD, such as the ventral striatum,
and in particular the nucleus accumbens, in early
disease stages [2–4, 150]. This hypothesis is fur-
ther supported by van Eimeren et al.s [107] positron
emission tomography (PET) findings of increased
activity in the lateral orbitofrontal cortex, the ros-
tral cingulate zone, the amygdala, and the external
pallidum upon apomorphine intake in PD patients
without pathological gambling while performing a
probabilistic card game. In contrast, PD patients with
pathological gambling showed the opposite reaction
of apomorphine-induced deactivation of these brain
regions resulting in impaired impulse control and
response inhibition [107]. Moreover, using single-
photon emission computed tomography (SPECT),
Cilia et al. [108] reported hyperactivity during rest in
the orbitofrontal cortex, the hippocampus, the amyg-
dala, the insula, and the ventral pallidum in PD patients

with ICDs. They argued, that the abnormal resting
state in the mesocorticolimbic circuit in this subgroup
of patients provided additional support to the “over-
dose hypothesis” by suggesting a medication-induced
overstimulation of the relatively intact reward-related
neuronal networks [108].

FunctionalPETstudiesofaddictionandpathological
gambling, have shown an abnormally enhanced pha-
sic dopamine release in the ventral striatum in addicted
individuals when confronted with cues of their addic-
tion [20, 61, 62, 147, 151–155]. A similar dysfunctional
dopaminergic response upon gambling has been shown
in PD patients with comorbid pathological gambling
[74]. Steeves and colleagues [74], reported a lower
baseline binding potential for the dopamine D2/D3
radioligand [11C]-raclopride in the ventral striatum of
PD patients with pathological gambling compared to
PD patients without pathological gambling and a rel-
atively greater decrease in [11C]-raclopride binding
during gambling. This finding may suggest a relatively
higher endogenous ventral striatal dopamine release
upon gambling in PD patients with pathological gam-
bling than in the PD control group. Similar findings of
decreased [11C]-raclopride binding in the ventral stria-
tumandthecaudatenucleuswhenexposed to rewarding
versus neutral visual stimuli were reported by the team
of O‘Sullivan and Wu in PD patients with ICDs com-
pared to PD controls [110, 111] indicating an enhanced
endogenous dopamine release. In a SPECT study using
the radiotracer FP-CIT, Cilia et al. [95] showed that
PD patients with pathological gambling had a lower
tracer binding in the ventral striatum compared to PD
patientswithoutgamblingproblems.AccordingtoCilia
et al. [95], these results might reflect either a reduc-
tion of mesolimbic projections, or a lower dopamine
transporter density combined with increased synaptic
dopamine levels as previously suggested [74, 108].

The findings in PD patients with ICDs translate to
findings in both human and animal studies of addiction
suggesting low baseline dopamine receptor availabil-
ity to be associated with vulnerability of addiction
[156–158]. Interestingly, low striatal dopamine recep-
tor availability has also recently been demonstrated in
individuals suffering from morbid obesity due to binge
eating [159, 160]. Following this line of arguments,
individuals with ICDs and other types of addictions, are
likely to seek more potential rewarding events, e.g. the
possible gains related to gambling, in order to compen-
sate for a reward deficiency syndrome characterized
by a chronic dopamine craving [74, 161]. However,
Joutsa et al. [162] very recently argued that a striatal
dopamine release during gambling irrespective of out-
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come in fact challenges this hypothesis, which predicts
blunted mesolimbic dopamine responses to gambling
in pathological gamblers. Thus according to this argu-
ment, the findings by Voon et al. [45] and Rao et al.
[92] support the reward deficiency hypothesis, whereas
the findings by Voon et al. [96], Frosini et al. [112]
and Steeves et al. [74] contradict the hypothesis. The
expectation of receiving a reward seems to be enough to
induce a striatal dopamine release in PD patients with
pathological gambling, which is also seen in patholog-
ical gamblers without PD [151, 152, 162]. Moreover,
the experience of wanting or craving induced merely by
visual gambling cues or following loss might serve as
another hypothesis for explaining the observed striatal
dopamine release [112].

The processing of reward involves aspects of moti-
vation, prediction, and pleasure, also referred to as the
psychological components of “wanting”, “learning”,
and “liking” [163, 164]. In addictive behaviors, want-
ing to a great extent equals craving. Recent studies have
shown that even though individuals suffering from
addiction do potentially get a dopaminergic enhance-
ment from engaging in the addictive behavior, they
might not feel any hedonic impact from the reward of
the action. Exactly this is seen in a group of PD patients
with DDS [79]. Using PET imaging, Evans et al. [79]
demonstrated an increased dopamine release in the
ventral striatum upon levodopa intake in PD patients
with DDS, which correlated with the patients’ subjec-
tive feelings of drug wanting (craving) but not liking
[79]. This finding hints at liking and wanting com-
ponents involving different neurotransmitter systems,
where wanting seems closely related to the dopamin-
ergic system, and liking seems associated with the
opiate system [164]. In fact, the ability to learn to
seek reward remains intact in rats lacking up to 99%
of dopamine in the nucleus accumbens, they merely
lack the motivation to use the skills they have learned
[164]. Thus, consistent with the findings by Graef et
al. [150], one could argue that the reward system is
not only a dopamine-driven system rather it includes a
combination of a dopaminergic motivational part and
an opioid dependent pleasure part.

In summary, the nucleus accumbens certainly seems
to play a key role during the acquisition phase of
addictive behaviors, whereas the dorsal striatum is par-
ticularly important in maintaining an addiction [147,
150, 165]. This transition seems to be facilitated by
the direct D2/D3 dopamine agonists on hypersensi-
tive postsynaptic dorsal striatal dopamine receptors.
Anatomically, the shift from initiation to consolidation
of an addiction might reflect an equivalent shift from

limbic to associative-prefrontal and sensory-motor
circuits via the ventral tegmental area and the sub-
stantia nigra zona compacta dopaminergic ascending
loops innervating the dorsal striatum [150, 165, 166].
The discussed findings highlight the importance of
the orbitofrontal cortex, the anterior cingulate cortex,
and the ventral striatum in risk evaluation, which is
mediated by dopamine agonists in ICDs in PD. Thus,
these findings might explain why dopamine agonists
are important risk factors for developing ICDs in PD
[45, 51, 167]. Furthermore, several studies show an
altered dopaminergic activity within the ventral stria-
tum in PD patients with concomitant ICDs resembling
the dopaminergic activity observed in non-PD individ-
uals suffering from other kinds of addiction. However,
these issues are still not sufficiently investigated, and
research suggests that dopamine and dopaminergic
therapy are not the only agents that may impact the
course of the disease. Other neurotransmitters are
depleted in PD as well, and in the following we discuss
the influence of serotonin in ICDs in PD.

