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Background: Transcranial direct current stimulation (tDCS), a non-invasive brain

stimulation technique, has been studied as an adjunctive therapeutic agent for alcohol

dependence. In a previous study, we showed that five consecutive sessions of tDCS

applied bilaterally over the dorsolateral prefrontal cortex (dlPFC) reduced relapse to the

use of alcohol in alcohol use disorder (AUD) outpatients. However, no changes on craving

scores were observed. In the present study, we investigated if an extended number of

sessions of the same intervention would reduce craving and relapses for alcohol use in

AUD inpatients.

Methods: Thus, a randomized, double-blind, sham-controlled, clinical trial with parallel

arms was conducted (https://clinicaltrials.gov/ct2/show/NCT02091284). AUD patients

from two private and one public clinics for treatment of drug dependence were randomly

allocated to two groups: real tDCS (5 × 7 cm2, 2mA, for 20min, cathodal over the

left dlPFC, and anodal over the right dlPFC) and sham-tDCS. Real or sham-tDCS was

applied once a day, every other day, in a total of 10 sessions. Craving was monitored by

a 5-item obsessive compulsive drinking scale once a week (one time before, three times

during and once after brain stimulation) over about 5 weeks.

Results: Craving scores progressively decreased over five measurements in both

groups but were significantly reduced only in the real tDCS group after treatment.

Corrected Hedges’ within-group (initial and final) effect sizes of craving scores were of

0.3 for the sham-tDCS and of 1.1 for the real tDCS group. Effect size was 3-fold larger in

the real tDCS group. In addition, the between-group analysis on craving score difference

was nearly significant, and the effect size was 0.58, in favor for a larger effect in the real

tDCS group when compared to sham-tDCS. Furthermore, in a 3-months follow-up after
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intervention, 72.2% of sham-tDCS group relapsed to the alcohol use whereas 72.7% of

tDCS group were abstinent.

Conclusions: Multiple sessions of bilateral prefrontal tDCS were well tolerated with no

significant adverse events. Thus, extended repetitive bilateral tDCS over the dlPFC is

a promising adjunctive clinical tool that could be used to reduce alcohol craving and

relapses and facilitate alcoholism cessation.

Keywords: alcohol dependence, tDCS, dorsolateral prefrontal cortex, craving, relapses

INTRODUCTION

Alcohol is a highly addictive substance and alcohol dependence is
a chronically relapsing disorder. It induces tolerance such that
increased doses of the alcohol are required to achieve the desired
effects and is associated with adverse symptoms during its acute
withdrawal. Progressing disease is accompanied with neglect
of alternative interests, and social, family, and occupational
activities. Attempts to quit are often unsuccessful and the patient
continues to use the substance despite knowledge of physical
and/or psychological harm caused by alcohol (DSM-5, 2013).
Alcohol dependence is thus a debilitating disorder that harms
not only the individual, but inflicts significant costs to society,
including loss of productivity, security challenges, crime and
lawlessness, increasing health care costs, and a myriad of negative
social consequences (Daley, 2013).

Craving is a common manifestation in all drug addictions.
It is defined as the “pressing, urgent and irrepressible desire to
give in to the substance” (Grall-Bronnec and Sauvaget, 2014),
resulting in an uncontrolled urge to consume a drug, with strong
obsessions about and irresistible compulsions to use (Robinson
and Berridge, 1993), even when the individual is well aware of
the consequences that its use can bring to his life. Craving is
now considered as part of the diagnosis criteria for Substance
Use Disorders under the A4 criteria in the DSM-5 (O’brien, 2011;
DSM-5, 2013; Lupi et al., 2017). One reason to add craving to
the diagnostic criteria was that it activates brain regions related
to the reward system (Wilson et al., 2004; Heinz et al., 2009).
Indeed, craving can be caused by an alteration of the relevant
brain circuitry, that may persist even when the individual is not
currently using the substance, but is exposed to stimuli that are
associated with it (Volkow et al., 2011; DSM-5, 2013; Koob and
Volkow, 2016), constituting a recognized central driving force
for successive relapses and perpetuation of drug use (Self, 1998;
Weiss, 2005).

Psychosocial and pharmacological approaches, although
essential, have shown limitations and modest efficacy in the
treatment of alcohol dependence (Miller et al., 2011). Therefore,
the development of more effective treatments or alternatives
improving the efficacy of the current approaches is highly desired.

Transcranial direct current stimulation (tDCS) is a non-
invasive brain stimulation technique in which a weak current
is applied to the brain for several minutes through electrodes,
resulting in a polarity-dependent modulation of brain activity
(Nitsche et al., 2008; Den Uyl et al., 2015). Considering that
a single bilateral tDCS, either left cathodal/right anodal or left

anodal/right cathodal, over the dorsolateral prefrontal cortex
(dlPFC) showed to reduce alcohol craving in AUD patients
(Boggio et al., 2008), but the repetitive unilateral anodal tDCS
over the left dlPFC increased instance of relapses in AUD patients
(da Silva et al., 2013), in the following study in AUD outpatients,
we applied five consecutive sessions of bilateral tDCS, having
the cathodal electrode over the left and the anodal over the
right dlPFC, and showed a reduced probability of relapse to
the use of alcohol (Klauss et al., 2014). Half (50%) of the AUD
patients treated with tDCS, as compared to only 11.8% of subjects
from the sham-tDCS group, were completely abstinent at the
end of 6 months following the intervention. However, in this
study craving during the period of brain stimulation was not
significantly changed (Klauss et al., 2014).

The extension of tDCS sessions may clinically matters as 10
daily sessions have shown to result in more effective and long-
lasting effects than 5 daily sessions (Valle et al., 2009; Kuo et al.,
2014). Therefore, in the present study we aimed to investigate
whether an intensified intervention with ten sessions of tDCS
bilaterally applied over the dlPFC would reduce craving for
alcohol use in AUD inpatients.

MATERIALS AND METHODS

We report this clinical trial according to CONSORT guidelines.
This trial was registered under Clinical Trials.gov number
NCT02091284.

