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Abstract
Purpose Non-motor symptoms, such as sleep disturbances, fatigue, neuropsychiatric manifestations, cognitive impairment, 
and sensory abnormalities, have been widely reported in patients with idiopathic cervical dystonia (ICD). This study aimed 
to clarify the autonomic nervous system (ANS) involvement in ICD patients, which is still unclear in the literature.
Methods We conducted a pilot case-control study to investigate ANS in twenty ICD patients and twenty age-sex-matched 
controls. The Composite Autonomic System Scale 31 was used for ANS clinical assessment. The laser Doppler flowmetry 
quantitative spectral analysis, applied to the skin and recorded from indices, was used to measure at rest, after a parasym-
pathetic activation (six deep breathing) and two sympathetic stimuli (isometric handgrip and mental calculation), the power 
of high-frequency and low-frequency oscillations, and the low-frequency/high-frequency ratio.
Results ICD patients manifested higher clinical dysautonomic symptoms than controls (p < 0.05). At rest, a lower high-
frequency power band was detected among ICD patients than controls, reaching a statistically significant difference in the 
age group of ≥ 57-year-olds (p < 0.05). In the latter age group, ICD patients showed a lower low-frequency/high-frequency 
ratio than controls at rest (p < 0.05) and after mental calculation (p < 0.05). Regardless of age, during handgrip, ICD patients 
showed (i) lower low-frequency/high-frequency ratio (p < 0.05), (ii) similar increase of the low-frequency oscillatory com-
ponent compared to controls, and (iii) stable high-frequency oscillatory component, which conversely decreased in controls. 
No differences between the two groups were detected during deep breathing.
Conclusion ICD patients showed ANS dysfunction at clinical and neurophysiological levels, reflecting an abnormal para-
sympathetic-sympathetic interaction likely related to abnormal neck posture and neurotransmitter alterations.
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Introduction

Cervical dystonia is a rare hyperkinetic movement disor-
der characterized by sustained, intermittent contractions of 
neck muscle leading to abnormal, often repetitive, postures, 
or both [1]. Idiopathic cervical dystonia (ICD) is the most 

common type of focal dystonia [2]; however, the overall 
prevalence of the disease is difficult to determine due to 
the heterogeneous methodology used across the studies [3]. 
All studies consistently report that ICD occurs twofold in 
women than in men, with a mean age of onset in the fifth 
and sixth decades, respectively [4–6].

At the pathophysiology level, it is hypothesized that dys-
functions in the cortico-striate-thalamus-cortical network 
and the cerebellum-thalamus-cortical pathway are involved 
in the development of cervical dystonia. Indeed, Stamelou 
et al. hypothesized that genetic susceptibility might predis-
pose to the neurochemical and functional imbalance in the 
basal ganglia (i.e., lower concentrations of GABA and dopa-
mine and higher levels of acetylcholine), leading to brain 
networks abnormalities [7], linked to both the motor [8] and 
non-motor processes [7]. Currently, interest in non-motor 
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symptoms associated with ICD has increased. Neuropsychi-
atric symptoms (depression and anxiety) [9], sleep distur-
bances [10, 11], fatigue and cognitive impairment [12, 13], 
sexual dysfunction [14], and sensory abnormalities [15, 16] 
have been widely reported in ICD patients. Conversely, the 
autonomic nervous system (ANS) involvement in this group 
of patients is still controversial and unclear.

The ANS dysfunction is widely studied and demonstrated 
in hypokinetic movement disorders, mainly Parkinson’s 
disease and multiple system atrophy [17]. However, ANS 
might be involved in different movement disorders. The 
first description of ANS in the context of cervical dystonia 
patients was reported by Tiple et al., who detected in ICD 
patients a parasympathetic involvement in the spectral analy-
sis of heart rate variability [18].

In addition, Hentschel and colleague [19] quantitatively 
investigated ANS in patients with ICD and depression with 
the clinical questionnaire modified from Low et al., detect-
ing hypotension and constipation. Since that time, studies on 
ANS involvement in ICD patients have been very few [19].

An easier and quicker self-rating questionnaire, reported 
as a valuable tool for detecting ANS involvement in several 
neurological diseases, is the Composite Autonomic Symp-
toms Scale 31 (COMPASS-31).

To our knowledge, studies on quantitative spectral analy-
sis of laser Doppler flowmetry (LDF) applied to the skin to 
assess both ANS components (sympathetic and parasym-
pathetic) have not yet been reported in patients with ICD, 
nor have studies on ANS from the clinical point of view 
through the Composite Autonomic Symptoms Scale 31 
(COMPASS-31).

Therefore, the purpose of the present pilot study was to 
compare ANS function in ICD patients versus controls by 
clinical and neurophysiological tests: COMPASS-31 and 
quantitative spectral analysis of LDF. Second, we sought to 
highlight the correlations between ANS function and cervi-
cal dystonia severity in ICD patients.

Methods

We conducted a case-control pilot study to investigate the 
autonomic nervous system function in patients with idio-
pathic cervical dystonia versus control. Cases were selected 
among those treated with botulinum toxin at the Movement 
Disorder Centre of the Ferrara Hospital.

Subjects

This is a monocentric study conducted at the Movement 
Disorder Centre of Ferrara Hospital. Participants gave 
informed content, and the study protocol received approval 

from the local ethical committee (ID 693-111- 835/2020/
Oss/AOUFe).

We selected a consecutive series of idiopathic cervi-
cal dystonia subjects who underwent neurological clinical 
assessment between May 2020 and August 2020 who ful-
filled the following criteria:

– Age ≥ 18 years old.
– Diagnosis of idiopathic cervical dystonia according to 

phenomenology and neurophysiological data [1, 20].
– Chronic botulinum toxin treatment with the last per-

formed at least twelve weeks earlier.
– Absence of main pathogenic gene variants known to be 

linked with dystonia (DYT1 and DYT6).
– Absence of history of drug-induced dystonia.
– Absence of deep brain stimulation (DBS) implant.
– Absence of hypertension and diabetes.
– Absence of dementia and/or other movement disorder 

diseases (combined dystonia).
– If on chronic antidepressant treatment and GABAergic/

antimuscarinic/antiadrenergic agents, they should be 
taken more than 48 hours previously.

