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Additionally, FC in the left medial prefrontal gyrus (MFG) of the aDMN, right precuneus and right posterior cin-
gulate cortex (PCC) of the pDMN, and left middle cingulate gyrus (mid-CC) of the SMN decreased in patients 
with pontine stroke.
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Background

The lesion location of ischemic stroke is variable, and location 
is associated with functional outcome [1]. A brain lesion may 
affect functions that are not directly related to the damaged 
brain area, suggesting that a complex system underlies func-
tional brain organization, consisting of broader functional net-
works rather than simple structure-function relationships [2,3].

Numerous neuroimaging techniques have been used to detect 
functional changes following stroke [4]. Diffusion tensor imag-
ing (DTI) is widely used to detect white matter integrity after 
stroke, and numerous studies have demonstrated that white 
matter integrity is associated with functional deficits, including 
motor recovery after stroke [5,6]. In addition, diffusion kurto-
sis imaging (DKI) is a novel technology that has demonstrated 
that pontine stroke can lead to microstructural changes of the 
corticospinal tract in the early phase [7]. Recently, increasing 
attention has focused on the structural or functional chang-
es of the gray matter. Resting-state functional magnetic res-
onance imaging (rs-fMRI) has the advantage of not requiring 
the performance of any specific tasks during functional neu-
roimaging acquisition [8]. Functional neuroimaging allows us 
to compute how activity in one region is related to activity in 
another region. This relationship is referred to as functional 
connectivity (FC) [9]. It has been suggested that infarctions lo-
cated anywhere in the brain can induce widespread effects, 
disrupting functional networks [10].

Complex network approaches have been used to characterize 
relationships between different brain areas [11]. As a multi-
variate data-driven analysis method, independent component 
analysis (ICA) has been increasingly applied to rs-fMRI data. 
ICA can identify multiple resting-state networks (RSNs) and in-
vestigate intra- and internetwork FC in vivo [12]. Rather than 
identifying areas of activation that correlate with a region of 
interest, ICA identifies independent profiles of spatial activa-
tion throughout the brain. Wang et al. first reported the al-
tered FC of subcortical stroke patients in both intra- and inter-
network between multiple networks using ICA [13]. Recently, 
Zhao and colleagues revealed the intra- and internetwork FC 
alterations involved multiple brain networks in the subcorti-
cal chronic stroke patients by applying ICA [14]. Another study 
used ICA to demonstrate default-mode network (DMN) chang-
es of patients with acute brainstem stroke and found that FC 
within the DMN decreased [15].

The basal ganglia and pontine regions are the most common 
sites for subcortical stroke [16]. A structural MRI study by 
Jiang et al. suggested that capsular and pontine stroke patients 
exhibit different patterns of secondary damage. Structural dam-
age in capsular stroke is noted in the sensorimotor area, but 
patients with pontine stroke exhibited cerebellar atrophy [17]. 

Primary sensorimotor areas are the most frequently reported 
regions involved in the reorganization of motor function, and 
DMN connectivity impairment has been observed in patients 
with lesions at various locations [14,18]. Numerous rs-fMRI 
studies have accordingly demonstrated altered FC of both sen-
sorimotor and higher order cognitive control regions. However, 
no studies have revealed different patterns of FC alterations 
in basal ganglia and pontine ischemic stroke patients in the 
early chronic phase.

In this study, we aimed to apply the ICA method to investigate 
the FC changes of patients with basal ganglia stroke and pa-
tients with pontine stroke 1 month after acute stroke onset. 
We hypothesized that these 2 groups would exhibit specific 
types of FC damage in motor and cognitive areas, respectively.

Material and Methods

Subjects and clinical data

This study was approved by the Research Ethics Committee of 
the Nanjing Medical University and all participants gave writ-
ten informed consent.

A total of 14 patients with pontine stroke (9 males and 5 fe-
males, 65.07±9.56 years) and 17 patients with basal ganglia 
stroke (12 males and 5 females, 62.29±11.26 years) were en-
rolled in this study. The inclusion criteria for the stroke patients 
were as follows: (1) age 40–80 years, (2) right-handedness, 
(3) first-onset ischemic stroke, (4) 1 month had passed 
since acute stroke onset. Exclusion criteria for all subjects 
were: (a) a contraindication for MRI, (b) severe quadriplegia, 
(c) a history of neurological and psychiatric disorders. We in-
cluded 20 well-matched HCs (13 males and 7 females, age 
58.70±5.88 years) in the final analysis.

