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Abstract: Although transcranial Direct Current stimulation (tDCS) shows promise in the treatment
of major depressive episodes, the optimal parameters and population to target remain unclear. We
investigated the clinical interest of a 10 session tDCS regimen in patients with mild to severe treatment-
resistant depression, in a pilot double-blind, randomized sham-controlled trial. tDCS was delivered
over 5 consecutive days (two 30 min sessions per day separated by at least 2 h, 2 mA). The anode
and cathode were placed over the left and the right dorsolateral prefrontal cortex, respectively. One
month after tDCS, we observed significantly fewer patients who achieved remission (MADRS10 < 10)
in the sham group (0 out of 18 patients) than in the active group (5 out of 21 patients; p = 0.05).
However, no significant difference was observed between the groups regarding the mean scores of
severity changes throughout the study period. Bifrontal add-on tDCS delivered twice per day over
5 days, in combination with antidepressant medication, can be a safe and suitable approach to achieve
remission in patients with mild to severe treatment-resistant major depressive disorder. However,
in regards to the pilot nature and limitations of the present study, further studies are needed before
any frank conclusions can be made regarding the use of tDCS with the proposed parameters in
clinical settings.

Keywords: tDCS; brain stimulation; depression; DLPFC; MDD

1. Introduction

Major depressive disorder (MDD) is a severe and frequent psychiatric condition
associated with high disturbance in social functioning; in 2017, the WHO ranked major
depression as the third cause of the burden of disease worldwide and projected that the
disease will rank first by 2030 [1]. It has been observed that despite a large range of available
therapeutic strategies, major depression tends to recur in numerous cases and can become
resistant in 30% of cases [2].

In cases of treatment-resistant symptoms, noninvasive brain stimulation (NIBS) tech-
niques have been proposed as promising therapeutic strategies, in combination with
antidepressants, or as a monotherapy. Amongst them, transcranial Direct Current stimu-
lation (tDCS) raises a particular interest [3,4], mainly because of its low-cost and the little
to no evidence for a serious adverse effect associated with its use in humans [5]. tDCS
delivers a weak current (1–2 mA) between one anode and one cathode placed over the
scalp of the participant. Several tDCS electrode montages and stimulation parameters have
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been proposed to alleviate symptoms in patients with MDD, but the optimal parameters
remain unclear. Recent evidence-based guidelines for the use of tDCS in neurological and
psychiatric disorders have concluded on the probable efficacy of anodal tDCS over the
left dorsolateral prefrontal cortex (DLPFC), coupled with cathodal tDCS over the right
supraorbital region in non-treatment-resistant MDD [4]. However, recent studies with
higher statistical power have proposed the use of a bifrontal montage, with the anode
over the left DLPFC coupled with the cathode over the right DLPFC (e.g., [6]). These
studies reported promising clinical results and led recent guidelines to consider tDCS as
definitely effective in depression [7], however, without identifying the optimal parameters
to apply (e.g., the electrode montage, the total number of sessions, the number of sessions
per day, etc.) and the clinical characteristics of the patients who could benefit from such
a therapeutic intervention.

Hence, there is much room to improve tDCS parameters and strengthen its benefits for
patients with depression, and especially those with treatment-resistant MDD [8]. Here, we
proposed to shorten the time taken to carry out the tDCS sessions, by delivering two daily
sessions of tDCS over 5 consecutive days in patients with treatment-resistant MDD. Deliv-
ering 10 sessions with two 30 min sessions per day over 5 days [9] instead of delivering
the more common protocol with one daily session delivered over 2 weeks, has numerous
benefits for clinical settings and decreases the global cost of the intervention. Moreover,
although there is no clear evidence in unipolar depression, it has been reported that deliv-
ering two daily sessions is a safe intervention and may induce better clinical benefits than
the protocol with one single daily session, in patients with vascular depression [10].

2. Materials and Methods
2.1. Sample

In a double-blind, sham-controlled study, 41 patients with MDD according to the
DSM 5 criteria were assessed for eligibility and randomly assigned to receive either active
or sham tDCS. The allocation was provided by the sponsor of the study (CH le Vinatier,
randomization by blocks with a block size of 4, no stratification, 1:1 ratio).

