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ABSTRACT
Introduction
Alice in Wonderland Syndrome (AIWS) is a rare neurological disorder characterized by distor-
tions in the perception of size, time, and spatial relationships. Named a,er Lewis Carroll’s 
novel, the condition has been known since the 1)&0s, yet its underlying mechanisms remain 
incompletely understood. AIWS is frequently associated with migraine, epilepsy, and viral 
infections. 

Aim
-e aim of this paper was to provide a comprehensive review of AIWS, including its patho-
physiology, clinical manifestations, potential causes, diagnostic approaches, and treatment 
strategies. 

Material and methods
-is review is based on scientific literature, including 17 epidemiological studies and case 
reports. It also incorporates neuroimaging data and symptom assessment scales. 

Results
-e most common symptoms of AIWS include micropsia and macropsia, altered time perception, 
derealization, and depersonalization. Micropsia was reported in 73. of cases. -e condition 
is more commonly diagnosed in children, with a mean onset age of 8.3 years. Migraines were 
present in )0. of patients. Treatment involves pharmacotherapy (e.g., triptans, antiepileptics, 
SSRIs) and non-pharmacological methods, such as cognitive-behavioral therapy. 

Conclusions
AIWS is a complex disorder that requires further research to be(er understand its patho-
physiology and optimize treatment strategies. Neuroimaging studies suggest the involvement 
of occipital and temporal lobes and dysregulation of neurotransmi(er systems, including 
serotonin, dopamine, and GABA. Due to the variability and transient nature of symptoms, 
AIWS is o,en underdiagnosed. E/ective management should address the underlying condi-
tion – most commonly migraine – and include psychological support when psychiatric 
comorbidities are present.
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STRESZCZENIE
Wstęp
Zespół Alicji w Krainie Czarów (AIWS) to rzadkie zaburzenie neurologiczne objawiające się 
zniekształceniem percepcji wielkości, czasu i przestrzeni. Nazwa pochodzi od powieści Lewisa 
Carrolla. Choć zaburzenie to znane jest od lat &0., mechanizmy jego powstawania nadal nie 
są w pełni poznane. Zaburzenie często współwystępuje z migreną, padaczką oraz infekcjami 
wirusowymi. 

Cel
Celem pracy było kompleksowe omówienie AIWS – jego patofizjologii, objawów klinicznych, 
możliwych przyczyn, diagnostyki oraz strategii leczenia. 

Materiał i metody
W pracy dokonano przeglądu literatury naukowej, analizując wyniki 17 badań epidemiologicz-
nych, studiów przypadków i artykułów. Uwzględniono także dane neuroobrazowe i wyniki 
skali oceny objawów. 

Wyniki 
Najczęstszymi objawami AIWS są mikropsje i makropsje (zaburzenia percepcji wielkości), 
zniekształcenia czasu, derealizacja i depersonalizacja. U 73. pacjentów stwierdzono mikropsję. 
AIWS częściej występuje u dzieci (średni wiek zachorowania: 8,3 lata). Najczęstszym czyn-
nikiem etiologicznym są migreny ()0. przypadków). W leczeniu stosuje się farmakoterapię 
(np. tryptany, leki przeciwpadaczkowe, SSRI) oraz podejścia niefarmakologiczne, jak terapia 
poznawczo-behawioralna. 

Wnioski
AIWS to złożone zaburzenie wymagające dalszych badań w celu pełniejszego zrozumienia 
mechanizmów jego powstawania i opracowania skuteczniejszych metod terapii. Badania neu-
roobrazowe sugerują udział płatów potylicznych i skroniowych oraz zaburzenia w układach 
neuroprzekaźników, takich jak serotonina, dopamina czy GABA. Ze względu na różnorodność 
objawów i ich przejściowy charakter, AIWS bywa trudne do rozpoznania i często pozostaje 
niezdiagnozowane. Skuteczne leczenie wymaga identyfikacji i terapii choroby podstawowej – 
najczęściej migreny – oraz podejść psychoterapeutycznych w przypadku współistniejących 
zaburzeń lękowych lub depresyjnych.