Participants
AUD patients of both genders were successively recruited
between June of 2015 and January of 2018 from three
specialized clinics for drug dependence treatment, one public,
and two privates, from the State of Espírito Santo, Brazil.
These specialized services applied standard protocols for
the treatment of drug addiction, consisting of psychosocial
approaches–conducted by a professional team of psychologists,
nurses, social workers and physicians, and pharmacotherapy,
including benzodiazepines, vitamin B, disulfiram and, when
necessary, antidepressants, anxiolytics, antihypertensive, and
gastric medications, and folic acid. Two dropouts occurred after
randomization. One dropout had to be hospitalized due to
clinical instability and another missedmany stimulation sessions.

The inclusion criteria for this study were: (1) male and
female patients over the age of 18 years; (2) met criteria for
alcohol dependence according to the Classification of Mental
and Behavioral Disorders (ICD-10) and the Diagnostic and
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Statistical Manual of Mental Disorders, fifth edition (DSM-5), as
determined by clinical evaluation; (3) in stable clinical condition
with no need for emergency care; (4) able to read, write, and
speak Portuguese; and (5) without severe withdrawal signs or
symptoms at baseline.

Exclusion criteria included: (1) a condition of intoxication or
withdrawal due to a substance other than alcohol, (2) unstable
mental or medical disorder or substance abuse or addiction
other than alcohol dependence, except nicotine and/or caffeine
or history of marijuana use during adolescence; (3) diagnosis of
epilepsy, convulsions, or delirium tremens during the abstinence
of alcohol; (4) a previous history of drug hypersensitivity
or adverse reactions to diazepam or other benzodiazepines
and haloperidol; (5) any contraindication for electrical brain
stimulation procedures such as electronic or metal implants.

Ethical approval was provided by the Brazilian Institutional
Review Board of the Federal University of Espírito Santo
(CAAE 19403713.6.0000.5060), Brazil, and it was registered
in clinicaltrials.gov (https://clinicaltrials.gov/ct2/show/
NCT02091284). The study was conducted in strict adherence
to the Declaration of Helsinki and is in accordance with the
ethical standards of the Committee on Human Experimentation
of the Federal University of Espírito Santo, ES, Brazil, where
this study was conducted. Subjects were fully informed about
the experimental protocol and voluntarily signed an informed
consent form before the start of the study.

Direct Current (DC) Stimulation
The intervention in this clinical trial was transcranial DC
stimulation (tDCS). In each session, tDCS was applied via two
carbonated silicone electrodes (35 cm2) with a thick layer of
high-conductive EEG paste on the contact surface connected
to a DC-Stimulator (DC-Stimulator Plus, NeuroConn, Ilmenau,
Germany) for 20min with fade-in and fade-out periods of 30 s
each. Intensity was set to 2mA.

The cathode was placed above F3 (according to the EEG
international 10–20 system), corresponding to the left dlPFC,
and the anode was positioned above the right dlPFC (F4). For
the sham stimulation procedure, the stimulator automatically
switched off after 30 s of either anodal or cathodal stimulation
yielding sensations typically elicited by tDCS. Sham- or real tDCS
was applied once a day, every other day, including weekends,
until completion of 10 sessions (Figure 1).

Craving Assessment: 5-Items OCDS
Craving was scored with a brief scale composed of 5 items (1,
2, 4, 5, and 13) from the Obsessive-Compulsive Drinking Scale
(OCDS) (Anton et al., 1995, 1996; Anton, 2000), which assesses
craving in a narrow sense according to de Wildt et al. (2005).

Questions of this brief scale allow quantification of thoughts
and feelings (obsessions), and behavioral intentions (de Wildt
et al., 2005), and are answered on a scale ranging from 0 to
4, resulting in a total score between 0 and 20. They ask how
much of a person’s time (total per day), when the drug is not
used, is occupied by thoughts, ideas, desires, or impulses related
to alcohol and its effects; how frequently these thoughts, ideas,
desires, or impulses related to alcohol and its effects occur; how

much distress or disturbance these ideas, thoughts, impulses or
desire related to alcohol use cause when the person is under
withdrawal; how much effort the person has to make to resist
these thoughts, ideas, desires, or impulses, or how much energy
he/she has to spend to think of something else when they enter
the mind under withdrawal; and finally ask about the person’s
drive to use alcohol.

This scale was applied in the week before the beginning of
the real or sham-tDCS treatment (1st measurement), during the
treatment over ∼3-weeks (2nd, 3rd, and 4th measurements) and
in the week after the end of the brain stimulation protocol (5th
measurement).

3-Months Follow-Up: Alcohol Use
Relapses
After their discharge from the hospital, patients from sham- and
real tDCS groups were followed-up for 3 months, corresponding
to a period of initial remission according to DSM-5, regarding
alcohol use relapses. Alcohol use relapse here was considered as
the first episode of return to the previous uncontrolled pattern of
alcohol use (drinks per day) (Klauss et al., 2014).

Procedures
Those patients who were eligible (Figure 2) for study
participation according to the inclusion and exclusion criteria
described above and agreed to participate in this study signed
an informed consent form (Figure 1). All data were originally
acquired from participants participating in a randomized sham-
controlled double-blind clinical trial to investigate the efficacy of
tDCS treatment of alcohol dependence.

After global physical and clinical examination, subjects were
randomly assigned to one of the two intervention groups (sham-
and real tDCS) in a 1:1 ratio using a computer-generated block
randomization sequence that was kept with the unblinded study
coordinator (not involved in recruitment) and only revealed to
the co-investigator conducting treatments immediately before
the first session.

Craving (5-items OCDS) was measured before and after
completion of the treatment and once per week during the
3-weeks treatment, resulting in five measurements (Figure 1).
Alcohol use relapses after hospital discharge were verbally
obtained from patients, families or caregivers.

Participants and experimenters were blinded for brain
stimulation assignments from the beginning of the study protocol
up to the end of the 3-months follow-up after the end of
sham-tDCS or real tDCS treatment, configuring a double-blind
experimental design.

