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Abstract 27 

 28 

Background: Internal tremor (IT) is an underexplored symptom. It may be present in up to 29 

44% of patients with Parkinson’s Disease (PD) and 55% of patients with essential tremor (ET). 30 

Some authors suggest a possible association with anxiety. 31 

Objectives: We aimed to ascertain the presence of IT in a cohort of patients with PD and ET. 32 

Secondly, we intended to characterize its phenomenological features (specifically tremor 33 

frequency), to study its correlation with postural and resting tremors, and to analyze its 34 

association with anxiety. 35 

Methods: This observational cross-sectional study enrolled 50 patients diagnosed with PD or 36 

ET. Patients reporting IT completed a questionnaire regarding its characteristics, and their 37 

postural and resting tremors were quantified using a smartphone application. We further 38 

inquired whether they could mimic this sensation orally, and then recorded and analyzed their 39 

vocal imitations with acoustic analysis software. Internal tremor frequency was subsequentially 40 

calculated and compared with the patients’ postural and resting tremors.  41 

Results: IT was reported in seven patients (14%). Five patients (71.4%) noted a correlation 42 

with anxiety. Five patients (71.4%) were able to characterize IT through sound, with 43 

frequencies generally falling within the range of 4-6 Hz. 44 

Conclusions: IT appears to be an infrequent phenomenon in patients with overt tremor 45 

syndromes. It could be associated with anxiety, and it can also reflect a subclinical tremor. Our 46 

study is compatible with the possibility of a central pattern generator driving the tremor 47 

observed (and felt) in patients with PD and ET. Larger studies are required to better understand 48 

IT.  49 

 50 
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Tremor is the most prevalent hyperkinetic movement disorder. It manifests as a 51 

rhythmic and sinusoidal movement pattern and affects a substantial portion of patients 52 

diagnosed with Parkinson's disease (PD) and all individuals with essential tremor (ET). This 53 

condition can essentially be classified as resting, postural, and kinetic tremors1. Additionally, 54 

there is another type, "internal tremor," which is a poorly comprehended and underexplored 55 

symptom in neurology, specifically in the field of movement disorders.  Internal tremor (IT) 56 

can be described as a feeling of tremor, shaking, or vibration in the body that is not associated 57 

with an actual movement2. The underlying pathophysiological mechanism and anatomical 58 

origin of IT remain unclear. Nevertheless, it has been suggested a possible association with 59 

anxiety 2-4. In some patients, IT may underpin a subclinical “physical tremor” 2-5 which may 60 

go unnoticed during the neurological evaluation. The detection and characterization of IT 61 

presents unique challenges due to its subjective nature. As a result, this condition may be prone 62 

to underdiagnosis, particularly when paired with a "normal" neurological exam. Despite being 63 

an understudied phenomenon, some authors report internal tremor to be present in up to 44% 64 

of PD patients and 55% of ET patients. While it is perceived as benign and often clinically 65 

dismissed, some patients may perceive it as very bothersome3.  66 

The present study aims to ascertain the presence or absence of internal tremor in a cohort 67 

of patients with PD and ET followed in the Outpatient Neurology Department – Movement 68 

Disorders at Unidade Local de Saúde de São João. Secondly, we aimed to characterize its 69 

phenomenological features (specifically tremor frequency), to study its correlation with 70 

postural and resting tremors, and to analyze its association with anxiety features. 71 

 72 

 73 
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Methods 74 

Study design 75 

We conducted an observational cross-sectional study comprising patients diagnosed 76 

with PD or ET, followed in the Outpatient Neurology Department – Movement Disorders 77 

Movement Disorders at Unidade Local de Saúde de São João, between June 2023 and 78 

September 2023. The diagnosis of PD and ET was made according to the Clinical Diagnostic 79 

Criteria for Parkinson’s disease6 and the Consensus Statement on the classification of tremors 80 

proposed by the International Parkinson and Movement Disorder Society (MDS)1. 81 

Inclusion criteria: All willing participants with a diagnosis of Parkinson’s disease or 82 

Essential Tremor, and whose clinical records are available for consultation at Centro Hospitalar 83 

Universitário São João. 84 

Exclusion criteria: not applicable. 85 

The study was approved by the Ethical Committee of the Faculty of Medicine of Porto 86 

University, with the process number CE-284-23. 87 

Data collection 88 

Participants were asked about the presence of internal tremor (either currently active or 89 

previously experienced), which was defined as “a feeling of tremor, shaking, or vibration in the 90 

body that is not associated with an actual movement”. This description was read ipsis verbis to 91 

the participants.  92 

The following information was collected: gender, age, diagnosis (Parkinson’s disease 93 

or Essential Tremor), disease duration, and pharmacological history. 94 

In patients who reported internal tremor, we collected the following data: 95 

For individuals with Parkinson's disease: Hoehn-Yahr stage, dominant hand and MDS-96 

Unified Parkinson’s Disease Rating Scale (MDS-UPDRS) part III7. 97 
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For individuals with essential tremor: dominant hand and clinical rating scale for total 98 

tremor (Clinical Rating Scale for Tremor)8. 99 

Patients with IT were required to answer a questionnaire (see Supplemental 100 

information), which included a set of questions to assess the presence and location of IT; if the 101 

IT was perceived the same or differently than the “external” visible tremors; when IT began in 102 

relation to the other symptoms and signs of the condition; how many days per week it occurred 103 

and how long it lasted for; if there are potential factors that may be associated with the episodes; 104 

if they experienced any burning, tingling or aching along with IT, and their general level of 105 

anxiety (scale from 1 to 10). The presence of anxiety symptoms was further evaluated by the 106 

Anxiety, Depression, and Stress Scale (EADS-21)9. 107 

Postural and resting tremors were quantified using a commercially available smartphone 108 

application (Studymytremor® for iPhone®). In patients who reported the presence of “internal 109 

tremor”, we further inquired whether they could mimic this sensation orally. The patients’ vocal 110 

imitations were recorded and analyzed using an acoustic analysis software (Goldwave®). 111 

Internal tremor frequency was subsequentially calculated visually (in hertz – sound oscillations 112 

/ second) and compared with the patients’ resting and postural tremors. 113 

Statistical analysis 114 

Statistical analysis was conducted using IBM SPSS® Statistics for MacOS, version 29. 115 

For continuous variables, with normal distribution, mean and standard deviation (SD) were 116 

used, for non-normal distributed variables, median, maximum, and minimum values are 117 

presented. To describe categorical variables absolute and relative frequencies were used (n, %). 118 

 119 

 120 
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Results 121 

Baseline characteristics 122 

A total of 50 patients were included, of which 28 (56%) were male. The majority of the 123 

patients included (90%) had a diagnosis of PD and the remaining patients had a diagnosis of 124 

ET. Concerning PD patients, the current mean age was 71±14 years, and the median disease 125 

duration was 6 years (maximum: 76, minimum: 1). Resting tremor was observed in 32 patients 126 

and the median stage according to the Hoehn and Yahr classification was 2 (maximum: 5, 127 

minimum: 1). Patients diagnosed with ET had a current mean age of 72±12 years, with a median 128 

disease duration of 11 years (maximum: 16, minimum: 3). 25 (55.6%) of PD patients and 3 129 

(60.0%) of ET patients were under treatment with anxiolytic or anti-depressant medication. 130 

Table 1 summarizes the main demographic and clinical characteristics of the patients. 131 

Internal tremor 132 

IT was reported in seven patients (14.0%) – five with PD, and two with ET, of which 133 

six (85.6%) were female. Regarding IT patients, the current mean age was 70±16 years, with a 134 

median disease duration of 6 years (maximum: 12, minimum: 1).  135 

The median score of MDS-UPDRS part III was 26 (maximum: 51, minimum: 14). On 136 

the Clinical Rating Scale for Tremor, one patient obtained a score of 20, while another patient 137 

scored 27. 138 

The mean score of the Anxiety, Depression, and Stress Scale (EADS-21) was 31±14. 139 