Fugl-Meyer assessment was used to assess the motor func-
tion of patients with stroke. The general cognitive function of 
the participants was established using the Montreal Cognitive 
Assessment (MoCA).

MRI acquisition

All MR images were acquired from a 3.0 Tesla MRI scanner 
(Ingenia, Philips Medical Systems, Netherlands) with an 8-chan-
nel head coil. For rs-fMRI, all subjects were required to stay 
awake and not think of anything, relax with their eyes closed, 
and avoid any head motion. The rs-fMRI parameters were: 
2000 ms/30 ms repetition time/echo time, 36 slices, 4 mm sec-
tion thickness, 0 mm gap, 240×240 mm field of view, 64×64 
acquisition matrix, and 90° flip angle. The fMRI sequence was 
obtained in 8 min 8 s.
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fMRI Data Preprocessing

The rs-fMRI data preprocessing steps were conducted using 
Data Processing Assistant for Resting-State fMRI (http://www.
restfmri.net/forum/DPARSF) based on statistical parametric 
mapping (SPM8; http://www.fil.ion.ucl.ac.uk/spm) on MATLAB 
7.12.0 (R2013a). The first 10 volumes were removed from each 
time series. We excluded any data involving a head motion of 
greater than 2.0 mm maximum displacement in any of the x, 
y, or z directions or 2.0º of any angular motion throughout the 
scan. Four patients with pontine stroke and 5 patients with 
basal ganglia stroke were excluded for head motion. A total 
of 14 patients with pontine stroke (9 males and 5 females, 
65.07±9.56 years) and 17 patients with basal ganglia stroke (12 
males and 5 females, 62.29±11.26 years) were enrolled. Then, 
we spatially normalized the remaining dataset to the Montreal 
Neurological Institute template with the resampling voxel size 
of 3×3×3 mm3. The normalized fMRI data were smoothed with 
6-mm full width at half-maximum (FWHM) Gaussian kernel.

Group Independent Component Analysis (GICA)

After preprocessing the data, Group ICA of fMRI Toolbox 
(GIFT; http://mialab.mrn.org/software/gift/) was used to de-
compose the data into functional networks using group spa-
tial ICA. The number of components was estimated using the 
minimum description length criteria tool in GIFT, which sug-
gested that 30 was the optimal number of independent com-
ponents (ICs). The ICs were then estimated using the Infomax 
algorithm. Following group ICA, the anterior DMN (aDMN), 

posterior DMN (pDMN), and sensorimotor network (SMN) com-
ponents were identified by visual inspection as previously de-
scribed. Group statistical maps of subject IC patterns repre-
senting aDMN, pDMN, and SMN were entered into one- and 
two-sample t tests in SPM8.

Statistical analyses

Statistical analysis of demographics between patients with 
stroke and healthy controls were performed using the SPSS 
software package (SPSS, Inc., Chicago, IL, USA). Differences 
were tested using one-way ANOVA for quantitative continu-
ous variables and a c2 test for proportions variables. Statistical 
significance was set to p<0.05.

For within-group analyses, the aDMN, pDMN, and SMN spatial 
maps were performed by one-sample t tests using SPM8 for 
each group. The threshold was set to p<0.001 (FDR-corrected).

Two-sample t tests were performed to explore the aDMN, 
pDMN, and SMN differences between the 2 group of stroke 
patients and the HCs. The statistical significance threshold 
was set as p<0.001 and a minimum cluster size of 5 voxels.

A region of interest (ROI)-wise manner was adopted to inves-
tigate the relationship between DMN connectivity and MoCA 
by Pearson’s correlation analyses. We used REST software to 
extract mean z values of each brain region that showed sig-
nificant group differences of FC, and then used the SPSS sta-
tistics software for Pearson’s correlation coefficients between 

Pontine stroke 
(n=14)

Basal ganglia stroke 
(n=17)

Healthy controls 
(n=20)

