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Abstract: Background: Deep Brain Stimulation (DBS) of the sensory thalamus has been proposed
for 40 years to treat medically refractory neuropathic pain, but its efficacy remains partial and
unpredictable. Recent pilot studies of DBS targeting the ACC, a brain region involved in the inte-
gration of the affective, emotional, and cognitive aspects of pain, may improve patients suffering
from refractory chronic pain. ACC-DBS could be complementary to thalamic DBS to treat both the
sensory-discriminative and the affective components of chronic pain, but the safety of combined
DBS, especially on cognition and affects, has not been studied. Methods: We propose a prospective,
randomized, double-blind, and bicentric study to evaluate the feasibility and safety of bilateral
ACC-DBS combined with unilateral thalamic DBS in adult patients suffering from chronic unilateral
neuropathic pain, refractory to medical treatment. After a study period of six months, there is a
cross-over randomized phase to compare the efficacy (evaluated by pain intensity and quality of life)
and safety (evaluated by repeated neurological examination, psychiatric assessment, cognitive assess-
ment, and assessment of affective functions) of combined ACC-thalamic DBS and thalamic DBS only,
respectively. Discussion: The EMOPAIN study will show if ACC-DBS is a safe and effective therapy
for patients suffering from chronic unilateral neuropathic pain, refractory to medical treatment. The
design of the study will, for the first time, assess the efficacy of ACC-DBS combined with thalamic
DBS in a blinded way.

Keywords: anterior cingulate cortex; deep brain stimulation; protocol; refractory pain

1. Introduction

Deep brain stimulation (DBS) has been proposed since the 1970s to treat refractory
chronic pain using two intracerebral targets: the sensory thalamus and the periaqueductal
and periventricular grey matter [1,2]. The latter target was recommended for nociceptive,
although DBS of the sensory thalamus has been rather used for refractory neuropathic pain.
Thalamic DBS targeted the ventral posteromedial (VPM) and ventral posterolateral (VPL)
nuclei, the site of pathological neuronal hyperactivity secondary to deafferentation [3,4].
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DBS for pain was commonly practiced in the 1980s and 1990s, and its results have been
reported in numerous case series (reviewed in [5–7]). In the case of neuropathic pain
(mainly facial neuropathic pain and post plexus avulsion pain), reported thalamic-DBS
efficacy varied from 40% to 60% in published studies; efficacy is usually defined as pain
improvement > 50%. However, thalamic DBS has been used less since the emergence
of cortical stimulation, and several studies report partial, insufficient, or short-lasting
efficacy [8].

Recently, the anterior and dorsal cingulate gyrus has been proposed as a novel target
for DBS for refractory pain [9]. The anterior cingulate gyrus (ACC) is located on the
medial side of the frontal lobe, around the corpus callosum. It can be functionally and
histologically distinguished into its dorsal part (Brodman’s area 24), located above the
corpus callosum (CC), its rostral part (area 32), anterior to the CC, and its subgenual part
(area 25), located below the knee of the CC. The dorsal anterior cingulate plays a functional
role in motivation and affect management. The cingulate belongs to the Pain Matrix, a set of
cortico-subcortical regions activated during pain processes [10]. Functional brain imaging
studies suggest that the anterior cingulate is involved in the management of the cognitive,
emotional, and affective components of pain (reviewed in [10,11]. In particular, the ACC is
thought to be involved in the process of attributing unpleasantness or “suffering” to the
experience of pain perception.

The dorsal ACC has been used as a target for the neurosurgical treatment of chronic
pain, especially by performing focal lesions called cingulotomies. Case series report variable
efficacy, around 50% improvement [12,13]. Patients treated by cingulotomy reported a
dissociation between the persistence of the usual pain perception and a certain indifference
to pain linked to the loss of perception of its unpleasant aspect. The main adverse effect of
cingulotomy was apathy, although its incidence is unclear.

Therefore, chronic electrical stimulation of the ACC (DBS-ACC), a non-invasive and
reversible technique, was proposed as an alternative to cingulotomy. First, in an isolated
case [14], and more recently, in a series of 16 patients with refractory neuropathic pain [15],
the DBS leads were implanted in the same region of the ACC that was previously targeted
for lesions. In this series, DBS-ACC treatment induced a reduction of pain intensity below
a VAS score of 4/10 in one-third of the patients. The overall health status (EQ-5D) and
quality of life (SF-36) of the 16 treated patients improved significantly (respectively, by 20%
and 7%) after ACC-DBS at a mean follow-up of 13 months. Improvement of quality of
life in patients who had no change in pain intensity suggests that DBS-ACC may induce
changes in the cognitive and emotional integration of pain, as if the patients had become
partially indifferent to their pain, as some patients spontaneously reported [15].

