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Tremors as an Atypical Presentation of Cervical Myelopathy
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Tremors are common especially in the elderly population. However, tremors occurring secondary to cervical myelopathy are 

rarely reported. We report the case of a 91-year-old gentleman who was admitted to the neurology service with chief complaints 

of bilateral upper- and lower-limb tremors. This had progressed rapidly over 2 weeks to the extent that he was not able to 

feed himself and was unable to walk without support. An initial working diagnosis of Parkinson’s disease was made but was 

later dismissed because of the atypical features. A magnetic resonance imaging of cervical spine was subsequently performed 

which revealed a large disc herniation at C3–C4 level, causing severe spinal canal stenosis and cord compression. Given this 

radiological presentation and the absence of other objective pathologies on further investigations, we correlated his symptoms to 

the underlying cervical cord compression. He underwent anterior cervical discectomy and fusion which led to complete resolution 

of tremors by 8 weeks postsurgery. His unsteadiness eventually resolved, and there was no recurrence of tremors throughout 

our follow-up period. This case highlights a rare atypical presentation of cervical myelopathy as peripheral limb tremors. The 

diagnostic dilemma, management strategies, and hypothesis to explain this phenomenon are discussed.
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with unsteady gait and loss of hand dexterity. Premorbidly, 

he was home ambulant without walking aids and was 

independent in carrying out his activities. However, his 

symptoms progressed, eventually interfering with his physical 
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as using chopsticks and buttoning his shirt. He had a known 
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disease, and benign prostatic hyperplasia with chronic urinary 

retention. He had been a smoker for many years.

On examination, there was no cognitive impairment, and 

his higher functions were normal. He could neither walk nor 

perform tandem gait due to his unsteadiness. Both resting and 

action tremors were noted in all the four limbs, more evidently 

over his right limbs, which aggravated on stretching out his 

hands. Neurologically, there was hypertonia with associated 
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lower limbs. There was no demonstrable cogwheeling or 

rigidity. Motor and sensory examinations of all the limbs were 
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Literature regarding clinical manifestations of spinal cord 

compression is mostly focused on characteristic presentations 
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and certain pathognomonic signs.1 Usually, patients with 

myelopathy present with one or more of the above-mentioned 

signs and symptoms; hence, making a diagnosis is relatively 

straightforward. However, myelopathy can rarely manifest in 

atypical forms masquerading as a different pathology.2-4 One 

such manifestation is limb tremors, as seen in this reported 

case, which we postulated to have occurred as a result of 

cervical myelopathy. We intend to highlight this rare atypical 

presentation and the possible underlying pathophysiological 

processes.
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a 2-week history of tremors in all the four limbs, associated 
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unremarkable. Babinski, Romberg’s, and Hoffman’s tests were 

negative. His anal sphincter tone remained intact, and there 

was no saddle anesthesia.

He was initially admitted to the department of neurology 

with suspicion for possible stroke or Parkinson’s disease. 

Magnetic resonance imaging (MRI) of the brain revealed 

background small-vessel disease with chronic lacunar infarcts 

and chronic cerebral microbleed. There was no acute infarct 

or intracranial hemorrhage. Magnetic resonance angiography 

showed atherosclerotic luminal irregularities with absence of 
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large disc herniation at C3–C4 level, causing severe spinal 

canal stenosis and cord compression [Figure 1]. Both cervical 

MRI and computed tomography scan were performed, and the 
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compression characterized by faint T2 hyperintensity within 

the cord.

Based on clinicoradiological assessment, the possibility of 
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cervical myelopathy due to canal stenosis caused by C3–C4 

disc herniation was made. He was then referred to our spine 

team, with the working impression that his limb tremors 
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cord compression. We performed a C3–C4 anterior cervical 

discectomy and fusion to manage his condition [Figure 2].

Postoperatively, rehabilitation protocols were initiated 

as tolerated. We noted that the intensity of his tremors 
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outpatient review, 8 weeks postsurgery, he reported complete 

resolution of limb tremors. Regarding functional mobility, 

his unsteadiness eventually resolved, and he was back to his 

premorbid baseline status. One year after surgery, he continues 

to be under our follow-up, and X-rays revealed solid fusion of 

C3 and C4 [Figure 3].
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Tremors are common especially in the elderly population, 

with majority being essential tremors due to various disorders 

which may not affect physical activities and thus require no 

treatment.5 However, pathological tremors as in Parkinson’s 

disease can be disabling and need to be intervened. Parkinson’s 

disease classically presents with resting tremors that improve 

with intentional movements, although many other variations 

may exist.6 However, in our patient, after a thorough 

neurological review by the neurologist, it was deemed that 

the symptoms were not due to a cranioneurological cause. 

Radiological evaluation revealed a large disc herniation 

at C3–C4 level, causing severe spinal canal stenosis and 

cord compression. Given this radiological presentation 

Figure 1: Sagittal and axial cut magnetic resonance images at the C3–C4 

level showing large disc herniation causing severe spinal canal stenosis and 

cord compression

��
���� �� Intraoperative C-arm image showing C3–C4 anterior cervical 

discectomy and fusion

Figure 3: One-year postoperative follow-up X-ray image showing the implants 
in situ and solid fusion
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and the absence of other objective pathologies on further 

investigations, we correlated the symptoms to the underlying 

cervical cord compression.

Even though the exact mechanism is unknown, various 

hypotheses can explain the relationship between movement 

disorders and cervical cord lesions.7,8 These include altered 

sensory input of the proprioceptive pathways, abnormal 

processing of both input and output signals by the spinal 

neurons, and augmented excitability of the motor neurons in 

the spine. It has also been postulated that disruptions of the 

somatosensory pathway or that of the motor cortex to the 

striatum may also produce abnormal movements with absence 

of sensory impairment. However, it is not clearly understood 

why movement disorders secondary to spinal cord pathologies 

are rarely observed. It could possibly be that these disorders 

are underreported in the literature.

Some authors have reported cases with movement disorders 

such as pseudoathetosis and myoclonus occurring secondary 

to cervical myelopathy.4,9,10 However, their presentation 

differed from our case as our patient did not have arrhythmic 

and anarchic brief jerks suggestive of myoclonus or writhing 

movements suggestive of pseudoathetosis.9,10 Instead, resting 

and action tremors were noticed in addition to other signs of 

myelopathy. In this clinical scenario, the dilemma is whether 

the tremors would resolve following a decompression surgery 

addressing the cord compression. However, it was hard 

to predict the outcome because tremors are generally not 

described as a symptom of myelopathy. Given our patient’s 

progressive deterioration and no clear evidence of other 

movement disorders, a decision was made to surgically 

relieve the cord compression. There was complete resolution 

of tremors after surgery which supports the hypothesis that 

cervical myelopathy can present with movement disorders 

such as tremors.
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Tremors could be a rare atypical manifestation of myelopathy 

due to cord compression. A high index of suspicion is needed 

to diagnose this form of myelopathy by ruling out all the 

other possibilities. With clinicoradiological evidence of cord 
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the form of decompression surgery to address this issue.
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