P

Age (years) 	 65.07±9.56 	 62.29±11.26 	 58.70±5.89 0.072

Sex (Male/Female) 9/5 12/5 13/7 0.923

Education (years) 	 8.36±1.50 	 8.45±1.32 	 8.30±1.98 0.958

NHISS 	 3.29±1.49 	 2.50±1.42 – 0.140

Fugl-Meyer assenssment 	 89.14±3.39 	 91.00±2.40 – 0.008

Superficial sense deficits 5 3 – 0.252

Time of imaging (d) 	 29.50±1.51 	 29.64±1.50 – 0.803

MoCA 	 22.21±1.89 	 21.50±2.09 	 27.25±1.25 0.000

Hypertension (%) 	 11	 (78) 	 14	 (82) 	 8	 (40) 0.045

Diabetes (%) 	 4	 (29) 	 7	 (41) 	 6	 (30) 0.967

Smoking (%) 	 3	 (21) 	 4	 (24) 	 4	 (20) 0.170

Alcohol (%) 	 5	 (36) 	 3	 (18) 	 5	 (25) 0.562

Table 1. Demographic and clinical characteristics of all subjects.
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the changes in FC strength and MoCA. Age, sex, and educa-
tion were set as covariates in these analyses. P value <0.05 
was considered as statistically significant.

Results

The characteristics of pontine stroke patients, basal ganglia 
stroke patients, and HCs are summarized in Table 1. The 3 
groups were well-matched with regard to age, sex, and educa-
tion. There were no significant differences on NHISS, Fugl-Meyer 
assessment, superficial sense deficits, lesion side, or time af-
ter stroke between the pontine stroke patients and the basal 
ganglia stroke patients (all P>0.05). The MoCA was different 
in the 3 groups (P<0.05), while after the post hoc test, there 
was no difference between the pontine stroke patients and 
basal ganglia stroke patients (P>0.05). Lesion probability maps 
of patients with basal ganglia stroke and pontine stroke are 
depicted in Figure 1.

Two components were considered as DMN sub-networks – 
the aDMN and pDMN – and 1 component was considered as 
an SMN sub-network among the selected 30 ICs. Figure 2 dis-
plays the results of these 3 sub-networks by one-sample t test 
(P<0.001, FDR-corrected).

Compared with HCs, patients with basal ganglia stroke ex-
hibited significantly reduced FC in the left precuneus of the 
pDMN, right supplementary motor area (SMA), and right su-
perior frontal gyrus (SFG) of the SMN (Figure 3). The brain re-
gions are listed in Table 2. Compared with HCs, patients with 
pontine stroke exhibited significantly less FC in the left me-
dial prefrontal gyrus (MFG) of the aDMN, right precuneus, right 
posterior cingulate cortex (PCC) of the pDMN, and left mid-
dle cingulate gyrus (mid-CC) (Figure 4). The brain regions are 
listed in Table 3. A detailed list of brain regions with decreased 
FC in each sub-network is presented in Table 3. After correct-
ing for age, sex, and education, we found that the strength of 
FC in the DMN had no correlation with MoCA score (P>0.05).

Discussion

By applying unbiased whole-brain analysis to investigate FC 
changes in patients with basal ganglia stroke and patients 
with pontine stroke, we found that both groups of patients ex-
hibited FC reduction in the SMN and DMN. Our findings sug-
gest that patients with basal ganglia stroke and patients with 
pontine stroke exhibit specific types of FC damage in senso-
rimotor and cognitive areas. The differences between the 2 
groups emphasize the importance of lesion location-specific 
studies of stroke patients.

A

B

Figure 1. �Probability maps of lesion distribution in patients with basal ganglia stroke (A) and pontine stroke (B). Color bars denote the 
probability of lesion distribution.
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The DMN includes the medial frontal gyrus; posterior cingu-
late cortex (PCC); angular gyrus (ANG); the medial, lateral, and 
inferior parietal cortices; the hippocampal formation; and the 
thalamus [19,20]. The DMN have been regarded as a brain re-
gion associated with cognitive and emotional processing by 
prior studies [21]. A study found that the FC dysfunction of DMN 

can be detected by resting-state functional MRI 10 days after 
stroke [22]. Our study revealed FC changes in different areas 
of both the DMN in the 2 groups in the early chronic phase. 
The precuneus is an associated area that connects multiple 
regions and is involved in various functions, especially cog-
nitive function [23,24]. One study indicated that the strength 

Figure 3. �FC differences in networks between patients with basal ganglia stroke and healthy controls. Color bar denotes T values 
(P<0.001). SMA – right supplementary motor area; SFG – superior Frontal Gyrus; L – left; R – right.

