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ABSTRACT
Holmes Tremor (HT) is an irregular, slow-frequency (<4.5 Hz) tremor characterized by a 
combination of resting, postural, and action tremors mostly of the upper extremities. 
Symptoms of HT typically emerge 4 weeks to 2 years after a brain injury caused by a 
spectrum of etiologies. HT pathophysiology is thought to result from aberrant collateral 
axonal sprouting and synaptic dysfunction following neuronal damage. To date, the 
dopaminergic nigrostriatal system, cerebello-thalamo-cortical pathway, and dentate-
rubro-olivary pathway have all been implicated in the clinical manifestations of HT. 
The diversity of HT etiologies usually requires a personalized treatment plan. Current 
treatment options include carbidopa-levodopa, levetiracetam, and trihexyphenidyl, and 
surgical management such as deep brain stimulation in selected medication-refractory 
patients. In this review we discuss the pathophysiology, etiology, neuroimaging, and the 
latest clinical guidelines for care and management of HT.
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INTRODUCTION

Tremor is defined as an involuntary, rhythmic, or oscillatory 
movement in one or more body parts. It is one of the most 
common clinical presentations to movement disorders 
clinics [1]. Tremor can be broadly divided into rest or action, 
but tremors displaying postural, positional, or a combination 
of these components are also observed. Holmes Tremor 
(HT) was originally described in 1904 by Dr. Gordon Morgan 
Holmes as an irregular, slow-frequency (<4.5 Hz) tremor 
that may include one or a combination of resting, postural, 
and action tremors [2, 3]. HT primarily affects proximal 
limbs, and often arises because of lesions located in the 
upper brainstem, thalamus, and cerebellum [3, 4]. Lesions 
specifically involving the cerebello-thalamo-cortical 
and dentato-rubro-olivary pathways may contribute to 
the development of HT [4]. HT is reportedly caused by 
a diverse set of etiologies including traumatic injuries, 
infections, demyelination, and ischemic or hemorrhagic 
cerebrovascular disorders. 

Given that multiple central nervous system (CNS) networks 
and structures are involved, HT is commonly associated 
with other clinical features including bradykinesia, spasticity, 
ataxia, and ophthalmoplegia [3]. HT symptoms typically begin 
4 weeks to 2 years following neurological injury [3–5]. The 
delay of symptom onset is attributed to the aberrant synaptic 
rearrangements and deviant sprouting of collateral axons 
that pathologically occur over a period of time after neurons 
have been damaged [3, 6]. Normally, damaged synapses are 
degenerated, reinnervated, and rearranged to restore healthy 
neuronal connections. In HT, it is thought that neuronal 
connections either become restored in a disorganized way 
or that connectivity between restored neurons is diminished, 
leading to reduced neurotransmitter release. However, the 
full mechanisms accounting for the delay in the onset of HT 
symptoms are not fully understood [5, 9].

For this review, we searched PubMed for articles that 
describe HT characteristics. To focus our search on relevant 
publications we used the keywords “holmes tremor”, “rubral 
tremor”, “midbrain tremor”, OR “deep brain stimulation” 
AND “tremor”. These publications were primarily case 
reports and case series, and no randomized controlled 
trials were identified. We discuss the existing literature 
reporting the phenomenology, pathophysiology, etiologies, 
neuroimaging modalities, and available treatments for HT.

PHENOMENOLOGY AND HISTORICAL 
NOTES

In 1904, Gordon Holmes published “On Certain Tremors 
in Organic Cerebral Brain Lesions.” Although the reported 
cases varied with respect to localization of cerebral injury 

and clinical characteristics, each case demonstrated a 
characteristic irregular slow-frequency tremor varying 
from 3 to 5 oscillations per second appearing weeks after 
the initial injury [7]. Furthermore, each case demonstrated 
worsening tremor with agitation, excitement, or attempts 
to inhibit movement, and the absence of tremor during 
sleep [7]. Additional commonly reported and observed 
symptoms included weakness, diplopia, severe headache, 
and vomiting [7]. Individual cases of sensory disturbances, 
rigidity, weakness, impaired coordination, and changes 
in reflexes were reported although not common to every 
patient [7]. Holmes identified patients of all ages who 
suffered from falls, tumors, sudden “uselessness” of 
limbs, and tubercular joint disease, but without evidence 
of head injury prior to demonstrating symptoms of HT [7]. 
Furthermore, Holmes described cases where symptoms 
were sudden in onset and thus likely due to disease 
and lesions of vascular origin [7]. Holmes additionally 
highlighted the potential involvement of the cerebello-
rubro-spinal system in HT and discussed the commonalities 
that HT shared with other types of tremor disorders, as 
well as the diverse range of etiologies and manifestations 
of HT in patients [7]. Holmes diagnosed all patients with 
midbrain lesions (leading to the traditional description as 
“midbrain tremors”), confirmed by postmortem evaluation 
and dissection [7].

The current definition of HT derives from criteria set by 
the Movement Disorder Society in 1998 recently updated 
in the Consensus Statement on the Classification of 
Tremors of the MD Society in 2018 [8]. In their review, and 
largely consistent with Holmes’ pioneering description, 
HT is a syndrome of rest, postural, and intention tremor 
that usually emerges from proximal and distal rhythmic 
muscle contractions at low frequency (<5 Hz) [8]. There is a 
variable delay between lesion occurrence or brain damage 
and tremor appearance, and slow frequency less than 4.5 
Hz [2, 6]. Other terms used to describe HT include rubral, 
thalamic, midbrain, or mesencephalic tremor. These terms, 
however, can be misleading because causative lesions or 
injuries localize to multiple cortical and subcortical brain 
areas. Thus, HT remains the preferred term [4, 9]. A recent 
study identified only 155 patients reported from 1904 to 
2016, suggesting that this tremor syndrome is rare [2]. 

