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In a recent report by Charlot, Fox and Friedlander, a series of eleven patients with Down syndrome
and slowness was presented. These individuals spent several hours each day performing routine
tasks such as bathing, dressing, and eating. Slowness was considered a significant problem and
interfered with normal functioning. These authors reviewed the literature and found other reports
of people with “obsessional slowness.” Most of these case reports described individuals who were
diagnosed with Obsessive Compulsive Disorder (OCD). Although checking rituals were observed, low
levels of anxiety and perfectionistic tendencies were commonly described. Some investigators have
suggested that obsessional slowness can be seen as a primary clinical condition, while others have
argued that it represents a severe variant of OCD. Only two other reports were found about
individuals with a developmental disability having slowness as a clinical problem. In both of these
papers, individuals with Down syndrome were described.Keywords: compulsions, Down syndrome, dual diagnosis, mental retardation, obsessional slowness,obsessive compulsive disorder, slowness
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In a recent retrospective case series,
Charlot et al.  described 11 individuals with8

Down syndrome and obsessional slowness.
All of these individuals referred for treatment of
slowness spent hours each day performing routine
daily functions which interfered with the
completion of daily routines, including missed
vocational and other programs. These individuals
had some symptoms of an obsessive compulsive
disorder, but the authors suggest that the
slowness was not always a product of repetitive
behavior. They reviewed literature regarding the
phenomenon of obsessional slowness in
individuals without developmental disabilities. 

Obsessional slowness was first described by
Rachman  in 1974. His case series included ten16

patients diagnosed with Obsessive Compulsive
Disorder (OCD) who spent hours performing
routine daily functions such as eating, dressing,
and bathing. The extreme slowness often resulted
in social isolation and unemployment. However,
it was not always clear that slowness was caused
by ritualistic behavior. Unlike most patients with
OCD, Rachman’s patients reported low levels of
anxiety. Also, they were described as being
meticulous and perfectionistic. The low anxiety
levels, extreme slowness, and obsessive
compulsive personality traits seemed to suggest
that this subgroup was qualitatively different from
other patients with OCD. 

Not long after the Rachman paper, three more
case reports of individuals with obsessional
slowness symptoms were published.  A debate3,4,9

gradually emerged over whether or not
obsessional slowness should be viewed as a severe
form of OCD or if it would be better characterized
as a separate disorder. Of interest is the fact that
the patients with obsessional slowness were not
given the usual treatment for OCD (exposure and
response prevention) but were treated with
behavioral shaping techniques (prompting, pacing
and shaping). Most responded positively to an
intense daily treatment regimen, but many
relapsed as soon as the behavioral therapy was
faded.  Psychopharmacologic interventions3,4,9,10,16

were not described.
Later reports of this unusual disorder

included a more extensive and systematic
investigation of 17 inpatients with OCD and
significant slowness in which the investigators
constructed a survey to establish criteria for
identification of obsessional slowness cases.12

Hymas and colleagues assessed and compared a
neurologically impaired and a normal control
group with patients identified as having
obsessional slowness. The obsessional slowness
group presented with rituals including checking,
touching, ordering, counting, repeating, washing,
and mental rehearsing. Twenty-three percent of
the sample with obsessional slowness had a
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history of perinatal problems. These subjects also
history of perinatal problems. These subjects also
displayed some neuromotor abnormalities such as
loss of motor fluency, hesitancy in the initiation of
limb movements, speech and gait abnormalities,
cogwheel rigidity, and tics. Patients with
obsessional slowness appeared to have difficulty
initiating goal directed actions, shifting and
sequencing patterns of movement, suppressing
perseverative behaviors, and in performing more
than one movement at the same time. Periods of
freezing were also observed. Like the patients
described in previous case reports, these
individuals showed perfectionistic  tendencies.
The extent of slowness was not correlated with
measures of neuromotor problems or depression.

The same patients described in the Sawle etal.  study were later evaluated in a follow up19

investigation of regional cerebral blood flow.
Individuals with obsessional slowness displayed
hypermetabolism in orbital, prefrontal, and
midfrontal cortex. The authors studied levels of
dopaminergic activity in the striatum. They
concluded there was no evidence of depletion of
nigrostriatal dopaminergic neurons, as might be
expected if slowness was secondary to Parkinson’s
Disease. It was speculated that the hyperactivity
of frontal neurons could be the result of a mental
preparation for movement. 

