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ABSTRACT: Background and Objective: Memory
impairment is a frequent and debilitating symptom in
neurodegenerative disorders. The objective of this study
was to provide proof-of-principle that deep brain stimula-
tion during sleep can modify memory consolidation in
people with Parkinson’s disease depending on the stimu-
lation frequency that is applied.
Methods: Twenty-four patients with Parkinson’s disease
who were treated with deep brain stimulation of the sub-
thalamic nucleus were included in this single-blind pilot
study. Six patients had to be excluded because of
insomnia on the night of testing. Patients were random-
ized (1:1 ratio) to receiving either low frequency deep
brain stimulation (4 Hz) or clinically used high frequency
deep brain stimulation (130 Hz) during early non-rapid
eye movement (NREM) sleep. The main outcome mea-
sure was overnight memory retention as measured by a
validated declarative memory task.
Results: Patients receiving low frequency deep brain stim-
ulation during early NREM sleep (n = 9, 4 females, mean

age 61.1 � 4.3 years) showed improved overnight memory
retention (z = 2.549, P = 0.011). Patients receiving clini-
cally used high frequency deep brain stimulation (n = 9, 2
females, mean age 62.2 � 7.1) did not show any improve-
ment (z = 1.023, P = 0.306) leading to a significant differ-
ence between groups (z = 2.214, P = 0.027). Stronger
improvement in memory function was correlated with
increased cortical low frequency activity after low fre-
quency deep brain stimulation as measured by electroen-
cephalography (ρ = 0.711, P = 0.037).
Conclusion: These results provide proof-of-principle that
memory can be modulated by frequency-specific deep
brain stimulation during sleep. © 2024 The Author(s).
Movement Disorders published by Wiley Periodicals LLC
on behalf of International Parkinson and Movement Dis-
order Society.
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Neurodegenerative disorders are characterized by the
progressive loss of neurons leading to neural network
dysfunction and severe disability in millions of people
world-wide.1 Memory impairment is among the most
debilitating symptoms of neurodegenerative disorders,
but current treatment options are limited making novel
treatment strategies an urgent, unmet need.
There is ample evidence linking memory consolida-

tion to sleep.2 Neurophysiologically, oscillatory brain
activity during non-rapid eye movement (NREM)
sleep is thought to support the formation of long
term memory transforming hippocampal replay to
memory representations in neocortical networks.3 In
many neurodegenerative disorders, modulation of
oscillatory rhythms during sleep is severely disturbed
and related to memory impairment.4-7 Therefore,

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

*Correspondence to: Prof. Dr. S. Groppa, Department of Neurology,
Saarland University Clinic, Kirrberger Strasse 100, Homburg, Saarland,
66421, Germany; E-mail: Sergiu.Groppa@uks.edu

Relevant conflicts of interest/financial disclosures: The authors
report no financial disclosures/conflicts of interest related to the
research in this manuscript.

Funding agency: GBA Innovationsfondsproject 01NVF22107
(INSPIRE–PNRM+).

Received: 12 September 2024; Revised: 25 October 2024; Accepted:
30 October 2024

Published online 21 November 2024 in Wiley Online Library
(wileyonlinelibrary.com). DOI: 10.1002/mds.30064

Movement Disorders, Vol. 40, No. 2, 2025 285

https://orcid.org/0000-0002-0503-6008
https://orcid.org/0000-0002-7209-1736
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
mailto:Sergiu.Groppa@uks.edu
http://wileyonlinelibrary.com


restoring physiological brain activity patterns during
sleep in people suffering from neurodegenerative dis-
orders might have beneficial effects on memory.
High frequency (HF) (�130 Hz) deep brain stimula-

tion (DBS) of the subthalamic nucleus (STN) is an
established treatment of Parkinson’s disease (PD).8,9 HF
DBS can alleviate motor impairment in PD, but positive
effects on memory, which is commonly affected in PD
with nearly half of patients developing dementia within
10 years of disease duration,10 have not been demon-
strated. Recent advances in neurotechnology allow
adapting DBS to changes in the clinical state of patients
reflected by neurophysiological markers.11,12 For exam-
ple, stimulation intensity can be increased when STN β
oscillations (13–30 Hz) are exaggerated indexing more
severe motor impairment during the day.13 Similarly,
low frequency (LF) DBS at 4 Hz can enhance cognitive
function in awake PD patients14-17 putatively by boo-
sting endogenous low frequency oscillatory (LFO, 2–
8 Hz) activity,14 which has been linked to cognitive
functions.14,18-20 However, motor symptoms are not
sufficiently controlled by LF DBS,16 which makes this
stimulation paradigm unsuitable for DBS during day-
time. Whether LF DBS might improve memory in PD
when patients are asleep has not yet been tested.
In this study, we show that PD patients receiving LF

DBS during early NREM sleep show better memory
retention compared to patients receiving conventional
DBS, and that this cognitive effect is related to enhance-
ment of LFO activity during sleep.

