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MOVEMENT DISORDERS

ARE A COMMON CAUSE

OF NEUROLOGICAL

DISABILITY IN OLDER
people, and the risk of developing such a
disorder increases with age.' Movement
disorders can range from mild symptoms
to severe disability and can have a
significant impact on quality of life.
Idiopathic Parkinson’s disease (IPD),
caused by degradation of dopaminergic
neurones in the nigrostriatal pathways of
the brain leading to a triad of tremor,

rigidity and bradykinesia, is probably the
most well known. This article will focus
on the most common non-parkinson’s
movement disorders seen in older
people and give guidance on their
management. The clinical features and
treatment of common movement
disorders are summarised in table 1, p22.

Essential tremor is the most common
movement disorder affecting older
people. It was previously known as

benign essential tremor as it was not
thought to be associated with significant
morbidity, although many sufferers can
have very disabling symptoms.

However, essential tremor can be a
very mild illness in some patients, with
many sufferers not seeking medical
attention, making if difficult to establish
the true incidence and prevalence rates.?
A study from Spain found prevalence
rates of 4.8%.3

Around three quarters of sufferers
report significant functional disability
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Clinical features and treatment of common movement disorders

IPD ET VP DIP

Onset slow slow stepwise subacute

may be acute

Symmetrical no yes yes yes

Tremor resting tremor  postural and action less common postural
pill rolling tremor

Increased tone yes no ves yes

Bradykinesia yes no variable yes

Response to yes no yes in some no

L-dopa

Other features  postural no vascular risk factors other extrapyramidal signs
hypotension pyramidal motor signs (e.g. dystonias, akithesia,
constipation may be cognitive tardive dyskinesia)
hyposmia impairment/incontinence

Treatment dopaminergic propranolol L-dopa in some withdraw drug or switch to
medication primidone control vascular risk drug with lower risk profile

factors

IPD = idiopathic Parkinson’s disease; ET = essential tremor; VP = vascular parkinsonism; DIP = drug-induced parkinsonism

due to the tremor.* This can also result in
problems with employment and even
lead to early retirement.®

Clinical presentation
Patients present with a symmetrical
tremor of the upper limbs in 95% of
cases, although tremor of the head,
voice, face and legs can occur. The
tremor is present on posture i.e. when
the body part is held against gravity and
on voluntary movement - such as
holding a cup or writing. It is less evident
at rest, unlike the tremor of IPD, and
there will be no rigidity or bradykinesia.
The tremor is classically a fine tremor
of 4-12Hz, although it may be coarser in
older people as tremor frequency
decreases with age. Tremor improves
with alcohol in up to 75% of patients
and a positive family history has been
reported in 17-100% of patients.®
Variations in the assessment and
diagnostic criteria used are thought to
account for the wide variation in
reported prevalances.

Diagnosis
Essential tremor is a mainly clinical
diagnosis. Functional tests such as
drawing of spirals or measuring the
amount of water spilled from a cup
can be done, although they may miss
mild cases.®

There may be some difficulty
differentiating essential tremor from
early IPD. A watchful waiting period may
be tried. A dopamine transporter scan
(DaTSCAN) can be helpful as the results
will be normal in patients with essential
tremor and abnormal in those with IPD
(see figure 1, p21). There is evidence that

starting treatment early rather than later
in IPD patients with significant
symptoms is preferable for patients in
the long term,” so differentiation in the
early stage could be beneficial.

The differential diagnosis also includes
dystonic tremor (usually more jerky;,
irregular movements) and exaggerated
physiological tremor (e.g. secondary to
hyperthyroidism, smoking and high
caffeine intake).

Treatment

Essential tremor can be difficult to treat,
with many patients achieving only
limited benefit from the therapies
currently available. A large number of
patients do, however, gain some
reduction in tremor and disability.

Beta blockers: Propranolol has been
shown to be effective for the treatment
of essential tremor, with 40-50% of
patients reporting an improvement in
symptoms.® In older people a starting
dose of 40mg three timesaday upto a
maximum of 320mg may be beneficial
in reducing tremor amplitude.
Propranolol use may, however, be limited
by the side effects of systemic beta
blockade.

Primidone: Primidone, an
anticonvulsant, has been shown to
decrease the amplitude of tremor?® Itis
started at low doses to prevent side
effects such as dizziness, tiredness and
nausea, which are usually self limiting.
Dose increases from 25mg up to
50-250mg a day may be effective.
Neurosurgery: Good results have been
obtained by neurosurgical interventions
in patients with severely disabling
symptoms uncontrolled by medical

therapy. Deep brain stimulation of the
thalamus can bring about a significant
reduction in tremor and disability and
has a relatively low complication rate,
although patients must be selected
carefully®

VASCULAR PARKINSONISM
Vascular parkinsonism accounts for
4.4-12% of all cases of parkinsonism,
although it is likely that many cases
remain undiagnosed.® It can presentina
similar manner to IPD but is caused by
cerebrovascular disease in the
substantia nigra rather than Lewy
bodies. It can be difficult to differentiate
from IPD, and diagnosis is clinical,
although brain imaging can be helpful.

