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QEssential tremor is often left un-
treated. At what point do you deter-

mine that treatment is warranted? What
are the risk/benefit tradeoffs, and what
is a typical treatment regimen?

AOur experts agree that essential
tremor only warrants treatment when

it interferes with activities of daily living
and/or has become socially unacceptable
for the patient. Consider treatment if
tremor interferes with eating, dressing
and most importantly the patient’s abili-
ty to work, says. Dr. Brashear. Response
to treatment is variable and patient-spe-
cific. “I present the patient with the
options and side effects and we decide
together what they are willing to try,”says
Dr. Brashear.

“I usually begin with a beta blocker,
usually propranolol, sometimes nadalol,”
says Dr. Tarsy. “If unhelpful, I next try

primidone.” Typical dose is 80-160mg
daily for propanolol or up to 250mg per
day for primidone, says Dr. Pahwa.
Sedation and cognitive impairment are

the most common side effects to consid-
er. To avoid excessive sedation, titrate the
dose up gradually. Dr. Tarsy advises
beginning primidone at a daily dose of
25mg at night and increasing by
25mg/day at weekly intervals. Sub-
sequent options to consider would be
mysoline or one of the newer AEDs.

QHow do newer AEDs such as topira-
mate and gabapentin compare to

primidone in treating essential tremor?
Will pregabalin have a role in the man-
agement of ET? Should clonazepam or
propanolol be combined with an AED, or
is monotherapy preferable when pre-
scribing an AED? 

AAlthough no head-to-head studies
have been done, primidone when tol-

erated remains the preferred choice
among AED options, followed by topira-
mate and lastly gabapentin. “At the pres-
ent time, there are no data to suggest any
benefit from pregabalin in essential
tremor,” says Dr. Pahwa.

Given the variable response to treat-
ment typical in essential tremor therapy,
combination therapy often may be nec-
essary. Combination therapy with pro-
pranolol and primidone has been
demonstrated to produce additive effects
and can be useful to reduce side effects of
either agent, Dr. Tarsy says. 

Similarly, adding clonazepam can be
beneficial.  “Although there is no study
that has reported the efficacy of clon-
azepam in ET, this drug may occasional-
ly benefit some patients, especially if they
have underlying anxiety,” says. Dr.
Pahwa.

QThere are conflicting reports on the
efficacy of methazolamide in treat-

ing essential tremor. What do you see as
its clinical role?

AThis may be worth considering in
rare cases that are non-responsive to

more traditional therapies. “Although
controlled trials have been negative, there
seem to be a small number of patients
who respond nicely,” says Dr. Tarsy. “It is
worth trying if other medications fail.”
He cautions, however, that methazo-
lamide should not be given if there is his-
tory of sulfonamide allergy.

QAt what point would you abandon
oral medications and consider

either botulinum toxin injections or
deep brain stimulation?

ABotulinum toxin is highly effective
for head and voice tremor, our

experts agree. “Although it may benefit
patients with hand tremor, the accompa-
nying hand weakness limits its use in
ET,” Dr. Pahwa says. Consider Botox or
DBS when all medications fail and
patient still desires relief of tremor, Dr.
Tarsy says. Dr. Brashear adds that Botox
may be more helpful than oral medica-
tions for head tremor.

If a patient has moderate to severe
tremor and marked functional disability
after a trial with propanolol and primi-
done, he or she would be a candidate for
deep brain stimulation, says Dr. Pahwa.
DBS is very useful for distal upper
extremity tremor, says Dr. Tarsy.
However, he notes that when used for
relief of head tremor, it has to be done
bilaterally.  PN
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