DBS of the anterior cingulate (DBS-ACC) appears to be an innovative and hopeful
approach for the treatment of patients with severe chronic pain resistant to all other
treatments. However, these encouraging preliminary data from DBS ACC on a small
number of patients need to be confirmed by a prospective study. Moreover, the ACC
is involved in many cognitive and emotional processes. These functions have not been
studied in patients treated with chronic ACC stimulation. Furthermore, one may fear
that indifference to pain, a therapeutic effect sought and reported by ACC-DBS patients,
may be associated with an emotional indifference (anhedonia) extended to other domains
and/or with a loss of motivation (apathy) which may have an impact on patients’ lives. An
evaluation of the cognitive, emotional, and affective consequences of DBS-ACC appears to
be essential before going further in its therapeutic development.

Finally, the place of ACC-DBS in relation to thalamic-DBS remains to be clarified. In the
study by Boccard et al., 7 out of 16 patients had been previously treated unsuccessfully with
thalamic or periaqueductal DBS, and DBS-ACC was therefore presented as an alternative
to “classic” DBS. However, these two DBS modalities have different mechanisms of action.
Thalamic DBS is supposed to modulate the transmission of the nociceptive message and
inhibit the pathological hyperactivity of deafferented neurons, which tends to reduce
the intensity of the pain. ACC-DBS would act (under reserve of the data available) by
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modulating the emotional integration of pain at the level of the ACC without modifying the
intensity and the perception of pain. Because of their different mechanisms of action, these
two techniques could be complementary or even synergistic, acting on several dimensions
of chronic pain and its perception.

To answer these questions, we propose an exploratory study evaluating the feasibility
and tolerance of an approach combining ACC-DBS and thalamic-DBS in patients with
severe chronic neuropathic pain for which all other therapeutic alternatives have failed.
This trial will systematically investigate the possible cognitive, emotional, and affective
consequences of DBS-ACC.

All patients will be treated with active and adjusted thalamic DBS for the duration of
the study in order to provide a validated and potentially effective therapeutic solution. In
case of poor tolerance of the thalamic stimulation, it will be stopped. The study will include
a randomized phase during which ACC-DBS will be alternatively active or inactive in order
to evaluate its effects in a comparative way. The lack of sensation of DBS-ACC will allow
its evaluation in a double-blind phase. We will not include patients presenting with post-
stroke pain in this study in order to ensure the structural integrity of the neural networks
that potentially support the mechanism(s) of action of ACC-DBS. We will not include
patients who respond to rTMS and, therefore, potentially respond to cortical stimulation, a
technique considered less invasive than DBS.

2. Methods and Design
2.1. Study Design

The EMOPAIN study is a bicentric prospective, feasibility, and safety study to evaluate
bilateral ACC-DBS combined with unilateral thalamic DBS in patients suffering from
refractory chronic unilateral pain. The study design is summarized in Figure 1. The total
duration of the study will be 23 months.
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Figure 1. Study design. The study design consists of a 1-month pre-treatment evaluation phase,
a phase of thalamic stimulation alone (1 month), and then thalamic and cingulate stimulation
(3 months M1 to M4). A 6.5-month cross-over randomized phase will compare DBS-ACC combined
with thalamic DBS to thalamic DBS alone (M4 to M7 and M7 to M10). Then a 12-month open phase
will evaluate the long-term effect of combined DBS-ACC and thalamic DBS stimulation (M10 to M22).

All patients will be treated with DBS-thalamic, activated one day after surgery and
remaining active for the duration of the study in order to provide a validated and potentially
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effective therapeutic solution. ACC-DBS will be activated 1 month after surgery (M1), and
parameter settings will be optimized during the next 3 months (M1–M4).