Patients were age-sex-matched with healthy male and 
female volunteers, not suffering from hypertension, dia-
betes, dementia, and/or other movement disorder diseases, 
and if on chronic antidepressant treatment and GABAergic/
antimuscarinic/antiadrenergic agents, they should be taken 
more than 48 h previously.

Smoking was prohibited in all subjects before the 
evaluation.

Clinical data

Physiological, family, and medical history was obtained 
for each subject. Data included demographics and lifestyle 
information, family neurological history (with emphasis on 
dystonia and/or depression), comorbidities, and medications.

All subjects completed the Composite Autonomic Symp-
toms Scale 31 (COMPASS-31) to measure global autonomic 
symptoms. The scale assesses through 31 questions auto-
nomic symptoms in multiple domains [21]: orthostatic intol-
erance, vasomotor, secretomotor, gastrointestinal, bladder, 
and pupillomotor. In addition, subjects completed the Beck 
Depression Inventory (BDI) scale for assessing depressive 
symptoms.

The cases provided additional information on the age at 
onset of ICD, disease duration, and botulinum toxin treat-
ment details. ICD patients were clinically assessed with 
the Toronto Western Spasmodic Torticollis Rating Scale 
(TWSTRS) and the Global Dystonia Severity Rating Scale 
(GDS).
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Neurophysiological data

ANS was assessed by quantitative spectral analysis of laser 
Doppler flowmetry (LDF) applied to the skin. In quantita-
tive spectral analysis, any stable and fluctuating signal is 
decomposed into its sinusoidal components, allowing the 
power of each component and its respective frequency to 
be calculated. During deep breathing, handgrip, and men-
tal arithmetic calculation, changes in heart rate modify the 
spectral skin-LDF recording and provide information on 
ANS activity. Deep respiratory activity increases the high-
frequency (HF) spectral band [22], which reflects the vagal 
tone [23], whereas handgrip and mental arithmetic calcula-
tion act on the low-frequency (LH) spectral band [24, 25], 
reflecting the sympathetic tone [26].

Measurements were obtained after 4 h of abstinence from 
smoking and 48 h without taking medication that affects 
vascular tone. During the local heating test, participants sat 
in an armchair with neck support to permit the relaxation of 
the dystonic component in ICD patients. We applied ther-
mostatic laser Doppler probes to both indices and set the 
local heating to 37 °C. Once the required temperature was 
reached, the cutaneous laser Doppler flowmetry was applied 
simultaneously at rest for 2 min, after six deep breaths 
(5-s-long expiration and inspiration, respectively), after an 
arithmetic calculation (subtracting three from 200, again 
three from the resulting number, and so on for 2 min), and 
after isometric handgrip (40% of maximum force with the 
dominant hand lasting 2 min, recording from the contralat-
eral). Subjects waited 2 min to reassess the normal ANS 
status between each condition. We analyzed right and left 
indices to investigate whether the side of the torticollis might 
influence the recording in the ICD group.

We obtained short-term power spectra recordings with 
the Perimed software. We considered two frequency bands: 
high-frequency (HF) power fluctuations (0.081 to 1.5), 
reflecting vagal activity, and low-frequency (LF) power fluc-
tuations (0.003 to 0.080), reflecting sympathetic modulation 
[27]. The Perimed software detected four main frequency 
bands. We calculated both HF and LF total power by sum-
ming the power of each frequency obtained according to the 
previously described values. Then, we computed the LF/HF 
ratio during all the conditions (rest, deep breathing, hand-
grip, and mental calculation).

Statistic analysis

Results are expressed as counts and percentages for cat-
egorical variables and mean and standard deviations (SD) 
for continuous variables. The distributions of categorical 
variables among groups of individuals were analyzed with 
the chi-square test, whereas the distribution of continuous 
variables was evaluated with the Shapiro-Walk normality 

test. To compare clinical and instrumental data distribution 
between the two groups, the means of normally distributed 
continuous variables were assessed with Student’s t-test, 
and for continuous variables with non-normal distribution, 
differences were assessed with Mann-Whitney’s U-test. A 
p-value of < 0.05 indicated a statistical significance.

Although the sample size is small, we performed a sec-
ondary analysis among participants aged 57 years old and 
older to correct for age in assessing ANS changes. Indeed, 
the aging process has been associated with structural and 
functional changes in the autonomic nerve and ganglia, 
leading to sympathetic tone predominance and vagal tone 
reduction [28]. Therefore, we would like to evaluate if this 
bias could interfere with the statistical analysis of the initial 
groups. To choose the cut-off, knowing that there is a lin-
ear correlation between age and ANS changes, we choose 
patients with age at enrollment higher than the mean age of 
the participants groups.

Statistical analyses were performed with IBM Statistical 
Package for Social Science (SPSS).

Results

We enrolled twenty ICD patients and twenty age- and sex-
matched healthy subjects (mean age 56.9 ± 11.1 years old). 
No demographic, family history, or lifestyle differences were 
found between cases and controls (Table 1).

Cases compared to controls showed at least one auto-
nomic symptom on the COMPASS-31 scale (86% versus 
14%; p < 0.05). The main COMPASS-31 domains affected 
were orthostatic intolerance (35% versus 5%) and gastroin-
testinal (55% versus 20%), less secretomotor (25% versus 
10%), and bladder dysfunction (10% versus 0%); pupillomo-
tor and/or vasomotor symptoms were not reported. In cases, 
patients with two or more domains involved on the COM-
PASS-31 scale showed greater ICD severity on TWRSTS 
than those with 0 or 1 domain affected (TWRSTS median: 
25.5 (IQR 16.5–28) versus TWRSTS median: 15 (IQR 
13.5–15); (p < 0.05)). No other differences were detected 
for the additional clinical data between females and males 
(Table 2).

LDF spectral analysis at rest, recording from the right 
(RI) and left indices (LI), showed lower high-frequency (HF) 
bands in cases compared to controls (median RI-HF: 17.20 
versus 22.05, median LI-HF: 12.40 versus 17.40), although 
without reaching statistical significance. The same results 
were obtained by analyzing LF/HF ratio (median RI-LF/
HF: 0.94 versus 1.07, median LI-LF/HF: 0.85 versus 1.07) 
(Fig. 1).

