
ABSTRACT

يوجد مجموعات مختلفة من الدوائر المعقدة التركيب من الخلايا 
العصبية والكيميائية العصبية التي تعمل على تنظيم السلوكيات 
اضطرابات  الدوائر  في هذه  اختلال  أي  ويولد  الدماغ.  ووظائف 
عصبية وظيفية مثل اضطرابات الحركة، والذاكرة، والاضطرابات 
النفسية، كما قد يؤدي إلى حدوث مرض الصرع وأمراض الألم 
المزمن. تساهم جراحة الأعصاب الوظيفية في استعادة الوظائف 
الطبيعية عن طريق إزالة الخلايا العصبية الغير طبيعية أو تعديل 
وظيفة الدوائر المسببة للاضطرابات العصبية. تعد جراحة تعديل 
الوظائف العصبية حقلًا سريع التطور يصحبه تطورات هائلة في 
مجال التصوير العصبي والتكنولوجيا الحديثة. سوف نناقش في 
هذا البحث التطورات والآفاق الجديدة في مجال الجراحة العصبية 

الوظيفية. 

Different complex neuroanatomical and 
neurochemical circuits regulate a variety of neuronal 
behaviors and brain functions. Any disturbance in 
these circuits can generate functional disorders such 
as movement disorders, epilepsy, pain, memory 
disorders, and psychiatric disorders. Functional 
neurosurgery aims to restore these functions, either 
by removing or isolating the abnormally behaving 
neurons or by modulating the disturbed circuits. 
Neuromodulation is a fast-growing field, powered by 
the recent advances in neuroimaging and technology. 
Here, we discuss recent advances and new horizons in 
functional neurosurgery.
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Surgery may be used to treat functional neurological 
disorders by altering and modulating abnormally 

functioning neuronal circuits and physiological 
activities. There are many clinical indications for 
functional neurosurgery, including movement disorders, 
epilepsy, pain, psychiatric disorders, addiction, memory 
disorders, and other conditions.1 Many brain circuits 
are accessible to functional surgery. Over the evolution 
of functional neurosurgery, techniques for interrogating 
and modulating brain circuits have become preferable 
to ablative or resective surgery. Basic neuroscience 
research has both motivated and benefited from several 
functional surgery techniques that allow the exploration 
of targets deep within the brain. On the other hand, 
advances in functional neuroimaging, technology, and 
neurosciences have had a significant impact on the rapid 
growth of functional neurosurgery. Here, we review the 
evolution and clinical applications of this field.

Historical overview. Functional neurosurgical 
procedures for the management of neurological and 
behavioral disorders were developed prior to the 
introduction of stereotactic frames and surgery. At 
the end of the 19th century, Horsely and colleagues2,3 

performed the first resective procedure to treat 
hyperkinetic movement disorder. Their procedure 
involved the resection of the motor cortex to treat 
athetotic movement. In 1912, the French surgeon, 
Lirche,4 performed cervical rhizotomy to treat 
Parkinsonian tremor. Subsequently, several resection 
procedures have been used to control certain types of 
movement disorders.5,6 Russell Meyers7,8 pioneered 
procedures that target the basal ganglia to treat 
movement disorders. In 1939, he excised part of the 
caudate nucleus to treat Parkinsonism. By the end of 
the 1940s, he had operated on 58 patients with different 
movement disorders and observed improvement in 60% 
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of the cases, although the mortality rate was as high as 
12%.7 The concept of stereotactic surgery arose after the 
introduction of several stereotactic frame apparatuses. In 
1890, the Russian anatomist Zernov9-11 developed a map 
of the human cerebral cortex correlated with the cerebral 
functional areas. Two years later, Altukhov12 further 
refined Zernov’s work in humans. Several investigators 
consider Zernov’s apparatus to be the first stereotactic 
apparatus used in clinical practice,13-17 although some 
Western authors disagree.1 Nevertheless, Zernov’s work 
is considered as one of the most important early works 
in the field of stereotactic surgery. In 1873, Dittmar18 
used a guided probe to approach the medulla oblongata 
in an animal model. Horsely and Clarke19 described 
their stereotactic apparatus in 1908. This apparatus was 
used for animal studies; however, they gave a detailed 
description of the lateral (X), anterior-posterior (Y), 
and craniocaudal (Z) Cartesian coordinates, which 
remain the basis of stereotactic surgery. This work was 
not translated to human applications for several decades 
until Spiegel and Wycis20,21 reported the first stereotactic 
pallidotomy in a patient with Huntington’s disease. The 
procedure was termed “stereoencephalotomy”.20,22 The 
principles used in this procedure were maintained for 
many years by most stereotactic neurosurgeons. In 1948, 
Leksell23 designed the first arc-centered stereotactic 
frame. Subsequently, several different stereotactic 
devices and grids were created by many investigators, 
including Hecaen et al,24 Riechert and Wolff,25 Baily 
and Stein,26 Narabayashi,27,28 Zamorano et al,29 Brown 
and Roberts,30 Laitinen et al,31 and Patil.32 Stereotactic 
frame development led to several different lesioning 
procedures targeting the basal ganglia and the thalamus 
to treat tremor and rigidity, employing a variety of 
surgical techniques and target locations.33-36 The ventral-
posterior globus pallidus internus and motor thalamus 
were found to be the optimal targets for symptom 
control. At that time, ablation methods included 
leucotomy; chemical methods utilizing, for example, 
alcohol and glycerol; and radiofrequency treatment. 
Cooper37 advocated the ligation of the anterior 
choroidal artery to treat Parkinsonism. However, due 
to the high complexity of this procedure, he shifted to 
an ablative procedure using direct alcohol injection into 
the pallidum, which he termed “chemopallidectomy”.38 
It was estimated that 25000 stereotactic procedures had 
been performed by 1965.39 In the 1960s, the significant 
clinical benefit of L-dopa led to a dramatic reduction 
in surgical procedures to treat Parkinson’s disease (PD). 
For almost 2 decades, surgery for movement disorders 
was limited to the treatment of tremor and dystonia. 
In the 1980s, the realization of the limitations and side 
effects of PD medications generated renewed interest 
in ablative procedures for the treatment of PD. On the 
other hand, the detailed descriptions of the thalamic 

nuclei by Hassler et al,40 Macchi and Jones,41 and 
Schaltenbrand and Wahren,42 and of the basal ganglia 
circuits by Delong et al,43 paved the way for new 
therapeutic targets for stereotaxis. Electricity has been 
used for many centuries to treat various neurological and 
behavioral disorders. In the first century AD, electricity 
from the torpedo fish was used to treat epilepsy.44 In 
1803, Aldini used Volta’s device to electrically stimulate 
the body of a hanged criminal.45,46 In 1874, Bartholow47 
electrically stimulated the cerebral cortex during surgical 
removal of a brain abscess. Early observations revealed 
that intraoperative acute stimulation of the thalamus and 
pallidal stimulation reduce tremor.40 This observation, 
in addition to the success of electric stimulation to treat 
pain, established chronic deep brain stimulation (DBS) 
as a legitimate treatment for movement disorders. The 
first application of chronic DBS to treat movement 
disorders was carried out in Russia by Bechtereva et al.48 
They implanted electrodes with external connectors, and 
the patients were required to make recurrent visits over 
the entire stimulation course. Subsequently, Brice and 
McLellan49 used a fully implanted thalamic stimulator to 
treat intention tremor in 2 patients. The clinical efficacy 
of chronic DBS to treat movement disorders has been 
reported by Blond and Siegfried,50 and Benabid et al.51,52 
These reports established a new standard in the field of 
functional neurosurgery for movement disorders, and 
neurostimulation began to replace ablative procedures 
in many centers throughout the world.

Horsley53 performed the first surgical intervention 
for the amelioration of epileptic seizure, carrying out 
cortical resection in a patient suffering from post-
traumatic epilepsy. Cortical resection to treat epilepsy 
has since been performed by several other surgeons.54,55 

After the invention of electroencephalography (EEG) by 
Hans Berger in 1929,56 EEG and electrocorticography 
were used by Penfield and Jasper57,58 to tailor resective 
surgeries for epilepsy. Electrodes were implanted for 
chronic recording of cortical activity to identify the 
epileptic focus. Despite the availability of resective 
surgery, many patients were not candidates for this 
type of therapy, and resective surgery failed to cure 
epilepsy in a significant number of patients who 
underwent this procedure. Thus, several investigators 
were motivated to create alternatives to resective 
surgery to treat more patients with pharmacoresistant 
epilepsy. Cooke and Snider59 reported an arrest of focal 
seizures after stimulation of the cerebellar cortex. In 
1973, Cooper et al60 performed the first trial of chronic 
neurostimulation to treat epilepsy and suggested 
that there was a reduction in seizure frequency after 
subdural cerebellar stimulation. Subsequent researchers 
have carried out stimulation trials targeting several 
deep brain structures including the centromedian 
thalamic nucleus,61-74 anterior thalamus,75-82 caudate 
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nucleus,83-85 subthalamic nucleus,86-92 mammillary 
body,93,94 amygdalohippocampal complex,69,95-107 locus 
ceruleus,108 and, more recently, the mammillothalamic 
tract.109 In addition to the stimulation of cerebral 
structures, the stimulation of peripheral nerves, 
particularly the vagus nerve, has become the most 
widely used neurostimulation strategy to treat epilepsy. 
In 1938, Baily et al110 provided the first evidence that 
the inhibition of the nucleus tractus solitarius (NTS) 
could reduce susceptibility to limbic motor seizures in 
animals. Zabara111 published the first report of vagal 
nerve stimulation (VNS) and its utility in the treatment 
of epilepsy. The first VNS system was implanted in a 
human in November 1988.112 Subsequently, many 
studies have evaluated the efficacy and safety of VNS.113 
Currently, responsive neurostimulation is a top priority 
in epilepsy research. This system provides automated 
real-time seizure detection and delivers stimuli to the 
region of the suspected seizure origin (in a contingent 
or closed-loop system). Osorio et al114 investigated the 
feasibility, safety, and efficacy of the closed-loop system 
with promising results. The VNS is the only electrical 
stimulation treatment method for epilepsy that has 
been approved by the United States Food and Drug 
Administration (FDA). Anterior thalamic stimulation 
was recently recommended for approval by the FDA 
advisory panel.113

Similar to the trend in movement disorder 
surgery, there has been a progressive move toward 
neuromodulation procedures, such as electrical 
stimulation and drug delivery, to treat pain disorders. 
The success and widespread use of DBS therapy led to 
several clinical trials associated with the treatment of 
other disorders including some psychiatric illnesses, 
Alzheimer’s disease, and addiction. Moreover, 
stereotactic radiosurgery has increasingly been used to 
treat several neurological functional disorders such as 

trigeminal neuralgia and tremor. Table 1 summarizes 
the clinical applications of functional neurosurgery. 
In the following sections, we will focus on functional 
neurosurgical and interventional procedures in some 
neurological and behavioral disorders and discuss the 
future directions of this research.

Neuronal networks and the effects of electrical 
neurostimulation. The brain has a functional 
organization that can be represented as a collection of 
circuits. Many circuits are integrated to control certain 
functions. Some of these circuits are responsible for 
motor control, and others control sensory, memory, 
mood, endocrine, and autonomic functions. The recent 
advances in neurosciences and neuroimaging have 
allowed the identification of some brain circuits.43,115-117 
Motor function control by the cortico-striatal-pallidal-
thalamic-cortical (CSPTC) circuits remain the main 
hypothesis and is supported by several animal model 
studies.118 Defects in certain parts of this circuit produce 
movement disorders such as PD. Both direct and 
indirect pathways are organized within the basal ganglia 
circuit (Figure 1). The direct pathway fibers project from 
the putamen and pass monosynaptically through the 
basal ganglia output, the globus pallidus internus (GPi), 
and the substantia nigra (SNr), whereas the indirect 
pathway fibers project multisynaptically through the 
globus pallidus externa (GPe) and subthalamic nucleus 
(STN) and terminate at the GPi and SNr. Fibers from 
both pathways project to the thalamus and therefore 
to the frontal cortex at the precentral motor cortex, 
which sends projecting fibers to the basal ganglia to 
close the circuit loop. It was suggested that the direct 
pathway regulates movement initiation while the 
indirect pathway works as a switch from one action to 
another during movement. In these pathways, gamma-
aminobutyric acid (GABA) is dominant in most fiber 
projections within the deep subcortical structures, 

Table 1 -	 Functional neurosurgery selected clinical applications.

