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Dear Editor,

Tremor is a common clinical feature in dystonia. It can be
seen in both affected and unaffected body parts in patients with
dystonia. Clinically, it may not be easily distinguishable from
essential tremor, currently defined as a bilateral, largely symmet-
ric postural or kinetic tremor involving the hands and forearms
that is visible and persistent, with an associated or isolated head
tremor in the absence of abnormal posturing.' Efforts to differ-
entiate these types of tremor include using neurophysiological
tests such as somatosensory temporal discrimination threshold
(TDT) testing, electromyography, accelerometry and reciprocal
inhibition.** In patients with dystonia, TDT values have been
found to be prolonged, postulated to reflect abnormalities in the
basal ganglia.>*® On the other hand, investigations on patients
diagnosed with essential tremor have revealed TDT values to be
normal in those with upper limb tremor.>”

To illustrate the use of TDT in tremor diagnosis, we report a
case of tremor in a 48-year-old right-handed man. His symp-
toms began 12 years prior to consult, initially task-specific, be-
ginning in the left hand while playing the bassoon. The tremor
progressed to involve both hands, the head, voice and trunk,
often simultaneously. Tremor and head pulling to the right would
worsen with manual activities and emotional stress. He was seen
by several neurologists and was given varying diagnoses of dys-
tonia and essential tremor. Sodium oxybate dampened the trem-
or, but had to be discontinued due to side effects. Current medi-
cations included propranolol extended-release 60 mg daily,
topiramate 100 mg twice daily, clonazepam 1 mg twice daily
and escitalopram 20 mg daily. The patient’s past medical history

was positive for depression, alcoholism (sober for the past eight
years) and asthma. There was no family history of tremor, and
both parents have a history of strokes. He is a smoker, works as a
priest, is separated and lives alone.

Exam revealed mildly depressed affect, bradyphrenia and in-
termittent word-finding difficulty. The Montreal Cognitive As-
sessment score was 23/30 with errors in the following domains;
executive, attention, language, and delayed recall. A high-fre-
quency, asymmetric postural and kinetic tremor was noted in
both upper extremities and trunk, as well as a vocal tremor. Right
head tilt was present, most prominent on playing the bassoon.
There were no sensory tricks. Bilateral arm posturing was not-
ed with walking, greater on the right (Supplementary Video in
the online-only Data Supplement).

Magnetic resonance imaging of the brain and a dopamine
transporter single photon emission computed tomography scan
were performed, which were both unremarkable. He did not
undergo DYT gene testing. Somatosensory TDT testing was
performed at our institution, with the patient appropriately fo-
cusing his attention on the task (reporting one stimulus vs.
two). The mean and range (215.83 + 14.29 ms) of the thresh-
olds for bilateral upper extremities were markedly prolonged,
compatible with the results seen in patients with dystonia (110 *+
31.3 ms).2

Our case illustrates a tremor in a 48-year-old man that was
first noticed to occur in the left hand when playing the bassoon,
eventually involving both hands, the head, voice and trunk.
Differentiating tremor in dystonia from essential tremor based
on clinical criteria alone can be difficult, as both types of trem-
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or are often symmetric, postural and kinetic and
the dystonia may not be obvious on initial exami-
nation. TDT testing may be a useful tool for this
purpose, along with other neurophysiological testing
methods.? Prolonged thresholds have been found in
various dystonia phenotypes, including cervical
dystonia, writer’s cramp, blepharospasm, musician’s
dystonia and spasmodic dysphonia.>*

The dramatically prolonged TDT results, the cer-
vical dystonia noted on examination and the history
of nearly simultaneous onset of tremor in the neck
and upper extremities suggest that this is likely trem-
or in dystonia. We are ascribing his cognitive prob-
lems to depression, but this aspect will require con-
tinued attention.

Differentiating tremor in dystonia from essential
tremor is important in considering treatment op-
tions and further testing, including genetic counsel-
ing. Thus, TDT may be another useful neurophysi-
ological tool in making this distinction.

Supplementary Video Legends

Patient playing the bassoon. A right head tilt and bilateral
postural and kinetic tremor in the upper extremities are seen.
A voice tremor was also noted.

Supplementary Materials

The online-only Data Supplement is available with this arti-
cle at http://dx.doi.org/10.14802/jmd.15054.
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