ETIOLOGY 

In general, it is thought that multiple encephalic lesions 
affecting the dopaminergic nigrostriatal system, cerebello-
thalamo-cortical pathway, and dentate-rubro-olivary 
pathway are required for the development and progression of 
HT [2, 10]. Most patients with HT have lesions in the thalamus 
or midbrain [10, 11]. The mechanisms of injury to these 
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pathways include ischemic or hemorrhagic vascular lesions as 
well as traumatic brain injury, although the development and 
progression of HT can be linked to demyelinating diseases, 
metastatic cancer, paraneoplastic disorders, environmental 
toxins, and viral infections [2, 11–14] Specifically, ischemic 
or hemorrhagic vascular lesions represent approximately 
48–55% of HT cases, while instances of traumatic brain 
injury make up approximately 17–20% of cases [2, 10]. Some 
studies found that hemorrhage resulting from traumatic 
brain injury is a common factor in the development of HT [3]. 
One recent report reviewed the etiologies of 29 cases of HT, 
11 of which had hemorrhage as the primary cause of HT [2]. 
These data emphasize the importance of multiple injuries in 
the development of HT [2, 3, 9]. This same report showed no 
correlation between the extent of the lesions and the number 
and severity of associated neurologic manifestations [2]. This 
suggests that our ability to anatomically localize affected 
pathways using current neuroimaging is limited, and that we 
need a better understanding of functional connectivity and 
injury (Figure 1).

Other conditions have been associated with the 
occurrence of HT. It is proposed that viral or parasitic 
infections, including human immunodeficiency virus (HIV) 
and toxoplasmosis, can cause HT. It is thought however, 
that in these cases HT results from vasculopathy rather 
than structural lesions associated with infection [14]. 
Consistent with cases describing other etiologies, the 
unifying feature of all reported cases of HT in AIDS patients 
with CNS toxoplasmosis is the involvement of either the 
cerebello-thalamo-cortical and/or the dentato-rubro-
olivary pathways. A required role for the nigrostriatal 
system, however, is less clear [15]. Although these findings 
reinforce the importance of both the cerebello-thalamo-
cortical and the dentato-rubro-olivary pathways in the 
development of HT, some cases lacked involvement of 
the nigrostriatal system [15]. Additional imaging studies 
support normal dopaminergic uptake in certain cases 
[12–15]. It should be noted however, that this occurrence 
is uncommon as evidenced by being reported primarily in 
individual case reports [3, 14, 15]. Contrary to these cases, 

Figure 1 Neuroimaging advances in Holmes Tremor. Emerging multi-modal imaging strategies are increasingly being utilized to 
understand the underlying pathologic network in Holmes Tremor. These methods include functional MRI based functional connectivity, 
diffusion MRI based structural connectivity, and nuclear medicine imaging based neuronal connectivity.
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the development of HT following environmental carbon 
monoxide exposure leading to basal ganglia injury has 
been reported [12]. 

Genetic etiologies have been implicated in HT, such as 
the novel PNPLA6 mutations with cerebellar degeneration 
[11]. PNPLA6 is a critical gene responsible for producing 
membrane protein neuropathy target esterase (NTE), which 
aids in developing the embryonic neural tube. Mutations 
in this gene have been implicated in a wide range of 
neurodegenerative disorders [11]. In one case series, three 
Turkish sisters homozygous for the PNPLA6 mutation with 
non-consanguineous, unaffected, heterozygous carrier 
parents developed HT in a similar pattern [11]. Each sister 
demonstrated gait disturbances during childhood, and 
developed HT between the ages of 20 and 30 [11].

Further attempts to evaluate these network-level 
pathophysiologic changes have been pursued with 
neuroimaging techniques. HT lesions do not localize to 
one specific region, but rather are localized to functionally 
linked brain circuits. There is conflicting evidence, however, 
about brain lesion severity, size, timing, and HT-associated 
neurological manifestations. It is common for patients with 
HT to experience relatively severe and widespread lesions 
secondary to trauma or pre-existing genetic disorders 
resulting in enhanced or more widespread manifestations 
of HT due to the size of the injury [2]. However, other studies 
report no significant correlations between lesion extent and 
the severity of associated neurologic manifestations [2]. As 
previously stated, this discrepancy extends to neuroimaging, 
with occasional dissociation between symptoms severity 
and degree of injury on MRI [12–15]. The latency from 
lesion to tremor onset is usually about two months and its 
generation likely relies on a combined involvement of both 
the dopaminergic nigrostriatal system and the cerebello-
thalamo-cortical pathways. Delayed tremor onset may 
suggest a secondary neural degeneration along the 
dentate-rubro-olivary pathways. Following brain damage, 
compensatory collateral sprouting and synaptogenesis 
is observed in the dopaminergic nigrostriatal system, 
cerebello-thalamo-cortical pathway, and dentate-rubro-
olivary pathway of HT patients [2–5]. Which may result in 
aberrant synapse formation and reinnervation, leading to 
HT development. 

NEUROIMAGING MODALITIES 

Just as there is no singular etiology behind HT, there is no 
single MRI sequence optimized to detect and identify all 
possible lesions [5]. As such, a comprehensive brain MRI 
that includes T1-weighted, T2-weighted and susceptibility 
weighted sequences should be performed. [5, 6, 10, 14]. 