Statistical Analysis
We powered the study for a small effect size given our hypothesis
that tDCS would be associated with a relevant reduction in
craving scores. Thus, assuming a small effect size of 0.3 specified
for SPSS in G∗Power 3.1 for a repeated measure (5 measures)
within-between interaction analysis of variance (ANOVA) as
principal statistical test for the craving analysis with a power
of 80%, a two-sided probability of a type I error of 5%,
a minimum of 38 subjects would be necessary; however to
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FIGURE 1 | Diagram of the general procedure: eligible Alcohol Use Disorder (AUD) patients were recruited from clinics for treatment of drug dependence, signed the

Term of Consent and were randomized to receive repetitive bilateral (cathode left/anode right over the dorsolateral Prefrontal Cortex) transcranial Direct Current

Stimulation (tDCS, 2mA, 35 cm2, stimulation for 20min) or placebo (sham-tDCS) every other day in a total of 10 sessions. Craving to the use of alcohol was

examined by 5 items from the Obsessive-Compulsive Drinking Scale (OCDS) once a week for 5 weeks (the week before treatment, during the second, third and fourth

treatment weeks, and the week after treatment). A, anterior; P, posterior; R, right; L, left; a, anode; c, cathode; BS, brain stimulation.

account for waiving or dropouts expected to be very common
in this condition, we increased the estimated sample to ∼20%,
resulting in 45 to 46 subjects (22 to 23 subjects in each
group).

Age, patterns of alcohol use and 5-items OCDS were normally
distributed according to D’Agostino & Pearson normality test,
thus they were analyzed by parametric tests.

Besides the two-way ANOVA (sham-tDCS and tDCS groups
as between-subjects factor) with repeated measures (five time-
points as within-subjects factor) followed by Bonferroni’s
multiple comparisons as post-hoc test, linear regression analyses
were done over craving scores obtained over the respective five
time-points for both groups and the slopes of the respective
curves were compared using a modified version of the t-test
according to Zar (1984), which is equivalent to analysis of
covariance. Additional comparisons between initial and final
OCDS scores were done by paired t-tests for each group,
and differences between final and initial scores were compared
between sham-tDCS and tDCS groups with unpaired t-tests.
Effect sizes were calculated using Cohen’s d and corrected by
Hedges’s gs for unpaired and Hedges’ gav for paired t-tests
(Lakens, 2013).

Age and patterns of alcohol use were compared between
groups by unpaired t-test. For all other non-parametric data, Chi-
square or Fisher tests were used to compare results between sham
and real tDCS groups.

A two-tailed p-value of 0.05 or less was considered to indicate
statistical significance. SPSS Statistics Base 24.0 (SPSS Inc., USA)
and GraphPad Prism 7.0 (GraphPad Software Inc, USA) were
employed for statistical analysis and graphic presentations.

RESULTS

Baseline Data
Baseline socio-demographic characteristics and patterns of drug
use are presented in Tables 1, 2.

AUD subjects were middle aged, with an average of 44.9
years old in the total sample, mostly with low schooling
scores (48.9% of them had up to 5 years of education),
unemployed (46.7%), single (48.9%) and of white skin
color (51.5%) (Table 1). In addition, more than half of
them (51.5%) were tobacco smokers and the majority
(86.7%) had no experience with other drugs besides alcohol
(Table 1).

Except for themarital state, which showed differences between
groups (p = 0.04), mostly because of the greater proportion of
single subjects in the tDCS group and of divorced subjects in
the sham-tDCS group, no other socio-demographic parameter
differed between groups (Table 1).

They started to use alcohol on average at 16.2 years
of age, consumed on average 17.9 drinks per day, and
they were about 33 days abstinent before the beginning
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FIGURE 2 | Flow diagram according to CONSORT 2010.

of the experimental protocol (Table 2). None of these
characteristics differed between sham and real tDCS groups
(Table 2).

Patients were kept in a restrictive environment for drug
use during the treatment. They were blinded for tDCS
treatment. When they were asked about their impression
of what treatment they had received at the end of the
treatment, 42 (93.3%) subjects answered they were exposed
to real tDCS (Table 2). That is, only 3 (6.7%) subjects
answered they received sham-tDCS. Two of them were
from the sham-tDCS group and one from real tDCS
group. From the sham-tDCS group, 20 out of 22 (90.9%)
answered they were receiving real tDCS treatment, and
almost all subjects (95.7%) from the real tDCS group
answered positively. When they were asked how confident
they were regarding treatment condition, in the total sample
38 (84.4%) were very to extremely confident, 18 (81.9%)
from sham-tDCS group and 20 (87.9%) from tDCS group.
There were no statistically significant differences between
groups for both parameters, impression and confidence
(Table 2).

Adverse Events
We asked subjects about the following adverse effects: headache,
neck and scalp pain, tingling, itching, skin redness, burning
sensation of the scalp, sleepiness, acute mood changes, trouble
concentrating, and others (Brunoni et al., 2011) after treatment.
From these potential events, a tingling sensation was reported
by 29 subjects (64.4%) in the total sample, and quite equally by
sham-(13 subjects, 59.1%) and real tDCS (16 subjects, 69.6%)
groups (Table 2). Nine subjects (40.9%) from the sham-tDCS
group and seven from the real tDCS group (30.4%) reported
no events at all. No other adverse events were reported by
AUD patients from both groups in this study and no significant
difference was found between groups (Table 2).

Craving: 5-Items OCDS
A two-way ANOVA with repeated measures was conducted
to examine the intervention effect on craving (Figure 3). Both
tDCS and sham-tDCS groups differed in OCDS scores over
time (Figures 3A–C). The ANOVA shows a significant five time-
points within-subject effect [F(4, 172) = 13.15, p < 0.0001, η

2
p

= 0.23, η
2
G = 0.068] and a significant interaction between
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TABLE 1 | Socio-demographic characteristics of the total sample of alcoholics (n = 45) and subdivided in subjects submitted to bilateral repetitive transcranial Direct

Current Stimulation (tDCS: cathode left/anode right dorsolateral Prefrontal Cortex, 2mA, 35 cm2, 20min, 10 sessions, every other day, n = 23) or placebo (sham-tDCS: n

= 22).

