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Abstract
Tourette syndrome (TS) has a multifactorial etiology, in which genetic, environmental,
immunological and hormonal factors interact to establish vulnerability. This review: (i)
summarizes research exploring the exposure of TS patients to immune-activating environmental
factors, and (ii) focuses on recent findings supporting a role of the innate and adaptive immune
systems in the pathogenesis of TS and related disorders. A higher exposure prior to disease onset
to group A β-haemolytic streptococcal (GABHS) infections in children with tics and obsessive-
compulsive (OC) symptoms has been documented, although their influence upon the course of
disease remains uncertain. Increased activation of immune responses in TS is suggested by
changes in gene expression profiles of peripheral immune cells, relative frequency of lymphocyte
subpopulations, and synthesis of immune effector molecules. Increased activity of cell-mediated
mechanisms is suggested by the increased expression of genes controlling natural killer and
cytotoxic T cells, increased plasma levels of some pro-inflammatory cytokines which correlate
with disease severity, and increased synthesis of antineuronal antibodies. Important
methodological differences might account for some inconsistency among results of studies
addressing autoantibodies in TS. Finally, a general predisposition to autoimmune responses in TS
patients is indicated by the reduced frequency of regulatory T cells, which induce tolerance
towards self-antigens. Although the pathogenic role of immune activation in TS has not been
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definitively proven, a pathophysiological model is proposed to explain the possible effect of
immunity upon dopamine transmission regulation and the generation of tics.
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antibodies

INTRODUCTION
Tourette’s syndrome (TS) is a neurodevelopmental disorder with childhood onset,
characterized by the presence of multiple motor and phonic tics lasting more than 1 year,
with a tic-free period not longer than 3 months.1 The natural history and high heritability
without a unique causative gene of TS and related psychiatric comorbid disorders (mainly,
attention deficit hyperactivity disorder [ADHD] and obsessive-compulsive disorder [OCD])
supports a multifactorial etiology. During the course of development, it is likely that genetic,
immunological, hormonal and environmental factors interact to establish a neurobiological
vulnerability for TS and related disorders.2

Environmental factors resulting in immune activation have been proposed to play a role in a
subgroup of patients with TS and pediatric-onset OCD. The possibility of such a link is
based in part on the similarity of TS to Sydenham’s Chorea (SC), which occurs after group
A β-hemolytic streptococcal (GABHS) infections.3,4 Patients with SC frequently display the
sudden onset of anxiety, inattentiveness and obsessive-compulsive (OC) symptoms, and
have increased risk of long-term psychiatric problems.5,6 The hypothesis that SC is a
pathophysiological model for at least some TS or OCD cases gained favor after reports in
the late 1980’s of a resurgence of SC and of sudden outbreaks of tics and OC symptoms
temporally linked to GABHS infections.3,4 The prepubertal onset of OCD, TS, or tic
disorder with abrupt symptom exacerbation after streptococcal infection has been termed
PANDAS (pediatric autoimmune neuropsychiatric disorders associated with streptococcal
infection).4 The proposed working definition criteria for PANDAS are: (1) prepubertal
onset; (2) Chronic Tic Disorder or OCD; (3) sudden periods of severe exacerbations (“saw
tooth”)—relapsing-remitting course; (4) temporal association of onset and one or more
exacerbations with clinical evidence of a GABHS infection; and (5) the presence of subtle
neurological findings such as reduced fine motor coordination or increased motor
hyperactivity (but not overt chorea).4 It is important in reviewing epidemiological studies
and case reports to note that these stringent criteria are not always used. In particular,
criterion number five can be problematic because subtle choreiform movements are quite
common in children aged 3–12 years.7 On the other hand, SC patients may also develop tics
occasionally.6 Furthermore, the distinction between chorea and tics may sometimes be
difficult, posing a differential diagnostic issue between SC and PANDAS. Both chorea and
tics consist in rapid, non-rhythmic, involuntary movements, but while choreic movements
are nonstereotyped, irregular in distribution and almost constantly escape volitional control,
tics are stereotyped, often preceded by premonitory sensations and partially under volitional
control. Regarding criterion 2, many other neurological and psychiatric symptoms have been
suggested to be variants of PANDAS. Finally, criterion number 4 is problematic, as
numerous case reports of PANDAS base the diagnosis on a single event, not multiple
exacerbations. It is worth noting however that SC is confidently diagnosed based on the
dramatic emergence of an initial episode of chorea. In contrast, most PANDAS research has
not focused on the initial clinical presentation.
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Although it is still controversial whether stringently defined PANDAS criteria can be used
to designate a unique clinical entity,8,9 we believe that the large number of clinical,
epidemiological, and basic science observations supports further research into the potential
role of the innate and adaptive immune systems in the pathogenesis of tics and OCD. This
review summarizes recent findings related to this topic and integrates available data into a
common pathophysiological model.

