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Abstract: Background: Transcranial direct current stimulation (tDCS) is a safe, tolerable, and accept-
able technique in adults. However, there is limited evidence for its safety in youth. Although limited,
there are a handful of important empirical articles that have evaluated safety and tolerability out-
comes in youth. However, a synthesis of pediatric safety studies is not currently available. Objective:
To synthesize objective evidence regarding the safety and tolerability of pediatric tDCS based on the
current state of the literature. Methods: Our search and report used PRISMA guidelines. Our method
systematically examined investigations purposefully designed to evaluate the safety, tolerability, and
acceptability of tDCS in healthy and atypical youth that were submitted to three databases, from
the beginning of the database to November 2019. Safety considerations were evaluated by studies
utilizing neuroimaging, physiological changes, performance on tasks, and by analyzing reported and
objective side effects; tolerability via rate of adverse events; and acceptability via rate of dropouts.
Results: We report on 203 sham sessions, 864 active sessions up to 2 mA, and 303 active hours of
stimulation in 156 children. A total of 4.4% of the active sessions were in neurotypical controls,
with the other 95.6% in clinical subjects. Conclusion: In spite of the fact that the current evidence is
sporadic and scarce, the presently reviewed literature provides support for the safety, tolerability,
and acceptability, of tDCS in youth for 1–20 sessions of 20 min up to 2 mA. Future pediatric tDCS
research is encouraged.

Keywords: tDCS; children; safety; tolerability; brain stimulation

1. Introduction

Transcranial direct current stimulation (tDCS) is a non-invasive neuromodulation
technique considered to be safe, tolerable, and acceptable to use in adults [1–8]. However,
it is minimally researched and still controversial in pediatrics [9]. tDCS utilizes a direct,
low-amplitude electrical current to enhance or depress cell membrane excitability [10].
The interest around tDCS is driven by its potential to induce neuroplastic changes and
potentially aid in the treatment or management of mood disorders such as depression [11],
memory deficits and motor control in Parkinson’s diseases [12], memory deterioration in
Alzheimer’s diseases and dementia [13], impairments in attention-deficit/hyperactivity
disorder (ADHD) [14], reduction of pain in chronic pain conditions [15], and expediting
stroke recovery [16]. With the mounting experimental evidence for tDCS use in adults,
interest in the application of tDCS in children is growing considerably [7,17]. Rivera-Urbina
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et al. [17] highlighted evidence for pediatric tDCS in epilepsy, autism, dyslexia, ADHD, and
other psychiatric disorders such as depression and schizophrenia. This is further supported
by the review from Lee et al. [18] which presented evidence for overall interest and efficacy
of tDCS in child and adolescent psychiatric disorders. Despite the growing evidence,
there is still a degree of uncertainty regarding tDCS use in children. Such reservations are
primarily centered on the present lack of evidence for the short- and long-term safety and
tolerability of tDCS in the developing brain.

1.1. Current Safety Evidence

In the last 14 years, there have been a few very important safety reviews for tDCS
in adults [2,3,5,6] and children [5,7,19]. The first from Poriesz et al. [2] in 2007 reported
the frequency of side effects during and after tDCS in 102 participants across 567 sessions
and demonstrated that tDCS is only associated with very minor side effects such as scalp
tingling (70.6%), itching (30.4%), and fatigue (35.3%). In rare cases, some minor adverse
events such as headache (11.8%) or trouble sleeping emerged (0.98%). These side effects
are summarized below in Table 1.

Table 1. Table of common, uncommon, and rare side effects previously investigated in tDCS for
adults and children.

Common Uncommon Rare and/or Serious

Tingling Headache Visual perceptual changes
Itching Nausea Transient decrease in attention

Redness at site Small blisters at the site Transient decrease in memory
Discomfort Nervousness Difficulty concentrating

Mild burning sensation Feeling sleepy or wakeful Mood changes

Another important review from Bikson et al. [5] extensively built on these results
with nearly 7000 subjects (more than 1000 of which were exposed to 5 or more sessions),
including 33,000+ total sessions: zero serious adverse events were reported. See Bik-
son [5] for clear criteria and a definition of serious adverse events. Bikson also reported
2800 sessions in children across nearly 500 subjects: no serious adverse events occurred.
Finally, Zewdie et al. [19] reported no serious adverse events across 612 sessions in 92 child
and adolescent subjects all collected from the same research centre. These children all had
one or more 20 min sessions with a median amperage of 1 mA across all subjects. Similar
to adults, itching (70%)/tingling (37%) were the most common side effects, followed less
commonly by mild headache (25%) in perinatal stroke patients but only 9.5% in typically
developing subjects.

It is clear that the evidence in children is growing. However, the review from Bikson
et al. [5] also reported that less than 5% of all tDCS research was conducted with children.
This is an important discrepancy in the literature that may be due to minimal safety
evidence surrounding pediatric tDCS. Some authors have indirectly reported on safety and
tolerability in youth, but studies specifically designed with the intent to evaluate this are
scarce. Without adequate evidence for tDCS safety in youth, researchers and clinicians
will remain aptly cautious to use tDCS in children. The current investigation attempted to
systematically address and respond to this discrepancy.

1.2. The Current Study

Most safety reviews to date have focussed on the broad subjective reporting of adverse
events across a wide scope of the literature. Although these articles were more inclusive, it
was possible to look deeper into the safety of tDCS by reviewing literature outcomes of
objective measures used to assess safety and tolerability, such as pathological changes in
cognition, behaviour, or neurophysiology. These factors are of particular importance for
understanding the safety of tDCS in the developing brain.



Brain Sci. 2021, 11, 212 3 of 21

Accordingly, we conducted a systematic review of tDCS safety studies in children and
adolescents. In this case, safety studies were defined as studies that assessed pathological
changes in neuroimaging, physiology, and other medical evaluations such as change in
performance in a given physical, cognitive, or psychological domain as primary outcomes.
The aim of the present review was to investigate the current consensus on the safety and
tolerability of tDCS in youth based on this scope of the literature. In line with previous
reviews [2,3,5], tolerability was measured via rate and severity of side effects/adverse
events (AEs), and acceptability via rate of dropouts. We hypothesized that there would
be a positive consensus between the investigations such that tDCS is safe and tolerable in
children and adolescents.

2. Materials and Methods
2.1. Literature Search

This review was designed around the following primary research question: Is tDCS
objectively safe and tolerable to use in children and adolescents? To capture as many
citations as possible, three scholarly databases were searched: PubMed, Scopus, and
Scholar Portal. The following search terms were used for all three databases: “tDCS
child safety”, “tDCS child tolerability”, “tDCS adolescent safety”, and “tDCS adolescent
tolerability”. These search terms returned a total of 682 hits to be screened (Pubmed = 155,
Scopus = 118, Scholar Portal = 409). A graphical depiction of the study screening and
selection process is illustrated in Figure 1. Finally, references in child and adolescent
tDCS review articles were investigated; this did not lead to any additional articles. The
literature searches and article screening process was conducted by two authors, DMB
and TB. References were screened from the origin of each database to 7 November 2019.
This research design was derived in consultation with a professional university research
librarian, Flavia Renon, and with due consideration of the preferred reporting in systematic
review and meta-analyses (PRISMA) guidelines [20].
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2.2. Inclusion and Exclusion Criteria

Only articles that specifically addressed the safety and tolerability of pediatric tDCS
via neuroimaging plus other objective outcomes were considered. The following criteria
were used: (1) English manuscripts; (2) human participants below the age of 18 (we did
include two studies [21,22] where age ranged from 7 to 21 in UCP); (3) empirical research
specifically reporting on child or adolescent safety, and tolerability; (4) measure and report
on side effects; (5) measure and report neuroimaging outcomes. Exclusion criteria: (1)
purely computational/simulated studies, (2) studies that did not directly measure safety
and tolerability, and (3) studies using rTMS as a concurrent treatment (although studies
using single-pulse TMS for neuronavigation/MEP measurements were included). One
study was also included from Gomez et al. [23] which used tDCS and rTMS in different
groups. However, we only included the data from the tDCS group. The relevant tDCS data
from the study were obtained through personal communication with the corresponding
author of Gomez et al. [23].

Although there are other important types of electrical brain stimulation making their
way into pediatrics, such as transcranial alternating current (tACS), transcranial random
noise stimulation (tRNS), and transcutaneous spinal direct current stimulation (tsDCS),
the present review article was specifically focussed on articles published using tDCS
‘transcranially’ (i.e., across the cranium).

Figure 1 summarizes the results yielded from our literature search. Every abstract was
initially reviewed by two authors for eligibility in our study. Our inclusion and exclusion
criteria were then applied during a second abstract and partial paper review. Finally, three
authors conducted a full-text review and data extraction of the remaining papers.

2.3. Data Collection and Outcome Measures

After reviewing the articles yielded from the database searches, a structured checklist
of variables was developed: (1) metadata (i.e., authors’ names, laboratories and location,
contact info, publication date and journal, one- and five-year impact factor); (2) participant
demographics (age, number of males and females, atypical or neurotypical); (3) methods
(randomized controlled trial, cognitive and psychological tests/questionnaires used, imag-
ing techniques used, method of examining side effects, any other tasks performed); (4)
tDCS protocol (amperage, sham vs. active, duration of stimulation, number of sessions,
electrode location, electrode size, current density, content of saline, tDCS device used); (5)
safety (outcome of neuroimaging, physiological changes, performance on tasks, rate and
severity of side effects); (6) tolerability (derived outcome based on rate and description of
AEs); (7) acceptability (derived outcome based on the rate and description of dropouts); (8)
reported medications; (9) authors’ conclusions (whether pediatric tDCS is safe, tolerable,
and acceptable based on their various assessments).

The main outcomes were the safety and tolerability of tDCS in youth. The secondary
outcomes also included acceptability, and a verification of the influence of other variables
on the primary outcomes.