The severity of depressive symptoms was assessed throughout the study period
by a blind rater using the 10-item Montgomery and Asberg Depression Rating Scale
(MADRS10). At inclusion, patients presented with a MADRS10 score >20, even under an-
tidepressant medication at an adequate dose for at least 4 weeks. Concomitant (actual and
past) clinically relevant psychiatric and neurological diagnosis and personality disorders
were exclusion criteria. The level of treatment-resistance was evaluated with the Maudsley
score. After the pre-inclusion visit, the severity of symptoms was assessed 3 times through-
out the study period by an investigator blind of the treatment condition: at baseline, after
the 10 stimulation sessions (post tDCS, i.e., on the 5th day) and one month later (M1).

All the participants were right-handed and presented with disabling mild to severe
depressive symptoms (MADRS10 range 20–36). The antidepressant medication was main-
tained throughout the study period (dose and molecule). Patients were not involved in
a psychotherapeutic approach during the study period. All the participants signed a writ-
ten informed consent after a description of the study. The study was approved by a local
ethics committee on 13 April 2016 (CPP Sud Est III 2016-019B; ANSM 2016-A00415-46). The
study was a part of a pre-registered study in a public database prior to its completion on
8 June 2016 (clinicaltrials.gov; registration number NCT02793258). Patients were referred
to our clinical unit for Treatment Resistant Depression (Ugo Cerletti Unit, CH Le Vinatier,
psychiatric hospital) and were included between 2016 and 2021.

One patient was not included because he presented with a severe axis II diagnosis
(cluster B) that had not been diagnosed during the pre-inclusion visit and reported a drastic
reduction in the MADRS score (>80%) between the pre-inclusion visit and the baseline
inclusion visit. Another patient, randomly assigned to the sham group, withdrew consent
during the stimulation period (no post tDCS data available) and was thus excluded from
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the analysis. The final analyzed sample consisted of 21 patients in the active group and
18 patients in the sham group (see Figure 1).
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Figure 1. Flow chart diagram of the study (CONSORT 2010).

2.2. Stimulation Procedure

Stimulation sessions were delivered using a commercial NeuroConn device (Ilmeneau,
GmbH). The anode was placed over the left DLPFC (F3 according to the 10/20 EEG
international system of electrode placement) and the cathode over the right DLPFC (F4).
Electrodes (7 × 5 cm) were placed in saline-soaked sponges with NaCl 0.9%. A tDCS
session consisted of delivering 2 mA DC (ramp up/down 30 s) during 30 min. Two sessions
per day separated by at least 2 h were delivered over 5 consecutive working days, from
Monday to Friday. The first session was generally provided at 11.00 a.m. and the second
session at 1.30 p.m. The corresponding total charge per day (calculated as stimulation
intensity (A)/electrode size (cm2) × duration × number of sessions) was 0.206 C/cm2

(total charge per regimen: 1.03 C/cm2). The patients were seated in a comfortable chair
in a quiet room and they were asked to remain at rest during the stimulation sessions.
Sham stimulation was delivered using the commercial “STUDY mode” of the NeuroConn
device and consisted of delivering 60 s at 2 mA (ramp up/down 30 s), followed by no
stimulation during the remaining 30 min of the stimulation period. Only brief pulses of
110 µA every 550 ms were delivered during this period to control impedance and keep
the manipulator blind of the active or sham condition. The blinding was ensured by the
use of a unique study code number allocated to each participant and by the device which
displayed a continuous measure of impedance during the stimulation sessions.

2.3. Statistical Analysis

The primary outcome of the study was the number of patients who achieved remission
at the end point (M1) between the active and sham groups. Remission was defined as
a MADRS10 score < 10 [11]. Proportions between the groups were compared using Fisher’s
Exact test and the odds ratio in JASP (version 0.12.2; Amsterdam, The Netherlands).
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An additional a posteriori power analysis was performed using G*Power (version 3.1.9.6;
Düsseldorf, Germany).

As a secondary outcome, the changes in MADRS10 scores throughout the study period
(baseline, post tDCS, 1 month follow up) were compared between the 2 groups using
a repeated measures ANOVA with 2 factors (GROUP and TIME). The number of responders
defined as an at least 50% decrease in MADRS scores was also compared between groups
using Fisher’s Exact test. Statistical analyses were undertaken on a strict intention-to-treat
sample. The analyses were conducted in a last observation carried forward (LOCF) manner
throughout the indicated time points (M1), in case of missing data at M1 (4 patients per
group, see Figure 1).