The anxiety subscale of the EADS-21 revealed that, only one patient did not exhibit elevated 140 

levels of anxiety, whereas one showed moderate anxiety, two were labeled severe anxiety, and 141 

three were classified with extreme anxiety. 142 

Patients with IT were asked to answer a questionnaire regarding its characteristics and 143 

additional features (table 2). Regarding the anatomic localization, one patient reported IT in the 144 

hand(s) and another patient experienced IT in the neck and head. IT was confined to hand(s) 145 
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and the chest, neck or head in one patient. Three patients experienced IT simultaneously in 146 

hand(s), feet or legs and in the chest, neck or head. One patient localized the sensation to the 147 

lumbar region. Four patients (57.1%) were currently under anxiolytic or anti-depressant 148 

therapy. The majority (71.4%) reported an association with anxiety. IT was experienced at least 149 

two days per week by two patients and daily by one patient. 150 

One patient revealed that the onset of IT appeared before the formal diagnosis of ET 151 

was made, four patients indicated it occurred sometime after the diagnosis was performed, and 152 

one patient reported it occurred alongside other clinical features that led to the establishment of 153 

the diagnosis.  154 

Internal tremor evaluation 155 

Concerning patients who reported experiencing internal tremor (n=7, 14.0%), we asked if they 156 

could mimic their sensation orally. The patients’ vocal imitations were recorded and analyzed 157 

using acoustic analysis software (Goldwave®). Internal tremor frequency was subsequentially 158 

calculated visually (in hertz – sound oscillations / second) and compared with the patients’ 159 

resting and postural tremors (as shown below and further in Table 3).  160 

Patient 1: Female, 77 years old, Parkinson’s disease, 6.0 Hz left postural tremor and 5.1 161 

Hz left rest tremor, internal tremor estimated at 5.0 Hz (figure 1).  162 

Patient 2: Female, 75 years old, Parkinson’s disease, 5.5 Hz right rest tremor, internal 163 

tremor estimated at 3.0 Hz (figure 2).  164 

Patient 3:  Female, 85 years old, Parkinson’s disease, 6.6 Hz right postural tremor and 165 

7.1 Hz right rest tremor, internal tremor estimated at 4.0 Hz (figure 3).  166 

Patient 4: Female, 85 years old, Parkinson’s disease, 2.5 Hz right postural tremor and 167 

4.2 Hz right rest tremor, internal tremor estimated at 5.5 Hz (figure 4). 168 

Patient 5: Male, 56 years old, essential tremor, 5.5 Hz right postural tremor, internal 169 

tremor estimated at 4.0 Hz (figure 5).  170 

∼2 seconds 

∼2 seconds 
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Discussion 171 

Internal tremor remains an understudied symptom that may be present in diverse 172 

neurologic disorders, including PD and ET. To the best of our knowledge, we were the first to 173 

attempt to objectively characterize the internal tremor’s frequency.  174 

IT is associated with marked clinical heterogeneity, mainly regarding patient 175 

experience. Internal tremor seems to be associated with anxious symptomology, as documented 176 

by a direct question and EADS-21 results, which aligns with existing literature 2-4. However, 177 

whether anxiety acts as a trigger and/or as an aggravating factor is still unknown. 178 

In our cohort, only a minority of patients was able to mimic their internal tremor. We 179 

speculate this happens because it is an inherently difficult task to reproduce exactly what 180 

someone feels internally. Obviously, we acknowledge this imitation may not entirely overlap 181 

with the “real” internal tremor (assuming it really exists), but we considered it to be an apt 182 

attempt. The measurement of frequencies of tremors that are “heard” in addition to being seen 183 

has been done before10. A second and important limitation of this method is the impossibility 184 

of orally mimicking very high-frequency tremors, which may, in theory, explain why certain 185 

individuals experience IT but cannot imitate them orally. An interesting analysis for the future 186 

would be to study whether people who experience IT but cannot orally reproduce them have 187 

high-frequency “external” tremors.  188 

Even though the number of analyzed internal tremors is low to make any substantial 189 

considerations, we find it interesting that the frequencies of IT were within the “parkinsonian 190 

range” (4-6 Hz). This discovery is compatible with the idea of a pacemaker or central pattern 191 

generator.  192 

We acknowledge additional limitations in our study. Firstly, we used a convenience 193 

sampling method. Patients included in the study were those who presented at a specific 194 

healthcare center during the study period, which may not represent the broader population of 195 
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neurological patients and thus contributing to a selection bias. Additionally, we considered the 196 

hypothesis that patients with internal tremor who did not meet the definition used were 197 

inadvertently excluded. The reduced sample size and the absence of a control group interfere 198 

negatively with the ability to assess the prevalence of internal tremor in patients with PD and 199 

ET compared to the general population. Furthermore, the IT questionnaire applied was not 200 

formally validated in our population,  201 

In conclusion, our study expands the knowledge about internal tremor. It is an infrequent 202 

phenomenon, which is likely associated with the underlying tremor disorder, and possibly 203 

associated with anxiety. While further studies are required, it is possible that these tremors fall 204 

within 3-6 Hz.  Large-scale and prospective longitudinal studies evaluating the response of 205 

internal tremor to dopaminergic and/or “anti-tremor therapy” could further enhance our 206 

understanding of its pathophysiology and management. No specific funding was received for 207 

this work. 208 

 209 
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Tables 

 
Table 1: Main demographic and clinical characteristics of the patients. 

 
PD: Parkinson´s disease; ET: Essential tremor; SD: Standard deviation; Max: maximum value; Min: 

minimum value 

 
 

 PD 
(n=45) 

ET 
(n=5) 

Gender   

   Male 25 (55.6%) 3 (60.0%) 

   Female 20 (44.4%) 2 (40.0%) 

Age (years)   

   Mean ± SD 71 ± 14 72 ± 12 

Years Since Diagnosis   

   Median 6 11 

   Max 76 16 

   Min 1 3 

Internal Tremor   

   No 40 (88.9%) 3 (60.0%) 

   Yes 5 (11.1%) 2 (40.0%) 

Anxiolytic or Anti-depressant 
Medication 

  

   No 20 (44.4%) 2 (40.0%) 

   Yes 25 (55.6%) 3 (60.0%) 

Hoehn and Yahr Scale   

   Median 2 - 

   Max 5 - 

   Min 1 - 
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Table 2: Characteristics and additional features of internal tremor. 
 n (%) Mean ± SD Median Max Min 

Gender Male 1 (14.3)     
Female 6 (85.7)     

Age  70 ± 16    

Dominant hand Right 7 (100.0)     
Left 0 (0.0)     

Diagnosis PD 5 (71.4)     
ET 2 (28.6)     

Years Since Diagnosis   6 12 1 

Anxiolytic or anti-depressant 
medication 

No 3 (42.9)     
Yes 4 (57.1)     

IT in the hand(s) No 2 (28.6)     
Yes 5 (71.4)     

IT in feet or legs No 4 (57.1)     
Yes 3 (42.9)     

IT in chest, neck or head No 2 (28.6)     
Yes 5 (71.4)     

IT feel the same as the visible 
tremors 

No 4 (57.1)     
Yes 3 (42.9)     

Onset of IT in relation to 
PD/ET 

Before 1 (14.3)     
Simultaneously 2 (28.6)     
After 4 (57.1)     

Days per week experiencing IT <=1 4 (57.1)     
2-4 2 (28.6)     
>5 1 (14.3)     

Association with anxiety 
(patient´s perception) 

No 1 (14.3)     
Don´t know 1 (14.3)     
Yes 5 (71.4)     

EADS-21  31 ± 14    

PD: Parkinson´s disease; ET: Essential tremor; IT: Internal tremor; SD: Standard deviation; Max: 
maximum value; Min: minimum value 
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Table 3: Frequency of postural, rest and internal tremors. 

 
NA, not available; -, absent 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Postural tremor Rest tremor Internal 
tremor Patient Right Left Right Left 

1 -  6.0 Hz - 5.1 Hz 5.0 Hz 

2 -  -  5.5 Hz 5.1 Hz 3.0 Hz 

3 6.6 Hz 6.5 Hz 7.1 Hz 6.9 Hz 4.0 Hz 

4 2.5 Hz 2.3 Hz 4.2 Hz 4.8 Hz 5.5 Hz 

5 5.5 Hz 9.6 Hz - - 4.0 Hz 

6 5.8 Hz 6.5 Hz 5.8 Hz 6.1 Hz NA 

7 9.0 Hz 8.4 Hz 4.1 Hz 7.6 Hz NA 
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Supplemental information 
 
 
Figures 
 
 
 
 
Figure 1: Patient 1, internal tremor estimated at 5.0 Hz.  