2.4. Risk of Assessment Bias

In order to assess the risk of bias among the included studies, the authors used the
Cochrane Collaboration’s tool for risk of bias in randomized trials [24]. This included
selection bias, performance bias, detection bias, attrition bias, reporting bias, and any other
bias. These biases were rated as low, uncertain, or high (Figure 2).



Brain Sci. 2021, 11, 212 5 of 21

Brain Sci. 2021, 11, x FOR PEER REVIEW 5 of 22 
 

selection bias, performance bias, detection bias, attrition bias, reporting bias, and any 
other bias. These biases were rated as low, uncertain, or high (Figure 2). 

 
Figure 2. Risk of bias assessment of each included study [21–23,25–33]. 

3. Results 
3.1. Literature Search 

Our initial search yielded 682 references for title and abstract review. After remov-
ing duplicates, 218 abstracts were reviewed a second time to apply our inclusion and ex-
clusion criteria. Full-text review and data extraction were conducted for a total of 19 ar-
ticles. Text reviews and data extraction were completed by DMB, TB, NK, and GLD. All 
text reviews and data extraction were verified by DMB. Discrepancies were resolved by 
AD. After applying our final inclusion and exclusion criteria, 12 papers remained for 
qualitative synthesis and review (Figure 1). 

3.2. Quality of Studies 
The risk of bias judgements associated with the included studies are displayed 

above in Figure 2. Overall, the risk of bias was high, as the majority of studies were not 
randomized or blinded. That being said, some of these studies had only one or two par-
ticipants making randomization impractical. In this same way, other studies such as 
those by Faria [25] and Gillick [26], the authors were intentionally optimizing the pa-
tient’s protocol and therefore it was a necessary and a priori bias meant to improve the 
patient’s treatment outcomes. In these cases, the judgement of bias was considered “not 
applicable”. Despite the overall high risk of bias, some studies did mitigate bias through 
randomization, allocation concealment, and single/double blinding. All but one of the 
studies had low risk for attrition bias, and reporting bias. Now that these initial safety 
studies have been conducted, it is expected that authors will feel more comfortable em-
ploying more strict and controlled methodologies. 

3.3. Safety and Tolerability Literature Characteristics 
The results presented in Table 2 provide an overview of the available tDCS safety 

and tolerability research in children and adolescents. Of the 12 articles included, there 
were: 7 randomized controlled trials, 156 children, and 864 active tDCS sessions (0.5–
2mA) totalling 303 h of stimulation in boys and girls typically aged 6 to 17 (mean 10.75) 
(Table 2). It is important to remind that these numbers represent only a fraction of all the 
published pediatric tDCS literature [17–19,34], but an important fraction which specifi-
cally investigated objective measures of safety and tolerability. In other words, there 

Figure 2. Risk of bias assessment of each included study [21–23,25–33].

3. Results
3.1. Literature Search

Our initial search yielded 682 references for title and abstract review. After removing
duplicates, 218 abstracts were reviewed a second time to apply our inclusion and exclusion
criteria. Full-text review and data extraction were conducted for a total of 19 articles. Text
reviews and data extraction were completed by DMB, TB, NK, and GLD. All text reviews
and data extraction were verified by DMB. Discrepancies were resolved by AD. After
applying our final inclusion and exclusion criteria, 12 papers remained for qualitative
synthesis and review (Figure 1).

3.2. Quality of Studies

The risk of bias judgements associated with the included studies are displayed above in
Figure 2. Overall, the risk of bias was high, as the majority of studies were not randomized
or blinded. That being said, some of these studies had only one or two participants making
randomization impractical. In this same way, other studies such as those by Faria [25] and
Gillick [26], the authors were intentionally optimizing the patient’s protocol and therefore
it was a necessary and a priori bias meant to improve the patient’s treatment outcomes. In
these cases, the judgement of bias was considered “not applicable”. Despite the overall high
risk of bias, some studies did mitigate bias through randomization, allocation concealment,
and single/double blinding. All but one of the studies had low risk for attrition bias, and
reporting bias. Now that these initial safety studies have been conducted, it is expected that
authors will feel more comfortable employing more strict and controlled methodologies.

3.3. Safety and Tolerability Literature Characteristics

The results presented in Table 2 provide an overview of the available tDCS safety
and tolerability research in children and adolescents. Of the 12 articles included, there
were: 7 randomized controlled trials, 156 children, and 864 active tDCS sessions (0.5–2 mA)
totalling 303 h of stimulation in boys and girls typically aged 6 to 17 (mean 10.75) (Table 2).
It is important to remind that these numbers represent only a fraction of all the published
pediatric tDCS literature [17–19,34], but an important fraction which specifically investi-
gated objective measures of safety and tolerability (an extended version of Table 2, with
19 total articles, is included in the supplementary materials; Table S1). In other words,
there were more than 1000 sessions with rigorous safety testing. Moreover, 5 of the present
studies, including a total of 69 subjects, involved repeated tDCS exposure of 10 or more
sessions (max 20). This is particularly important for understanding tDCS safety as the
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effects of tDCS are expected to aggregate over multiple sessions and tDCS clinical treatment
protocols will require several sessions [1,27,35].

One challenge in conducting the research synthesis for this article was the hetero-
geneity of the included research articles. For instance, several different neuropsychiatric
and neurological conditions (with stroke/hemiparesis being the most common) were in-
vestigated. Some studies utilized sham while others utilized only active tDCS. Varying
neuroimaging techniques were used, varying electrode locations and saline solutions were
used, and side effects/adverse events were recorded with varying scales, or no scales at
all, and with different repeated-measures time points. Therefore, the causal relationship
between tDCS protocol and the safety/tolerability of adverse events is not always clear cut.
As such, we did our best to report the results as objectively as possible.

Despite some of the heterogeneities, the overall tDCS methodology across all studies
remained within the standards (i.e., 0–2 mA, 10–20 min sessions, 1–20 sessions), however
Andrade et al. [30] did stimulate for 30 minutes. It is clear that some studies, such as those
by the same groups of authors, built off of their previous investigations. In this way, it
appears that the heterogeneities are mostly between different laboratories. Additionally,
these papers included participants almost exclusively from clinical samples; only 4.4% of
the subjects were neurotypical controls. Lastly, it has been demonstrated in adults that
the polarizing effects of tDCS vary based on titrated amperage and the duration of the
session [36–38]. It remains to be seen whether these varying polarizing effects are consistent
in children, or whether they have an effect on safety and tolerability. Here we report on
studies stimulating for 10–30 min at 0–2 mA with follow-up measures extending up to
6 months. So far, all protocols have yielded positive safety evidence.

Table 2. tDCS exposure for age and population.

Study n
(Total)

n
(Active)

n
(Sham)

n
(Min)

Amperage
(mA)

Age
(Years) Population RCT

Mattai
(2011) [28]

12
175

5 (7)
125

3 (2)
50

20
2500 2, sham 10–17

(16.37) COS Yes

Faria
(2012) [25]

2
6

2
4

2
2

15
60 0.5, 1, sham 7–11

(9) CSWS/LKS No

Auvichayapat
(2013) [29]

36
36

20 (7)
27

6 (3)
9

20
540 1 6–15

(11.46) Epilepsy Yes

Andrade
(2013) [30]

14
140

10 (4)
140 0 30

4200 2 7–12
(7.57)

ELD/PDD-
NOS/AS/GD No

Gillick
(2014) [26]

1
1

1
1 0 10

10 0.7 10 Stroke/Hemiparetic CP Yes

Gillick
(2015) [31]

11
11

3 (2)
5

1 (5)
6

10
50 0.7 7–18

(14) Congenital hemiparesis Yes

Moliadze
[32]

(2015)

19
57

8 (11)
38

8 (11)
19

10
380 1 11–16

(13.9) Neurotypical Yes

Gomez
(2017) [23]

15
300

10 (5)
300 0 20

6000 1 5–10
(7.7) ASD Yes

Meiron
(2017) [33]

1
10

1
10

0 20
200 0.1–1 2.5 Epileptic

encephalopathy No

Rich
(2018) [21]

8
80

3 (5)
80 0 20

1600
1.5 7–21

(13.4) Perinatal stroke/UCP No

Nemanich
(2019) [22]

20
200

5 (5)
100

4 (6)
100

20
2000 0.7, sham 7–21

(12.75)
UCP via hemispheric

stroke/PVL Yes

Rahimi
(2019) [36]

17
51

9 (8)
34

9 (8)
17

20
680 1, sham 9–12

(10.35) Dyslexia No

Overall 156
1067

77 (54)
864

33 (35)
203

18,220
303 (h)

0.5, 0.7, 1,
1.5, 2, sham

6–17
(10.75)

Table 2 summarizes the extent of tDCS exposure for age and population. n (total) is the total number of individual participants on top and
the total quantity of tDCS sessions below. n (active) and n (sham) represent the number of males and females (in parentheses) who received
active versus sham tDCS and the number below indicates the quantity of tDCS sessions. n (min) indicates the duration of each single
tDCS session on top, with the number below representing the number of total minutes of active tDCS exposure in each study. Amperage
indicates the level of current used in the given sessions. Age is identified first as a range on top and below as an average. Population
includes children and adolescents aged 6–18 years (COS = Childhood Onset Schizophrenia; CSWS = Continuous Spikes and Waves during
Sleep—Rare Epilepsy; LKS = Landau–Kleffner Syndrome; ELD = Expressive Language Disorder; PDD-NOS = Pervasive Developmental
Disorder Not Otherwise Specified; AS = Asperger Syndrome; GP = Global Dyspraxia; CP = cerebral palsy; UCP = unilateral cerebral palsy;
PVL = periventricular leukomalacia). RCT indicates whether the experiment was a randomized controlled trial.
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3.4. Safety and Electrode Location