Localization of HT to a single neuroanatomical location (or 
even network) via imaging remains elusive, possibly due 
in part to the distributed nature of the pathologic systems 
that contribute to tremor [16]. Recent imaging studies have 
applied a lesion network mapping strategy to case reports 
of HT [17, 18]. In these studies, the authors analyzed 36 
case reports including structural brain scans identifying 
the casual lesion and constructed a “lesion connectome” 
using group-averaged resting state functional MRI (rs-
fMRI) data from 1,000 healthy volunteers as part of the 
Brain Genomics Superstruct Project [19]. A common brain 
network among the HT cases was identified and includes 
the following nodes: the red nucleus, the globus pallidus 
interna (GPi), the ventral oralis posterior (VOP) nucleus, 
the pulvinar nucleus, the pontomedullary junction, the 
cerebellar cortex, the cerebellar vermis in lobule VI, and 
cerebellar cortex in lobule X. This HT lesion connectome 
was tested against cases that reported neurosurgical 
intervention data and observed that proximity to the 
connectome was potentially associated with the extent of 
symptomatic response. 

The lesion connectome hypothesis was further explored 
by an fMRI study that concurrently acquired tremor 
accelerometry data and task-based fMRI data from the 
sensorimotor cortex and cerebellar vermis in a single patient 
with HT [20]. The resulting network was then compared 
to the previously proposed lesion connectome [17]. The 
authors found that the tremor-related signal represented 
a distinct structural network but was functionally coupled 
with the lesion connectome. Nieuwhof and colleagues 
proposed that the underlying pathophysiology of HT may 
involve three distinct components: 1) a structural lesion 2) a 
correlative lesion connectome and 3) a tremor amplitude-
related network. 

A multi-modal imaging approach has also been applied 
to further evaluate dopaminergic network involvement 
specifically [2, 21]. For example, single photon emission 
computed tomography (SPECT) imaging uses nuclear 
imaging technology to visualize blood flow to various 
parts of the brain and can be particularly helpful with 
subcortical structures [22]. One such radiotracer, I-123-
ioflupane commercially known as DaTSCAN, can be used to 
determine dopaminergic striatal deficit in HT and potential 
levodopa responsiveness [2]. However, nuclear imaging 
results in the HT literature have been highly variable and 
challenging to interpret [23]. As Gajos and colleagues 
report in their study of 10 HT patients, there were no 
significant hemispheric differences in DaTSCAN dopamine 
uptake based on a visual assessment or quantitative 
measurements [24]. The authors proposed that since 
levodopa responsiveness can be interpreted as nigrostriatal 
involvement in HT, identification of dopaminergic deficit via 
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nuclear imaging may have potential predictive value. This 
had been reported previously by a PET study that evaluated 
6 HT patients with both fluorine-18-dopa (FDOPA) PET and 
bromide-76-lisuride (bromide-76) PET. FDOPA is another 
radiotracer that can measure striatal dopaminergic 
uptake while bromide-76 PET is a selective marker for the 
dopamine D2 receptor [25]. Other reports indicate that HT 
patients have significantly decreased dopamine uptake 
in the striatum ipsilateral to the lesion when compared 
to the contralateral striatum in controls. Bromide-76 PET 
revealed no differences, however, in ipsilateral D2 receptor 
concentration when compared to the contralateral 
hemisphere and both control groups, suggesting no D2 
receptor upregulation despite the dopaminergic deficit. 
Interestingly, despite a lack of predictive imaging findings, 
all 6 patients reported experiencing improvement in rest 
tremor with carbidopa-levodopa. The authors proposed 
that multiple pathways may be contributing to the complex 
HT phenomenology. The rest tremor component may be 
related to dopaminergic dysfunction as highlighted by the 
FDOPA findings and levodopa responsiveness. However, 
the action and intention tremor components may be 
non-dopaminergic in nature and related to red nucleus or 
superior cerebellar peduncle pathology. 

TREATMENT

A variety of interventions have been explored for 
management of severe HT symptoms. The prominent 
amplitude and proximal limb involvement associated with 
HT regularly leads to marked difficulties with daily activities 
and fine motor tasks. There is a lack of controlled, clinical 
studies for treatment in HT, with most of the current 
therapeutic options based on small case series. Several 
medications, including carbidopa-levodopa, levetiracetam, 
trihexyphenidyl, dopamine agonists, and anticholinergics 
are commonly used, based on their efficacy in management 
of other tremor syndromes such as essential tremor (ET) 
and Parkinson’s disease (PD) [5, 9]. HT patients, however, 
often exhibit highly variable responses to medical therapy 
[2, 11, 12, 20]. Multiple studies suggest that carbidopa-
levodopa is effective in approximately 50% of HT patients. 
[2, 5, 10]. A recent systematic review by our group found 
that medications, including levodopa, trihexyphenidyl, and 
levetiracetam can markedly improve tremor in HT [26]. Some 
reports suggest that HT can improve with dopaminergic 
agents even in the absence of clear nigrostriatal 
pathway damage. It is plausible that the nigrostriatal 
pathway is indirectly involved in HT development or is 
secondarily damaged by a primary lesion. Well-designed 
longitudinal neuroimaging longitudinal studies would 

be required to address this question further. Moreover, 
additional pharmacological agents including clonazepam, 
bromocriptine, amantadine, biperiden, or botulinum toxin 
injections can be considered as second line agents [26]. In 
patients with CNS toxoplasmosis, significant improvement 
of HT has been reported with antitoxoplasmic/steroid 
treatment, suggesting that direct treatment of the etiology 
is critical and may possibly reverse network dysfunction 
prior to durable neuronal loss [15].