In three more recent reports, investigators
further debated whether or not obsessional
slowness should be viewed as a severe form of
OCD or as a primary problem. Ratnasuriya and
colleagues  reported on 22 cases of slowness,18

based on retrospective chart review. All patients
displayed obsessive and compulsive symptoms. A
high rate of perinatal problems was identified,
similar to that found in the Hymas et al. study.
Ratnasuriya et al. concluded that obsessional
slowness would best be described as a severe form
of OCD and noted that most of their sample was
male. Veale  described three cases of obsessional23

slowness. These patients all had features of an
obsessive compulsive personality disorder. Veale
suggested that slowness in these cases could be
explained as resulting from the ritualistic
behaviors displayed by the patients. In contrast,
Takeuchi and colleagues,  who described four22

cases, argued that obsessional slowness should be
viewed as a separate disorder. This was based on
their observation that slowness persisted even
after compulsions were treated and effectively
reduced.

Very little has been written about the subject
of obsessional slowness in individuals with
developmental disabilities. Including the Charlotet al. case series, only three reports were
identified in a Medline search of this topic. Pary14

described slowness as a primary feature in a
small number of his patients with Down
syndrome. He also noted that his patients with
slowness manifested little anxiety. Pary cited
investigations of regional cerebral blood flow
(rCBF) and other imaging studies of individuals
with Down syndrome in which a hypometabolism
in the orbital cortex is found. This would contrast
with the usual findings for subjects with OCD
and obsessional slowness, who typically present
with a hypermetabolism in the same cerebral
region. Since obsessional slowness might be a
severe form of OCD, Pary speculated as to
whether or not these patients might benefit from
therapy  with SSRIs. In the only other published
report of obsessional slowness in an individual
with developmental disabilities, the successful
treatment of a 26-year-old woman with Down
syndrome using pacing and shaping techniques to
treat slowness was described.  These authors10

reported improvement was maintained at a 15
month follow up, unlike the research in other
patient groups, which showed relapse to be
common after intensive therapy was faded. 

A number of studies have described OCD in
samples of individuals with a cognitive disability,
including responses to SSRIs, but slowness is
rarely addressed.  Although no data are2-7,11,20,21,24,25

available, it has been speculated that obsessional
slowness is very rare in people with developmental
disabilities, but may occur more often in
individuals with Down syndrome.  8

In the literature addressing obsessional
slowness in people without developmental
disabilities, there appeared to be more male
cases.  However, none of these studies3,4,9,12,16,18,22,23

used random sampling techniques, and varied
methods were employed to identify cases of
slowness. The Charlot et al. cases were not
systematically selected, but there were almost
equal numbers of male and female patients. All of
the patients in the Charlot et al. series were
referred to outpatient psychiatric clinics because
their slowness interfered with routine daily
functions. Slowness was described at times as
resulting directly from interfering ritualistic
behaviors including ordering the environment,
touching, checking, and hoarding. However,
touching, checking, and hoarding. However,
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patients were observed to have periods of freezing,
and apparent problems with the initiation of
movements (including possibly, the initiation of
speech in two cases), similar to the neuromotor
problems described by Hymas and colleagues. The
relationship between possible early signs of
idiopathic Parkinson Disease and slowness were
not explored by Charlot et al., but would be of
interest in any future investigations. 

Five of the patients with Down syndrome and
obsessional slowness described by Charlot et al.
had comorbid tics. Low levels of anxiety as well as
perfectionistic tendencies were described.  Charlotet al. cited Rasmussen and Eisen,  who have17

suggested that OCD may occur along a
continuum. On one end of the continuum, there
are individuals with low levels of anxiety, hoarding
and ordering rituals, tics, slowness and features
of an anankastic personality. On the opposite end
of the continuum, one finds individuals with high
levels of anxiety, pathologic doubt or fears of
contamination. Some additional support for this
suggestion of phenomenologically distinct OCD
subtypes comes from literature regarding
treatment outcomes. Patients with tics, ordering,
hoarding, and slowness appear to have less
positive responses to the usual anti-OCD
therapies (SSRIs and exposure and response
preven t ion ) .  Rasm ussen  an d E isen1,13

hypothesized that this subgroup of OCD patients,
who seem to have a more treatment resistant form
of the disorder, may suffer from a greater degree
of dysfunction in dopaminergic pathways in the
brain. 