Parasympathetic activation led to no LF/HF ratio differ-
ences (median RI-LF/HF: 0.80 versus 0.53, median LI-LF/
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Table 1  Demographical and clinical data in cervical dystonia patients and control subjects

COMPASS-31 Composite Autonomic Symptoms Scale 31, BDI Back Depression Index
Significant values are bolded

Cases (N = 20), mean 
± DS

Controls (N = 20), mean 
± DS

p-value

Sex (F/M) 12/8 12/8 ns
Mean age (years) 56.9 (11.1) 56.9 (11.1) ns
 Female 56 (8.8) 56 (8.8) ns
 Male 58.3 (13.8) 58.3 (13.8) ns
Smokers (number) 3 6 ns
 Female 2 4 ns
 Male 1 2 ns
Coffee intake (number of subjects) 13 16 ns
 Female 6 10 ns
 Male 7 6 ns
Alcohol use (number of subjects) 13 17 ns
 Female 7 9 ns
 Male 6 8 ns
Positive familiar history of dystonia and/or depression and/or dementia (number 

of subjects)
5 7 ns

 Depression 2 1 ns
 Dementia 2 3 ns
 Depression + dementia 1 3 ns
 Dystonia 0 0 ns
 Other neuro-psychiatric diseases 0 0 ns
COMPASS-31 (number of subjects with at least one domain declared) 17 7 p < 0.05
  Orthostatic intolerance 7 1 p < 0.05

 Vasomotor 0 0 ns
 Secretomotor 5 2 ns
 Gastrointestinal 11 4 p < 0.05
 Bladder 2 0 ns
 Pupillomotor 0 0 ns
BDI 6.20 (4.53) 3.10 (1.74) p < 0.05

Table 2  Clinical dystonia data in gender and age at enrollment subgroups

COMPASS-31 Composite Autonomic Symptoms Scale 31, SD standard deviation, GDS Global Disease Scale, IQR interquartile range, TWSTRS 
Toronto Western Spasmodic Torticollis Rating Scale

Cases (20) Female (12) Male (8) p-value Patients < 57 
years old (13)

Patients > 57 years old (7) p-value

Mean age at disease onset (media 
years—SD)

41.3 (11.6) 40.3 (10.7) 42.9 (13.5) ns 35.08 (8.35) 52.86 (6.99) ns

Disease duration (media/median years—
SD/IQR)

15.7 (6.4) 15.5 (8.4) 15.8 (5.1) ns 14.0 (9.0–20.0) 18.0 (12.5–20.5) ns

Duration of botulinum toxin treatment 
(media/median years-SD/IQR)

12.3 (6.7) 12.4 (4.7) 12.2 (9.2) ns 12.0 (8.0–15.0) 12 (10.0–16.0) ns

TWSTRS (media—SD) 22.5 (8.3) 25.7 (8.4) 17.7 (5.2) ns 23.4 (9.2) 20.7 (6.4) ns
GDS (media—SD) 8.0 (2.1) 8.5 (2.1) 7.6 (2.1) ns 8.4 (2.3) 7.9 (2.0) ns
COMPASS-31 (number of patients with 

at least one domain)
16 10 6 ns 9 7 ns
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HF: 0.70 versus 0.87), and all participants showed a signifi-
cant increase in the HF spectral band from the rest condition 
(p < 0.05; 70% of cases and controls) (Fig. 2).

Any statistical difference in LF, HF, and LF/HF ratio were 
detected at the LDF spectral analysis during mental calcula-
tion (Table 3). In contrast, during handgrip, cases showed 
a lower LF/HF ratio than controls (median (IRQ) LF/HF: 
1.17 (0.56–2.76) versus 2.72 (1.11–4.27)) (p < 0.05; 80%) 
(Table 3). During these sympathetic stimuli, the increase of 
LF power from the rest spectral band was similar in cases 
and controls, whereas the HF power significantly decreased 
only in the control group (p < 0.05) (Fig. 1). In addition, 
both groups showed an increase in the LF/HF ratio from 

rest to handgrip or mental calculation, reaching a statisti-
cally significant difference only in controls (p < 0.01 from 
rest to handgrip, p < 0.05 from rest to mental calculation) 
(Table 3).

With regard to the handgrip LF/HF ratio, cases showed 
statistically lower values than controls. Therefore, we used 
the controls’ handgrip LF/HF ratio interquartile range 
(1.11–4.27) to divide the cases into two groups: Group A 
(N = 13) with an LF/HF ratio lower or equal to 1.11 (the 
lower limit among the controls) was regarded to be affected 
by ANS dysfunction; Group B (N = 7) with an LF/HF 
ratio higher than 1.11 (similar to controls) was deemed not 
affected. No statistically significant differences were detected 

Fig. 1  Graphic representation of low and high frequencies at rest and 
in orthosympathetic conditions. The graphic shows during orthosym-
pathetic activation (handgrip and mental calculation), the increment 

and decrement of LF and HF, respectively. HF high frequencies, L 
left, LF low frequencies, R right. * indicates the significant values

0 5 10 15 20 25 30

cases

controls

LH breath L LF rest L LF breath R LF rest R

0 10 20 30 40
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Fig. 2  Graphic representation of low and high frequencies at rest and 
in parasympathetic condition. The graphic shows during parasympa-
thetic activation, LF and HF changes. a Low frequencies changes, b 

High frequencies changes, c LF/HF changes. HF high frequencies, L 
left, LF low frequencies, R right. * indicates the significant values
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between the two groups in the ICD severity (TWRSTS and 
GDS), disease duration, and COMPASS-31 (Table 2).

Finally, ICD patients showed a higher score on the BDI 
scale than controls (p < 0.05; 6, 20 media score; 75%) 
(Table 1).

Sub‑analysis results

In the subgroup analysis of subjects aged 57 years and older, 
cases compared to controls showed at least one autonomic 
symptom on the COMPASS-31 scale (cases 86% versus 

controls 5%; p < 0.01;). No other differences were detected 
for the additional clinical data (Table 2).

LDF spectral analysis at rest, recording from the right (RI) 
and left indices (LI), showed statistical significance in lower 
high-frequency (HF) bands in cases compared to peer controls 
(median RI-HF: 11.25 versus 21.40, median LI-HF: 10.2 versus 
19.00) (p < 0.05; 71% RI, 86% LI). In addition, significance was 
detected in the LF/HF ratio being lower in ICD patients than 
controls (median RI-LF/HF: 0.64 versus 1.80, median LI-LF/
HF: 0.29 versus 3.10) (p < 0.05; 86% RI, 86% LI) (Table 3).