Methods

The study was approved by the local ethics commit-
tee (State Medical Association of Rhineland-Palatinate)
and conducted in accordance with the declaration of
Helsinki. All subjects provided written informed con-
sent before study participation.

Sample Size
There were no previous studies testing effects of LF

STN DBS during NREM sleep on memory retention.
Our study was motivated by two previous studies dem-
onstrating beneficial acute effects of awake LF DBS on
cognitive function in PD, which included, respectively,
7 and 9 patients.14,15 Results from these studies
suggested large effects sizes of �1.5. Using a power of
0.8 and a two-tailed α of 0.05, this resulted in a
required sample size of nine per group. To also allow
for drop-outs we opted to include 24 patients allotting
12 patients to each DBS group.

Study Participants
Twenty-four patients with PD, who were treated

with bilateral STN DBS, were included in the study.

For inclusion patients had to be German native
speakers and have a Montreal Cognitive Assessment
(MoCA) score of at least 20. Six patients had to be
excluded because of insomnia during the night of test-
ing rendering DBS during NREM sleep not possible.
Of the remaining 18 patients, 11 were tested 2 to
4 days after DBS electrode implantation, whereas the
other seven patients were chronically treated with DBS
and tested on the second night after their admission for
battery replacement. The number of patients tested
immediately after DBS surgery and with chronic DBS
did not differ between the two groups (LF vs. HF,
P = 0.335, Fisher’s exact test). All patients were right-
handed as revealed by self-report. Lead localization
was verified by microelectrode recordings, monitoring
the clinical effect and side effects during operation, as
well as through postoperative stereotactic computer-
ized topography (CT) (Supplementary Figure S1). All
patients were inpatients at the time of testing and
received their normal dopaminergic medication. Demo-
graphic and clinical characteristics of the participants
are presented in Supplementary Table S1.

Clinical and Neuropsychological Evaluation
Evaluation of patients’ clinical and cognitive status

was carried out before the experimental task and the
overnight DBS paradigm. The severity of PD motor
symptoms was scored according to the Hoehn and
Yahr (H&Y) scale and the Movement Disorders Society
Unified Parkinson’s disease rating scale (MDS-UPDRS-
III). Global cognitive performance was assessed using
MoCA. Sleep quality was rated using the Parkinson’s
Disease Sleep Scale-2 (PDSS-2) and the Pittsburgh Sleep
Quality Index (PSQI). The PDSS-2 is a self-rating scale
including 15 questions for the evaluation of sleep for
the last 7 days. A cutoff score of ≥15 is considered poor
sleep. The PSQI represents a self-rating questionnaire
addressing sleep for the last 4 weeks. A score of ≥5
points indicates poor sleep.

Declarative Memory Task
An overview of the experimental design is given in

Figure 1A. Patients performed a paired associate learn-
ing task probing declarative memory as previously
described.21 The task consisted of the sequential presen-
tation of 46 semantically related word pairs
(Supplementary Table S3) presented on a laptop (Dell
Latitude 5300, 13.3 inch display, 60 Hz refresh rate,
Windows 10 Pro) using Power Point software. All word
pairs were displayed in black letters (Calibri, size 36)
on a white background for a duration of 5 seconds.
After the presentation of all word pairs (learning task),
patients were subjected to a cued recall, that is, patients
were asked to recall the second (response) word on pre-
sentation of the first word (cue) of each word pair.
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Words were displayed in a newly randomized order
compared to the learning task. Patients were given
unlimited time to recall the corresponding response
word. After the word was recalled by the patient, the
correct paired word was displayed on the computer
screen. The number of correctly recalled words in the
evening was taken as a measure of immediate recall.
Learning task and immediate recall were conducted in
the evening between 8 and 9 PM in all patients. In the
following morning within 30 to 60 minutes after awak-
ening, cue words were again displayed on the screen in
a newly randomized order, and patients were asked to
recall the appropriate response words. The number of
correctly recalled words from the word pairs presented
in the morning on the next day was taken as a measure

of delayed recall. Memory retention was computed as
the difference in the number of recalled words between
the delayed recall in the morning and the immediate
recall in the evening. During all stages of the task
(learning, immediate recall and delayed recall) all
patients received HF DBS.