EXPOSURE TO ENVIRONMENTAL FACTORS TRIGGERING IMMUNE
RESPONSES
Group A Streptococcal Infections and Psychosocial Stress

The link between GABHS infections and the onset or worsening of pediatric OCD, TS, and
tic disorders has been supported by cross-sectional10,11 and longitudinal12–14 reports. These
studies documented higher antistreptococcal antibody titers and a positive correlation
between antibody titers and clinical severity in children with OCD or tic disorder. While this
methodology provides the opportunity for rigorous clinical diagnosis, the small sample sizes
suggest caution in interpreting results, particularly in cross-sectional studies.

Research using health services methodology in large datasets is also informative. Using
ICD-9 codes in a large dataset from a health maintenance organization in the Seattle,
Washington area, Mell et al.,15 identified 144 cases of new-onset OCD, TS or tic disorder
along with 609 matched controls and found that patients with new-onset OCD, TS or tic
disorder were significantly more likely to have prior streptococcal infections diagnosed in
the year before illness onset. The most striking result was that when TS was considered
separately having >1 GABHS infection in the 12 months before the onset date was 13-fold
more common among cases with TS than controls (OR: 13.6; 95% CI: 1.93, 51.0).
Similarly, Leslie et al.16 in a USA national health insurance sample of 479 cases of new-
onset OCD, TS or tic disorder and 3,647 matched controls, found that children with newly
diagnosed OCD, TS, or tic disorder were more likely to have had a diagnosis of
streptococcal infection in the previous year. Of note, prior streptococcal infection was also
modestly associated with incident diagnoses of ADHD (odds ratio = 1.20, 95% CI: 1.06–
1.35) and major depressive disorder (MDD) (odds ratio = 1.63, 95% CI: 1.12–2.30). These
findings provide epidemiologic evidence that some pediatric-onset neuropsychiatric
disorders, including OCD, tic disorders, ADHD and MDD, may be temporally related to
prior streptococcal infections. Several limitations of this methodology require mention. First,
in contrast to the Mell et al’s study,15 the Leslie et al’s16 data does not include rigorous
ascertainment of tic or OCD cases using consistent diagnostic criteria. Secondly, the date of
the appearance of the neuropsychiatric diagnoses in the health claims data does not
definitely coincide temporally with the onset of tic or OCD symptoms.

A few prospective studies have recently been published. In a prospective, multicenter study
of children who met stringent criteria for PANDAS (n = 40) and matched children with
OCD or Tic Disorders (n = 40), with monthly throat cultures, 3-month blood antibody tests,
and monthly phone or in-clinic evaluations, Kurlan et al.17 found that the PANDAS group
had a significantly higher rate of GABHS infections as well as a higher rate of clinical
exacerbations. However, no more than 25% of the exacerbations in the PANDAS cases were
temporally associated with a GABHS infection. In addition, there was no relationship
between changes in the levels of antistreptococcal antibody titers and the occurrence of
clinical exacerbations.18 Three possible limitations of the Kurlan et al’s study bear
consideration. Firstly, this study informed primary health care providers of the results of
throat cultures. Thus, primary clinicians were free, if they chose, to prescribe short term
antibiotics for symptomatic or asymptomatic patients with positive cultures. This practice
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potentially could have limited the number of exacerbations observed.19 Secondly, both the
total number of clinical exacerbations and the total number of GABHS infections were
lower than had been estimated, raising the possibility that the study was under-powered, that
it ascertained patients too late in their clinical course, or that study participation changed
patient behaviors in some other way. Third, the study’s outcome variable was based on the
PANDAS concept that a significant symptom exacerbation is a discrete event recognizable
to clinicians. Therefore, the analysis tested for the observation of events at a rate that
exceeded expectations. Although this study did not convincingly support PANDAS, it is still
possible that GABHS infections alter tic or OCD severity. Whether infections influence tics
and OCD as a result of a non-specific stress response or secondary to an activation of the
immune system remains to be determined.

Clinical observations as well as studies of TS and early-onset OCD have consistently
suggested that these disorders are sensitive to psychosocial stress.20–23 Psychosocial stress
has also been shown to be an important factor in the onset and course of MDD24,25 and
ADHD.26,27 In addition, a number of reports documented an abnormal response to stress in
TS patients.21,28–31 Recently Lin et al.31 monitored 45 children with tic disorder and/or
OCD and 41 matched healthy control subjects over a 2-year period for the level of
psychosocial stress. Consecutive monthly ratings of tic, OC and depressive symptom
severity were obtained. State-of-the-art structural equation modeling for unbalanced
repeated measures was used to assess the temporal sequence of psychosocial stress measure
changes with the severity of tic, OC and depressive symptoms. Psychosocial stress proved to
be a powerful predictor of future tic, OC and depressive symptom severity.31