Alcoholics (n = 45) Groups p-value

Sham-tDCS (n = 22) tDCS (n = 23)

Age [mean (SD)] 44.9 (11.1) 43.5 (10.2) 46.3 (12.0) t(43) = −0.84 0.40

Gender n (%) Male

Female

37 (82.2%)

8 (17.8%)

19 (86.4%)

3 (13.6%)

18 (78.3%)

5 (21.7 %)

Fisher = 0.7 0.38

Years of education

n (%)

Up to 5

Between 6 and 9

Between 10 and

13

Above 13

Not reported

22 (48.9%) (19M:3F)

5 (11.1%) (5M:0F)

10 (22.2%) (7M:3F)

7 (15.6%) (5M:2F)

1 (2.2%) (1M:0F)

9 (40.9%) (8M:1F)

4 (18.2%) (4M:0F)

5 (22.7%) (4M:1F)

4 (18.2%) (3M:1F)

0 (0.0%) (0M:0F)

13 (56.5%) (11M:2F)

1 (4.3%) (1M:0F)

5 (21.7%) (3M:2F)

3 (13.0%) (2M:1F)

1 (4.3%) (1M:0F)

X2 T = 3.65

X2 M = 3.59

X2 F = 0.18

0.46

0.46

0.92

Employment

situation n (%)

Formal job

Informal job

Unemployed

Freelance

Retired

Disease benefit

Not reported

8 (17.8%) (8M:0F)

2 (4.4%) (2M:0F)

21 (46.7%) (16M:5F)

4 (8.9%) (3M:1F)

4 (8.9%) (4M:0F)

3 (6.7%) (3M:0F)

3 (6.7%) (1M:2F)

6 (27.3%) (6M:0F)

0 (0.0%) (0M:0F)

10 (45.5%) (8M:2F)

2 (9.1%) (2M:0F)

2 (9.1%) (2M:0F)

0 (0.0%) (0M:0F)

2 (9.1%) (1M:1F)

2 (8.7%) (2M:0F)

2 (8.7%) (2M:0F)

11 (47.8%) (8M:3F)

2 (8.7%) (1M:1F)

2 (8.7%) (2M:0F)

3 (13.0%) (3M:0F)

1 (4.3%) (0M:1F)

X2 T = 7.36

X2 M = 8.31

X2 F = 0.75

0.29

0.22

0.69

Marital state n (%) Single

Married or

Common-law

Divorced

Widow

Not reported

22 (48.9%) (19M:3F)

14 (31.1%) (11M:3F)

6 (13.3%) (6M:0F)

2 (4.4%) (1M:1F)

1 (2.2%) (0M:1F)

7 (31.8%) (6M:1F)

7 (31.8%) (6M:1F)

6 (27.3%) (6M:0F)

1 (4.5%) (1M:0F)

1 (4.5%) (0M:1F)

15 (65.2%) (13M:2F)

7 (30.4%) (5M:2F)

0 (0.0%) (0M:0F)

1 (4.3%) (0M:1F)

0 (0.0%) (0M:0F)

X2 T = 9.89

X2 M = 9.65

X2 F = 2.31

0.04*

0.02*

0.51

Race n (%) White

Brown

Black

23 (51.5%) (18M:5F)

14 (31.1%) (13M:1F)

8 (17.8%) (6M:2F)

12 (54.5%) (10M:2F)

6 (27.3%) (6M:0F)

4 (18.2%) (3M:1F)

11 (47.8%) (8M:3F)

8 (34.8%) (7M:1F)

4 (17.4%) (3M:1F)

X2 T = 0.31

X2 M = 0.27

X2 F = 0.75

0.86

0.87

0.69

Tobacco use n (%) Yes

No

23 (51.1%) (18M:5F)

22 (48.9%) (19M:3F)

11 (50.0%) (10M:1F)

11 (50.0%) (9M:2F)

12 (52.2%) (8M:4F)

11 (47.8%) (10M:1F)

Fisher T = 1.0

Fisher M =0.75

Fisher F = 0.46

0.56

0.43

0.29

Used illicit drugs#

n (%)

Yes

No

6 (13.3%) (4M:2F)

39 (86.7%) (33M:6F)

2 (9.1%) (2M:0F)

20 (90.9%) (17M:3F)

4 (17.4%) (2M:2F)

19 (82.6%) (16M:3F)

Fisher T = 0.67

Fisher M = 1.0

Fisher F = 0.46

0.35

0.68

0.36

*p = 0.05 when compared to sham. #she/he had experienced marijuana in the adolescence. T, total; M, male; F, female.

groups and five time-points OCDS measurements [F(4, 172) =

3.91, p = 0.005, η
2
p = 0.08, η

2
G = 0.021], suggesting that

craving scores changed differently between groups during the
intervention. Bonferroni’s multiple comparisons tests showed
that OCDS scores were significantly smaller in the 3rd, 4 and 5th
measurements when compared to the 1st measurement (adjusted
p-value < 0.01, 0.0001 and 0.0001, respectively) and in the 4th
and 5th measurements when compared to the 2nd measurement
(adjusted p-value < 0.001 and 0.0001, respectively) in the real
tDCS group only.

Thus, craving scores decreased linearly from baseline (week
before treatment) to the week after treatment in both groups
[Linear regression for the sham-tDCS group:Y = 4.523–0.3591X,
r2 = 0.7872, F(1, 3) = 11.1, p = 0.0447; Linear regression for
the real tDCS group: Y = 6.483–1.057X, r2 = 0.9644, F(1, 3) =
81.3, p = 0.0029] (Figure 3C). The difference between the slopes

from both groups was statistically significant [F(1, 6) = 19.19,
p = 0.00047], showing that the decrease of OCDS scores was
significantly larger in the tDCS group (Figure 3C).