During parasympathetic activation, statistical differ-
ence was not detected. Sympathetic activations by means 

Table 3  Laser Doppler flowmetry spectral analysis data

Value is expressed as median (interquartile range). Significant values are bolded
HF high frequencies, LF low frequencies

Condition Cases Controls p-value Case ≥ 57 yo Controls ≥ 57 yo p-value

Rest
 LH
  Right 12.35 (9.52–33.22) 16.35 (10.47–60.52) ns 12.90 (11.40–28.50) 14.00 (9.85–22.05) ns
  Left 10.55 (6.82–29.85) 15.45 (9.07–21.40) ns 10.10 (7.40–15.95) 18.6 (10.75–19.90) ns
 HF
  Right 17.20 (10.50–34.62) 22.05 (17.62–25.57) ns 11.25 (20.90–39.00) 21.40 (17.30–23.40) p < 0.05
  Left 17.40 (7.85–23.75) ns 10.2 (8.35–30.70) 19.00 (17.10–22.60) p < 0.05
 LF/HF ratio 12.40 (8.05–25.22)
  Right 0.94 (0.32–2.04) 1.07 (0.39–3.60) ns 0.64 (0.25–1.34) 1.80 (1.27–2.90) p < 0.05
  Left 0.85 (0.28–3.57) 1.07 (0.39–3.60) ns 0.29 (0.26–3.00) 3.10 (1.15–3.98) p < 0.05
Deep breath
 LH
  Right 22.10 (15.25–30.67) 25.15 (13.42–45.65 ns 21.8 (15.4–25.15) 25.5 (13.55–39.45) ns
  Left 28.35 (9.00–48.72) 21.60 (11.47–35.85) ns 28.6 (10.7–48.65) 22.6 (14.2–35.4) ns
 HF
  Right 28.95 (16.97–51.80) 35.95 (26.52–43.62) ns 29.1 (17.85–45.7) 35.9 (25.65–43.35) ns
  Left 24.45 (13.62–45.52) 32.10 (23.92–38.57) ns 25.0 (14.15–43.95) 31.9 (28.3–39.65) ns
 LF/HF ratio
  Right 0.80 (0.55–1.06) 0.53 (0.34–0.99) ns 0.86 (0.45–1.37) 1.00 (0.49–1.37) ns
  Left 0.70 (0.43–1.41) 0.87 (0.37–1.36) ns 0.65 (0.37–1.83) 1.27 (0.70–1.83) ns
Mental calculation
 LH
  Right 20.05 (9.56-29.3) 35.5 (16.6–44.63) ns 19.5 (5.1–30.85) 20.9 (17.65–36.6) ns
  Left 17.45 (11.33–26.8) 24.7 (13.76–53.23) ns 18.6 (14.85–32.5) 25.4 (19.3–47.35) ns
 HF
  Right 14.2 (8.2–24.8) 15.65 (10.5–28.03) ns 18.8 (11.55–29.2) 14.9 (11.85–15.65) p < 0.05
  Left 13.2 (7.07–26.52) 10.7 (7.34–23.76) ns 14.1 (7.35–22.65) 11 (9.1–14.8) p < 0.05
 LF/HF ratio
  Right 1.10 (0.46–3.67) 1.65 (0.90–3.57) ns 1.04 (0.23–1.36) 3.52 (1.83–4.59) p < 0.05
  Left 1.31 (0.45–3.62) 3.84 (0.86–4.81) ns 1.24 (0.27–1.51) 4.48 (3.06–5.14) p < 0.05
Handgrip
 LH 16.3 (7.83–30.57) 25.75 (9.75–38.8) p < 0.05 17.1 (10.07–36.05) 27.4 (12.15–50.45) p < 0.05
 HF 16.9 (10.5–24.48) 15.2 (5.9–25.9) ns 18.0 (11.8–24.55) 15.5 (6.28–24.75) ns
 LF/HF ratio 1.17 (0.56–2.76) 2.72 (1.11–4.27) p < 0.05 1.14 (0.53–3.09) 2.12 (1,01–4.19) p < 0.05
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of mental calculation and handgrip detected a lower LF/HF 
ratio in both conditions (mental calculation: median RI-LF/
HF 1.18 versus 3.52, median LI-LF/HF 1.24 versus 4.48, p < 
0,05; handgrip: LF/HF 1.14 versus 2.12, p < 0,05) (Table 3).

Discussion

From a clinical point of view, it is uncommon for cervi-
cal dystonia patients to complain of autonomic symptoms. 
Dysautonomia could be subclinical in these patients, and 
specific questionnaires and neurophysiological analyses 
are needed to investigate these symptoms. Indeed, in this 
study, ANS abnormalities were detected in ICD patients at 
the COMPASS-31 scale and the short-term spectral analysis 
of LDF.

Most (86%) of our ICD patients presented autonomic 
symptoms, mainly orthostatic intolerance and gastrointes-
tinal manifestation, according to the COMPASS-31 scale, 
and we detected that the more ANS domains involved, the 
greater the ICD severity. This is in line with findings from 
Hentschel and coll. [19]. They observed orthostatic hypo-
tension and constipation in ICD patients with depressive 
symptoms by administering a questionnaire modified from 
Low et al., addressing questions about orthostatic dizziness, 
cold intolerance, reduced sweating, skin discoloration, dry 
mouth, dry eyes, genitourinary symptoms, nausea, diar-
rhea, constipation, or pupillary symptoms [19]. To the best 
of our knowledge, the investigation of ANS symptoms using 
the COMPASS-31 scale in ICD patients has never been 
reported. The COMPASS-31 is simple, more time-efficient, 
nevertheless still a comprehensive tool. The COMPASS-31 
scale is believed to be highly reliable in ICD patients and 
thus suggests its use. Indeed, the current validated Non-
Motor-Dystonia Questionnaire (NMD-Q) [29] encloses only 
two items about autonomic symptoms, i.e., orthostatic intol-
erance and fatigue, which may not be sufficient to investigate 
the whole autonomic system.