Alternative Precipitants in Addition to Psychosocial Stress and GABHS Infections
GABHS infection has been postulated as the main initial autoimmune response-inciting
event contributing to the onset and clinical course of a subgroup of patients with TS and
related disorders. However, it has been documented that tic exacerbations can be triggered
also by other infectious agents (e.g. herpes simplex virus,32 varicella zoster virus,33 human
immunodeficiency virus,34 Borrelia burgdorferi32), and a number of other precipitants have
been identified including sinusitis,16 the common cold,35 and Mycoplasma
pneumoniae.36–38 Future prospective longitudinal studies are needed to confirm these
findings and to clarify whether there is a common underlying immunological response that
triggers tic worsening.

ABNORMALITIES OF IMMUNE RESPONSE REGULATION
General Aspects of Immune Regulation

The immune system has two functional components, the innate and the adaptive
components, which cooperate to protect the host against infections.39 The innate immune
system is organized in functionally distinct ‘modules’, and recognizes a relatively small
number of pathogen-associated molecular patterns through a likewise small number of
pattern-recognition receptors. It represents the first line of inflammatory defence, but may
also stimulate the adaptive immune response. Dendritic, phagocytes and natural killer (NK)
cells are the principal ‘actors’ of innate immunity, and are specialized in killing a variety of
intra- and extracellular pathogens. The adaptive immune system is capable of recognizing a
much wider multitude of antigens, presented by specialized antigen-presenting cells, thereby
building up an antigen-specific response in a more delayed fashion. T and B lymphocytes
are the main effectors of adaptive immunity, supporting cell-mediated and antibody-
mediated immune responses. Among T lymphocytes, T-helper lymphocytes (CD4+-
lymphocytes) play the role of ‘orchestra conductor’, modulating both cell-mediated activity
through macrophages and T-cytotoxic lymphocytes (CD8+-lymphocytes) and antibody
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production by plasma cells (which originate from B lymphocytes). The adaptive immune
system also activates in turn innate effector mechanisms in an antigen-specific manner. In
immune-mediated diseases the predominance of cell-mediated or humoral responses upon
each other is relevant in both pathophysiological and therapeutic terms.

Gene Expression Profile Related to Immune Functioning
TS is genetically heterogeneous, but none of the genes or loci identified probably exerts a
major effect.2 Genetic factors for immune-mediated diseases (e.g. HLA genotyping) have
not been explored in TS. However, microarray gene expression profiling of peripheral blood
cells is helping the search for disease-specific gene expression fingerprints. In preliminary
reports, a subgroup of TS patients over-expressed genes controlling the function of NK and/
or CD8+ T cells40; moreover, this subgroup showed a higher rate of ADHD comorbidity.41

Recent work documented that a subset of TS differ from healthy children in the age-related
gene expression patterns emphasizing NK and CD8+ lymphocyte activity, interferon
response and viral processing.42 Overall, these results suggest age-dependent over-activity
of innate/inflammatory responses in a subgroup of TS patients.

Immune Cell Subpopulations and Immunophenotyping
Autoimmune diseases result from the breakdown of immune tolerance processes, which
suppress the activity of potentially autoreactive T and B lymphocytes, thus limiting immune
responses towards the “self”. One mechanism of peripheral tolerance involves a subset of T
lymphocytes, defined natural regulatory T (Tregs) cells (or CD4+CD25+), which are potent
inhibitors of B, CD4+, and CD8+ T lymphocytes.43,44 Reduced numbers of Tregs are
detected in autoimmune conditions like lupus erythematosus,45 rheumatoid arthritis,46 type
1 diabetes,47 and multiple sclerosis,48 whereas increased levels occur in hepatitis B and C
viruses and cytomegalovirus infections, and in several types of cancer.44

Using flow cytometry techniques, Kawikowa et al.49 found lower percentages of Tregs in
the peripheral blood of 37 children with TS and/or OCD compared to healthy children; this
reduction seemed to be more marked in patients with higher disease severity or during tic or
OC symptom exacerbations. This finding might be explained by a genetic predisposition of
TS/ OCD patients to reduced numbers of Tregs, and/or by prolonged reaction to persisting
foreign antigens (e.g., microbial), potentially leading to compensatory exhaustion of Tregs,
or to their functional ‘inversion’ into reactive lymphocytes.43 A third explanation was
suggested by Ferrari et al.50 who reported increased expression of the D5 dopamine receptor
on peripheral blood cells of TS patients; intriguingly, dopamine receptors have
immunomodulating effects, and D5 activation, in particular, reduces the suppressive activity
and the adhesive and migratory abilities of Tregs.51 Overall, TS and OCD appear to share
with other auto-immune conditions decreased levels of peripheral Tregs, suggesting a
predisposition for overriding auto-immune responses correlated to symptom severity.
Kawikowa et al.49 observed also a 60% decrease in the number of CD8+ T lymphocytes
bearing a specific variant of antigen receptor, i.e. β-18, which recognizes specific microbial
antigens to which patients might have been persistently exposed, leading to activation-
induced death of these cells.