Słowa kluczowe: migrena, neuropsychologia, zespół Alicji w Krainie Czarów, zaburzenia 
percepcji, mikropsja

Background
Alice in Wonderland Syndrome (AIWS) is a neurological condition characterized by distorted 
perception of size, time, and spatial relationships. Named a,er Lewis Carroll’s novel, the syndrome 
can manifest in various ways, leading to significant impairment in daily functioning. -is paper 
provides an extensive overview of AIWS, including its pathophysiology, clinical manifestations, 
potential etiologies, and management strategies. Quantitative data from various studies will 
be incorporated to highlight the syndrome’s prevalence and demographic variations.
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Introduction
Alice in Wonderland Syndrome (AIWS) is 
a complex neurological disorder characterized 
by transient perceptual distortions a/ecting 
sensory integration, body schema, and reality 
interpretation. First systematically described 
and named by John Todd in 1)&& (Todd, 1)&&), 
the syndrome draws inspiration from Lewis 
Carroll’s Alice’s Adventures in Wonderland, 
whose protagonist experiences bodily and 
environmental size distortions mirroring 
patient reports. Carroll himself su/ered from 
migraines with aura, suggesting potential 
personal insight into these phenomena (Podoll 
& Robinson, 1))); Blom, 2016). Earlier clinical 
observations of similar distortions, particu-
larly in migraineurs, were documented by 
Lippman (1)&2). 

Clinically, AIWS manifests through distinct 
symptom clusters: Type A (Somaesthetic 
distortions) including micro/macrosoma-
tognosia (altered body part size), deperson-
alization, and altered time perception; Type 
B (Visual distortions) such as micro/macrop-
sia (objects shrinking/enlarging), teleopsia/
pelopsia (altered depth perception), and meta-
morphopsia (shape distortion); and Type 
C involving combined A and B symptoms 
(Lanska & Lanska, 2013; Mastria et al., 2016). 
-ese episodes typically last minutes to hours, 
with a significant proportion (6&.1.) report-
ing a temporal association with headaches 
(Liu et al., 2014). While migraines are a frequent 
association, AIWS also arises from infections 
(notably Epstein-Barr virus, implicated in 68.4. 
of pediatric cases) (Abe et al., 2018), epilepsy, 
strokes, or psychoactive substances (Blom, 
2016). Neuroanatomically, dysfunction at the 
temporo-parieto-occipital junction (TPO-C), 
a critical hub for multisensory integration, is 
strongly implicated in symptom generation 
(Lanska & Lanska, 2013; Mastria et al., 2016). 
Incidence remains di9cult to ascertain due to 
diagnostic ambiguities and underreporting, 
but studies suggest a non-trivial prevalence: 
lifetime AIWS symptoms occur in 16.&. of 
migraine patients (Fitzek et al., 2024) microp-
sia/macropsia specifically a/ect 6.&. of male 

and 7.3. of female adolescents (Weidenfeld & 
Borusiak, 2011), and only approximately 200 
severe cases requiring medical intervention 
were documented between 1)&& and 2016 
(Blom, 2016).

Clinical manifestations
Symptomatology
-e symptoms of AIWS can vary significantly 
among individuals, but commonly reported 
features include micropsia and macropsia – 
distortions in the perceived size of objects, 
leading to feelings of objects being smaller 
(micropsia) or larger (macropsia) than they 
actually are. A study by Fitzek et al., (2024) 
found that 73. of patients reported microp-
sia as a primary symptom. Also, temporal 
distortion, which is altered perception of time, 
where time may feel accelerated or deceler-
ated. -is symptom is frequently reported 
in conjunction with visual distortions. -e 
AIWS is characterised by derealization and 
depersonalization which o,en describe feel-
ings of detachment from their environment 
or their own bodies, which can be distressing 
and contribute to anxiety. It is also worth 
mentioning other sensory distortions – indi-
viduals may experience altered perception of 
sound and touch, although these symptoms 
are less frequently reported. 
-e Mastria et al. (2016) classification sys- 

tem categorizes AIWS into three subtypes: 
Type A (somaesthetic distortions: ). of cases), 
Type B (visual distortions: 7&.), and Type 
C (mixed symptoms: 16.). -is framework 
clarifies that visual distortions alone (Type B) 
represent the most common presentation, 
necessitating broader diagnostic criteria 
beyond somaesthetic symptoms. -e numeri-
cal data they used came from previous studies 
(Lanska & Lanska, 2013).