When comparing craving scores obtained before (initial) and
after (final) treatment by paired t-tests, a statistically significant
difference {t(22) = 4.06, p = 0.0005, 95% CI [1.93, 5.98]} was
observed for the real tDCS group only (Figure 3D), showing that
OCDS scores were significantly smaller than baseline values after
10 sessions of bilateral cortical DC stimulation. The corrected
effect size for the paired t-tests between initial and final craving
scores of the tDCS group by Hedges’s gavwas 1.07 (initial mean
score= 5.52, SD= 4.44; final mean score= 1.56, SD= 2.41).The
effect size calculated indicates that after controlling for individual
differences, the likelihood that OCDS scores of an AUD patient
under tDCS treatment are lower for the final than for initial mean
score is 80%.
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TABLE 2 | Patterns of alcohol use, impression of what treatment they were in and confidence of this impression, and adverse events, for the total sample of alcoholics (n

= 45) and subdivided in subjects submitted to bilateral repetitive transcranial Direct Current Stimulation (tDCS: cathode left/anode right dorsolateral Prefrontal Cortex,

2mA, 35 cm2, 20min, 10 sessions, every other day, n = 23) or placebo (sham-tDCS: n = 22).

Alcoholics (n = 45) Groups p-value

Sham-tDCS (n = 22) tDCS (n = 23)

ALCOHOL USE

Age at onset of alcohol use [mean (SD)] 16.2 (5.7) 16.9 (6.0) 15.5 (5.4) t(43) = −0.56 0.40

Amount of alcohol used (drinks/day) [mean (SD)] 17.9 (14.3) 15.5 (15.0) 20.3 (13.4) t(43) = −1.13 0.26

Days of abstinence before study [mean (SD)] 33.0 (12.4) 32.9 (12.5) 33.0 (12.7) t(43) = −0.02 0.98

IMPRESSION n (%)

Sham (placebo) 3 (6.7%) 2 (9.1%) 1 (4.3%) Fisher = 0.61 0.48

tDCS treatment 42 (93.3%) 20 (90.9%) 22 (95.7%)

Confidence in their impression n (%) (1) None 0 (0%) 0 (0%) 0 (0%) X2 = 5.11 0.16

(2) Little 3 (6.7%) 1 (4.5%) 2 (8.7%)

(3) Medium 4 (8.9%) 3 (13.6%) 1 (4.3%)

(4) Very confident 23 (51.1%) 8 (36.4%) 15 (65.2%)

(5) Extremely confident 15 (33.3%) 10 (45.5%) 5 (21.7%)

ADVERSE EVENTS# n (%)

None 16 (35.6%) 9 (40.9%) 7 (30.4%) Fisher = 0.54 0.34

Tingling in the scalp 29 (64.4%) 13 (59.1%) 16 (69.6%)

#No other adverse event asked was registered (headache, neck and scalp pain, itching, skin redness, burning sensation of the scalp, sleepiness, acute mood changes, trouble

concentrating).

The corrected effect size by Hedges’s gav for the sham-tDCS
group was 0.32 {initial mean = 3.82, SD = 4.47; final mean =

2.46, SD= 3.67; t(21) = 1.54, p= 0.14; 95% CI [−0.48, 3.20]}. The
effect size calculated indicates that after controlling for individual
differences, the likelihood that scores of an AUD patient under
sham-tDCS treatment are lower for the final than for initial mean
craving score is 63%.

Considering the effects size between initial and final craving
scores of 1.07 of real tDCS group and 0.32 of sham-tDCS group,
the effect size was ∼3.33-fold larger in the real tDCS group over
sham-tDCS group.

When comparing the mean change scores contrasting data
obtained after 10 sessions (final) vs. baseline (initial) between
groups (sham-tDCS vs. tDCS), the respective unpaired t-test
resulted in p = 0.056 {t(43) = 1.96, 95% CI [0.52, 1.48]}. The
corrected effect size by Hedges’s gs for two independent samples
was 0.58 (mean sham-tDCS difference=−1.36, SD= 4.15; mean
tDCS difference = −3.96, SD = 4.68). The effect size indicates
that the chance for a randomly selected pair of subjects, the
probability of a lower score of an AUD patient from tDCS-group,
as compared to the score of an AUD patient from the sham-tDCS
group, is 66%.

Alcohol Use Relapses
Five AUD patients were lost to the follow-up, all from the sham-
tDCS group, most of them because they and/or their relatives
could not be reached after many attempts. At least two of them
are homeless.

Alcohol use relapses up to 3 months after the end of 10
sessions of brain stimulation were significantly higher (p = 0.01,
Fisher’s exact test) in the sham-tDCS group and, by contrast,

alcohol abstinence was proportionately larger in the real tDCS
group. 72.2% of patients from the sham-tDCS group relapsed
and 72.7% of patients from the real tDCS group were abstinent
at the end of the 3-months follow-up (Figure 4). From those who
relapsed, 68.4% were from the sham-tDCS group and from those
who kept abstinence 76.2% were from the real tDCS group.

DISCUSSION

Regarding demographic data, except for the marital state, AUD
patients from sham- and real-tDCS groups were matched by
socio-demographic characteristics such as age, gender, schooling
and employment conditions and by characteristics of alcohol
use, especially the age at the onset of alcohol use and days of
abstinence before tDCS. Therefore, the craving score reduction in
AUDpatients treated with 10 sessions of bilateral prefrontal tDCS
was obtained in comparison to a well-matched placebo (sham)
control group. Craving scores progressively decreased in both
groups over the course of sham-tDCS or real tDCS treatment,
but they were significantly reduced only in the real tDCS group
at the end of the 10-sessions applications.

Alcohol dependency is a complex disease, involving several
brain areas (Preti et al., 2014) and a variety of chemical changes
(Koob and Volkow, 2016). This makes therapeutic strategies
for its treatment complex, and usually of limit success. In this
context, adjunctive therapies such as brain stimulation may play
a notable role (Higgins and George, 2009).

