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Abstract

Essential tremor is the most common pathological tremor, with a prevalence of 6.3% in people 

over 65 years of age. This disorder interferes with a patient’s ability to carry out activities of daily 

living independently, and treatment with medical and surgical interventions is often insufficient or 

contraindicated. Mechanical orthoses have not been widely adopted by patients due to discomfort 

and lack of discretion. Over the past 30 years, peripheral electrical stimulation has been 

investigated as a possible treatment for patients who have not found other treatment options to be 

satisfactory, with wearable devices revolutionizing this emerging approach in recent years. In this 

paper, an overview of essential tremor and its current medical and surgical treatment options are 

presented. Following this, tremor detection, measurement and characterization methods are 

explored with a focus on the measurement options that can be incorporated into wearable devices. 

Then, novel interventions for essential tremor are described, with a detailed review of open and 

closed-loop peripheral electrical stimulation methods. Finally, discussion of the need for wearable 

closed-loop peripheral electrical stimulation devices for essential tremor, approaches in their 

implementation, and gaps in the literature for further research are presented.
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I. INTRODUCTION

Tremor is an involuntary, rhythmic and oscillatory movement of any body part, which may 

be pathological or physiological [1]. A common pathological tremor is essential tremor, a 
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neurological disorder which has an estimated prevalence of 0.4%, which increases to 6.3% 

in those aged older than 65 years [2]. A recent consensus statement in 2018 has updated the 

definition of essential tremor as an isolated tremor syndrome of bilateral upper limb action 

tremor that has been present for at least three years’ duration. It may also involve tremor in 

other locations such as the head or voice and is differentiated from other tremor syndromes, 

including essential tremor plus, by the absence of neurological signs [1]. Both disease-

specific and generic quality of life questionnaires have demonstrated that those living with 

essential tremor have a lower quality of life than those without the disorder, which is worse 

with greater tremor severity [3], [4]. Essential tremor is an action tremor, meaning that it 

occurs during movement or when holding a posture against gravity; thus, patients may 

experience difficulties with eating, writing, and drinking. When comparing tremor-related 

quality of life between patients with essential tremor and those with Parkinson’s disease, in 

which tremor more commonly manifests at rest, these tasks were significantly more affected 

in those with essential tremor [5]. The psychosocial impacts of the disorder must also be 

considered; many patients with essential tremor experience embarrassment, difficulties at 

work and symptoms of anxiety and depression [5]. These negative impacts of essential 

tremor are particularly significant given the prevalence of essential tremor that is refractory 

to medical treatment and common issues with decreased treatment effect over time and 

progression of the severity of tremor with advancing age [6].

The diagnosis of essential tremor is usually made based on clinical symptoms and signs with 

occasional use of qualitative tests such as spiral drawing inspection. Digital systems, such as 

iPads, have been used to record spiral drawings for analysis and for the potential use of 

algorithms to increase diagnostic confidence [7], [8]. Emerging quantitative measurement 

systems including accelerometry, electromyography, and sensors and algorithms that 

synthesize these measurements are being developed and validated [9]–[11]. Clinical rating 

scales and questionnaires tend to be used to evaluate essential tremor in the context of 

research, for example using the TETRAS scale to assess tremor severity, the QUEST scale to 

assess tremor-related quality of life or the Bain and Findley Tremor ADL scale to assess the 

impact of tremor on activities of daily living. However, a MDS task force has recommended 

only one scale as a screening tool, the WHIGET Tremor Rating Scale, version 1, for the 

detection of abnormal tremor in clinical practice [12].

Current treatments for essential tremor consist of pharmacological treatments, most 

commonly propranolol and primidone [13]. Almost one third of essential tremor patients 

who are prescribed pharmacological treatment stopped taking their medication and this 

figure was similar even in those with severe tremor; this emphasizes the limitations of the 

available pharmacological treatments [14]. Older essential tremor patients are less able to 

tolerate these potential side effects of medical treatment, thus narrowing the treatment 

options in the demographic where the condition is most prevalent [15]. For medically 

refractory essential tremor, surgical treatments such as deep brain stimulation or 

thalamotomy may be suitable [13]. Surgical therapies may not be suitable for elderly 

patients with comorbidities and evolving technologies including biomechanical loading and 

non-invasive stimulation of peripheral nerves may improve the suppression of tremor 

symptoms in these patients [16]. Peripheral neuromodulation devices have been shown to 

reduce tremor power and frequency in preliminary trials, with one study finding that a 

KARAMESINIS et al. Page 2

IEEE Access. Author manuscript; available in PMC 2021 June 24.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



closed-loop system is more effective at reducing tremor frequency [17], [18]. Only 11.8% of 

1418 respondents to a survey posted in the e-newsletter of the International Essential Tremor 

Foundation in 2015 were satisfied with their care, demonstrating a significant need for 

improved therapeutic options in essential tremor [19].