EEG Recordings and Online Analysis
Electroencephalography (EEG) was recorded using a

TMSi-Porti 7 amplifier and TMSi Polybench software
(TMS International, Oldenzaal, The Netherlands).
Fifteen Ag-AgCl surface electrodes were placed accor-
ding to the 10 to 20 system (Fz, Cz, Pz, F3, F4, C3, C4,
P3, P4, T3, T4, F7, F8, O1, and O2) and referenced

FIG. 1. Study design and main results. (A) Patients performed a validated declarative memory task before and after night sleep. Frequency-specific
DBS was given during the first stage-2 NREM sleep of the night. One group received clinically used high frequency (130 Hz) DBS, whereas the other
group received low frequency (4 Hz) DBS in five 5-minute blocks. Sleep stages were defined by visual inspection of the online EEG. (B) Patients who
received low frequency DBS, but not patients who received high frequency DBS, showed an increase in recalled words. (C) Patients who received low
frequency DBS showed higher prefrontal LFO (2–8 Hz) activity in their EEG (recorded in four 1-minute OFF-stimulation recordings) compared to
patients who received high frequency DBS. (D) Stronger expression of prefrontal LFO was related to better cognitive performance in patients treated
with low frequency DBS. Shaded area represents 95% confidence interval. DBS, deep brain stimulation; EEG, electroencephalography; LFO, low fre-
quency oscillations; NREM, non-rapid eye movement. [Color figure can be viewed at wileyonlinelibrary.com]
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against the average of all scalp electrodes. Two additional
electrodes were placed 1 cm below the left outer can-
thus and 1 cm above the right outer canthus for track-
ing eye movements. EEG recordings were initiated as
soon as patients went to bed after performing the
learning task and immediate recall. EEG signals were
filtered between 1 and 30 Hz to avoid recordings of
DBS artifacts and acquired at a 512 Hz sampling rate.
Online visual detection of sleep stages was performed
at the patients’ bedside by a clinical neurophysiologist
according to the criteria of American Academy of
Sleep Medicine.22 In particular, NREM stage-2 sleep
was defined by the unequivocal presence of K com-
plexes and sleep spindles in the online EEG. EEG
recordings were terminated after the final post stimula-
tion recording (see below).

STN DBS Paradigm
Patients were assigned (1:1 ratio) to two intervention

groups – a group receiving LF DBS and a group receiving
HF DBS during early NREM sleep. Before commence-
ment of the study the assignment of patient to interven-
tion was determined by randomly shuffling a sequence of
0 and 1 (12 of each) using MATLAB (R2021b, The
MathWorks, Natick, MA). After recruitment patients
were then assigned to their respective intervention
(0 = HF, 1 = LF) in chronological order. The researcher
conducting the experiments was unblinded, whereas the
patient was blinded to the type of intervention (single-
blind study). Patients from the LF group were stimulated
with a 4 Hz frequency, whereas patients from the HF
group were stimulated with 130 Hz (corresponding to
their clinical standard setting) during the night stimulation
paradigm. DBS parameters other than stimulation fre-
quency (ie, amplitude, pulse width and active contacts)
were not changed during the stimulation blocks and cor-
responded to the clinically determined DBS parameters.
Patients, who were tested a few days after DBS surgery
were evaluated regarding the optimal DBS setting the day
before testing. The night stimulation paradigm started
after at least 30 minutes of consolidated sleep when online
EEG unequivocally indicated the first stage-2 NREM
sleep after sleep onset according to the clinical investigator
at the bedside. It consisted of five 5 minutes long stimula-
tion blocks (either LF or HF) with a 1 minute long
stimulation-free interval in between stimulation blocks.
Changes in stimulation frequency as well as turning the
stimulator off for recordings were conducted by
the clinical investigator at the bedside using the clinical
programming device connected with the patients implant-
able pulse generator through Bluetooth technology.
Except from the six patients who had to be excluded
because of insomnia, none of the patients woke up during
this procedure, which was confirmed by the clinical inves-
tigator and online EEG recordings. Therefore, the night