3. Results

No differences were observed between the two groups at inclusion. Further details of
the sample characteristics are given in Table 1. The treatment was well tolerated, and no
serious adverse event was reported throughout the study period.

Table 1. Clinical and sociodemographic characteristics of patients with major depression at inclusion.

Sham tDCS Active tDCS p

n 18 21
Age (years) 51.5 (9.7) 48.1 (9.3) 0.272
Education 15.0 (3.1) 13.5 (2.8) 0.129
Sex (F/M) 12/6 12/9 0.542
Episode duration (months) 15.86 (14.7) 21.43 (14.8) 0.138
Illness duration (years) 22.5 (13.7) 21.8 (12.0) 0.878
MADRS10 26.8 (5.1) 27.0 (4.9) 0.918
Maudsley 6.5 (3.5) 7.7 (2.5) 0.243
Antidepressant medication
SSRIs 11 13 1.000
SNRIs 5 8 0.734
TCAs 6 5 0.723
MAOIs 1 1 1.000
Other medication
BZD 5 4 0.706
Antipsychotics 2 4 0.667

p: Student’s t-test, except for sex and medication (Fisher’s Exact test). Medication: Selective serotonin reup-
take inhibitors (SSRIs); Serotonin-noradrenaline reuptake inhibitors (SNRIs); Tricyclic antidepressants (TCAs);
Monoamine oxidase inhibitors (MAOIs), benzodiazepine (BZD).

3.1. Primary Outcome Analysis

After the 5 days of tDCS (post tDCS), only one patient from the active group was in
remission, and none in the sham group. At the end point, one month after the start of the
stimulation session, there were significantly (Fisher’s exact p = 0.050) fewer patients who
achieved remission in the sham group (0/18; 0%) than in the active group (5/21; 24%);
corresponding to an odds ratio = 2.512 with 95% confidence interval [−0.458; 5.482]), with
a posteriori statistical power (1 − β err prob) = 0.383; actual α = 0.03.

3.2. Secondary Outcome Analysis

The repeated measures ANOVA revealed a significant effect of TIME (F(2,74) = 17.951,
p < 0.01, η2 = 0.135), but no GROUP*TIME (baseline, day 5, month 1) interaction
(F(2,74) = 0.407, p = 0.667, η2 = 0.003), and no GROUP effect (F(1,37) = 0.150, p = 0.701,
η2 = 0.002). In the active group, the MADRS score decreased from 27.0 (standard devi-
ation (SD): 4.9; range 20–36) to 21.6 (SD: 7.8; range 7–38) post tDCS and to 20.1 (SD: 9.2;
range 4–38) at M1. In the sham group, MADRS scores decreased from 26.8 (SD: 5.1; range
20–35) to 23.4 (SD: 7.0; range 12–36) and to 20.6 (SD: 7.1; range 11–36) at M1. A high
inter-individual variability was observed (see Figure 2).
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Figure 2. Changes in depressive symptoms severity (MADRS10 scores) in patients with major
depressive disorders who received 10 sessions of either active (n = 21) or sham (n = 18) tDCS.

No significant difference, but a trend toward significance, was observed between
groups regarding the number of responders at the end point (>50% decrease from the
baseline), one month after the stimulation sessions (1/18 in the sham group versus 6/21 in
the active group; p = 0.098); there was only one responder in the active group at day 5 (the
one also achieving remission criteria).

4. Discussion

The aim of the present study was to investigate the clinical effects of 10 sessions of
bifrontal tDCS delivered twice daily over 5 consecutives working days, on the symptoms
of patients with MDD. Although active tDCS was not superior to sham intervention to
reduce clinical symptoms measured with the MADRS10 scores throughout the study period,
we observed a significantly higher number of patients achieving remission criteria at the
endpoint in the active group (24%) as compared with the sham group (0%). The results are
in line with current literature suggesting that active tDCS is superior to sham intervention
to achieve remission (odds ratio = 2.12, 95% CI = 1.42, 3.16 [3]). However, we were not able
to replicate the findings in depressive symptoms assessed as a mean decrease in MADRS10
scores [3]. These findings can be partly explained by the significant sham effect observed
in the current study. This sham effect, that was already observed in the tDCS field [12],
can reflect either a global effect of the psychiatric care within the protocol with two daily
visits, or a biological effect of the sham stimulation itself [13]. This procedure was chosen
to maintain the blinding of the participants and tDCS experimenters. Although the sham
effect seems significant over time on depressive symptoms, the intensity of the effect did
not allow the patients from this group to achieve remission, suggesting the superiority of
active tDCS over sham stimulation.