To implement a wearable closed-loop system for essential tremor suppression, an accurate 

sensing mechanism must be used to detect and quantify the tremor and a signal, whether 

through biomechanical loading or electrical stimulation, must be applied in response using 

an appropriate control algorithm. This paper provides an overview of essential tremor, 

current approaches to measuring the key symptoms of essential tremor, and an analysis of 

wearable peripheral electrical stimulation devices used to regulate this condition. This 

review adds to the literature by comparing peripheral electrical stimulation approaches and 

their currently limited implementation in wearable devices, and providing suggestions based 

on this synthesis of the direction of future development of wearable peripheral electrical 

stimulation devices for essential tremor. Included references were found by searching 

PubMed, Google Scholar and IEEE Xplore using terms including: essential tremor, 

stimulation, open-loop, closed-loop, neuromodulation, wearable, detection, management, 

reduction and suppression. Nine studies investigating the use of peripheral electrical 

stimulation for essential tremor suppression were analyzed; studies which did not include 

human trials of the intervention on essential tremor patients were excluded. From these 

studies, two wearable devices were identified and compared.

II. PATHOPHYSIOLOGY OF ESSENTIAL TREMOR

The pathophysiology of essential tremor is not fully understood and this may contribute to 

the lack of reliable treatment options for the condition. In recent years, studies have 

demonstrated that various structural changes in the brain may be linked to essential tremor, 

particularly in the cerebellum. However, no clear patterns of structural changes have been 

consistently identified across neuroimaging studies [27]. The heterogeneity of these 

structural changes in essential tremor is reflected by the heterogeneity in studies on the 

genetic basis of the condition; although a family history is a demonstrated risk factor for the 

condition, no single susceptibility gene has been consistently identified [28]. It is now well-

established that functional changes in the cerebello-thalamo-cortical network may be central 

to the generation of essential tremor, with oscillations in this area hypothesized to arise from 

a dysfunction in the motor controller, hence leading to action tremor [29]. A possible 

explanation for this phenomenon is that GABA, an inhibitory neurotransmitter, has lower 

levels in the cerebellum in essential tremor patients as identified in multiple studies, thus 

allowing excessive neurological activity [30]. Accordingly, recent work in mice 

demonstrated that altering Purkinje cell to cerebellar nuclei activity resulted in tremor, and 

that therapeutically interrupting this abnormal oscillatory neural activity eliminated tremor 

[31]. Pedrosa et al. recently mapped the afferent and efferent contributions to essential 

tremor in the ventral thalamus using DBS micro-electrode recordings simultaneously with 

sEMG recordings of the forearm muscle. Afference was determined by the ability of the 

signal to be predicted by the peripheral tremor, as opposed to efference which described 

signals that were predominantly predictive of the peripheral tremor. Their findings suggest 

that a phase difference between afferent and efferent signals may result in an increased 

KARAMESINIS et al. Page 3

IEEE Access. Author manuscript; available in PMC 2021 June 24.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



tremor amplitude [32]. Thus, modulating the afferent input using sensory-level peripheral 

electrical stimulation devices presents a promising, and potentially more comfortable, 

method of essential tremor treatment, as opposed to modulating the muscle contractions to 

cancel out the tremor with a higher stimulation amplitude, which is the approach of 

functional electrical stimulation systems.