Clinical features
The features of vascular parkinsonism
are usually bilateral and symmetrical, in
contrast with IPD where they are
characteristically asymmetrical. They
often affect the lower more than the
upper limbs (lower body parkinsonism).
Rest tremor is uncommon and tends not
to be a pill rolling type when present.
Tone is usually increased but without
cogwheeling. Bradykinesia may be
present. Gait disorders are a
predominant feature, usually with a
broad-based gait but with an upright
posture®

There may be other features of
cerebrovascular disease, such as
incontinence and cognitive impairment,
and pyramidal (upper motor neurone)
motor signs.

Diagnosis
A history of previous stroke is common,
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Drugs that can cause drug-induced parkinsonism (DIP)

Drugs commonly causing DIP

Drugs less commonly causing DIP

Typical antipsychotics
® chlorpromazine

® promazine

® haloperidol

® flupentixol

©® sulpiride

® fluphenazine

Atypical antipsychotics
(high doses)

@ risperidone

® olanzapine

©® quetiapine

® clozapine

Antiemetics
® prochlorperazine
® metoclopramide

Drugs used for vertigo
® cinnarizine
® flunarizine

Antihypertensives
® methyldopa
©® reserpine

Others
tetrabenazine

as are the presence of cardiovascular
risk factors such as hypertension and
diabetes. The incidence of vascular

parkinsonism increases with age and it is

more common in men. The presence of
vascular disease on CT or MRI supports
a diagnosis of vascular parkinsonism.
DaTSCAN is usually normal.

Treatment
Managing cardiovascular risk factors is
important in vascular parkinsonism.
Controlling hypertension and diabetes
mellitus, stopping smoking, use of
antiplatelet drugs and treatment of
hyperlipidaemia are recoommended,
although no trial data exist to confirm
the efficacy of these approaches.
There is generally a poor response to
dopaminergic therapy, although a

subset of patients will gain some benefit

with L-dopa. For this reason some
patients with suspected vascular
parkinsonism may receive a trial of
L-dopa for three or more months.

Gait disorders can be helped greatly
by rehabilitation therapy, and
involvement of physiotherapists and
occupational therapists may help
patients maintain physical
independence and quality of life.

Lower doses of atypical antipsychotics

Calcium channel blockers
® verapamil
© diltiazem

Antidepressants
©® dosulepin
® amitriptyline

Anticonvulsants
® sodium valproate

Antiarrhythmics
® amiodarone

Antibiotics
©® co-trimoxazole

Others

® lithium

® aciclovir

® tamoxifen

©® thalidomide

® levothyroxine

® medroxyprogesterone

DRUG-INDUCED PARKINSONISM
Drug-induced parkinsonism is the
second most common cause of
parkinsonism behind IPD.2

Older people are more susceptible to
the extrapyramidal effects of neuroleptic
(antipsychotic) medication, and their
symptoms are often misdiagnosed as
IPD. Many drugs have been implicated,
the most well known being antipsychotic
agents, however, other medications
commonly prescribed for older people
can be responsible (see table 2, above).

Antipsychotics

Extrapyramidal symptoms including
parkinsonism, dystonias, akathisia and
tardive dyskinesias occur in 80% of
patients taking antipsychotic
medication, with nearly a quarter of
these exhibiting signs of parkinsonism.”©
The risk is much higher with typical
antipsychotics, such as chlorpromazine
and haloperidol, but still occurs to a
lesser extent with newer atypical
antipsychotics.

Clozapine is the antipsychotic with the
lowest risk of developing extrapyramidal
symptoms, although this carries a 2%
risk of agranulocytosis. The drug with
the next lowest risk is quetiapine, with

olanzapine carrying a greater risk, and
an even greater risk with risperidone at
high doses (> 8mg/day), the risk is less
at lower doses.”

Switching to a drug with a lower risk
profile can improve antipsychotic-
induced extrapyramidal symptoms.”

Antiemetics

Prochlorperazine and metoclopramide,
both of which are commonly prescribed
in primary care, can cause drug-induced
parkinsonism. These drugs should be
avoided in older people because of the
risk of developing extrapyramidal
symptoms, and chronic prescriptions
should be reviewed. Domperidone is a
preferable antiemetic with no central
nervous effects.