Figure 2. �Results of the 3 components representing the aDMN, pDMN, and SMN using one-sample t test in patients with subcortical 
infarctions in the basal ganglia compared with pontine stroke and healthy groups (P<0.001, FDR-corrected). All the 
components are displayed from multiple sectional, coronal, and sagittal views. Color bar represents T values in each 
component (P<0.001, FDR-corrected).
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Brain regions BA
MNI Coordinates

x, y, z (mm)
Peak T value Voxels

pDMN

L precuneus 7 –1, 60, 33 –4.342 11

SMN

R supplementary motor area 6 3, –21, 51 –4.857 15

R superior frontal gyrus 9 3, 54, 30 –4.865 7

Table 2. Decreased FC in patients with basal ganglia stroke compared with healthy patients.

BA – Brodmann area; MNI – Montreal Neurological Institute; L – left; R – right.

Figure 4. �FC differences of networks between pontine stroke and healthy controls. Color bar denotes T values (P<0.001). MFG – medial 
frontal Gyrus; PCC – posterior cingulate cortex; mid-CC – middle cingulate cortex; L – left; R – right.
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of DMN connectivity was significantly decreased in the precu-
neus in acute stroke patients with impaired consciousness [25]. 
A study by Ding et al. reported that patients exhibited signifi-
cantly less FC in the precuneus compared with healthy con-
trols depending on whether they had post-stroke cognitive im-
pairment [26]. Similar to the above-mentioned studies, the 2 
groups in our study exhibited reduced FC in the precuneus. 
The MFG is the region that exhibits the most extensive reor-
ganization as it has undergone considerable cortical expan-
sion across primate evolution [19]. The FC of the MFG area in 
pontine stroke patients was decreased, whereas FC in basal 
ganglia stroke patients was normal. As part of the dorsolateral 
prefrontal cortex, the MFG is a putative cognitive area [27]. 
The FC of the MFG area in the aDMN of pontine stroke pa-
tients decreased, whereas FC in the aDMN of the basal gan-
glia stroke patients were normal and the pontine stroke pa-
tients showed a lower MoCA score than the healthy controls. 
Roe et al. showed that the rate of brain MRI change was posi-
tively correlated with the conversion from cognitively normal 
to Clinical Dementia Rating (CDR) >0 [28]. Role of brain deficits 
in predicting disease progression suggested that MRI chang-
es may precede the onset of cognitive impairment. This result 
may suggest that pontine stroke patients may exhibit more 
severe cognitive damage, especially memory processing [29]. 
The PCC, which projects to and receives input from the ante-
rior cingulate, prefrontal, lateral parietal, and parahippocam-
pal regions, is the principal node of the network [30]. The lo-
calization of lesion is important in cognitive impairment after 
stroke. If a lesion is situated in the PCC or disrupts the con-
nectivity of this node, the consequences of the lesion would 
be of significant relevance in both the short term and long 
term [31]. This finding reflects that the pontine stroke patients 
may have cognitive impairment for a long time.

Sensorimotor deficits after stroke are common and may lead 
to a global functional impairment [32]. The SMN includes 

somatosensory and motor regions and extends to the sup-
plementary motor areas [33]. Both pontine and hemispheric 
lesions after stroke can lead to motor or sensory deficits [34]. 
In the present study, although both basal ganglia stroke and 
patients with pontine stroke exhibited involvement of the mo-
tor pathway, FC was weakened in different sensorimotor re-
gions. Patients with basal ganglia stroke exhibited reduced FC 
in SMA and SFG. Functionally, SMA is involved in the perfor-
mance of difficult tasks [35,36]. A number of previous studies 
consistently found that, compared with controls, the FC be-
tween sensory and motor areas decreased and the FC have a 
correlation with the degree of behavioral impairments in the 
acute phase of the stroke patients [37–39]. With the transi-
tion to the chronic post-stroke phase, the motor connectivity 
gradually recovers to normal [9]. Recently, a meta-analysis us-
ing movement tasks reported that the activity of the SMA was 
associated with good outcome [32]. The FC in SMA still de-
creased in the patients with early chronic basal ganglia stroke, 
indicating that they may have a poor motor function outcome. 
Basal ganglia are involved in higher-order motor control such 
as movement planning and execution [40]. The SFG is located 
at the superior part of the prefrontal cortex and is involved in a 
variety of cognitive and motor control tasks [41]. The dysfunc-
tion of the basal ganglia has an effect on the balance of facil-
itatory and inhibitory aspects of frontal cortex function [42]. 
Axonal degeneration secondary to lesions might be a reason-
able explanation for these changes [43]. Nevertheless, patients 
with pontine stroke exhibited reduced FC only in the mid-CC 
of the SMN. The mid-CC serves as a functional circuit via fiber 
connection to the SMA in rhesus monkey [44]. The CC is a ma-
jor constituent of the limbic brain, and cutaneous nociceptive 
neurons are most abundant [45,46]. A case has been report-
ed showing hypoperfusion presenting in the mid-CC ipsilateral 
to the infarction with heat anesthesia and deep sensory dis-
turbance in the right half of the body [47]. This indicates that 
the pontine stroke patients may have a more serious sensory 