The central oscillations generated in the cerebello-thalamo-cortical network propagate to 

spinal motor neurons which stimulate antagonist muscle groups in the arm and forearm 

resulting in pathological upper limb tremor with a frequency in the middle and high ranges 

compared to other tremors, often listed as 4-12 Hz or 3-10 Hz [33], [34]. Puttaraksa et al. 
have demonstrated that the phase difference in inputs to antagonist muscle groups causing 

tremor activation vary over a short timeframe, lending weight to the use of a closed-loop 

real-time system for out-of-phase electrical stimulations [33]. Mathematical models are 

being used to further investigate the pathophysiology of essential tremor, for example, to 

consider the impact of tremulous activity in different muscle groups on the tremor exhibited 

at each degree of freedom in the upper limb and to investigate the possibility of a 

combination of central and peripheral neurological factors on the generation of tremor [35], 

[36]. Pigg et al. used motion capture sensors to characterize tremor in the 7 main degrees of 

freedom in the upper limb of 22 essential tremor patients, finding that the degrees of 

freedom with the greatest amount of tremor are wrist flexion/extension and forearm 

pronation/supination. A secondary finding of the study is that no difference in the frequency 

of tremor was observed between different degrees of freedom in each subject [37].

III. ARCHITECTURE OF WEARABLE PERIPHERAL NERVE STIMULATION 

DEVICES

In order for a wearable device to deliver non-invasive peripheral nerve stimulation for 

essential tremor in a closed-loop configuration, it must include the following hardware 

subsystems: tremor sensor, on-board processor, stimulation circuit and electrodes, 

rechargeable power supply, and user interface such as buttons and a display,. The software 

must be able to record and process the tremor measurements and apply an appropriate 

stimulation signal based on the control approach. The initial user calibration, such as setting 

the maximum pulse amplitude to be applied, should also be considered in the control 

approach. A generic architecture for wearable devices for essential tremor suppression is 

presented in Figure 1(a–b). A typical wearable device for essential tremor suppression is 

shown in Figure 1(c).

IV. MEASUREMENT OF TREMOR

A. SURFACE ELECTROMYOGRAPHY

Surface electromyography (sEMG) involves measuring the electrical excitation of 

underlying muscles using electrodes placed on the skin. Depending on the electrodes used, 

skin preparation and disposal of electrodes before and after each use may be required [44]. 

The signal obtained during tremorous motion may be visualized as bursts of electrical 

activity in the muscles, often alternating between two opposing muscle groups [44]. In 
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essential tremor, these bursts have a duration of approximately 50 to 200 milliseconds, 

whilst in Parkinson’s disease the duration range is smaller, between 50 and 150 

milliseconds; due to these feature differences, sEMG has been extensively researched as a 

tool for distinguishing tremor syndromes from one another, however currently there is no 

validated method used in clinical practice [44]. Basu et al. have demonstrated that sEMG 

recording of the forearm muscles may be used to predict tremor onset in essential tremor 

patients prior to the patient perceiving the tremor [45]. Whilst suggested for implementation 

for closed-loop deep brain stimulation, this entropy-based non-invasive measurement and 

processing system could be used to create a non-invasive system for the attenuation of 

tremor when combined with peripheral non-invasive neuromodulation. More recently, Basu 

et al. have combined the use of sEMG with accelerometer data to increase essential tremor 

prediction accuracy to 85.7% [46].

The integration of surface electromyography into wearable tremor suppression devices 

proves challenging for two key reasons: the placement of electrodes needs to be specific to 

each patient and there is interference between peripheral nerve stimulation signals and 

surface EMG readings [47]. Zhang et al. suggest three stages of processing for raw sEMG 

data to filter noise, extract the tremor pattern from voluntary movement and finally to create 

a smooth EMG envelope signal [48]. If tremor characteristics such as frequency and 

amplitude need to be determined based on the sEMG signal, processing such as the use of 

the iterated Hilbert transform as described by Dideriksen et al. and implemented by Gallego 

et al. have been attempted [49], [50].

B. WEARABLE MOTION TRANSDUCERS

Accelerometers and gyroscopes are commonly used to measure tremor, given their 

prevalence in smart devices such as phones and watches and availability as compact micro-

electromechanical packages [51]. These sensors enable the amplitude and frequency of the 

tremor in each axis to be calculated from the measurements, after signal processing occurs to 

remove the superimposed voluntary motion signal. Although accelerometers have 

historically been used more commonly for this purpose, a key issue is the presence of 

gravitational artefacts when components of the motion are rotational, which is the case in 

tremor, where the motion occurs around a joint. In order to address this issue, multiple 

accelerometers may be mounted in strategic locations on a body part and the data from each 

synthesized to remove the gravitational artefact; however, this may not be convenient for 

long-term in home monitoring [52]. Two wearable devices using peripheral nerve 

stimulation for tremor suppression use 3-axis accelerometers located on the forearm near the 

wrist to measure the patients’ tremor [18], [53].