THE ROLE OF SEROTONIN IN IMPULSE
CONTROL DISORDERS IN PARKINSON’S
DISEASE

It is obvious that dopamine agonists are not able
to fully compensate for the natural physiological
tonic/phasic release of dopamine or the inactivation
by the re-uptake transporter following its release,
since the dopaminergic nerve terminals are degener-
ated in PD. Among other important neurotransmitters
depleted in PD is serotonin, whose impact on non-
motor manifestations of the disease is still subject to
much debate [9–12]. Furthermore, the possible role of
a decrease in serotonergic activity in PD patients with
ICDs with regard to impulsivity, response inhibition,
and temporal discounting remains to be established.
The serotonin innervations originating from the dor-
sal raphe nucleus supplies approximately 80% of the
serotonergic innervation to the prefrontal and motor
cortices as well as to the subcortical structures involved
in PD (striatum, pallidum, STN, substantia nigra,
and PPN) [168]. In PD, the role of serotonin is
very important in relation to both ICDs and emo-
tional disturbances associated with the disease, such
as depression, apathy, and anxiety [10]. It is beyond
the scope of this review to discuss the complex details
regarding the interactions between dopamine and sero-
tonin, since this topic has already been covered by
excellent reviews [169–171]. Consequently, only a few
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highlights from the published literature will be dis-
cussed.

In conjunction with dopamine, serotonin seems to
play an essential role in the modulation of impulse
control, risk taking, and decision-making, and the
activity of serotonin has been associated with enhanced
reversal learning and attentional shifting, increased
response inhibition, and decreased delay discounting
[158, 170, 172–176]. Moreover, Campbell-Meiklejohn
et al. [177] recently found that serotonin and dopamine
complement each other in loss chasing (i.e. gambling to
recover losses) in pathological gamblers. While sero-
tonin activity seems related to persistent loss chasing,
dopamine activity appears to regulate the magnitude
of the losses being chased [177]. In addition, Long
et al. [178] demonstrated that serotonin depletion
shapes risky decision-making in macaque monkeys
trained to perform a simple gambling task for rewards.
Reducing serotonin synthesis resulted in a decreased
preference for more conservative options in the gam-
bling task, resulting in riskier decision-making in the
monkeys. These findings introduce an important issue
concerning the balance between high and low levels
of serotonin leading to different, sometimes almost
opposite, neural network activations and behavioral
outcomes. Macoveanu et al. [175] recently demon-
strated that high and low levels of serotonin had
opposite effects on activity in the dorsomedial pre-
frontal cortex and the amygdala related to negative
outcomes following low-risk decisions in a gambling
task. In the dorsomedial prefrontal cortex, low levels of
serotonin increased the negative outcome-related neu-
ral activity, whereas high levels of serotonin resulted in
a decreased activity [175]. The opposite neural reac-
tion to negative outcomes in the gambling task was
present in the left amygdala, where high levels of sero-
tonin led to increased activity relative to a decreased
activity associated with low levels of serotonin [175].

The balance between high and low levels of
serotonin is furthermore implicated in impulsivity.
Miyazaki et al. [176] demonstrated the importance
of serotonin in temporal discounting through findings
of increased serotonergic firing facilitating waiting
behavior towards future rewards. These results sug-
gest that in addition to the implications of dopamine
depletion, low levels of serotonin, e.g. as a result of
serotonergic degeneration in PD, might be essential
in explaining the inability in PD patients with ICDs
to wait for a reward and hence contributing to their
maladaptive behavior.

To summarize, the presented results suggest that
both the dopaminergic and the serotonergic systems are

implicated in temporal discounting and risk-sensitive
decision-making in general as well as in pathological
gambling and other ICDs. Furthermore, the findings
cautiously hint at potential dose-dependent pharmaco-
logical therapies for ICDs and addiction. Consistent
with preclinical findings, a case study demonstrated
a positive treatment response in a patient admin-
istered fluvoxamine to treat pathological gambling
[179]. Whether similar selective serotonin reuptake
inhibitors, or perhaps direct serotonergic agonists aim-
ing at specific receptor subtypes, might ameliorate
pathological gambling and other ICDs in early PD,
perhaps at least in patients with comorbid depression,
remains an open question for future research to address
[49, 180]. In addition, it appears highly clinically rele-
vant to further investigate how ICDs in PD impact the
patients’ daily functioning. In the following, we dis-
cuss cognitive impairments associated with ICDs in
PD.

COGNITIVE SYMPTOMATOLOGY IN
IMPULSE CONTROL DISORDERS IN
PARKINSON’S DISEASE

Cognitive processes such as attention, planning, and
anticipation are of ultimate importance in social inter-
action, learning, and decision-making [3, 4, 6, 181,
182]. It is well known that PD patients without ICDs
experience cognitive difficulties in domains related
to the fronto-striatal loops as their disease progresses
[11–13, 28, 183, 184]. According to Hirano et al. [13],
the mesocortical dopamine system affected in PD is
associated with executive functions and is mediated
via levodopa medication and dopamine metabolism.
Cholinergic impairment in PD is also implicated in
attention and working memory and the role of acetyl-
choline in development of dementia is supported by
acetylcholinesterase PET imaging [13]. Furthermore,
research indicates that despite relatively preserved
functions of the orbital and ventromedial prefrontal
cortex in early disease stages, cognitive impairments
might even occur in early PD, though most likely as
a consequence of dopaminergic treatment [185, 186].
Below, we discuss findings based on a selection of
cognitive tasks dependent on frontal cortical functions
comparing PD patients with and without ICDs.

Executive functioning

The Stroop test and the Wisconsin Card Sorting Test
represent two widely used tasks to evaluate executive
functions. The Stroop test, which measures selective
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attention, cognitive flexibility, and speed of cognitive
processing, has been associated with activation in the
anterior cingulate cortex and the dorsolateral prefrontal
cortex [187]. Similarly, the Wisconsin Card Sorting
Test is a test of set shifting measuring cognitive flexi-
bility. This test has been associated with activation of
the dorsolateral prefrontal cortex as well as the ventro-
lateral prefrontal cortex and the caudate nucleus, which
also modulate working memory functions [188–190].
Various studies have shown that PD patients perform
poorly on both of these tests revealing a deficit in alter-
ation or maintenance of a learned strategy based on
task-dependent feedback and impaired impulse control
regulation [183, 184, 191–195]. However, findings of
preserved executive functions in PD exist as well, at
least in early PD [196].

In PD patients with concurrent ICDs, Vitale et al.
[78] recently demonstrated deficits on executive tasks
exploring cognitive flexibility and spatial planning. In
addition, they noticed that the cognitive difficulties
associated with ICDs in PD differed depending on the
specific kind of ICD patients presented. PD patients
with hypersexuality and multiple ICDs performed
worse on verbal learning and memory tests com-
pared to PD patients with pathological gambling [78].
Particularly, the PD patients with comorbid hypersex-
uality revealed more general cognitive deficits, poorer
inhibitory control, and reduced immediate and delayed
memory compared to PD patients with pathological
gambling [78]. These findings suggest that hyper-
sexuality in PD is associated with a more profound
deficiency in the balance of the associative-prefrontal
and emotional-limbic circuits than pathological gam-
bling in PD. Additionally, compared to PD patients
without pathological gambling, Santangelo et al. [123]
reported impaired performance in PD patients with
pathological gambling on cognitive tasks evaluat-
ing long-term memory and frontal lobe functions,
including the Frontal Assessment Battery, phonologi-
cal fluency, and the Trail Making Test. In contrast, Siri
et al. [114] demonstrated preserved executive functions
in PD patients with pathological gambling. Compared
to PD patients without pathological gambling, patients
with gambling problems revealed higher general cog-
nitive abilities and performed better on attention and
verbal fluency [114].