Calcium channel blockers

Long-term use of cinnarizine and
flunarizine, coommonly used for vertigo,
may cause drug-induced parkinsonism
in up to a third of patients treated with
these drugs.® Other calcium channel
blockers such as diltiazem, amlodipine
and verapamil are rarely implicated.

Clinical features and diagnosis

Older people are more susceptible to
drug-induced parkinsonism, and it
occurs more commonly in women.®
Higher drug doses are associated with
greater risk. Onset can occur within
days or weeks, or up to 12 months, of
starting therapy.

Symptoms are bilateral and
symmetrical. Tremor is more commmonly
postural than at rest. The presence of
other extrapyramidal symptoms can
help diagnose drug-induced
parkinsonism, but the clinical picture
may be very similar to IPD.

A DaTSCAN will be normal in drug-
induced parkinsonism, which may be
useful if the diagnosis is unclear.

Management
Withdrawal of the offending drug, or
switching to a drug with the lowest risk
profile, is the mainstay of managing
drug-induced parkinsonism. In most
cases an improvement in symptoms can
be seen in 4-18 months, but in 15% of
patients with neuroleptic-induced
parkinsonism the features will persist
despite stopping the drug.®
Anticholinergic drugs are sometimes
used to control extrapyramidal
symptoms in patients who require
long-term antipsychotic treatment,
but these should be avoided in older
people because of their side-effect
profile e.g. worsening of cognitive

impairment and urinary retention. »




@ThePractitioner February 2012- 256 (1748):21-24

SPECIAL REPORT

NON-PARKINSON’S MOVEMENT DISORDERS

Dr Peter Saul
GP, Wrexham and Associate GP Dean for North Wales

The risk of developing a movement disorder increases
with age. Idiopathic Parkinson’s disease (IPD), caused by
degradation of dopaminergic neurones in the nigrostriatal
pathways of the brain leading to a triad of tremor, rigidity
and bradykinesia, is probably the most well known.
However, essential tremor is the most common
movement disorder affecting older people. Although
many sufferers can have very disabling symptoms it can
be a very mild illness in some. Patients present with a
symmetrical tremor of the upper limbs in 95% of cases.
The tremor is present on posture and on voluntary
movement. It is less evident at rest, unlike the tremor of
IPD, and there will be no rigidity or bradykinesia.

Essential tremor is a mainly clinical diagnosis. A watchful
waiting period may be tried. A dopamine transporter scan
(DaTSCAN) can be helpful as the results will be normal in
patients with essential tremor and abnormal in those with
IPD. The differential diagnosis also includes dystonic tremor
and exaggerated physiological tremor. Essential tremor can
be difficult to treat, with many patients achieving only
limited benefit from the therapies currently available.
Propranolol has been shown to be effective. Primidone, an
anticonvulsant, has been shown to decrease the amplitude
of tremor. Good results have been obtained by
neurosurgical interventions in patients with severely
disabling symptoms uncontrolled by medical therapy.

Vascular parkinsonism accounts for 4.4-12% of all cases
of parkinsonism, although it is likely that many cases
remain undiagnosed. It can present in a similar manner
to IPD but is caused by cerebrovascular disease in the
substantia nigra rather than Lewy bodies. The features are
usually bilateral and symnmetrical and often affect the
lower more than the upper limbs. A history of previous
stroke is common, as are the presence of cardiovascular
risk factors such as hypertension and diabetes. The
incidence increases with age and it is more common in
men. Managing cardiovascular risk factors is important.
There is generally a poor response to dopaminergic therapy.

Drug-induced parkinsonism is the second most common
cause of parkinsonism behind IPD. Many drugs have been
implicated, the most well known being antipsychotic
agents, however other drugs commonly prescribed for
older people can be responsible. Onset can occur within
days or weeks, or up to 12 months, of starting therapy.
Symptoms are bilateral and symmetrical. Tremor is more
commonly postural than at rest.

All patients thought to have a diagnosis of possible IPD
should be referred to secondary care. It would also be
prudent to refer any patients whose diagnosis is unclear
and where advice would be helpful on future management.

REFERRAL
All patients thought to have a diagnosis
of possible IPD should be referred to
secondary care so that treatment by a
movement disorder specialist can be
started, once diagnosis has been
confirmed, as recommended in the
NICE guidelines on Parkinson’s disease.®
It would also be prudent to refer any
patients whose diagnosis is unclear and
where advice would be helpful on future
management.
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Useful information

National Tremor Foundation
Tel: 01708 386399
www.tremor.org.uk

Parkinson’s UK

Provides information and support for
patients with idiopathic Parkinson’s
disease, vascular and drug-induced
parkinsonism

Tel: 020 79318080

Helpline: 0808 800 0303 (confidential)
Email: hello@parkinsons.org.uk
www.parkinsons.org.uk
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