Clinical disorders Functional surgical procedures 

Movement disorders

Epilepsy

Pain

Psychiatric disorders

Addiction
Brain tumors and lesions
Motor function disorders 
(for example, quadriplegia)
Visual and hearing loss
Memory disorders
Cognitive and consciousness 
disorders

Deep brain stimulation and 
neuroablation

Resective, disconnective and 
neuromodulation procedures
Neuroablative procedures and 

neuromodulation
Neuroablative and neuromodulation 

surgeries
Neuromodulation surgery

Stereotactic biopsy procedures
Brain machine interface

Artificial prosthesis implantation
Neuromodulation
Neuromodulation

Figure 1 -	Simplified diagram of the basal ganglia motor circuitry in 
normal state. SNc - substantia nigra pars compacta, GPe 
- globus pallidus externus, STN - subthalamic nucleus, GPi 
- globus pallidus internus, SNr - substantia nigra reticulate
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where it regulates inhibitory mechanisms. The cortico-
basal ganglia and thalamocortical projections are 
glutamatergic and regulate excitation. Within the deep 
subcortical structures, the fibers passing from the STN to 
the GPi and SNr are the only glutamatergic projections. 
Dopaminergic projections to the striatum reduce basal 
ganglia output, which in turn increases the activity of 
the thalamocortical projections. There are 2 types of 
dopamine receptors: inhibitory (D1) and excitatory 
(D2) receptors. Therefore, dopamine can serve as either 
an inhibitory or excitatory signal depending on the type 
of receptor.119

Functional neurosurgical procedures for movement 
disorders target certain sites in the CSPTC circuits. 
These procedures include ablation, neurostimulation, 
gene therapy, cell transplantation, and optogenetics. 
Similar to movement disorders, other neurological and 
psychiatric disorders might be caused by dysfunction in 
certain parts of a network that connect various regions 
of the brain. Surgical intervention in a component 
of any disorder-specific network can alter the clinical 
features of the disorder at a therapeutic level. Deep 
brain stimulation involves the delivery of a reversible 
and adjustable electrical volume into a specific deeply 
located neuronal tissue. In contrast, stereotactic 
lesioning or ablation destroys neuronal tissue in a given 
network. Despite the extensive clinical use of DBS, the 
mechanism underlying its efficacy remains unclear.120 
The effects of high-frequency electrical stimulation 
are similar to those of a lesion, thereby enabling this 
technique to exert an inhibitory effect on the neural 
network by inhibiting membrane action potentials or 
by blocking neurotransmission in the STN.121 The DBS 
can also increase the release of neurotransmitters such as 
glutamate in the STN and dopamine in the GPi.122 In 
general, the most robust hypothesis postulates that DBS 
serves as a regulatory mechanism by inhibiting neurons 
and activating axons in motor circuits.123,124 The same 
hypothesis might be applied for other disorders like 
epilepsy, psychiatric disorders, and chronic pain. In 
epilepsy, the electrical stimulation of certain neuronal 
targets can modulate epileptic activities.113 This 
antiepileptic modulatory effect might be related to 
a release of inhibitory neurotransmitters or to direct 
neuronal inhibition that can induce sodium channel 
failure and block depolarization.98 In pain therapy, 
electric stimulation either exerts therapeutic effects by 
releasing opioids, as suggested by some investigators, 
or modulates several descending systems to reduce 
pain.125,126 However, the effect of electric stimulation on 
pain is site-dependent. The effect of DBS or ablative 
procedures on psychiatric disorders was suggested to 
be based on the modulation of certain frontal lobe 
circuits.127 These circuits can be divided into several 

groups: dorsolateral circuits that project from the 
dorsolateral frontal lobe to the caudate head and medial 
putamen, orbitofrontal circuits that project from the 
inferolateral prefrontal cortex to the caudate and nucleus 
accumbens, and an anterior cingulate circuit that 
originates from the anterior cingulate and extends to 
the ventromedial striatum.127 Despite several hypotheses 
that might explain the mechanism of neurostimulation, 
the exact effect of neurostimulation remains unknown. 
However, neurostimulation remains a potent therapy 
for many functional neurological disorders.

Stereotactic DBS implantation and lesioning 
surgery. In this section, we will discuss the common 
targets of movement disorder surgery as an example of 
a stereotactic surgical procedure. Stereotaxy is defined 
as the location of points within the brain using an 
external, 3-dimensional frame of reference based on 
the Cartesian coordinate system. Stereotactic surgery 
is based on the identification of internal anatomical 
landmarks. The anterior (AC) and posterior (PC) 
commissure are the usual internal landmarks that can 
be identified by reference to an X, Y, and Z coordinate 
system provided by a stereotactic frame fixed on the 
patient’s head (Figure 2b). With respect to the AC-
PC distance and mid-commissural point (MCP), 
anatomical targets such as the STN, GPi, and ventralis 
intermedius (VIM) can be localized indirectly. The X, 
Y, and Z coordinates of these targets are calculated with 
respect to the intercommissural plane (IC) and MCP. If 
the target cannot be localized with respect to the MCP, 
direct visual identification or other internal anatomical 
landmarks may be used, for example, in cases where the 
subcallosal cingulate gyrus (including Brodmann area 
25) is targeted to treat depression. The procedure usually 
starts with frame placement on the skull. Different 
groups use various types of frames. In our institution, 
we use a Leksell series G frame (©Elekta Instrument 
AB, Stockholm, Sweden). It is important to avoid 
misalignment of the frame during placement. Frame 
placement is facilitated by the use of earplugs that can 
help minimize lateral tilt (roll) or rotation (yaw). The 
anteroposterior axis of the frame is angled such that it is 
parallel to the AC-PC axis, generally using an external 
landmark like a line drawn between the inferior orbital 
rim and external auditory canal, which is approximately 
parallel to the AC-PC plane.128 Next, the frame is fixed 
to the skull using pins under local anesthesia, sometimes 
in addition to intravenous sedation. If earplugs are used 
to facilitate frame placement, they should be carefully 
removed prior to tightening the frame pins to minimize 
pain in the external ear canal. A MRI or CT localizer 
is applied on the frame (Figure 2a). Many centers 
use MRI to identify the AC-PC and other internal 
anatomical landmarks for targeting. Some centers fuse 
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CT scans obtained with the frame with the preoperative 
MRI. Ventriculography was used in the past, but 
was eventually replaced by CT and MRI.124 Surgical 
planning software is helpful to correct misalignments of 
the frame, identify a cortical entry point that will avoid 
the sulci and ventricle, and aid in target localization 
(Figures 3a-d). This software is used as an adjunct to the 
frame-based stereotactic method, and some programs 
can fuse patient images and even apply a deformable 
brain atlas to the images. Many centers use MRI for 
stereotactic targeting. T1-weighted, volumetric imaging 
of the whole brain, inversion recovery, and T2-weighted 
axial sequences are the most commonly used in practice. 
The MRI with gadolinium as a contrast agent is useful 
to delineate the cortical and subcortical vessels so 
these structures can be avoided during electrode entry 
and trajectory. Table 2 summarizes the X, Y, and Z 
stereotactic anatomic coordinates of selected targets. 
The STN can be targeted based on the red nucleus 
(RN); the STN is located 3 mm lateral to the lateral RN 
border (x coordinate), and the anterior RN border serves 
as the y coordinate. The z coordinate is 2 mm below the 
upper RN border.129 Several authors have used other 
methods to refine image-based targeting because AC-
PC coordinate-based targeting is not always sufficient 
to accurately locate the STN and other targets.124 In 
general, the overall accuracy of frame-based stereotactic 
targeting using CT is approximately 1.5 mm.130

Most surgeries are performed under local anesthesia, 
although in certain cases such as pediatric and some 
dystonia cases general anesthesia is used. Local 

Figure 2 -	Intraoperative photographs depicting: a) demonstrating the 
Leksell frame (right) and MRI localizer (left). b) Leksell frame 
and MRI localizer applied on the patients head. c) Local 
anesthesia infiltration at the marked skin opening site.

Figure 3 -	MRI based stereotactic STN targeting showing: a) An MRI 
obtained with the Leksell frame showing the localizer markers. 
b) Demonstrates the relationship between the tentative STN 
stereotactic target and AC-PC plane using StealthStation® 
planning station (Medtronic Inc., Minneapolis, MN, USA). c) 
Trajectory planned to avoid ventricle. d) Planned STN tentative 
location in relation to red nucleus. e) STN microelectrode 
recording firing characteristics. STN - subthalamic nucleus

Table 2 -	 Commonly used stereotactic coordinates of selected targets for 
DBS.

Target X Y Z

STN

GPi

Vim

Vc

PVG

AN

11-13 mm lateral 
to midline

19-21 mm lateral 
to midline

11-12 mm lateral 
to the third 

ventricular wall
12-13 mm from 
midline for facial 
pain, 14-15 mm 
for upper limb 

pain, 16-17 mm 
for lower limb 

pain
2 mm lateral to 
the medial third 

ventricle wall
6 mm lateral to 

MCP

3-4 mm posterior 
to MCP

2-3 mm anterior 
to MCP

6-7 mm posterior 
to MCP

2-3 mm anterior 
to PC

2-3 mm anterior 
to PC

8 mm anterior 
to PC

4-5 mm below 
AC-PC plane
4-5 mm below 
AC-PC plane

At AC-PC plane

At AC-PC plane

At the level of 
AC-PC plane

12 mm above 
AC-PC plane

STN - subthalamic nucleus, GPi - globus pallidus internus, Vim 
- Ventralis intermedius, Vc - ventralis caudalis, PVG - periventricular 

gray, AN - anterior thalamic, PC - posterior commissure, 
MCP - mid commissural point, AC - anterior commissure

a b

c

a

b c

d

e



21Neurosciences 2012; Vol. 17 (1) 