Further support to increased peripheral immune activity came from an exploratory study of
lymphocyte surface markers.52 Moller et al. found significantly increased numbers of
CD69+ B lymphocytes and CD95+ T helper lymphocytes in 20 adults with TS, compared to
healthy subjects, respectively suggesting increased B cell activation and increased
activation-induced apoptosis of T lymphocytes.52 An increased frequency of activated B
lymphocytes is also supported by prior research pointing towards a higher density of
immunoglobulin receptors on the surface of B cells in these patients.53 Novel studies are
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warranted to analyse the effect of age and medications on the immunophenotype of patients
with this disorder.

Effector Molecules
Effector molecules (cytokines, chemokines, adhesion molecules) modulate the activity of
innate and adaptive immune-competent cells. Adaptive responses are regulated by type 1,
type 2, type 3, and type 17 T-helper lymphocytes, which promote and control cell-mediated
and antibody-mediated responses. Different cytokines convey the regulatory effect of these
two different sub-populations.

A number of early reports on serum and cerebrospinal fluid cytokine levels in OCD, one of
the main comorbidities of TS, yielded discrepant results, probably due to methodological
heterogeneity, and were mostly limited to adult patients.54–57 Leckman and coworkers
measured plasma levels of a broad array of cytokines in 46 TS patients and 31 healthy
controls, reporting increased baseline levels of tumour necrosis factor-α (TNF-α) and
interleukin-12 (IL-12).58 Interestingly, there was a 50–60% rise of these two cytokines, plus
a general increase of all the main cytokines explored, at symptom exacerbation. These
combined immune-clinical fluctuations were more frequent in non-PANDAS than in
PANDAS patients, and seemed more evident in drug-naive than in medicated patients.
Another recent prospective study on 12 children with PANDAS found no correlation
between clinical exacerbations (associated or not with GABHS infection) and several type 1
cytokines, type 2 cytokines, and chemokines.18

Both TNF-α and IL-12 are involved in cell-mediated inflammatory responses. Specifically,
IL-12 promotes both innate and adaptive responses by activating respectively NK and T-
helper-1 cells.59 On balance, these results suggest that both innate and adaptive cell-
mediated mechanisms may be overactive in TS. It also needs to be pointed out that, in line
with previous criticism,8 the stringent working criteria for PANDAS4 may not isolate a
specific subgroup of TS/OCD patients in whom clinical features are associated with immune
markers.

Further support for the presence of pro-inflammatory mechanisms in TS is given by the
observed increase in baseline plasma levels of neopterin, a soluble marker of T cell
activation by interferon-gamma,13,60 and of two soluble adhesion molecules (vascular cell
adhesion molecule-1 and E-selectin), which are involved in the recruitment of lymphocytes
towards sites of inflammation.61

Autoantibodies
The current hypothesis on the pathophysiology of SC, the prototype of poststreptococcal
CNS disorders, suggests that GABHS induces auto-reactive T and B lymphocytes (including
antibody-producing plasma cells). 62 These B cells (or their antibodies, or cytokines) cross
the blood-brain barrier and alter neurotransmission, resulting in the characteristic
phenomenology. An analogous autoantibody hypothesis has been under investigation for TS
and OCD symptoms. Despite much recent research, the role of autoantibodies is contentious.

Most pathogenic autoantibodies in neurological disorders bind to proteins or receptors on
the cell surface of neurons, axons, or endothelium. The conformation of these auto-antigens
is important in autoantibody–auto-antigen binding. Therefore, autoantibody detection
methods that disrupt the conformation of proteins during preparation could lead to
misleading results. To date, most of the immunological methods used in the investigation of
SC, TS, and PANDAS have employed methods that disrupt protein structure. For example,
Western blotting involves homogenisation and detergents which release cytoplasmic
antigens, unravel proteins and disrupt disulphide bonds. By contrast, recent discoveries of
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pathogenic autoantibodies have used live cell systems which express candidate auto-
antigens in their natural conformational state on the cell surface.63

Indirect immunofluorescence (IF) studies have involved the use of fine slices of brain tissue.
Patient serum is incubated on the tissue, washed and patient antibody binding is detected
using a secondary antihuman antibody with a fluorescent label and microscopy. This method
can demonstrate the presence of autoantibodies, and the regional and cellular localisation of
auto-antigens. In SC, there is general consensus that patients have auto-antibodies to
cytoplasmic proteins of neurons (particularly basal ganglia neurons).64–66 These
cytoplasmic proteins may not be available for auto-antibody binding in vivo unless there has
been preceding cellular damage or disruption. Several IF case-control studies of TS and
PANDAS have shown significantly elevated autoantibody binding in cytoplasm of cortical
and striatal neurons,67–69 but, as shown in Table 1, findings in other IF studies did not
support an autoantibody hypothesis.