Brain regions BA
MNI Coordinates

x, y, z (mm)
Peak T value Voxels

aDMN

L medial prefrontal gyrus 10 –1, 51, 3 –4.582 5

pDMN

R precuneus 7 6, –75, 45 –4.119 21

R posterior cingulate cortex 23 1, –24, 36 –4.897 13

SMN

L middle cingulate cortex 24 –6, –9, 36 –4.191 9

Table 3. Decreased FC in patients with pontine stroke compared with healthy patients.

BA – Brodmann area; MNI – Montreal Neurological Institute; L – left; R – right.
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deficit than motor function deficit. These results may aid cli-
nicians to design measures to monitor sensorimotor damage 
in these 2 subgroups.

Several limitations in the present study should be noted. First, 
the cross-sectional experimental design could not reveal the 
evolution of FC changes in stroke patients. Longitudinal stud-
ies with a large sample size may provide more useful informa-
tion. Second, we did not eliminate the effect of the lesion side. 
Future studies with large sample sizes should be performed to 
analyze patients with left and right lesions separately. Finally, 
the longitudinal data of the fMRI and neuropsychological as-
sessments should be assessed to explore the dynamic rela-
tionship between the FC and cognitive function.

Conclusions

The different patterns of FC damage in patients with basal gan-
glia stroke and patients with pontine stroke expand the un-
derstanding of the changes occurring in the brain after stroke 
in the early chronic phase and may provide a new method for 
investigating lesion-induced network plasticity.

Conflict of interests

None.

References:

	 1.	 Cheng B, Forkert ND, Zavaglia M et al: Influence of stroke infarct location on 
functional outcome measured by the modified rankin scale. Stroke, 2014; 
45(6): 1695–702

	 2. 	Fornito A, Zalesky A, Breakspear M: The connectomics of brain dis-
orders. Nat Rev Neurosci, 2015; 16(3): 159–72

	 3.	 Lee J, Park E, Lee A et al: Alteration and role of interhemispheric and in-
trahemispheric connectivity in motor network after stroke. Brain Topogr, 
2018; 31(4): 708–19

	 4.	Grefkes C, Fink GR: Connectivity-based approaches in stroke and recovery 
of function. Lancet Neurol, 2014; 13(2): 206–16

	 5.	 Yu C, Zhu C, Zhang Y et al: A longitudinal diffusion tensor imaging study on 
Wallerian degeneration of corticospinal tract after motor pathway stroke. 
Neuroimage, 2009; 47(2): 451–58

	 6.	 Puig J, Blasco G, Daunis IEJ et al: Decreased corticospinal tract fractional 
anisotropy predicts long-term motor outcome after stroke. Stroke, 2013; 
44(7): 2016–18

	 7.	Chen H, Jiang L, Zhang H et al: Corticospinal tract changes in acute brain-
stem ischemic stroke patients: A diffusion kurtosis imaging study. Neurology 
India, 2018; 66(3): 726–32

	 8.	 Fox MD, Raichle ME: Spontaneous fluctuations in brain activity observed 
with functional magnetic resonance imaging. Nat Rev Neurosci, 2007; 8(9): 
700–11

	 9.	 Thiel A, Vahdat S: Structural and resting-state brain connectivity of motor 
networks after stroke. Stroke, 2015; 46(1): 296–301

	10.	 Liu J, Qin W, Wang H et al: Altered spontaneous activity in the default-mode 
network and cognitive decline in chronic subcortical stroke. J Neurol Sci, 
2014; 347(1–2): 193–98