Brain regions involved in the rewarding system (Wilson et al.,
2004; Kalivas and Volkow, 2005; Volkow et al., 2011), such as
the nucleus accumbens, the amygdala, the anterior cingulate,
the orbitofrontal cortex, and the dlPFC, are involved in drug
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FIGURE 3 | Craving is shown as the 5-items from the Obsessive-Compulsive Drinking Scale (OCDS) scores in the week before treatment (1 initial), the second (2),

third (3) and fourth (4) weeks during the treatment, and the week after treatment (5 final) with bilateral repetitive transcranial Direct Current Stimulation (tDCS, 2mA, 35

cm2: cathode left/anode right over the dorsolateral Prefrontal Cortex; stimulation for 20min every other day in a total of 10 sessions; n = 23) or placebo (sham-tDCS;

n = 22) in Alcohol Use Disorder (AUD) patients individually (A for sham-tDCS; B for tDCS subjects) and by their mean scores ± standard error of means (S.E.M.) (C).

Linear regression for sham-tDCS: *p < 0.05; Linear regression for the real tDCS group: **p < 0.005, slope difference: **p < 0.005. Mean scores of craving depicted in

the week before and the week after treatment in the real and sham-tDCS groups are shown in (D). ***p = 0.0005 when compared to baseline craving in the real tDCS

group (paired t-test).

addiction (Vetulani, 2001; Gardner, 2011; Koob and Volkow,
2016). Thus, strategies focused on these brain regions may
help to change rewarding characteristics of drug use. Indeed,
DC stimulation targeting the dlPFC has shown promising
applicability as adjunctive approach in the treatment of alcohol
dependence, as it reduces relapse and craving (Jansen et al., 2013;
Klauss et al., 2014; Batista et al., 2015). These effects seem not to
be restricted to alcohol dependency, but are also accomplished
in crack-cocaine dependence, and other addictive conditions
(Boggio et al., 2008; Fregni et al., 2008; Goldman et al., 2011).

Most clear effects of cortical DC stimulation have been
observed when tDCS was applied consecutively in multiple
sessions. Four sessions of unilateral anodal tDCS over the dlPFC
combined with cognitive bias modification tended to decrease
relapses to the alcohol use after 1 year (den Uyl et al., 2016). So
far, in our studies on drug addiction we have applied five sessions
of tDCS on consecutive days or every other day over the dlPFC
(Klauss et al., 2014; Batista et al., 2015).

In our previous tDCS study in AUD patients, in which only
5 stimulation sessions were conducted, out of 33 outpatients, 17
were randomly distributed to the sham-tDCS group and 16 to the

active tDCS group. Of these, 15 patients in the sham-tDCS group
and eight in the active tDCS group relapsed to alcohol use during
treatment or in the 6-month follow-up (Klauss et al., 2014). In
this study, no between group differences were found for craving
changes. However, in that outpatient study tDCS was applied
for only five consecutive days (over a short period of time), and
craving was scored before and after 1 week of treatment only
due to logistic reasons. Therefore, although significant result was
found on relapse, 5 tDCS sessions may have been too short to
change craving response in AUD patients because other studies
have shown better results with longer brain stimulation sessions
(Valle et al., 2009; Kuo et al., 2014).

In the present study, in AUD patients admitted to specialized
clinics, tDCS (or sham-tDCS) was applied every other day in a
total of 10 applications, which was supposed to be amore efficient
protocol, and allowed to monitor craving more accurately during
the course of the treatment.

Craving scores were slightly decreased in the sham-tDCS
group, showing that regular biopsychosocial and behavioral
treatment conducted in the clinic was efficient. However, the
reduction of craving was relevantly larger in AUD patients
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FIGURE 4 | Alcohol use relapses in alcohol use disorder (AUD) patients in the

3 months follow-up after 10 sessions of sham- (n = 18) or real tDCS (n = 22)

applied over the bilateral dorsolateral Prefrontal Cortex. **p = 0.01 (Fisher’s

exact test).

receiving real tDCS treatment, as it was shown by the respective
statistical analyses.

To better understand the magnitude of this effect with regard
to its clinical relevance, we calculated corrected effect sizes
according to Hedges’s gs (Lakens, 2013). According to Lakens
(2013), the effect size of 0.3 (small tomedium effect size according
to Cohen’s convention) (Cohen, 1992) obtained in the sham-
tDCS group means that craving scores of 63% of the AUD
patients under regular treatment for alcohol dependence will be
below the mean score observed before treatment. The resulting
number needed to treat for the sham tDCS group is 10.6,
corresponding to a favorable outcome in approximately 9.4% of
the patients when compared to baseline.

For real tDCS, an effect size of 1.1 (large effect size according
to Cohen’s convention) (Cohen, 1992) was achieved, which
means that 80% of AUD patients under regular treatment for
alcohol dependence added by repetitive DC stimulation showed
craving scores below the mean score observed before treatment.
The resulting number needed to treat for the real tDCS group
is 3.5 patients, referring to a favorable outcome in 28.6% of all
patients compared to baseline.

These analyses showed that tDCS was more favorable than
regular treatment (placebo) in about 3-fold in reduction of
craving to the alcohol use, which was complemented by between-
groups comparison on mean score changes finding a medium
effect size in favor of tDCS treatment (Cohen, 1992). These
evidence of favorable outcome of repetitive tDCS on craving

behavior hopefully will be of clinical help in the treatment of
alcohol dependence.

Furthermore, most patients (72.7%) from the real tDCS group
were able to maintain alcohol abstinence over 3 months after
treatment, thus being in early remission of AUD according
to DSM-5, whereas fewer patients from the sham-tDCS group
(27.8%) were abstinent after this period. In fact, most sham-tDCS
patients relapsed in this period. In our previous study (Klauss
et al., 2014), about 56.25% of AUD patients were abstinent over
∼3months after 5 sessions of the same tDCS protocol, suggesting
that 10 sessions of brain stimulation are more effective to sustain
alcohol abstinence.