Although no acute effects of tDCS were observed immediately after the 5 days of
stimulation, we observed a superiority of the active over the sham stimulation at the follow
up regarding the number of remitters, one month after the simulation sessions. This is in
line with other NIBS studies that have reported a delayed clinical effect of tDCS in patients
with MDD [14], as well as of repetitive transcranial magnetic stimulation (rTMS) over the
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left DLPFC, in both patients with MDD [15] and patients with negative schizophrenia [16],
suggesting the delayed effect of NIBS-induced neural plasticity when applied over the
DLPFC. The present results (see Figure 2) are also in line with current literature supporting
a high inter-individual variability regarding the response to antidepressants treatment [17].
Further studies investigating predictive markers of remission are needed to determine
patients who will or will not benefit from tDCS treatment, using clinical (e.g., the level
of treatment-resistance), demographical [18], or biological markers [19]. This is of major
importance to avoid giving false hope in treatment-resistant patients with a long history of
depression, and to prevent engaging them in time-consuming protocols.

The present results may also support the clinical interest of delivering two sessions of
tDCS per day to achieve remission. This is in line with previous studies with comparable
sample sizes, also reporting the beneficial effects of tDCS with two 30 min sessions per
day, in a case-series of six patients with depressive disorders [9], six drug free patients
with depression during pregnancy [20], and in a sample of 93 elderly participants [10].
The results are also consistent with studies reporting a beneficial effect of two 20 min
sessions per day in 31 patients with depression (e.g., [21]), as well as in 30 patients with
schizophrenia [22]. However, these findings are not in line with previous results reporting
the lack of superiority of active over sham tDCS, while delivering 5 days of two daily 30 min
sessions with an anodal F3 coupled with a cathodal right supra-orbital montage [23], in
24 patients with MDD. Regarding differences in the electrode montage and the stimulation
parameters across previous studies, the current results could thus also be interesting
because the optimal number of sessions per day and the optimal interval between the two
consecutive sessions remain uncertain [24] and could be associated with longer or shorter
after-effects on brain plasticity, as revealed by the studies that applied tDCS over the motor
cortex [25,26]. Hence, delivering ten 30 min sessions (2 sessions per day, separated by at
least 2 h) with anodal F3 and cathodal F4 stimulation could be a safe and suitable approach
to achieve remission in MDD, the effect being statistically significant one month after the
stimulation sessions. If these results are confirmed in future clinical studies with higher
sampling, increasing the number of sessions per day could offer several advantages for
clinical settings as compared with standard single daily sessions (e.g., [6]). It could allow
a decrease in the number of visits, reduce the risk of drop out, diminish the burden of
treatment logistics for many patients who cannot take time away to attend daily clinic visits
for a long period of time, and thereby lower the cost of the intervention, while at the same
time increasing its accessibility for patients, as proposed in the accelerated tDCS protocols
(e.g., up to 5 sessions per day, [27]).