stimulation paradigm consisted of 25 minutes of LF or
HF DBS and 4 minutes of stimulation-free EEG record-
ings, all of which occurred during the first stage-2 NREM
sleep (Figure 1A). We also acquired at least 1 minute of
baseline EEG before HF versus LF DBS was given. After
the night stimulation paradigm was completed all partici-
pants received stimulation with their clinical DBS parame-
ters, that is, stimulation only differed between the two
groups regarding DBS during their first stage-2 NREM
sleep, but not during the remainder of the night and fol-
lowing morning. Of note, NREM sleep dominates the
first part of night sleep compared to rapid eye movement
(REM) sleep,3 and the full night stimulation paradigm
was expected to fall within NREM sleep. This was con-
firmed by online inspection of the EEG by the investiga-
tor. Furthermore, STN β power (13–30 Hz), which is
elevated in REM compared to NREM sleep23 was not
higher in the last compared to the first 1 minute OFF-
stimulation EEG recording (P = 0.266, z = 1.112) indi-
cating that NREM sleep lasted throughout the whole
night stimulation paradigm. An example sleep EEG
recording is shown in Supplementary Figure S2A.

EEG Offline Analysis
For analyzing effects of LF and HF DBS during NREM

sleep on EEG activity during the stimulation-free intervals,
EEG data were imported to MATLAB and analyzed using
the FieldTrip toolbox (v20230418).24 The data were
high-pass filtered at 1 Hz using a fourth order But-
terworth filter, demeaned and detrended (FieldTrip func-
tion ft_preprocessing) and downsampled to 100 Hz using
an anti-aliasing filter at 50 Hz (ft_resample). Each
1 minute long recording was epoched into 5-second long
segments with 50% overlap (ft_redefinetrial) and trans-
formed to the frequency domain using the multitaper
method and Hanning windows (ft_freqanalysis) for fre-
quencies from 1 to 30 Hz using steps of 1 Hz. The
resulting spectra were visually inspected and segments
with excessive artefacts discarded (14 segments). The
power spectra were averaged across the four 1 minute
long rest recordings for each participant resulting in one
power spectrum per participant. To account for inter-
individual differences in signal-to-noise ratios, the power
of each frequency was divided by the average power
across all frequencies for each participant. We a-priori
defined channel Fz (overlaying medial prefrontal cortex)
and low frequency oscillations (LFO, 2–8 Hz) as region-
and frequency-of-interested based on previous work.18,19

The power spectra of each group are shown in Supple-
mentary Figure S2B.

Magnetic Resonance Imaging Scanning and
Localization of DBS Electrodes

The preoperative imaging protocol included high-
resolution sagittal three-dimensional (3D) T1-weighted
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magnetization prepared rapid gradient echo (MP-RAGE)
and T2-weighted sequences with following acquisition
parameters: (1) MP-RAGE – repletion time (TR)
= 1900 ms, echo time (TE) = 2.52 ms, inversion time
(TI) = 900 ms, flip angle = 9�, field of view (FoV)
= 256 � 256 mm2, matrix size = 256 � 256, slice
thickness = 1 mm, voxel size = 1 � 1 � 1 mm3; (2)
T2-weighted – TR = 3200 ms, TE = 408 ms, FoV =
256 � 256 mm2, slice thickness = 0.90 mm. T1- and
T2- weighted magnetic resonance imaging were used to
localize DBS electrodes positions using the Lead-DBS
toolbox (https://www.lead-dbs.org).25 Briefly, preopera-
tive T2-weighted images and postoperative CT scans were
linearly co-registered to preoperative T1-weighted images
using the SPM12 normalized mutual information algo-
rithm. Subcortical refinement was applied as implemented
in the Lead-DBS toolbox to correct for brain shifts that
may have been occurred during DBS surgery. All aligned
images were then normalized to Montreal Neurological
Institute (MNI) space (ICBM 2009b nonlinear asym-
metric MNI template) using Advanced Normalization
Tools (ANTs) (https://stnava.github.io/ANTs) and the
CT-electrode artifact was automatically detected using the
precise and convenient electrode reconstruction for deep
brain stimulation algorithm integrated into the Lead-DBS
toolbox, followed by manual positioning and refining of
the electrodes. All steps during reconstruction of DBS
leads were visually inspected to ensure data quality by a
researcher (G.E.G.) blinded to patients’ status. To assess
any putative differences in the exact localization of active
DBS electrodes between groups, the overlap between the
volume of activated tissue with the motor, associative and
limbic subregions of the STN in each hemisphere was
compared between the HF and LF DBS group, which did
not show any significant differences (all P-values >0.2).