Prevalence and demographics
-ere are no definitive prevalence estimates 
for Alice in Wonderland Syndrome (AIWS) 
in the general population reported in the 
current literature. However, one method of 
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approximation involves extrapolating from 
migraine data, as AIWS symptoms – particu-
larly visual distortions such as micropsia 
and macropsia – are frequently associated 
with migraine, especially with aura. Migraine 
a/ects roughly 12. of the global population 
(Dong et al., 2024). A recent large-scale study 
by Fitzek et al. (2024) reports a 16.&. life-
time prevalence of AIWS in adult migraine 
patients, with significantly higher rates in 
migraine-with-aura (1).&.) versus without 
aura (14.1.). Micropsia/telopsia (72.).) and 
macrosomatognosia (4).6.) dominate symp-
tom profiles, typically lasting ~30 minutes. 
Extrapolating from Fitzek et al. (2024), AIWS 
prevalence in migraineurs is 16.&.. Applied 
to the global migraine population (12.), this 
suggests a general population prevalence 
of ~2., though true rates may di/er signifi-
cantly when other extrapolating approach 
is used. Considering that some publications 
report only 27. of AIWS cases involving 
migraines prior to diagnosis (Blom, 2016) 
(rather than )0. as in Mastria et al., 2020), the 
higher estimate of the AIWS rates would be 
considered more likely. -e condition is more 
commonly observed in children, particularly 
between the ages of & and 12 years. AIWS 
is likely underdiagnosed because patients 
(especially children) may fear stigma or lack 
vocabulary to describe bizarre symptoms. 
Clinicians might misinterpret symptoms as 
psychiatric (e.g., psychosis) without careful 
history-taking. -is stresses the need for 
direct questioning about perceptual distor-
tions (size, time, body image) in patients with 
migraines (especially with aura), epilepsy, 
or viral illnesses especially if accounting 
for Blom’s finding that only 27. had prior 
migraine diagnosis.

Etiologies
Migraine-related AIWS
Migraine is the most common association with 
AIWS, with approximately )0. of patients 
reporting a history of migraine a(acks (Mastria 
et al., 2020). -e mechanism underlying this 
association may involve shared neurobiological 

pathways, including cortical excitability and 
the modulation of neurotransmi(er systems.

Other neurological conditions
AIWS can also occur in conjunction with 
other neurological disorders, for example 
epilepsy, which is shown in mentioned study 
that temporal lobe epilepsy has been linked 
to episodes of AIWS, particularly during ictal 
or postictal states (Matsudaira et al., 2020). 

Although primarily a neurological phenom-
enon, AIWS can coexist with psychiatric condi-
tions, particularly anxiety and depression.

Stroke is an emerging etiology, with a 202& 
case study linking macropsia to right parietal 
and le, occipital chronic infarcts. Symptoms 
resolved with low-dose quetiapine, implicat-
ing vascular dysfunction in TPO-C pathways 
(Mbizvo et al., 202&).

When it comes to neurodegenerative disor-
ders, the first case of AIWS in dementia with 
Lewy bodies (DLB) (202&) reported object-size 
agnosia (micropsia) linked to right extrastriate 
cortex dysfunction, highlighting the role of 
visual associative areas in perception distor-
tions (Demas, 202&).

Infections
Infectious diseases may also have an influence, 
because Conditions such as Epstein-Barr virus 
infections have been reported in some older 
cases of AIWS, suggesting a potential viral 
etiology (Ho et al., 1))2). More recently other 
infectious triggers were discovered. -ese 
include Zika virus and COVID-1), particularly 
in paediatric populations. -ese associations 
suggest viral-induced neuroinflammation 
disrupts TPO-C sensory integration (Brooks 
et al., 201); Hossain, 2020).

Implications for diagnostics
It is highly important to rule out acute neuro-
logical emergencies (e.g., stroke, encephalitis, 
brain tumours) and psychiatric conditions (e.g., 
schizophrenia, depersonalization-derealization 
disorder) using appropriate investigations 
(neuroimaging, EEG, labs) to avoid misdiagnosis. 
Certain features warrant urgent investigation. 

Hanna Marciniak: )e neurological phenomenon of Alice in wonderland syndrome
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-ese include: new-onset in adults, persistent/
progressive symptoms, associated focal neuro-
logical deficits, altered consciousness or fever.