	11.	 Sporns O, Tononi G, Kotter R: The human connectome: A structural descrip-
tion of the human brain. PLoS Comput Biol, 2005; 1(4): e42

	12.	 van de Ven VG, Formisano E, Prvulovic D et al: Functional connectivity as re-
vealed by spatial independent component analysis of fMRI measurements 
during rest. Hum Brain Mapp, 2004; 22(3): 165–78

	13.	Wang C, Qin W, Zhang J et al: Altered functional organization within and 
between resting-state networks in chronic subcortical infarction. J Cereb 
Blood Flow Metab, 2014; 34(4): 597–605

	14.	 Zhao Z, Wu J, Fan M et al: Altered intra- and inter-network functional cou-
pling of resting-state networks associated with motor dysfunction in stroke. 
Hum Brain Mapp, 2018; 39(8): 3388–97

	15.	 Jiang L, Geng W, Chen H et al: Decreased functional connectivity within 
the default-mode network in acute brainstem ischemic stroke. Eur J Radiol, 
2018; 105: 221–26

	16.	 Saia V, Pantoni L: Progressive stroke in pontine infarction. Acta Neurol 
Scand, 2009; 120(4): 213–15

	17.	 Jiang L, Liu J, Wang C et al: Structural alterations in chronic capsular ver-
sus pontine stroke. Radiology, 2017; 285(1): 214–22

	18.	 Tuladhar AM, Snaphaan L, Shumskaya E et al: Default mode network con-
nectivity in stroke patients. PLoS One, 2013; 8(6): e66556

	19.	Buckner RL, Andrews-Hanna JR, Schacter DL: The brain’s default network: 
Anatomy, function, and relevance to disease. Ann NY Acad Sci, 2008; 1124: 
1–38

	20.	 Laird AR, Eickhoff SB, Li K et al: Investigating the functional heterogeneity 
of the default mode network using coordinate-based meta-analytic mod-
eling. J Neurosci, 2009; 29(46): 14496–505

	21.	Mantini D, Vanduffel W: Emerging roles of the brain’s default network. 
Neuroscientist, 2013; 19(1): 76–87

	22.	 Lassalle-Lagadec S, Sibon I et al: Subacute default mode network dysfunc-
tion in the prediction of post-stroke depression severity. Radiology, 2012; 
264(1): 218–24

	23.	Cavanna AE, Trimble MR: The precuneus: A review of its functional anato-
my and behavioural correlates. Brain, 2006; 129(Pt 3): 564–83

	24.	Cavanna AE: The precuneus and consciousness. CNS Spectrums, 2007; 
12(7): 545–52

	25.	 Tsai YH, Yuan R, Huang YC et al: Disruption of brain connectivity in acute 
stroke patients with early impairment in consciousness. Front Psychol, 
2014; 4: 956

	26.	Ding X, Li CY, Wang QS et al: Patterns in default-mode network connectivi-
ty for determining outcomes in cognitive function in acute stroke patients. 
Neuroscience, 2014; 277: 637–46

	27.	 Fassbender C, Murphy K, Foxe JJ et al: A topography of executive functions 
and their interactions revealed by functional magnetic resonance imaging. 
Brain Res Cogn Brain Res, 2004; 20(2): 132–43

	28.	Roe CM, Ances BM, Head D et al: Incident cognitive impairment: longitudi-
nal changes in molecular, structural and cognitive biomarkers. Brain, 2018; 
141(11): 3233–48

	29.	 Eichenbaum H: The hippocampus and declarative memory: Cognitive mech-
anisms and neural codes. Behav Brain Res, 2001; 127(1–2): 199–207

	30.	 Leech R, Sharp DJ: The role of the posterior cingulate cortex in cognition 
and disease. Brain, 2014; 137(Pt 1): 12–32

	31.	Dacosta-Aguayo R, Grana M, Iturria-Medina Y et al: Impairment of function-
al integration of the default mode network correlates with cognitive out-
come at three months after stroke. Hum Brain Mapp, 2015; 36(2): 577–90

	32.	 Favre I, Zeffiro TA, Detante O et al: Upper limb recovery after stroke is as-
sociated with ipsilesional primary motor cortical activity: A meta-analysis. 
Stroke, 2014; 45(4): 1077–83

	33.	Chenji S, Jha S, Lee D et al: Investigating default mode and sensorimo-
tor network connectivity in amyotrophic lateral sclerosis. PLoS One, 2016; 
11(6): e0157443