Statistical Analysis
All statistical analyses were carried out in MATLAB

(2023a, The MathWorks). Between group comparisons
of continuous data were conducted using non-
parametric Wilcoxon tests. Binary data was compared
using Fisher’s exact test. Correlations were conduced
using non-parametric Spearman correlations, which
rank the data to minimize the impact of outliers in stud-
ies with relatively small samples. Therefore, the plotted
data in Figure 1D is also ranked. We used a two-tailed
α of 0.05 for inferring statistical significance, unless we
had clear a-priori hypotheses about the directionality of
effects, in which case a one-tailed α of 0.05 was used
and clearly stated in the text.

Results

Comparing cognitive performance between the two
groups demonstrated that patients receiving LF DBS

during NREM sleep showed significantly better overnight
memory retention compared to patients receiving HF
DBS (P = 0.027, z = 2.214, n = 18) (Figure 1B). Post
hoc comparisons revealed that after LF DBS the number
of recalled words significantly increased (P = 0.011,
z = 2.549, n = 9), but this was not the case after HF
DBS (P = 0.306, z = 1.023, n = 9). There were no base-
line differences between groups regarding the number of
immediately recalled words (P = 0.894, z = �0.133,
n = 18) or global cognitive function according to
patients’ MoCA scores (P = 0.964, z = 0.045, n = 18,
see Supplementary Table S1) before receiving LF versus
HF DBS during NREM sleep. Therefore, memory reten-
tion was only improved when DBS was given at LF
(4 Hz), but not at clinically used HF (130 Hz) during
early NREM sleep, and this effect could not be explained
by baseline differences between the two patient groups.
Previous studies have linked LFO activity to cognitive

function in PD.14,18-20 To assess whether LF DBS dur-
ing NREM sleep might have increased LFO power, we
compared their expression in patients receiving LF DBS
versus HF DBS during NREM sleep based on EEG
recordings from electrode Fz overlaying medial prefron-
tal cortex.18,19 Four stimulation-free 1 minute EEG
recordings were obtained in between each 5-minute
block of HF versus LF DBS during NREM sleep and
averaged for each participant. We found that LFO
power was significantly increased in patients receiving
LF DBS compared to HF DBS during NREM sleep
(Pone-tailed = 0.039, z = 1.766, n = 18) (Figure 1C).
Importantly, this was not because of any difference in
baseline LFO power, because EEG LFO activity before
HF versus LF DBS during NREM sleep was not differ-
ent between groups (P = 1, z = 0, n = 18).
Could this enhancement of LFO activity by LF DBS

during NREM sleep underlie the observed behavioral
DBS effect? To assess a putative relationship between
EEG activity and cognitive performance we corre-
lated the improvement in memory retention (over-
night increase in recalled words) of each patient with
their expression of LFO power. This analysis showed
a significant positive relationship (P = 0.037,
ρ = 0.711, n = 9) in the LF DBS group (Figure 1D).
The higher LFO power after LF DBS during NREM
sleep the more improved patients’ cognitive perfor-
mance. No such correlation was observed after HF
DBS during NREM sleep (P = 0.185, ρ = �0.490,
n = 9). Furthermore, it was specific to LFO power,
because neither α-band (8–12 Hz) nor β-band (13–
30 Hz) power showed any correlations with the
behavioral improvement (both P > 0.35).
Together, LF DBS during NREM sleep enhanced

memory retention and increased LFO power com-
pared to HF DBS in patients with PD. The more LFO
power was enhanced, the better was the cognitive
performance.
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Discussion