When using gyroscopes to measure tremor, two gyroscopes are often used, placed on the 

dorsum of the hand and the dorsum of the forearm near the wrist; this allows for direct 

measurement of the angular velocity of flexion and extension at the wrist, although may 

prove cumbersome to implement in a wearable device [47], [54]. Two identified studies have 

used clinical trials to determine the accuracy of inertial sensors in measuring tremor in 

comparison to clinician-rated scales; both studies showed some statistically significant 

positive correlations between the measured severity and rated severity, however, neither had 
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the same findings for every task performed by participants [55], [56]. One study by 

McGurrin et al. combining both gyroscope and accelerometer measurements from the 

dorsum of the hand demonstrated that the measurement of tremor using these sensors 

correlated moderately to strongly with clinician-rated TETRAS scores; the findings were 

statistically significant for tasks such as spiral drawing, hand-writing and dot approximation 

[55]. However, the algorithm used to determine the tremor frequency and amplitude 

operated in two distinct stages, including initially determining the typical frequency range 

for each participant, which is not suitable for implementation in a real-time closed-loop 

system [55]. The study conducted brief testing using a robotic arm to determine the accuracy 

of the amplitude estimated from the accelerometer and gyroscope measurements, and found 

errors of +−0.02cm and +− 0.05 degrees respectively [55]. The NetMD study used sensors in 

a commercially available smart watch, comparing the measured tremor severity to the 

clinician-rated FTM-TRS scale, and found moderate to strong statistically significant 

correlation in resting, postural and water-pouring tasks, with no correlation found in a 

finger-to-nose maneuver task [56].

Devices that implement accelerometry or gyroscope sensors for the detection of tremor 

utilize high-pass filtering to obtain the tremor signal and differentiate it from voluntary 

movements, which tend to have a much lower frequency than the tremor being measured 

[18], [51]. Other techniques that may be considered for signal processing and removal of 

voluntary movement measurements using inertial sensors include the adaptive band-pass 

filter proposed by Popovic et al. and the more common weighted frequency Fourier Linear 

Combiner [57], [58]. In a systematic review of four different groups of signal processing 

approaches for MEMS gyroscopes, adaptive-based filters such as those mentioned 

previously were found to be most suitable for tremor modeling and estimation; these may be 

implemented in real time using only a MEMS gyroscope, or with additional measurements 

from an accelerometer [58]. Temperature bias may impact measurements using gyroscopes, 

but this may be addressed by using gyroscopes with an internal compensator for temperature 

[44].

C. OTHER METHODS

Digitizing tablets may be used to assess tremor through the recordings of handwriting or 

spiral drawings; the translational displacement of a pen on the surface of the tablet over time 

may be used to determine the frequency and amplitude of the tremor [51]. These systems, 

whilst useful for intermittent monitoring of tremor severity and progression, are unable to be 

used for continuous quantification of essential tremor due to the practical issue of requiring a 

patient to draw on a tablet to obtain a sample.

Optical sensors for tremor detection include videos and optoelectronic devices [9], [44]. A 

commercially available device, Leap Motion, uses two infrared sensors to detect motion and 

was validated for finger tremor characterization in four patients with essential tremor, 

providing an option to objectively determine tremor amplitude in a clinical setting [9]. 

However, optical sensors are not suitable for implementation for tremor detection as a 

wearable device; wearable markers may be used in conjunction with an external camera or 

optical sensor [44].
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Force transducers could also be used for tremor detection; however, these sensors are more 

difficult to implement than those mentioned previously and are more expensive than motion 

sensors [44].

Electroencephalography (EEG) signals may be used to identify the intention for voluntary 

movement, in order to assist in separating tremor signals from voluntary movement detected 

by another of the previously mentioned sensors [50]. The use of EEG in a wearable device 

for tremor suppression has been implemented by Gallego et al., along with sEMG and IMU 

to characterize the tremor [50].

V. NOVEL INTERVENTIONS FOR ESSENTIAL TREMOR

A. BRIEF OVERVIEW OF MECHANICAL INTERVENTIONS

Biomechanical loading devices and other orthoses have been developed to reduce tremor 

symptoms. These devices have been found to be heavy and cumbersome, making the patient 

less likely to engage with this treatment option than the previously mentioned alternatives 

[59]. Devices such as tremor cancellation spoons have been shown to be effective; however 

they require that the patient has a different device for each specific task, such as eating, 

writing or using a tablet device, thus increasing cost and effort, and decreasing practicality 

[60].