Functional neurosurgery ... Al-Otaibi & Al-Khairallah

anesthesia allows the optimal neurophysiological 
exploration of some targets, such as the STN and VIM. 
In addition, it allows the assessment of intraoperative 
clinical response to stimulation. In the case of PD, anti-
Parkinsonian medications are usually discontinued the 
night before surgery to allow better assessment of the 
clinical response to intraoperative stimulation. During 
the procedure, the Leksell frame base is attached to the 
operating table. The skin opening is typically anterior 
to the coronal suture and lateral to the midline by at 
least 2 cm and is made after the skin has been infiltrated 
with local anesthesia. A burr hole is placed either at the 
planned cortical entry point or in a standard location 
(one cm anterior to the coronal suture and 2 cm lateral 
to the midline). All targets are initially localized using 
a stereotactic anatomic method. Neurophysiological 
verification is useful to refine the final position of the 
DBS lead or lesion. This neurophysiological monitoring 
includes microelectrode recording (MER), semi-MER, 
and macrostimulation. While MER is deemed essential 
by many groups,124 other groups argue that MER is not 
necessary in functional stereotactic neurosurgery.131,132 
Nevertheless, there are limitations to pure anatomical 
targeting such as stereotactic system accuracy, 
intraoperative brain shift, image distortion, and poor 
visualization of the target. We prefer to utilize MER 
with the patient awake in the majority of cases, followed 
by DBS lead stimulation as the final step. In 3 cases, we 
used dexmedetomidine (Precedex) for sedation, which 
did not affect MER, although we noticed more pulse 
artifacts during 2 of these procedures (unpublished 
data). The most common MER method involves the 
recording of a single unit using high-impedance (0.2-
0.6 mohm) microelectrodes. Electrodes are typically 
made of tungsten or platinum-iridium and are approved 
by the United States FDA. Each target has a special 
firing rate and pattern in addition to the specific firing 
pattern of the audible noise. In general, MER allows 
the mapping of the target borders and anatomical 
boundaries. A detailed knowledge of each target and 
its surrounding anatomy is crucial. As an example, 
MER for STN targeting starts 10 mm above the STN 
and usually begins with a recording of thalamic nuclei 
firing. The thalamic nuclei (nucleus reticularis [Rt], 
ventralis oralis anterior and posterior [Voa and Vop]) 
are characterized by a slow firing rate (bursting cells 
firing at a rate around 15 Hz and irregular tonic firing at 
around 28 Hz). Below the thalamus are the zona incerta 
(ZI) and the fields of Forel, which are characterized by a 
decrease in background activity; some bursting cells can 
be found in this area. Entry into the STN is indicated 
by an increase in background noise and firing rate 
with high-amplitude, irregular spikes (Figure 3e). The 
dorsolateral STN neurons respond to passive and active 

limb movements; tremor cells can be identified as well. 
The STN exit is indicated by the absence of background 
activity. The distance between the lower border of the 
STN and the upper border of the SNr is usually less 
than 3 mm. The SNr fires at a rate of 50-70 Hz with a 
more regular pattern. Microstimulation of the recording 
electrode can induce the inhibition of SNr activities, 
which is not true of the STN.133 The final DBS distal 
electrode contact is usually placed at the lower end of 
the STN or upper end of the SNr.

The MER during GPi targeting is used to identify the 
globus pallidus externus (GPe) and GPi. After passing 
the GPi, the optic tract is identified. Stimulation at 
low intensity can evoke phosphenes, flashing lights in 
the contralateral visual field. The GPi usually fires in 
high-frequency discharges, typically around 60-90 Hz. 
The GPi firing rate in dystonic patients may be lower 
than that in patients with PD.134 The sensorimotor 
neurons of the GPi can be either inhibited or excited 
by limb and orofacial movements. Tremor cells can be 
identified on some occasions. The internal capsule can 
be encountered medial or posterior to the GPi. The final 
DBS distal contact is placed one mm above the optic 
tract and 3 mm anterior to the internal capsule. Incases 
of pallidotomy, the lesion is usually placed 2 mm above 
the optic tract. The MER for Vim is used to identify the 
motor and sensory thalamus. The sensory nucleus can 
be easily identified during MER due to its somatotopic 
representation. Tactile stimulation can evoke responses 
from sensory nucleus neurons. Therefore, neurons 
that respond to movements (kinesthetic responses) 
can be identified. Tremor cells may be recorded, and 
the stimulation of these cells usually induces tremor 
reduction or arrest. The DBS electrode is placed 3 mm 
anterior to the sensory nucleus and Vim border, which 
is the same location that is targeted for lesioning.

Macrostimulation is an important step that precedes 
DBS electrode implantation. The most commonly used 
electrodes have 4 contacts, each with a diameter of 1.27 
mm and a height of 1.5 mm. Two common models are 
based on contact separation: the 3389 model that has an 
intercontact distance of 0.5 mm, and the 3387 model 
that has an intercontact distance of 1.5 mm (Medtronic, 
Minneapolis, MN, USA). Other manufacturers have 
designed a 4-contact electrode with similar contact 
spacing. These electrodes feature “active tip” technology 
and a diameter of 1.4 mm (St. Jude Medical Inc, St. Paul, 
MN, USA) (Figure 4). In general, the DBS electrode is 
implanted with the guidance of a fluoroscope to verify 
its location and to rule out any deviation (Figure 4). 
Microlesional effects can induce improvement in tremor 
and PD rigidity and bradykinesia, but this is rarely seen 
in cases of dystonia. The DBS electrode is stimulated 
using an external stimulator, and the same stimulation 
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parameters used in clinical settings (frequency of 
130 Hz, pulse width of 90ms, and amplitude of 1-5 
V). The common clinical effects that occur following 
macrostimulation or chronic DBS stimulation in various 
locations are summarized in Table 3. After the DBS 
electrodes are implanted, the internal pulse generator 
(IPG) and its extension leads can be implanted during 
either the same procedure or a subsequent procedure 
(Figure 5). This is carried out under general anesthesia 
with the patient in the supine position with his/her 
head turned contralaterally. The IPG is usually placed 
in the infraclavicular area, approximately 2 cm below 
the clavicle and 3 cm from the lateral manubrial border. 
Depending on the thickness of the skin and subcutaneous 

tissue, the IPG is placed either subcutaneously or 
under the pectoralis muscle fascia (Figure 5). In the 
case of lesioning, stimulation is performed using the 
radiofrequency lesioning electrode while watching for 
side effects or benefits. This is followed by increasing the 
temperature of the electrode tip to 45°C to test for any 
adverse events; any temperature above 45°C can cause 
permanent tissue damage. Then, the lesion is induced 
by steadily increasing the temperature from 60 to 90°C 
over 60 seconds. The lesion can be shaped according to 
the target volume by applying multiple lesions. 

There is significant variability in DBS surgical 
techniques and approaches related to surgeon preference 
as well as the surgical system and instrument settings. 

Figure 4 -	Radiographs and photographs showing: a) Fluoroscopy 
localization of DBS electrode implantation. b) X-ray lateral 
view post implantation of bilateral STN-DBS electrodes. c) 
Demonstrates DBS electrode with “active tip” technology 
from St Jude medical (St. Jude Medical, Inc., St Paul, MN, 
USA). d) Computerized tomography demonstrating bilateral 
STN DBS electrodes. DBS - deep brain stimulation, STN - 
subthalamic nucleus

Table 3 -	 Correlation between stimulation induced clinical effects and 
the likely electrode sites in selected DBS targets.

Target Electrode sites Stimulation induced 
clinical effects

STN

Vim

GPi

Posteriorly or medially 
located electrode 

Lateral or anteriorly located 
electrode 

Medial and anteriorly 
located electrode

Potentially too deep or 
medial electrode location

Electrode location is above 
or too anterior to the STN

STN location

Posteriorly located electrode 

Laterally located electrode 

Electrode location is above 
or too anterior to the Vim

Deep location 

Posterior or medially located 
electrode 

Electrode location is above 
or too anterior or lateral to 

the GPi

Persistent paresthesia at 
low amplitude (stimulation 
spread to medial lemniscus

Tonic contraction and 
dysarthria at low stimulation 
amplitude (internal capsule 

stimulation effect)
Diplopia (oculomotor effect)

Adverse effect on mood

Absence of adverse effect and 
benefit

Dyskinesia

Persistent paresthesia at low 
amplitude

Dysarthria or tonic 
contraction (internal capsule 

stimulation effect)
Absence of adverse effect and 

benefit

Visual response (namely, 
phoshenes) (stimulation 

spread to optic tract)
Dysarthria or tonic 

contraction (internal capsule 
stimulation effect)

Absence of adverse effect and 
benefit

STN - subthalamic nucleus, Vim - ventral intermediate, 
GPi - globus pallidus internus, DBS - deep brain stimulation

Figure 5 -	Intraoperative photograph showing: a) Parietal skin opening for connecting DBS electrodes with the extension leads. The right side is covered 
with a white radiopaque sleeve. b) Subpectoralis fascia created pocket for internal pulse generator implantation. DBS - deep brain stimulation

a b

c

a b

d
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There is no consensus regarding the best surgical 
approach for DBS due to the lack of randomized studies 
comparing these approaches. Complications from the 
DBS procedure include infection, which has been 
reported to occur in 1-15% of cases in several reports.124 
However, most studies report an infection rate of less 
than 5%. The most common site of infection is the IPG 
site. Antibiotic treatment may be sufficient when the 
infection is superficial. In many cases of IPG infection, 
the removal of the IPG and extension leads is sufficient 
to treat the infection, and the intracranial DBS lead does 
not need to be removed. There is only one case report 
of DBS infection-related brain abscess.135 Intracranial 
hemorrhage occurs in around 3.4% of DBS cases, in 
contrast to 15.8% of lesioning cases.136 However, some 
reports indicate no difference between bleeding rates 
in lesioning and DBS procedures.137 Hypertension 
was found to be a risk factor for intracranial bleeding 
during this procedure.138 The risk of GPi hemorrhage 
was found to be greater than that of STN hemorrhage 
(9.8 and 2.9%).139 Hardware-related complications 
include lead migration, DBS lead fracture, skin erosion, 
pain at the IPG site, and malfunction of the IPG. Other 
complications may be induced by stimulation such as 
speech disturbance, balance problems, ocular symptoms, 
and the internal capsule stimulation effect. These can 
usually be reversed by adjusting the DBS program. 
Dyskinesia is usually a self-limiting adverse effect and 
suggests a good placement of the DBS lead. If a significant 
adverse stimulation effect limits the benefits of DBS, 
the location of the lead should be verified and adjusted 
accordingly. Adverse neuropsychiatric effects can occur 
after implantation and before chronic stimulation. These 
include a state of confusion after STN DBS, which is 
usually transient.139 Other neuropsychiatric disorders 
include hypomania, which was reported to occur in 
4-15% of patients, and depression, which was found 
in 1.5-25% of patients.124 These adverse effects are 
usually resolved after DBS program adjustment. Other 
complications include seizure, which was reported to 
occur in 3.1% of cases.140

Clinical applications of functional neurosurgery. 
In this section, we will examine the main indications 
for functional surgery in clinical practice. Each clinical 
disorder will be discussed briefly, and the main outcomes 
of surgical intervention will be explored. However, 
detailed discussions of disease pathophysiology are 
outside the scope of this review.

Movement disorders. The main targets of movement 
disorder treatment are the STN, GPi, and Vim. The 
main movement disorders treated are PD, dystonia, and 
essential tremor. Parkinson’s disease affects 1-3% of all 
people over the age of 65 and is considered the second 
most common neurodegenerative disease. Despite 

medical therapy, 28% of PD patients suffer from 
disabling motor symptoms that include bradykinesia, 
rigidity, tremor, and gait instability. Fluctuation in 
motor symptoms usually indicates the failure of medical 
therapy to control PD symptoms. The selection process 
for DBS or lesioning therapy is a crucial step in PD 
management. The usual inclusion criteria include: 1) 
confirmed diagnosis of idiopathic PD; 2) significant PD 
symptoms with a severity of motor symptoms (while 
unmedicated) of >30/108 using the Unified Parkinson’s 
Disease Rating Scale (UPDRS) part III; and 3) good 
motor symptom response to the levodopa challenge test, 
indicated by a >30% reduction in UPDRS part III scores. 
Overall, surgery controls symptoms of the extremities, 
in contrast to axial symptoms like speech, gait, and 
swallowing. The most common contraindications 
to surgery include dementia, concomitant medical 
problems that preclude safe surgery, extensive brain 
atrophy, and uncontrolled psychiatric disease. 