When medication therapies fail or are inadequate, 
lesional surgery or neuromodulation can be considered but 
surgical outcomes are variable depending on the anatomic 
location of the lesions and neurological pathology (Table 1) 
[3]. Surgery has been explored with good outcomes using 
either stereotactic surgical ablation of the thalamic 
ventralis intermedius nucleus (Vim), pallidotomy, or with 
deep brain stimulation (DBS). There is an increased risk of 
side effects by placement of larger lesions with lesional 
surgery [17]. Different targets have been explored for 
the treatment of HT including the thalamic ventralis 
intermedius nucleus (VIM), globus pallidus internus (GPi), 
and subthalamic nucleus (STN) [9, 11, 17]. Although Vim 
is the most frequently used target owing to significant 
tremor suppression in other syndromes, several reports 
also suggest that Vim DBS may fail to improve tremor 
enough to reduce a patient’s disability. There are concerns 
related to tremor recurrence over time, and a limited effect 
on proximal or the intentional component [27].

GPi DBS has shown marked benefit in tremor, particularly 
in the resting tremor component in HT patients. In cases 
where the thalamus is severely damaged or in cases 
with associated dystonia or chorea, GPi DBS has been 
proposed as a potential target [4, 5] (Video 1). In addition, 
neurostimulation of the posterior subthalamic area 
including the pre lemniscal radiations, caudal zona incerta, 
or motor thalamus (ventralis oralis anterior (VOA), and 
ventralis oralis posterior (VOP)) in combination with VIM 
DBS has been successful in single case reports or case series 
[5]. Recently, the use of multiple ipsilateral targets (2 or 3) 
including the thalamus and subthalamic area, the ventralis 
intermedius and subthalamic nuclei have been explored. 
Results have thus far been inconsistent and difficult to 
compare with single lead approaches [4–6, 9, 11, 14, 27, 
28]. Although clinical outcome scales vary among studies, 
the average overall improvement in tremor with DBS is 76% 
with an average age of 41 years (range 11 to 84 years), HT 
duration of 6 years (range 6 months to 32 years), and an 
average follow-up of 3 years (range 6 months to 12 years). 

Sustained positive DBS effects has been reported for up 
to nine years [6, 28] but most data reported are relatively 
short term and reports of tremor recurrence over time are 
likely underreported [6, 28]. Thus, continued optimization 
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of DBS stimulation settings might be required [5]. Given 
the highly heterogenous nature of HT, diverse treatment 
options, and variable response to treatment, there is 
currently no consensus regarding HT management 
strategies [9]. Based on this systematic review of the 
literature, a reasonable algorithm for the treatment of HT is 
proposed here: Medical management with trihexyphenidyl, 

carbidopa-levodopa, and levetiracetam should be 
considered as first line treatment options for most 
patients and can be combined with other drugs including 
zonisamide, clonazepam, or bromocriptine. If benefit is 
limited or side effects limit medical management, DBS can 
be considered with lesional approaches considered second 
line. Target selection should be based on systematic review 

Video 1 Holmes tremor treated with unilateral Globus Pallidus Interna DBS. Patient is a 24-year-old male who suffered a pontine 
and midbrain hemorrhage secondary to rupture of AV fistula at age 17. In addition, a large varix was found in the vein of the Galen and 
brainstem in the setting of a complex AV fistula (Figure 2).  Associated neurological symptoms include ataxia, oculomotor difficulties, 
spastic dysarthria, dystonia and right arm clumsiness. Over the following 6 months, the patient noted insidious onset of progressive right 
arm low-frequency resting, postural, and action tremor diagnostic of HT. Patient underwent right  globus pallidus internus DBS surgery. At 
six month follow up, tremor rating scales showed 80% overall improvement with marked improvement in daily activities.

Figure 2 Axial (left) and sagittal (middle) T1 weighted MRI with gadolinium, and sagittal CT scan (right) of unsecured AV fistula.

https://vimeo.com/710696481
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of the literature, a reasonable algorithm for the treatment 
of HT has been proposed [9]. 

DISCUSSION AND RECOMMENDATIONS 

Our understanding of HT pathophysiology continues to 
evolve since its original description over 100 years ago. 
The rich and complex phenomenology of this rare tremor 
syndrome presents an important clinical challenge for 
physicians. Most of the available evidence regarding 
treatment and pathophysiology is limited to small case 
series or case reports with a lack of prospective and 
randomized studies. Furthermore, the variable nature and 
injury to multiple and/or different anatomical brain regions 
likely underlies the inconsistent response to medical and 
surgical interventions to date and highlights the need for a 
personalized management approach. Common etiologies 
for HT include vascular, traumatic, and demyelinating 
disorders affecting multiple brain networks including the 
dopaminergic nigrostriatal system, cerebello-thalamo-
cortical pathway, and dentate-rubro-olivary pathway, 
creating abnormal neuronal and network activity. 
Nonetheless, the specific mechanisms underlying the 
development of HT remain poorly understood.