Pathophysiology
Neurological mechanisms
-e pathophysiology of AIWS remains poorly 
elucidated, but several hypotheses have been 
proposed. Neuroimaging studies indicate that 
altered activity in the occipital and temporal 
lobes may contribute to the syndrome’s symp-
toms. -e visual processing areas, particularly 
the primary visual cortex (V1) and surround-
ing regions, are thought to be involved in the 
distorted perception of size and shape (Blom, 
2016; Landais & Michelin, 201)).

Recent advances in neuroimaging (2020–
202&) identify the temporoparietal-occipital 
carrefour (TPO-C) as a critical neural hub for 
AIWS. Hypoperfusion in this region – observed 
via SPECT and fMRI – disrupts multisensory 
integration, explaining the co-occurrence of 
dysmetropsia and body schema distortions 
(Mastria et al., 2023; Mbizvo et al., 202&). Corti-
cal spreading depression (CSD), the mechanism 
underlying migraine aura, is directly linked 
to AIWS through biparietal hypoperfusion 
pa(erns during episodes, reinforcing shared 
pathophysiological pathways with migraine 
(Viganò et al., 2020; Mastria et al., 2023).

Cortical dysregulation
Alterations in cortical excitability, particularly 
in response to migraine-induced changes, have 
been observed. In individuals with migraines, 
there is evidence of increased cortical spread-
ing depression, which may lead to transient 
disruptions in visual perception (Charles & 
Baca, 2013). -e involvement of the temporal 
lobe is also significant, as this region is crucial 
for integrating sensory information.

Neurotransmi$er systems
Several neurotransmi(er systems may play 
a role in the manifestation of AIWS symp-
toms. Dopaminergic dysregulation has been 
implicated in perceptual disturbances, while 
serotonergic pathways may contribute to 

alterations in mood and cognition (Beh 
et al., 2018). Additionally, disturbances in the 
gamma-aminobutyric acid (GABA) system may 
influence sensory processing and perception. 
Critically, dopaminergic/serotonergic dys-
regulation may modulate TPO-C excitability, 
potentiating CSD-induced perceptual disrup-
tions (Beh et al., 2018; Sprenger et al., 2018).

Quantitative analysis
Epidemiological studies
Based on 16) case descriptions Blom, J.:D. 
(2016) revealed that approximately 27.1. 
of patients had a history of migraines. -e 
mean age of symptom onset was found to 
be 1&.& years, with a male-to-female ratio of 
approximately 1.2& : 1. In terms of symptom 
frequency, &8.6. of patients experienced 
micropsia and 4&.0. experienced macropsia, 
indicating that these were the most commonly 
reported perceptual distortions. Epidemiologi-
cal surveys in non-clinical populations also 
suggested that up to 30.3. reported at least 
one AIWS-like symptom during their lifetime, 
with some studies documenting 6-month 
prevalence rates for specific symptoms rang-
ing from 1.3. to 3.). among adolescents. 
Most recently, Fitzek et al. (2024) identified 
micropsia/telopsia as the most prevalent 
visual distortion (72.).), followed by macro-
somatognosia (4).6.), with episodes averag-
ing 30 minutes – suggesting transient but 
clinically impactful disruptions.

Correlations with migraines
Research suggests a strong association between 
Alice in Wonderland Syndrome (AIWS) and 
migraines. A study by Liu et al. (2014) found 
that paediatric patients with AIWS o,en 
experienced more frequent migraines, with 
some reporting perceptual distortions before 
or during a(acks. Similarly, Lanska & Lanska 
(2013) noted that AIWS symptoms frequently 
co-occurred with migraines, supporting the 
idea of shared pathophysiological mechanisms. 
One proposed explanation involves Corti-
cal Spreading Depression (CSD), a wave of 
neuronal depolarization linked to migraine 

Hanna Marciniak: )e neurological phenomenon of Alice in wonderland syndrome
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aura (Hadjikhani et al., 2001). CSD may trigger 
transient perceptual disturbances resembling 
AIWS, while dysregulation in serotonin and 
dopamine pathways – known to influence 
migraines – could further contribute to these 
phenomena.

Diagnostic criteria
Clinical assessment
-e diagnosis of AIWS is primarily clinical, rely-
ing on detailed patient history and symptoma-
tology. Neurological examinations, including 
neuroimaging and electrophysiological studies, 
are o,en utilized to rule out other conditions.