Currently, the STN is the most frequent target of 
DBS to treat PD. A meta-analysis of the literature from 
1993 to 2004 showed that the overall improvement 
in off-medication UPDRS part III scores after STN 
DBS was around 52%.141 Levodopa dose reduction was 
between 50-60%, which should lead to improvement 
in levodopa-induced dyskinesia.142 Many authors have 
reported long-term sustained benefits of STN DBS.124,142 
The GPi DBS also effectively controls PD symptoms, 
especially dyskinesia.143 A randomized multicenter study 
showed no significant differences between STN and 
GPi DBS in controlling PD motor symptoms over 24 
months.144 The Vim DBS is limited to the treatment of 
PD. Tremor-predominant PD can be controlled by Vim 
DBS, but other symptoms like rigidity, bradykinesia, 
and dyskinesia are not alleviated. Pedunculopontine 
nucleus (PPN) DBS was found to decrease repeated 
falls in PD patients.145 However, it does not control 
other symptoms. Combined STN and PPN stimulation 
did not improve overall motor scores.145 Other groups 
benefitted from combined caudal zona incerta and PPN 
DBS to control axial symptoms in PD.146 Overall, STN 
DBS remains the routine surgical therapy to treat PD 
symptoms in many centers worldwide.

The DBS therapy offers a therapeutic benefit for 
some patients with dystonia who are intractable to 
other treatment modalities such as medication and 
botulinum toxin injection. The DBS usually benefits 
patients with primary dystonia.147 Patients with a 
DYT1 gene mutation respond better to DBS.124 In 
contrast, secondary dystonia does not respond well to 
DBS.124 The improvement in primary dystonia after 
bilateral GPi DBS was reported to be around 70% in 
one study.148 Another multicenter report showed a 55% 
improvement in dystonia after one year of bilateral 
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GPi stimulation.149 Cervical dystonia was found to 
improve by 60% at the 20-month follow-up.150 The 
improvement in dystonia after DBS is delayed relative 
to improvements in PD and tremor. In addition to the 
aforementioned adverse effects of DBS, hypokinetic 
gait disorders with gait freezing can be induced by GPi 
DBS.151 In a few reports, STN DBS resulted in dystonia 
improvement.152 At present, the safety and effectiveness 
of bilateral GPi DBS in treating dystonia has limited 
the lesioning procedure to selected cases.

Different types of tremor such as essential tremor, 
cerebellar tremor, multiple sclerosis-related tremor, 
and tremor related to traumatic brain injury can be 
alleviated by Vim DBS. Tremor-predominant PD is 
also controlled by Vim DBS. In a series of 32 patients 
with essential tremor or PD-related tremor, 88% of 
the implanted electrodes induced significant tremor 
control.124 Overall tremor improvement was found to 
be better following Vim DBS compared to lesioning 
(thalamotomy).153 Multiple sclerosis distal tremor also 
responds to Vim DBS, and proximal tremor was found 
to respond better to zona incerta DBS.154

In 1997, Vim DBS received FDA approval for 
therapeutic use in the treatment of PD tremor and 
essential tremor. Subsequently, STN and GPi DBS 
were approved for PD in 2002. A Humanitarian Device 
exemption from the FDA was given to GPi and STN 
DBS for the treatment of dystonia. So far, more than 
40,000 patients worldwide have received DBS therapy 
for movement disorders, mainly PD. Currently, there is 
strong evidence for the effectiveness of this therapy for 
movement disorders, which has created interest in its 
application to other clinical disorders.

Epilepsy. Resective and disconnective surgery to treat 
medically-resistant epilepsy has been well established 
over many years. However, many patients are not 
candidates for this kind of functional surgery or have 
failed to respond to resective surgery. Neuromodulation 
offers hope for these patients.113 Neurostimulation of the 
peripheral or central nervous system has been proposed 
to treat epilepsy. This method has several potential 
advantages over resective surgery. For example, it is 
reversible and adjustable, multiple epileptic foci can be 
influenced by the stimulation of one target, and foci 
that cannot be safely removed can be stimulated. Several 
targets have been electrically stimulated, including the 
cerebellum, thalamus, subthalamus, hypothalamus, 
cortex, hippocampus, vagus nerve, and trigeminal 
nerve.113 Recently, a pivotal multicenter, randomized, 
and blinded trial was conducted (SANTE, or Stimulation 
of the Anterior Nucleus of Thalamus for Epilepsy).155 
The patients in this study had medically intractable 
partial or secondarily generalized seizures and were not 
amenable to resective surgery. Data were collected from 

110 patients in 17 US centers. All patients continued 
to receive antiepileptic medication during the trials. 
Within the first 3 months, only half of the patients 
received active stimulation. Thereafter, all patients were 
made “active” and were followed for a minimum of 
13 months. During the blinded “on/off” evaluation, 
the reduction of seizure frequency was significantly 
greater in patients who received stimulation (40.4% 
versus 14.5%). At the long-term follow-up, 54% of 
patients had a ≥50% reduction in seizure frequency. Of 
the 81 patients who completed 2 years of follow-up, 
13 had a ≥90% reduction in seizure frequency. A total 
of 13% of patients became seizure-free for at least 6 
months. Among the patients in the study, 49 (44.5%) 
had undergone previous VNS implantation with no 
benefit. 

Responsive neurostimulation (closed-loop) systems 
are currently undergoing an efficacy assessment.156,157 

These systems deliver stimulation in response to 
specific cues or commands detected by afferent sensors. 
The current results are promising; however, further 
investigation is needed to optimize detection algorithms 
and stimulation parameters. The FDA has approved 
vagus nerve stimulation for epilepsy treatment, and 
an FDA advisory panel recently recommended the 
approval of anterior thalamic stimulation. Other 
neuromodulation strategies under investigation include 
brain cooling, gene therapy, neuronal tissue transplant, 
transcranial magnetic stimulation, and drug delivery.

Pain. Several functional procedures have been 
employed to treat various medication-resistant pain 
disorders. These include neuroablative procedures such as 
dorsal root entry zone lesions, cordotomy, commissural 
myelotomy, hypophysectomy, and thalamotomy. 
In addition, facial pain remains a prime indication 
for neuroablative procedures. Several procedures 
have been employed for the treatment of other types 
of craniofacial pain and other pain disorders in the 
past. For example, the first functional neurosurgical 
procedure used to treat trigeminal neuralgia was 
open-surgery gasserian ganglionectomy, but this was 
subsequently replaced by percutaneous procedures 
and microvascular decompression.158 More recently, 
stereotactic radiosurgery has been used to treat trigeminal 
neuralgia.159 In general, the main indications for surgery 
are medically-resistant neuropathic pain or nociceptive 
pain. Currently, neuroablative procedures have been 
largely replaced by neuromodulation. The modulation 
of pain generation and transmission at different levels 
of the pain pathway is considered the major goal of 
current and new procedures. Neurostimulation has 
been used to treat pain for the last 4 decades.1 The DBS 
targets for pain syndrome treatment include the sensory 
thalamus and periaqueductal (PAG) and periventricular 
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(PVG) grey matter.160 The overall response rate to DBS 
is only around 50-60%.1,160,161 So far, more than 1300 
patients have received DBS for pain management.162 
Motor cortex stimulation for the treatment of refractory 
pain was pioneered by Tsubokawa et al.163 This method 
was shown to be more effective for neuropathic 
facial pain than for other pain syndromes.164 Spinal 
cord stimulation has also been used to control 
several neuropathic pain syndromes with sustained 
effectiveness.165 In addition to neurostimulation, 
transcranial magnetic stimulation to treat pain is under 
investigation.166 Radiosurgical hypophysectomy might 
also be useful to treat certain pain syndromes, especially 
cancer-related pain.167 Drug delivery is another method 
of alleviating pain, and intrathecal drug delivery is the 
most commonly used method. This type of therapy is 
usually recommended for cancer pain.168 Overall, several 
procedures can be employed for pain management. To 
date, neuromodulation is a major treatment strategy 
for different pain syndromes, although neuroablative 
procedures are still employed for certain pain disorders.

Psychiatric disorders. The history of psychosurgery is 
littered with controversy. In 1888, Burckhardt performed 
bilateral multiple resections of different lobes to treat 
psychiatric illness.169 Subsequently, Moniz and Lima 
introduced the prefrontal leucotomy.170 Freeman and 
Watts employed prefrontal lobotomy and transorbital 
lobotomy to treat different psychiatric illnesses.171 
Prior to the mid-1950s, around 20,000 lobotomy 
procedures were performed in the United States of 
America.171 Due to the abuse of this procedure and the 
introduction of new psychiatric medications, surgery 
for psychiatric illness declined significantly. Since then, 
other neuroablative procedures have been introduced, 
including anterior cingulotomy, anterior capsulotomy, 
limbic leucotomy, and subcaudate tractotomy.172 The 
success of DBS in movement disorders opened the door 
for other applications, including psychosurgery. Several 
trials have shown promising results. Anterior capsule 
stimulation for the treatment of obsessive-compulsive 
disorder was introduced in 1999. Subsequently, DBS 
of the subcallosal cingulate gyrus for the treatment 
of medically-resistant depression was employed in 
2005.173-175 Other targets for DBS include the nucleus 
accumbens, inferior thalamic peduncle, amygdala, 
septal area, habenula, and posteromedial hypothalamus. 
Vagus nerve stimulation is currently approved by the 
FDA to treat medically-resistant depression, but the 
clinical response has not been promising and may 
represent little more than a placebo effect.176 Data 
from the most recent clinical trials support the efficacy 
of modern psychosurgery to control the symptoms of 
some psychiatric illnesses. The main aim of this surgery 
is to modulate the dysfunctional brain circuits that are 

responsible for the psychiatric disorder and restore their 
function.

Memory and cognitive disorders. Advances in 
neuroimaging have improved our understanding of 
memory and cognitive function. Dysfunction in memory 
circuits can be recognized using functional imaging 
methods such as positron emission tomography (PET) 
and functional MRI (fMRI). In 2008, the Lozano group 
from Toronto reported that DBS of the hypothalamus 
and fornix could modulate memory circuitry.177 
Subsequently, the same group conducted a clinical trial 
of bilateral fornix DBS in 6 patients with Alzheimer’s 
disease.178 The study was based on an open-label analysis 
of the clinical results over 12 months of continuous 
stimulation. They demonstrated some improvement on 
the Alzheimer’s disease assessment scale and a slowing 
of the cognitive decline rate. Biological effects were 
investigated using PET scans, which demonstrated 
that stimulation was able to reverse glucose metabolism 
abnormalities. Moreover, the safety and reversibility of 
DBS were explored. Overall, this study paved the way 
for future clinical trials to compare DBS to medical 
therapy in a double-blind fashion. This type of therapy 
may be promising for millions of patients worldwide.

Other clinical applications of functional 
neurosurgery. Functional neurosurgery has been used 
to treat many disorders in addition to those described 
above. For example, cluster headache was successfully 
treated with ipsilateral posterior hypothalamus 
stimulation.179,180 Deep brain stimulation has been used 
to treat addiction by stimulating the nucleus accumbens 
and was successful in controlling alcohol, nicotine, and 
heroin addiction.181,182 The application of central thalamic 
DBS to improve cognitive function and consciousness 
in patients with a severe head injury and in a vegetative 
state showed that stimulation can promote functional 
recovery.183,184 Phrenic nerve stimulation has been used 
to treat hypoventilation disorders in selected patients. 
It is estimated that more than 2500 diaphragmatic 
pacings have been performed worldwide.185 Other 
applications of functional neurosurgery are found in the 
development of visual prosthesis186 and brain-machine 
interfaces.187

Future directions. Functional neurosurgery is a 
progressive field in many respects. This field has been 
supported by advancements in many technologies and 
the development of neuroimaging techniques. Basic 
science research has also gained significantly from 
many functional surgical techniques that have been 
used to explore different areas within the brain. The 
path toward a better understanding and exploration 
of many brain circuits and functions has been paved 
by functional neurosurgery, and these techniques will 
remain at the forefront of future research.1,188-191 In the 
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near future, the development of steering DBS electrodes 
will enhance programming processes and might 
improve clinical benefits by controlling the volume 
of tissue that is activated by electrical stimulation.192 
The current development of robotic surgery, frameless 
DBS implantation, and real-time MRI-guided 
surgery will enhance and facilitate many functional 
neurosurgical procedures.193,194 Recently, a rechargeable 
IPG has overcome the need for repeated surgery for 
IPG replacement; manufacturers might someday be 
able to provide a small IPG that can be placed on the 
skull. Other advancements have been made in remote 
programming and monitoring systems that are able 
to interrogate and program the IPG through a special 
wireless network.