As part of the dosing considerations, researchers and clinicians have to be mindful
of the safety and tolerability of tDCS with electrodes placed at different sites. Since each
potential anatomical site may correspond to a particular physiological response, testing
one site or using one montage is not entirely sufficient for drawing conclusions about
each of the other potential sites. Indeed, entire literature reviews have been published
on single brain regions [40]. Our review documents at least 10 unique montages corre-
sponding to 6 brain regions: the dorsolateral prefrontal cortex (DLPFC), superior temporal
gyrus (STG), Brodmann area 6 (brain region for CP5/6), Broca’s area, left medial inferior
frontal gyrus (LMIFG), and the primary motor cortex (M1). That being said, in the case
of Auvichayapat [29], the location varied by participant by placing the cathodal electrode
over the epileptogenic region; and in Gillick [26,31], a bilateral M1 montage remained,
but anode/cathode location was dependent on the lesioned hemisphere where the anode
is always placed over the ipsilesional cortex. Rich [21] and Nemanich [22], on the other
hand, positioned their electrodes according to the M1 TMS hotspot [41,42]. The DLPFC
montage was selected to improve cognition, STG to reduce hallucinations, Brodmann
area 6 to improve movement planning, LMIFG to improve language processing, and M1
to improve motor control. tDCS appears to be safe and well tolerated at each of these
electrode sites. Future reviews focused on specific brain regions, such as the DLPFC review
from Dedoncker [40], will make it more clear whether there are any systematic differences
in safety or tolerability measures at varying electrode sites. In Section 3.8. Safety and
Neuroimaging, the notion of electrode location optimization will be further discussed.

3.5. Electrode Size and Conducting Material

Electrode size and conducting material impact the diffusivity or locality of the stimu-
lation via current density and therefore this information was imperative to report (Table 3).
All of the present studies included precise electrode size. The majority of the reviewed
studies used the common 5 × 7 (35 cm2) or 5 × 5 (25 cm2) electrodes. However, 1.09 cm2

HD electrode sizes were also used. Unfortunately only 58.3% articles reported the com-
position of their saline. Electrode preparation is important because certain solutions have
been shown to be more irritable [43]. For example, water is not ideal as it contains metals
that may increase the irritability of the scalp when a current is passed through them [43].
Indeed, the review from Bikson et al. [5] even went so far as to exclude studies that did not
use normal saline solution because the improper preparation confounds the interpretation
of tolerability and safety. Recent communications from the 2019 International Brain Stimu-
lation Conference have actually suggested that a syringe should be used to apply saline to
each electrode such that the specific amount of saline content is controlled for each subject
(as opposed to soaking the entire electrode). Henceforth, studies should precisely report
their electrode preparation. It is therefore recommended that authors clearly report not
only electrode size, but also saline and other electrode preparation materials.
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Table 3. Author demographic and materials used.

Study Location of Research
and Device Used Medications Reported Electrode Location Electrode Size (cm2) Sponges Soaked With

Mattai [28]
(2011)

USA
Phoresor II 850

Medication as usual.
The atypical

antipsychotic clozapine
ranging from 100 to

450 mg. Antipsychotic
medication may have

altered cortical
excitability in the cohort,
thereby preventing the

functional effects
of tDCS.

Bilateral anodal DLPFC
to improve cognitive
difficulty or bilateral

cathode STG to
reduce hallucinations.

25 Tap water or
normal saline

Faria [25]
(2012)

Portugal/USA
Phoresor 850 None to be reported. Cathode placed at

CP6/CP5. 1.09 Skin Pure/Electrogel

Auvichayapat [29]
(2013)

Thailand/USA
Soterix constant current

Medication as usual.
Antiepileptic

medication regimens.

The cathodal electrode
was placed over the

epileptogenic focus. The
anodal electrode was

placed over the
contralateral

shoulder area.

35 Normal saline

Andrade [30]
(2013)

Brazil/USA
Striat None to be reported.

Anode was positioned
in the Broca area

(mid-left inferior frontal
gyrus) and the cathode
in the right supraorbital

area. In patient 3, the
electrodes were placed

in the opposite
hemisphere (however,
in the same location).

35 Normal saline

Gillick [26]
(2014)

USA/Canada
Soterix LTE

The subject was
developmentally

normal, did not have
epilepsy, and was not

taking any
neuroactive medications.

Cathode placed over the
contralesional motor

cortex and anode over
the ipsilesional

supraorbital region with
the intent to inhibit

contralesional effects
upon the

ipsilesional cortex.

35 Normal saline

Gillick [31]
(2015)

USA
Soterix LTE

One participant was
taking Levetiracetam.

Primary motor cortex.
The cathode rubber

electrode was placed
over the M1 FDI hotspot

of the non-lesioned
hemisphere, and the

anode rubber electrode
was placed over the M1

FDI hotspot of the
lesioned hemisphere.

35 Normal
saline/disinfected

Moliadze [32]
(2015)

Germany/Russia
neuroConn

constant current

None to be reported.
None of the subjects

took any psychoactive
drugs, smoked, or

drank alcohol regularly.

Anodal, cathodal, and
sham tDCS were

applied over the left
primary motor cortex

(M1, over C3). The
reference electrode was

placed over the
contralateral orbit.

35
Normal saline/70%

cellulose 30%
cotton sponge

Gomez
[23] (2017)

Cuba
Neuroconn tDCS

stimulator

Medication as usual.
Only patients with no

changes in their
therapeutic scheme,

pharmacologically or
non-pharmacologically,
were accepted. Patients
who needed any change

were excluded from
the trial.

Cathode was placed
over area F3 (based on
the 10/20 international
EEG electrode system),
with the anode over the

proximal right arm.

Not specified 0.9% NaCl solution
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Table 3. Cont.

Study Location of Research
and Device Used Medications Reported Electrode Location Electrode Size (cm2) Sponges Soaked With

Meiron [33]
(2017)

Israel
Soterix LTE

The infant was given
anticonvulsants
(Phenytoin and

Phenobarbital) with no
effect. Epileptic
medication then

changed to Clonazepam
(1.5 mg/day),

Vigabatrin
(500 mg/day) and

Topiramate
(100 mg/day).

A 4 × 1 ring
configuration was
applied so that the
cathode was placed

over the right temporal
area and the four

anodes were situated
around the cathode.

The right hemisphere
received 90% of current.

1.09 Not specified

Rich [21]
(2018)

USA
Soterix LTE

No patients reported
use of medications

acting on the central
nervous system for
seizure control. No

patients had phenol or
botulinum toxin

injections in the six
months prior to
the experiment.

The cathode was placed
on the TMS-derived

hotspot (primary motor
cortex) of the
non-lesioned

hemisphere. The
reference electrode was

placed on the
contralateral

supraorbital region.

25 Not specified

Nemanich [22]
(2019)

USA
Soterix LTE None to be reported.

The cathode was placed
over the TMS-derived
motor hotspot of the

contralesional
hemisphere, and the

anode was
placed over the

contralateral forehead.

Not specified Not specified

Rahimi
[36]

(2019)

Iran
Electrical Brain

Stimulator Neurostim
None to be reported.

Anode on the left
superior temporal gyrus
(STG), with the cathode

either placed on right
STG or on the
right shoulder.

25 0.9% NaCl solution

Table 3 summarizes the author demographics, the tDCS materials that were used, any potential medications reported, and the an-
ode/cathode electrode placement. Location of research and device used indicate the country or countries where the research was conducted
and the brand/model of tDCS device that was used. Medications reported summarizes any psychoactive substances that subjects may have
been exposed to during the trial. Electrode location provides a description of the placement of the anode and cathode electrodes. Electrode
size indicates the surface area of the electrode in centimeters squared. Sponges soaked with indicates the materials used to prepare the
electrode sponges.

3.6. Safety and Medication

Assessing medication contraindications is an important criterion for safely implement-
ing tDCS in clinical populations. There is currently a lack of medication reporting among
the present studies and tDCS literature in general (Table 3). A review from McLaren (2018)
clearly illustrated that medication can influence tDCS effects on tissue excitability [44] and
therefore it is possible that medication may influence the safety and tolerability of tDCS.
Only two of the present studies [28,33] actually reported specific medications including
type and dose. Nemanich [22] provided medication type but not dose in the Supplementary
Materials. In each instance, the authors admitted that it is possible that the medication
influenced cortical excitability, but in any case no contraindications were reported. Other
studies made a general “all or none” statement about medication use indicating either
no medication, or medication as normal. It appears that the most common approach to
medication involvement in tDCS protocols is to continue medication as usual. So far,
this has yielded safe outcomes. However, it is possible that there remain unsafe medica-
tion contraindications that can only be elucidated with precise and consistent reporting
of medication use among participants and authors. In kind with the suggestions from
McLaren [44], it is advisable, where applicable, that all brain stimulation studies utilize a
concomitant medication log when screening participants (a template has been provided in
the Supplementary Materials; Form S1: Concomitant Medication Log).
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3.7. Safety Indications for Specific tDCS Devices

The devices used in each study were clearly reported (five different devices used)
and adverse effects do not appear to be dependent on specific tDCS devices (Table 3).
That being said, it is possible that certain electrode pads, or amperage limits may lead to
potentially harmful ranges in current density. In general, each manufacturer has built in
common safety features to help mitigate unprecedented risk that could lead to harmful
stimulation. Although the materials and features used by device manufacturers vary the
physics of the method remains the same. Additionally, each device has general clearance
by governing bodies such as the FDA for use as an experimental device and some for
clinical purposes. As long as the devices are used properly, and the electrode materials are
prepared properly, by trained individuals within the evidenced amperage range of 0–2 mA,
they should each offer the same degree of tolerability. To date, there are no publications of
controlled studies formally examining the tolerability of different devices.