Enzyme-linked immunoabsorbent assay (ELISA) studies have typically employed
homogenates of neuroblastoma cells, rat brain or human striatum. An optical signal (such as
chromogen) is used to quantify antibody binding. This assay can define the total antibody
binding to brain-derived proteins but is unable to identify subcellular localization or
differentiate specific antigens. In SC there is significantly elevated ELISA antibody
binding.66,68 However, ELISA does not consistently differentiate TS and PANDAS cohorts
from controls, possibly due to significant methodological differences between the studies,
both in the antigens used and the antibody concentrations (see Table 1).67,69,71,72,74,75

Western immunoblotting studies have utilized homogenisation of brain tissue (either whole
brain, basal ganglia or rat brain) followed by the use of detergents and heat to unravel
proteins and break disulphide bonds. The proteins are next electrophoresed, separating them
by charge, and then transferred to a membrane. The membrane is incubated with diluted
patient serum, and antibody binding is demonstrated using an antihuman IgG. The
advantages of this method are that antibody binding can be compared between patients (run
in parallel) and the molecular weight of candidate auto-antigens can be defined. However,
the Western blotting method is vulnerable to methodological problems related to unravelling
and alteration of protein structure. In SC, patients have increased autoantibody binding
compared to controls.65,66,68 Candidate auto-antigens were defined by Church as having
molecular weight 40, 45, and 60 kDa.66 In PANDAS, the findings were far more equivocal,
and Singer et al. found no difference using complex discriminant analysis (see Table 1).69,71

In TS, the findings are divergent and confusing (see Table 2).67,69,74,80 Finally,
quantification of antibody binding to neuroblastoma or animal brain-derived live cell lines
have theoretical advantages over methods that disrupt cell and protein structure. Two small
but compelling studies using this technology (see Tables 1 and 2),73,79 and found that SC,
TS, and PANDAS sera all contained auto-antibodies that bound to the cell surface of
neuroblastoma cell lines or rat striatal neurons.73,79

The true frequency of antineuronal antibodies in TS and PANDAS is still controversial. Part
of the reason for the disparate findings is due to the different laboratory methodologies used
as well as different patient recruitment methods. In order to shed more light on this issue,
general recommendations would be to move away from antibody detection methodologies
which alter protein conformation and structure, and at the same time to orientate research
efforts towards studies that assess pathogenic effects of antibodies on cell function and
animal behaviour.

Following this line, preliminary work on the putative auto-antigens targeted by these
antineuronal antibodies has been published in recent years. The auto-antigens of 40, 45, and
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60 kDa identified using the Church method were subsequently identified as glycolytic
enzymes (aldolase C, neuron-specific enolase, non-neuronal enolase and pyruvate kinase
M1).81 These glycolytic enzymes are present in the neuronal cytoplasm and on the cell
surface of neurons. They are involved in energy metabolism and support ion channels.

Furthermore, the same glycolytic enzymes exist on the cell surface of streptococcal bacteria.
Non-neuronal enolase has been previously incriminated as an auto-antigen in rheumatic
fever.82 Pyruvate kinase M1 was subsequently identified as an auto-antigen in TS by an
independent group of investigators, which found elevated antipyruvate kinase antibodies
during streptococcal-induced exacerbations of tics.83 However, these findings were not
confirmed by Singer et al. in a study of TS, PANDAS, and controls,69 and the pathogenic
potential of these autoantibodies has not been demonstrated to date.

Kirvan et al. found cross-reactivity of autoantibodies between streptococcal N-acetyl-
glucosamine and brain lysoganglioside83; antibodies against lysoganglioside were elevated
in SC and PANDAS. Furthermore, these auto-antibodies appeared to cause alteration in
calcium-calmodulin kinase-II activation and possibly up-regulation of tyrosine hydroxylase
(and therefore dopamine synthesis), which could theoretically result in SC or TS
symptoms.73,84 This eloquent work utilized a hybridoma cell line produced from a single
patient with SC, and requires replication.

“NEUROPATHOGENICITY” OF ABNORMAL IMMUNE RESPONSES IN
TOURETTE’S SYNDROME
Autoantibodies

The presence of autoantibodies is not sufficient to prove causality. For example, antibrain
antibodies have been identified in Huntington’s disease85 and genetic Parkinson’s disease,86

where they may be produced in response to the disease rather than being causal (i.e. an
epiphenomenon). For autoantibodies to be considered pathogenic, they should also be
present in the target organ, passive transfer of autoantibodies should induce disease in
animals, and patients’ symptoms should improve after removal of autoantibodies.87 Due to
the relative paucity of postmortem data, the presence of autoantibodies in the brain of TS
patients has never been explored.