Optogenetics, which utilize light stimulation to 
interrogate brain circuits, will undoubtedly generate 
more discoveries in neuroscience.195 Optical stimulation 
might replace electrical stimulation in the future, 
although many current limitations of this technology 
will need to be resolved. Advances in stereotactic 
radiosurgery might enable its clinical application to 
more neurological functional disorders (Figure 6).196 
High-intensity focused ultrasound gained more interest 
recently and was used recently in a clinical trial to treat 
functional disorders.197 The stereotactic delivery of gene 
therapies or neuronal tissue transplants to treat a variety 
of neurological disorders have shown promising results 
that should motivate further research in this field.198 
At present, there is plenty of room for improvement 
in functional neurosurgery, and many new tools and 
applications are on the horizon.

In conclusion, the rapid growth of the field of 
functional neurosurgery has been enhanced and powered 
by advances in technology, structural and functional 
neuroimaging, and neuroscience. A better description 
of the pathological mechanisms of various neurological 
disorders will enable more precise interventions and a 
better understanding of the biological effects of various 
treatment modalities and therapeutic technologies.

Acknowledgment. We would like to thank Monirah Albloushi, 
RN, MSN for her great help in preparing this manuscript and for the 
Arabic translation of the abstract.

References

  1.	 Gildenberg P, Krauss, J. History of Stereotactic Surgery. In: 
Lozano A, Gildenberg P, Tasker, R, editors. Textbook of 
Stereotactic and Functional Neurosurgery. Berlin, Hiedelberg 
(DE): Springer; 2009. p. 3-33.

  2.	 Horsely V. Remarks on the Surgery of the Central Nervous 
System. Brit Med J 1890; 2: 1286-1292.

  3.	 Horsely V. The Linacre Lecture on the function of the so-called 
motor area of the brain: Delivered to the Master and Fellows 
of St. John’s College, Cambridge, May 6th, 1909. Brit Med J 
1909; 2: 125-132.

  4.	 Speelman J, Bosch DA. Resurgence of functional neurosurgery 
for Parkinson’s disease: a historical perspective. Mov Disord 
1998; 13: 582-588.

  5.	 Bucy PC, Case TJ. Physiologic mechanism and abolition by 
surgical means. Arch Neurol Psychiatry 1939; 41: 721-746.

  6.	 Putnam T. Paralysis agitans and athetosis. Manifestations and 
methods of treatment. Arch Neurol Psychiatry 1940; 43: 170-
171.

  7.	 Meyers R. Surgical experiments in the therapy of certain 
‘extrapyramidal’ diseases: a current evaluation. Acta Psychiatr 
Neurol Suppl 1951; 67: 1-42.

  8.	 Meyers R. The surgery of the hyperkinetic disorders. In: Vinken 
PJ, Bruyn GW, editors. Handbook of Clinical Neurology. 
Amsterdam (NL): North Holland Publishers; 1968. p. 844-
878.

  9.	 Zernov D. L’encephalometre. Rev Gen Clin Ther 1890; 19: 
302.

10.	 Kandel EI, Schavinsky YV. Stereotaxic apparatus and operations 
in Russia in the 19th century. J Neurosurg 1972; 37: 407-411.

11.	 Zernov D. Encephalometer. Device for estimation of parts of 
brain in human ( Russian). Proc Soc Physicomed Moscow Univ 
1889; 2: 70-80.

12.	 Altukhov N. Encephalometric investigations of the brain relative 
to the sex, age and skull indexes. Moscow (RU): Izdatelstvo 
Moscovskogo Universiteta; 1891. 

13.	 Kandel EI, Shchavinskii YV. First stereotaxic apparatus created 
by Russian scientists in the 19th century. Biomed Eng (NY) 
1973; 7: 121-124.

14.	 Kandel EI, Kukin AV. [A new stereotaxic apparatus]. Vopr 
Neirokhir 1972; 36: 56-58. Russian.

15.	 Lichterman BL. Roots and routes of Russian neurosurgery 
(from surgical neurology towards neurological surgery). J Hist 
Neurosci 1998; 7: 125-135.

16.	 al-Rodhan NR, Kelly PJ. Pioneers of stereotactic neurosurgery. 
Stereotact Funct Neuros 1992; 58: 60-66.

Figure 6 -	Photo of Cyberknife machine at King Faisal Specialist 
Hospital & Research Centre, Riyadh, Kingdom of Saudi 
Arabia (CyberKnife®, Accuray Inc., Sunnyvale, CA, USA). 
Images used with permission from Accuray Incorporated.



27Neurosciences 2012; Vol. 17 (1) 

Functional neurosurgery ... Al-Otaibi & Al-Khairallah

17.	 Koller W, Mingara A, Lyons KE, Pahwa R. Surgical Treatment 
of Parkinson’s Disease: Past, Present, and Future. In: Tarsy D, 
Vitek L, Lozano AM, editors. Surgical Treatment of Parkinson’s 
Disease and Other Movement Disorders. Totowa (NJ): Humana 
Press Inc.; 2003. p. 41-50.

18.	 Dittmar C. Uber Die Lage des sogenannten Gefaesszentrums 
in der Medulla Oblongata. Ber Saechs Ges Wiss Leipzig (Math 
Phys) 1873; 25: 449-469.

19.	 Horsely V, Clarke RH. The structure and functions of the 
cerebellum examined by a new method. Brain 1908; 31: 45-
124.

20.	 Spiegel EA, Wycis HT, Baird HW. Studies in Stereoencephalotomy. 
I. Topical relationships of subcortical structures to the posterior 
commissure. Confin Neurol 1952; 12: 121-133.

21.	 Spiegel EA, Wycis HT, Freed H. Stereoencephalotomy in 
thalamotomy and related procedures. J Am Med Assoc 1952; 
148: 446-451.

22.	 Spiegel EA, Wysic, HT. Stereoencephalotomy. Part I. Methods 
and Stereotaxic atlas of the human brain. New York (NY): 
Grune & Stratton; 1952.

23.	 Leksell L. A stereotaxic apparatus for intracerebral surgery. Acta 
Chir Scand 1949; 99: 229-233.

24.	 Hecaen H, Talairach J, David M, Dell MB. Coagulations 
limit’ees du thalamus dans les algies du syndrome thalamique. 
Rev Neurol (Paris) 1949; 81: 917-931.

25.	 Riechert T, Wolff M. [A new stereotactic instrument for 
intracranial placement of electrodes]. Arch Psychiatr Nervenkr 
Z Gesamte Neurol Psychiatr 1951; 186: 225-230.

26.	 Baily P, Stein SN. A stereotaxic apparatus for use on the human 
brain. Atlantic City (NJ): AMA Scientific Exhibit; 1951.

27.	 Ohye C, Fodstad H. Forty years with Professor Narabayashi. 
Neurosurgery 2004; 55: 222-227.

28.	 Narabayashi H. Stereotaxic instrument for operation on the 
human basal ganglia. Psychiatr Neurol Jpn 1952; 54: 669-671.

29.	 Zamorano L, Kadi M, Jiang Z, Diaz F. Zamorano-Dujovny 
multipurpose neurosurgical image-guided localizing unit: 
experience in 866 consecutive cases of “open stereotaxis”. 
Stereotact Funct Neurosurg 1994; 63: 45-51.

30.	 Arle J. Development of a Classic: The Todd-Wells Apparatus, 
the BRW, and the CRW Stereotactic Frames. In: Lozano A, 
Gildenberg P. Tasker R, editors. Textbook of Stereotactic and 
Functional Neurosurgery. Berlin Heidelberg (DE): Springer-
Verlag; 2009.

31.	 Laitinen LV, Liliequist B, Fagerlund M, Eriksson AT. An adapter 
for computed tomography-guided stereotaxis. Surg Neurol 
1985; 23: 559-566.

32.	 Patil AA. Computed tomography plane of the target approach 
in computed tomographic stereotaxis. Neurosurgery 1984; 15: 
410-414.

33.	 Crevier PH. [Various considerations on pallidotomy for relief 
of abnormal movements]. Union Med Can 1957; 86: 734-750. 
French.

34.	 Narabayashi H, Shimazu H, Fujita Y, Shikiba S, Nagao T, 
Nagahata M. Procaine-oil-wax pallidotomy for double athetosis 
and spastic states in infantile cerebral palsy: report of 80 cases. 
Neurology 1960; 10: 61-69.

35.	 Wycis HT, Baird HW, Spiegel EA. Pallidotomy and pallido-
amygdalotomy in certain types of convulsive disorders. Confin 
Neurol 1957; 17: 67-68.

36.	 Spiegel EA, Wycis HT, Baird HW, 3rd. Pallidotomy and 
pallido-amygdalotomy in certain types of convulsive disorders. 
Trans Am Neurol Assoc 1957; 82nd Meeting: 51-54.

37.	 Cooper IS. Anterior chorodial artery ligation for involuntary 
movements. Science 1953; 118: 193.

38.	 Cooper IS. Chemopallidectomy: an investigative technique in 
geriatric parkinsonians. Science 1955; 121: 217-218.

39.	 Spiegel EA. Second International Symposium on 
Stereoencephalotomy. Confin Neurol 1966; 27: 1-261.

40.	 Hassler R, Riechert T, Mundinger F, Umbach W, Ganglberger 
JA. Physiological observations in stereotaxic operations in 
extrapyramidal motor disturbances. Brain 1960; 83: 337-350.

41.	 Macchi G, Jones EG. Toward an agreement on terminology 
of nuclear and subnuclear divisions of the motor thalamus. J 
Neurosurg 1997; 86: 670-685.

42.	 Schaltenbrand G, Wahren W. Atlas for Stereotaxy of the Human 
brain. Stuttgart (DE): Thieme; 1977.

43.	 DeLong MR, Crutcher MD, Georgopoulos AP. Primate globus 
pallidus and subthalamic nucleus: functional organization. J 
Neurophysiol 1985; 53: 530-543.

44.	 Devinsky O. Electrical and magnetic stimulation of the central 
nervous system. In: Devinsky O, Beric A, Dogali M, editors. 
Electrical and Magnetic Stimulation of the Brain and Spinal 
Cord. New York (NY): Raven Press; 1993. p. 1-16.

45.	 Parent A. Giovanni Aldini (1762-1834). J Neurol 2004; 251: 
637-638.

46.	 Parent A. Giovanni Aldini: from animal electricity to human 
brain stimulation. Can J Neurol Sci 2004; 31: 576-584.

47.	 Bartholow R. Experimental investigation into the functions of 
the human brain. Am J Med Sci 1874; 67: 305-313.

48.	 Bechtereva NP, Bondartchuk AN, Smirnov VM, Meliutcheva 
LA, Shandurina AN. Method of electrostimulation of the deep 
brain structures in treatment of some chronic diseases. Confin 
Neurol 1975; 37: 136-140.

49.	 Brice J, McLellan L. Suppression of intention tremor by 
contingent deep-brain stimulation. Lancet 1980; 1: 1221-
1222.

50.	 Blond S, Siegfried J. Thalamic stimulation for the treatment of 
tremor and other movement disorders. Acta Neurochir Suppl 
(Wien) 1991; 52: 109-111.

51.	 Benabid AL, Pollak P, Gervason C, Hoffmann D, Gao DM, 
Hommel M, et al. Long-term suppression of tremor by chronic 
stimulation of the ventral intermediate thalamic nucleus. Lancet 
1991; 337: 403-406.