Reversal and reinforcement learning

Closely related to cognitive flexibility is reinforce-
ment and reversal learning, which has also been found
to be compromised in PD, at least in medicated patients

[186, 197]. Reversal learning impairments appear to
be particularly pronounced following treatment with
the dopamine D2/D3 receptor agonist pramipexole [3,
198, 199]. In line with our previous discussion of the
functional neuroanatomy of ICDs in PD, the results
on cognitive impairments in PD might be explained
by a treatment-induced disruption of functional activ-
ity within the nucleus accumbens, which is involved in
alteration of behavioral strategy. Interestingly, Cools et
al. [148] demonstrated that reversal learning was in fact
accompanied by increased nucleus accumbens activity
only in medicated PD patients. Current neuroanatom-
ical studies strongly suggest that the modulatory
influence on cognition via the nucleus accumbens
appears to be mediated by its upstream neuronal
looping through the ventral pallidum and thalamic pro-
jections to the frontal cortex [166, 200]. Furthermore,
the aforementioned fMRI study by Voon et al. [96]
demonstrated that dopamine agonists increase the rate
of learning from gain and enhanced ventral striatal
activity to positive prediction error in PD patients with
ICDs, an effect that was not present in PD patients
without ICDs. In contrast, dopamine agonists induced
a decrease in learning from loss in PD patients without
ICDs but not in PD patients with ICDs [96]. Lastly,
PD patients with ICDs had greater orbitofrontal cortex
activation upon gains relative to lower activation upon
losses compared to PD patients without ICDs both on
and off medication [96]. However as previously dis-
cussed, Graef et al. [150] showed that dopaminergic
treatment affects tasks implicating diverse neuronal
networks differently.

Decision-making under ambiguity

A wide range of cognitive tasks is designed to
examine decision-making. Among these are the Iowa
Gambling Task, the Cambridge Gambling Task, the
Game of Dice Task, the Balloon Analogue Risk Task,
and the Beads Task, which are all associated with
the limbic-orbitofrontal-striatal loop [201]. The Iowa
Gambling Task is most often used to measure decision-
making under ambiguous scenarios with implicit rules
and it is known that patients with deficits in the
orbitofrontal and ventromedial prefrontal cortex and
the amygdala perform poorly on this task [201–203].
Also, PD patients have revealed impaired performance
on the Iowa Gambling Task [97, 194, 196, 204–208]
and this has even been found in early disease stages
despite preserved executive functions [196]. In con-
trast, Euteneuer et al. [201] observed intact Iowa
Gambling Task performance in PD patients without
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ICDs in spite of impaired performance on the Game of
Dice Task and executive dysfunctions. Furthermore,
Bentivoglio et al. [97] recently reported that com-
pared to PD patients without ICDs, PD patients with
ICDs tend to lose more money and make more risky
decisions on the task resembling the performance of
pathological gamblers without PD [151, 152].

Djamshidian et al. [113] investigated decision-
making under ambiguity in PD patients with and
without ICDs using the Beads Task, which assesses
reflective impulsivity under ambiguous conditions
[209]. Overall, PD patients made more impulsive deci-
sions than controls, reflecting a tendency in PD patients
to make rapid decisions based on insufficient informa-
tion [113]. A similar trend has been associated with
DBS in STN. Frank et al. [44] showed that STN DBS
interferes with the normal capacity to slow decision-
making processes down when faced with ambiguous
decision-making scenarios. In fact, they found that PD
patients with DBS made more hasty decisions under
high-conflict conditions [44].

Decision-making under risk

Decision-making under risk requires intact dorso-
lateral prefrontal cortex activity [6, 201] and can be
assessed using the Game of Dice Task and the Cam-
bridge Gambling Task, on which PD patients have
shown poor performance [5, 201, 210, 211]. In partic-
ular, medicated patients seem to be impaired on these
tasks, as suggested by Torta et al. [211] who found that
patients receiving higher doses of dopaminergic medi-
cation performed worse and were more impulsive than
patients receiving lower treatment doses.

Another way of measuring risky decision-making
is by using the Balloon Analogue Risk Task [212], in
which loss aversion has been associated with increased
anterior cingulate cortex activity, whereas increased
ventromedial prefrontal cortex activity has been asso-
ciated with reward seeking [213]. In PD patients,
this task seems to be modulated by dopaminergic
medication, at least in PD patients with concurrent
ICDs. Claassen et al. [51] recently demonstrated that
dopamine agonists increased risk taking in PD patients
with ICDs on this task, whereas no effect of dopamine
agonists on risk taking was observed in PD patients
without ICDs.

Temporal discounting

Temporal discounting refers to a preference towards
more immediate rewards and a parallel devaluation of

delayed rewards, a clinical finding very common in
individuals suffering from ICDs and addictions. Just
a few years ago, Voon et al. [75] linked dopamine
agonist medication to an elevated delay discounting
in PD patients with pathological gambling and com-
pulsive buying relative to PD patients without ICDs.
Furthermore, PD patients with ICDs revealed more
working memory deficits than PD controls [75]. Inter-
estingly, in another study Voon et al. [80] demonstrated
increased impulsive decision-making in PD patients
with compulsive buying and pathological gambling,
but not in patients with binge eating or hypersexuality.
Housden et al. [214] presented a similar finding in PD
patients with comorbid ICDs indicating an inability to
wait for a reward despite intact reward learning [149,
214]. Overall, these findings suggest that a tendency in
PD patients with ICDs towards devaluation of delayed
rewards, though differences across ICDs might exist.
Furthermore, the disinhibited behavior appears to be
enhanced by dopamine agonists and strongly associ-
ated with an elevated preference for immediate over
future rewards [75, 80, 149, 214].

In summary, the aspects of cognition discussed
above are highly relevant in PD since patients often
suffer significant impairments as the disease progresses
and following prolonged treatment. The issue of execu-
tive and decision-making dysfunctions associated with
ICDs in PD is far from resolved, but it appears that a
common feature for cognitive deficits associated with
ICDs in PD involve disturbances in impulsivity, tempo-
ral discounting, cognitive flexibility, and reinforcement
and reversal learning that is particularly related to the
ventral striatum and the frontal cortex [13]. Never-
theless, inconsistent findings reinforce the need for
additional studies to determine whether ICDs in PD are
accompanied by further cognitive deficits and whether
different ICDs are associated with different behavioral
and cognitive profiles in PD.

CONCLUSIONS AND PERSPECTIVES

We have reviewed the literature from the past 12
years reporting ICDs in PD and conclude that a contin-
uously growing number of studies support the concept
of treatment-induced ICDs in PD. Both pharmacolo-
gical and surgical therapies have been associated with
the development of ICDs. Particularly, the direct D2/D3
dopamine agonists appear to be linked to this behav-
ioral complication. Furthermore, we have argued that
both the subthalamic nucleus and the nucleus accum-
bens play key roles in ICDs, potentially leading to
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serious consequences for the individual on financial,
interpersonal, and cognitive levels. However, to fully
understand why ICDs affect up to 15.5% of PD
patients, it is not enough to consider the contributions
of the dopaminergic system. Additional neurotransmit-
ters need to be taken into account. We highlighted the
impact of serotonin in the non-motor manifestations
of PD and touched upon the role of opioids in addic-
tive behaviors, since both neurotransmitters seem to
be important mediators in reward processing and risk
evaluation.