Researchers have attempted to create rodent models of tics and stereotyped behaviours using
immunological triggers. Induction of disease in animals after human immunoglobulin
infusion has been attempted with inconsistent results. Initial studies reported that infusion of
TS sera with high autoantibodies induced stereotypies in rodents.88,89 Two subsequent
studies have been inconclusive or negative.90,91 Most recently, a third study replicated the
earlier studies reporting induction of stereotypies after infusion of TS sera, and also reported
that the subsequent infusion of neural stem cells reduced the severity of the stereotypies.92

Another fascinating approach has been proposed by Hoffman et al., who immunized female
SJL/J mice with a GABHS homogenate.93 Immunoreactive animals had increased IgG
deposits in the deep cerebellar nuclei, which correlated with rearing and ambulatory
behaviour and with serum immunoreactivity to GABHS proteins. This result suggests that
active immunization may represent a better animal model strategy than antibody passive
transfer to explore the involvement of antibody-mediated mechanisms in the pathogenesis of
stereotypical behaviours resembling tics and related symptoms.

No human studies have demonstrated that removal of specific antistreptococcal or antibrain
autoantibodies improves patient symptoms. Nonspecific immune modulation with plasma
exchange, intravenous immunoglobulin (IVIg), and steroids has generally been reported
beneficial in SC.94,95 Hoekstra found no benefit of IVIg in TS adult patients,96 whereas
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Perlmutter et al. demonstrated 1-month and a 1-year benefit of plasma exchange and IVIg
compared to placebo in children and adolescent patients with PANDAS.97 However, in the
absence of more robust and consistent evidence, current recommendations do not support
the use of these agents in TS.

Antibody-mediated damage might be inflammatory in nature; alternatively, autoantibodies
might act as ‘neurotoxins’, causing an impairment of intracellular neuronal signalling.
Consistent with the hypothesis that an autoimmune inflammatory response in the basal
ganglia might be occurring in a subgroup of patients with tics or OC symptoms, volumetric
magnetic resonance imaging studies have demonstrated enlargement of the basal ganglia in
both SC and PANDAS cases.98,99 Similar findings have been reported following the abrupt
onset of OCD associated with a newly acquired Mycoplasma pneumoniae infection.37 These
findings might be related to acute inflammatory changes occurring shortly after onset, as
volumetry did not differ with respect to the presence of autoantibodies in patients with
longer disease duration.100 Consistent with the ‘neurotoxic’ hypothesis, Teixeira et al. found
increased calcium influx in neuroblastoma cell lines after SC antibody incubation,101

whereas antilysoganglioside antibodies, described by Kirvan et al.,73 promote neuronal cell
signalling via calcium-calmodulin kinase-II activation, as mentioned above.

Despite the general consensus that antineuronal antibodies are present in SC and that these
auto-antibodies are probably pathogenic, at present there is no general consensus on their
pathogenicity in TS and PANDAS.

Cytokines
Apart from antibody-mediated mechanisms, symptoms observed in TS patients, such as tics,
OC symptoms, and depressive/anxiety symptoms, might also be directly or indirectly
precipitated by cytokines. A pathological model of these processes is sickness behaviour and
‘cytokine-induced depression’ (for a detailed review of this condition, see ref. 102). Pro-
inflammatory cytokines including TNF-α, IL-1β, and IL-6 may modulate catecholaminergic
transmission,103 alter tryptophan metabolism thus leading to abnormal serotonin metabolism
and over-production of potentially toxic tryptophan metabolites,104 alter gene expression,105

and activate the hypothalamic-pituitary-adrenal axis, thus leading to abnormal
responsiveness to stress.106 However, currently clear evidence of cytokine-induced neural
dysfunction in TS is lacking and should be addressed in future studies.

AN EMERGING MODEL INTEGRATING IMMUNE ALTERATIONS AND
CURRENT PATHOPHYSIOLOGICAL CONCEPTS IN TS

For a better insight of the role of abnormal immune responses in the pathogenesis of TS, it is
necessary to integrate the reviewed findings (summarized in Table 3) with the current views
on the pathophysiology of the disorder. TS, similarly to SC and tic-related forms of OCD,
have traditionally been viewed as hyperkinetic disorders in which central dopamine systems
play an important etiological role.107,108 There is compelling evidence of a
hyperdopaminergic state in some cases of TS with increased ventral striatal dopaminergic
innervation109 and elevated intrasynaptic dopamine release in the striatum following
amphetamine administration.110 It is also well known that dopamine receptor blocking
agents are among the most effective and efficacious in the treatment of TS, SC, and tic-
related forms of OCD.111

