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A peripheral tremor associated with intractable
pain after traffic accident : case report
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—Abstract—

There are debates about whether peripherally induced movement disorders exist. We report
a case of upper limb tremor induced by peripheral nerve injury. A 25-year-old male patient
presented with pain and tremor of the left upper extremity, 2 days after a car accident.
Magnetic resonance images of the brain and cervical spine were normal. His past medical
history was unremarkable and there were no family members with symptoms of movement
disorders. He suffered from an aggravating tremor for about 10 minutes, four to six times a
day. We treated the patient with medication, epidural infusion, cervical nerve root block and
trigger point injection of the trapezius muscle. The pain subsided 50% and the incidence of
tremor attacks was reduced to once or twice a day.

The role of peripheral trauma in the genesis of movement disorders has not been generally
accepted. It is unclear whether peripheral trauma can induce dystonia and other movement
disorders. It has been proposed that peripheral trauma can alter sensory input and induce
cortical and subcortical reorganization that generates a movement disorder. Some studies

provide evidence for central reorganization following peripheral injury.

Key Words: Peripheral tremor, Intractable pain, Traffic accident

Introduction exist or whether movement disorders after
peripheral nerve injury are psychogenic in
There has been a debate about whether  origin. The reason for this debate is that

peripherally induced movement disorders movement disorders usually occur without
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any history of prior trauma and trauma is
associated with movement
study

documented that peripheral trauma can cause
1,34

usually not

. 1 .
disorders.” However, a previous

several movement disorders. Here we
report a case of upper limb tremor induced

by peripheral nerve injury.

Case Report

A 25-year-old male patient presented with
pain and tremor of the left upper extremity
2 days after a car accident. Magnetic
resonance images of the brain and cervical

spine were normal. His past medical history

was unremarkable and no family members
had symptoms of movement disorders. The
pain from the left upper extremity was 9/10
scale and the

characteristics of his tremor were a rhythmic,

on a numeric rating
mvoluntary, and oscillating movement of the
left arm. He suffered from an aggravating
tremor for about 10 minutes, four to six
times a day. The frequency of tremor was
about 6 Hz at rest, but it alternated between
intermittent and fast. The central motor
conduction time (CMCT) of hoth biceps
brachii muscle (Table 1) and somatosensory
evoked potentials (SEPs) of both median

nerves showed normal latency (Table 2). We

Table 1. The CMCT (central motor conduction time) of both biceps brachii muscle Motor Nerve Conduction:

Nerve and Site Latency Amplitude Segment Latency Difference
Brain.L
Head 12.3 ms 04 mV Bicepsbrachii 9.2 ms
Head 215 ms 0.8 mV APB-Head 215 ms
Cervical.R
05} 5.3 ms 0.7 mV Bicepsbhrachii 7.7 ms
of 130 ms 0.7 mV APB-Head 13.0 ms
Brain.R
Head 11.3 ms 06 mV Bicepsbhrachii 97 ms
Head 21.0 ms 05 mV APB-Head 21.0 ms
Cervical.L
05} 46 ms 03 mV Bicepsbhrachii 82 ms
C7 12.8 ms 1.0 mV APB-Head 12.8 ms

Table 2. The SEPs (somatosensory evoked potentials) of both median nerve.
Somatosensory Evoked Potentials : Median nerve

Latency Left ms  Latency Left ms

Latency Right ms Latency Right ms

1.I:N19 1.1:P23
186 22.1

2.1:N19 2.1:P23
19.5 225
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treated the patient with medication, epidural
infusion, cervical nerve root block and a
trigger point injection into the trapezius
muscle. The pain subsided by 50% and the
incidence of tremor attack was reduced to

once or twice a day.

Discussion

The role of peripheral trauma as a cause

of movement disorders has not been
generally accepted. It is unclear whether
peripheral trauma can induce dystonia and
other movement disorders. However, it has
been proposed that peripheral trauma alters
cortical and

subcortical reorganization and can generate a

sensory mput and induces

movement disorder. Furthermore, a previous
study central

reorganization following peripheral injury.l)

provides  evidence  for
There is a need for a consensus on the
induced

movement disorders.” ]ankovicl) proposed

diagnostic criteria of peripherally

the following criteria for the diagnosis of
peripherally induced movement disorders: (1)
The trauma is severe enough to cause local
symptoms for at least 2 weeks or requires
medical evaluation within 2 weeks after
trauma, (2) the initial manifestation of the
movement disorder is anatomically related to
the site of injury, and (3) the onset of the
movement disorder occurs within days or
months after the injury. Our patient meets

these criteria.

76

The possibility of a psychogenic origin or
that the trauma unmasked an underlying
subclinical tremor in our patient is unlikely.
In addition, tremor in our patient persisted
during sleep suggesting that the movement
disorder is not psychogenic in origin. The
characteristics of psychogenic movement
disorders is suggested by a sudden onset,
spontaneous remissions, changing frequency,
amplitude, and pattern, paroxysmal occurrence,
distractibility, of the

movement that is incongruous with a typical
)

and a character

movement  disorder. Peripherally induced

disorders are often associated
)

movement
with pain and other sensory phenomena.!
The pain was controlled and tremor was
improved in our patient.

The

peripherally  induced movement

of

disorders

pathophysiologic  mechanisms
have not vet been elucidated. But, the notion
that alteration of sensory input and reorgani-
zation of central cortical and subcortical
areas by peripheral trauma has been gaining
support from a growing body of scientific
evicence.” Therefore, we suggest that further
studies and additional scientific evidence are
necessary  to  establish  mechanisms  for
peripherally induced movement disorders.
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