3.8. Safety and Neuroimaging

All of the studies included in this review used neuroimaging to either evaluate safety
or contribute to safety by mitigating risks. Several neuroimaging modalities have been
used to evaluate the safety of tDCS in children including electroencephalography (EEG),
magnetic resonance imaging (MRI), transcranial magnetic stimulation (TMS), event related
potentials (ERP), electrocardiogram (EKG), electromyography (EMG), and electrooculogra-
phy (EOG).

3.8.1. EEG

A total of 67% (n = 8) of the studies included in our review utilized EEG to measure
changes related to tDCS [23,25,28–30,32,33,39]. In all of these instances, no pathological
changes emerged. Only 58.3% of the overall studies reported on presence or lack of epilepti-
form activity; no such activity emerged. Indeed, in both Faria’s [25] and Auvichayapat’s [29]
epilepsy studies, epileptic discharges were actually significantly decreased (evaluated up
to 4 weeks post stimulation). Moreover, Moliadze et al. [32] investigated quantitative
EEG measures including spectral power analysis. They found that tDCS decreased power
in all frequency bands other than alpha, and no pathological oscillations were reported.
Additionally, recent studies have investigated how EEG can be used to optimize tDCS
protocols in adults through current modeling [45,46]. Given the availability and low cost of
EEG, it is expected that EEG combined with tDCS will become more common as an effort
to optimize treatment response.

3.8.2. MRI

A total of 42% (n = 5) of studies used MRI to evaluate/optimize safety [21,22,26,28,31].
Mattai et al. [28] indicated that they used MRI for clinical monitoring of any neurologic
deterioration. They reported no changes at all. That being said, it was not clear how the
authors defined neurologic deterioration. Gillick and colleagues [26,31], on the other hand,
demonstrated another way that MRI could be used to assess, and enhance, the safety of
tDCS through risk reduction. By deriving unique MRI head models, her team modeled
tDCS current flow to maximize dose response curves and optimize stimulation intensity.
This means that the children were only exposed to the necessary and hypothetically
optimal amount of current of 0.7 mA. Given the potentially non-linear relationship of
amperage intensity-dependent effects [37,38], the safest protocol should be optimized for
dose response to avoid unnecessary exposure. This is a sound way to optimize safety in
any tDCS trial. Therefore, like EEG, MRI can also serve to optimize tDCS. By collecting
patient-specific MRI, the tDCS protocol can be optimized based on physical characteristics
such as head and skull morphology, and pathological characteristics such as sites of
brain injuries. MRI can similarly enhance TMS treatments, and be used for overall 3D
neuronavigation [41].
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3.8.3. TMS

TMS use with MRI is also common. Rich [21] and Nemanich [22] used previously
obtained MRIs from patients to create 3D head models for neuronavigation, allowing for
precise locating of the motor cortex. In this way, TMS optimized tDCS safety through risk
reduction by providing precise regions of interest. Additionally, motor evoked potentials
(MEPs) are a clear measurement of corticospinal excitability, making it useful for monitoring
pathological alterations after tDCS. MEPs were measured by 33% of the present studies.
No pathological alterations were reported. However, the results from Rich et al. [21]
were inconsistent and often contrary to their hypotheses. Unexpected changes in cortical
excitability could be interpreted as undesirable changes in physiology and possible adverse
events. However, these changes could also be interpreted as individual differences in
treatment response. Nemanich [22], on the other hand, reported that 100% of participant’s
in the active tDCS condition experienced a decrease in MEP, as hypothesized. Overall,
optimizing tDCS stimulation intensity and location should make a safer and more suitable
protocol by mitigating risks associated with individual differences.

3.8.4. ERP, EKG, EMG, and EOG

ERP, EKG, EMG, and EOG were each only used once out of the 12 safety studies we
reviewed. Mattai [28] provided an all or none statement, noting: “neither treatment group
had significant changes in respiration, blood pressure, or heart rate during, or EEG, EKG, or
MRI after tDCS” (p. 277). While encouraging, how toxicity was defined in these evaluations
is not described. On the other hand, Gillick [31] clearly defined their use of EMG as an
attempt to continually monitor seizures. Another advantage of this is that it allowed the
various investigators to monitor seizures while remaining blinded to group assignment.
No seizures or related events occurred. Lastly, Gomez [23] utilized ERP (in which EOG
electrodes were simultaneously affixed) to carry out a passive oddball paradigm. Their
goal was to investigate P300 amplitude and latency. ERP was only obtained from 6 subjects,
each of which had normal auditory brainstem response. However, one child had no ERP
response. After tDCS, P300 latency was significantly shortened, and amplitude trended
toward an increase. The authors interpreted these changes as positive and in line with
expectations regarding abnormal functional connectivity of the frontal lobes in ASD [23].

3.8.5. Neuroimaging Conclusion

It is fair to say that the reporting of neuroimaging evidence in the context of tDCS
safety is inconsistent at best. Particularly, some studies claim to have used imaging to
monitor abnormal or pathological changes in physiology. However, they scarcely defined
the marker or index they evaluated as an indicator of safety. On the other hand, evaluating
epileptiform activity with EEG or EMG is well defined and has pathological implications
that can clearly translate to tDCS safety. Future research using neuroimaging to assess
the effects of tDCS should clearly define the structural or functional markers that they
are measuring and what their expectations are. If these expectations are violated, it
could possibly indicate a “neuroimaging adverse event”. Of course, these studies are still
novel and experimental in nature and therefore defining clear clinical expectations and
predictions may not be possible. In this case, the approach from Gillick [26] is highly
recommended. Gillick and colleagues clearly defined the desired clinical outcomes, and
outlined the expected risks, how they were mitigated, and the criteria for stopping protocol.
Stopping protocol criteria is another important safety criterion that was only reported in
this one study. It is recommended that future tDCS studies consider implementing and
reporting the safety criteria that would result in the researcher having to stop the session
(i.e., emergence of epileptiform signatures).

Outcomes related to neuroimaging and other adverse event assessments are summa-
rized below in Table 4.
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Table 4. Adverse events reports.

Study Neuroimaging AEs Clinical AEs Psychiatric AEs Cognitive AEs Physical AEs Dropouts

Mattai
(2011) [28] 0% 0% 0% Fatigue

30.7%

Itching
53.8%

Tingling
46.1%

0%

Faria
(2012) [25] 0% - - - Felt something

40% 0%

Auvichayapat
(2013) [29] 0% 0% - - Skin rash

2.7% 0%

Andrade
(2013) [30] 0% 0%

Mood
42.9%

Irritability
35.7%

Fatigue
14.3%

Trouble
Concentrating

14.3%

Tingling/Itching
28.6%

Burning
14.3%

Headache
14.3%

Scalp pain
7.1%

0%

Gillick
(2014) [26] - - - - 0% 0%

Gillick
(2015) [31] 0% 0% 0%

Fatigue
20%

Trouble
Concentrating

20%

Itching and
tingling 0%

Burning
16.7%

8.3%

Moliadze [32]
(2015) 0% - 5.3%

Fatigue (A)
15.8%

Fatigue (C)
31.6

Tingling (A)
31.6%

Burning (A)
31.6%

Pain (mild) (A)
15.5%

Tingling (C)
57.9%

Burning (C)
26.3%

Pain (mild) (C)
10.5%

-

Gomez
(2017) [23] 0% 0% 0% 0% - -

Meiron
(2017) [33] 0% 0% - - 0% 0%

Rich
(2018) [21] 0% 0% 0%

Fatigue
25%

Trouble
Concentrating

12.5%

Felt something
37.5%

Itchiness
25%

Tingling
25%

Headache
25%

0%

Nemanich
(2019) [22] 0% 0% - - 0% -

Rahimi
(2019) [36] 0% - - 0% - 0%

Table 4 summarizes adverse events reported by the included studies based on several domains. Neuroimaging = any pathological changes;
Clinical = any decline in prognosis, any abnormalities from medical exams; Psychiatric = any changes in behaviour, mood, or mental status;
Cognitive = any decline in cognitive function; Physical = any physical side effects, Dropouts = any participant attrition due to stimulation.
The table only includes minor adverse events that did occur and were reported. If a study reported a specific value, it was included in the
table. If the study did not report the value, a “-” was used. If the outcome was measured but there was nothing to report, 0% was used. In
the article by Moliadze [32] the authors reported side effects separately based on (A) anode and (C) cathode locations.

3.9. Safety and Medical Examination

In addition to neuroimaging multiple studies included baseline and follow-up medical
examinations such as vital signs (pulse, blood pressure, temperature, respiration), blood
work/biochemistry, clinical assessment of mental and functional status, and physical
examination. A total of 41.6% of studies measured patients’ vital signs in relation to
tDCS [21,28,29,31,33]. In general, all vital signs remained in normal age-specific range with
no significant fluctuations present. However, these were again “all or none statements”;
only Meiron [33] reported the details of the vitals but this was a case study in a 30-month-
old child warranting in-depth details. Meiron also collected several other important
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data points: “The intervention was considered safe and had no negative impact on the
patient’s vital signs, electrolyte levels or blood biochemistry. Neurological assessments
indicated development did not change” (p. 140). Auvichayapat [29] further confirmed
no clinically relevant changes in vitals from baseline to post test at 1 day, 2 days, and
1 month measurements in 36 subjects. Auvichayapat also employed a Quality of Life
(QOL) questionnaire evaluating physical, social, emotional, and cognitive well-being. This
was administered at the same aforementioned time points. There were no decreases
in QOL. Andrade et al. [30] provided complete medical exam before and after tDCS in
14 subjects but did not provide any statement about these outcomes, though their overall
study conclusions were positive and indicative of tDCS safety.