 

 

 

 

 

 

 

 

Figure 2: Patient 2, internal tremor estimated at 3.0 Hz.  

 

 

 

 

 

 

 

∼2 seconds 

∼2 seconds 
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Figure 3: Patient 3, internal tremor estimated at 4.0 Hz.  

 

 

 

Figure 4: Patient 4, internal tremor estimated at 5.5 Hz. 

 

 

 

Figure 5: Patient 5, internal tremor estimated at 4.0 Hz.  

 

 
 

∼1 second 

∼2 seconds 

∼1 second 
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Questionário Tremor interno 

 

1. Identificação e dados demográficos 

Nome:  

Contacto: 

a. Código: 

b. Idade atual 

c. Sexo M   F  

2. Mão dominante E   D  

3. Diagnóstico 

Tremor essencial   Doença de Parkinson  

4. Tempo em anos de evolução DP/ET:   

5. Medicação atual 

 

 

Já sentiu tremores, agitação ou vibração no seu corpo, mesmo na ausência de 

movimento aparente? S N   

Se sim: 

Às vezes sente a sua mão(s) a tremer quando não o está objetivamente? S N   

Às vezes sente o(s) seu(s) pé(s) ou perna(s) a tremer quando não o está  

objetivamente? S N   

 

Sente tremores ou vibração no seu peito, pescoço ou cabeça?                                    S N   
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A sensação de tremor interno é semelhante ao tremor visível? Se diferente, quais as 

diferenças? 

 

A sensação de tremor interno começou antes, ao mesmo tempo ou após os sinais ou 

sintomas de doença de Parkinson/tremor essencial? (estimar em anos)   

Quantos dias por semana, em média, sente o tremor interno?    

Quanto tempo dura a sensação de tremor interno (minutos-horas)?    

Existe algo que precipite/torne mais frequente a sensação de tremor interno? 

 

  Existe algo que pare a sensação de tremor interno? 

 

Acha que a sensação de tremor interno está associada a ansiedade? 

Sim   Não       Não sei  

Se sim, acha que agrava quando está ansiosa(o)? 

Sim    Não    Não sei  

Sente sensação de queimor, formigueiro ou um desconforto? 

Sim   Não  

 

Numa escala de 0-10, quão ansiosa(o) acha que é (em média)?    
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Reporting Guidelines 
 
STROBE Statement – Checklist of items that should be included in reports of cross-sectional 
studies. 

 
Ite
m 
No. 

Recommendation 
Page No. 

Title and 
abstract 

1 (a) Indicate the study’s 
design with a commonly 
used term in the title or the 
abstract 

Page 2, para. 2: “Methods: This observational cross-
sectional study (…).” 

(b) Provide in the abstract 
an informative and 
balanced summary of what 
was done and what was 
found 

Page 2, para. 2, 3: “Methods: This observational cross-
sectional study enrolled 50 patients (…) frequencies 
generally falling within the range of 4-6 Hz” 

Introduction 

Background/
rationale 

2 Explain the scientific 
background and rationale 
for the investigation being 
reported 

Page 3, para. 1: “"internal tremor," which is a poorly 
comprehended and underexplored symptom in 
neurology (…) some patients may perceive it as very 
bothersome.” 

Objectives 

3 State specific objectives, 
including any prespecified 
hypotheses 

Page 3, para. 2: “The present study aims to (…) 
association with anxiety features.” 

 

Methods 

Study design 

4 Present key elements of 
study design early in the 
paper 

Page 4, para 1: “We conducted an observational cross-
sectional study (…) Movement Disorder Society 
(MDS)1” 
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Setting 

5 Describe the setting, 
locations, and relevant 
dates, including periods of 
recruitment, exposure, 
follow-up, and data 
collection 

Page 4, para 1: “We conducted an observational cross-
sectional study comprising patients diagnosed with PD 
or ET, followed in the Outpatient Neurology Department 
– Movement Disorders Movement Disorders at Unidade 
Local de Saúde de São João, between June 2023 and 
September 2023.”  

Participants 

6 (a) Give the eligibility 
criteria, and the sources 
and methods of selection of 
participants 

Page 4, para 2,3: “Inclusion criteria: All willing 
participants with a diagnosis of Parkinson’s disease or 
Essential Tremor, and whose clinical records are 
available for consultation at Centro Hospitalar 
Universitário São João. Exclusion criteria: not 
applicable.” 

Variables 

7 Clearly define all 
outcomes, exposures, 
predictors, potential 
confounders, and effect 
modifiers. Give diagnostic 
criteria, if applicable 

Page 4, para 5-11: “internal tremor (either currently 
active or previously experienced), which was defined as 
(…) and compared with the patients’ resting and 
postural tremors.” 
 

Data sources/ 
measurement 

8*  For each variable of 
interest, give sources of 
data and details of methods 
of assessment 
(measurement). Describe 
comparability of 
assessment methods if 
there is more than one 
group 

Page 4, para 5-11: “internal tremor (either currently 
active or previously experienced), which was defined as 
(…) and compared with the patients’ resting and 
postural tremors.” 

Bias 
9 Describe any efforts to 

address potential sources of 
bias 

No specific measures were implemented 

Study size 

10 Explain how the study size 
was arrived at 

Page 4, para 1-3: “patients diagnosed with PD or ET, 
followed in the Outpatient Neurology Department (…) 
Exclusion criteria: not applicable.” 
 

Quantitative 
variables 

11 Explain how quantitative 
variables were handled in 
the analyses. If applicable, 
describe which groupings 
were chosen and why 

Page 4, para 5-11: “For continuous variables (…) 
frequencies were used (n, %).” 
 

Statistical 
methods 

12 (a) Describe all statistical 
methods, including those 
used to control for 
confounding 

Page 5, para 3: “For continuous variables (…) 
frequencies were used (n, %).” 
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 (b) Describe any methods 
used to examine subgroups 
and interactions Not applicable, we didn´t perform an examination of 

subgroups and interactions. 

 
 (c) Explain how missing 

data were addressed Not applicable, there was no missing data. 

 

 If applicable, describe 
analytical methods taking 
account of sampling 
strategy 

Not applicable, we did not perform inferential statistics, 
only descriptive analysis. 

 
 (e) Describe any sensitivity 

analyses Not applicable, we did not perform any sensitivity 
analyses 

Results 

Participants 

13* (a) Report numbers of 
individuals at each stage of 
study—eg numbers 
potentially eligible, 
examined for eligibility, 
confirmed eligible, 
included in the study, 
completing follow-up, and 
analysed 

Page 6, para 1, 2: A total of 50 patients were included, 
of which 28 (56%) were male. The majority of the 
patients included (90%) had a diagnosis of PD and the 
remaining patients had essential tremor (…) (85.6%) 
were female.” 

(b) Give reasons for non-
participation at each stage Not applicable, there was no non-participation 

(c) Consider use of a flow 
diagram Not applicable  

Descriptive 
data 

14* (a) Give characteristics of 
study participants (eg 
demographic, clinical, 
social) and information on 
exposures and potential 
confounders 

Page 6, 7: “50 patients were included, of which (…) 
clinical characteristics of the patients.” 

(b) Indicate number of 
participants with missing 
data for each variable of 
interest 

Not applicable, there was no missing data. 

Outcome 
data 

15* Report numbers of 
outcome events or 
summary measures 

Page 6, para 2 – page 7: “IT was reported in seven 
patients (…)  internal tremor estimated at 4.0 Hz 
(figure 5).” 

Main results 

16 (a) Give unadjusted 
estimates and, if 
applicable, confounder-
adjusted estimates and their 
precision (eg, 95% 
confidence interval). Make 
clear which confounders 

Not applicable, we did not perform inferential 
statistics, only descriptive analysis. 
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were adjusted for and why 
they were included 
(b) Report category 
boundaries when 
continuous variables were 
categorized 

Not applicable, continuous variables were not 
categorized. 

(c) If relevant, consider 
translating estimates of 
relative risk into absolute 
risk for a meaningful time 
period 

Not relevant for our study.  

Other 
analyses 17 

Report other analyses 
done—eg analyses of 
subgroups and interactions, 
and sensitivity analyses 

Not applicable, the were no other analyses done 

Discussion 

Key results 
18 Summarise key results with 

reference to study 
objectives 

Page 8, para 2-4: “internal tremor seems to be associated 
(…) central pattern generator.” 