52.	 Benabid AL, Krack PP, Benazzouz A, Limousin P, Koudsie A, 
Pollak P. Deep brain stimulation of the subthalamic nucleus for 
Parkinson’s disease: methodologic aspects and clinical criteria. 
Neurology 2000; 55 (12 Suppl 6): S40-S44.

53.	 Horsley V. Brain-surgery. Br Med J 1886; 2: 670-675.
54.	 Macewen W. An Address on the Surgery of the Brain and Spinal 

Cord. Br Med J 1888; 2: 302-309.
55.	 Foerster O. Zur Pathogenese und Chirurgischen Behandlung 

der Epilepsia. Zentralbl Chir 1925; 52: 531-549.
56.	 Berger H. Uber das Elektroenkephalogramm des Menschen. 

Archiv fur Psychiatrie und Nervenkrankheiten 1929; 87: 527-
570.

57.	 Penfield W. Temporal lobe epilepsy. Br J Surg 1954; 41: 337-
343.

58.	 Penfield W, Jasper HH. Epilepsy and the Functional Anatomy 
of the Human Brain. Boston (MA): Little, Brown, & Co; 
1954.

59.	 Cooke PM, Snider RS. Some cerebellar influences on electrically-
induced cerebral seizures. Epilepsia 1955; 4: 19-28.

60.	 Cooper IS, Amin I, Gilman S. The effect of chronic cerebellar 
stimulation upon epilepsy in man. Trans Am Neurological 
Association 1973; 98: 192-196.

61.	 Velasco F, Velasco M, Jimenez F, Velasco AL, Marquez I. 
Stimulation of the central median thalamic nucleus for epilepsy. 
Stereotact Funct Neurosurg 2001; 77: 228-232.

62.	 Velasco F, Velasco M, Ogarrio C, Fanghanel G. Electrical 
stimulation of the centromedian thalamic nucleus in the 
treatment of convulsive seizures: a preliminary report. Epilepsia 
1987; 28: 421-430.



28

Functional neurosurgery ... Al-Otaibi & Al-Khairallah

Neurosciences 2012; Vol. 17 (1)

63.	 Velasco M, Velasco F, Velasco AL, Velasco G, Jimenez F. Effect 
of chronic electrical stimulation of the centromedian thalamic 
nuclei on various intractable seizure patterns: II. Psychological 
performance and background EEG activity. Epilepsia 1993; 34: 
1065-1074.

64.	 Velasco F, Velasco M, Velasco AL, Jimenez F, Marquez I, Rise 
M. Electrical stimulation of the centromedian thalamic nucleus 
in control of seizures: long-term studies. Epilepsia 1995; 36: 
63-71.

65.	 Velasco F, Velasco M, Velasco AL, Jimenez F. Effect of chronic 
electrical stimulation of the centromedian thalamic nuclei on 
various intractable seizure patterns: I. Clinical seizures and 
paroxysmal EEG activity. Epilepsia 1993; 34: 1052-1064.

66.	 Velasco AL, Velasco F, Jimenez F, Velasco M, Castro G, 
Carrillo-Ruiz JD, et al. Neuromodulation of the centromedian 
thalamic nuclei in the treatment of generalized seizures and the 
improvement of the quality of life in patients with Lennox-
Gastaut syndrome. Epilepsia 2006; 47: 1203-1212.

67.	 Velasco M, Velasco F, Alcala H, Davila G, Diaz-de-Leon AE. 
Epileptiform EEG activity of the centromedian thalamic nuclei 
in children with intractable generalized seizures of the Lennox-
Gastaut syndrome. Epilepsia 1991; 32: 310-321.

68.	 Velasco F, Velasco AL, Velasco M, Jimenez F, Carrillo-Ruiz JD, 
Castro G. Deep brain stimulation for treatment of the epilepsies: 
the centromedian thalamic target. Acta Neurochir Suppl 2007; 
97: 337-342.

69.	 Velasco M, Velasco F, Velasco AL. Centromedian-thalamic and 
hippocampal electrical stimulation for the control of intractable 
epileptic seizures. J Clin Neurophysiol 2001; 18: 495-513.

70.	 Velasco M, Velasco F, Velasco AL, Jimenez F, Brito F, Marquez 
I. Acute and chronic electrical stimulation of the centromedian 
thalamic nucleus: modulation of reticulo-cortical systems and 
predictor factors for generalized seizure control. Arch Med Res 
2000; 31: 304-315.

71.	 Velasco M, Velasco F, Velasco AL, Brito F, Jiménez F, Marquez 
I, et al. Electrocortical and behavioral responses produced 
by acute electrical stimulation of the human centromedian 
thalamic nucleus. Electroencephalogr Clin Neurophysiol 1997; 
102: 461-471.

72.	 Velasco F, Velasco M, Jimenez F, Velasco AL, Brito F, Rise M, 
et al. Predictors in the treatment of difficult-to-control seizures 
by electrical stimulation of the centromedian thalamic nucleus. 
Neurosurgery 2000; 47: 295-305.

73.	 Fisher RS, Uematsu S, Krauss GL, Cysyk BJ, McPherson R, 
Lesser RP, et al. Placebo-controlled pilot study of centromedian 
thalamic stimulation in treatment of intractable seizures. 
Epilepsia 1992; 33: 841-851.

74.	 Andrade DM, Zumsteg D, Hamani C, Hodaie M, Sarkissian 
S, Lozano AM, et al. Long-term follow-up of patients with 
thalamic deep brain stimulation for epilepsy. Neurology 2006; 
66: 1571-1573.

75.	 Lee KJ, Jang KS, Shon YM. Chronic deep brain stimulation 
of subthalamic and anterior thalamic nuclei for controlling 
refractory partial epilepsy. Acta Neurochir Suppl 2006; 99: 87-
91.

76.	 Hamani C, Ewerton FI, Bonilha SM, Ballester G, Mello LE, 
Lozano AM. Bilateral anterior thalamic nucleus lesions and 
high-frequency stimulation are protective against pilocarpine-
induced seizures and status epilepticus. Neurosurgery 2004; 54: 
191-197.

77.	 Hodaie M, Wennberg RA, Dostrovsky JO, Lozano AM. 
Chronic anterior thalamus stimulation for intractable epilepsy. 
Epilepsia 2002; 43: 603-608.

78.	 Kerrigan JF, Litt B, Fisher RS, Cranstoun S, French JA, Blum 
DE, et al. Electrical stimulation of the anterior nucleus of the 
thalamus for the treatment of intractable epilepsy. Epilepsia 
2004; 45: 346-354.

79.	 Cooper IS, Upton AR, Amin I, Garnett S, Brown GM, 
Springman M. Evoked metabolic responses in the limbic-striate 
system produced by stimulation of anterior thalamic nucleus in 
man. Int J Neurol 1984; 18: 179-187.

80.	 Lim SN, Lee ST, Tsai YT, Chen IA, Tu PH, Chen JL, et al. 
Long-term anterior thalamus stimulation for intractable 
epilepsy. Chang Gung Med J 2008; 31: 287-296.

81.	 Samadani U, Baltuch GH. Anterior thalamic nucleus stimulation 
for epilepsy. Acta Neurochir Suppl 2007; 97: 343-346.

82.	 Upton AR, Amin I, Garnett S, Springman M, Nahmias C, 
Cooper IS. Evoked metabolic responses in the limbic-striate 
system produced by stimulation of anterior thalamic nucleus in 
man. Pacing Clin Electrophysiol 1987; 10: 217-225.

83.	 Chkhenkeli SA, Chkhenkeli IS. Effects of therapeutic 
stimulation of nucleus caudatus on epileptic electrical activity 
of brain in patients with intractable epilepsy. Stereotact Funct 
Neurosurg 1997; 69: 221-224.

84.	 Chkhenkeli SA, Sramka M, Lortkipanidze GS, Rakviashvili TN, 
Bregvadze ESh, Magalashvili GE, et al. Electrophysiological 
effects and clinical results of direct brain stimulation for 
intractable epilepsy. Clin Neurol Neurosurg 2004; 106: 318-
329.

85.	 Sramka M, Fritz G, Gajdosova D, Nadvornik P. Central 
stimulation treatment of epilepsy. Acta Neurochir Suppl (Wien) 
1980; 30: 183-187.

86.	 Benabid AL, Minotti L, Koudsie A, de Saint Martin A, Hirsch 
E. Antiepileptic effect of high-frequency stimulation of the 
subthalamic nucleus (corpus luysi) in a case of medically 
intractable epilepsy caused by focal dysplasia: a 30-month 
follow-up: technical case report. Neurosurgery 2002; 50: 1385-
1392.

87.	 Chabardes S, Kahane P, Minotti L, Koudsie A, Hirsch E, 
Benabid AL. Deep brain stimulation in epilepsy with particular 
reference to the subthalamic nucleus. Epileptic Disord 2002; 4 
Suppl 3: S83-S93.

88.	 Loddenkemper T, Pan A, Neme S, Baker KB, Rezai AR, 
Dinner DS, et al. Deep brain stimulation in epilepsy. J Clin 
Neurophysiol 2001; 18: 514-532.

89.	 Dinner DS, Neme S, Nair D, Montgomery EB Jr, Baker KB, 
Rezai A, et al. EEG and evoked potential recording from the 
subthalamic nucleus for deep brain stimulation of intractable 
epilepsy. Clin Neurophysiol 2002; 113: 1391-1402.

90.	 Handforth A, DeSalles AA, Krahl SE. Deep brain stimulation 
of the subthalamic nucleus as adjunct treatment for refractory 
epilepsy. Epilepsia 2006; 47: 1239-1241.

91.	 Shon YM, Lee KJ, Kim HJ, Chung YA, Ahn KJ, Kim YI, et 
al. Effect of chronic deep brain stimulation of the subthalamic 
nucleus for frontal lobe epilepsy: subtraction SPECT analysis. 
Stereotact Funct Neurosurg 2005; 83: 84-90.

92.	 Vesper J, Steinhoff B, Rona S, Wille C, Bilic S, Nikkhah G, 
et al. Chronic high-frequency deep brain stimulation of the 
STN/SNr for progressive myoclonic epilepsy. Epilepsia 2007; 
48: 1984-1989.

93.	 van Rijckevorsel K, Abu Serieh B, de Tourtchaninoff M, 
Raftopoulos C. Deep EEG recordings of the mammillary body 
in epilepsy patients. Epilepsia 2005; 46: 781-785.

94.	 Duprez TP, Serieh BA, Raftopoulos C. Absence of 
memory dysfunction after bilateral mammillary body and 
mammillothalamic tract electrode implantation: preliminary 
experience in three patients. AJNR Am J Neuroradiol 2005; 26: 
195-197.

95.	 Velasco M, Velasco F, Velasco AL, Boleaga B, Jimenez F, Brito 
F, et al. Subacute electrical stimulation of the hippocampus 
blocks intractable temporal lobe seizures and paroxysmal EEG 
activities. Epilepsia 2000; 41: 158-169.



29Neurosciences 2012; Vol. 17 (1) 

Functional neurosurgery ... Al-Otaibi & Al-Khairallah

96.	 Velasco AL, Velasco M, Velasco F, Menes D, Gordon F, Rocha 
L, et al. Subacute and chronic electrical stimulation of the 
hippocampus on intractable temporal lobe seizures: preliminary 
report. Arch Med Res 2000; 31: 316-328.

97.	 Boon P, Vonck K, De Herdt V, Van Dycke A, Goethals M, 
Goossens L, et al. Deep brain stimulation in patients with 
refractory temporal lobe epilepsy. Epilepsia 2007; 48: 1551-
1560.

98.	 Pollo C, Villemure JG. Rationale, mechanisms of efficacy, 
anatomical targets and future prospects of electrical deep brain 
stimulation for epilepsy. Acta Neurochir Suppl 2007; 97: 311-
320.