Sleep is vital for memory consolidation.3 Patients
who suffer from neurodegenerative disorders, such as
Alzheimer’s disease and PD, commonly express sleep
disturbances and memory impairment.7 Here, we show
that adapting invasive brain stimulation (STN DBS)
from clinically used HF to LF stimulation during early
NREM sleep enhances memory consolidation in people
with PD and modulates oscillatory brain rhythms.
Strikingly, adapting stimulation during the first NREM
sleep of the night for a duration of 25 minutes was suf-
ficient for improving memory consolidation compared
to HF DBS, whereas for the remaining night stimula-
tion did not differ between the two groups. Our results
have implications for clinical treatment with DBS.
Currently DBS is given continuously at high frequen-

cies (usually �130 Hz) for reducing abnormal neuro-
physiological activity and optimizing effects on motor
impairment during the day.12 However, during NREM
sleep neurophysiological activity patterns differ strongly
compared to the awake state indicating that DBS
parameters that are optimal during the day, might not
be suitable for stimulation during sleep. Here, we
adapted stimulation to 4 Hz based on previous studies
that have shown a close relationship between LFO
activity in the STN and cognitive function14,18-20 and
beneficial effects of 4 Hz LF DBS on cognition in awake
PD patients.14,15 Importantly, LF DBS does not suffi-
ciently alleviate motor symptoms16 limiting its clinical
usefulness during the day. Our results suggest that LF
DBS might be a promising treatment if given during the
night. Therefore, HF DBS, putatively triggered by STN
β oscillatory activity,13 might be optimal for improving
clinical impairment during the day and for avoiding
awakenings during REM sleep,5,23 which could be
adapted to LF DBS when neurophysiological recordings
signal NREM sleep.23,26-28 Previous studies have
suggested that abnormal sleep leads to the accumula-
tion of proteins driving neurodegeneration and that
restoring physiological sleep patterns might not only
lead to clinical improvement, but also slow down dis-
ease progression.29-32 It remains to be studied whether
adapting neuromodulation to circadian rhythms might
positively influence the course of neurodegenerative dis-
eases by restoring physiological sleep architecture. DBS
is currently being explored as a putative treatment for
people suffering from Alzheimer disease.33 Therefore,
elucidating how DBS can improve sleep architecture
and cognitive function might have broad implications
for treatment of people suffering from a range of neuro-
degenerative disorders.
What are the mechanisms underlying beneficial

effects of LF DBS during NREM sleep on memory
consolidation? During short rest recordings of EEG

activity immediately after DBS we found increased
LFO activity after LF compared to HF DBS during
NREM sleep and the stronger LFO activity increased,
the stronger was the cognitive improvement. Previous
studies have shown positive effects on memory by
modulating slow wave activity (<1 Hz), sleep spindles
(�11–16 Hz) and ripples (�80 Hz).2,21,34 Notably,
these rhythms are not independent, but are nested so
that, for example, ripples occur at specific phase of
slower oscillations.3 Activity in the LFO range has
been shown to play a role in tagging important newly
encoded representations during learning dependent
on dopamine release.3 To what extent this is altered
in PD, a disorder characterized by pronounced dopa-
minergic degeneration, is unknown. We speculate
that LF DBS during NREM sleep might have
entrained endogenous LFO activity, but this remains
to be established in future studies with longer neuro-
physiological recordings, for example, in patients
with implanted devices with sensing capabilities all-
owing hours or even weeks of recordings in individ-
ual patients.23,26 It also remains to be elucidated
whether optimizing stimulation to boost specific neu-
rophysiological activity patterns, for example, by
phase-specific stimulation34,35 or entrainment of
(sub)harmonics,36 rather than applying DBS at spe-
cific frequencies, might further optimize DBS effects
during sleep.
Because of the relatively low sample size of this pilot

study there are several possible confounding factors.
First, although there were no significant differences
between groups in the number of patients who had
recently undergone DBS surgery versus patients with
chronic stimulation, the number of patients with new
implants was qualitatively higher in the LF group,
which could have positively (eg, because of the micro-
lesion effect or the lack of side effects of chronic DBS
on verbal fluency) or negatively (eg, because of sleep
disturbances after the operation) impacted their cogni-
tive function. Furthermore, because our approach was
not yet automated, but conducted by a clinical investi-
gator at the bedside, we were not able to acquire longer
EEG recordings during sleep, which could elucidate
putative effects of LF versus HF DBS on sleep fragmen-
tation during the remaining night, which in turn could
have mediated the positive effects on memory consoli-
dation. To address these issues, future studies with
larger sample sizes and automated adaptive DBS
approaches are required. These studies should also
investigate putative effects of LF DBS during NREM
sleep on broader outcomes including motor and cogni-
tive symptoms, test possible side effects, and provide
independent replication.
Taking these limitations into consideration, our study

provides proof-of-principle that DBS during NREM
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sleep modulates memory consolidation in people with
PD depending on the frequency that is applied.