Limitations 

19 Discuss limitations of the 
study, taking into account 
sources of potential bias or 
imprecision. Discuss both 
direction and magnitude of 
any potential bias 

Page 8, para 3, 5: “Obviously, we acknowledge (…) was 
not formally validated in our population.” 

Interpretation 

20 Give a cautious overall 
interpretation of results 
considering objectives, 
limitations, multiplicity of 
analyses, results from 
similar studies, and other 
relevant evidence 

Page 8, para 2-4: “However, whether anxiety acts (…) 
was not formally validated in our population.” 

Generalisabil
ity 

21 Discuss the generalisability 
(external validity) of the 
study results 

Page 8, para 5: “We acknowledge additional limitations 
(…)  was not formally validated in our population.” 

Other information 

Funding 

22 Give the source of funding 
and the role of the funders 
for the present study and, if 
applicable, for the original 
study on which the present 
article is based 

Page 9: “No specific funding was received (…) 
no additional disclosures to report.” 
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Movement Disorders Clinical Practice (MDCP)  
 
MANUSCRIPT PRE-SUBMISSION AND ETHICAL PUBLICATION GUIDELINES 

Movement Disorders Clinical Practice (MDCP) complies with recommendations of the International Committee 
of Medical Journal Editors. The journal is a member of the Committee on Publication Ethics (COPE) and 
adheres to its principles. 

Manuscripts that do not conform to the Journal's Ethical Publication guidelines will not be considered for 
publication. Discovery of or failure to comply will result in rejection of the manuscript, retraction of the 
published article, and/or a ban on future submissions by the author(s). 

The Editors reserve the right to require authors to submit their original data for comparison with the manuscript’s 
illustrations, tables, and results. 
 
Authors are welcome to post a preliminary version of their manuscript on a preprint server (e.g. bioRxiv, 
medRxiv), but once the manuscript has been accepted, the final version must not be posted. Rather, the original 
preprint server posting should be updated with a link to the digital object identifier (doi) for the final version that 
appears in MDCP. Authors should not assign copyright during the preprint process; authors should retain 
copyright in their work when posting to a preprint server. 
 
Preferably, authors should only grant “no re-use” licenses to their preprints. However, MDCP will consider for 
publication submissions that have previously been assigned CC-BY (-NC/-NC-ND) as preprints. If a preprint has 
been posted under a CC license, it is still possible to publish in the journal under the MDCP Copyright Transfer 
Agreement (CTA). 

Requirements for Experimental Investigation of Human and Animal Subjects 

For experimental investigation of human or animal subjects, please state in the Ethical Compliance Statement 
section that an appropriate institutional review board approved the project in accordance with all applicable 
national and/or international guidelines/laws. The authors should also provide their allowance number for 
performing animal experiments when available and should add a statement indicating that the principles outlined 
in the ARRIVE guidelines and the Basel declaration including the 3R concept have been considered when 
planning the experiments. 

For those investigators who do not have formal ethics review committees, the principles outlined in the 
“Declaration of Helsinki” should be followed. For investigations in human subjects, state in the Ethical 
Compliance Statement section the manner in which informed consent was obtained from the subjects. Ethical 
conduct of research should be explicitly disclosed in all submission types that appear in MDCP. 

Patient Confidentiality and Consent 

Authors are responsible for ensuring anonymity when required in photographs, patient descriptions, and 
pedigrees in which a possibility of identification exists. When submitting a patient video or photograph in which 
a patient can be identified, the corresponding author must provide the journal with written confirmation (via the 
author copyright form, Section H) that permission has been obtained from the patient, patient’s guardian or, in 
the event of the patient being deceased, next of kin, that stipulates that authorization has been obtained in 
compliance with any laws regarding patient authorizations relating to the use or disclosure of protected health 
information of the jurisdiction(s) to which the patient and the physician are subject including, if applicable, the 
United States Health Insurance Portability and Accountability Act of 1996 (“HIPAA”). Section H of the 
copyright form indicates that patient consent forms have been obtained and can be provided to the journal or its 
readers if requested. Authors will not be required to upload consent forms during submission, but if a paper is 
accepted for publication, all copyright forms must be signed and collected before the production process will 
begin. 
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According to HIPAA, the following core elements must be included in a patient consent form: 
 

1. A specific and meaningful description of the information to be used 
2. The name of the Physician and/or Hospital allowed to disclose the information 
3. That the video clip and/or photograph will be submitted for publication in a peer-reviewed medical 

journal 
4. That the video clip and/or photograph will eventually be used by the readers of a peer-reviewed medical 

journal for educational purposes 
5. An expiration date that relates to the individual or the purpose of the use or disclosure 
6. The individual’s signature and the date the authorization is signed. 

In addition, the patient’s consent form should include the following: 
 

• A statement that the Patient has the right to revoke his or her consent in writing 
• A statement regarding whether the Physician has the ability to condition medical treatment on the 

Patient’s giving such consent 
• A statement that information, once disclosed, may be subject to further disclosure by the recipient 

journal, in which case confidentiality would no longer be assured. The consenting party must 
understand, additionally, that in some cases the video might be re-presented elsewhere because the 
journal has policies that allow permissions and/or use copyrighted materials with other educational 
organizations. The consenting party must understand that in such a case the signed author’s consent 
form may be shared with this third party and the consenting party consents to this sharing of 
information for educational purposes. 

Reporting Guidelines 

 
Data reporting should follow appropriate checklists and guidelines (e.g., STROBE for observational trials; 
CONSORT for clinical trials), and other checklists should be consulted for other reports including diagnostic 
accuracy (STARD) or meta-analyses (PRISMA). Additional guidance on checklists and guidelines can be found 
here: http://www.equator-network.org/ 

Checklists can be downloaded from the following: 

• STROBE: http://strobe-statement.org 
• CONSORT: http://www.consort-statement.org/consortstatement/ 
• STARD: http://www.stard-statement.org/ 
• PRISMA: http://www.prisma-statement.org/ 

Redundant and Duplicate Publication 
 

The editors, members of the editorial board, and publisher's staff at MDCP take their responsibility seriously to 
assure that the highest ethical publishing standards are maintained by assisting in safeguarding the medical 
scientific literature against fraudulent publications. Please note that all manuscripts are run through plagiarism-
detection software as part of the submission process. 

Examples of fraud in scientific research include (but are not limited to): 

1) The submission of duplicate publications using similar data (i.e., attesting that work submitted is original 
when, in fact, it was submitted to or accepted by another journal); 
2) Falsification of data, copyright, or information regarding conflict of interest; 
3) Submission of work from other sources that was not done by the author and is presented as a new and original 
(plagiarism); 
4) Authorship (allowing one’s name to appear as an author or adding an author to a manuscript) without 
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substantial input or without having agreed to submission of the manuscript. (Please see "Authorship" section 
below; all authors must meet all authors must meet ICMJE criteria for authorship.) 

The above examples are not meant to be a comprehensive list of fraudulent publication practices, rather, they 
should provide adequate basis for careful consideration of avoidable conflicts and editorial scrutiny regarding 
inappropriate preparation and submission of manuscripts. Manuscripts that have appeared in publications that are 
not peer-reviewed, are not registered in Pub Med, or are available only on the internet, will be considered for 
publication in MDCP as long as the Editors are informed and grant approval prior to submission of the 
manuscript for review. If there are questions as to any issues regarding inappropriate submission, the Editors 
should be consulted prior to the submission. If a submitted or published manuscript is discovered or suspected to 
be inappropriate, the authors will be asked for a written explanation. If the rationale provided by the authors 
remains unsatisfactory in the judgment of the editors, the manuscript will be rejected or retracted. The provost 
(or equivalent) of the authors' academic institutions will be informed of inappropriate submissions or 
publications, and the authors will not be allowed to subsequently submit their research to MDCP. The journal 
leadership will also inform the editors and publishers of other journals which have published manuscripts judged 
to be inappropriately submitted to MDCP. 

Use of Drug Names 

Use generic names only in referring to drugs, followed in parentheses after first mention by any commonly used 
generic variant. 