99.	 Tellez-Zenteno JF, McLachlan RS, Parrent A, Kubu CS, Wiebe 
S. Hippocampal electrical stimulation in mesial temporal lobe 
epilepsy. Neurology 2006; 66: 1490-1494.

100.	Van Roost D, Boon P, Vonck K, Caemaert J. Neurosurgical 
aspects of temporal deep brain stimulation for epilepsy. Acta 
Neurochir Suppl 2007; 97: 333-336.

101.	Velasco AL, Velasco F, Velasco M, Jimenez F, Carrillo-Ruiz JD, 
Castro G. The role of neuromodulation of the hippocampus 
in the treatment of intractable complex partial seizures of the 
temporal lobe. Acta Neurochir Suppl 2007; 97: 329-332.

102.	Velasco AL, Velasco F, Velasco M, Trejo D, Castro G, Carrillo-
Ruiz JD. Electrical stimulation of the hippocampal epileptic 
foci for seizure control: a double-blind, long-term follow-up 
study. Epilepsia 2007; 48: 1895-1903.

103.	Velasco F, Velasco M, Velasco AL, Menez D, Rocha L. Electrical 
stimulation for epilepsy: stimulation of hippocampal foci. 
Stereotact Funct Neurosurg 2001; 77: 223-227.

104.	Vonck K, Boon P, Achten E, De Reuck J, Caemaert J. Long-
term amygdalohippocampal stimulation for refractory temporal 
lobe epilepsy. Ann Neurol 2002; 52: 556-565.

105.	Vonck K, Boon P, Claeys P, Dedeurwaerdere S, Achten R, Van 
Roost D. Long-term deep brain stimulation for refractory 
temporal lobe epilepsy. Epilepsia 2005; 46 Suppl 5: 98-99.

106.	Vonck K, Boon P, Van Roost D. Anatomical and physiological 
basis and mechanism of action of neurostimulation for epilepsy. 
Acta Neurochir Suppl 2007; 97: 321-328.

107.	Vonck K, Boon P, Goossens L, Dedeurwaerdere S, Claeys P, 
Gossiaux F, et al. Neurostimulation for refractory epilepsy. Acta 
Neurol Belg 2003; 103: 213-217.

108.	Feinstein B, Gleason CA, Libet B. Stimulation of locus 
coeruleus in man. Preliminary trials for spasticity and epilepsy. 
Stereotact Funct Neurosurg 1989; 52: 26-41.

109.	Khan S, Wright I, Javed S, Sharples P, Jardine P, Carter M, et 
al. High frequency stimulation of the mamillothalamic tract for 
the treatment of resistant seizures associated with hypothalamic 
hamartoma. Epilepsia 2009; 50: 1608-1611.

110.	Bailey P, Bermer F. A sensory cortical representation of the 
vagus nerve. J Neurophysiol 1938; 1: 405-412. 

111.	Zabara J. Time course of seizure control to brief, repetitive 
stimuli. Epilepsia 1985; 26: 518.

112.	Penry JK, Dean JC. Prevention of intractable partial seizures by 
intermittent vagal stimulation in humans: preliminary results. 
Epilepsia 1990; 31 Suppl 2: S40-S43.

113.	Alotaibi FA, Hamani C, Lozano AM. Neuromodulation in 
Epilepsy. Neurosurgery 2011; 69: 957-979.

114.	Osorio I, Frei MG, Manly BF, Sunderam S, Bhavaraju NC, 
Wilkinson SB. An introduction to contingent (closed-loop) 
brain electrical stimulation for seizure blockage, to ultra-short-
term clinical trials, and to multidimensional statistical analysis 
of therapeutic efficacy. J Clin Neurophysiol 2001; 18: 533-
544.

115.	Parent A, Cicchetti F. The current model of basal ganglia 
organization under scrutiny. Mov Disord 1998; 13: 199-202.

116.	Miller G. Optogenetics. Shining new light on neural circuits. 
Science 2006; 314: 1674-1676.

117.	Adamantidis AR, Zhang F, Aravanis AM, Deisseroth K, de Lecea 
L. Neural substrates of awakening probed with optogenetic 
control of hypocretin neurons. Nature 2007; 450: 420-424.

118.	Alexander GE, DeLong MR, Strick PL. Parallel organization 
of functionally segregated circuits linking basal ganglia and 
cortex. Annu Rev Neurosci 1986; 9: 357-381.

119.	Gerfen CR, Engber TM, Mahan LC, Susel Z, Chase TN, 
Monsma FJ Jr, et al. D1 and D2 dopamine receptor-regulated 
gene expression of striatonigral and striatopallidal neurons. 
Science 1990; 250: 1429-1432.

120.	Benazzouz A, Hallett M. Mechanism of action of deep brain 
stimulation. Neurology 2000; 55 (12 Suppl 6): S13-S16.

121.	Benabid AL, Wallace B, Mitrofanis J, Xia R, Piallat B, 
Chabardes S, et al. A putative generalized model of the 
effects and mechanism of action of high frequency electrical 
stimulation of the central nervous system. Acta Neurol Belg 
2005; 105: 149-157.

122.	Lee KH, Chang SY, Roberts DW, Kim U. Neurotransmitter 
release from high-frequency stimulation of the subthalamic 
nucleus. J Neurosurg 2004; 101: 511-517.

123.	Hamani C, Saint-Cyr JA, Fraser J, Kaplitt M, Lozano AM. The 
subthalamic nucleus in the context of movement disorders. 
Brain 2004; 127: 4-20.

124.	Rezai AR, Machado AG, Deogaonkar M, Azmi H, Kubu C, 
Boulis NM. Surgery for movement disorders. Neurosurgery 
2008; 62 Suppl 2: 809-838.

125.	Raslan AM, McCartney S, Burchiel KJ. Management of chronic 
severe pain: cerebral neuromodulatory and neuroablative 
approaches. Acta Neurochir Suppl 2007; 97: 17-26.

126.	Raslan AM, McCartney S, Burchiel KJ. Management of 
chronic severe pain: spinal neuromodulatory and neuroablative 
approaches. Acta Neurochir Suppl 2007; 97: 33-41.

127.	Tekin S, Cummings JL. Frontal-subcortical neuronal circuits 
and clinical neuropsychiatry: an update. J Psychosom Res 2002; 
53: 647-654.

128.	Starr PA, Vitek JL, DeLong M, Bakay RA. Magnetic resonance 
imaging-based stereotactic localization of the globus pallidus 
and subthalamic nucleus. Neurosurgery 1999; 44: 303-313.

129.	Bejjani BP, Dormont D, Pidoux B, Yelnik J, Damier P, Arnulf 
I, et al. Bilateral subthalamic stimulation for Parkinson’s disease 
by using three-dimensional stereotactic magnetic resonance 
imaging and electrophysiological guidance. J Neurosurg 2000; 
92: 615-625.

130.	Maciunas RJ, Galloway RL Jr, Latimer JW. The application 
accuracy of stereotactic frames. Neurosurgery 1994; 35: 682-
694.

131.	Foltynie T, Zrinzo L, Martinez-Torres I, Tripoliti E, Petersen 
E, Holl E, et al. MRI-guided STN DBS in Parkinson’s disease 
without microelectrode recording: efficacy and safety. J Neurol 
Neurosurg Psychiatry 2011; 82: 358-363.

132.	Young RF, Vermeulen SS, Grimm P, Posewitz A. 
Electrophysiological target localization is not required for the 
treatment of functional disorders. Stereotact Funct Neurosurg 
1997; 66 (Suppl 1): 309-319.

133.	Lafreniere-Roula M, Hutchison WD, Lozano AM, Hodaie M, 
Dostrovsky JO. Microstimulation-induced inhibition as a tool 
to aid targeting the ventral border of the subthalamic nucleus. 
J Neurosurg 2009; 111: 724-728.

134.	Vitek JL, Chockkan V, Zhang JY, Kaneoke Y, Evatt M, DeLong 
MR, et al. Neuronal activity in the basal ganglia in patients with 
generalized dystonia and hemiballismus. Ann Neurol 1999; 46: 
22-35.



30

Functional neurosurgery ... Al-Otaibi & Al-Khairallah

Neurosciences 2012; Vol. 17 (1)

135.	Merello M, Cammarota A, Leiguarda R, Pikielny R. 
Delayed intracerebral electrode infection after bilateral STN 
implantation for Parkinson’s disease. Case report. Mov Disord 
2001; 16: 168-170.

136.	Terao T, Takahashi H, Yokochi F, Taniguchi M, Okiyama R, 
Hamada I. Hemorrhagic complication of stereotactic surgery 
in patients with movement disorders. J Neurosurg 2003; 98: 
1241-1246.

137.	Blomstedt P, Hariz MI. Are complications less common in deep 
brain stimulation than in ablative procedures for movement 
disorders? Stereotact Funct Neurosurg 2006; 84: 72-81.

138.	Gorgulho A, De Salles AA, Frighetto L, Behnke E. Incidence 
of hemorrhage associated with electrophysiological studies 
performed using macroelectrodes and microelectrodes in 
functional neurosurgery. J Neurosurg 2005; 102: 888-896.

139.	Deep-Brain Stimulation for Parkinson’s Disease Study Group. 
Deep-brain stimulation of the subthalamic nucleus or the pars 
interna of the globus pallidus in Parkinson’s disease. N Engl J 
Med 2001; 345: 956-963.

140.	Hamani C, Richter E, Schwalb JM, Lozano AM. Bilateral 
subthalamic nucleus stimulation for Parkinson’s disease: a 
systematic review of the clinical literature. Neurosurgery 2005; 
56: 1313-1321.

141.	Kleiner-Fisman G, Herzog J, Fisman DN, Tamma F, Lyons KE, 
Pahwa R, et al. Subthalamic nucleus deep brain stimulation: 
summary and meta-analysis of outcomes. Mov Disord 2006; 
21 Suppl 14: S290-S304.

142.	Liang GS, Chou KL, Baltuch GH, Jaggi JL, Loveland-Jones 
C, Leng L, et al. Long-term outcomes of bilateral subthalamic 
nucleus stimulation in patients with advanced Parkinson’s 
disease. Stereotact Funct Neurosurg 2006; 84: 221-227.

143.	Volkmann J, Allert N, Voges J, Sturm V, Schnitzler A, Freund 
HJ. Long-term results of bilateral pallidal stimulation in 
Parkinson’s disease. Ann Neurol 2004; 55: 871-875.

144.	Follett KA, Weaver FM, Stern M, Hur K, Harris CL, Luo P, 
et al. Pallidal versus subthalamic deep-brain stimulation for 
Parkinson’s disease. N Engl J Med 2010; 362: 2077-2091.

145.	Stefani A, Lozano AM, Peppe A, Stanzione P, Galati S, 
Tropepi D, et al. Bilateral deep brain stimulation of the 
pedunculopontine and subthalamic nuclei in severe Parkinson’s 
disease. Brain 2007; 130: 1596-1607.

146.	Khan S, Mooney L, Plaha P, Javed S, White P, Whone AL, et 
al. Outcomes from stimulation of the caudal zona incerta and 
pedunculopontine nucleus in patients with Parkinson’s disease. 
Br J Neurosurg 2011; 25: 273-280.

147.	Krauss JK, Yianni J, Loher TJ, Aziz TZ. Deep brain stimulation 
for dystonia. J Clin Neurophysiol 2004; 21: 18-30.

148.	Cif L, El Fertit H, Vayssiere N, Hemm S, Hardouin E, Gannau 
A, et al. Treatment of dystonic syndromes by chronic electrical 
stimulation of the internal globus pallidus. J NeurosurgSci 
2003; 47: 52-55.

149.	Vidailhet M, Vercueil L, Houeto JL, Krystkowiak P, Benabid 
AL, Cornu P, et al. Bilateral deep-brain stimulation of the 
globus pallidus in primary generalized dystonia. N Engl J Med 
2005; 352: 459-467.