Diagnostic tools
Standardized scales for measuring the sever-
ity and frequency of symptoms, such as the 
Migraine Disability Assessment Scale (MIDAS) 
(Stewart et al., 2001) and the Hamilton Anxi-
ety Rating Scale (HAM-A), can aid in assessing 
the impact of AIWS on daily functioning. For 
providing an example, the MIDAS is in in the 
form of a questionnaire – people are asked to 
fill out the paper and then their answers are 
summed up as follows:

If the MIDAS score is higher than 6, the 
person should visit a doctor.

Management strategies
Management is primarily targeted at the 
underlying cause (migraine prophylaxis, 
epilepsy control, treating infection). Success 
therein o,en resolves AIWS.

Tiered approach
Suggested is a practical framework to follow 
in the management of the condition:
1. Rule out serious pathology.

2. Identify and treat primary trigger (-rough: 
migraine, epilepsy, infection and psychi-
atric causes).

3. Add symptom-specific support: Pharma-
cological (if linked to primary trigger and 
severe) and Non-pharmacological (CBT/
mindfulness for anxiety/coping, patient/
family education) as first-line for distress.

Pharmacological interventions
Pharmacological management of AIWS pri-
marily focuses on treating underlying con-
ditions, such as migraines. -ere are some 
common medications involved in AIWS 
treatment. Triptans are first-line treatment 
for migraines and cluster headaches (Lew & 
Punnapuzha, 2023). -ey are e/ective for 
acute migraine relief, these medications can 
reduce the frequency of AIWS episodes in 
migraine su/erers. People use antidepres-
sants as well, such as selective serotonin 
reuptake inhibitors (SSRIs) and tricyclic anti-
depressants which may alleviate anxiety and 
mood disturbances associated with AIWS 
and antiepileptics meaning medications such 
as lamotrigine and topiramate have shown 

promise in managing both epilepsy and associ-
ated perceptual disturbances (Sprenger et al., 
2018). Lacosamide shows e9cacy in AIWS 
triggered by cortical venous thrombosis, while 
low-dose quetiapine resolves macropsia in 
post-stroke cases (Mbizvo et al., 202&).

Non-pharmacological approaches
Cognitive behavioural therapy (CBT) repre-
sents a valuable psychological intervention for 
managing the distress and perceptual abnor-
malities associated with Alice in Wonderland 
Syndrome (AIWS). While AIWS itself is not 
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Table 1. MIDAS scale (Stewart et al., 2001).

MIDAS grade Level of disability MIDAS score

First Li(le or no disability 0–&

Second Mild disability 6–10

-ird Moderate disability 11–20

Fourth Severe disability 21+
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life-threatening, the profound perceptual 
distortions frequently induce significant anxi-
ety, confusion, and distress. CBT, a structured 
and goal-oriented psychotherapy, equips indi-
viduals with AIWS to reframe maladaptive 
thoughts and behaviours triggered by these 
distortions. Specifically, cognitive restructur-
ing helps patients challenge catastrophic inter-
pretations of their experiences, while exposure 
techniques facilitate gradual adaptation to 
altered perceptions (Blom, 2016; O’Toole & 
Modestino, 2017). By developing these coping 
strategies, CBT reduces the emotional impact 
of symptoms and enhances emotional resil-
ience. Furthermore, CBT e/ectively addresses 
common comorbidities like anxiety disorders 
and migraines, which o,en exacerbate AIWS 
symptoms (Hamed, 2010; Losada-Del Pozo 
et al., 2011). Although CBT cannot eliminate 
the core perceptual distortions, its capacity 
to significantly reduce distress and improve 
quality of life is particularly crucial given 
the current lack of specific pharmaceutical 
treatments for AIWS. Treatment typically 
involves regular sessions, homework for 
skill practice, and a focus on identifying and 
modifying dysfunctional cognitions. While 
further research is needed to establish its 
precise e9cacy for AIWS specifically, evidence 
supporting CBT for analogous perceptual and 
anxiety disturbances underscores its promise 
for managing the psychological sequelae of 
this syndrome.