At the neurophysiological level, the short-term spectral 
analysis of LDF detected in ICD patients lower expression 
of HF bands at rest in the subgroup analysis without remark-
able LF component changes, indicating a parasympathetic 
dysfunction. Even though the sympathetic activations (hand-
grip and mental calculation) induced the normal increased 
response in LF components, the LF/HF ratio increased less 
in ICD patients than in controls (handgrip in all the patients, 
mental calculation in the subgroup), meaning a reduced, 
although still present, sympathetic response. In addition, 
during these tasks, the HF oscillations in patients decreased 
not as significantly as in controls, probably due to an abnor-
mal parasympathetic modulation. These results might reflect 
an altered interaction between the two ANS components, 

with a reduced adaptation of the parasympathetic systems 
during orthosympathetic activation.

Our study confirmed the parasympathetic dysfunction 
demonstrated by Tiple et al. [18], who hypothesized an 
initially parasympathetic involvement related to its high-
est sensibility of damage. Their spectral analysis of heart 
rate variability (HRV) in a group of twenty CD patients 
showed lower HF oscillations at rest and a lower LF/HF ratio 
increase during the sympathetic activity at the tilt test [18]. 
Tiple’s HRV results were not modified by botulinum toxin 
treatment, although other studies have reported a decrease 
in HRV in ICD patients treated with botulinum toxin com-
pared to peers with no history of botulinum toxin treatment 
[30, 31].

Contrarily, Hentschel et al. (19) demonstrated decreased 
HRV in ICD patients only when depression symptoms were 
associated with cervical dystonia. They did not find a clear 
relation to botulinum toxin treatment (88% on Botox therapy 
without depression, 84% on Botox treatment with depres-
sion). Based on these results, Hentschel concluded that ICD 
and depressive patients showed a disequilibrium between 
the two ANS components with sympathetic predominance, 
probably due to depression symptoms [19]. Indeed, major 
depression patients have higher sympathetic activity than 
healthy subjects [32]. The Hentschel findings are not con-
firmed in the results of the present study, probably for the 
methodological differences and the lower incidence of 
depression found in the present study group: 10% of pre-
sent patients reported BDI > 10, compared to 30% in the 
Hentschel group [19].

Regarding the influence of botulinum toxin on the pre-
sent results, the acute effects of Botox on the autonomic 
nervous system can be reasonably ruled out, enrolling ICD 
patients with the last dose received at least 12 weeks before 
the assessment; however, the cholinergic hypoactivation due 
to the chronic nature of treatment cannot be excluded [33].

Besides, we detected more abnormalities in the subgroup 
analysis, including only participants aged > 57 years and 
older. The aging process has been associated with struc-
tural and functional changes in autonomic nerve and ganglia, 
leading to sympathetic tone predominance and vagal tone 
reduction [28]. In the present study, cases are age- and sex-
matched with controls, and participants with typical ANS 
illnesses of aging (hypertension and diabetes) were a priori 
excluded. Moreover, the patients included in the subgroup 
analysis did not differ statistically for the ICD severity and 
duration compared to patients aged < 57 years old: the ICD 
characteristics could not explain our ANS findings. Thus, 
the small number of patients and the high variability in LDF 
amplitude might explain this “age” bias.

Finally, the somatic cervical afferents to the brainstem 
regulate the ANS reflexes. During turning, the vestibular 
system is reported to influence the sympathetic neurons (e.g., 
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stabilization of blood pressure) and the respiratory system 
(e.g., maintenance of blood oxygenation) [34]. The abnor-
mal neck posture in CD patients might induce a disturbing 
brainstem afferent, changing the vestibule-sympathetic and 
vestibule-respiratory responses [35]. We could not find any 
difference in the torticollis side and ANS abnormalities, nor 
a correspondence between the torticollis side and the ipsilat-
eral LDF index recording. These shreds of evidence support 
the global influence of neck afference on ANS responses.

The abnormal neck posture in CD patients might induce 
pain. Several dysautonomic manifestations (i.e., edema, 
hyper/hypohidrosis, skin color changes, and tachycardia) 
have been reported in patients affected by complex regional 
pain syndromes (CRPS), in whom about 25% develop fixed 
dystonia in the affected limb [36]. According to the study, 
ANS function showed a general autonomic imbalance in 
different percentages [37, 38]. The pathophysiology of ANS 
abnormalities in CRPS is still unclear; it is hypothesized 
that neurogenic inflammation, pathological sympatho-
afferent coupling, and neuroplastic central nervous sys-
tem changes contribute to general ANS symptoms [36]. In 
addition, CRPS might induce a dysfunction in GABAergic 
interneurons that, in some patients, leads to dystonia and 
dysautonomia [39, 40]. The role of pain in ICD on ANS 
abnormalities has never been explored, and its contribu-
tion to dysautonomia could not be excluded. Indeed, in ICD 
patients, neurotransmitters’ abnormalities may lead to sev-
eral non-motor symptoms [7], and low gamma-aminobutyric 
acid (GABA) concentration might be responsible for ANS 
dysfunction. In rats, the injection of a GABA agonist into 
preoptic neurons caused vasoconstriction in the paw pad 
skin [41] and increased rat tail sympathetic nerve activity 
[42]. In humans, low GABA levels reduce the inhibition of 
the salivatory nucleus on the motor vagus nucleus, leading 
to abnormal vagal efference [43]. Therefore, GABA contrib-
utes to both orthosympathetic and parasympathetic activity. 
Microneurography, histopathological, and fMRI studies have 
well documented how the ANS regulation could not be inter-
preted within a simple orthosympathetic versus parasympa-
thetic balance. The meticulous ANS control depends on the 
function considered, and ortho-parasympathetic coactivation 
has also been detected.

Conclusion

This pilot study provided novel evidence of the ANS’s 
involvement in ICD. The homogeneity of our study cases 
(all patients showed a torticollis pattern) and the enroll-
ment of selected age- and sex-matched subjects, without 
ANS interferences (diabetes, hypertension, medication 
acting on ANS), allowed for unbiased evidence of ANS. 
However, we are aware of the main study limitations: the 

small sample size, the insufficient diagnostics performed, 
and the potentially high inter-individual variability of the 
method (LDF) cannot allow for valid statements. These 
results are preliminary and must be confirmed by further 
investigations. A more analytical and functional assess-
ment of ANS function, through an extensive battery of 
neurophysiological tests, in a larger untreated population 
of dystonic patients should be considered in ICD to better 
define the specific role of the adrenergic and cholinergic 
systems.

Author contributions All authors contributed to the writing approved 
the final manuscript, its idea, and data inclusion.

Funding Open access funding provided by Università degli Studi di 
Ferrara within the CRUI-CARE Agreement.