In order to evaluate the efficacy and safety of ACC-DBS, the study will also include a
randomized phase during which DBS-ACC will be alternatively active or inactive. The lack
of sensation induced by DBS-ACC will allow its double-blind evaluation. Randomization
will take place 4 months after the surgery (Figure 1). The aim of the randomized phase
is to compare the combination of DBS-ACC and DBS-thalamic with DBS-thalamic alone,
with the patient as his own control, in two 3-month periods organized in a cross-over
design. The thalamic stimulation will be left on throughout this phase. The patient will be
randomized (centralized randomization) between a DBS-ACC sequence on (“On”) and a
DBS-ACC sequence off (“Off”), these parameters being set by the neurosurgeon. Patients
and evaluating neurologists will be blinded for the results of randomization. The two
sequences will be separated by a two-week wash-out period to avoid a residual effect.
Evaluation data will be collected by the neurologist at the end of each sequence (M7 and
M10).

2.2. Endpoints

The feasibility of ACC-DBS will be evaluated by the proportion of patients undergoing
with success the process of surgical intervention, chronic stimulation, and evaluation with-
out serious adverse events. Safety will be evaluated by repeated general and neurological
examination, psychiatric assessment, and assessment of cognitive and affective functioning.
The global cognitive assessment includes mini mental status (MMSE), the French version
of the Free and Cued Selective Reminding Test (FCSRT), the GREFEX battery, including
the Trail Making Test (TMT) [16], the Stroop test, the six elements test, the Brixton test, the
double task, the modified card sorting test (MCST), and verbal fluencies [17], and the Digit
Span and Digit Symbol-coding (WAIS IV) [18]. Assessment of affective functions will be
performed using the Hospital Anxiety and Depression (HAD) scale, the Lille Apathy rating
scale (LARS), the revised version of the “Reading the mind in the eyes” test [19], the Facial
Expressions of Emotion—Stimuli and Tests (FEEST) scale [20], and the Multidimensional
Assessment of Thymic States [21].

DBS efficacy will be evaluated using pain intensity on the Visual Analogic Scale (VAS),
Brief Pain Inventory, McGill Pain Questionnaire, Patients’ Global Impression of Change
(PGIC), and quality of life improvement (EQ-5D-3L health questionnaire).

Assessments will be performed 1 month before surgery and 1, 4, 7, 10, and 22 months after.

2.3. Patients

We will include 10 adult patients (age 18–70 years old) suffering from chronic
(duration > 1 year) unilateral neuropathic pain, severe (VAS score > 6/10), with high
emotional impact (HAD sub-scores > 10), considered resistant to medication specific to
neuropathic pain at sufficient doses and durations (including at least antiepileptics and
antidepressants), and not sufficiently improved by rTMS and relevant surgical solutions.
Patients who respond to rTMS will not be included as they may potentially respond to
cortical stimulation, a technique considered to be less invasive than DBS.

Non-inclusion criteria will be cognitive impairment (MMSE score < 24), DSMIV axis I
psychiatric disorder, and contra-indication to surgery, DBS, anesthesia, or MRI.

Considering the pioneering nature of this study and the number of patients required
in similar pilot studies exploring the effects of DBS in emerging indications, it seems to us
that 10 patients would be sufficient to achieve the objectives of this project.

2.4. Ethicals Considerations

The design of the study has been approved by the Ethical Medical Committee (“Comité
de Protection de Personnes Sud Meditteranée”, 2017). Informed consent will be obtained
from all patients before inclusion. There will be no financial reward for the patients.
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2.5. Interventions

The day before the operation, a morphological brain MRI, including diffusion tensor
imaging (DTI) sequence, will be performed on a 3 Tesla MRI in order to obtain high-quality
brain images, guaranteeing quality surgical targeting.

The operation consists of the unilateral lead implantation in the sensory thalamus
contralateral to the pain side, combined with bilateral lead implantation in the dorsal
anterior cingulate gyrus. These electrodes will then be connected by subcutaneous cables
to two abdominal or pectoral subcutaneous generators: one for the thalamic stimulation,
the other for the cingulate stimulation.

The stereotactic implantation technique will be similar to the technique already used
for DBS in movement disorders and other conditions. Similar to what may be used in
Parkinson’s disease, this operation will be performed under local anesthesia and will
include a phase of intraoperative micro-electrode recording and “test” stimulation in order
to optimize the implantation of the thalamic lead within the sensory thalamic nuclei.