3.10. Safety and Neuromotor Function

One of the first neuromotor investigations in children was from Gillick et al. [31].
The aim of their study was to specifically assess safety outcomes of a single 0.7 mA tDCS
session by monitoring adverse events and any potential decline in cognitive or motor
function. Gillick assessed the functionality of both hands in all subjects (n = 11) using
the Box and Blocks Test, and Grip Strength. No significant decline occurred. Moreover,
from 80 1.5 mA sessions across 8 subjects with stroke/unilateral cerebral palsy (UCP), Rich
et al. [21] employed the Assisting Hand Assessment (AHA) and several other secondary
outcome questionnaires to investigate sensorimotor activity. Only 38% of their subjects saw
improvement on the AHA. Their results for efficacy were overall inconsistent; however,
there did not appear to be any deterioration of function. Also from Rich, during tDCS
+ bimanual training, 3 children with cerebral palsy had spasms in their more affected
hand. These were considered minor adverse events and should be looked out for by future
research studies involving neuromotor hand function. Nemanich [22] further evaluated
a sample of 20 participants with UCP using the AHA and TMS. As noted in Section 3.8.3.
TMS, active tDCS consistently decreased MEP as predicted. However, this was not cor-
related with increased hand function. Although there was an overall increase in AHA,
none were significant between the active and sham group. In general, tDCS of the motor
cortex does not appear to have any negative impact on neuromotor function in terms of
side effects or deterioration of function.

3.11. Safety and Psychiatric/Cognitive Outcomes

Several assessment methods were employed across the included studies to monitor
psychiatric outcomes such as pathological behaviour, mood changes, or cognitive outcomes
such as decreased task performance. A total of 58.3% of studies [21,23,28,30–32,39] reported
on some psychological, neurological, or neurocognitive outcomes before or after tDCS. In
the case where no side effects were present, it was again common to just report an all or
none statement. However, some studies did report specific cognitive side effects such as
fatigue (ranging 0–31.6%), trouble concentrating (0–20%), and psychological side effects
such as mood (0–42.9%) and irritability (0–35.7%). Once again, while encouraging, it would
be useful for the literature if these studies provided a short description of their safety
outcomes and how they defined pathological alterations in each assessment method.

A few studies employed specific questionnaires based on their samples that allowed
them to evaluate systematic change in task performance or self-report. These included
California Verbal Learning Test (CVLT), Wechsler Memory Scale, clinical ratings (Symptom
Assessment for Positive Symptoms [SAPS]), Brief Psychiatric Rating Scale for Children,
mini mental status examination (MMSE) [28]; activities of social interaction and speech,
Patient Global Impression of Improvement [30]; The Token Test of Intelligence [31]; Autism
Behavioural Checklist (ABC) and the Autism Treatment Evaluation Checklist (ATEC) [23];
Gap in Noise (GIN) test [39]. In general, none of the aforementioned measurements
indicated any deterioration of verbal fluency, speech, memory, mental status, or behaviour.
Due to the heterogeneity of these study measures they were not particularly suitable for an
aggregate synthesis.
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3.12. Reports of Adverse Events

Under the definition from Bikson [5], there were no serious adverse events in any of
the 12 studies included in this review. A total of 83% of the studies included some report
on adverse events and tolerability. A total of 66% of these [21,22,25,26,28,30–32] employed
relatively congruent structured questionnaires such as the one originally proposed in
the Poreisz [2] safety review. This was a positive, and it is recommended that future
studies do the same. These studies investigated side effects such as itching, tingling, pain,
burning, rash, blisters, fatigue, insomnia, nausea, mood, and difficulty concentrating. These
questionnaires were typically self-report and included scales for severity and duration (i.e.,
during the session, and how long after the session). Note, the studies in Table 4 only reflect
the studies that reported quantitative measures; several studies simply made qualitative
statements such as “participants did not experience any adverse events”. As for the studies
that reported quantitative measures, they were concurrent with adult safety reviews: the
most frequent side effects in children were also tingling and itching ranging from 25
to 57.9% and 25 to 53.8%, respectively, across the included studies. This was followed
by fatigue 14.3–30.7%, a burning sensation 14.3–31.6%, headache 14.3–25%, and trouble
concentrating 12.5–20%. Compared to the adults from Poreisz [2] (tingling 70.6%, itching
30.4%, fatigue 35.3%, headache 11.8%, nausea 2.9%, and wakefulness 0.98%); and the
children from Zewdie et al. [19] (itching (70%)/tingling (37%), mild headache (9.5–25%),
burning sensation (10–20%), nausea (5%)), the results of the present review are fairly
consistent. Mattai [28] and Gillick [31] were the only studies that statistically compared
side effects between active and sham groups. Neither found any significant differences
between groups. This is in line with the results from our group where we assessed tDCS
safety and tolerability between adults and children [9]. A few other studies also clearly
presented similar tolerability between active and sham groups despite not comparing them
statistically. Moreover, all of these side effects generally seemed to subside with cessation of
stimulation. Only rarely did they persist beyond a couple of hours. Also of note, it appears
that higher stimulation intensities such as 2 mA used by Mattai [28] were associated with
higher propensity for itching sensations compared to lower intensities.

The only minor adverse events that really stand out from our review are the changes
in mood (42.9%) and irritability (35.7%) reported by Andrade [30]. As mood changes have
not been commonly reported in tDCS, it is not clear what brought about this change in
the children. Andrade addressed this discrepancy through a parent report by asking them
to what degree they believed the individual side effects were related to stimulation. To
that end, Andrade “noted that burning sensation, scalp pain, and redness complaints were
considered by the parents as definitively related to the intervention in all cases. Headache,
sleepiness, and trouble concentrating were also considered to be possibly or probably
related to stimulation in 50% of the cases. Other psychological symptoms, such as acute
mood change and irritability, were not reported as being related to stimulation in 66.7%
and 40% of the patients, respectively” [30] (p. 1362). One notable discrepancy however
is that Andrade’s study was the only one that stimulated for 30 minutes, and it also had
the youngest sample of all (average age 7.57). Given the evidence for duration dependent
plasticity changes [36] it is possible that 30 minutes was too long for these subjects. It is
also possible that 30 minutes was too long for these subjects on account of their specific
diagnoses such as PDD and AS. These populations, especially at a young age, may be more
prone to mood changes and irritability than the majority of the other populations included
in this review.

3.13. Acceptability and Rate of Dropouts

A total of 75% of the studies reported on participant attrition. In order to facilitate
reviews on tDCS acceptability, and for general transparency, it is recommended that all
tDCS studies make a statement about attrition. This statement should indicate “no attrition”.
Or, in the event of attrition, this statement should indicate the reason, and whether it was
related to stimulation. In the present review, only one subject did not complete their
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study protocol due to discomfort. Under this definition “rate of dropouts = acceptability”,
tDCS appears to be very acceptable in children and adolescents. That being said, recent
research [8,47] has demonstrated that defining acceptability by rate of dropouts can be
limited. Specifically, parents of children who have underwent tDCS were interviewed
regarding tDCS acceptability: for them, tDCS acceptability was primarily dependent on
efficacy, availability, cost, and side effects compared to medication [8].

4. Discussion

In this review, we advanced the literature by providing a consensus of the leading
studies evaluating tDCS safety and tolerability in children. Paradoxically, the only way
to address future unknown outcomes is by conducting more tDCS research in children.
The current safety results (i.e., lack of any serious adverse events, and lack of neurolog-
ical/psychological damage) provide support for the continuation and extrapolation of
experimental and clinical tDCS use in children. Overall, the safety evidence appears to
be quite strong and consistent for 10–20 min tDCS sessions ranging from 0.5 to 2 mA in
ages 5–18. Although Andrade [30] administered 30 min tDCS sessions, it was the only
study to do so and therefore to be conservative the results of this review are limited to
recommending 20 minutes of tDCS. Moreover, half of the investigations had subjects with
a mean age <12, and half had a mean age >12. Therefore, the evidence provided in this
review rather evenly supports the safety of tDCS in both children and in adolescents. All
of the methodologies used in the included studies were adopted from previous adult
investigations. Therefore, the positive evidence from these studies suggests that other
adult tDCS protocols within the above protocol ranges could likely be safely transferred to
children. That being said, studies have yet to directly compare the effects of tDCS between
children and adults. Adult tDCS studies have now advanced the safety limits to up to
40 min sessions, with instances of subjects receiving more than 100 sessions [5]. Adult
evidence has also extended the safety limits from 2 to 4 mA [48]. Therefore, it is expected
that future pediatric tDCS research will eventually also attempt protocols up to 40 min, and
more than 20 sessions. However, it will likely require very a special circumstance to see
4 mA protocols in children. It is recommended and expected that when the first of these
studies occurs that rigorous safety measures will be recorded and reported.

Moreover, the safety and tolerability evidence appears to hold at least up to 4 weeks
post tDCS in more than 10 repeated sessions. To that end, there still remain outstanding
questions regarding potential long-term use and long-term side effects of tDCS. Thus,
longitudinal studies will be of great importance to the future of the field. We encourage all
future tDCS studies, regardless of primary outcome, to specifically implement components
for evaluating safety and tolerability outcomes to ensure the reliability of the above results
and ongoing well-being of patients. The side effect questionnaire from Poreisz [2] or
Brunoni [3] should be considered a minimum standard. It seems fitting that all tDCS
studies ought to evaluate side effects using the same structured questionnaire. Finally, the
interpretations of these results are primarily limited to clinical populations, as only 4.4% of
included subjects were neurotypical. This suggests a further need for investigation into
healthy populations. For children who are being treated clinically, it has been demonstrated
that the benefit largely outweighs the risks. However, the same might not be so easy to
say for healthy children. Based on the current evidence, it does not appear that healthy
children experience tDCS in a different manner to children in the clinical groups; however,
the sample sizes are still too small to draw any strong conclusions.