There are limitations of this study that must be considered.
Although our sample sizes were sufficient for our designed
statistical analysis, they are still small and restricted by inclusion
and exclusion criteria, which limit generalizability. A huge
sample (233 subjects) of drug users admitted in three clinics
for drug dependence treatment was interviewed but only 49
(21%) AUD patients were eligible for this study according to our
criteria (Figure 2). Future investigations should extend to a more
unrestricted AUD population to increase the generalizability
of the potential clinical application of DC stimulation in the
treatment of alcohol dependence. It must be mentioned that
surrogate analysis of cognitive performance, clinical outcomes
such as anxiety and depression symptoms, quality of life,
and electrophysiological data that have been collected needs
to be processed to help to understand the extension of
neuromodulatory effects of the tDCS and the mechanisms that
may underlie these effects. They were not included here because
they constitute an extensive volume of data that would go beyond
the objective of this report. And, finally, we must underscore
that this study shows effects of one specific montage of tDCS
application and explored its extended number of sessions. Effects
of other electrode montages and sizes, and different parameters
of brain stimulation need to be explored in future studies.

In summary, this study shows that 10 sessions of bilateral
tDCS over the dlPFC (cathodal right, and anodal left) decreased
craving and relapses for alcohol use in severe AUD patients
in more efficiently degree than regular treatment for alcohol
dependence alone. Therefore, this stimulation protocol is a
promising, non-expensive, add-on clinical tool, which could help
to reduce alcohol craving, and consequently facilitate alcohol use
cessation in severe AUD patients.

AUTHOR CONTRIBUTIONS

We hereby submit an original research article entitled, A
randomized placebo-controlled trial of tDCS as an add-on
treatment of alcohol use disorder for consideration by Frontiers
in Pharmacology, section Neuropharmacology. This study
provides evidence that ten sessions of bilateral tDCS over the
dorsolateral Prefrontal Cortex (cathodal right and anodal left)
decreased craving and relapses for alcohol use in severe AUD
patients in more efficiently degree than regular treatment for
alcohol dependence alone. We confirm that this work is original
and has not been published elsewhere, nor is it currently under

Frontiers in Pharmacology | www.frontiersin.org 9 July 2018 | Volume 9 | Article 716

https://www.frontiersin.org/journals/pharmacology
https://www.frontiersin.org
https://www.frontiersin.org/journals/pharmacology#articles


Klauss et al. Treatment of Alcohol Dependence With tDCS

consideration for publication elsewhere. All authors (JK, QSA,
LVF, MAN, EMN-P) have read and approved the manuscript
for submission; have made a substantial contribution to the
conception, design, gathering, analysis and/or interpretation of
data and a contribution to the writing and intellectual content
of the article; and acknowledge that they have exercised due
care in ensuring the integrity of the work. None of the original
material contained in the manuscript has been submitted for
consideration nor will any of it be published elsewhere except in
abstract form in connection with scientific meetings.

FUNDING

EMN-P is recipient of a researcher fellowship from Conselho
Nacional de Desenvolvimento Científico e Tecnológico (CNPq)
(proc. 304374/2014-8) and is also funded by this agency (proc.
466650/2014-0). JK and QSA were recipient of graduate student
fellowship from Coordenação de Aperfeiçoamento de Pessoal
de Nível Superior (CAPES). MAN is in the advisory board

of Neuroelectrics R© and receives support by the EC Horizon
2020 Program, FET Grant, 686764-LUMINOUS, grants from
the German ministry of Research and Education (GCBS grant
01EE1403C, TRAINSTIM grant 01GQ1424E), and by a grant
from the Deutsche Forschungsgemeinschaft - Germany (SFB
1280 Extinction Learning).

ACKNOWLEDGMENTS

We want to thank all patients and families who agreed to
participate in this study. We thank the psychiatrists Dr. Luis
Henrique Casagrande from Clínica Greenhouse, Dr. Fernando
Furieri from Casa Praia da Costa, and Capitain Dr. Rubens José
Loureiro from Hospital da Polícia Militar of Espírito Santo, who
allowed us to run this study in patients from the Clinics for
Treatment of Mental Disorders and Drug Dependence, to use
their facilities, and made all effort to help us. We also thank
our undergraduate students Leonardo Villaverde Buback Ferreira
and Mateus Amorim Cruz for their great help in collecting data.

REFERENCES

Anton, R. F. (2000). Obsessive-compulsive aspects of craving: development of

the obsessive compulsive drinking scale. Addiction 95 (Suppl. 2), S211–S217.

doi: 10.1046/j.1360-0443.95.8s2.9.x

Anton, R. F., Moak, D. H., and Latham, P. (1995). The Obsessive Compulsive

Drinking Scale: a self-rated instrument for the quantification of thoughts

about alcohol and drinking behavior. Alcohol. Clin. Exp. Res. 19, 92–99.

doi: 10.1111/j.1530-0277.1995.tb01475.x

Anton, R. F., Moak, D. H., and Latham, P. K. (1996). The obsessive

compulsive drinking scale: a new method of assessing outcome in

alcoholism treatment studies. Arch. Gen. Psychiatry 53, 225–231.

doi: 10.1001/archpsyc.1996.01830030047008

Batista, E. K., Klauss, J., Fregni, F., Nitsche, M. A., and Nakamura-Palacios, E.

M. (2015). A randomized placebo-controlled trial of targeted prefrontal cortex

modulation with bilateral tDCS in patients with crack-cocaine dependence. Int.

J. Neuropsychopharmacol. 18:pyv066. doi: 10.1093/ijnp/pyv066

Boggio, P. S., Sultani, N., Fecteau, S., Merabet, L., Mecca, T., Pascual-Leone, A.,

et al. (2008). Prefrontal cortex modulation using transcranial DC stimulation

reduces alcohol craving: a double-blind, sham-controlled study. Drug Alcohol

Depend. 92, 55–60. doi: 10.1016/j.drugalcdep.2007.06.011

Brunoni, A. R., Amadera, J., Berbel, B., Volz, M. S., Rizzerio, B. G., and

Fregni, F. (2011). A systematic review on reporting and assessment of

adverse effects associated with transcranial direct current stimulation. Int. J.