Functional impact and quality of life
Alice in Wonderland Syndrome (AIWS) imposes 
significant functional impairment and reduced 
quality of life. In paediatric populations, educa-
tional performance is frequently disrupted 
by micropsia (Fitzek et al., 2024) and spatial 
distortions (Liu et al., 2014), with children 
avoiding classroom activities due to distress. 
Adults report occupational disability, includ-
ing diminished work e9ciency and safety 
risks during driving or machinery operation 
(Mastria et al., 2020). Psychosocial burden is 
profound: >80. of patients experience anxi-
ety about symptom misinterpretation as 

psychiatric illness, leading to social with-
drawal (Mastria et al., 2020; Beh et al., 2018). 
Physical safety is compromised by falls from 
distorted depth perception (Fitzek et al., 
2024) and sleep disruption from nocturnal 
derealization (Landais & Michelin, 201)). 
Diagnostic delays exacerbate distress, with 
patients reporting inadequate validation 
of experiences (Blom, 2016). Standardized 
metrics confirm severe disability: migraine-
associated AIWS patients score >21 on the 
MIDAS (indicating “severe disability”) (Stewart 
et al., 2001), exceeding typical migraine disabil-
ity due to compounded distress from both 
headache and reality distortion (Fitzek et al., 
2024), while comorbid depression (present 
in 31. of vestibular migraine-related cases) 
amplifies QoL erosion (Beh et al., 2018). Non-
pharmacological interventions like CBT show 
promise in mitigating anxiety (Curtiss et al., 
2021), yet residual functional deficits o,en 
persist despite pharmacological management 
of underlying etiologies (Sprenger et al., 2018).

Conclusion
AIWS represents a critical intersection of 
neurology and psychiatry, where transient but 
distressing perceptual distortions significantly 
impair quality of life despite the syndrome’s 
non-life-threatening nature. -e condition 
demonstrates distinct etiological pa(erns 
across age groups, with migraines constituting 
a primary trigger in adults while infectious 
processes frequently precipitate paediat-
ric cases (Blom, 2016; Mastria et al., 2016). 
Neuroanatomically, dysfunction within the 
temporo-parieto-occipital junction (TPO-C) 
provides the most compelling explanation 
for the syndrome’s heterogeneous manifes-
tations – from somaesthetic illusions to envi-
ronmental dysmetropsia – given this region’s 
role in multisensory integration (Lanska & 
Lanska, 2013; Mastria et al., 2016).

-erapeutic emphasis must prioritize cogni-
tive-behavioural therapy (CBT) as a corner- 
stone intervention for mitigating AIWS-
related distress. By targeting catastrophic 
misinterpretations of perceptual anomalies 
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(e.g., “my shrinking hand indicates neuro-
logical deterioration”) and comorbid anxiety, 
CBT builds essential emotional resilience 
in the absence of syndrome-specific phar-
macotherapies (O’Toole & Modestino, 2017; 
Blom, 2016). Exposure techniques promote 
habituation to distortions, while cognitive 
restructuring disrupts symptom-triggered 
panic cycles (O’Toole & Modestino, 2017). 
Nevertheless, the evidence base remains 
constrained by limited AIWS-specific CBT 
studies, underscoring the need for rand-
omized controlled trials. E9cacy data for both 
pharmacological and non-pharmacological 
interventions remain disproportionately 
scarce in paediatric populations, warranting 
age-stratified clinical trials.

Critical priorities for advancing the field 
include: 1) Standardizing diagnostic crite-
ria to reduce reliance on subjective clinical 
recognition (Blom, 2016; Mastria et al., 2016); 
2) Validating neuroimaging biomarkers 
(e.g., temporal lobe perfusion deficits) to 
objectivize diagnosis (Mastria et al., 2016); 
and 3) Designing integrated protocols that 
concurrently address primary pathologies 
(e.g., migraines) and perceptual distress. As 
Mastria et al. (2016) observed, AIWS epito-
mizes how “pathologies of sensory integration” 
necessitate multidisciplinary collaboration – 
uniting neurology, psychology, and patient 
education to e/ectively demystify this 
complex condition.
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ment.  2nd Ed. New York: Raven Press; 1))&. 
pp. 46&–478.

Tables
Tables should be typed on sheets separate 
from the text (each table on a separate sheet). 
-ey should be numbered consecutively with 

Podziękowanie
W ramach podziękowania proszę określić 
współpracowników przy artykule innych 
niż autorów pracy. Wyliczmy tutaj te osoby, 
które udzieliły pomocy podczas badań (na 
przykład udzielanie pomocy języka, pomoc 
w pisaniu lub dowód czytania tego artykułu, 
etc.). Należy potwierdzić również wszystkie 
źródła wsparcia (dotacje z agencji rządowych, 
prywatnych fundacji, etc.). Nazwy organizacji 
finansowania powinny być napisane w całości.