A detailed assessment of the associated neurological 
signs and tremor phenomenology including cerebellar 
findings, dystonic postures, chorea, or abnormal muscle 
tone can all be crucial for an appropriate diagnosis and 
treatment selection. Management remains challenging, 
with partial, transient, or lack of benefit noted by some 
patients with medical therapy leading to marked 
functional disability long term. The three most frequently 
used and published medications showing clear tremor 
benefit include carbidopa-levodopa, trihexyphenidyl, 
and levetiracetam and should be considered first-line 
treatment. Medication selection should be based on 
clinical and functional improvement, associated medical 
comorbidities and tolerability. Second line agents should 
be used in combination or as monotherapy following a 
similar clinical approach, despite the lack of controlled 
studies. In refractory cases, DBS should be considered as 
neuromodulation can effectively regulate the aberrant 
neuronal circuitry in HT. Target selection should be based 
on associated clinical characteristics, neuroimaging, 
and experience. Thalamic or pallidal stimulations have 
demonstrated good clinical outcomes. A recent systematic 
review suggests potentially better tremor and overall 
benefit with pallidal DBS. GPi DBS should be considered in 
HT patients with other associated hyperkinetic disorders 
including dystonia or chorea. Pallidal stimulation could be 
applied in patients with disrupted thalamic anatomy or 
structural brain lesions affecting the thalamic targeting. 

Management of intention and proximal tremor 
component in HT has been particularly difficult with 
thalamic DBS, partially due to associated ataxia with 
larger levels of stimulation and a limited effect of thalamic 
stimulation for proximal limbs. Dual lead stimulation with 
VIM and VOA nucleus or other targets could be considered 
when the initial tremor benefit is limited or short lived. At 
our institute, this decision takes place intraoperatively and 
if VIM DBS fails to provide significant tremor control during 
macrostimulation, a VOA lead is placed approximately 2 
mm anterior to VIM lead. Other targets stimulating the 
subthalamic area are being applied either in addition to 
VIM DBS with encouraging results [29]. Additional targets 
have also provided added benefit in tremor control. For 
example, targeting different tremor components with 
thalamic and subthalamic nucleus DBS, leads to a 66% 
improvement in tremor [30]. Despite these promising 
results, further well-designed, prospective, controlled 
studies are needed to: 1) validate the efficacy of these 
approaches, 2) better manage refractory HT, and 3) improve 
selection criteria for candidates. However, given the rarity 
of HT, it is unlikely that large, controlled trials would be 
feasible. Thus, collaborative efforts among institutions 
will be critical to advance research. Reporting associated 
surgical complications, stimulation side effects, and 
patients with suboptimal response or unresponsive cases 
will be critical to characterizing appropriate candidates, 
refining targets and approaches, and identifying the risks 
of therapy in HT. Advances in DBS technology will likely aid 
in the continued innovation and progress of DBS for HT. 
Increasing sensing capabilities might allow a refinement 
of the neurophysiological correlates and provide additional 
information to direct programming. Finally, it is possible 
that closed loop neuromodulation will be applied for 
complex cases with the potential to minimize side effects 
particularly when two leads are required for tremor 
control and in patients with associated cerebellar features, 
dysarthria, or gait difficulties. 

In conclusion, medical and surgical therapies are viable 
strategies for the management of HT. The risks and benefits 
of each intervention should be carefully discussed with the 
patient and multidisciplinary team to improve outcomes. 
The selection of specific medication or DBS targets should 
be based on associated phenomenology, clinical features, 
neuroimaging, and treatment center experience. 

COMPETING INTERESTS

No conflict of interest reported. ARZ has received research 
support from the Parkinsons Foundation and consulting 
honorarium from Medtronic, Rho Inc, Signant health, and 
Novo Nordisk in the past 24 months. 



10Hey et al. Tremor and Other Hyperkinetic Movements DOI: 10.5334/tohm.683

AUTHOR CONTRIBUTIONS

Grace Hey and Wei Hu contributed equally.

AUTHOR AFFILIATIONS

Grace Hey 

Norman Fixel Institute for Neurological Diseases, University of 

Florida, Gainesville, FL, US

Wei Hu  orcid.org/0000-0003-2731-2218 

Norman Fixel Institute for Neurological Diseases, University of 

Florida, Gainesville, FL, US

Joshua Wong 

Norman Fixel Institute for Neurological Diseases, University of 

Florida, Gainesville, FL, US

Takashi Tsuboi 

Department of Neurology, Nagoya University Graduate School of 

Medicine, Nagoya, JP

Matthew R. Burns  orcid.org/0000-0002-9309-7723 

Norman Fixel Institute for Neurological Diseases, University of 

Florida, Gainesville, FL, US

Adolfo Ramirez-Zamora  orcid.org/0000-0001-9253-3899 

Norman Fixel Institute for Neurological Diseases, University of 

Florida, Gainesville, FL, US

REFERENCES

1.	 U.S. Department of Health and Human Services. Tremor fact 

sheet. National Institute of Neurological Disorders and Stroke. 

2.	 Raina GB, Cersosimo MG, Folgar SS, Giugni JC, Calandra 

C, Paviolo JP, et al. Holmes tremor. Neurology. 2016 

Mar 8; 86(10): 931–8. DOI: https://doi.org/10.1212/

WNL.0000000000002440

3.	 Alqwaifly M. Treatment responsive Holmes tremor: case 

report and literature review. International journal of 

health sciences. 2016 Oct; 10(4): 558–62. DOI: https://doi.

org/10.12816/0048905

4.	 Kilbane C, Ramirez-Zamora A, Ryapolova-Webb E, Qasim 

S, Glass GA, Starr PA, et al. Pallidal stimulation for Holmes 

tremor: clinical outcomes and single-unit recordings in 4 

cases. Journal of Neurosurgery. 2015 Jun; 122(6): 1306–14. 