Some limitations should be acknowledged. First, the size of our sample seems limited
and despite an observed odds ratio at 2.5 (comparable with those reported in a recent
meta-analysis, [3]) and an actual alpha at 0.03 in the main analysis, the results should be
taken with caution since the global power of the primary analysis reaches 38%. Based on
the observed incidence of remission in each group from the current study (0% vs. 24%),
a future study will need to enroll 72 patients (36 per group) to achieve 90% statistical power
(with α = 0.05 and β = 0.1). Despite the double-blind design of the current study, we did not
systematically evaluate the quality of the blinding for the participants, the clinical raters,
nor the tDCS manipulator. For instance, the tDCS manipulator might observe redness
under the electrode only in the patients from the active group at the end of the tDCS
session. However, in the current study the clinical rater was an independent investigator
who was not in contact with the patients during the stimulation sessions, thus limiting
this bias. This could, however, be a limitation as recent work suggested that the choice
of sham procedure is an important issue and a source of debate in the tDCS field [13]
and especially in MDD [12]. Moreover, we cannot rule out that the sham stimulation we
delivered (i.e., ramp up/down 30 s, 60 s at 2 mA, and then 110 µA every 550 ms during
29 min) can have a modulatory impact on the brain, leading to clinical improvement in
the sham group [13]. Another limitation regards the total number of delivered stimulation
sessions. In the current study, we chose to deliver 10 sessions as it was a classic approach
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in the field at the time the protocol was written. More recent studies have proposed to
deliver a higher total number of sessions (e.g., [6]). One may hypothesize that increasing
the number of sessions may enhance tDCS response and remission rates and may, in part,
explain why we did not observe a significant effect of active over sham tDCS regarding the
mean MADRS10 score decreases. However, in the meta-analysis developed by Moffa et al.,
the number of delivered sessions was not significantly associated with a higher response
in patients with depression [3]. This was also the case in patients with schizophrenia, as
revealed by a meta-analysis that investigated whether delivering more tDCS sessions is
better for obtaining an improved clinical outcome [28]. In depression, only higher “tDCS
dose” (in C/m2) and sessions duration (20 vs. 30 min) seem to be predictors positively
associated with tDCS efficacy [29]. In the current study, we used a high dose and 30 min
sessions as this seems to be optimal. One may also suggest that increasing the total number
of sessions (e.g., delivering 15 sessions [6]), as well as the number of sessions delivered per
day (e.g., up to 5 per day [27]) would be a suitable approach to increase the effectiveness of
tDCS in patients and to achieve remission in less than one week, as was recently reported
using rTMS [30].

Importantly, although no difference was observed between the two groups at baseline,
the included patients were on different classes of antidepressant medication at several
dosages (i.e., SSRIs, SNRIs, TCAs, MAOIs) and in combination with other molecules from
different classes (including benzodiazepine and antipsychotics). The current study did not
investigate this major point and further studies are needed to investigate the impact of the
medication load and of the different classes of molecules on the tDCS-induced clinical effect.

5. Conclusions

Ten 30 min sessions of tDCS delivered over 5 days in combination with current antide-
pressant medication is a safe and suitable approach to achieve remission in patients with
treatment-resistant mild to severe MDD. However, response profiles are highly heteroge-
nous between patients, justifying further studies to determine the optimal parameters and
predictive markers of response. Moreover, the statistical power calculated in the present
pilot study indicates that we cannot draw any clear conclusion regarding the efficacy
of tDCS in clinical settings, and that the use of tDCS with the proposed parameters in
treatment-resistant MDD requires further replications.

Author Contributions: Conceptualization, J.B., F.H. and E.P.; methodology, J.B. and B.B.; formal
analysis, L.I. and J.B.; investigation, R.M. and G.C.; resources, J.B. and R.M.; data curation, L.I.;
writing—original draft preparation, R.M. and J.B.; writing—review and editing, F.H., G.C. and B.B.
All authors have read and agreed to the published version of the manuscript.

Funding: This research was funded by the joint Scientific council of CH Le Vinatier with the Univer-
sity Lumière Lyon 2 (#CSLV 09).

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki, and approved by the Institutional Review Board (CPP sud Est III 2016-019B;
ANSM 2016-A00415-46) on 13 April 2016.

Informed Consent Statement: Written informed consent was obtained from all subjects involved in
the study.

Data Availability Statement: The datasets generated and/or analyzed during the current study are
available from the corresponding author on reasonable request.

Acknowledgments: The authors thank the CRA study nurses, Caroline Damasceno, Imelda Hegron,
and Delphine Janin for providing the stimulation sessions.

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design
of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript, or
in the decision to publish the results.



J. Clin. Med. 2022, 11, 782 8 of 9

References
1. World Health Organization. World Health Statistics 2017: Monitoring Health for the SDGs, Sustainable Development Goals. 2017.

Available online: https://apps.who.int/iris/handle/10665/255336 (accessed on 2 September 2021).
2. Ferrari, A.J.; Charlson, F.J.; Norman, R.E.; Patten, S.B.; Freedman, G.; Murray, C.J.; Vos, T.; Whiteford, H.A. Burden of depressive

disorders by country, sex, age, and year: Findings from the global burden of disease study 2010. PLoS Med. 2013, 10, e1001547.
[CrossRef] [PubMed]