Jurisdictional Neutrality 

In alignment with our publisher’s policy on jurisdictional neutrality, MDCP recognizes that the global research 
community includes diverse perspectives on many issues, including the legal status of certain countries/regions. 
We believe the best way to respect those diverse views is for authors to be able to identify their own institutional 
and country/region affiliations. We achieve this by being neutral on any jurisdictional claims. This means that 
the geographical designations and institutional affiliations in published materials do not represent the journal’s, 
the editors’, or MDS’ opinion about the legal status of any country or region. 

ARTICLE TYPES AND LENGTH REQUIREMENTS 

**If a submitted manuscript has merit but does not meet the requirements for novelty and impact, the editors 
may suggest resubmitting the manuscript in a different format (which offer the author may of course choose to 
either accept or decline).**  

Clinical Research Articles 

Description: Clinical Research Articles must present important and substantial new material. Articles can be 
clinical material, electrophysiology, genetics, clinico-pathological or therapeutics with a direct relevance to 
clinical practice. 

Abstract: 250 words with headings: Background, Objectives, Methods, Results, Conclusions 

Text: 3700 words 

Text format: Introductory paragraph (no heading), Methods, Results, Discussion 

References: 80 

Graphics (Tables/Figures): 8 

 
Clinical Assessment Articles 
All requirements for Clinical Research Articles listed above apply to Clinical Assessment Articles, which present 
a validation or other research study on a new or revised clinical outcome assessment or rating scale.  The term 
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“Clinical Assessment” includes rating scales, measurement tools, questionnaires, patient or clinician reported 
assessments, outcome measures, and other instruments used to measure, rate, qualify, quantify or evaluate a 
disease state.  The copyright to the scales featured in Clinical Assessment Articles published in Movement 
Disorders Clinical Practice will transfer to MDS upon acceptance and publication of the article. Prior to 
submitting a Clinical Assessment Article to MDCP, please contact the International Parkinson and Movement 
Disorder Society at ratingscales@movementdisorders.org to discuss publication requirements.  Please confirm in 
the Cover Letter that authors have contacted the Society prior to submitting. 

Brief Reports 

Description: Brief reports of clinical or translational research related to any aspect of movement disorders. 
Important but negative results are best considered as Brief Reports. 

Abstract: 150 words with headings: Background, Objectives, Methods, Results, Conclusions 

Text: 1700 words 

Text format: Introductory paragraph (no heading), Methods, Results, Discussion 

References: 40 

Graphics (Tables/Figures): 2 

Review Articles 

Description: There are three different types of reviews, and authors must identify the appropriate category at the 
time of submission: 1) Systematic – Uses appropriate methods (PRISMA, SCOPUS), includes meta-analyses; 2) 
Educational – Descriptive, pragmatic review with the aim of medical education for the reader; 3) Historical – 
Provides history/evolution of a condition. NOTE: For Educational/Historical Reviews, the structure outlined 
here may not be strictly applicable. 

Abstract: 250 words with headings: Background, Objectives, Methods, Results, Conclusions 

Text: 5,000 words 

Text format: Methods, Results, Conclusion 

References: No limit 

Graphics (Tables/Figures): 5 

Case Series with Literature Review 

Description: Case Series may sometimes have a literature review, in which case this submission type should be 
used. Description of individual cases up to 4 are allowed. If it’s more than 4 cases, authors are encouraged to 
group data with a table and summary of demography and clinical characteristics rather than describe the cases 
individually. The title may contain “Review of the Literature”. 

Abstract: 200 words with headings: Background, Cases, Literature Review, Conclusions 

Text: 2,500 words 

Text format: Case Series (with subheadings Case 1, Case 2, etc), Literature Review, Discussion 

References: 40 
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Graphics (Tables/Figures): 5 

Clinico-Pathological Cases 

Description: These are cases with pathological diagnosis. The article should have an illustrative clinical report 
and post-mortem or other diagnostic pathology with good illustration. Authors will prepare the case including 
the pathological findings. 

Abstract: 250 words with headings: Background, Objectives, Methods, Results, Conclusions 

Text: 2,000 words 

Text format: Case Report (or Series), Pathological Findings, Discussion 

References: 15 

Graphics (Tables/Figures): 3 

Case Series 

Description: Topics suitable for presentation for short reports include case series which illustrate new 
phenomena, or original clinical research. Authors must have a minimum of 3 cases, from different families, in 
order to use the “Case Series” article type. If there are more than 4 cases, authors are encouraged to group data 
with a table and summary of demography and clinical characteristics rather than describe the cases individually. 

Abstract: 150 words with headings: Background, Cases, Conclusions 

Text: 1,500 words 

Text format: Introduction, Case Series (with subheadings Case 1, Case 2, etc), Discussion 

References: 10 

Graphics (Tables/Figures): 3 

Case Report 

Description: Topics suitable for presentation as Case Reports include one or two cases that illustrates new 
phenomena or original clinical research. A brief introduction to the case should be included without a heading. 
At least one video is required for this type of submission. 

Abstract: No Abstract 

Text: 800 words 

Text format: Introductory paragraph (no heading), Case Report, Discussion 

References: 10 

Graphics (Tables/Figures): 2 

Clinical Vignette 

Description: These are interesting cases that are not necessarily original but highlight differential diagnosis, 
imaging or a treatment aspect (i.e. postural tremor in a patient with absent reflexes). At least one video is 
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required for this type of submission. Clinical Vignettes that are mainly based in a video segment may have a 
Commentary by an expert in the area. 

Abstract: No Abstract 

Text: 500 words 

Text format: No headings 

References: 5 

Graphics (Tables/Figures): 1 

Phenomenology Video 

Description: These submissions include videos illustrating phenomenology of movement disorders (i.e. different 
forms of myoclonus) with an educational multiple-choice question. Four options should be listed with numbers 
and then the correct answer and explanation to be provided (with references). Format the text using the headings: 
Question and Answer. This may be solicited by the editors or non-solicited. 

Abstract: No Abstract 

Text: 300 words 

Text format: First heading should be the question, then another heading “Answer” 

References: 2 

Graphics (Tables/Figures): 1 

Drug Trials 

Description: Drug Trials (including negative drug trials) will be considered. 

Abstract: 250 words with headings: Background, Objectives, Methods, Results, Conclusions 

Text: 3,700 words 

Text format: Introductory paragraph (no heading), Methods, Results, Discussion 

References: 80 

Graphics (Tables/Figures): 8 

Viewpoint 

Description: Viewpoints related to any aspect of movement disorders may be submitted without solicitation. 
These submissions present a pragmatic or contrary view based on the author's opinion. NOTE: Special 
concessions may be requested for official task forces. 

Abstract: No Abstract 

Text: 2,000 words 

Text format: Headings are flexible and at author/editor discretion 
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References: 40 

Graphics (Tables/Figures): 1 

In Focus 

Description: In Focus submissions are reports of breakthrough findings published elsewhere which deserve a 
comment in the journal. Please send a proposal to the Editorial Office prior to submitting. 

Abstract: No Abstract 

Text: 500 words 

Text format: No headings 

References: 5 

Graphics (Tables/Figures): 1 

Revealing Images 

Description: Revealing Images can be any form of visual graphic of some clinical feature or investigation. For 
example, a picture of a clinical sign or unique imaging including MRI, DAT Scans, DTI or other, and also EMG 
video recording or video of microrecordings from functional surgery. These should be accompanied by a 
paragraph of explanation. Authors may choose to include one multiple choice question along with a list of 
possible answers, including an indication and explanation of the correct answer. 

Abstract: No Abstract 

Text: 200 words 

Text format: No headings 

References: 2 

Graphics (Tables/Figures): 2 figures 

Historical Perspectives 

Description: Interesting old tapes/videos, sound recordings, photographs or seminal historical papers, or 
previously published commentary by the author. 

Abstract: No Abstract 

Text: 500 words 

Text format: No headings 

References: 5 

Graphics (Tables/Figures): 3 
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Letters to the Editor: New Observations 

Description: Letters containing original research which is not covered by any of the topics mentioned above will 
also be considered. 

Abstract: No Abstract 

Text: 500 words 

Text format: No headings 

References: 5 

Graphics (Tables/Figures): 1 

Letters to the Editor: Published Article 

Description: Letters in response to articles published in MDCP are welcome. 

Abstract: No Abstract 

Text: 500 words 

Text format: No headings 

References: 5 

Graphics (Tables/Figures): 1 

Letters to the Editor: Genotype & Phenotype 

Description: Cases with genetic description of a new phenotype or expansion of a previously described 
phenotype. 