Acknowledgments: We thank Dumitru Ciolac for help with data
acquisition and Kathleen Claussen for proof-reading the manuscript.
Open Access funding enabled and organized by Projekt DEAL.

Data Availability Statement
The data that support the findings of this study are

openly available in [figshare] at https://doi.org/10.6084/
m9.figshare.27605184.v1.

References
1. Wilson DM 3rd, Cookson MR, Van Den Bosch L, Zetterberg H,

Holtzman DM, Dewachter I. Hallmarks of neurodegenerative dis-
eases. Cell 2023;186(4):693–714.

2. Brodt S, Inostroza M, Niethard N, Born J. Sleep-a brain-state serv-
ing systems memory consolidation. Neuron 2023;111(7):1050–
1075.

3. Klinzing JG, Niethard N, Born J. Mechanisms of systems memory
consolidation during sleep. Nat Neurosci 2019;22(10):1598–1610.

4. Mizrahi-Kliger AD, Kaplan A, Israel Z, Deffains M, Bergman H.
Basal ganglia beta oscillations during sleep underlie parkinsonian
insomnia. Proc Natl Acad Sci U S A 2020;117(29):17359–17368.

5. Nassan M, Videnovic A. Circadian rhythms in neurodegenerative
disorders. Nat Rev Neurol 2022;18(1):7–24.

6. Videnovic A, Golombek D. Circadian and sleep disorders in
Parkinson’s disease. Exp Neurol 2013;243:45–56.

7. Zahed H, Zuzuarregui JRP, Gilron R, Denison T, Starr PA, Little S.
The neurophysiology of sleep in Parkinson’s disease. Mov Disord
2021;36(7):1526–1542.

8. Bloem BR, Okun MS, Klein C. Parkinson’s disease. Lancet 2021;
397(10291):2284–2303.

9. Jenkinson N, Brown P. New insights into the relationship between
dopamine, beta oscillations and motor function. Trends Neurosci
2011;34(12):611–618.

10. Aarsland D, Batzu L, Halliday GM, et al. Parkinson disease-
associated cognitive impairment. Nat Rev Dis Primers 2021;7(1):47.

11. Groppa S, Gonzalez-Escamilla G, Tinkhauser G, et al. Perspectives
of implementation of closed-loop deep brain stimulation: from neu-
rological to psychiatric disorders. Stereotact Funct Neurosurg 2024;
102(1):40–54.

12. Krauss JK, Lipsman N, Aziz T, et al. Technology of deep brain stim-
ulation: current status and future directions. Nat Rev Neurol 2021;
17(2):75–87.

13. Little S, Pogosyan A, Neal S, et al. Adaptive deep brain stimulation
in advanced Parkinson disease. Ann Neurol 2013;74(3):449–457.

14. Kelley R, Flouty O, Emmons EB, et al. A human prefrontal-subthalamic
circuit for cognitive control. Brain 2018;141(1):205–216.

15. Lee DJ, Drummond NM, Saha U, et al. Acute low frequency dorsal
subthalamic nucleus stimulation improves verbal fluency in
Parkinson’s disease. Brain Stimul 2021;14(4):754–760.

16. Salehi N, Nahrgang S, Petershagen W, et al. Theta frequency deep
brain stimulation in the subthalamic nucleus improves working
memory in Parkinson’s disease. Brain 2024;147(4):1190–1196.

17. Scangos KW, Carter CS, Gurkoff G, Zhang L, Shahlaie K. A pilot study
of subthalamic theta frequency deep brain stimulation for cognitive dys-
function in Parkinson’s disease. Brain Stimul 2018;11(2):456–458.

18. Herz DM, Tan H, Brittain JS, et al. Distinct mechanisms mediate
speed-accuracy adjustments in cortico-subthalamic networks. Elife
2017;31:6.

19. Herz DM, Zavala BA, Bogacz R, Brown P. Neural correlates of
decision thresholds in the human subthalamic nucleus. Curr Biol
2016;26(7):916–920.

20. Zavala BA, Tan H, Little S, et al. Midline frontal cortex low-
frequency activity drives subthalamic nucleus oscillations during
conflict. J Neurosci 2014;34(21):7322–7333.

21. Marshall L, Helgadottir H, Molle M, Born J. Boosting slow oscilla-
tions during sleep potentiates memory. Nature 2006;444(7119):
610–613.