2.6. Definition and Implantation of the Thalamic Target

Under local anesthesia, a stereotaxic frame will be fixed on the patient’s head. The
target will be determined by so-called “indirect” targeting, i.e., in reference to the mean
coordinates of the target in relation to the anatomical landmarks constituted by the anterior
(CA) and posterior (CP) commissures identified on the MRI (T1 3D SPGR sequence after
injection of Gadolinium) performed under stereotactic conditions. The coordinates of the
sensory thalamus are y = 2–3 mm anterior to CP; at the bi-commissural plane (z = 0).
Laterally, the x-coordinate will differ depending on the topography of the pain due to the
somatotopy of the ventral posterior lateral (VPL) and medial (VPM) thalamic nuclei. An
x = 12–13 mm (relative to CA-CP) will be used in cases of facial pain and x = 14–15 mm in
cases of upper limb pain. The entry point will be frontal, defined to avoid the trajectory
crossing cortical vessels and ventricle.

The optimal position of the electrode will be refined by intraoperative electro-physiological
exploration using micro-electrode recording and test stimulation [22]. Indeed, tactile or proprio-
ceptive stimulation in the body region where the pain is located classically induces changes
in the discharge pattern of the thalamic neurons corresponding somatotopically to this
region. This phenomenon will be used to localize the thalamic region corresponding to the
painful area and in which the lead will be implanted. Intraoperative stimulation (as well as
chronic stimulation) of the VPM-VPL induces pleasant paresthesia in the contralateral body
region corresponding to the stimulated thalamic area. Intraoperative test stimulation will
be used to check the absence of adverse effects related to stimulation (muscle contractions,
dysarthria, hot flushes, diplopia, etc.).

Once the optimal lead implantation site is identified, an octopolar electrode (Abbott
Infinity 8 contact-directional lead, Chicago, IL, USA) will be implanted. The use of a direc-
tional lead will help to avoid possible side effects by preferentially steering the electrical
stimulation in the optimal direction. The lead location will be checked by intra-operative
X-rays images, according to the technique routinely used in each center.

2.7. Definition and Implantation of the Anterior Cingulate Target

The identification of the cingulate target will be done by so-called “direct targeting”,
i.e., by visualization of the target on stereotactic MRI, according to the technique and
location proposed by Boccard et al. [8,15]. The target is located in the dorsal anterior
cingulate, approximately 20 mm posterior to the projection of the anterior tip of the frontal
horn of the lateral ventricle. The trajectory will be chosen to ensure that the top three
contacts of the lead are located at the junction between grey matter (cingulate gyrus) and
white matter (cingulate fasciculus) and the deepest contact in the corpus callosum. The
entry point will be frontal, determined to avoid the cortical vessels. The two ACC-DBS
leads will be implanted bilaterally and symmetrically, without an electro-physiological
exploration phase.
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2.8. Connections to the Generators

Between 0 and 5 days after the implantation of the electrodes, a second operation
will be performed, under general anesthesia, to connect the 3 electrodes to 2 dual-channel
stimulators (Infinity 5 and 7, Abbott, Chicago, IL, USA) placed in 2 subcutaneous pectoral,
sub clavicular, or abdominal pockets (according to the patient’s choice). The thalamic
electrode will be connected to one stimulator and the cingulate electrodes to the other
stimulator so that each target can be stimulated independently with different parameters.

3. Defining the Stimulation Amplitudes
3.1. Thalamic Stimulation

During the postoperative hospitalization, thalamic stimulation will be started using the
contact closest to the optimal target, with the following stimulation parameters: frequency
20–100 Hz, pulse width 150 ms, amplitude 1–4 V. These stimulation parameters will be
adapted to ensure that the paresthesias induced by stimulation of the sensory thalamus
are pleasant and felt in the painful region. The thalamic stimulation will be used with
the optimal parameters (the most effective on pain and the best tolerated) during the
whole study.

3.2. Cingulate Stimulation

Stimulation of the ACC does not induce any perceptible feeling. The stimulation
parameters used in the present study will be based on those used by Boccard et al. [15]:
4 to 6.5 Volts, frequency 130 Hz, pulse width 450 ms. To avoid a “kindling” effect and the
risk of epilepsy, the chronic stimulation will be cyclic, alternating a 5-min “On” phase and
a 10-min “Off” phase. The amplitude will be increased progressively, and the stimulating
contacts possibly modified, depending on the therapeutic or adverse effects observed
during the period between M1 and M4. The parameters found to be the most effective and
best tolerated will be used for the randomized phase.