Abstract: No Abstract 

Text: 800 words 

Text format: No headings 

References: 10 

Graphics (Tables/Figures): 1 

Letters to the Editor: Neuromodulation 

Description: We encourage submissions from researchers and clinicians in the field of DBS, ablative surgery, 
transcranial magnetic stimulation and any other form of incisionless neuromodulation. 

Abstract: No Abstract 

Text: 800 words 

Text format: No headings 
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References: 10 

Graphics (Tables/Figures): 1 

Editorial Commentary (Invited) 

Description: Editorials will generally be solicited by the editors and are subjected to a review process. Authors 
wishing to submit an editorial should seek the advice of the editors in advance. 

Abstract: No Abstract 

Text: 1,500 words 

Text format: No headings 

References: 25 

Graphics (Tables/Figures): 1 

How Do I? (Invited) 

Description: Authors wishing to submit a “How Do I” video must seek the advice of the editors in advance. 

Abstract: 250 words, no headings 

Text: 200 words 

Text format: No headings 

References: 5 

Graphics (Tables/Figures): No limit 

MANUSCRIPT SUBMISSION PROCESS 

All manuscripts will be initially evaluated by one of the editors in chief. If the paper does not meet the journal’s 
standards for peer review, both editors will discuss prior to making an editorial rejection decision. If an editor 
has a conflict of interest, the other will handle the process without consultation. If peer review is deemed 
appropriate, the paper will be sent out with the intention of securing one or more reviewers as needed. Authors 
may indicate the names of potential referees as well as those whom they wish not to review the paper, but the 
editor(s) will make the final reviewer decision. Reviewers are asked to provide their comments within two 
weeks, and the editors aim to return decisions on all papers within four weeks of their submission. 
 
This journal operates under a single-blind peer review model. Manuscripts are peer reviewed generally by two or 
more anonymous reviewers and there is an oversight review by the two Editors-in-Chief, as outlined above. 
Papers will only be sent to review if the Editor-in-Chief determines that the paper meets the appropriate quality 
and relevance requirements. As with all papers, when an Editorial Board member has authored a submission, the 
paper will be sent to reviewers who are not affiliated with the author or their institution and monitored carefully 
to ensure there is no peer review bias.   

Authors will be given a maximum of 60 days for major revisions and 30 days for minor revisions. Authors who 
plan to resubmit but cannot meet their deadline can contact the editorial office to request an extension; 
otherwise, the online system will prevent you from uploading the manuscript in the system. 

Revisions may receive an immediate decision, may be sent back to the original reviewers, or, in rare cases, sent 
to new reviewers for additional comments. This decision is at the discretion of the editors in chief. 
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ScholarOne Submission System: 

Authors may submit manuscripts and all supplementary material online 
at http://mc.manuscriptcentral.com/mdcp. 

• Click on the "Check for Existing Account" button at the bottom of the opening page. 
• If you do not already have an account, then create one by clicking on the "Create an Account" button. 
• Click on “Author Center.” Follow the on-screen instructions carefully. 
• At the end of a successful submission, you will see a confirmation screen with your manuscript number, 

and you will receive a separate e-mail confirming receipt. 
• If these two messages do not appear, then go into your Author Center and make sure that you have 

clicked on the “Submit” button or contact the editorial office. 

PRE-SUBMISSION INQUIRIES 

Generally, MDCP does not respond to pre-submission author inquiries. This applies to requests for feedback 
about the suitability of a manuscript for MDCP based on a brief description of the objective, a copy of the 
abstract, or a copy of the full draft manuscript.  

Please review the journal’s Aims and Scope and the guidelines on this page to determine the suitability for the 
journal and to choose the best article type for your submission. 

The editors will only respond to inquiries about submission types that require prior communication: How Do I 
videos and In Focus pieces. 

PREPARING THE SUBMISSION 
Cover Letter 

 
The cover letter should be entered into the submission form, on Step 6. Briefly describe the scientific or clinical 
importance of the manuscript. The cover letter must confirm that a) all co-authors have been substantially 
involved in the study and/or preparation of the manuscript; b) no undisclosed groups or personal have had a 
primary role in the study and/or in the manuscript preparation (i.e., there are no “ghost writers”); and c) all co-
authors have read and approved the submitted manuscript. Also, a statement that no ghost writing by anyone not 
named on the author list must be included (see Editorial in Movement Disorders 2005;20:1536). 

 
File Format 

The manuscript file should be double-spaced, with page numbers and continuous line numbering. The file should 
be in .doc, .docx. or .tex* format, with 1” margins and 12pt font size. *Please see further instructions on LaTex 
(.tex) submissions at the end of this section.* 

Order of Manuscript Elements 
(1) Title Page: 

This should be the first page of the manuscript file, not uploaded separately. Include ALL the following: 

• Video note: If an article includes a video, the upper right corner of the title page of the manuscript file 
must be marked “Video is part of ms.” 

• Article title: Titles should be short, specific, and clear. They should not exceed 100 characters. Do not 
use abbreviations/acronyms in the title. 

• Authors' names and affiliations: Provide author names as they should be published, including academic 
degrees. Indicate the specific affiliation of each author with footnotes (superscripted, Arabic numerals). 
If appropriate, see “Group Authorship” section for instructions on how to acknowledge members of a 
group author.  
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• Correspondence information: Name, address, telephone and email address of the corresponding author 
• Word counts: For the Abstract (if applicable) and the main text. The word count excludes the title page, 

abstract, tables, acknowledgements and contributions, and references. 
• Running title: A short title not to exceed 45 letters and spaces 
• Key words: Up to 5 

(2) Abstract: 

If the chosen submission type requires an Abstract, it must be structured with subheadings. Authors are required 
to spell out all abbreviations/acronyms in the structured abstract unless this has become accepted in the standard 
scientific literature (e.g. DNA, MPTP). 

(3) Main Text: 

See instructions for the chosen submission type for specific formatting notes. 

(4) Acknowledgment: 

 Do not include funding information in this section. Authors may include, as needed, (consistent with 
requirements of courtesy and disclosure) participation of contributors to the study who are not included in the 
author list. 

(5) Author Roles: 

At the end of the manuscript, list the itemized contributions in number/letter format, as below. These should 
include but are not restricted to: 

1. Research project: A. Conception, B. Organization, C. Execution; 
2. Statistical Analysis: A. Design, B. Execution, C. Review and Critique; 
3. Manuscript Preparation: A. Writing of the first draft, B. Review and Critique; 

Author 1: 1A, 2B, 3B 
Author 2: 2A, 3C 

List each author (by their initials) beneath the numbered list information and refer to their specific roles in the 
project and manuscript preparations by number and letter. For example: ECH: 1A, 2B, 2C, 3B 

(6) Disclosures: 

All submissions require a “Disclosures” section that covers the financial disclosures and conflicts of interest for 
all authors. This should be presented in complete sentences and organized under the headings below: 

• Funding Sources and Conflict of Interest: 

 Document all funding sources and potential conflicts of interest from each author that relate to the 
research covered in the article, regardless of date. If there are none, please state: “No specific funding 
was received for this work.” And “The authors declare that there are no conflicts of interest relevant to 
this work.” 

• Financial Disclosures for the previous 12 months: 

 Document all funding sources, not related to the current research in the article, for each author. If there 
are none, please state: “The authors declare that there are no additional disclosures to report.” 

NOTE: The copyright form that each author is required to sign also states that both of these entries are 
documented in the submitted material. 
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(7) Ethical Compliance Statement 

 
All submissions, regardless of type, require an Ethical Compliance Statement at the end of the manuscript. This 
must include all three of the following: 

• Name of the institutional review board or ethics committee that approved the study. Alternatively, if 
certain ethical guidelines were followed in the absence of an IRB, that should be stated. 

• Declaration of patient consent — Detail what type (written, verbal) and how it was obtained and 
documented, etc. If this was not required, include a statement affirming that “Informed patient consent 
was not necessary for this work.” 

• Affirmation that all authors have read and complied with the Journal’s Ethical Publication Guidelines. 
“We confirm that we have read the Journal’s position on issues involved in ethical publication and 
affirm that this work is consistent with those guidelines.” 