Pi-miennictwo
W manuskrypcie należy używać stylu cyto-
wania piśmiennictwa „Harvard”. 

Porządek zamieszczania w rozdziale Pi-
śmiennictwo nazwisk autorów, tytułu arty-
kułów oraz nazwy czasopisma z podaniem 
rocznika, wolumenu i stron jest alfabetyczny. 
Nazwiska wszystkich autorów pojedynczej 
pracy są wymieniane. Autorzy prac powinni 
być wymienieni w tekście zgodnie z datą publi-
kowanej pracy w porządku chronologicznym 
(przykład Boileau i wsp. 200); Boileau i wsp. 
2010; Bu( i Charalambous 2012) w (okrą-
głych) nawiasach. Należy sprawdzić w liście 
prac w rozdziale Piśmiennictwo właściwy 
porządek cytowania pracy łącznie z rokiem, 
wolumenem, stronami od-do. 
Przykład: 
Elhassan, B., Bishop, A., Shin, A., Spinner, R. 
 (2010),  ‘Shoulder tendon transfer options for 
adult patients with brachial plexus injury.’  
J Hand Surg Am., 3& (7), pp.:1211–121).
Książki:
Rang, H. P., Dale, M. M., Ri$er, J. M., Moore, 
P. K. Pharmacology. ,th Ed. Edinburgh: 
Churchill Livingstone;  2003, Phillips, S.:J., 
Whisnant, J.:P.  Hypertension and stroke. In: 
Laragh JH, Brenner BM, Editors. Hypertension: 
pathophysiology, diagnosis, and manage-
ment.  2nd Ed. New York: Raven Press; 1))&. 
pp. 46&–478.

Tabele
Tabele powinny być zamieszczone na od-
dzielonych arkuszach od tekstu (każda ta-
bela na oddzielnej kartce). Powinny one być 
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Arabic numerals. Tables should always be 
cited in a text (e.g., Table 2) in consecutive 
numerical order. Each table should include 
a compulsory, concise explanatory title and 
an explanatory legend. Footnotes to tables 
should be typed below the table body and 
referred to by superscript lowercase le(ers. 
No vertical rules should be used. Tables should 
not duplicate results presented elsewhere in 
the manuscript (e.g., in figures).

Figures
All illustrations, graphs, drawings, or photo-
graphs are referred to as figures and must be 
uploaded as separate files when submi(ing 
a manuscript. Figures should be numbered in 
sequence with Arabic numerals. -ey should 
always be cited in a text (e.g., figure 3) in 
consecutive numerical order. Figures for 
publication must only be submi(ed in high-
resolution TIFF or EPS format (minimum 
300 dpi resolution). Each figure should be 
self-explanatory without reference to the text 
and have a concise but descriptive legend. All 
symbols and abbreviations used in the figure 
must be defined unless they are common 
abbreviations or have already been defined 
in the text. Figure Legends must be included 
a,er the reference section of the Main Text.

Colour figures
Figures and photographs will be reproduced 
in full colour in the online edition of the 
journal. In the paper edition, all figures and 
photographs will be reproduced as black-
and-white.

Submission preparation checklist
As part of the submission process, authors 
are required to check o/ their submission’s 
compliance with all of the following items, 
and submissions may be returned to authors 
that do not adhere to these guidelines.

1. All authors of this research paper have 
directly participated in the planning, ex-
ecution, or analysis of this study.

ponumerowane cyframi arabskimi. Tabele 
powinny zawsze być cytowane w tekście (np. 
Tabela 2) w kolejności numerycznej. Każda ta-
bela powinna zawierać obowiązkowy, zwięzły 
tytuł wyjaśniający oraz legendę objaśniającą. 
Odsyłacze do tabeli powinny być wpisane 
poniżej tabeli. Nie należy stosować zasady 
pionowe. Tabele nie powinny powielać wyni-
ków prezentowanych gdzie indziej w tekście 
(np. na rycinach).