3.3. Statistical Analysis

Given the preliminary nature of this study, the analysis of the data concerning the
efficacy of this approach will be essentially descriptive and will concern the evolution of
the scores of the pain scales and neuropsychological scales over time. The results will be
expressed in the form of individual graphical curves showing the evolution of these scores.
These curves will make it possible to compare this evolution before and after stimulation.

The tolerance and efficacy of the combined DBS-ACC and thalamic DBS will be
evaluated by comparing the postoperative scores at M22 with the preoperative scores
(“baseline”). The tolerance and efficacy of DBS-ACC will be assessed by comparing the
scores of each of the randomized sequences DBS-ACC “On” and DBS-ACC “Off”. Due
to the small number of subjects in this study, statistical analysis will be based on non-
parametric tests.

4. Discussion

In this article, we describe the rationale and design of an ongoing prospective, double-
blind, parallel-group multicenter RCT to evaluate the feasibility and safety of bilateral ACC-
DBS combined with unilateral thalamic DBS in patients suffering from chronic unilateral
pain, refractory to medical treatment.

Until now, the only available data on the possible efficacy of ACC-DBS comes from
small, open studies, which are insufficient to prove effectiveness and classify ACC-DBS
as a regular therapy. On another hand, thalamic DBS has been proposed for years to treat
intractable pain. We aim to evaluate the efficacy of combined ACC-DBS and thalamic-DBS
because preliminary data suggested that these two approaches may be complementary to
improving chronic pain patients. However, the design of our study might allow obtaining
a clue to the respective effects of each DBS target, as thalamic DBS will be used alone for
one month, and ACC-DBS will be evaluated in a cross-over On/Off trial. The efficacy
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of these single and combined DBS effects will be evaluated not only using pain intensity
measures (VAS, Brief Pain Inventory, McGill Pain Questionnaire) but also using emotional
pain impact and quality of life assessments (SF36, EQ5D).

Before going further in its therapeutic development, it appears to be essential to
evaluate the cognitive, emotional, and affective consequences of DBS-ACC.

We will include only patients suffering from chronic neuropathic pain. In a meta-
analysis, Bittar et al. [5] showed that DBS of the sensory thalamus was more efficient on
nociceptive pain than neuropathic pain. However, nociceptive pain may be more easily
controlled by pharmacological approaches than neuropathic pain. In their study evaluating
ACC-DBS in 16 patients, Boccard et al. [15] included various etiologies of chronic pain
(brachial plexus injury, post-stroke pain, and spinal pathology, including traumatism and
FBSS), but efficacy did not differ across etiologies. ACC-DBS is supposed to modulate the
affective component of pain, whatever the cause of pain.

However, it is possible that certain pain etiologies may respond better to ACC-DBS
than others. In our study, the pathophysiology of pain will be relatively homogenous; only
patients with chronic refractory neuropathic pain will be included. We will not include
patients with post-stroke pain in this study to ensure the structural integrity of the neural
networks that potentially support the DBS-ACC mechanism(s) of action.

We expect DBS-ACC to be successful in chronic and refractory neuropathic pain and
to be well tolerated. We expect that its effect on the emotional and affective components
of pain will not be accompanied by undesirable consequences on the overall cognitive,
affective, and emotional functioning of patients. This would confirm the interest in DBS-
ACC as a potential alternative or complement to DBS-thalamic and would offer refractory
chronic pain patients a new therapeutic option.

This study will also allow the collecting of data for the construction of a larger study.

Author Contributions: Conceptualization, D.F., M.L.-M., N.D. and A.L.; methodology, D.F. and
M.L.-M.; software, D.F. and M.L.-M.; validation, D.F. and M.L.-M.; formal analysis, D.F. and M.L.-M.;
investigation, D.F. and M.L.-M.; resources, D.F., A.L., M.L.-M., J.R., A.D. and N.D.; data curation,
D.F., M.L.-M. and A.L.; writing—original draft preparation, A.L. and D.F.; writing—review and
editing, A.L. and D.F.; visualization, D.F., M.L.-M. and A.L.; supervision, D.F. and M.L.-M.; project
administration, D.F. and M.L.-M.; funding acquisition, D.F. All authors have read and agreed to the
published version of the manuscript.

Funding: The academic study is sponsored and funded by the CHU de Nice (grant number:
16-AOIP-01. The hardware (leads and generators) is provided free by Abbott who is not involved in
the design and analysis of the study.