Despite an increasing interest in the field, we lack
sufficient knowledge regarding therapy in ICD symp-
tomatology in PD. Thus, there is a great need for future
research to take a closer look at the functional neu-
roanatomy of ICDs and related cognitive deficits as
evaluated by PET [74, 79, 82, 105, 107, 110, 111],
SPECT [94, 95, 108], fMRI [45, 92, 96, 112], or
MEG studies [215] in order to fully understand why
PD patients appear to be at greater risk of develop-
ing ICDs than the general population. We have argued
that both the orbitofrontal and anterior cingulate cor-
tices and the ventral striatum are linked to impaired
risk evaluation, which is mediated by dopamine ago-
nists in PD patients suffering from comorbid ICDs.
This serves as just one possible explanation of why
dopamine agonists are among important risk factors
for developing ICDs in PD [45, 51]. Another possi-
ble explanation is related to the “overdose hypothesis”
and attributes the cognitive deficits in PD patients
with ICDs to the depleted caudate nucleus, and the
dorsal striatum in general, altering the cognitive func-
tions associated with the prefrontal cortex. This is then
further compromised as the relatively intact ventral
striatum in early PD is overdosed by dopaminergic
treatment.

Likewise, an important step for future research
is to assess how ICDs and other non-motor man-
ifestations of PD affect the daily functioning and
psychological well-being of the patients. Potentially,
this could lead to faster identification of PD patients
at risk for developing ICDs and improved manage-
ment of adverse effects of treatment. A recent study
demonstrated that in PD patients with ICDs symptom
severity and related psychiatric disturbance improved
following cognitive-behavioral therapy, unfortunately
without relieving caregiver distress or burden markedly
[216, 217]. It is important in this regard to empha-
size that the detection of ICDs relies very much on
caregivers, who play an important role in the daily
medical care and supervision of psychiatric symptoms
following withdrawal of dopamine agonists [53, 98,

216, 218]. Still, reduction of dopamine agonists is
the primary strategy in managing ICDs in PD, but
it is often associated with the development or wors-
ening of depression, anxiety, or apathy, which have
been found to occur in up to 19% of patient during
dopamine agonist withdrawal [219]. Pharmacological
management of ICDs in PD has received increasing
attention in recent years and several different com-
pounds have been scientifically tested. Among these
are zonisamide [220] and donepezil [221], which are
used to treat cognitive impairments and dementia in
PD [222]. Also valproate, which is traditionally used to
treat e.g. epilepsy, anorexia nervosa, anxiety, and bipo-
lar disorders, has been shown effective in treating both
pathological gambling in non-PD patients and ICDs
in PD [34, 223]. Other possible candidates include
selective serotonin reuptake inhibitors, at least in the
subgroup of patients with ICD who displays comor-
bid depressive symptoms, the noradrenaline reuptake
inhibitor atomoxetine, which is sometimes prescribed
to patients with ADHD, since this compound leaves
the ventral striatal dopamine system intact; and the
opioid antagonist nalmefene [224, 225]. Undoubtedly,
it is an important topic for future studies to investi-
gate this in more detail, since mixed results have been
reported so far [226, 227]. Additionally, future research
should investigate whether dopamine agonist with an
extended release are associated with ICDs as well, or
whether these compounds could serve as an alternative
to the more short-acting dopamine agonists in pre-
venting the increased risk of developing ICDs in PD
[226].

SUPPLEMENTARY MATERIAL

Supplementary Table 1: Extensive overview of
98 reports on ICDs in PD published between
2000–January 2013 including case reports, case series,
case-control studies, experimental studies, and epi-
demiological studies. The table provides information
on sample size, gender distribution, treatment, age, and
PD duration.

Supplementary Table 2: Extensive overview of
98 reports on ICDs in PD published between
2000–January 2013 including case reports, case series,
case-control studies, experimental studies, and epi-
demiological studies. The table provides information
on prior history of ICDs, psychiatric symptoms, Hoehn
& Yahr, UPDRS, and additional information. The sup-
plementary tables can be found here: http://iospress.
metapress.com/content/e83v319qq21204m1/



M.B. Callesen et al. / Impulse Control Disorders and Parkinsonism 131

ACKNOWLEDGMENTS

We thank Malene Flensborg Damholdt, Trine
Gjerløff, and Anne Landau for commenting on a
previous version of this review. We thank the Danish
Agency for Science, Technology and Innovation for
financial support, grant number 2102-07-0005.

CONFLICT OF INTEREST

The authors have no conflict of interest to report.

REFERENCES

[1] Parkinson J (1817) An Essay on the Shaking Palsy.
[2] Rowe JB, Hughes L, Ghosh BC, Eckstein D, Williams-Gray

CH, Fallon S, Barker RA, & Owen AM (2008) Parkinson’s
disease and dopaminergic therapy – differential effects on
movement, reward and cognition. Brain, 131(Pt 8), 2094-
2105.

[3] Cools R (2006) Dopaminergic modulation of cognitive
function-implications for L-DOPA treatment in Parkinson’s
disease. Neurosci Biobehav Rev, 30(1), 1-23.

[4] Cools R, Frank MJ, Gibbs SE, Miyakawa A, Jagust W, &
D’Esposito M (2009) Striatal dopamine predicts outcome-
specific reversal learning and its sensitivity to dopaminergic
drug administration. J Neurosci, 29(5), 1538-1543.

[5] Brand M, Labudda K, Kalbe E, Hilker R, Emmans D, Fuchs
G, Kessler J, & Markowitsch HJ (2004) Decision-making
impairments in patients with Parkinson’s disease. Behav
Neurol, 15(3-4), 77-85.

[6] Gleichgerrcht E, Ibanez A, Roca M, Torralva T, & Manes
F (2010) Decision-making cognition in neurodegenerative
diseases. Nat Rev Neurol, 6(11), 611-623.

[7] Rodriguez-Oroz MC, Jahanshahi M, Krack P, Litvan I,
Macias R, Bezard E, & Obeso JA (2009) Initial clini-
cal manifestations of Parkinson’s disease: Features and
pathophysiological mechanisms. Lancet Neurol, 8(12),
1128-1139.

[8] Weintraub D, & Nirenberg MJ (2012) Impulse Control and
Related Disorders in Parkinson’s Disease. Neurodegener
Dis, 11(2), 63-71.

[9] Tang J, Strafella AP (2012) The frontostriatal circuitry and
behavioral complications in PD. Parkinsonism & related
disorders, 18(Suppl 1), S104-S106.

[10] Kano O, Ikeda K, Cridebring D, Takazawa T, Yoshii Y, &
Iwasaki Y (2011) Neurobiology of depression and anxiety
in Parkinson’s disease. Parkinsons Dis, 2011, 143547-.

[11] Bonnet AM, Jutras MF, Czernecki V, Corvol JC, & Vidail-
het M (2012) Nonmotor symptoms in Parkinson’s disease
in 2012: Relevant clinical aspects. Parkinsons Dis, 2012,
198316-.

[12] Dubois B, & Pillon B (1997) Cognitive deficits in Parkin-
son’s disease. Journal of Neurology, 244(1), 2-8.

[13] Hirano S, Shinotoh H, & Eidelberg D (2012) Functional
brain imaging of cognitive dysfunction in Parkinson’s dis-
ease. Journal of Neurology, Neurosurgery, and Psychiatry,
83(10), 963-969.

[14] Crossman AR (1990) A hypothesis on the pathophysio-
logical mechanisms that underlie levodopa- or dopamine
agonist-induced dyskinesia in Parkinson’s disease: Implica-
tions for future strategies in treatment. Movement Disorders:

Official Journal of the Movement Disorder Society, 5(2),
100-108.