Data Availability Anonymized data can be obtained upon reasonable 
request from qualified researchers.

Declarations 

Ethical approval Institutional ethics approval was obtained (ID 693-
111- 835/2020/Oss/AOUFe). The study was conducted in accordance 
with the ethical standards laid down in the 1964 Declaration of Hel-
sinki and its later amendments.

Informed consent The patients have consented to participate in the 
study and to their data published in the journal.

Conflict of interest The authors declare no competing interests.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

 References

 1. Albanese A, Bhatia K, Bressman SB, Delong MR, Fahn S, Fung 
VS, Hallett M, Jankovic J, Jinnah HA, Klein C, Lang AE, Mink 
JW, Teller JK (2013) Phenomenology and classification of dysto-
nia: a consensus update. Mov Disord 28(7):863–873. https:// doi. 
org/ 10. 1002/ mds. 25475

 2. Steeves TD, Day L, Dykeman J, Jette N, Pringsheim T (2012 
Dec) The prevalence of primary dystonia: a systematic review and 
meta-analysis. Mov Disord 27(14):1789–1796. https:// doi. org/ 10. 
1002/ mds. 25244

 3. Defazio G, Jankovic J, Giel JL, Papapetropoulos S (2013) Descrip-
tive epidemiology of cervical dystonia. Tremor Other Hyperkinet 

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1002/mds.25475
https://doi.org/10.1002/mds.25475
https://doi.org/10.1002/mds.25244
https://doi.org/10.1002/mds.25244


Neurological Sciences 

1 3

Mov (N Y) 3:tre-03-193-4374-2. https:// doi. org/ 10. 7916/ D80C4 
TGJ

 4. Camargo CH, Camargos ST, Becker N, Munhoz RP, Raskin S, 
Cardoso FE, Teive HA (2014) Cervical dystonia: about familial 
and sporadic cases in 88 patients. Arq Neuropsiquiatr 72(2):107–
113. https:// doi. org/ 10. 1590/ 0004- 282X2 01302 25

 5. Ortiz R, Scheperjans F, Mertsalmi T, Pekkonen E (2018) The 
prevalence of adult-onset isolated dystonia in Finland 2007-2016. 
PLoS One 13:e0207729. https:// doi. org/ 10. 1371/ journ al. pone. 
02077 29

 6. Defazio G, Esposito M, Abbruzzese G, Scaglione CL, Fabbrini 
G, Ferrazzano G, Peluso S, Pellicciari R, Gigante AF, Cossu G, 
Arca R, Avanzino L, Bono F, Mazza MR, Bertolasi L, Bacchin R, 
Eleopra R, Lettieri C, Morgante F et al (2017) The Italian Dysto-
nia Registry: rationale, design and preliminary findings. Neurol 
Sci 38(5):819–825. https:// doi. org/ 10. 1007/ s10072- 017- 2839-3

 7. Stamelou M, Edwards MJ, Hallett M, Bhatia KP (2012) The 
non-motor syndrome of primary dystonia: clinical and patho-
physiological implications. Brain. 135(Pt 6):1668–1681. https:// 
doi. org/ 10. 1093/ brain/ awr224

 8. Hallett M (2006) Pathophysiology of dystonia. J Neural Transm 
Suppl 70:485–488. https:// doi. org/ 10. 1007/ 978-3- 211- 45295-0_ 
72

 9. Gündel H, Wolf A, Xidara V, Busch R, Ladwig KH, Jacobi F, 
von Rad M, Ceballos-Baumann AO (2003) High psychiatric 
comorbidity in spasmodic torticollis: a controlled study. J Nerv 
Ment Dis 191(7):465–473. https:// doi. org/ 10. 1097/ 01. NMD. 
00000 81667. 02656. 21

 10. Paus S, Gross J, Moll-Müller M, Hentschel F, Spottke A, Wab-
bels B, Klockgether T, Abele M (2011) Impaired sleep quality 
and restless legs syndrome in idiopathic focal dystonia: a con-
trolled study. J Neurol 258:1835–1840. https:// doi. org/ 10. 1007/ 
s00415- 011- 6029-6

 11. Antelmi E, Ferri R, Provini F, Scaglione CML, Mignani F, 
Rundo F, Vandi S, Fabbri M, Pizza F, Plazzi G, Martinelli P, 
Liguori R (2017) Modulation of the muscle activity during sleep 
in cervical dystonia. Sleep 40(7). https:// doi. org/ 10. 1093/ sleep/ 
zsx088

 12. Nikolova ZT, Fellbrich A, Born J, Dengler R, Schröder C (2011 
Feb) Deficient recognition of emotional prosody in primary focal 
dystonia. Eur J Neurol 18(2):329–336. https:// doi. org/ 10. 1111/j. 
1468- 1331. 2010. 03144.x

 13. Ellement B, Jasaui Y, Kathol K, Nosratmirshekarlou E, 
Pringsheim T, Sarna J, Callahan BL, Martino D (2021 Jan) Social 
cognition in cervical dystonia: phenotype and relationship to anxi-
ety and depression. Eur J Neurol 28(1):98–107. https:// doi. org/ 10. 
1111/ ene. 14508

 14. Marek M, Grobe-Einsler M, Bedarf JR, Wabbels B, Paus S (2018 
Oct) Sexual dysfunction in cervical dystonia and blepharospasm. 
Neuropsychiatr Dis Treat 26(14):2847–2852. https:// doi. org/ 10. 
2147/ NDT. S1751 93

 15. Lobbezoo F, Thu Thon M, Rémillard G, Montplaisir JY, Lavigne 
GJ (1996 Nov) Relationship between sleep, neck muscle activity, 
and pain in cervical dystonia. Can J Neurol Sci 23(4):285–290. 
https:// doi. org/ 10. 1017/ s0317 16710 00382 33

 16. Bradley D, Whelan R, Kimmich O, O'Riordan S, Mulrooney N, 
Brady P, Walsh R, Reilly RB, Hutchinson S, Molloy F, Hutchin-
son M (2012) Temporal discrimination thresholds in adult-onset 
primary torsion dystonia: an analysis by task type and by dysto-
nia phenotype. J Neurol 259(1):77–82. https:// doi. org/ 10. 1007/ 
s00415- 011- 6125-7

 17. Coon EA, Singer W (2020) Synucleinopathies. Continuum (Min-
neap Minn) 26(1):72–92. https:// doi. org/ 10. 1212/ CON. 00000 
00000 000819