DOI: https://doi.org/10.3171/2015.2.JNS141098

5.	 Rocha Cabrero F, de Jesus O. Holmes Tremor. 2022. 

6.	 Peker S, Isik U, Akgun Y, Ozek M. Deep brain stimulation 

for Holmes’ tremor related to a thalamic abscess. Child’s 

Nervous System. 2008 Sep 25; 24(9): 1057–62. DOI: https://

doi.org/10.1007/s00381-008-0644-2

7.	 HOLMES G. ON CERTAIN TREMORS IN ORGANIC CEREBRAL 

LESIONS. Brain. 1904; 27(3): 327–75. DOI: https://doi.

org/10.1093/brain/27.3.327

8.	 Bhatia KP, Bain P, Bajaj N, Elble RJ, Hallett M, Louis 

ED, et al. Consensus Statement on the classification of 

tremors. from the task force on tremor of the International 

Parkinson and Movement Disorder Society. Movement 

Disorders. 2018 Jan; 33(1): 75–87. DOI: https://doi.

org/10.1002/mds.27121

9.	 Wang K-L, Wong JK, Eisinger RS, Carbunaru S, Smith C, Hu 

W, et al. Therapeutic Advances in the Treatment of Holmes 

Tremor: Systematic Review. Neuromodulation : journal of the 

International Neuromodulation Society. 2020 Jun 24; 

10.	 Raina G, Cersosimo MG, Folgar S, Giugni J, Calandra C, 

Paviolo JP, et al. Holmes tremor. Etiology, associated 

symptoms, neuroimaging and treatment in a series of 

twenty cases (P2.127). Neurology [Internet]. 2015 Apr 

6; 84(14 Supplement): P2.127. Available from: http://n.

neurology.org/content/84/14_Supplement/P2.127.abstract

11.	 Nsengiyumva N, Barakat A, Macerollo A, Pullicino R, 

Bleakley A, Bonello M, et al. Thalamic versus midbrain 

tremor; two distinct types of Holmes’ Tremor: a review of 17 

cases. Journal of Neurology. 2021 Nov 11; 268(11): 4152–62. 

DOI: https://doi.org/10.1007/s00415-021-10491-z

12.	 Emekli AS, Samanci B, Şimşir G, Hanagasi HA, Gürvit 

H, Bilgiç B, et al. A novel PNPLA6 mutation in a Turkish 

family with intractable Holmes tremor and spastic ataxia. 

Neurological Sciences. 2021 Apr 18; 42(4): 1535–9. DOI: 

https://doi.org/10.1007/s10072-020-04869-6

13.	 Rutchik J, Bowler RM, Ratner MH. A rare case of Holmes 

tremor in a worker with occupational carbon monoxide 

poisoning. American Journal of Industrial Medicine. 2021 

May 22; 64(5): 435–49. DOI: https://doi.org/10.1002/ajim.​

23235

14.	 Martinez V, Hu S-C, Foutz TJ, Ko A. Successful Treatment 

of Holmes Tremor With Deep Brain Stimulation of the 

Prelemniscal Radiations. Frontiers in Surgery. 2018 May 31; 5. 

DOI: https://doi.org/10.3389/fsurg.2018.00021

15.	 Lekoubou A, Njouoguep R, Kuate C, Kengne AP. Cerebral 

toxoplasmosis in Acquired Immunodeficiency Syndrome 

(AIDS) patients also provides unifying pathophysiologic 

hypotheses for Holmes tremor. BMC neurology. 2010 Jun 3; 

10: 37. DOI: https://doi.org/10.1186/1471-2377-10-37

16.	 Bhatia KP, Bain P, Bajaj N, Elble RJ, Hallett M, Louis ED, et 

al. Consensus Statement on the classification of tremors. 

from the task force on tremor of the International Parkinson 

and Movement Disorder Society. Movement Disorders. 2018 

Jan; 33(1): 75–87. DOI: https://doi.org/10.1002/mds.27121

17.	 Joutsa J, Shih LC, Fox MD. Mapping holmes tremor circuit 

using the human brain connectome. Annals of Neurology. 2019 

Dec 30; 86(6): 812–20. DOI: https://doi.org/10.1002/ana.25618

18.	 Fox MD. Mapping Symptoms to Brain Networks with the 

Human Connectome. New England Journal of Medicine. 

2018 Dec 6; 379(23): 2237–45. DOI: https://doi.org/10.1056/

NEJMra1706158

https://orcid.org/0000-0003-2731-2218
https://orcid.org/0000-0003-2731-2218
https://orcid.org/0000-0002-9309-7723
https://orcid.org/0000-0002-9309-7723
https://orcid.org/0000-0001-9253-3899
https://doi.org/10.1212/WNL.0000000000002440 
https://doi.org/10.1212/WNL.0000000000002440 
https://doi.org/10.12816/0048905 
https://doi.org/10.12816/0048905 
https://doi.org/10.3171/2015.2.JNS141098 
https://doi.org/10.1007/s00381-008-0644-2 
https://doi.org/10.1007/s00381-008-0644-2 
https://doi.org/10.1093/brain/27.3.327 
https://doi.org/10.1093/brain/27.3.327 
https://doi.org/10.1002/mds.27121 
https://doi.org/10.1002/mds.27121 
http://n.neurology.org/content/84/14_Supplement/P2.127.abstract 
http://n.neurology.org/content/84/14_Supplement/P2.127.abstract 
https://doi.org/10.1007/s00415-021-10491-z 
https://doi.org/10.1007/s10072-020-04869-6 
https://doi.org/10.1002/ajim.23235 
https://doi.org/10.1002/ajim.23235 
https://doi.org/10.3389/fsurg.2018.00021 
https://doi.org/10.1186/1471-2377-10-37 
https://doi.org/10.1002/mds.27121 
https://doi.org/10.1002/ana.25618 
https://doi.org/10.1056/NEJMra1706158 
https://doi.org/10.1056/NEJMra1706158 


11Hey et al. Tremor and Other Hyperkinetic Movements DOI: 10.5334/tohm.683

19.	 Holmes AJ, Hollinshead MO, O’Keefe TM, Petrov VI, Fariello 

GR, Wald LL, et al. Brain Genomics Superstruct Project initial 

data release with structural, functional, and behavioral 

measures. Scientific Data. 2015 Dec 7; 2(1): 150031. DOI: 

https://doi.org/10.1038/sdata.2015.31

20.	 Nieuwhof F, Bie RMA, Praamstra P, Munckhof P, Helmich RC. 

The cerebral tremor circuit in a patient with Holmes tremor. 