150.	Yianni J, Bain PG, Gregory RP, Nandi D, Joint C, Scott RB, et 
al. Post-operative progress of dystonia patients following globus 
pallidus internus deep brain stimulation. Eur J Neurol 2003; 
10: 239-247.

151.	Schrader C, Capelle HH, Kinfe TM, Blahak C, Bäzner 
H, Lütjens G, et al. GPi-DBS may induce a hypokinetic 
gait disorder with freezing of gait in patients with dystonia. 
Neurology 2011; 77: 483-488.

152.	Ostrem JL, Racine CA, Glass GA, Grace JK, Volz MM, Heath 
SL, et al. Subthalamic nucleus deep brain stimulation in 
primary cervical dystonia. Neurology 2011; 76: 870-878.

153.	Schuurman PR, Bosch DA, Bossuyt PM, Bonsel GJ, van 
Someren EJ, de Bie RM, et al. A comparison of continuous 
thalamic stimulation and thalamotomy for suppression of 
severe tremor. N Engl J Med 2000; 342: 461-468.

154.	Nandi D, Chir M, Liu X, Bain P, Parkin S, Joint C, et al. 
Electrophysiological confirmation of the zona incerta as a 
target for surgical treatment of disabling involuntary arm 
movements in multiple sclerosis: use of local field potentials. J 
Clin Neurosci 2002; 9: 64-68.

155.	Fisher R, Salanova V, Witt T, Worth R, Henry T, Gross R, et 
al. Electrical stimulation of the anterior nucleus of thalamus for 
treatment of refractory epilepsy. Epilepsia 2010; 51: 899-908.

156.	Morrell MJ ; RNS System in Epilepsy Study Group. Responsive 
cortical stimulation for the treatment of medically intractable 
partial epilepsy. Neurology 2011; 77: 1295-1304.

157.	Kossoff EH, Ritzl EK, Politsky JM, Murro AM, Smith 
JR, Duckrow RB, et al. Effect of an external responsive 
neurostimulator on seizures and electrographic discharges 
during subdural electrode monitoring. Epilepsia 2004; 45: 
1560-1567.

158.	Rose W. Removal of the gasserian ganglion for severe neuralgia. 
Trans Med Soc Lond 1890; 14: 35-40.

159.	Kondziolka D, Zorro O, Lobato-Polo J, Kano H, Flannery TJ, 
Flickinger JC, et al. Gamma Knife stereotactic radiosurgery for 
idiopathic trigeminal neuralgia. J Neurosurg 2010; 112: 758-
765.

160.	Stadler JA 3rd, Ellens DJ, Rosenow JM. Deep brain stimulation 
and motor cortical stimulation for neuropathic pain. Curr Pain 
Headache Rep 2011; 15: 8-13.

161.	Hamani C, Schwalb JM, Rezai AR, Dostrovsky JO, Davis KD, 
Lozano AM. Deep brain stimulation for chronic neuropathic 
pain: long-term outcome and the incidence of insertional 
effect. Pain 2006; 125: 188-196.

162.	Periera E, Owen SL, Green AL, Aziz TZ. Deep brain 
stimulation for pain. In: Krames E, Peckham PH, Rezai AR, 
editors. Neuromodulation. London (UK): Elsevier; 2009. p. 
499-507.

163.	Tsubokawa T, Katayama Y, Yamamoto T, Hirayama T, Koyama 
S. Treatment of thalamic pain by chronic motor cortex 
stimulation. Pacing Clin Electrophysiol 1991; 14: 131-134.

164.	Lefaucheur JP, Drouot X, Cunin P, Bruckert R, Lepetit H, 
Créange A, et al. Motor cortex stimulation for the treatment 
of refractory peripheral neuropathic pain. Brain 2009; 132: 
1463-1471.

165.	Kumar K, Rizvi S, Bnurs SB. Spinal cord stimulation is effective 
in management of complex regional pain syndrome I: fact or 
fiction. Neurosurgery 2011; 69: 566-580.

166.	O’Connell NE, Wand BM. Repetitive transcranial magnetic 
stimulation for chronic pain: Time to evolve from exploration 
to confirmation? Pain 2011; 152: 2451-2452.

167.	Hayashi M, Taira T, Chernov M, Izawa M, Liscak R, Yu CP, 
et al. Role of pituitary radiosurgery for the management of 
intractable pain and potential future applications. Stereotact 
Funct Neurosurg 2003; 81: 75-83.

168.	Hayek SM, Deer TR, Pope JE, Panchal SJ, Patel VB. Intrathecal 
therapy for cancer and non-cancer pain. Pain Physician 2011; 
14: 219-248.

169.	Feldman RP, Goodrich JT. Psychosurgery: a historical overview. 
Neurosurgery 2001; 48: 647-657.

170.	Gross D, Schafer G. Egas Moniz (1874-1955) and the 
‘invention’ of modern psychosurgery: a historical and ethical 
reanalysis under special consideration of Portuguese original 
sources. Neurosurg Focus 2011; 30: E8.



31Neurosciences 2012; Vol. 17 (1) 

Functional neurosurgery ... Al-Otaibi & Al-Khairallah

171.	Stewart DG, Davis KL. The lobotomist. Am J Psychiatry 2008; 
165: 457-458.

172.	Mashour GA, Walker EE, Martuza RL. Psychosurgery: past, 
present, and future. Brain Res Brain Res Rev 2005; 48: 409-
419.

173.	Mayberg HS, Lozano AM, Voon V, McNeely HE, Seminowicz 
D, Hamani C, et al. Deep brain stimulation for treatment-
resistant depression. Neuron 2005; 45: 651-660.

174.	Hamani C, Mayberg H, Snyder B, Giacobbe P, Kennedy S, 
Lozano AM. Deep brain stimulation of the subcallosal cingulate 
gyrus for depression: anatomical location of active contacts in 
clinical responders and a suggested guideline for targeting. J 
Neurosurg 2009; 111: 1209-1215.

175.	Lozano AM, Mayberg HS, Giacobbe P, Hamani C, Craddock 
RC, Kennedy SH. Subcallosal cingulate gyrus deep brain 
stimulation for treatment-resistant depression. Biol Psychiatry 
2008; 64: 461-467.

176.	Rush AJ, Marangell LB, Sackeim HA, George MS, Brannan 
SK, Davis SM, et al. Vagus nerve stimulation for treatment-
resistant depression: a randomized, controlled acute phase trial. 
Biol Psychiatry 2005; 58: 347-354.

177.	Hamani C, McAndrews MP, Cohn M, Oh M, Zumsteg 
D, Shapiro CM, et al. Memory enhancement induced by 
hypothalamic/fornix deep brain stimulation. Ann Neurol 2008; 
63: 119-123.

178.	Laxton AW, Tang-Wai DF, McAndrews MP, Zumsteg D, 
Wennberg R, Keren R, et al. A phase I trial of deep brain 
stimulation of memory circuits in Alzheimer’s disease. Ann 
Neurol 2010; 68: 521-534.

179.	Leone M, Franzini A, Broggi G, Bussone G. Hypothalamic 
stimulation for intractable cluster headache: long-term 
experience. Neurology 2006; 67: 150-152.

180.	Schoenen J, Di Clemente L, Vandenheede M, Fumal A, De 
Pasqua V, Mouchamps M, et al. Hypothalamic stimulation in 
chronic cluster headache: a pilot study of efficacy and mode of 
action. Brain 2005; 128: 940-947.

181.	Kuhn J, Grundler TO, Bauer R, Huff W, Fischer AG, Lenartz 
D, et al. Successful deep brain stimulation of the nucleus 
accumbens in severe alcohol dependence is associated with 
changed performance monitoring. Addict Biol 2011; 16: 620-
623.

182.	Bauer R, Pohl S, Klosterkotter J, Kuhn J. [Deep brain 
stimulation in the context of addiction--a literature-based 
systematic evaluation]. Fortschr Neurol Psychiatr 2008; 76: 
396-401. German.

183.	Schiff ND, Giacino JT, Kalmar K, Victor JD, Baker K, Gerber 
M, et al. Behavioural improvements with thalamic stimulation 
after severe traumatic brain injury. Nature 2007; 448: 600-
603.

184.	Schiff ND. DBS disorders of consciousness. In: Lozano A, 
Gildenberg PH, Tasker RR, editors. Textbook of Stereotactic 
and Functional Neurosurgery. Vol 2. 2nd ed. Berlin (DE): 
Springer; 2009. p. 2981-2990.

185.	Rehncrona S, Sedin G, Fodstad H. Apnea: Phrenic Nerve 
Stimulation. In: Lozano A, Gildenberg PH, Tasker RR, editors. 
Textbook of Stereotactic and Functional Neurosurgery. Vol 2. 
Berlin (DE): Springer; 2009. p. 2991-2997.

186.	Girvin J, Martins AG. Impaired Vision: Visual Prosthesis. 
In: Lozano A, Gildenberg PH, Tasker RR, editors. Textbook 
of Stereotactic and Functional Neurosurgery. Vol 2. 2nd ed. 
Berlin (DE): Springer; 2009. p. 3009-3020.

187.	Pouratian N. The brain and computer: The neurosurgical 
interface. Surg Neurol Int 2011; 2: 79.

188.	Tan SKh, Vlamings R, Lim L, Sesia T, Janssen ML, Steinbusch 
HW, et al. Experimental deep brain stimulation in animal 
models. Neurosurgery 2010; 67: 1073-1079.

189.	Al-Otaibi F, Wong SW, Shoemaker JK, Parrent AG, Mirsattari 
SM. The cardioinhibitory responses of the right posterior insular 
cortex in an epileptic patient. Stereotact Funct Neurosurg 2010; 
88: 390-397.

190.	Guenot M, Isnard J, Ryvlin P, Fischer C, Ostrowsky K, Mauguiere 
F, et al. Neurophysiological monitoring for epilepsy surgery: 
the Talairach SEEG method. StereoElectroEncephaloGraphy. 
Indications, results, complications and therapeutic applications 
in a series of 100 consecutive cases. Stereotact Funct Neurosurg 
2001; 77: 29-32.

191.	Stephani C, Fernandez-Baca Vaca G, Maciunas R, Koubeissi 
M, Luders HO. Functional neuroanatomy of the insular lobe. 
Brain Struct Funct 2011; 216: 137-149.

192.	Butson CR, McIntyre CC. Current steering to control the 
volume of tissue activated during deep brain stimulation. Brain 
Stimul 2008; 1: 7-15.

193.	Varma TR, Eldridge P. Use of the NeuroMate stereotactic robot 
in a frameless mode for functional neurosurgery. Int J Med 
Robot 2006; 2: 107-113.

194.	Smith AP, Bakay RA. Frameless deep brain stimulation using 
intraoperative O-arm technology. Clinical article. J Neurosurg 
2011; 115: 301-309.

195.	Gradinaru V, Mogri M, Thompson KR, Henderson JM, 
Deisseroth K. Optical deconstruction of parkinsonian neural 
circuitry. Science 2009; 324: 354-359.

196.	Quigg M, Broshek DK, Barbaro NM, Ward MM, Laxer KD, 
Yan G, et al. Neuropsychological outcomes after Gamma Knife 
radiosurgery for mesial temporal lobe epilepsy: a prospective 
multicenter study. Epilepsia 2011; 52: 909-916.

197.	Martin E, Jeanmonod D, Morel A, Zadicario E, Werner B. 
High-intensity focused ultrasound for noninvasive functional 
neurosurgery. Ann Neurol 2009; 66: 858-861.

198.	Kaplitt M. Gene Therapy for Neurological Disorders. In: 
Lozano A, Gildenberg PH, Tasker RR, editors. Textbook 
of Stereotactic and Functional Neurosurgery. Vol 2. 2nd ed. 
Berlin (DE): Springer; 2009. p. 3061-3082.