	34.	Huang YC, Hsu TW, Leong CP et al: Clinical effects and differences in neural 
function connectivity revealed by MRI in subacute hemispheric and brain-
stem infarction patients with dysphagia after swallowing therapy. Front 
Neurosci, 2018; 12: 488

	35.	Azari NP, Binkofski F, Pettigrew KD et al: Enhanced regional cerebral met-
abolic interactions in thalamic circuitry predicts motor recovery in hemi-
paretic stroke. Hum Brain Mapp, 1996; 4(4): 240–53

9592
Indexed in:  [Current Contents/Clinical Medicine]  [SCI Expanded]  [ISI Alerting System]   
[ISI Journals Master List]  [Index Medicus/MEDLINE]  [EMBASE/Excerpta Medica]   
[Chemical Abstracts/CAS]

Chen H. et al.: 
Different patterns of functional connectivity alterations…

© Med Sci Monit, 2019; 25: 9585-9593
CLINICAL RESEARCH

This work is licensed under Creative Common Attribution-
NonCommercial-NoDerivatives 4.0 International (CC BY-NC-ND 4.0)



	 36.	 Zheng X, Sun L, Yin D et al: The plasticity of intrinsic functional connectiv-
ity patterns associated with rehabilitation intervention in chronic stroke 
patients. Neuroradiology, 2016; 58(4): 417–27

	37.	Carter AR, Astafiev SV, Lang CE et al: Resting interhemispheric function-
al magnetic resonance imaging connectivity predicts performance after 
stroke. Ann Neurol, 2010; 67(3): 365–75

	38.	 Park CH, Chang WH, Ohn SH et al: Longitudinal changes of resting-state 
functional connectivity during motor recovery after stroke. Stroke, 2011; 
42(5): 1357–62

	39.	Golestani AM, Tymchuk S, Demchuk A et al: Longitudinal evaluation of rest-
ing-state FMRI after acute stroke with hemiparesis. Neurorehabil Neural 
Repair, 2013; 27(2): 153–63

	40.	Groenewegen HJ: The basal ganglia and motor control. Neural Plast, 2003; 
10(1–2): 107–20

	41.	 Li W, Qin W, Liu H et al: Subregions of the human superior frontal gyrus 
and their connections. Neuroimage, 2013; 78: 46–58

	42.	Alexander GE, Crutcher MD, DeLong MR: Basal ganglia-thalamocortical cir-
cuits: Parallel substrates for motor, oculomotor, “prefrontal” and “limbic” 
functions. Prog Brain Res, 1990; 85: 119–46

	43.	 Zhang J, Meng L, Qin W et al: Structural damage and functional reorgani-
zation in ipsilesional m1 in well-recovered patients with subcortical stroke. 
Stroke, 2014; 45(3): 788–93

	44.	Morecraft RJ, Van Hoesen GW: Cingulate input to the primary and supple-
mentary motor cortices in the rhesus monkey: Evidence for somatotopy in 
areas 24c and 23c. J Comp Neurol, 1992; 322(4): 471–89

	45.	Morgane PJ, Galler JR, Mokler DJ: A review of systems and networks of the 
limbic forebrain/limbic midbrain. Prog Neurobiol, 2005; 75(2): 143–60

	46.	 Sikes RW, Vogt LJ, Vogt BA: Distribution and properties of visceral nocicep-
tive neurons in rabbit cingulate cortex. Pain, 2008; 135(1–2): 160–74

	47.	Kishi M, Sakakibara R, Nagao T et al: Thalamic infarction disrupts spino-
thalamocortical projection to the mid-cingulate cortex and supplementa-
ry motor area. J Neurol Sci, 2009; 281(1–2): 104–7

9593
Indexed in:  [Current Contents/Clinical Medicine]  [SCI Expanded]  [ISI Alerting System]   
[ISI Journals Master List]  [Index Medicus/MEDLINE]  [EMBASE/Excerpta Medica]   
[Chemical Abstracts/CAS]

Chen H. et al.: 
Different patterns of functional connectivity alterations…
© Med Sci Monit, 2019; 25: 9585-9593

CLINICAL RESEARCH

This work is licensed under Creative Common Attribution-
NonCommercial-NoDerivatives 4.0 International (CC BY-NC-ND 4.0)