Six of the patients in the Charlot et al. case
series had hypothyroidism, a problem which
occurs at inflated rates in individuals with Down
syndrome.  The authors noted that their patients15

with hypothyroidism had hormone replacement
therapy, and they did not feel that this condition
accounted for the slowness problem. Six of the
Charlot et al. patients had depressive episodes
before the onset of compulsive symptoms and
slowness. The authors argued that slowness
seemed to persist even after the depression was
resolved, and they did not feel that slowness could
be explained on the basis of a psychomotor
retardation caused by depressive illness. This is
consistent with the Hymas et al. findings that
slowness was not correlated with measures of
depression.

In addition to depression and hypothyroidism,
Charlot et al. suggested that attention deficit-
hyperactivity disorder inattentive subtype, passive

aggressive personality traits, and psychotic
disorders presenting with catatonia should be
considered when patients with Down syndrome
present with significant slowness. All of the
Charlot et al. patients were reported to have onset
of slowness symptoms late in adolescence or early
adulthood. This would suggest that disorders that
typically emerge in childhood are less likely
alternative diagnoses. 

One further diagnostic consideration
discussed by Charlot et al. was Alzheimer’s
disease. Alzheimer’s disease has been reported to
occur at elevated rates in individuals with Down
syndrome.  None of the patients in the Charlot et15al. series were diagnosed with Alzheimer’s disease.
However, in future investigations, patients with
Down syndrome and obsessional slowness could
be followed longitudinally to determine if any of
these individuals develop dementia, and if so, at
what rates. A more comprehensive investigation
would follow individuals with Down syndrome,
and examine who develops depression, OCD,
slowness or dementia and to what extent these
conditions overlap.

There were anecdotal reports of partial
response to treatment with SSRIs for a majority of
the patients in the Charlot et al. series. The
authors speculated as to whether or not
neuroleptic augmentation might be helpful for
patients with comorbid autistic disorder or tics.
Other augmentation strategies suggested included
the addition of clomipramine, beta blockers (i.e.,
pindolol), or dopamine agonists (i.e., Dexedrine)
which might be considered in cases responding
poorly to other therapies. Behavioral treatment
strategies have been described as beneficial to
patients with obsessional slowness.3,4,8,9,10,12,16,22,23

Shaping and pacing were reportedly of some
benefit to the individuals described in the Charlotet al. report. It was further suggested by these
authors that educating caregivers was a useful
and important intervention. Some of the patients
had been seen by caregivers as “stubborn” or
“lazy.” Individuals with Down syndrome have
often been described as having a temperament
characterized by “stubbornness.” This tendency
might even be considered as a possible risk factor
for slowness.8
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To establish the validity of a separate
obsessional slowness syndrome, it would first
have to be demonstrated that this disorder can
reliably be differentiated from other disorders,
including OCD. The type of structured approach
used by Hymas et al. would be helpful, one in
which clinically significant slowness is
operationally defined in clear terms using a
technique that could be replicated. A road block to
systematic investigation of the problem in
individuals with and without developmental
disabilities is the fact that obsessional slowness
appears to be relatively rare. However, prospective
controlled investigations would be most helpful to
improve our understanding of this unusual
clinical phenomenon.

REFERENCES

1. Ball SG, Dar L, Otto MW. Obsessive-compulsive
disorder studies: A quantitative review. Behav Res
Ther 1996;34(1):47-51.

2. Barak Y, Ring A, Levy D, et al. Disabling compulsions
in 11 mentally retarded adults: An open trial of
c l om ip ra m in e  S R .  J  C l in  Psych ia t ry
1995;56(10):459-461.