[15] APA APA (1994) Diagnostic and Statistical Manual of Men-
tal Disorders, Fourth Revision (DSM-IV). Washington DC:
American Psychiatric Association.

[16] Seedat S, Kesler S, Niehaus DJ, & Stein DJ (2000) Patholog-
ical gambling behaviour: Emergence secondary to treatment
of Parkinson’s disease with dopaminergic agents. Depress
Anxiety, 11(4), 185-186.

[17] Weintraub D, Papay K, & Siderowf A (2013) Screening
for impulse control symptoms in patients with de novo
Parkinson disease: A case-control study. Neurology, 80(2),
176-180.

[18] Molina JA, Sainz-Artiga MJ, Fraile A, Jimenez-Jimenez FJ,
Villanueva C, Orti-Pareja M, & Bermejo F (2000) Pathologic
gambling in Parkinson’s disease: A behavioral manifes-
tation of pharmacologic treatment? Mov Disord, 15(5),
869-872.

[19] Avanzi M, Uber E, & Bonfa F (2004) Pathological gam-
bling in two patients on dopamine replacement therapy for
Parkinson’s disease. Neurol Sci, 25(2), 98-101.

[20] Dodd ML, Klos KJ, Bower JH, Geda YE, Josephs KA, &
Ahlskog JE (2005) Pathological gambling caused by drugs
used to treat Parkinson disease. Arch Neurol, 62(9), 1377-
1381.

[21] Avanzi M, Baratti M, Cabrini S, Uber E, Brighetti G,
& Bonfa F (2006) Prevalence of pathological gambling
in patients with Parkinson’s disease. Mov Disord, 21(12),
2068-2072.

[22] Weintraub D, & Potenza MN (2006) Impulse control disor-
ders in Parkinson’s disease. Curr Neurol Neurosci Rep, 6(4),
302-306.

[23] Moro E (2009) Impulse control disorders and subthalamic
nucleus stimulation in Parkinson’s disease: Are we jumping
the gun? Eur J Neurol, 16(4), 440-441.

[24] Voon V, Hassan K, Zurowski M, de Souza M, Thomsen T,
Fox S, Lang AE, & Miyasaki J (2006) Prevalence of repet-
itive and reward-seeking behaviors in Parkinson disease.
Neurology, 67(7), 1254-1257.

[25] Voon V, Thomsen T, Miyasaki JM, de Souza M, Shafro A,
Fox SH, Duff-Canning S, Lang AE, & Zurowski M (2007)
Factors associated with dopaminergic drug-related patho-
logical gambling in Parkinson disease. Arch Neurol, 64(2),
212-216.

[26] Weintraub D, Koester J, Potenza MN, Siderowf AD, Stacy
M, Voon V, Whetteckey J, Wunderlich GR, & Lang AE
Impulse control disorders in Parkinson disease: A cross-
sectional study of 3090 patients. Arch Neurol, 67(5), 589-
595.

[27] Kim J, Kim M, Kwon DY, Seo WK, Kim JH, Baik JS, & Koh
SB (2012) Clinical characteristics of impulse control and
repetitive behavior disorders in Parkinson’s disease. Journal
of neurology, 260(2), 429-437.

[28] Poletti M, & Bonuccelli U (2012) Impulse control disorders
in Parkinson’ disease: The role of personality and cognitive
status. Journal of Neurology, 259(11), 2269-2277.

[29] Potenza MN, Kosten TR, & Rounsaville BJ (2001) Patho-
logical gambling. JAMA, 286(2), 141-144.

[30] Dagher A, & Robbins TW: (2009) Personality addiction,
dopamine: Insights from Parkinson’s disease. Neuron, 61(4),
502-510.

[31] Temel Y, Blokland A, Steinbusch HW, & Visser-Vandewalle
V (2005) The functional role of the subthalamic nucleus in
cognitive and limbic circuits. Prog Neurobiol, 76(6), 393-
413.



132 M.B. Callesen et al. / Impulse Control Disorders and Parkinsonism

[32] Moum SJ, Price CC, Limotai N, Oyama G, Ward H, Jacob-
son C, Foote KD, & Okun MS (2012) Effects of STN and
GPi deep brain stimulation on impulse control disorders
and dopamine dysregulation syndrome. PLoS One, 7(1),
e29768.

[33] Romito LM, Raja M, Daniele A, Contarino MF, Bentivoglio
AR, Barbier A, Scerrati M, & Albanese A (2002) Transient
mania with hypersexuality after surgery for high frequency
stimulation of the subthalamic nucleus in Parkinson’s dis-
ease. Movement disorders: Official Journal of the Movement
Disorder Society, 17(6), 1371-1374.

[34] Sriram A, Ward HE, Hassan A, Iyer S, Foote KD, Rodriguez
RL, McFarland NR, & Okun MS (2012) Valproate as a
treatment for dopamine dysregulation syndrome (DDS) in
Parkinson’s disease. Journal of Neurology, 260(2), 521-
527.

[35] Witjas T, Baunez C, Henry JM, Delfini M, Regis J, Cherif
AA, Peragut JC, & Azulay JP (2005) Addiction in Parkin-
son’s disease: Impact of subthalamic nucleus deep brain
stimulation. Mov Disord, 20(8), 1052-1055.

[36] Zahodne LB, Susatia F, Bowers D, Ong TL, Jacobson CEt,
Okun MS, Rodriguez RL, Malaty IA, Foote KD, & Fer-
nandez HH (2011) Binge eating in Parkinson’s disease:
Prevalence, correlates and the contribution of deep brain
stimulation. The Journal of Neuropsychiatry and Clinical
Neurosciences, 23(1), 56-62.

[37] Smeding HM, Goudriaan AE, Foncke EM, Schuurman PR,
Speelman JD, & Schmand B (2007) Pathological gambling
after bilateral subthalamic nucleus stimulation in Parkin-
son disease. J Neurol Neurosurg Psychiatry, 78(5), 517-
519.

[38] Rodriguez-Oroz MC, Lopez-Azcarate J, Garcia-Garcia D,
Alegre M, Toledo J, Valencia M, Guridi J, Artieda J, &
Obeso JA (2011) Involvement of the subthalamic nucleus
in impulse control disorders associated with Parkinson’s
disease. Brain: A journal of neurology, 134(Pt 1), 36-49.

[39] Lim SY, O’Sullivan SS, Kotschet K, Gallagher DA, Lacey
C, Lawrence AD, Lees AJ, O’Sullivan DJ, Peppard RF,
Rodrigues JP, et al. (2009) Dopamine dysregulation syn-
drome, impulse control disorders and punding after deep
brain stimulation surgery for Parkinson’s disease. J Clin
Neurosci, 16(9), 1148-1152.

[40] Knobel D, Aybek S, Pollo C, Vingerhoets FJ, & Berney
A (2008) Rapid resolution of dopamine dysregulation syn-
drome (DDS) after subthalamic DBS for Parkinson disease
(PD): A case report. Cognitive and Behavioral Neurology:
Official Journal of the Society for Behavioral and Cognitive
Neurology, 21(3), 187-189.

[41] Bandini F, Primavera A, Pizzorno M, & Cocito L (2007)
Using STN DBS and medication reduction as a strategy to
treat pathological gambling in Parkinson’s disease. Parkin-
sonism Relat Disord, 13(6), 369-371.