(8) References: 

Cite references sequentially in the text by number and include a References section at the end of the manuscript 
that lists all references in the order of appearance. MDCP complies with the reference style given in “Uniform 
Requirements for Manuscripts Submitted to Biomedical Journals.” (See Annals of Internal Medicine 
1982;96:766-771, or British Medical Journal 1982:284:1766-1770.) The reference section should be double-
spaced at the end of the text, following the sample formats given below. Provide all authors’ names when fewer 
than seven; when seven or more, list the first three and add ‘et al’. Provide article titles and inclusive pages. 
Accuracy of reference data is the responsibility of the author. For abbreviations of journal names, refer to List of 
Journals Indexed in Index Medicus (available from the Superintendent of Documents, U.S. Government Printing 
Office, Washington DC 20402, USA, DHEW Publication No. (NIH) 83-267; ISSN 0093-3821). 

Sample References 

 
Journal article 

1. Krack P, Benzzzouz A, Pollak P, et al. Treatment of tremor in Parkinson’s disease by Subthalamic 
nucleus stimulation. Mov Disord 1998; 13: 907-914. 

Book 

1. Fahn S, Jankovic J, editors. Principles and Practice of Movement Disorders, Philadelphia, Churchill 
Livingstone, 2010, pp 96. 

Book Chapter 

1. Olanow CW. Hyperkinetic Movement Disorders. In: Fauci A, Braunwald E, Kasper D, Hauser S, 
Longo D, Jameson JL, Loscalzo J. Eds. Harrison’s Textbook of Medicine 17th edition. 2008; p2560-
2565. 

(9) Legends for Figures and Supplemental files: 

Figure legends should be double-spaced and fewer than 40 words each. Refer to panels by capital letters (A, B, 
etc). For photomicrographs, please include the type of specimen, original magnification, and stain type. Include 
internal scale-markers on photomicrographs when appropriate. Where applicable, indicate the method used to 
digitally enhance images. Every supplemental file should have a corresponding legend in the manuscript file. 

(10) Tables 

Tables should be included at the end of the manuscript file and each table should begin on a new page. Number 
tables with Arabic numerals and provide the title above the table and list any footnotes must be listed beneath it. 
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Do not include color elements or split tables into multiple parts (1a and 1b). Define all abbreviations and special 
formatting using footnotes. Do not repeat the same information in tables and figures that is present in the text. 
IMPORTANT: Each table must be limited to 2 pages in PORTRAIT (vertical) orientation, with at least 11pt 
font. Overly wide or long tables will have to be rotated during typesetting and should be presented as 
supplemental information instead. 

Other Files 

Color figures are encouraged, when appropriate. Each figure should be uploaded as an individual file. Do not 
include figures in your manuscript file. Label each panel with one capital letter (A, B, etc.) and ensure that all 
necessary axes are labeled. Font in figures should be at least 11pt. Identifying information such as dates, names, 
and hospital locations should be removed or obscured before submission. Any illustration or figure from another 
publication must be acknowledged in the figure legend and the copyright holder’s written permission to (re)use 
any image online in MDCP must be submitted to the editorial office. 

Digital Artwork Preparation 

1. Check your software options to see if you can ‘save as’ or ‘export’ using one of the robust, industry-standard 
formats. These are: 

• Encapsulated PostScript (EPS) 
• Tagged Image File Format (TIFF) 
• Portable Network Graphics (PNG) 
• Portable Document Format (PDF) 

2. As a general rule of thumb, images that contain text and line art (graphs, charts, maps, etc.) will reproduce 
best if saved as EPS or PDF. If you choose this option, it is important to remember to embed fonts. This ensures 
that any text reproduces exactly as you intend. 

3. Images that contain photographic information are best saved as TIFF or PNG, as this ensures that all data are 
included in the file. JPEG (Joint Photographic Experts Group) should be avoided if possible, as information is 
lost during compression; however, it is acceptable for purely photographic subjects if the image was generated as 
a JPEG from the outset (many digital cameras, for example, output only in JPEG format). 

4. If you are not sure which format would be the best option, it is always best to default to EPS or PDF as these 
are more likely to preserve the high-quality characteristics of the original. 

5. Microsoft Office. If you have generated your images in Microsoft Office software (Word, Excel, PowerPoint), 
please convert the image to a PDF and ensure that all text is clear and legible at 100% zoom. Note that you might 
be asked to send us the files in their native file formats. 

6. Please ensure all images are a minimum of 600 dpi 

Video Files 

As of 2021, videos will be embedded in the published article in a similar way to which we currently embed 
figures and tables. These files should be uploaded as “Embedded Video” files during the submission process. 

In the manuscript: 

• Every video must be cited in the main text. 
• Please upload a placeholder image for each of your video files as an “Image” file in the submission 

system. The file name should be “Video1_Image” and “Video2_Image”, etc. If your paper is accepted, 
this image will be typeset as close to the first video citation as possible, similar to tables and figures. 
This static image must come from the video itself and will preferably correlate to the first frame of the 
video file. 



 

 36 

• A legend must be included at the end of the article for each video, labeled “Video 1, Video 2,” etc. This 
should concisely and sequentially describe what is seen in the video so that it can be readily understood. 
Do not repeat explanatory material that is already in text. If there are multiple segments in a video, 
please identify what happens in each segment (Segment 1, Segment 2, etc.) 

File Requirements: 

• Video must be submitted with manuscripts online in one of the following digital formats: MP4, MKV, 
MOV, AVI, FLV, MPEG-2 TS, MPEG-2 PS, MXF, LXF, GXF, 3GP, WebM, MPG, QuickTime. 

• Video file names must be “Video1_Image” and “Video2_Image”. 
• Files may be no longer than two and half minutes each unless formal approval is obtained from the 

editorial office. 
• Please limit file size to 100 MB, if possible. The combined manuscript files, including video, audio, 

tables, figures, and text must not exceed 350 MB. 
• The aspect ratio for videos should be 16:9. Aspect ratios other than 16:9 will still play within the player. 

However, black bars above and below or to the side of the video will appear. 
• Video files must include an audio soundtrack to work on the corresponding International Parkinson and 

Movement Disorders site. 

Content: 

• Video content should be edited to illustrate the key findings in a concise and informative manner. The 
video should be of high quality (both in content and visibility). The video should be edited to ensure 
maximal efficiency and make the specific point; particularly, it should demonstrate the features 
described in the text of the manuscript. 

• The use of text and/or special transition effects between the titles, subtitles and video segments is 
permitted. The video you submit should be the final product that will be published with the article. 

• The Editors reserve the right to request additional video editing by the authors (which may delay 
publication). 

• If the audio in a video file is necessary for interpretation, please ensure that it is easy to hear. 
Alternatively, subtitles can be added to the video file for easier comprehension or a “Transcription” file 
can be provided. 

Patient Consent: 

• It is the responsibility of the corresponding author to seek informed consent from any identifiable 
participant in the rich media files. Masking a participant’s eyes, or excluded head and shoulders is not 
sufficient. 

• Authors are restricted from submitting video and audio that they do not have a license to. 
• The corresponding author must confirm in the author copyright form (Section H) that he or she has 

received a signed release form from each patient videotaped authorizing the offline and/or online 
distribution of this video material. 

• In addition, the Ethical Compliance Statement in the manuscript must include details about patient 
consent. Manuscripts with videos will not be accepted until authors have signed and uploaded the 
copyright form (Section H), which affirms that the authors have collected the appropriate 
documentation. 

LaTex Guidelines for Submission 
 
LaTex users must use the File Designation "Main Document" from the dropdown box. For reviewing purposes, 
you should upload to the journal's system (e.g. ScholarOne) a single .pdf that you have generated from your 
compiled source files. Should your manuscript reach revision stage, figures and tables must be provided as 
separate files. The main manuscript file can be submitted in LaTex (.tex) format. When submitting your revision, 
you must still upload a single .pdf that you have generated from your revised source files. You must use the File 
Designation "Main Document" from the dropdown box. In addition, you must upload your TeX source files. For 
all your source files you must use the File Designation "Supplemental Material not for review". Previous 
versions of uploaded documents must be deleted. If your manuscript is accepted for publication, we will use the 
files you upload to typeset your article within a totally digital workflow. 
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If you have further questions, we strongly recommend reviewing Wiley’s New Journal Design (NJD) Latex 
Authoring Template. 
 