B. BRIEF OVERVIEW OF NON-INVASIVE CENTRAL STIMULATION

Various types of non-invasive central stimulation may provide further treatment options for 

essential tremor. Trans cranial magnetic stimulation of the cerebellum has been studied in a 

small number of patients, and demonstrates acute motor improvement in essential tremor; 

however, not all studies have shown significant improvements compared to sham stimulation 

and whether long-lasting improvements can occur is uncertain [61], [62]. Another form of 

central stimulation, trans cranial direct current stimulation has shown a significant 

improvement in TETRAS scores in 6 essential tremor patients after a 15 session treatment 

course spanning across a 50 day period [63]. Given that studies into this area have not been 

large, further research into the various stimulation methods and parameters is required, 

including whether such methods could be implemented into wearable or at-home devices to 

improve patient engagement [64].

C. PERIPHERAL ELECTRICAL STIMULATION

Peripheral electrical stimulation, either functional or below the motor threshold, has been 

studied as a treatment of essential tremor since the early 1990s, when Prochazka et al. 
created a closed-loop functional electrical stimulation system which attenuated essential 

tremor by an average of 73% in three patients [65], [66]. In 1993, Britton et al. demonstrated 

that essential tremor, tremor associated with Parkinson’s disease and mimicked tremor could 

be modulated with transcutaneous supramaximal stimulation of the median nerve close to 

the elbow [67]. A consistent finding across a number of studies is that patients with a more 

severe tremor initially, for example as rated by a clinician on the TETRAS scale, experience 

a greater improvement in their function with the use of peripheral electrical stimulation than 

those patients with a lower severity score initially [17], [18], [53]. Although peripheral 
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electrical stimulation with intramuscular electrodes may decrease muscle fatigue and have a 

higher stimulation pain threshold, intramuscular electrodes are invasive and thus difficult to 

implement in a wearable device, and therefore are not discussed in detail in this review [65].

Table 1 compares approaches to peripheral nerve stimulation in a number of studies and 

their effectiveness at suppressing tremor, which ranged from 42-81%, with most studies 

showing that many patients showed at least some improvement [17], [18], [47], [53], [68], 

[69]. One study implies the longevity of tremor suppression effects by using 40 minutes of 

stimulation twice per day over three months; there was a statistically significant 

improvement between the pre-session scores from the first visit and the third visit [53]. In 

Table 1, ‘wearable hardware’ is defined as a single device including the necessary sensors 

and electrodes to conduct the peripheral nerve stimulation; it may include onboard 

processing or communicate via wireless communications with a computer or other device 

for processing. It does not include devices that are required to be physically attached to 

computers, EMG amplifiers or other hardware. The various approaches detailed in Table 1 

include open-loop stimulation, stimulation modulated by tremor frequency recorded during a 

calibration window and closed-loop ON/OFF control of the stimulation based on the 

presence of tremor at a given time [17], [18], [47], [53], [68], [69]. However, there is an 

absence in the literature of a wearable closed-loop system that takes into account real-time 

changes in factors such as tremor frequency, amplitude and presence of tremor and changes 

the stimulation signal characteristics in response.

One benefit of closed-loop approaches to electrical stimulation for tremor suppression is the 

lower muscle fatigue compared to continuous stimulation [65]. However, a challenge in 

implementing continuous closed-loop control is that the tremor will manifest differently 

once the stimulation is applied and this will interfere with developing an appropriate signal, 

hence the use of a 1 second recording window and 3 second stimulation window in some 

studies [47], [68]. Closed-loop control strategies that have been applied and tested using 

software simulation or patients with other types of tremor include fuzzy logic control, 

repetitive control and neural oscillator-based control, which achieved simulated tremor 

suppression of about 85%, 80.7-88.4% in a patient with MS, and 90%, respectively [48], 

[70], [71].