3. Moffa, A.H.; Martin, D.; Alonzo, A.; Bennabi, D.; Blumberger, D.M.; Benseñor, I.M.; Daskalakis, Z.; Fregni, F.; Haffen, E.;
Lisanby, S.H.; et al. Efficacy and acceptability of transcranial direct current stimulation (tDCS) for major depressive disorder: An
individual patient data meta-analysis. Prog. Neuropsychopharmacol. Biol. Psychiatry 2020, 99, 109836. [CrossRef] [PubMed]

4. Lefaucheur, J.-P.; Antal, A.; Ayache, S.S.; Benninger, D.; Brunelin, J.; Cogiamanian, F.; Cotelli, M.; De Ridder, D.; Ferrucci, R.;
Langguth, B.; et al. Evidence-based guidelines on the therapeutic use of transcranial direct current stimulation (tDCS). Clin.
Neurophysiol. 2017, 128, 56–92. [CrossRef] [PubMed]

5. Bikson, M.; Grossman, P.; Thomas, C.; Zannou, A.L.; Jiang, J.; Adnan, T.; Mourdoukoutas, A.P.; Kronberg, G.; Truong, D.;
Boggio, P.; et al. Safety of Transcranial Direct Current Stimulation: Evidence Based Update 2016. Brain Stimul. 2016, 9, 641–661.
[CrossRef] [PubMed]

6. Runoni, A.R.; Moffa, A.H.; Sampaio-Junior, B.; Borrione, L.; Moreno, M.L.; Fernandes, R.A.; Veronezi, B.P.; Nogueira, B.S.;
Aparicio, L.V.; Razza, L.B.; et al. Trial of Electrical Direct-Current Therapy versus Escitalopram for Depression. N. Engl. J. Med.
2017, 376, 2523–2533. [CrossRef] [PubMed]

7. Fregni, F.; El-Hagrassy, M.M.; Pacheco-Barrios, K.; Carvalho, S.; Leite, J.; Simis, M.; Brunelin, J.; Nakamura-Palacios, E.M.;
Marangolo, P.; Venkatasubramanian, G.; et al. Evidence-Based Guidelines and Secondary Meta-Analysis for the Use of Transcranial
Direct Current Stimulation in Neurological and Psychiatric Disorders. Int. J. Neuropsychopharmacol. 2021, 24, 256–313. [CrossRef]
[PubMed]

8. Zhang, R.; Lam, C.L.; Peng, X.; Zhang, D.; Zhang, C.; Huang, R.; Lee, T.M. Efficacy and acceptability of transcranial direct current
stimulation for treating depression: A meta-analysis of randomized controlled trials. Neurosci. Biobehav. Rev. 2021, 126, 481–490.
[CrossRef]

9. Palm, U.; Leitner, B.; Strube, W.; Hasan, A.; Padberg, F. Safety of Repeated Twice-daily 30 Minutes of 2 mA tDCS in Depressed
Patients. Int. Neuropsychiatr. Dis. J. 2015, 4, 168–171. [CrossRef]

10. Zanardi, R.; Poletti, S.; Prestifilippo, D.; Attanasio, F.; Barbini, B.; Colombo, C. Transcranial direct current stimulation: A novel
approach in the treatment of vascular depression. Brain Stimul. 2020, 13, 1559–1565. [CrossRef]

11. Zimmerman, M.; Posternak, M.A.; Chelminski, I. Defining remission on the Montgomery-Asberg depression rating scale. J. Clin.
Psychiatry 2004, 65, 163–168. [CrossRef]

12. De Smet, S.; Nikolin, S.; Moffa, A.; Suen, P.; Vanderhasselt, M.A.; Brunoni, A.R.; Razza, L.B. Determinants of sham response in
tDCS depression trials: A systematic review and meta-analysis. Prog. Neuropsychopharmacol. Biol. Psychiatry 2021, 109, 110261.
[CrossRef] [PubMed]

13. Fonteneau, C.; Mondino, M.; Arns, M.; Baeken, C.; Bikson, M.; Brunoni, A.R.; Burke, M.J.; Neuvonen, T.; Padberg, F.;
Pascual-Leone, A.; et al. Sham tDCS: A hidden source of variability? Reflections for further blinded, controlled trials. Brain
Stimul. 2019, 12, 668–673. [CrossRef]

14. Li, M.S.; Du, H.D.; Chu, H.C.; Liao, Y.Y.; Pan, W.; Li, Z.; Hung, G.C.L. Delayed effect of bifrontal transcranial direct current
stimulation in patients with treatment-resistant depression: A pilot study. BMC Psychiatry 2019, 19, 180. [CrossRef] [PubMed]