LaTex Guidelines for Post-Acceptance: 
 
Please check that you have supplied the following files for typesetting post-acceptance: 
 

• PDF of the finalized source manuscript files compiled without any errors. 
• The LaTeX source code files (text, figure captions, and tables, preferably in a single file), BibTex files 

(if used), any associated packages/files along with all other files needed for compiling without any 
errors. This is particularly important if authors have used any LaTeX style or class files, bibliography 
files (.bbl, .bst. .blg) or packages apart from those used in the NJD LaTex Template class file. 

• Electronic graphics files for the illustrations in Encapsulated PostScript (EPS), PDF or TIFF format. 
Authors are requested not to create figures using LaTeX codes. 

Author Copyright Form and Legal Information 

 
The author Copyright form includes (1) a statement on authorship responsibility, (2) a statement on financial 
disclosure (Exhibit A), questions regarding copyright and federal employment, and instructions regarding a 
statement of acknowledgment (Clause I). The full agreement must be read and signed by each co-author. 
Electronic signatures are acceptable as long as the form is submitted with a validated electronic signature, such 
as via DocuSign and AdobeSign. A typed name with no verification or ink signature is not permitted. The 
corresponding author must sign the acknowledgment statement (5) if the contribution includes, discloses, or 
incorporates any content (including any video or photograph) which identifies any individual patient(s), the 
Contributor must obtain written consent per Clause V of the Copyright Transfer Agreement (CTA). 

Authorship. MDCP adheres to ICMJE guidance authorship criteria. Please ensure that all authors listed meet the 
requirements for authors. 

Group Authorship. The journal does not limit the number of authors for an individual manuscript (unless 
otherwise specified) providing that: a) If there are multiple authors, all authors must meet the full criteria and 
requirements for authorship; b) If there is group authorship, one or more individuals are designated as authors or 
members of a writing group who meet full authorship criteria and who take responsibility for the group. Other 
members of the group are not authors individually, may be listed in the acknowledgment section (Flanagin A, 
Fontanarosa PB, DeAngelis CD. Authorship for research groups. JAMA 2002;288:3166-3168). 
 
NOTE: When a group author is listed in the author byline (consortium, task force, working group, etc), please 
include a footnote on the title page: “Members of the X group are listed in Appendix 1.” Appendix 1 should then 
be part of the manuscript file, not labeled as supplemental. This will be typeset in the main PDF and the 
members will be indexed as “collaborators” in PubMed Central. Please limit the text of this section; the names 
must be included in order for accurate indexation, but if you wish to include affiliations, committee participation, 
etc., that additional detail should be presented in a separate Supplementary Material file. 

Data Access and Responsibility. For clinical trials sponsored by pharmaceutical companies, authors must state in 
their letter of submission that (1) they have had full access to the data, (2) they have the right to publish all the 
data, and (3) they have had the right to obtain independent statistical analyses of the data. For any report 
containing original data, at least one author should indicate that he or she “takes responsibility for the integrity of 
the data and the accuracy of the data analysis” (DeAngelis CD, Fontanarosa PB, Flanagan A. Reporting financial 
conflicts of interest and relationships between investigators and research sponsors. JAMA 2001;286:89-91). 

Copyright.The International Parkinson and Movement Disorder Society will hold copyright to all articles and 
videos that are published under the standard Copyright Transfer Agreement (CTA). (The copyright for any 
article published under a CC-BY license remains with the author.) The CTA form is available here and will also 
be provided after article acceptance by Wiley Author Services. In the language of the CTA, the Society is the 
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“owner” of the copyright, and the author is the “contributor;” any co-authors are “co-contributors.” If you are a 
government employee, please check the “Government-Owned Work” checkbox. 

Open Access 

MDCP is a subscription journal that offers an open access (OA) option. You’ll have the option to choose to 
make your article open access after acceptance, which will be subject to an Article Publication Charge (APC). 
Note that if you select open access, the standard CTA form will not be required (the OA license will serve in its 
place). For more information on this journal’s APCs, please see the Open Access page. 

Note that certain funders mandate a particular type of CC license be used. This journal uses the CC-BY/CC-BY-
NC/CC-BY-NC-ND Creative Commons License. 

The three options are as follows: 

• Creative Commons Attribution License (CC-BY) 
This is an open access article under the terms of the Creative Commons Attribution License, which 
permits use, distribution and reproduction in any medium, provided the original work is properly cited. 

• Creative Commons Attribution Non-Commercial License (CC-NC) 
This is an open access article under the terms of the Creative Commons Attribution-NonCommercial 
License, which permits use, distribution and reproduction in any medium, provided the original work is 
properly cited and is not used for commercial purposes. 

• Creative Commons Attribution Non-Commercial No Derivs License (NC-ND) 
This is an open access article under the terms of the Creative Commons Attribution-NonCommercial-
NoDerivs License, which permits use and distribution in any medium, provided the original work is 
properly cited, the use is non-commercial and no modifications or adaptations are made. 

For more information on Open Access and to find out if your funder or institution is willing to pay for your APC 
see https://authorservices.wiley.com/author-resources/Journal-Authors/open-access/hybrid-open-access.html. 
For more information on this journal’s APCs, please see the Open Access page. 

Any authors wishing to publish their paper Open Access will be required to complete the payment in the Wiley 
Author Services system, after acceptance and during production. Prior to acceptance, there is no requirement to 
inform an Editorial Office that you intend to publish your paper Open Access. All articles are treated in the same 
way as any other article. They go through the journal’s standard peer-review process and will be accepted or 
rejected based on their own merit. 

English Language Editing Services 

Authors who are not perfectly fluent in English should have their manuscript professionally edited before 
submission. A list of independent suppliers of editing services can be found at 
http://wileyeditingservices.com/en/ All services must be arranged and paid for by the author, and use of one of 
these services does not guarantee acceptance for publication. The journal will copyedit accepted papers to ensure 
uniformity of language and style. American spelling, rather than British, is preferred. 

Accepted Articles 

The journal has an Accepted Articles section, in which articles will appear online within a few days of being sent 
to production. This temporary posting will occur before copyediting, typesetting, and proofreading to allow 
MDCP papers to be accessible and cited sooner in the publication process. At the time of final publication, the 
accepted version will be replaced by the copyedited, typeset, and proofread version. 

Supplements 

 
MDCP is willing to consider publishing supplements to regular issues. Supplement proposals may be made at 
the request of or by: 
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• The journal editors, an editorial board member or a learned MDS society member who may wish to 
organize a meeting. Sponsorship may be sought and the proceedings published as a supplement. 

• The journal editor, editorial board member or learned society member may wish to commission a 
supplement on a particular theme or topic. Again, sponsorship may be sought. 

• A sponsoring organization, often a pharmaceutical company or a charitable foundation, that wishes to 
arrange a meeting, the proceedings of which will be published as a supplement. 

In all cases, it is vital that the journal's integrity, independence and academic reputation are not compromised in 
any way. When contacting the editors regarding a potential supplement, please include as much of the 
information below as possible. 

• Title of supplement and/or meeting on which it is based 
• Date of meeting on which it is based 
• Proposed table of contents with provisional article titles and proposed authors 
• An indication of whether authors have agreed to participate 
• Sponsorship information, including any relevant deadlines 
• An indication of the expected length of each paper and guest editor proposals, if appropriate 

Please note that acceptance of a supplement proposal does not guarantee publication. Supplements will only be 
published upon passing peer and editorial review. 

Peer Review Guidelines 

The journal adheres to COPE’s guidelines for peer reviewers, and authors can expect all parties involved in peer 
review to 

• Respect the confidentiality of peer review, and not discuss the manuscript or contact the authors or any 
other people about the manuscript 

• Declare any conflicts of interest. 
• Provide an objective and constructive explanation for their recommendation. 
• Not allow their decision on a manuscript to be influenced by its origin or authorship. 
• Avoid requesting that the author cites the peer reviewer's own papers, unless there is a strong scholarly 

rationale for this. 
• Not reproduce information or any part of the manuscript under review in any of their own work prior to 

publication by the authors. 
• Only agree to peer review manuscripts within their expertise and within a reasonable timeframe. 
• Not delay publication. 
• Not use insulting, hostile, or defamatory language. 
• Destroy submitted manuscripts and all related material after they have reviewed them. 

 


