Expanding upon an idea originally articulated by Cunningham, Kawikowa, Bothwell and
Leckman (Leckman JF et al., personal communication) we propose a pathophysiological
model to explain the involvement of immune-mediated mechanisms in the pathophysiology
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of TS and related disorders. The increased exposure of TS patients to GABHS (or other)
infections might induce the synthesis of cross-reactive antineural antibodies, e.g.
antilysoganglioside antibodies,112 which promote dopamine synthesis and exocytosis via
CaM kinase II activation.113,114 Antiglycolytic enzymes antibodies might also modify
neuronal excitability and affect neurotransmitter release, although evidence to support this
hypothesis is currently lacking. At the same time, an increased exposure to GABHS
infections might promote first-line inflammatory responses, which may potentiate dopamine
release by autonomic fibres and enhance dopaminergic modulation of peripheral immune
cells. Dopamine exerts its immunomodulatory effects via activation of D1/D5 dopamine
receptors on the lymphocyte cell surface,50,51 causing functional down-regulation of
Tregs,49 activation of resting T cells and increased cytokine (particularly, TNF-α)
release.58,115 Treg down-regulation would skew immune regulatory mechanisms in favour
of autoimmunity, whereas an increase in TNFα would increase the permeability of the
blood-brain barrier. These changes may lead to an enhanced autoimmune response and even
greater dopamine release in the basal ganglia which in turn contribute to the clinical
symptoms of TS and related disorders. Figure 1 summarizes the proposed mechanism.

Psychosocial stressors, another environmental exposure shown to be relevant in TS, is
known to directly cause release of striatal dopamine.116 At the same time, chronic exposure
to stressors in other stress-related disorders (e.g. depression or post-traumatic stress
disorders) may be associated with reduced responsiveness to glucocorticoids, which may
facilitate abnormal immune activation.106 Increased pro-inflammatory cytokine levels in
turn may enhance HPA axis activation, possibly contributing to the abnormally enhanced
response to stress observed in these patients.106 Further investigation on responsiveness to
glucocorticoids and reactivity of the HPA axis in patients with TS might help clarifying the
relationship between exposure to stressors and regulation of immune responses in these
patients.

In conclusion, the body of evidence in favor of a contribution of the immune system on the
pathophysiology of TS and related disorders is constantly growing. Recent research is
progressively unveiling a complex interplay between neural transmission, immune response
regulation and endocrine systems, which might give further insight into the natural history
of TS and the typical vulnerability of TS-related symptomatology to environmental changes.
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FIG. 1.
Proposed hypothetical model of immune-mediated basal ganglia dysfunction in tics and
obsessive-compulsive symptoms. Group A β-hemolytic streptococcal (GABHS) infections
induce the formation of cross-reactive autoantibodies which bind cell surface neuronal
antigens. This binding might lead to increased calcium-calmodulin-dependent (CaM) kinase
II activity, subsequent increase of tyrosine hydroxylase activity and enhanced dopamine
release at the level of central synapses; alternatively autoantibodies might modulate the
activity of membrane-bound neuronal glycolytic enzymes, thus leading to alterations in
membrane excitability and to abnormal neurotransmitter release. In the periphery, GABHS
infections may activate inflammatory responses, leading to Natural Killer and cytotoxic T
cell functional up-regulation, and to increased synthesis of pro-inflammatory cytokines. This
inflammatory background may enhance dopamine synthesis and release from sympathetic
nervous system fibres, with the possible contribution of other environmental triggers, e.g.
psychosocial stressors. Higher peripheral levels of dopamine may down-regulate the
function of regulatory T cells and amplify the release of pro-inflammatory cytokines such as
tumor necrosis factor (TNF)-α. These changes may ultimately lead to an enhanced
autoimmune response and even greater dopamine release in the basal ganglia, which in turn
contribute to onset or worsening of tics and obsessive-compulsive symptoms.
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TABLE 1

Autoantibody findings in PANDAS

Reference Method Clinical syndrome (number of patients) Finding

70 IF PANDAS (N = 22) vs. uncomplicated Strep. infection (n = 22) Positive binding in 64% vs. 9%

71 ELISA PANDAS (n = 15) vs. control (n = 15) No difference in patients compared to controls

72 ELISA PANDAS (n = 40) vs. controls (n = 190) Elevated mean ELISA in PANDAS vs. controls

69 ELISA PANDAS (n = 48) vs. TS (N = 46) vs. control (n = 43) No difference in patients compared to controls

72 WB PANDAS (n = 40) vs. controls (n = 190) Positive binding in 92% vs. 5%

71 WB PANDAS (n = 15) vs. controls (n = 15) No difference in binding between groups

69 WB PANDAS (n = 48) vs. controls (n = 43) No difference in binding between groups

73 Cell surf. PANDAS (n = 16) vs. TS, OCD, ADHD (n = 25) Positive binding to cell surface in PANDAS more
than TS, OCD, ADHD