Ryciny
Wszystkie ilustracje, wykresy, rysunki lub 
fotografie są określane, jako ryciny i muszą być 
przesłane, jako oddzielne pliki przy składaniu 
rękopisu. Ryciny powinny być ponumerowane 
kolejno cyframi arabskimi. Powinny one być 
zawsze cytowane w tekście (np. rycina 3) 
w kolejności numerycznej. Ryciny do publi-
kacji należy składać wyłącznie w wysokiej 
rozdzielczości TIFF lub EPS Format (minimum 
300 dpi). Każda figura powinna być oczywista 
bez odwoływania się do tekstu z zwięzłą, ale 
jasną legendą. Wszystkie symbole i skróty 
stosowane na rycinie muszą być wyjaśnione, 
o ile nie są one powszechnymi skrótami albo 
zostały zdefiniowane w tekście. Opisy rycin 
muszą być zawarte tekście głównym po spisie 
literatury.

Kolory rycin
Ryciny i fotografie zostaną odtworzone 
w pełnym kolorze w internetowym wyda-
niu czasopisma. W wydaniu papierowym, 
wszystkie dane i fotografie zostaną odtwor-
zone, jako czarno-białe.

Lista kontrolna
Jako część procesu składania pracy, autorzy 
są zobowiązani do sprawdzenia zgodności 
ich składu z listą kontrolną. Autorzy powinni 
mieć na uwadze, że nie spełnienie kryteriów 
z poniższej listy może skutkować odrzuce-
niem ich pracy. 
1. Wszyscy autorzy zgłaszanej pracy badaw-

czej mają bezpośredni udział w planowaniu, 
realizacji i analizy niniejszego opracowania. 
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2. All authors of this paper have read and 
approved the final version submi(ed.

3. -e contents of this manuscript have not 
been copyrighted or published previously. 

4. -e contents of this manuscript are not 
now under consideration for publication 
elsewhere.

&. -e contents of this manuscript will not 
be copyrighted, submi(ed, or published 
elsewhere, while acceptance by the Journal 
is under consideration.

6. -ere are no directly related manuscripts 
or abstracts, published or unpublished, by 
any authors of this paper. 

7. Each author declared his or her individual 
contribution to the manuscript in the 
electronic form of the disclosure prepared 
by the corresponding Author.

Copyright notice
Submission of an article for publication 
implies the transfer of the copyright from 
the Author(s) to the Publisher upon accept-
ance. Accepted papers become the permanent 
property of “Issues of Rehabilitation, Ortho-
paedics, Neurophysiology and Sport Promo-
tion – IRONS”, and may not be reproduced 
by any means without the wri(en consent 
of the Publisher.

Privacy statement
-e names and email addresses entered in 
this journal site will be used exclusively for 
the stated purposes of this journal and will 
not be made available for any other purpose 
or to any other party.

2. Wszyscy autorzy niniejszego opracowa-
nia przeczytali i zatwierdzili ostateczną 
przedstawioną wersję. 

3. Zawartość tego rękopisu nie została objęta 
prawami autorskimi lub nie była publiko-
wana wcześniej. 

4. Zawartość tego rękopisu nie jest obecnie 
brana pod uwagę do publikacji gdzie indziej.

&. Zawartość tego rękopisu nie będzie objęta 
prawami autorskimi, składana lub publi-
kowana w innym miejscu, a akceptacja 
przez czasopismo jest brana pod uwagę. 

6. Nie ma rękopisu lub streszczenia bezpo-
średnio związanego, publikowanego lub 
niepublikowanego, przez autorów niniej-
szego opracowania. 

7. Każdy autor zadeklarował swój indywi-
dualny wkład do manuskryptu w formie 
elektronicznej ii przesłany do Redakcji 
przez autora do korespondencji.

Informacja o prawach autorskich
Składanie artykułu do publikacji zakłada 
przeniesienie praw autorskich od autora 
(ów) na Wydawcę w momencie odbioru. Za-
akceptowane dokumenty stają się własnością 
Zeszyty Promocji Rehabilitacji, Ortopedii, 
Neurofizjologii i Sportu – IRONS i nie mogą 
być powielane w jakikolwiek sposób bez 
pisemnej zgody Wydawcy.

Polityka prywatno-ci
Imiona i nazwiska oraz adresy e-mail przedsta-
wione w czasopiśmie będą wykorzystywane 
wyłącznie do określonych celów niniejszego 
pisma i nie będą udostępniane w żadnym 
innym celu.
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