3. Benum I. Obsessional slowness: A replication and
extension. Behav Res Ther 1980;34(1):47-51.

4. Billsbury C, Morley S. Obsessional slowness: A
meticulous replication. Behav Res Ther 1979;17:405-
408.

5. Bodfish JW, Crawford TW, Powell SB, et al.
Compulsions in adults with mental retardation:
Prevalence, phenomenology, and comorbidity with
stereotypy and self-injury. Am J Ment Retard
1995;100(2):183-192.

6. Bodfish JW, Madison JT. Diagnosis and fluoxetine
treatment of compulsive behavior disorder of adults
with mental retardation. Am J Ment Retard
1993;98(3):360-367.

7. Brasic JR, Barnett JY, Kaplan D, et al. Clomipramine
ameliorates adventitious movements and compulsions
in prepubertal boys with autistic disorder and severe
mental retardation. Neurology 1994;44:1309-1333.

8. Charlot LR, Fox S, Friedlander R. Obsessional
slowness in Down syndrome. J Intellect Disabil Res;
in press.

9. Clarke DA, Sugrim I, Bolton D. Primary obsessional
slowness: A nursing treatment program with a male
adolescent. Behav Res Ther 1982;20:289-292.

10. Fox RA, Karan OC. Deinstitutionalization as a
function of interagency planning: A case study. Ed
Train Ment Ret 1976;10:255-260.

11. Gedye A. Recognizing obsessive-compulsive disorder
in adults with developmental disabilities. Habil Ment
Healthcare Newslett 1992;11:73-77.

12. Hymas N, Lees D, Bolton D, et al. The neurology of
obsessional slowness. Brain 1991;114(5):2203- 2233.

13. Mataix-Cols D, Rauch SL, Manzo PA, et al. Use of
factor-analyzed symptoms dimensions to predict
outcome with serotonin reuptake inhibitors and
placebo in the treatment of obsessive-compulsive
disorder. Am J Psychiatry 1999;156(9):1409-1416.

14. Pary RJ. Down syndrome update: Obsessional
slowness. Habil Ment Healthcare Newslett
1994;13:49-50.

15. Prasher VP, Filer A. Behavioural disturbance in people
with Down’s syndrome and dementia. J Intellect
Disabil Res 1995;39:432-436.

16. Rachman S. Primary obsessional slowness. Behav
Res Ther 1974;17:405-408.

17. Rasmussen SA, Eisen JL. The epidemiology and
clinical features of obsessive-compulsive disorder.
Psychiatr Clin North Am 1993;15(4):743-758.

18. Ratnasuriya RH , Marks IM, Forshaw DM, Hymas NF.
Obsessive slowness revisited. Br J Psychiatry
1991;159:273-274.

19. Sawle GV, Hymas NF, Lees AJ, Frackowiak RS.
Obsessional slowness. Functional studies with
p o s i t r o n  e m is s i o n  t o m o g r a p h y .  B r a i n
1991;114(5):2191-2202.

20. Sovner R, Hurley A. Diagnosis and treatment of
compulsive behaviors in mentally retarded persons.
Psychiatr Aspects Ment Retard Rev 1984;3:37-40.

21. Stavrakaki C, Mintsioulis G. Pharmacologic treatment
of obsessive-compulsive disorder in Down syndrome
individuals: Comparison with obsessive compulsive
disorders of non-Down syndrome mentally retarded
persons. NADD Newslett 1996;13(4):4-7.

22. Takeuchi T, Nakagawa A, Harai H, et al. Primary
obsessional slowness: Long-term findings. Behav Res
Ther 1997;35(5):445-449.

23. Veale D. Classification and treatment of obsessional
slowness. Br J Psychiatry 1993;162:198-203.

24. Vitiello B, Spreat S, Behar D. Obsessive-compulsive
disorder in mentally retarded patients. J Nerv Ment
Dis 1989;177:232-236. 

25. Wiener K, Lamberti JS. Sertraline and mental
retardation with obsessive-compulsive disorder. Am J
Psychiatry 1993;150:1270.

CORRESPONDENCE: Lauren Charlot, Ph.D.,
Neuropsychiatric Disabilities Unit (8 South), UMass
Memorial Health Care, 55 North Lake Avenue,
Worcester, MA 01608.


	Page 1
	Page 2
	Page 3
	Page 4