4.1. Pediatric tDCS Safety Timeline

tDCS really started gaining traction in adults in the late 1990s and early 2000s. It took
approximately one decade for this knowledge to successfully transfer to adolescents and
children. In 2011 Mattai et al. [28] published what appears to be the first clinical application
of tDCS in youth; and rightfully so, it had an emphasis on safety and tolerability. Now,
10 years after Mattai’s initial publication, the potential for tDCS in pediatric neurology
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and neuropsychiatry is starting to be realized and accepted [8]. From 2011 to 2021, several
hundred papers have been published about tDCS in children. However, only a limited
number evaluated and reported safety outcomes, such as those reviewed in the present
article. Mattai actually had a relatively small sample size of 12, but their mostly adolescent
subjects were exposed to a total of 125 active tDCS sessions. Two years later, Auvichayapat
et al. [29] published an epilepsy study (n = 36) but each subject only received a single session
of tDCS. Also in 2013, Andrade et al. [30] conducted a study with 140 active sessions in 14
children with neurodevelopmental issues. Notably, Andrade’s sample has the youngest
mean age (7.57) of all the studies we reviewed (not including the infant case study). This
was less than half the average age of Mattai’s sample from two years previous (16.37).
Andrade’s sample was also the only one that underwent 30 minutes tDCS sessions. Sample
size and number of sessions in these safety trials continued to grow until they peaked with
Gomez [23] in 2017, with 15 subjects receiving a total of 300 active sessions.

The knowledge progression seen from Gillick 2014 to the present also significantly
advanced evidence of the safety and tolerability of pediatric tDCS. Gillick and her lab
are responsible for 1/3 of the included studies. The studies began in 2014 [26], with only
a single subject and a single 10 min session; and then in 2015 [31], with 11 subjects also
receiving only a single 10 min session. Then in 2018 and 2019, Gillick was senior author
with Rich [21] and Nemanich [22] as leads, respectively. From Rich in 2018, we saw an
increase in duration of sessions from 10 to 20 min, and number of sessions from 1 to 10 for
8 subjects. Then in 2019, Nemanich provided an even larger sample of 20 subjects each
receiving 10 sessions of 20 min each. Nemanich’s trial also included the largest sample
of 100 sham tDCS sessions, to date. These four studies had perhaps the most consistent
reporting of side effects and adverse events considering they were all published under the
seniority of Gillick.

At the same time as Gillick, Kirton’s laboratory also provided significant advance-
ments in pediatric tDCS in neurotypical controls [49,50] as well as stroke [51]. The contribu-
tions from Kirton were all rigorously controlled and saw a similar scientific progression as
Gillick such as increased number of sessions and additional control arms. Also similar to
Gillick, all of the papers from Kirton’s supervision maintained rather consistent reporting
styles making them easier to synthesize and interpret. The methodology of Kirton’s papers
also included routine tolerability side effect questionnaires, often TMS motor mapping,
and occasionally other assessments like vital signs and cognitive evaluations. That being
said, the reported results from Kirton [49–51] tended to focus on the efficacy of tDCS and
less on changes in objective safety measures like neuroimaging (some of these extended
results are available in Table S1).

In the 10 years spanning all of the reviewed trials, the expected and experienced side
effects have consistently remained only mild sensations of itching, tingling, burning, or
pain. That being said, the distinction between sensations such as itching, tingling, burning,
or pain on the scalp are not well defined and therefore responses may be biased by the
frame of the question. This is why many of the side effect questionnaires employed today
ask specifically about each individual sensation. On that note, it was surprising that other
potential sensory side effects related to vision or hearing were scarcely investigated. In
addition to using a consistent side effect questionnaire, future researchers should also
consider defining their desired clinical outcomes and clear criteria for stopping protocol.
Studies using neuroimaging as a marker of safety in terms of detecting abnormal function
after tDCS should clearly define what they consider abnormal (i.e., the type of signature,
the number of standard deviations required to be abnormal). The same should be indicated
for cognitive, psychiatric, motor, and other outcomes specific to the authors’ hypotheses.
This would really improve the level of interpretability and aggregation of the safety results
across the literature.
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4.2. The Safety of Remote and At-Home tDCS

Recent trends in tDCS research have focused on at-home use. Indeed, multiple studies
have found good compliance and outcomes using an at-home tDCS approach [52–54].
Although this raises some obvious safety concerns, Charvet et al. [55] and Knotkova
et al. [56] have published practical guidelines for at home or remotely supervised tDCS
use. These are admirable steps forward and will help researchers and clinicians safely
implement tDCS at home. This is particularly important in the current climate of COVID-
19. A recent guideline was published by Bikson et al. [57] to outline the necessity and
importance of safely implementing and continuing tDCS and TMS treatments during the
pandemic. That being said, the biggest risks associated with tDCS are not likely to occur in
clinical trials or clinical applications, but rather among consumers pursuing self-prescribed
at-home tDCS. If used improperly, tDCS may cause burns and potentially other unforeseen
adverse events.

At the moment, consumer tDCS devices are readily available for less than $200 via
ecommerce websites such as Amazon; and consumer reviews seem to indicate that it is
in demand. A quick YouTube search of at-home tDCS will reveal videos with tens of
thousands of views further attesting to consumer interest and demand. Even parents of
children with ADHD have expressed their desire to pursue tDCS treatment [8]. Despite
expert panels [58], these devices are available for sale without any governing authority
or regulation. Aside from the warranted safety concerns, this poses a serious healthcare
dilemma. At the moment, tDCS is not a readily available treatment option in most hospitals
or outpatient treatment centres, but it is available for unregulated consumer purchase
online. This means that individuals who desire tDCS treatment will primarily have to
pursue it on their own without the guidance of a medical professional. It would seem that
the adoption of tDCS into community medicine would help to ensure the safety of those
pursuing tDCS as a treatment option. Therefore, there is a consistent onus on researchers
to disseminate evidence into community medicine and to educate clinicians on how to
properly implement tDCS into their practice. It is evident that when used properly tDCS
has the capability of being a safe and effective medical intervention; there is no reason why
patients should have to put themselves at risk by pursuing this treatment on their own
through consumer devices.

4.3. Dose Optimization

Another recent trend in tDCS research is dosage, such as individualized amperage
and electrode montage based on MRI, EEG, or TMS [11,36,37,46,59–63]. This research has
revealed that tDCS, much like medication, dosage and titration can be optimized based
on individual characteristics such as age and weight, but also skull and brain morphology.
Arguably, individualized tDCS protocols should radically improve treatment efficacy and
subsequently safety. If individualized, tDCS is considered the highest level of safety
precaution, then consumer-prescribed tDCS would be the least. In the present review,
five studies used methods to individualize tDCS, such as Auvichayapat [29] placing the
electrode over the epileptogenic focus, or Rich [21] using the TMS motor hot spot and MEP
threshold. Although the other seven studies did not individualize their tDCS protocols, they
collectively provided sound evidence for the general safety of tDCS at multiple relevant
brain regions such as the DLPFC, STG, and M1. Overall, similar to adults, it is clear that
the optimal stimulation target site for tDCS is totally dependent on the desired clinical
outcomes and the subject specific characteristics. That said, a few things can definitely be
agreed upon: in stroke or neuromotor studies, and epilepsy studies, individualization of
stimulation parameters, especially location, is the gold standard. This is true in adults and
it holds true in youth.

4.4. Limitations of the Literature and This Review

One limitation of this review that should be noted is that the researchers involved
in the literature review were not blinded. It is possible that this could have led to some
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selection bias. However, we are confident that our method was robust and in line with
our inclusion and exclusion criteria. The interpretation of the present results also needs
to bear in mind the potential bias as reported in Section 2.4. Risk of Bias Assessment.
Given the novelty of pediatric tDCS, many of the earlier studies were designed without
blinding, placebos, or randomization. This was mostly performed for safety, ethicality,
and likely recruitment reasons, but it is possible that these biases may have affected the
results of those individual studies and therefore left traces of bias in review papers such
as this. That being said, it seems likely that such biases would bear more of an impact on
the interpretation of efficacy; here we are interested specifically in objective measures of
safety, and in this regard all of the authors made similar positive conclusions. Indeed, in
the discussion and conclusions of the included papers, each of the authors generally make
reference to progressing to larger sample sizes. Evidence of this is clear from Gillick’s lead
in four articles discussed in Section 4.1. Pediatric tDCS Safety Timeline. Having completed
their initial safety investigations this is the logical scientific progression.

Finally, interpreting tDCS tolerability is further complicated by anode and cathode
locations. If an adverse event occurred, it is not immediately clear whether it was caused by
one or both of the electrodes. In the case of a physical side effect such as burning, blistering,
and itching, it is however clear, and authors should consider reporting at which electrode
site the side effects occurred; Moliadze et al. [32] were the only authors to do this. For this
reason, it was not possible to report on systematic differences related to anode or cathode
safety/tolerability.