15. Duprat, R.; Desmyter, S.; Rudi, D.R.; van Heeringen, K.; Abbeele, D.V.D.; Tandt, H.; Bakic, J.; Pourtois, G.; Dedoncker, J.;
Vervaet, M.; et al. Accelerated intermittent theta burst stimulation treatment in medication-resistant major depression: A fast
road to remission? J. Affect. Disord. 2016, 200, 6–14. [CrossRef] [PubMed]

16. Bation, R.; Magnin, C.; Poulet, E.; Mondino, M.; Brunelin, J. Intermittent theta burst stimulation for negative symptoms of
schizophrenia—A double-blind, sham-controlled pilot study. NPJ Schizophr. 2021, 7, 10. [CrossRef]

17. Maslej, M.M.; Furukawa, T.A.; Cipriani, A.; Andrews, P.W.; Sanches, M.; Tomlinson, A.; Volkmann, C.; McCutcheon, R.A.;
Howes, O.; Guo, X.; et al. Individual Differences in Response to Antidepressants. JAMA Psychiatry 2021, 78, 490. [CrossRef]

18. Rezaei, M.; Shariat Bagheri, M.M.; Ahmadi, M. Clinical and demographic predictors of response to anodal tDCS treatment in
major depression disorder (MDD). J. Psychiatr. Res. 2021, 138, 68–74. [CrossRef]

19. Mondino, M.; Fonteneau, C.; Simon, L.; Dondé, C.; Haesebaert, F.; Poulet, E.; Brunelin, J. Advancing clinical response characteri-
zation to frontotemporal transcranial direct current stimulation with electric field distribution in patients with schizophrenia and
auditory hallucinations: A pilot study. Eur. Arch. Psychiatry Clin. Neurosci. 2021, 271, 85–92. [CrossRef]

20. Kurzeck, A.K.; Dechantsreiter, E.; Wilkening, A.; Kumpf, U.; Nenov-Matt, T.; Padberg, F.; Palm, U. Transcranial Direct Current
Stimulation (tDCS) for Depression during Pregnancy: Results from an Open-Label Pilot Study. Brain Sci. 2021, 11, 947. [CrossRef]

21. Brunoni, A.R.; Ferrucci, R.; Bortolomasi, M.; Vergari, M.; Tadini, L.; Boggio, P.S.; Giacopuzzi, M.; Barbieri, S.; Priori, A. Transcranial
direct current stimulation (tDCS) in unipolar vs. bipolar depressive disorder. Prog. Neuropsychopharmacol. Biol. Psychiatry 2011, 35,
96–101. [CrossRef]

22. Brunelin, J.; Mondino, M.; Gassab, L.; Haesebaert, F.; Gaha, L.; Suaud-Chagny, M.F.; Saoud, M.; Mechri, A.; Poulet, E. Examining
transcranial direct-current stimulation (tDCS) as a treatment for hallucinations in schizophrenia. Am. J. Psychiatry 2012, 169,
719–724. [CrossRef] [PubMed]

https://apps.who.int/iris/handle/10665/255336
http://doi.org/10.1371/journal.pmed.1001547
http://www.ncbi.nlm.nih.gov/pubmed/24223526
http://doi.org/10.1016/j.pnpbp.2019.109836
http://www.ncbi.nlm.nih.gov/pubmed/31837388
http://doi.org/10.1016/j.clinph.2016.10.087
http://www.ncbi.nlm.nih.gov/pubmed/27866120
http://doi.org/10.1016/j.brs.2016.06.004
http://www.ncbi.nlm.nih.gov/pubmed/27372845
http://doi.org/10.1056/NEJMoa1612999
http://www.ncbi.nlm.nih.gov/pubmed/28657871
http://doi.org/10.1093/ijnp/pyaa051
http://www.ncbi.nlm.nih.gov/pubmed/32710772
http://doi.org/10.1016/j.neubiorev.2021.03.026
http://doi.org/10.9734/INDJ/2015/19719
http://doi.org/10.1016/j.brs.2020.08.013
http://doi.org/10.4088/JCP.v65n0204
http://doi.org/10.1016/j.pnpbp.2021.110261
http://www.ncbi.nlm.nih.gov/pubmed/33497753
http://doi.org/10.1016/j.brs.2018.12.977
http://doi.org/10.1186/s12888-019-2119-2
http://www.ncbi.nlm.nih.gov/pubmed/31185966
http://doi.org/10.1016/j.jad.2016.04.015
http://www.ncbi.nlm.nih.gov/pubmed/27107779
http://doi.org/10.1038/s41537-021-00138-3
http://doi.org/10.1001/jamapsychiatry.2020.4564
http://doi.org/10.1016/j.jpsychires.2021.03.047
http://doi.org/10.1007/s00406-020-01149-4
http://doi.org/10.3390/brainsci11070947
http://doi.org/10.1016/j.pnpbp.2010.09.010
http://doi.org/10.1176/appi.ajp.2012.11071091
http://www.ncbi.nlm.nih.gov/pubmed/22581236