Annals of Clinical and Translational Neurology. 2020 Aug 29; 

7(8): 1453–8. DOI: https://doi.org/10.1002/acn3.51143

21.	 Paviour DC, Jäger HR, Wilkinson L, Jahanshahi M, Lees 

AJ. Holmes tremor: Application of modern neuroimaging 

techniques. Movement Disorders. 2006 Dec; 21(12): 2260–2. 

DOI: https://doi.org/10.1002/mds.20981

22.	 Seidel S, Kasprian G, Leutmezer F, Prayer D, Auff E. 

Disruption of nigrostriatal and cerebellothalamic pathways in 

dopamine responsive Holmes’ tremor. Journal of neurology, 

neurosurgery, and psychiatry. 2009 Aug; 80(8): 921–3. DOI: 

https://doi.org/10.1136/jnnp.2008.146324

23.	 Guedj E, Witjas T, Azulay JP, de Laforte C, Peragut JC, 

Mundler O. Neuroimaging Findings in a Case of Holmes 

Tremor. Clinical Nuclear Medicine. 2007 Feb; 32(2): 139–40. 

DOI: https://doi.org/10.1097/01.rlu.0000251948.30673.4f

24.	 Gajos A, Bogucki A, Schinwelski M, Sołtan W, Rudzińska 

M, Budrewicz S, et al. The clinical and neuroimaging studies 

in Holmes tremor. Acta Neurologica Scandinavica. 2010 Jan; 

DOI: https://doi.org/10.1111/j.1600-0404.2009.01319.x

25.	 Hantraye P, Loc’h C, Maziere B, Khalili-Varasteh M, Crouzel 

C, Fournier D, et al. 6-[18F]fluoro-l-dopa uptake and 

[76Br]bromolisuride binding in the excitotoxically lesioned 

caudate-putamen of nonhuman primates studied using 

positron emission tomography. Experimental Neurology. 

1992 Feb; 115(2): 218–27. DOI: https://doi.org/10.1016/0014-

4886(92)90056-V

26.	 Espinoza Martinez JA, Arango GJ, Fonoff ET, Reithmeier T, 

Escobar OA, Furlanetti L, et al. Deep brain stimulation of the 

globus pallidus internus or ventralis intermedius nucleus of 

thalamus for Holmes tremor. Neurosurgical review. 2015 Oct; 

38(4): 753–63. DOI: https://doi.org/10.1007/s10143-015-0636-0

27.	 Ramirez-Zamora A, Okun MS. Deep brain stimulation for the 

treatment of uncommon tremor syndromes. Expert Review 

of Neurotherapeutics. 2016 Aug 2; 16(8): 983–97. DOI: 

https://doi.org/10.1080/14737175.2016.1194756

28.	 Ramirez-Zamora A, Kaszuba BC, Gee L, Prusik J, Danisi F, 

Shin D, et al. Clinical Outcome and Characterization of Local 

Field Potentials in Holmes Tremor Treated with Pallidal Deep 

Brain Stimulation. Tremor and other hyperkinetic movements 

(New York, NY). 2016; 6: 388. DOI: https://doi.org/10.5334/

tohm.300

29.	 Bargiotas P, Nguyen TAK, Bracht T, Mürset M, Nowacki 

A, Debove I, et al. Long-Term Outcome and Neuroimaging 

of Deep Brain Stimulation in Holmes Tremor: A Case Series. 

Neuromodulation: Technology at the Neural Interface. 

2021 Feb; 24(2): 392–9. DOI: https://doi.org/10.1111/ner.13​352

30.	 Kobayashi K, Katayama Y, Oshima H, Watanabe M, 

Sumi K, Obuchi T, et al. Multitarget, dual-electrode deep 

brain stimulation of the thalamus and subthalamic 

area for treatment of Holmes’ tremor. Journal of 

Neurosurgery. 2014 May; 120(5): 1025–32. DOI: https://doi.

org/10.3171/2014.1.JNS12392

31.	 Romanelli P, Bronté-Stewart H, Courtney T, Heit G. Possible 

necessity for deep brain stimulation of both the ventralis 

intermedius and subthalamic nuclei to resolve Holmes 

tremor. Journal of Neurosurgery. 2003 Sep; 99(3): 566–71. 

DOI: https://doi.org/10.3171/jns.2003.99.3.0566

32.	 Diederich NJ, Verhagen Metman L, Bakay RA, et al. 

Ventral intermediate thalamic stimulation in complex tremor 

syndromes. Stereotact Funct Neurosurg. 2008; 86(3): 167–

172. DOI: https://doi.org/10.1159/000120429

33.	 Peker S, Isik U, Akgun Y, et al. Deep brain stimulation for 

Holmes’ tremor related to a thalamic abscess. Childs Nerv 

Syst. 2008;24 (9):1057–1062. DOI: https://doi.org/10.1007/

s00381-008-0644-2

34.	 Plaha P, Khan S, Gill SS. Bilateral stimulation of the 

caudal zona incerta nucleus for tremor control. J Neurol 

Neurosurg Psychiatry. 2008; 79(5): 504–513. DOI: https://doi.

org/10.1136/jnnp.2006.112334

35.	 Acar G, Acar F, Bir LS, et al. Vim stimulation in Holmes’ 

tremor secondary to subarachnoid hemorrhage. Neurol Res. 