5. Conclusions

Overall, we report on 203 sham sessions, 864 active sessions up to 2 mA, and 303
active hours of stimulation in 156 participants. A total of 4.4% of the active sessions were
in neurotypical controls, with the other 95.6% in clinical subjects. Moreover, it is evident
by the participation of nearly 100 authors from 10 countries across 4 continents that the
safety of pediatric tDCS is of global interest. Internationally, tDCS appears to be safe and
highly tolerable, with only minor levels of discomfort in a minority of children and no
serious adverse events. tDCS also appears to be very acceptable, with nearly all enrolled
subjects completing their respective protocol. Therefore, based on the present update, tDCS
appears ready for widespread research and increased clinical use in pediatric neurology
and neuropsychiatry.
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24. Higgins, J.; Savović, J.; Page, M.J.; Sterne, J.A.C. RoB 2: A revised Cochrane risk-of-bias tool for randomized trials. Br. Med. J.
2019, 366, I4898. [CrossRef]

25. Faria, P.; Fregni, F.; Sebastião, F.; Dias, A.I.; Leal, A. Feasibility of focal transcranial DC polarization with simultaneous EEG
recording: Preliminary assessment in healthy subjects and human epilepsy. Epilepsy Behav. 2012, 25, 417–425. [CrossRef]

26. Gillick, B.T.; Feyma, T.; Menk, J.; Krach, L.E. Safety of transcranial direct current stimulation in pediatric hemiparesis: Determina-
tion of the method for locating the optimal stimulation site. Brain Stimul. 2014, 7, e12. [CrossRef]

27. Ulam, F.; Shelton, C.; Richards, L.; Davis, L.; Hunter, B.; Fregni, F.; Higgins, K. Cumulative effects of transcranial direct current
stimulation on EEG oscillations and attention/working memory during subacute neurorehabilitation of traumatic brain injury.
Clin. Neurophysiol. 2015, 126, 486–496. [CrossRef] [PubMed]

http://doi.org/10.1016/j.clinph.2015.03.015
http://www.ncbi.nlm.nih.gov/pubmed/25922128
http://doi.org/10.1016/j.brs.2016.06.004
http://doi.org/10.1016/j.brs.2016.05.004
http://www.ncbi.nlm.nih.gov/pubmed/27261431
http://doi.org/10.3389/fpsyg.2017.00685
http://www.ncbi.nlm.nih.gov/pubmed/28539894
http://doi.org/10.1177/1359105320937059
http://doi.org/10.1016/j.brs.2018.12.545
http://doi.org/10.1177/1559325816685467
http://doi.org/10.3390/brainsci10080480
http://doi.org/10.1002/mds.21012
http://doi.org/10.1016/j.neulet.2012.03.012
http://www.ncbi.nlm.nih.gov/pubmed/22440856
http://doi.org/10.1007/s00702-016-1646-y
http://doi.org/10.1016/j.clinph.2013.04.009
http://www.ncbi.nlm.nih.gov/pubmed/23706958
http://doi.org/10.1097/PHM.0b013e3181f70aa7
http://www.ncbi.nlm.nih.gov/pubmed/20962598
http://doi.org/10.1515/revneuro-2016-0045
http://doi.org/10.1016/j.chc.2018.07.009
http://www.ncbi.nlm.nih.gov/pubmed/30389077
http://doi.org/10.1016/j.brs.2019.12.025
http://doi.org/10.1371/journal.pmed.1000097
http://www.ncbi.nlm.nih.gov/pubmed/19621072
http://doi.org/10.1155/2018/9610812
http://www.ncbi.nlm.nih.gov/pubmed/30627151
http://doi.org/10.3389/fnhum.2019.00137
http://www.ncbi.nlm.nih.gov/pubmed/31105541
http://doi.org/10.3390/bs7030063
http://www.ncbi.nlm.nih.gov/pubmed/28926975
http://doi.org/10.1136/bmj.14898
http://doi.org/10.1016/j.yebeh.2012.06.027
http://doi.org/10.1016/j.brs.2014.01.042
http://doi.org/10.1016/j.clinph.2014.05.015
http://www.ncbi.nlm.nih.gov/pubmed/24947595


Brain Sci. 2021, 11, 212 20 of 21

28. Mattai, A.; Miller, R.; Weisinger, B.; Greenstein, D.; Bakalar, J.; Tossell, J.; David, C.; Wassermann, E.M.; Rapoport, J.; Gogtay, N.
Tolerability of transcranial direct current stimulation in childhood-onset schizophrenia. Brain Stimul. 2011, 4, 275–280. [CrossRef]
[PubMed]

29. Auvichayapat, N.; Rotenberg, A.; Gersner, R.; Ngodklang, S.; Tiamkao, S.; Tassaneeyakul, W.; Auvichayapat, P. Transcranial direct
current stimulation for treatment of refractory childhood focal epilepsy. Brain Stimul. 2013, 6, 696–700. [CrossRef] [PubMed]

30. Andrade, A.C.; Magnavita, G.M.; Allegro, J.V.B.N.; Neto, C.E.B.P.; Lucena, R.d.C.S.; Fregni, F. Feasibility of Transcranial Direct
Current Stimulation Use in Children Aged 5 to 12 Years. J. Child Neurol. 2013, 29, 0883073813503710. [CrossRef] [PubMed]

31. Gillick, B.T.; Feyma, T.; Menk, J.; Usset, M.; Vaith, A.; Wood, T.J.; Worthington, R.; Krach, L.E. Safety and feasibility of transcranial
direct current stimulation in pediatric hemiparesis: Randomized controlled preliminary study. Phys. Ther. 2015, 95, 337–349.
[CrossRef]

32. Moliadze, V.; Andreas, S.; Lyzhko, E.; Schmanke, T.; Gurashvili, T.; Freitag, C.M.; Siniatchkin, M. Ten minutes of 1mA transcranial
direct current stimulation was well tolerated by children and adolescents: Self-reports and resting state EEG analysis. Brain Res.
Bull. 2015, 119, 25–33. [CrossRef] [PubMed]

33. Meiron, O.; Gale, R.; Namestnic, J.; Bennet-Back, O.; David, J.; Gebodh, N.; Adair, D.; Esmaeilpour, Z.; Bikson, M. High-Definition
transcranial direct current stimulation in early onset epileptic encephalopathy: A case study. Brain Inj. 2018, 32, 135–143.
[CrossRef] [PubMed]

34. Palm, U.; Segmiller, F.M.; Epple, A.N.; Freisleder, F.-J.; Koutsouleris, N.; Schulte-Körne, G.; Padberg, F. Transcranial direct current
stimulation in children and adolescents: a comprehensive review. J. Neural Transm. 2016, 123. [CrossRef] [PubMed]

35. Alwardat, M. Comments on: Safety of repeated sessions of transcranial direct current stimulation: A systematic review. Brain
Stimul. 2018, 11, 278–288. [CrossRef]

36. Samani, M.M.; Agboada, D.; Jamil, A.; Kuo, M.-F.; Nitsche, M.A. Titrating the neuroplastic effects of cathodal transcranial direct
current stimulation (tDCS) over the primary motor cortex. Cortex 2019, 119, 350–361. [CrossRef] [PubMed]

37. Jamil, A.; Batsikadze, G.; Kuo, H.I.; Labruna, L.; Hasan, A.; Paulus, W.; Nitsche, M.A. Systematic evaluation of the impact
of stimulation intensity on neuroplastic after-effects induced by transcranial direct current stimulation. J. Physiol. 2017, 595,
1273–1288. [CrossRef] [PubMed]

38. Batsikadze, G.; Moliadze, V.; Paulus, W.; Kuo, M.F.; Nitsche, M.A. Partially non-linear stimulation intensity-dependent effects of
direct current stimulation on motor cortex excitability in humans. J. Physiol. 2013, 591, 1987–2000. [CrossRef]

39. Rahimi, V.; Mohamadkhani, G.; Alaghband-Rad, J.; Kermani, F.R.; Nikfarjad, H.; Marofizade, S. Modulation of temporal resolution
and speech long-latency auditory-evoked potentials by transcranial direct current stimulation in children and adolescents with
dyslexia. Exp. Brain Res. 2019, 237, 873–882. [CrossRef] [PubMed]

40. Dedoncker, J.; Brunoni, A.R.; Baeken, C.; Vanderhasselt, M.-A. A Systematic Review and Meta-Analysis of the Effects of
Transcranial Direct Current Stimulation (tDCS) Over the Dorsolateral Prefrontal Cortex in Healthy and Neuropsychiatric Samples:
Influence of Stimulation Parameters. Brain Stimul. 2016, 9, 501–517. [CrossRef]

41. Meincke, J.; Hewitt, M.; Batsikadze, G.; Liebetanz, D. Automated TMS hotspot-hunting using a closed loop threshold-based
algorithm. Neuroimage 2016, 124, 509–517. [CrossRef]

42. Aonuma, S.; Gomez-Tames, J.; Laakso, I.; Hirata, A.; Takakura, T.; Tamura, M.; Muragaki, Y. A high-resolution computational
localization method for transcranial magnetic stimulation mapping. Neuroimage 2018, 172, 85–93. [CrossRef]

43. Woods, A.J.; Antal, A.; Bikson, M.; Boggio, P.S.; Brunoni, A.R.; Celnik, P.; Cohen, L.G.; Fregni, F.; Herrmann, C.S.; Kappenman,
E.S.; et al. A technical guide to tDCS, and related non-invasive brain stimulation tools. Clin. Neurophysiol. 2016, 127, 1031–1048.
[CrossRef]

44. McLaren, M.E.; Nissim, N.R.; Woods, A.J. The effects of medication use in transcranial direct current stimulation: A brief review.
Brain Stimul. 2018, 11, 52–58. [CrossRef]

45. Ruffini, G.; Fox, M.D.; Ripolles, O.; Miranda, P.C.; Pascual-Leone, A. Optimization of multifocal transcranial current stimulation
for weighted cortical pattern targeting from realistic modeling of electric fields. Neuroimage 2014, 89, 216–225. [CrossRef]

46. Badran, B.W.; Kofmehl, E.; Borckardt, J.J.; Bikson, M.; Mullins, C.; Summers, P.; George, M.S. Using transcranial electrical
stimulation (TES) motor threshold to potentially determine individual transcranial direct current stimulation (tDCS) dosing.
Brain Stimul. 2017, 10, 509–510. [CrossRef]

47. Sekhon, M.; Cartwright, M.; Francis, J.J. Acceptability of healthcare interventions: An overview of reviews and development of a
theoretical framework. BMC Health Serv. Res. 2017, 17, 88. [CrossRef] [PubMed]