 18. Tiple D, Strano S, Colosimo C, Fabbrini G, Calcagnini G, 
Prencipe M, Berardelli A (2008 Jun) Autonomic cardiovascular 

function and baroreflex sensitivity in patients with cervical dys-
tonia receiving treatment with botulinum toxin type A. J Neurol 
255(6):843–847. https:// doi. org/ 10. 1007/ s00415- 008- 0753-6

 19. Hentschel F, Dressler D, Abele M, Paus S (2017) Impaired heart 
rate variability in cervical dystonia is associated to depression. J 
Neural Transm (Vienna) 124(2):245–251. https:// doi. org/ 10. 1007/ 
s00702- 016- 1639-x

 20. Albanese A, Di Giovanni M, Lalli S (2019 Jan) Dystonia: diag-
nosis and management. Eur J Neurol 26(1):5–17. https:// doi. org/ 
10. 1111/ ene. 13762

 21. Sletten DM, Suarez GA, Low PA, Mandrekar J, Singer W (2012) 
COMPASS 31: a refined and abbreviated composite autonomic 
symptom score. Mayo Clin Proc 87:1196–1201. https:// doi. org/ 
10. 1016/j. mayocp. 2012. 10. 013

 22. Shalom E, Noach S, Slovik Y, Nitzan M (2013) Respiratory-
induced vasoconstriction measured by light transmission and by 
laser Doppler signal. J Biophotonics 6(8):631–636. https:// doi. 
org/ 10. 1002/ jbio. 20120 0097

 23. Bernardi L, Rossi M, Fratino P, Finardi G, Mevio E, Orlandi C 
(1989) Relationship between phasic changes in human skin blood 
flow and autonomic tone. Microvasc Res 37(1):16–27. https:// doi. 
org/ 10. 1016/ 0026- 2862(89) 90069-1

 24. Kvernmo HD, Stefanovska A, Bracic M, Kirkebøen KA, 
Kvernebo K (1998) Spectral analysis of the laser Doppler perfu-
sion signal in human skin before and after exercise. Microvasc Res 
56(3):173–182. https:// doi. org/ 10. 1006/ mvre. 1998. 2108

 25. Critchley HD, Corfield DR, Chandler MP, Mathias CJ, Dolan RJ. 
Cerebral correlates of autonomic cardiovascular arousal: a func-
tional neuroimaging investigation in humans. J Physiol 2000 Feb 
15;523 Pt 1(Pt 1):259-270. https:// doi. org/ 10. 1111/j. 1469- 7793. 
2000. t01-1- 00259.x.

 26. Malliani A, Pagani M, Lombardi F, Cerutti S (1991) Cardiovascu-
lar neural regulation explored in the frequency domain. Circula-
tion 84(2):482–492. https:// doi. org/ 10. 1161/ 01. cir. 84.2. 482

 27. Elstad M, Zilakos I, Bergersen TK (2017) Oscillatory pattern 
of acral skin blood flow within thermoneutral zone in healthy 
humans. Physiol Meas 38(5):848–859. https:// doi. org/ 10. 1088/ 
1361- 6579/ aa5fee

 28. Abhishekh HA, Nisarga P, Kisan R, Meghana A, Chandran S, 
Raju T, Sathyaprabha TN (2013) Influence of age and gender on 
autonomic regulation of heart. J Clin Monit Comput 27(3):259–
264. https:// doi. org/ 10. 1007/ s10877- 012- 9424-3

 29. Klingelhoefer L, Chaudhuri KR, Kamm C, Martinez-Martin P, 
Bhatia K, Sauerbier A, Kaiser M, Rodriguez-Blazquez C, Balint 
B, Untucht R, Hall LJ, Mildenstein L, Wienecke M, Martino D, 
Gregor O, Storch A, Reichmann H (2019) Validation of a self-
completed dystonia non-motor symptoms questionnaire. Ann Clin 
Transl Neurol 6:2054–2065. https:// doi. org/ 10. 1002/ acn3. 50900

 30. Girlanda P, Vita G, Nicolosi C, Milone S, Messina C (1992) Botu-
linum toxin therapy: distant effects on neuromuscular transmission 
and autonomic nervous system. J Neurol Neurosurg Psychiatry 
55(9):844–845. https:// doi. org/ 10. 1136/ jnnp. 55.9. 844

 31. Meichsner M, Reichel G (2005) Die Wirkung von Botulinum-
toxin A und B auf die vegetative kardiale Innervation [Effect 
of botulinum toxin a and B on vegetative cardiac innervation]. 
Fortschr Neurol Psychiatr 73(7):409–414. https:// doi. org/ 10. 
1055/s- 2004- 830272

 32. Wang Y, Zhao X, O'Neil A, Turner A, Liu X, Berk M (2013) 
Altered cardiac autonomic nervous function in depression. BMC 
Psychiatry 10(13):187. https:// doi. org/ 10. 1186/ 1471- 244X- 13- 187

 33. Hallett M (2018) Mechanism of action of botulinum neurotoxin: 
unexpected consequences. Toxicon. 1(147):73–76. https:// doi. org/ 
10. 1016/j. toxic on. 2017. 08. 011

 34. Bolton PS, Kerman IA, Woodring SF, Yates BJ (1998) Influences 
of neck afferents on sympathetic and respiratory nerve activity. 