[42] Halbig TD, Tse W, Frisina PG, Baker BR, Hollander E,
Shapiro H, Tagliati M, Koller WC, & Olanow CW (2009)
Subthalamic deep brain stimulation and impulse control in
Parkinson’s disease. Eur J Neurol, 16(4), 493-497.

[43] Robert G, Drapier D, Verin M, Millet B, Azulay JP, &
Blin O (2009) Cognitive impulsivity in Parkinson’s disease
patients: Assessment and pathophysiology. Movement Dis-
orders: Official Journal of the Movement Disorder Society,
24(16), 2316-2327.

[44] Frank MJ, Samanta J, Moustafa AA, & Sherman SJ (2007)
Hold your horses: Impulsivity, deep brain stimulation, and
medication in parkinsonism. Science, 318(5854), 1309-
1312.

[45] Voon V, Gao J, Brezing C, Symmonds M, Ekanayake V, Fer-
nandez H, Dolan RJ, & Hallett M (2011) Dopamine agonists
and risk: Impulse control disorders in Parkinson’s disease.
Brain: A Journal of Neurology, 134(Pt 5), 1438-1446.

[46] Gallagher DA, O’Sullivan SS, Evans AH, Lees AJ, & Schrag
A (2007) Pathological gambling in Parkinson’s disease: Risk
factors and differences from dopamine dysregulation. An
analysis of published case series. Mov Disord, 22(12), 1757-
1763.

[47] Wu K, Politis M, & Piccini P (2009) Parkinson disease
and impulse control disorders: A review of clinical fea-
tures, pathophysiology and management. Postgrad Med J,
85(1009), 590-596.

[48] Singh A, Kandimala G, Dewey RB Jr & O’Suilleabhain
P (2007) Risk factors for pathologic gambling and other
compulsions among Parkinson’s disease patients taking
dopamine agonists. J Clin Neurosci, 14(12), 1178-1181.

[49] Delaney M, Leroi I, Simpson J, & Overton PG (2012)
Impulse control disorders in Parkinson’s disease: A psy-
chosocial perspective. J Clin Psychol Med Settings, 19(3),
338-346.

[50] Lee JY, Jeon BS, Kim HJ, & Park SS (2012) Genetic vari-
ant of HTR2A associates with risk of impulse control and
repetitive behaviors in Parkinson’s disease. Parkinsonism &
related disorders, 18(1), 76-78.

[51] Claassen DO, van den Wildenberg WP, Ridderinkhof KR,
Jessup CK, Harrison MB, Wooten GF, & Wylie SA (2011)
The risky business of dopamine agonists in Parkinson dis-
ease and impulse control disorders. Behav Neurosci, 125(4),
492-500.

[52] Cormier F, Muellner J, & Corvol JC (2012) Genetics of
impulse control disorders in Parkinson’s disease. Journal of
Neural Transmission, 120(4), 665-671.

[53] Weiss HD, Hirsch ES, Williams JR, Swearengin L, & Marsh
L (2010) Detection of impulse control disorders in Parkinson
disease patients. The Neurologist, 16(6), 406-407.

[54] Joutsa J, Martikainen K, Vahlberg T, Voon V, & Kaasinen V
(2012) Impulse control disorders and depression in Finnish
patients with Parkinson’s disease. Parkinsonism & Related
Disorders, 18(2), 155-160.

[55] Joutsa J, Martikainen K, Vahlberg T, Kaasinen V (2012)
Effects of dopamine agonist dose and gender on the prog-
nosis of impulse control disorders in Parkinson’s disease.
Parkinsonism & Related Disorders, 18(10), 1079-1083.

[56] Tokunaga N, Choudhury ME, Nishikawa N, Nagai M, Tujii
T, Iwaki H, Kaneta M, & Nomoto M (2012) Pramipexole
upregulates dopamine receptor D(2) and D(3) expression in
rat striatum. J Pharmacol Sci, 120(2), 133-137.

[57] Giovannoni G, O’Sullivan JD, Turner K, Manson AJ, &
Lees AJ (2000) Hedonistic homeostatic dysregulation in
patients with Parkinson’s disease on dopamine replace-
ment therapies. J Neurol Neurosurg Psychiatry, 68(4), 423-
428.

[58] Gschwandtner U, Aston J, Renaud S, & Fuhr P (2001) Patho-
logic gambling in patients with Parkinson’s disease. Clin
Neuropharmacol, 24(3), 170-172.

[59] Driver-Dunckley E, Samanta J, & Stacy M (2003) Patholog-
ical gambling associated with dopamine agonist therapy in
Parkinson’s disease. Neurology, 61(3), 422-423.

[60] Kurlan R (2004) Disabling repetitive behaviors in Parkin-
son’s disease. Mov Disord, 19(4), 433-437.

[61] Evans AH, Katzenschlager R, Paviour D, O’Sullivan JD,
Appel S, Lawrence AD, & Lees AJ (2004) Punding in
Parkinson’s disease: Its relation to the dopamine dysreg-
ulation syndrome. Mov Disord, 19(4), 397-405.



M.B. Callesen et al. / Impulse Control Disorders and Parkinsonism 133

[62] Klos KJ, Bower JH, Josephs KA, Matsumoto JY, & Ahlskog
JE (2005) Pathological hypersexuality predominantly linked
to adjuvant dopamine agonist therapy in Parkinson’s disease
and multiple system atrophy. Parkinsonism Relat Disord,
11(6), 381-386.

[63] Larner AJ (2006) Medical hazards of the internet: Gambling
in Parkinson’s disease. Mov Disord, 21(10), 1789.

[64] Ardouin C, Voon V, Worbe Y, Abouazar N, Czernecki V,
Hosseini H, Pelissolo A, Moro E, Lhommee E, Lang AE
et al. (2006): Pathological gambling in Parkinson’s disease
improves on chronic subthalamic nucleus stimulation. Mov
Disord, 21(11), 1941-1946.

[65] Grosset KA, Macphee G, Pal G, Stewart D, Watt A, Davie J,
& Grosset DG (2006) Problematic gambling on dopamine
agonists: Not such a rarity. Mov Disord, 21(12), 2206-2208.

[66] Drapier D, Drapier S, Sauleau P, Derkinderen P, Damier P,
Allain H, Verin M, & Millet B (2006) Pathological gambling
secondary to dopaminergic therapy in Parkinson’s disease.
Psychiatry Res, 144(2-3), 241-244.

[67] Imamura A, Uitti RJ, & Wszolek ZK (2006) Dopamine
agonist therapy for Parkinson disease and pathological gam-
bling. Parkinsonism Relat Disord, 12(8), 506-508.

[68] Voon V, & Fox SH (2007) Medication-related impulse con-
trol and repetitive behaviors in Parkinson disease. Arch
Neurol, 64(8), 1089-1096.

[69] Giladi N, Weitzman N, Schreiber S, Shabtai H, & Peretz C
(2007) New onset heightened interest or drive for gambling,
shopping, eating or sexual activity in patients with Parkin-
son’s disease: The role of dopamine agonist treatment and
age at motor symptoms onset. J Psychopharmacol, 21(5),
501-506.

[70] Wong SH, Cowen Z, Allen EA, & Newman PK (2007)
Internet gambling and other pathological gambling in
Parkinson’s disease: A case series. Mov Disord, 22(4), 591-
593.