48. Nitsche, M.A.; Bikson, M. Extending the parameter range for tDCS: Safety and tolerability of 4 mA stimulation. Brain Stimul.
2017, 10, 541–542. [CrossRef] [PubMed]

49. Ciechanski, P.; Kirton, A. Transcranial Direct-Current Stimulation Can Enhance Motor Learning in Children. Cereb. Cortex 2016,
43, bhw114. [CrossRef] [PubMed]

50. Cole, L.; Giuffre, A.; Ciechanski, P.; Carlson, H.L.; Zewdie, E.; Kuo, H.-C.; Kirton, A. Effects of High-Definition and Conventional
Transcranial Direct-Current Stimulation on Motor Learning in Children. Front. Neurosci. 2018, 12. [CrossRef] [PubMed]

51. Kirton, A.; Ciechanski, P.; Zewdie, E.; Andersen, J.; Nettel-Aguirre, A.; Carlson, H.; Carsolio, L.; Herrero, M.; Quigley, J.; Mineyko,
A.; et al. Transcranial direct current stimulation for children with perinatal stroke and hemiparesis. Neurology 2017, 88, 259–267.
[CrossRef]

http://doi.org/10.1016/j.brs.2011.01.001
http://www.ncbi.nlm.nih.gov/pubmed/22032743
http://doi.org/10.1016/j.brs.2013.01.009
http://www.ncbi.nlm.nih.gov/pubmed/23415937
http://doi.org/10.1177/0883073813503710
http://www.ncbi.nlm.nih.gov/pubmed/24049057
http://doi.org/10.2522/ptj.20130565
http://doi.org/10.1016/j.brainresbull.2015.09.011
http://www.ncbi.nlm.nih.gov/pubmed/26449209
http://doi.org/10.1080/02699052.2017.1390254
http://www.ncbi.nlm.nih.gov/pubmed/29156988
http://doi.org/10.1007/s00702-016-1572-z
http://www.ncbi.nlm.nih.gov/pubmed/27173384
http://doi.org/10.1016/j.brs.2018.03.001
http://doi.org/10.1016/j.cortex.2019.04.016
http://www.ncbi.nlm.nih.gov/pubmed/31195316
http://doi.org/10.1113/JP272738
http://www.ncbi.nlm.nih.gov/pubmed/27723104
http://doi.org/10.1113/jphysiol.2012.249730
http://doi.org/10.1007/s00221-019-05471-9
http://www.ncbi.nlm.nih.gov/pubmed/30635704
http://doi.org/10.1016/j.brs.2016.04.006
http://doi.org/10.1016/j.neuroimage.2015.09.013
http://doi.org/10.1016/j.neuroimage.2018.01.039
http://doi.org/10.1016/j.clinph.2015.11.012
http://doi.org/10.1016/j.brs.2017.10.006
http://doi.org/10.1016/j.neuroimage.2013.12.002
http://doi.org/10.1016/j.brs.2017.01.488
http://doi.org/10.1186/s12913-017-2031-8
http://www.ncbi.nlm.nih.gov/pubmed/28126032
http://doi.org/10.1016/j.brs.2017.03.002
http://www.ncbi.nlm.nih.gov/pubmed/28456325
http://doi.org/10.1093/cercor/bhw114
http://www.ncbi.nlm.nih.gov/pubmed/27166171
http://doi.org/10.3389/fnins.2018.00787
http://www.ncbi.nlm.nih.gov/pubmed/30429768
http://doi.org/10.1212/WNL.0000000000003518


Brain Sci. 2021, 11, 212 21 of 21

52. Riggs, A.; Patel, V.; Paneri, B.; Portenoy, R.K.; Bikson, M.; Knotkova, H. At-Home Transcranial Direct Current Stimulation (tDCS)
With Telehealth Support for Symptom Control in Chronically-Ill Patients With Multiple Symptoms. Front. Behav. Neurosci. 2018,
12, 93. [CrossRef]

53. André, S.; Heinrich, S.; Kayser, F.; Menzler, K.; Kesselring, J.; Khader, P.H.; Lefaucheur, J.P.; Mylius, V. At-home tDCS of the left
dorsolateral prefrontal cortex improves visual short-term memory in mild vascular dementia. J. Neurol. Sci. 2016, 369, 185–190.
[CrossRef]

54. Charvet, L.; Shaw, M.; Dobbs, B.; Frontario, A.; Sherman, K.; Bikson, M.; Datta, A.; Krupp, L.; Zeinapour, E.; Kasschau, M.
Remotely Supervised Transcranial Direct Current Stimulation Increases the Benefit of At-Home Cognitive Training in Multiple
Sclerosis. Neuromodulation 2018, 21, 383–389. [CrossRef]

55. Charvet, L.E.; Kasschau, M.; Datta, A.; Knotkova, H.; Stevens, M.C.; Alonzo, A.; Loo, C.; Krull, K.R.; Bikson, M. Remotely-
supervised transcranial direct current stimulation (tDCS) for clinical trials: Guidelines for technology and protocols. Front. Syst.
Neurosci. 2015, 9, 26. [CrossRef]

56. Knotkova, H.; Clayton, A.; Stevens, M.; Riggs, A.; Charvet, L.E.; Bikson, M. Home-Based Patient-Delivered Remotely Supervised
Transcranial Direct Current Stimulation. In Practical Guide to Transcranial Direct Current Stimulation; Springer International
Publishing: Cham, Switzerland, 2019; pp. 379–405.

57. Bikson, M.; Hanlon, C.A.; Woods, A.J.; Gillick, B.T.; Charvet, L.; Lamm, C.; Madeo, G.; Holczer, A.; Almeida, J.; Antal, A.; et al.
Guidelines for TMS/tES clinical services and research through the COVID-19 pandemic. Brain Stimul. 2020, 13, 1124–1149.
[CrossRef] [PubMed]

58. Fregni, F.; Nitsche, M.A.; Loo, C.K.; Brunoni, A.R.; Marangolo, P.; Leite, J.; Carvalho, S.; Bolognini, N.; Caumo, W.; Paik, N.J.;
et al. Regulatory considerations for the clinical and research use of transcranial direct current stimulation (tDCS): Review and
recommendations from an expert panel. Clin. Res. Regul. Aff. 2014, 1333, 1060–1333. [CrossRef] [PubMed]

59. Dmochowski, J.P.; Datta, A.; Huang, Y.; Richardson, J.D.; Bikson, M.; Fridriksson, J.; Parra, L.C. Targeted transcranial direct
current stimulation for rehabilitation after stroke. Neuroimage 2013, 75, 12–19. [CrossRef] [PubMed]

60. Kessler, S.K.; Minhas, P.; Woods, A.J.; Rosen, A.; Gorman, C.; Bikson, M. Dosage Considerations for Transcranial Direct Current
Stimulation in Children: A Computational Modeling Study. PLoS ONE 2013, 8, e76112. [CrossRef] [PubMed]

61. Truong, D.Q.; Magerowski, G.; Blackburn, G.L.; Bikson, M.; Alonso, M.A. Computational modeling of transcranial direct current
stimulation (tDCS) in obesity: Impact of head fat and dose guidelines. NeuroImage Clin. 2013, 2, 759–766. [CrossRef]

62. Gallo, S.; B. , L.; Keysers, C.; Gazzola, V. Individual respond to stimulation does matter: Combining bi-hemispheric hd tdcs and
sep in empathy for pain. Brain Stimul. 2015, 8, 351. [CrossRef]

63. Rich, T.L.; Menk, J.S.; Rudser, K.D.; Chen, M.; Meekins, G.D.; Peña, E.; Feyma, T.; Bawroski, K.; Bush, C.; Gillick, B.T. Determining
Electrode Placement for Transcranial Direct Current Stimulation: A Comparison of EEG—Versus TMS-Guided Methods. Clin.
EEG Neurosci. 2017, 48, 367–375. [CrossRef] [PubMed]

http://doi.org/10.3389/fnbeh.2018.00093
http://doi.org/10.1016/j.jns.2016.07.065
http://doi.org/10.1111/ner.12583
http://doi.org/10.3389/fnsys.2015.00026
http://doi.org/10.1016/j.brs.2020.05.010
http://www.ncbi.nlm.nih.gov/pubmed/32413554
http://doi.org/10.3109/10601333.2015.980944
http://www.ncbi.nlm.nih.gov/pubmed/25983531
http://doi.org/10.1016/j.neuroimage.2013.02.049
http://www.ncbi.nlm.nih.gov/pubmed/23473936
http://doi.org/10.1371/journal.pone.0076112
http://www.ncbi.nlm.nih.gov/pubmed/24086698
http://doi.org/10.1016/j.nicl.2013.05.011
http://doi.org/10.1016/j.brs.2015.01.134
http://doi.org/10.1177/1550059417709177
http://www.ncbi.nlm.nih.gov/pubmed/28530154

	Introduction 
	Current Safety Evidence 
	The Current Study 

	Materials and Methods 
	Literature Search 
	Inclusion and Exclusion Criteria 
	Data Collection and Outcome Measures 
	Risk of Assessment Bias 

	Results 
	Literature Search 
	Quality of Studies 
	Safety and Tolerability Literature Characteristics 
	Safety and Electrode Location 
	Electrode Size and Conducting Material 
	Safety and Medication 
	Safety Indications for Specific tDCS Devices 
	Safety and Neuroimaging 
	EEG 
	MRI 
	TMS 
	ERP, EKG, EMG, and EOG 
	Neuroimaging Conclusion 

	Safety and Medical Examination 
	Safety and Neuromotor Function 
	Safety and Psychiatric/Cognitive Outcomes 
	Reports of Adverse Events 
	Acceptability and Rate of Dropouts 

	Discussion 
	Pediatric tDCS Safety Timeline 
	The Safety of Remote and At-Home tDCS 
	Dose Optimization 
	Limitations of the Literature and This Review 

	Conclusions 
	References