Table 2 lists the stimulation parameters used in a number of non-invasive peripheral 

stimulation trials including essential tremor patients. Only one study has compared the 

effectiveness of different stimulation parameters in the same patient group, with a small 

study size (n = 9) limiting the significance of the findings that 50 and 100 Hz stimulation 

frequencies and 25% and 37.5% duty cycles for closed-loop stimulation reduced tremor 

frequency, and 100 Hz and 37.5% duty cycle for open-loop was best at reducing tremor 

power [18]. The most common approach to tremor suppression with electrical stimulation is 

to stimulate the muscles or nerves out-of-phase to the relevant muscle activation, to create a 

noise-cancelling effect on the tremor [47], [68], [69]. Similarities in the values of each 

stimulation parameter listed in Table 2 exist in the studies, with the exception of the pulse 

rate, with values between 25 Hz and 200 Hz used in the studies. However, the justification 

for each parameter choice is not available.
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Non-invasive peripheral electrical stimulation is also used in rehabilitation robotics to restore 

motor capabilities; analysis of the approaches and circuitry in these areas may provide 

applicable methodologies to wearable tremor suppression devices. For example, the Hyper 

project has developed an optimized circuit using a voltage to current transconductance 

amplifier for generating a balanced biphasic rectangular waveform, which has been shown to 

lead to less muscle fatigue compared to other waveform shapes [72].

Adverse effects of peripheral electrical stimulation includes changes in sensation such as 

tingling, stinging or pain distal to the area where the stimulation was applied and redness, 

itchiness or swelling at the location of the electrodes [17], [18], [53], [65]. In terms of 

potential dangers of using this type of device at home, one study reported a fall that “may 

have been related to the device”, however the context of this event was not described [53]. 

There is a general caution about applying external electrical stimulation to patients with 

implanted pacemaker devices and implantable cardioverter defibrillators (ICDs) [73]–[75]; a 

recent systematic review demonstrated that use of electrical stimulation on the upper body 

and upper limb is significantly more likely to result in incorrect sensing and/or shock by 

ICDs and pacemakers than electrical stimulation on the lower limb [74]. Another 

contributing factor to a higher likelihood of incorrect shock demonstrated by an 

experimental study is bilateral use of electrical stimulation as opposed to unilateral use [75].

In addition to the potential for adverse effects, there are limitations of the included studies 

and experimental devices. The electrode positions in most of the devices need to be 

calibrated for each patient, often involving using a stimulation probe to determine the correct 

position; this creates a challenge in making a wearable device that is easy for a patient to 

take on and off as needed [65], [76]. However, the Cala device tested by Isaacson et al. and 

Pahwa et al. approaches this issue by using three different standard sizing options and 

reusable electrodes that are built into the device strap [17], [53]. In order to apply electrical 

stimulation to multiple pairs of agonist and antagonist muscles and have the benefit of 

peripheral electrical stimulation at multiple joints, increasing amounts of hardware are 

required, reducing the likelihood of having a comfortable wearable device [65], [66]. In 

parallel to the issue of electrode placement is the difficulty in sensor placement for accurate 

displacement measurement each time a sensor is worn by the patient [65]. This issue could 

be circumvented by using an algorithm for determining sensor location in real-time without 

context as developed by Lambrecht et al. [77]. Another limitation in the reviewed devices is 

that the initial calibration periods had to be carried out manually to determine a comfortable 

stimulation threshold for each individual patient [65].

Some studies found that one or more of the essential tremor patients failed to respond at all 

to the electrical stimulation, demonstrating that this treatment, similarly to other treatments 

for essential tremor, may not be effective for all patients [47], [68]. The study by Kim et al. 
tested only one type of movement, a bean-transfer task, limiting the implications of their 

findings [18]. A significant hindrance to the quality of the included studies is the lack of 

controlled trials, except for the study by Pahwa et al. [17]. The majority of the studies listed 

in Table 1 have a small sample size, except for the studies of the Cala device conducted by 

Pahwa et al. and Isaacson et al.; the tremor suppression results show some motor 
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improvement in tremor in all of the included studies, indicating that there is clinical potential 

for this treatment [17], [53].

VI. DISCUSSION

Novel treatment approaches for essential tremor patients have the potential to benefit a large 

number of patients who cannot be adequately treated with medication and who may not be 

suitable or may not wish to undergo significant surgical intervention. As demonstrated by 

the resistance from patients to use external mechanical loading devices and related assistive 

technologies, more discreet and comfortable solutions need to be developed; hence, the 

recent push for the development of wearable electrical stimulation technologies for tremor 

suppression. Table 3 compares the characteristics of the two wearable devices identified in 

the literature.