https://doi.org/10.7916/D80C4TGJ
https://doi.org/10.7916/D80C4TGJ
https://doi.org/10.1590/0004-282X20130225
https://doi.org/10.1371/journal.pone.0207729
https://doi.org/10.1371/journal.pone.0207729
https://doi.org/10.1007/s10072-017-2839-3
https://doi.org/10.1093/brain/awr224
https://doi.org/10.1093/brain/awr224
https://doi.org/10.1007/978-3-211-45295-0_72
https://doi.org/10.1007/978-3-211-45295-0_72
https://doi.org/10.1097/01.NMD.0000081667.02656.21
https://doi.org/10.1097/01.NMD.0000081667.02656.21
https://doi.org/10.1007/s00415-011-6029-6
https://doi.org/10.1007/s00415-011-6029-6
https://doi.org/10.1093/sleep/zsx088
https://doi.org/10.1093/sleep/zsx088
https://doi.org/10.1111/j.1468-1331.2010.03144.x
https://doi.org/10.1111/j.1468-1331.2010.03144.x
https://doi.org/10.1111/ene.14508
https://doi.org/10.1111/ene.14508
https://doi.org/10.2147/NDT.S175193
https://doi.org/10.2147/NDT.S175193
https://doi.org/10.1017/s0317167100038233
https://doi.org/10.1007/s00415-011-6125-7
https://doi.org/10.1007/s00415-011-6125-7
https://doi.org/10.1212/CON.0000000000000819
https://doi.org/10.1212/CON.0000000000000819
https://doi.org/10.1007/s00415-008-0753-6
https://doi.org/10.1007/s00702-016-1639-x
https://doi.org/10.1007/s00702-016-1639-x
https://doi.org/10.1111/ene.13762
https://doi.org/10.1111/ene.13762
https://doi.org/10.1016/j.mayocp.2012.10.013
https://doi.org/10.1016/j.mayocp.2012.10.013
https://doi.org/10.1002/jbio.201200097
https://doi.org/10.1002/jbio.201200097
https://doi.org/10.1016/0026-2862(89)90069-1
https://doi.org/10.1016/0026-2862(89)90069-1
https://doi.org/10.1006/mvre.1998.2108
https://doi.org/10.1111/j.1469-7793.2000.t01-1-00259.x
https://doi.org/10.1111/j.1469-7793.2000.t01-1-00259.x
https://doi.org/10.1161/01.cir.84.2.482
https://doi.org/10.1088/1361-6579/aa5fee
https://doi.org/10.1088/1361-6579/aa5fee
https://doi.org/10.1007/s10877-012-9424-3
https://doi.org/10.1002/acn3.50900
https://doi.org/10.1136/jnnp.55.9.844
https://doi.org/10.1055/s-2004-830272
https://doi.org/10.1055/s-2004-830272
https://doi.org/10.1186/1471-244X-13-187
https://doi.org/10.1016/j.toxicon.2017.08.011
https://doi.org/10.1016/j.toxicon.2017.08.011


 Neurological Sciences

1 3

Brain Res Bull 47(5):413–419. https:// doi. org/ 10. 1016/ s0361- 
9230(98) 00094-x

 35. Moustafa IM, Youssef A, Ahbouch A, Tamim M, Harrison DE 
(2020) Is forward head posture relevant to autonomic nervous sys-
tem function and cervical sensorimotor control? Cross sectional 
study Gait Posture 77:29–35. https:// doi. org/ 10. 1016/j. gaitp ost. 
2020. 01. 004

 36. Kim D, Kim MJ, Kim JH, Oh J, Choi K (2023) A pilot study 
of autonomic function screening tests for differentiating complex 
regional pain syndrome type II and traumatic neuropathic pain. 
Medicina (Kaunas) 59(4):646. https:// doi. org/ 10. 3390/ medic ina59 
040646

 37. Terkelsen AJ, Mølgaard H, Hansen J, Finnerup NB, Krøner K, 
Jensen TS (2012) Heart rate variability in complex regional pain 
syndrome during rest and mental and orthostatic stress. Anesthesi-
ology 116(1):133–146. https:// doi. org/ 10. 1097/ ALN. 0b013 e3182 
3bbfb0

 38. Lee HJ, Lee KH, Moon JY, Kim YC (2021) Prevalence of auto-
nomic nervous system dysfunction in complex regional pain syn-
drome. Reg Anesth Pain Med 46(3):196–202. https:// doi. org/ 10. 
1136/ rapm- 2020- 101644

 39. Munts AG, Mugge W, Meurs TS, Schouten AC, Marinus J, Mose-
ley GL, van der Helm FC, van Hilten JJ (2011) Fixed dystonia in 

complex regional pain syndrome: a descriptive and computational 
modeling approach. BMC Neurol 24(11):53. https:// doi. org/ 10. 
1186/ 1471- 2377- 11- 53

 40. van Rijn MA, Marinus J, Putter H, van Hilten JJ (2007) Onset and 
progression of dystonia in complex regional pain syndrome. Pain. 
130(3):287–293. https:// doi. org/ 10. 1016/j. pain. 2007. 03. 027

 41. Osborne PG, Kurosawa M (1994) Perfusion of the preoptic area 
with muscimol or prostaglandin E2 stimulates cardiovascular 
function in anesthetized rats. J Auton Nerv Syst 46(3):199–205. 
https:// doi. org/ 10. 1016/ 0165- 1838(94) 90037-x

 42. Tanaka M, McKinley MJ, McAllen RM (2009) Roles of two pre-
optic cell groups in tonic and febrile control of rat tail sympathetic 
fibers. Am J Physiol Regul Integr Comp Physiol 296(4):R1248–
R1257. https:// doi. org/ 10. 1152/ ajpre gu. 91010. 2008

 43. McMenamin CA, Travagli RA, Browning KN (2016) Inhibitory 
neurotransmission regulates vagal efferent activity and gastric 
motility. Exp Biol Med (Maywood) 241(12):1343–1350. https:// 
doi. org/ 10. 1177/ 15353 70216 654228

Publisher’s note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.1016/s0361-9230(98)00094-x
https://doi.org/10.1016/s0361-9230(98)00094-x
https://doi.org/10.1016/j.gaitpost.2020.01.004
https://doi.org/10.1016/j.gaitpost.2020.01.004
https://doi.org/10.3390/medicina59040646
https://doi.org/10.3390/medicina59040646
https://doi.org/10.1097/ALN.0b013e31823bbfb0
https://doi.org/10.1097/ALN.0b013e31823bbfb0
https://doi.org/10.1136/rapm-2020-101644
https://doi.org/10.1136/rapm-2020-101644
https://doi.org/10.1186/1471-2377-11-53
https://doi.org/10.1186/1471-2377-11-53
https://doi.org/10.1016/j.pain.2007.03.027
https://doi.org/10.1016/0165-1838(94)90037-x
https://doi.org/10.1152/ajpregu.91010.2008
https://doi.org/10.1177/1535370216654228
https://doi.org/10.1177/1535370216654228

	Idiopathic cervical dystonia and non-motor symptoms: a pilot case-control study on autonomic nervous system
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusion 

	Introduction
	Methods
	Subjects
	Clinical data
	Neurophysiological data
	Statistic analysis

	Results
	Sub-analysis results

	Discussion
	Conclusion
	References