[71] McKeon A, Josephs KA, Klos KJ, Hecksel K, Bower JH,
Michael Bostwick J, & Eric Ahlskog J (2007) Unusual
compulsive behaviors primarily related to dopamine agonist
therapy in Parkinson’s disease and multiple system atrophy.
Parkinsonism Relat Disord, 13(8), 516-519.

[72] Ondo WG, & Lai D (2008) Predictors of impulsivity and
reward seeking behavior with dopamine agonists. Parkin-
sonism Relat Disord, 14(1), 28-32.

[73] Crockford D, Quickfall J, Currie S, Furtado S, Suchower-
sky O, & El-Guebaly N (2008) Prevalence of problem and
pathological gambling in Parkinson’s disease. J Gambl Stud,
24(4), 411-422.

[74] Steeves TD, Miyasaki J, Zurowski M, Lang AE, Pellecchia
G, Van Eimeren T, Rusjan P, Houle S, & Strafella AP (2009)
Increased striatal dopamine release in Parkinsonian patients
with pathological gambling: A [11C] raclopride PET study.
Brain, 132(Pt 5), 1376-1385.

[75] Voon V, Reynolds B, Brezing C, Gallea C, Skaljic M,
Ekanayake V, Fernandez H, Potenza MN, Dolan RJ, & Hal-
lett M (2010) Impulsive choice and response in dopamine
agonist-related impulse control behaviors. Psychopharma-
cology (Berl), 207(4), 645-659.

[76] Wylie SA, Ridderinkhof KR, Elias WJ, Frysinger RC,
Bashore TR, Downs KE, van Wouwe NC, & van den Wilden-
berg WP (2010) Subthalamic nucleus stimulation influences
expression and suppression of impulsive behaviour in
Parkinson’s disease. Brain: A Journal of Neurology, 133(Pt
12), 3611-3624.

[77] Vergani F, Landi A, Pirillo D, Cilia R, Antonini A, & Sganz-
erla EP (2010) Surgical, medical, and hardware adverse

events in a series of 141 patients undergoing subthalamic
deep brain stimulation for Parkinson disease. World Neuro-
surg, 73(4), 338-344.

[78] Vitale C, Santangelo G, Trojano L, Verde F, Rocco M, Grossi
D, & Barone P (2011) Comparative neuropsychological
profile of pathological gambling, hypersexuality, and com-
pulsive eating in Parkinson’s disease. Movement disorders:
Official journal of the Movement Disorder Society, 26(5),
830-836.

[79] Evans AH, Pavese N, Lawrence AD, Tai YF, Appel S, Doder
M, Brooks DJ, Lees AJ, & Piccini P (2006) Compulsive drug
use linked to sensitized ventral striatal dopamine transmis-
sion. Annals of Neurology, 59(5), 852-858.

[80] Voon V, Sohr M, Lang AE, Potenza MN, Siderowf AD,
Whetteckey J, Weintraub D, Wunderlich GR, & Stacy M
(2011) Impulse control disorders in Parkinson disease: A
multicenter case – control study. Annals of Neurology, 69(6),
986-996.

[81] Giugni JC, Tschopp L, Escalante V, & Micheli F (2012)
Dose-dependent impulse control disorders in piribedil over-
dose. Clinical Neuropharmacology, 35(1), 49-50.

[82] Ray NJ, Miyasaki JM, Zurowski M, Ko JH, Cho SS, Pel-
lecchia G, Antonelli F, Houle S, Lang AE, & Strafella
AP (2012) Extrastriatal dopaminergic abnormalities of
DA homeostasis in Parkinson’s patients with medication-
induced pathological gambling: A [11C] FLB-457 and PET
study. Neurobiol Dis, 48(3), 519-525.

[83] Limotai N, Oyama G, Go C, Bernal O, Ong T, Moum SJ,
Bhidayasiri R, Foote KD, Bowers D, Ward H, et al. (2012)
Addiction-like manifestations and Parkinson’s disease: A
large single center 9-year experience. Int J Neurosci, 122(3),
145-153.

[84] Avila A, Cardona X, Martin-Baranera M, Bello J, & Sastre F
(2011) Impulsive and compulsive behaviors in Parkinson’s
disease: A one-year follow-up study. J Neurol Sci, 310(1–2),
197-201.

[85] Auyeung M, Tsoi TH, Tang WK, Cheung CM, Lee CN,
Li R, & Yeung E (2011) Impulse control disorders in
Chinese Parkinson’s disease patients: The effect of ergot
derived dopamine agonist. Parkinsonism & Related Disor-
ders, 17(8), 635-637.

[86] Leroi I, Ahearn DJ, Andrews M, McDonald KR, Byrne EJ, &
Burns A (2011) Behavioural disorders, disability and qual-
ity of life in Parkinson’s disease. Age Ageing, 40(5), 614-
621.

[87] Biundo R, Formento-Dojot P, Facchini S, Vallelunga A,
Ghezzo L, Foscolo L, Meneghello F, & Antonini A (2011)
Brain volume changes in Parkinson’s disease and their rela-
tionship with cognitive and behavioural abnormalities. J
Neurol Sci, 310(1–2), 64-69.

[88] Spengos K, Grips E, Karachalios G, Tsivgoulis G, &
Papadimitriou G (2006) Reversible pathological gambling
under treatment with pramipexole. Nervenarzt, 77(8), 958-
960.

[89] Mamikonyan E, Siderowf AD, Duda JE, Potenza MN, Horn
S, Stern MB, & Weintraub D (2008) Long-term follow-up
of impulse control disorders in Parkinson’s disease. Move-
ment disorders: Official Journal of the Movement Disorder
Society, 23(1), 75-80.

[90] Weintraub D, Siderowf AD, Potenza MN, Goveas J, Morales
KH, Duda JE, Moberg PJ, & Stern MB (2006) Association
of dopamine agonist use with impulse control disorders in
Parkinson disease. Archives of Neurology, 63(7), 969-973.

[91] Isaias IU, Siri C, Cilia R, De Gaspari D, Pezzoli G, &
Antonini A (2008) The relationship between impulsivity



134 M.B. Callesen et al. / Impulse Control Disorders and Parkinsonism

and impulse control disorders in Parkinson’s disease. Move-
ment Disorders: Official Journal of the Movement Disorder
Society, 23(3), 411-415.

[92] Rao H, Mamikonyan E, Detre JA, Siderowf AD, Stern MB,
Potenza MN, & Weintraub D (2010) Decreased ventral stri-
atal activity with impulse control disorders in Parkinson’s
disease. Movement Disorders: Official Journal of the Move-
ment Disorder Society, 25(11), 1660-1669.

[93] Sensi M, Eleopra R, Cavallo MA, Sette E, Milani P, Qua-
trale R, Capone JG, Tugnoli V, Tola MR, Granieri E, et
al. (2004) Explosive-aggressive behavior related to bilateral
subthalamic stimulation. Parkinsonism Relat Disord, 10(4),
247-251.

[94] Cilia R, Cho SS, van Eimeren T, Marotta G, Siri C, Ko JH,
Pellecchia G, Pezzoli G, Antonini A, & Strafella AP (2011)
Pathological gambling in patients with Parkinson’s disease
is associated with fronto-striatal disconnection: A path mod-
eling analysis. Movement Disorders: Official Journal of the
Movement Disorder Society, 26(2), 225-233.

