CLINICAL OSCILLATION DASHBOARD: FIELD GUIDE \

'PSYCHIATRIC MEDICATION-
RELATED TREMORS

Assessment, Classification, and Clinical Management
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Impaired functional
quality of life.

Most medication-induced tremors emerge within days to weeks of initiation or dose escalation.
While physiologically benign, their functional impact drives massive treatment dropout.




CLINICAL TYPOLOGY: THREE DISTINCT
TREMOR ARCHITECTURES

RESTING TREMOR POSTURAL TREMOR KINETIC TREMOR

4-6 Hz 8-12 Hz 8-10 Hz
AV AV AV AV R A
\ V V V
CONTEXT: CONTEXT: CONTEXT:
Present at rest; decreases with Emerges when maintaining Amplified during purposeful
purposeful movement. posture against gravity; worsens movement (e.g., finger-to-nose
with stress or caffeine. test).
PRIMARY CULPRITS: PRIMARY CULPRITS: PRIMARY CULPRITS:
Typical & Atypical SSRIs, Lithium (Most commmon Valproate, Carbamazepine.
Antipsychotics. psychiatric tremor).
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MECHANISM OF ACTION: DOPAMINERGIC
VS. SEROTONERGIC DISRUPTION

ANTIPSYCHOTIC MECHANISM

Cholinergic relative overactivity in the
striatum disrupts motor circuits =

4-6 Hz Resting Tremor.

SSRI MECHANISM

5-HTya/2 —(CEREBELLUM/STRIATUM)— 5-HT1a/24

Excess synaptic serotonin causes loss of
cerebellar motor coordination = 8-12 Hz
Postural Tremor (Highly dose-dependent).
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ANTIPSYCHOTIC TREMOR RISK STRATIFICATION

HIGH RISK MODERATE RISK LOW-MODERATE RISK LOW RISK

Haloperidol, Fluphenazine Ziprasidone (20-30%), Olanzapine (10-15%), Aripiprazole (5-10%, partial
Risperidone (20-25%) Quetiapine (8-12%) agonism), Lurasidone (3-8%,

40- 50% fast off-rate)
INCIDENCE

Potent D2 blockade.
NOTE: Typical antipsychotics are
rarely first-line today specifically
due to this 40-50% extrapyramidal

resting tremor risk.
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ANTIDEPRESSANT TREMOR RISK PROFILES

THE SSRI SPECTRUM (MODERATE RISK)

FLUOXETINE ) CITANEPEN/ SERTRALINE | PAROXETINE v

ESCITALOPRAM x
& a \//

10-20% 8-18% 8-15% || 5-12% |/
Anticholinergic effects

Higﬁher doses increase Dose-dependent; Postural predominant. may offer protective
risk; long half-life. jumps above 30mg. buffering
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LOW-RISK ALTERNATIVES

BUPROPION / MIRTAZAPINE
/ TRAZODONE

5-12% risk. 2-5% risk (anticholinergic <5% risk. Minimal tremor
protection). incidence.

SNRIs TRICYCLICS
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LITHIUM TREMOR: THE CONCENTRATION DEPENDENCY

A\ CRITICAL PEARL
TOXICITY Tremor amplifies ‘
DANGER: < significantly. Indicates Always correlate tremor onset with
>1.5 mEqg/L toxic levels. -~ serum lithium levels. A sudden
exacerbation in a previously stable | /
patient is toxicity until proven 4
otherwise.
THERAPEUTIC 25-507% of patients ——
RANGE: < experience fine CLINICAL CONSIDERATIONS
0.6-1.2 mEq/L postural tremor.
Trough levels 12 hours post-dose.

Kidney function & hydration status critical.

Drug interactions (e.g., NSAIDs, diuretics)
increase risk.
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DIFFERENTIAL DIAGNOSIS: N\Nw
ISOLATING MEDICATION AS THE CAUSE

YES Acute Neurological /
NMS Emergency.
MRI or ER required.