IF, immunofluorescence; ELISA, enzyme linked immunosorbent assay; WB, Western blotting; Cell surf, cell surface binding to live neurons;
PANDAS, pediatric autoimmune neuropsychiatric disorders associated with streptococcal infection; TS, Tourette syndrome; OCD, obsessive-
compulsive disorder; ADHD, attention deficit hyperactivity disorder.
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TABLE 2

Autoantibody findings in tic disorders and Tourette syndrome

Reference Method Clinical syndrome (number of patients) Finding

76 IF Tics/OCS (n = 19) vs. ADHD (N = 19) Positive binding in 63% vs. 37%

11 IF TS (N = 100) vs. controls (n = 190) Similar binding in TS compared to SC

65 IF TS (N = 81) vs. controls (n = 119) Elevated mean IF in TS cohort

77 IF TS and OCD (n = 53) vs. controls (n = 19) No difference: 0% vs. 0%

78 IF TS (n = 69) vs. controls (n = 72) Positive binding in 32% vs. 10%

79 IF TS (n = 4) vs. TS family members (n = 11) vs. controls (n = 8) Positive binding in 100% vs. 100% vs. 0%

67 ELISA TS (n = 41) vs. controls (n = 39) Elevated mean absorbance in TS vs. controls

74 ELISA TS (n = 41) vs. controls (n = 39) Elevated median absorbance (but not mean) in TS
vs. controls

75 ELISA TS (n = 41) vs. controls (n = 38) No difference in absorbance between groups

69 ELISA TS (N = 46) vs. controls (n = 43) No difference ELISA between groups

67 WB TS (n = 41) vs. controls (n = 39) Positive binding more common in TS vs. controls

74 WB TS (n = 41) vs. controls (n = 39) No difference in binding between groups

80 WB TS (n = 20) vs. controls (n = 21) Positive binding more common in TS vs. controls

69 WB TS (N = 46) vs. controls (n = 43) No difference in binding between groups

11 WB TS (n = 100) vs. controls (n = 190) Positive binding in TS (20–27%) vs. controls (2–
4%)

79 WB TS (n = 4) vs. TS family (n = 11) vs. controls (n = 8) Positive binding in TS (100%) vs. controls (0%)

77 WB TS and OCD (n = 53) vs. controls (n = 19) Positive binding in TS (13%) v. controls (0%)

79 Cell surf. TS (n = 4) vs. TS family (n = 11) vs. controls (n = 8) Positive binding to cell surface in patients not
controls

IF, immunofluorescence; ELISA, enzyme linked immunosorbent assay; WB, Western blotting; Cell surf., cell surface binding to live neurons;
PANDAS, pediatric autoimmune neuropsychiatric disorders associated with streptococcal infection; TS, Tourette syndrome; SC, Sydenham’s
chorea; OCD, obsessive-compulsive disorder; ADHD, attention deficit hyperactivity disorder.
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TABLE 3

Summary of findings supporting increased activation of immune responses in patients with tic disorders and
Tourette syndrome

References of studies supporting
the finding

Changes in gene expression

 Over-expression of genes modulating cytotoxicity and antigen presentation of NK and CD8+ T
lymphocytes in PBMC

40–42

 Over-expression of the D5 dopamine receptor gene in PBMC 50

Changes in lymphocyte subpopulation numbers

 Reduced percentage of CD4+CD25+ natural regulatory 49a

 T lymphocytes (Tregs) in moderate/severe patients

 Correlation of Tregs percentage with disease severity 49a

 Decreased percentage of β18+ CD8+ T lymphocytes in moderate/severe patients 49a

 Increased number of CD95+ T lymphocytes 52

 Increased number of CD69+ B lymphocytes 52

Changes in the synthesis of effector molecules by immune competent cells

 Increased plasma levels of TNFα and IL-12 58a

 Correlation of TNFα and IL-12 plasma levels with disease severity 58a

 Increased plasma levels of sVCAM-1 and sE-selectin 61

 Increased plasma levels of neopterin 13a

 Increased synthesis of anti-neuronal antibodies (CONTROVERSIAL) 11, 65, 67, 74, 76–80

 Increased density of Fc μ receptors (receptors for IgM) on B lymphocytes 53

NK, natural killer cells; PBMC, peripheral blood mononuclear cells; TNFα, tumor necrosis factor-α; IL-12, interleukin-12; sVCAM-1, soluble
vascular cell adhesion molecule-1; sE-selectin, soluble E-selectin; Fc, Fragment crystallizable; IgM, immunoglobulin M.

a
The study combined patients with Tourette’s syndrome (or other chronic tic disorder) and patients with pediatric-onset obsessive-compulsive

disorder.
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