[95] Cilia R, Ko JH, Cho SS, van Eimeren T, Marotta G, Pel-
lecchia G, Pezzoli G, Antonini A, & Strafella AP (2010)
Reduced dopamine transporter density in the ventral stria-
tum of patients with Parkinson’s disease and pathological
gambling. Neurobiol Dis, 39(1), 98-104.

[96] Voon V, Pessiglione M, Brezing C, Gallea C, Fernandez
HH, Dolan RJ, & Hallett M (2010) Mechanisms underlying
dopamine-mediated reward bias in compulsive behaviors.
Neuron, 65(1), 135-142.

[97] Bentivoglio AR, Baldonero E, Ricciardi L, De Nigris F, &
Daniele A (2012) Neuropsychological features of patients
with Parkinson’s disease and impulse control disorders.
Neurological Sciences: Official Journal of the Italian Neu-
rological Society and of the Italian Society of Clinical
Neurophysiology.

[98] Pezzella FR, Colosimo C, Vanacore N, Di Rezze S, Chi-
anese M, Fabbrini G, & Meco G (2005) Prevalence and
clinical features of hedonistic homeostatic dysregulation in
Parkinson’s disease. Mov Disord, 20(1), 77-81.

[99] Lim SY, Tan ZK, Ngam PI, Lor TL, Mohamed H, Schee
JP, Tan AK, Goh JY, Ooi E, & Soh PC (2011) Impulsive-
compulsive behaviors are common in Asian Parkinson’s
disease patients: Assessment using the QUIP. Parkinsonism
& Related Disorders, 17(10), 761-764.

[100] Bastiaens J, Dorfman BJ, Christos PJ, & Nirenberg MJ
(2013) Prospective cohort study of impulse control disor-
ders in Parkinson’s disease. Movement Disorders: Official
Journal of the Movement Disorder Society, 28(3), 327-333.

[101] Vitale C, Santangelo G, Erro R, Errico D, Manganelli F,
Improta I, Moccia M, & Barone P (2013) Impulse con-
trol disorders induced by rasagiline as adjunctive therapy
for Parkinson’s disease: Report of 2 cases. Parkinsonism &
Related Disorders, 19(4), 483-484.

[102] Hinnell C, Hulse N, Martin A, & Samuel M (2011)
Hypersexuality and compulsive over-eating associated with
transdermal dopamine agonist therapy. Parkinsonism &
Related Disorders, 17(4), 295-296.

[103] Solla P, Cannas A, Marrosu MG, & Marrosu F (2012)
Dopaminergic-induced paraphilias associated with impulse
control and related disorders in patients with Parkinson dis-
ease. Journal of Neurology, 259(12), 2752-2754.

[104] Perez-Lloret S, Rey MV, Fabre N, Ory F, Spampinato U,
Brefel-Courbon C, Montastruc JL, & Rascol O (2012)
Prevalence and pharmacological factors associated with
impulse-control disorder symptoms in patients with Parkin-
son disease. Clinical Neuropharmacology, 35(6), 261-265.

[105] Joutsa J, Martikainen K, Niemela S, Johansson J, Fors-
back S, Rinne JO, & Kaasinen V (2012) Increased
medial orbitofrontal [18F]fluorodopa uptake in Parkin-
sonian impulse control disorders. Movement Disorders:
Official Journal of the Movement Disorder Society, 27(6),
778-782.

[106] Weintraub D, Xie S, Karlawish J, & Siderowf A
(2007) Differences in depression symptoms in patients
with Alzheimer’s and Parkinson’s diseases: Evidence
from the 15-item Geriatric Depression Scale (GDS-15).
International Journal of Geriatric Psychiatry, 22(10),
1025-1030.

[107] van Eimeren T, Pellecchia G, Cilia R, Ballanger B, Steeves
TD, Houle S, Miyasaki JM, Zurowski M, Lang AE, &
Strafella AP (2010) Drug-induced deactivation of inhibitory
networks predicts pathological gambling in PD. Neurology,
75(19), 1711-1716.

[108] Cilia R, Siri C, Marotta G, Isaias IU, De Gaspari D, Canesi
M, Pezzoli G, & Antonini A (2008) Functional abnormali-
ties underlying pathological gambling in Parkinson disease.
Archives of Neurology, 65(12), 1604-1611.

[109] de Chazeron I, Llorca PM, Chereau-Boudet I, Blanc O,
Perriot J, Ouchchane L, Ulla M, Debilly B, Derost P, &
Durif F (2011) Hypersexuality and pathological gambling
in Parkinson’s disease: A cross-sectional case-control study.
Movement Disorders: Official Journal of the Movement Dis-
order Society, 26(11), 2127-2130.

[110] Wu K, O’Sullivan S, Politis M, Bose S, Lees A, & Piccini
P (2010) Rewarding visual cues increase dopamine neuro-
transmission in Parkinspn’s patients with impulse control
disorders: A PET study. J Neurol Neurosurg Psychiatry, 81,
e29-e30.

[111] O’Sullivan SS, Wu K, Politis M, Lawrence AD, Evans
AH, Bose SK, Djamshidian A, Lees AJ, & Piccini P
(2011) Cue-induced striatal dopamine release in Parkin-
son’s disease-associated impulsive-compulsive behaviours.
Brain: A Journal of Neurology, 134(Pt 4), 969-978.

[112] Frosini D, Pesaresi I, Cosottini M, Belmonte G, Rossi C,
Dell’Osso L, Murri L, Bonuccelli U, & Ceravolo R (2010)
Parkinson’s disease and pathological gambling: Results
from a functional MRI study. Movement Disorders: Official
Journal of the Movement Disorder Society, 25(14), 2449-
2453.

[113] Djamshidian A, O’Sullivan SS, Sanotsky Y, Sharman S,
Matviyenko Y, Foltynie T, Michalczuk R, Aviles-Olmos I,
Fedoryshyn L, Doherty KM et al. (2012) Decision making,
impulsivity, and addictions: Do Parkinson’s disease patients
jump to conclusions? Movement Disorders: Official Journal
of the Movement Disorder Society, 27(9), 1137-1145.

[114] Siri C, Cilia R, De Gaspari D, Canesi M, Meucci N,
Zecchinelli AL, Pezzoli G, & Antonini A (2010) Cognitive
status of patients with Parkinson’s disease and pathological
gambling. Journal of Neurology, 257(2), 247-252.

[115] Kimber TE, Thompson PD, & Kiley MA (2008) Resolution
of dopamine dysregulation syndrome following cessation of
dopamine agonist therapy in Parkinson’s disease. Journal of
Clinical Neuroscience: Official Journal of the Neurosurgical
Society of Australasia, 15(2), 205-208.

[116] Tschopp L, Salazar Z, Gomez Botello MT, Roca CU, &
Micheli F (2010) Impulse control disorder and piribedil:
Report of 5 cases. Clinical Neuropharmacology, 33(1),
11-13.

[117] Wingo TS, Evatt M, Scott B, Freeman A, & Stacy M (2009)
Impulse control disorders arising in 3 patients treated with
rotigotine. Clinical Neuropharmacology, 32(2), 59-62.



M.B. Callesen et al. / Impulse Control Disorders and Parkinsonism 135

[118] Stefani A, Galati S, Brusa L, Pierantozzi M, Peppe A, &
Stanzione P (2010) Pathological gambling from dopamine
agonist and deep brain stimulation of the nucleus tegmenti
pedunculopontine. BMJ Case Rep, 2010.
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