2010; 32(9): 992–994. DOI: https://doi.org/10.1179/0161641

10X12714125204272

36.	 Castrop F, Jochim A, Berends LP, et al. Sustained 

suppression of holmes tremor after cessation of thalamic 

stimulation. Mov Dis: Off J Mov Disord Soc. 2013; 28(10): 

1456–1457. DOI: https://doi.org/10.1002/mds.25398

37.	 Issar NM, Hedera P, Phibbs FT, et al. Treating post-traumatic 

tremor with deep brain stimulation: report of five cases. 

Parkinsonism Relat Disord. 2013; 19(12): 1100–1105. DOI: 

https://doi.org/10.1016/j.parkreldis.2013.07.022

38.	 Follett MA, Torres-Russotto D, Follett KA. Bilateral deep 

brain stimulation of the ventral intermediate nucleus of the 

thalamus for posttraumatic midbrain tremor. Neuromodulation. 

2014; 17(3): 289– 291. DOI: https://doi.org/10.1111/ner.12096

39.	 Grabska N, Rudzińska M, Dec-Ćwiek M, et al. Deep brain 

stimulation in the treatment of Holmes tremor – a long-term 

case observation. Neurol Neurochir Pol. 2014; 48(4): 292–295. 

DOI: https://doi.org/10.1016/j.pjnns.2014.06.002 

40.	 Kobayashi K, Katayama Y, Oshima H, et al. Multitarget, 

dual-electrode deep brain stimulation of the thalamus 

and subthalamic area for treatment of Holmes’ tremor. 

J Neurosurg. 2014; 120(5): 1025–1032. DOI: https://doi.

org/10.3171/2014.1.JNS12392

41.	 Espinoza Martinez JA, Arango GJ, Fonoff ET, et al. Deep 

brain stimulation of the globus pallidus internus or ventralis 

intermedius nucleus of thalamus for Holmes tremor. 

Neurosurg Rev. 2015; 38(4): 753–763. DOI: https://doi.

org/10.1007/s10143-015-0636-0

https://doi.org/10.1038/sdata.2015.31 
https://doi.org/10.1002/acn3.51143 
https://doi.org/10.1002/mds.20981 
https://doi.org/10.1136/jnnp.2008.146324 
https://doi.org/10.1097/01.rlu.0000251948.30673.4f 
https://doi.org/10.1111/j.1600-0404.2009.01319.x 
https://doi.org/10.1016/0014-4886(92)90056-V 
https://doi.org/10.1016/0014-4886(92)90056-V 
https://doi.org/10.1007/s10143-015-0636-0 
https://doi.org/10.1080/14737175.2016.1194756 
https://doi.org/10.5334/tohm.300 
https://doi.org/10.5334/tohm.300 
https://doi.org/10.1111/ner.13352 
https://doi.org/10.3171/2014.1.JNS12392 
https://doi.org/10.3171/2014.1.JNS12392 
https://doi.org/10.3171/jns.2003.99.3.0566
https://doi.org/10.1159/000120429
https://doi.org/10.1007/s00381-008-0644-2 
https://doi.org/10.1007/s00381-008-0644-2 
https://doi.org/10.1136/jnnp.2006.112334
https://doi.org/10.1136/jnnp.2006.112334
https://doi.org/10.1179/016164110X12714125204272
https://doi.org/10.1179/016164110X12714125204272
https://doi.org/10.1002/mds.25398
https://doi.org/10.1016/j.parkreldis.2013.07.022
https://doi.org/10.1111/ner.12096
https://doi.org/10.1016/j.pjnns.2014.06.002
https://doi.org/10.3171/2014.1.JNS12392 
https://doi.org/10.3171/2014.1.JNS12392 
https://doi.org/10.1007/s10143-015-0636-0 
https://doi.org/10.1007/s10143-015-0636-0 


12Hey et al. Tremor and Other Hyperkinetic Movements DOI: 10.5334/tohm.683

TO CITE THIS ARTICLE:
Hey G, Hu W, Wong J, Tsuboi T, Burns MR, Ramirez-Zamora A. Evolving Concepts in Our Understanding and Treatment of Holmes Tremor, 
Over 100 Years in the Making. Tremor and Other Hyperkinetic Movements. 2022; 12(1): 18, pp. 1–12. DOI: https://doi.org/10.5334/tohm.683

Submitted: 06 January 2022     Accepted: 13 April 2022     Published: 26 May 2022

COPYRIGHT:
© 2022 The Author(s). This is an open-access article distributed under the terms of the Creative Commons Attribution 4.0 International 
License (CC-BY 4.0), which permits unrestricted use, distribution, and reproduction in any medium, provided the original author and source 
are credited. See http://creativecommons.org/licenses/by/4.0/.

Tremor and Other Hyperkinetic Movements is a peer-reviewed open access journal published by Ubiquity Press.

https://doi.org/10.5334/tohm.683
http://creativecommons.org/licenses/by/4.0/

	_Hlk96764736
	_Hlk95553999
	_Hlk95558033
	_Hlk96770663
	_Hlk95561172
	_Hlk96769549