Institutional Review Board Statement: The study was approved Comité de Protection de Personnes
Sud Méditerranée (protocol code 16-AOIP-01 N◦ IDRCB: 2017-A00032-51 and date of approval
1 August 2017).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the
study. Written informed consent has been obtained from the patient(s) to publish this paper.

Data Availability Statement: Not applicable.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Richardson, D.E.; Akil, H. Pain reduction by electrical brain stimulation in man: Part 1: Acute administration in periaqueductal

and periventricular sites. J. Neurosurg. 1977, 47, 178–183. [CrossRef] [PubMed]
2. Mazars, G.J. Intermittent stimulation of nucleus ventralis posterolateralis for intractable pain. Surg. Neurol. 1975, 4, 93–95.

[CrossRef]
3. Cruccu, G.; Aziz, T.Z.; Garcia-Larrea, L.; Hansson, P.; Jensen, T.S.; Lefaucheur, J.-P.; Simpson, B.A.; Taylor, R.S. EFNS guidelines

on neurostimulation therapy for neuropathic pain. Eur. J. Neurol. 2007, 14, 952–970. [CrossRef] [PubMed]
4. Benabid, A.L.; Henriksen, S.J.; McGinty, J.F.; Bloom, F.E. Thalamic nucleus ventro-postero-lateralis inhibits nucleus Parafascicularis

response to noxious stimuli through a non-opioid pathway. Brain Res. 1983, 280, 217–231. [CrossRef]

http://doi.org/10.3171/jns.1977.47.2.0178
http://www.ncbi.nlm.nih.gov/pubmed/327030
http://doi.org/10.1016/0304-3959(76)90066-X
http://doi.org/10.1111/j.1468-1331.2007.01916.x
http://www.ncbi.nlm.nih.gov/pubmed/17718686
http://doi.org/10.1016/0006-8993(83)90052-5


Brain Sci. 2022, 12, 1116 8 of 8

5. Bittar, R.G.; Kar-Purkayastha, I.; Owen, S.L.; Bear, R.E.; Green, A.; Wang, S.; Aziz, T.Z. Deep brain stimulation for pain relief: A
meta-analysis. J. Clin. Neurosci. 2005, 12, 515–519. [CrossRef]

6. Dostrovsky, J.O. Role of thalamus in pain. In Progress in Brain Research; Elsevier: Amsterdam, The Netherlands, 2000; Volume 129,
pp. 245–257. [CrossRef]

7. Boccard, S.G.J.; Pereira, E.A.C.; Aziz, T.Z. Deep brain stimulation for chronic pain. J. Clin. Neurosci. 2015, 22, 1537–1543. [CrossRef]
[PubMed]

8. Boccard, S.G.J.; Fitzgerald, J.J.; Pereira, E.A.C.; Moir, L.; Hartevelt, T.J.V.; Kringelbach, M.L.; Green, A.L.; Aziz, T.Z. Targeting the
Affective Component of Chronic Pain: A Case Series of Deep Brain Stimulation of the Anterior Cingulate Cortex. Neurosurgery
2014, 74, 628–637. [CrossRef] [PubMed]

9. Moisset, X.; Bouhassira, D. Brain imaging of neuropathic pain. NeuroImage 2007, 37, S80–S88. [CrossRef] [PubMed]
10. Peyron, R.; Laurent, B.; García-Larrea, L. Functional imaging of brain responses to pain. A review and meta-analysis (2000). Clin.

Neurophysiol. 2000, 30, 263–288. [CrossRef]
11. Rainville, P. Brain mechanisms of pain affect and pain modulation. Curr. Opin. Neurobiol. 2002, 12, 195–204. [CrossRef]
12. Wilkinson, H.A.; Davidson, K.M.; Davidson, R.I. Bilateral Anterior Cingulotomy for Chronic Noncancer Pain. Neurosurgery 1999,

45, 1129–1136. [CrossRef] [PubMed]
13. Hassenbusch, S.J.; Pillay, P.K.; Barnett, G.H. Radiofrequency cingulotomy for intractable cancer pain using stereotaxis guided by

magnetic resonance imaging. Neurosurgery 1990, 27, 220. [CrossRef] [PubMed]
14. Spooner, J.; Yu, H.; Kao, C.; Sillay, K.; Konrad, P. Neuromodulation of the cingulum for neuropathic pain after spinal cord injury:

Case report. J. Neurosurg. 2007, 107, 169–172. [CrossRef] [PubMed]
15. Boccard, S.G.J.; Prangnell, S.J.; Pycroft, L.; Cheeran, B.; Moir, L.; Pereira, E.A.C.; Fitzgerald, J.J.; Green, A.L.; Aziz, T.Z. Long-Term

Results of Deep Brain Stimulation of the Anterior Cingulate Cortex for Neuropathic Pain. World Neurosurg. 2017, 106, 625–637.
[CrossRef] [PubMed]

16. Van der Linden, M. L’évaluation des Troubles de la Mémoire: Présentation de Quatre Tests de Mémoire Episodique Avec Leur Etalonnage;
Solal: Lorient, France, 2004.

17. Godefroy, O. Fonctions Executives et Pathologies Neurologiques et Psychiatriques: Evaluation en Pratique Clinique; Solal: Lorient,
France, 2008.

18. Wechsler, D. WAIS-IV, Échelle D’intelligence de Wechsler Pour Adultes; les Éd. du Centre de Psychologie Appliquée: Paris,
France, 2011.

19. Baron-Cohen, S.; Wheelwright, S.; Hill, J.; Raste, Y.; Plumb, I. The ‘Reading the Mind in the Eyes’ Test revised version: A study
with normal adults, and adults with Asperger syndrome or high-functioning autism. J. Child Psychol. Psychiatry 2001, 42, 241–251.
[CrossRef] [PubMed]

20. Young, A.W.; Rowland, D.; Calder, A.J.; Etcoff, N.L.; Seth, A.; Perrett, D.I. Facial expression megamix: Tests of dimensional and
category accounts of emotion recognition. Cognition 1997, 63, 271–313. [CrossRef]

21. Henry, C.; M’Bailara, K.; Mathieu, F.; Poinsot, R.; Falissard, B. Construction and validation of a dimensional scale exploring mood
disorders: MAThyS (Multidimensional Assessment of Thymic States). BMC Psychiatry 2008, 8, 82. [CrossRef] [PubMed]

22. Davis, K.D.; Kiss, Z.H.; Tasker, R.R.; Dostrovsky, J.O. Thalamic stimulation-evoked sensations in chronic pain patients and in
nonpain (movement disorder) patients. J. Neurophysiol. 1996, 75, 1026–1037. [CrossRef] [PubMed]

http://doi.org/10.1016/j.jocn.2004.10.005
http://doi.org/10.1016/S0079-6123(00)29018-3
http://doi.org/10.1016/j.jocn.2015.04.005
http://www.ncbi.nlm.nih.gov/pubmed/26122383
http://doi.org/10.1227/NEU.0000000000000321
http://www.ncbi.nlm.nih.gov/pubmed/24739362
http://doi.org/10.1016/j.neuroimage.2007.03.054
http://www.ncbi.nlm.nih.gov/pubmed/17512757
http://doi.org/10.1016/S0987-7053(00)00227-6
http://doi.org/10.1016/S0959-4388(02)00313-6
http://doi.org/10.1097/00006123-199911000-00023
http://www.ncbi.nlm.nih.gov/pubmed/10549929
http://doi.org/10.1227/00006123-199008000-00008
http://www.ncbi.nlm.nih.gov/pubmed/2200976
http://doi.org/10.3171/JNS-07/07/0169
http://www.ncbi.nlm.nih.gov/pubmed/17639889
http://doi.org/10.1016/j.wneu.2017.06.173
http://www.ncbi.nlm.nih.gov/pubmed/28710048
http://doi.org/10.1111/1469-7610.00715
http://www.ncbi.nlm.nih.gov/pubmed/11280420
http://doi.org/10.1016/S0010-0277(97)00003-6
http://doi.org/10.1186/1471-244X-8-82
http://www.ncbi.nlm.nih.gov/pubmed/18803831
http://doi.org/10.1152/jn.1996.75.3.1026
http://www.ncbi.nlm.nih.gov/pubmed/8867115

	Introduction 
	Methods and Design 
	Study Design 
	Endpoints 
	Patients 
	Ethicals Considerations 
	Interventions 
	Definition and Implantation of the Thalamic Target 
	Definition and Implantation of the Anterior Cingulate Target 
	Connections to the Generators 

	Defining the Stimulation Amplitudes 
	Thalamic Stimulation 
	Cingulate Stimulation 
	Statistical Analysis 

	Discussion 
	References