22. Berry RB, Brooks R, Gamaldo CE, et al. The AASM Manual for the
Scoring of Sleep and Associated Events: Rules, Terminology and
Technical Specifications, Version 2.2. Darien, Illinois: American
Academy of Sleep Medicine: www.aasmnet.org.; 2015.

23. Anjum MF, Smyth C, Zuzuarregui R, et al. Multi-night cortico-basal
recordings reveal mechanisms of NREM slow-wave suppression and
spontaneous awakenings in Parkinson’s disease. Nat Commun
2024;15(1):1793.

24. Oostenveld R, Fries P, Maris E, Schoffelen JM. FieldTrip: open
source software for advanced analysis of MEG, EEG, and invasive
electrophysiological data. Comput Intell Neurosci 2011;2011:
156869.

25. Horn A, Li N, Dembek TA, et al. Lead-DBS v2: towards a compre-
hensive pipeline for deep brain stimulation imaging. Neuroimage
2019;1(184):293–316.

26. Smyth C, Anjum MF, Ravi S, Denison T, Starr P, Little S. Adaptive
deep brain stimulation for sleep stage targeting in Parkinson’s dis-
ease. Brain Stimul 2023;16(5):1292–1296.

27. Thompson JA, Tekriwal A, Felsen G, et al. Sleep patterns in
Parkinson’s disease: direct recordings from the subthalamic nucleus.
J Neurol Neurosurg Psychiatry 2018;89(1):95–104.

28. van Rheede JJ, Feldmann LK, Busch JL, et al. Diurnal modulation
of subthalamic beta oscillatory power in Parkinson’s disease patients
during deep brain stimulation. NPJ Parkinsons Dis 2022;8(1):88.

29. Holth JK, Fritschi SK, Wang C, et al. The sleep-wake cycle regulates
brain interstitial fluid tau in mice and CSF tau in humans. Science
2019;363(6429):880–884.

30. Ju YS, Ooms SJ, Sutphen C, et al. Slow wave sleep disruption
increases cerebrospinal fluid amyloid-beta levels. Brain 2017;140(8):
2104–2111.

31. Kang JE, Lim MM, Bateman RJ, et al. Amyloid-beta dynamics are
regulated by orexin and the sleep-wake cycle. Science 2009;
326(5955):1005–1007.

32. Schreiner SJ, Imbach LL, Werth E, et al. Slow-wave sleep and motor
progression in Parkinson disease. Ann Neurol 2019;85(5):765–770.

33. Jakobs M, Lee DJ, Lozano AM. Modifying the progression of
Alzheimer’s and Parkinson’s disease with deep brain stimulation.
Neuropharmacology 2020;171:107860.

34. Ngo HV, Martinetz T, Born J, Molle M. Auditory closed-loop stim-
ulation of the sleep slow oscillation enhances memory. Neuron
2013;78(3):545–553.

35. Geva-Sagiv M, Mankin EA, Eliashiv D, et al. Augmenting
hippocampal-prefrontal neuronal synchrony during sleep enhances
memory consolidation in humans. Nat Neurosci 2023;26(6):1100–
1110.

36. Sermon JJ, Olaru M, Anso J, et al. Sub-harmonic entrainment of
cortical gamma oscillations to deep brain stimulation in Parkinson’s
disease: model based predictions and validation in three human sub-
jects. Brain Stimul 2023;16(5):1412–1424.

Supporting Data

Additional Supporting Information may be found in
the online version of this article at the publisher’s
web-site.

Movement Disorders, Vol. 40, No. 2, 2025 291

L O W - F R E Q U E N C Y B R A I N S T I M U L A T I O N F O R M E M O R Y

https://doi.org/10.6084/m9.figshare.27605184.v1
https://doi.org/10.6084/m9.figshare.27605184.v1
http://www.aasmnet.org

	 Low‐Frequency Deep Brain Stimulation in Non‐Rapid Eye Movement Sleep Modifies Memory Retention in Parkinson's Disease
	Abstract
	Methods
	Sample Size
	Study Participants
	Clinical and Neuropsychological Evaluation
	Declarative Memory Task
	EEG Recordings and Online Analysis
	STN DBS Paradigm
	EEG Offline Analysis
	Magnetic Resonance Imaging Scanning and Localization of DBS Electrodes
	Statistical Analysis

	Results
	Discussion
	Acknowledgments
	Data Availability Statement
	References
	SUPPORTING INFORMATION