J. Clin. Med. 2022, 11, 782 9 of 9

23. Bennabi, D.; Nicolier, M.; Monnin, J.; Tio, G.; Pazart, L.; Vandel, P.; Haffen, E. Pilot study of feasibility of the effect of treatment
with tDCS in patients suffering from treatment-resistant depression treated with escitalopram. Clin. Neurophysiol. 2015, 126,
1185–1189. [CrossRef] [PubMed]

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

25. Monte-Silva, K.; Kuo, M.F.; Liebetanz, D.; Paulus, W.; Nitsche, M.A. Shaping the optimal repetition interval for cathodal
transcranial direct current stimulation (tDCS). J. Neurophysiol. 2010, 103, 1735–1740. [CrossRef] [PubMed]

26. Monte-Silva, K.; Kuo, M.F.; Hessenthaler, S.; Fresnoza, S.; Liebetanz, D.; Paulus, W.; Nitsche, M.A. Induction of late LTP-like
plasticity in the human motor cortex by repeated non-invasive brain stimulation. Brain Stimul. 2013, 6, 424–432. [CrossRef]

27. Mondino, M.; Poulet, E.; Brunelin, J. Moving to accelerated protocols of tDCS in schizophrenia: A case report. Brain Stimul. 2021,
14, 822–824. [CrossRef]

28. Kim, J.; Iwata, Y.; Plitman, E.; Caravaggio, F.; Chung, J.K.; Shah, P.; Blumberger, D.M.; Pollock, B.G.; Remington, G.; Graff-
Guerrero, A.; et al. A meta-analysis of transcranial direct current stimulation for schizophrenia: “Is more better?”. J. Psychiatr. Res.
2019, 110, 117–126. [CrossRef] [PubMed]

29. Brunoni, A.R.; Moffa, A.H.; Fregni, F.; Palm, U.; Padberg, F.; Blumberger, D.M.; Daskalakis, Z.J.; Bennabi, D.; Haffen, E.;
Alonzo, A.; et al. Transcranial direct current stimulation for acute major depressive episodes: Meta-analysis of individual patient
data. Br. J. Psychiatry 2016, 208, 522–531. [CrossRef]

30. Cole, E.J.; Phillips, A.L.; Bentzley, B.S.; Stimpson, K.H.; Nejad, R.; Barmak, F.; Veerapal, C.; Khan, N.; Cherian, K.; Felber, E.; et al.
Stanford Neuromodulation Therapy (SNT): A Double-Blind Randomized Controlled Trial. Am. J. Psychiatry 2021, 179, 132–141.
[CrossRef]

http://doi.org/10.1016/j.clinph.2014.09.026
http://www.ncbi.nlm.nih.gov/pubmed/25454337
http://doi.org/10.1016/j.clinph.2015.11.012
http://www.ncbi.nlm.nih.gov/pubmed/26652115
http://doi.org/10.1152/jn.00924.2009
http://www.ncbi.nlm.nih.gov/pubmed/20107115
http://doi.org/10.1016/j.brs.2012.04.011
http://doi.org/10.1016/j.brs.2021.05.006
http://doi.org/10.1016/j.jpsychires.2018.12.009
http://www.ncbi.nlm.nih.gov/pubmed/30639917
http://doi.org/10.1192/bjp.bp.115.164715
http://doi.org/10.1176/appi.ajp.2021.20101429

	Introduction 
	Materials and Methods 
	Sample 
	Stimulation Procedure 
	Statistical Analysis 

	Results 
	Primary Outcome Analysis 
	Secondary Outcome Analysis 

	Discussion 
	Conclusions 
	References