Figure 2 shows the two wearable devices, with the key differences being the electrode 

placement; one device offers electrodes built-in to a wristband which needs to be replaced 

every three months [53], and the second device has electrodes that need to be placed on the 

skin manually during calibration [18]. Both of these devices require study personnel to assist 

with the setup and calibration of the devices, creating a barrier to patient use. Furthermore, 

one of the devices uses a computer to process the sensor data and determine the stimulation 

signal, which will limit the number of patients who could use the device based on whether 

they have access to a computer and appropriate software. The battery life of the device by 

Kim et al. is sufficient for a patient to wear the device throughout the day and charge it 

overnight, which is a strength of the system; battery life in peripheral electrical stimulation 

devices can be further improved with the use of closed-loop control, as tremor is not 

continuously present throughout the day in all patients.

When comparing sensors for tremor measurement that may be implemented in wearable 

devices, the practicality, accuracy, reliability and sampling rates of the options must be 

considered. A particular limitation in this area is that, whilst sEMG can provide very useful 

measurements which allow tremor prediction, rather than only detection, applying electrical 

stimulation to the same muscles can result in interference in the measured signals. In 

addition to this, sEMG requires further electrodes to be securely placed on the patient, 

increasing the size of a potential wearable device and decreasing the ease of use for the 

patient. The ability to extract the frequency and amplitude of tremor from inertial 

measurement units, combined with their low cost and small size make them a logical choice 

for tremor detection. Theoretically, the placement of these sensors should allow for 

measurement of the tremor at the joint moved by the muscles or equivalent nerves which the 

stimulation is applied to; however, in the two identified wearable devices for sensory 

stimulation, a single sensor was used to determine the tremor characteristics at the forearm 

only, whereas the nerves being modulated would move the wrist. Although the reasoning is 

not detailed in the publications by Kim et al. and Isaacson et al., this sensor placement may 

be justified by the finding that tremor frequency is similar in all joints of the upper limb in 

an individual patient [18], [37], [53].
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Reflecting on the data in Table 1, it is evident that the more recent approaches using sensory 

level stimulation have not produced as high a level of tremor suppression as the functional 

electrical stimulation approaches. However, these sensory stimulation studies have used 

control approaches mimicking that of the out-of-phase muscle stimulation, despite being 

based on a different pathophysiological theory. Given that some tremor suppression was still 

achieved in the majority of patients, this would suggest that sensory stimulation approaches 

are underperforming because they have not been fully investigated as a separate entity and 

could have greater tremor suppression if optimized, and could be widely adopted by patients 

as a more comfortable alternative to functional electrical stimulation. Due to the largely 

unknown nature of the pathophysiology of essential tremor, and the variation in the patient 

responses to peripheral electrical stimulation both within and across the studies identified in 

this work, an adaptive control approach which seeks the ideal stimulation approach for each 

individual patient over time would be a logical next step to take in this field.

VII. CONCLUSION

There is significant potential for non-invasive peripheral electrical stimulation to reduce 

tremor amplitude in essential tremor patients, particularly to improve symptoms in the 

88.2% of essential tremor patients who are not satisfied with their treatment. However, this 

treatment is most effective at the time of, or soon after, stimulation is applied and thus must 

be integrated into a patients’ daily life to be effective. This review demonstrates the need for 

and the potential development of approaches for an upper limb essential tremor suppression 

device that is comfortable and easy to use and employs continuous closed-loop control 

strategies to maximize tremor suppression whilst minimizing muscle fatigue for the patient. 

As demonstrated by this review, all aspects required to implement such a system, including 

sensor types and processing, stimulation signal generation and closed-loop control 

strategies, have been studied as individual subsystems, or as part of non-wearable devices, 

with promising results albeit small sample sizes. To improve on current approaches in a way 

that will be practical and comfortable for patient implementation, adaptive control 

approaches for sensory-level stimulation should be developed and tested in larger patient 

populations.
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FIGURE 1. 
(a) Hardware architecture of wearable devices for essential tremor suppression. (b) 

Functional block diagram of wearable devices for essential tremor suppression. (c) A 

prototype wrist-worn device for essential tremor suppression, designed by the authors.
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FIGURE 2. 
(a) A wearable device with a charging station and electrodes in the band [53]. (b) A 

wearable device that has external electrodes and a small form factor [18].
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