STEP 2: PRESENCE
RELATIONSHIPTO | vre OF RED FLAGS?
MEDICATION (Unilateral presentation,

STEP 1: TEMPORAL

fever/rigidity, progressive

INITIATION OR DOSE
INCREASE? worsening)
NO NO
|'IIII'
I
Rule out Essential Tremor |' n Confirmed
(prior history), Parkinson’s, \ﬁl RIAP Medication-Induced
| RAVAA Tremor.

or Thyroid/Metabolic issues.

A1 NotebookLM

Always check TSH, Free T4, Calcium, and Magnesium to definitively rule out metabolic confounda:-z



- THE 60-SECOND IN-OFFICE
FUNCTIONAL ASSESSMENT

POSTURE HOLDING

C

ACTION: Hold for 30
seconds.

EVALUATES: Postural tremor
stability (SSRI / Lithium).

FINE MOTOR TASK

i
K-r'lun' I'.,.-"l-"""

ACTION: Archimedes spiral
drawing or water cup test.

EVALUATES: Functional
severity and daily life impact.

- MANEUVERS

ACTION: Finger-to-nose
vector test.

EVALUATES: Amplitude
amplification during intentional
movement (Kinetic).

o

avavava ¥l



THE CLINICAL MANAGEMENT ALGORITHM

STEP 4: MEDICATION SWITCHING

Switch to a lower-risk agent (e.qg.,
Risperidone — Aripiprazole) via
gradual cross-taper. Often the most
durable long-term solution,

STEP 3: PHARMACOLOGICAL
INTERVENTION

Add targeted anti-tremor medications
(Moderate-Severe functional impact).

STEP 2: DOSE REDUCTION

If the patient is psychiatrically stable,
implement slow tapering. Tremor is
highly dose-dependent.

STEP 1: BEHAVIORAL OPTIMIZATION

Eliminate caffeine/nicotine, manage

stress, optimize sleep. (First-line for all
severities).
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THE PHARMACOLOGICAL INTERVENTION TOOLBOX

PROPRANOLOL (B-BLOCKER)

Dose: 20-80 mg/day.

Use: First-line for postural tremors (SSRI).

NNT: 2-3.

Caution: Asthma, COPD, decompensated heart
failure.

BENZTROPINE (ANTICHOLINERGIC)

Dose: 1-6 mg/day.
Use: Specifically for antipsychotic-induced
resting tremor (directly opposes D2 blockade).

Caution: Anticholinergic toxicity.

PRIMIDONE (ANTICONVULSANT)

Dose: 50-250 mg/day.
Use: Highly effective for essential tremor-like

patterns.
Caution: Sedation, tolerance development.

TOPIRAMATE

Dose: 50-200 mg/day.

Use: Moderate evidence for postural tremor.
Advantage: No anticholinergic burden.
Caution: Cognitive slowing.
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TIMELINE FOR INTERVENTION AND FOLLOW-UP

BASELINE
Document tremor

WEEKS 2-4 (INTERVENTION) WEEKS 6-12 (ADJUSTMENT)

Initiate pharmacotherapy If inadequate response,

parameters and functional
capacity before
medication escalation.

VATATATATATATATAIATA
i

WEEKS 1-2 (EMERGENCE) WEEKS 4-6 (EVALUATION)
Implement non- Re-assess severity.

(Propranolol / Benztropine) execute medication

if functionally significant. switching or dose
0pt|m|zat|0n

pharmacological measures
(caffeine reduction).
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SYNTHESIZING CARE: STABILITY WITHOUT THE SHAKE

PATTERN RECOGNITION

Distinguishing between
resting (dopaminergic)
and postural
(serotonergic/lithium)
tremors dictates the
entire intervention
strategy.

THE TEMPORAL LINK

A tremor that spikes
alongside a dose
escalation is
medication-induced
until proven otherwise.

THE ULTIMATE GOAL

Strategic dose reduction,
medication switching, or
targeted beta-blockade
preserves the patient’s
psychiatric stability while |
rescuing their functional
quality of life.
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