Neuropsychopharmacol. 14, 1133–1145. doi: 10.1017/S1461145710001690

Cohen, J. (1992). A power primer. Psychol. Bull. 112, 155–159.

doi: 10.1037/0033-2909.112.1.155

Daley, D. C. (2013). Family and social aspects of substance use disorders and

treatment. J. Food Drug. Anal. 21, S73–S76. doi: 10.1016/j.jfda.2013.09.038

da Silva, M. C., Conti, C. L., Klauss, J., Alves, L. G., Do Nascimento

Cavalcante, H. M., Fregni, F., et al. (2013). Behavioral effects of transcranial

direct current stimulation (tDCS) induced dorsolateral prefrontal

cortex plasticity in alcohol dependence. J. Physiol. Paris 107, 493–502.

doi: 10.1016/j.jphysparis.2013.07.003

den Uyl, T. E., Gladwin, T. E., Rinck, M., Lindenmeyer, J., and Wiers,

R. W. (2016). A clinical trial with combined transcranial direct current

stimulation and alcohol approach bias retraining. Addict. Biol. 22, 1632–1640.

doi: 10.1111/adb.12463

Den Uyl, T. E., Gladwin, T. E., andWiers, R.W. (2015). Transcranial direct current

stimulation, implicit alcohol associations and craving. Biol. Psychol. 105, 37–42.

doi: 10.1016/j.biopsycho.2014.12.004

de Wildt, W. A., Lehert, P., Schippers, G. M., Nakovics, H., Mann, K.,

and Van Den Brink, W. (2005). Investigating the structure of craving

using structural equation modeling in analysis of the obsessive-compulsive

drinking scale: a multinational study. Alcohol. Clin. Exp. Res. 29, 509–516.

doi: 10.1097/01.ALC.0000158844.35608.48

DSM-5 (2013). Diagnostic and Statistical Manual of Mental Disorders : DSM-5.

Washington, DC: American Psychiatric Association.

Fregni, F., Liguori, P., Fecteau, S., Nitsche, M. A., Pascual-Leone, A., and Boggio, P.

S. (2008). Cortical stimulation of the prefrontal cortex with transcranial direct

current stimulation reduces cue-provoked smoking craving: a randomized,

sham-controlled study. J. Clin. Psychiatry 69, 32–40. doi: 10.4088/JCP.v69n0105

Gardner, E. L. (2011). Addiction and brain reward and antireward pathways. Adv.

Psychosom. Med. 30, 22–60. doi: 10.1159/000324065

Goldman, R. L., Borckardt, J. J., Frohman, H. A., O’neil, P. M., Madan, A.,

Campbell, L. K., et al. (2011). Prefrontal cortex transcranial direct current

stimulation (tDCS) temporarily reduces food cravings and increases the self-

reported ability to resist food in adults with frequent food craving. Appetite 56,

741–746. doi: 10.1016/j.appet.2011.02.013

Grall-Bronnec, M., and Sauvaget, A. (2014). The use of repetitive

transcranial magnetic stimulation for modulating craving and addictive

behaviours: a critical literature review of efficacy, technical and

methodological considerations. Neurosci. Biobehav. Rev. 47, 592–613.

doi: 10.1016/j.neubiorev.2014.10.013

Heinz, A., Beck, A., Grusser, S. M., Grace, A. A., and Wrase, J. (2009). Identifying

the neural circuitry of alcohol craving and relapse vulnerability.Addict. Biol. 14,

108–118. doi: 10.1111/j.1369-1600.2008.00136.x

Higgins, E. S., and George, M. S. (2009). Brain Stimulation Therapies for Clinicians.

Washington, DC: American Psychiatric Pub.

Jansen, J. M., Daams, J. G., Koeter, M. W., Veltman, D. J., Van Den Brink,

W., and Goudriaan, A. E. (2013). Effects of non-invasive neurostimulation

on craving: a meta-analysis. Neurosci. Biobehav. Rev. 37, 2472–2480.

doi: 10.1016/j.neubiorev.2013.07.009

Kalivas, P. W., and Volkow, N. D. (2005). The neural basis of addiction:

a pathology of motivation and choice. Am. J. Psychiatry 162, 1403–1413.

doi: 10.1176/appi.ajp.162.8.1403

Klauss, J., Penido Pinheiro, L. C., Silva Merlo, B. L., Correia Santos Gde, A., Fregni,

F., Nitsche, M. A., et al. (2014). A randomized controlled trial of targeted

prefrontal cortex modulation with tDCS in patients with alcohol dependence.

Int. J. Neuropsychopharmacol. 17, 1793–1803. doi: 10.1017/S1461145714000984

Koob, G. F., and Volkow, N. D. (2016). Neurobiology of addiction: a neurocircuitry

analysis. Lancet Psychiatry 3, 760–773. doi: 10.1016/S2215-0366(16)00104-8

Frontiers in Pharmacology | www.frontiersin.org 10 July 2018 | Volume 9 | Article 716

https://doi.org/10.1046/j.1360-0443.95.8s2.9.x
https://doi.org/10.1111/j.1530-0277.1995.tb01475.x
https://doi.org/10.1001/archpsyc.1996.01830030047008
https://doi.org/10.1093/ijnp/pyv066
https://doi.org/10.1016/j.drugalcdep.2007.06.011
https://doi.org/10.1017/S1461145710001690
https://doi.org/10.1037/0033-2909.112.1.155
https://doi.org/10.1016/j.jfda.2013.09.038
https://doi.org/10.1016/j.jphysparis.2013.07.003
https://doi.org/10.1111/adb.12463
https://doi.org/10.1016/j.biopsycho.2014.12.004
https://doi.org/10.1097/01.ALC.0000158844.35608.48
https://doi.org/10.4088/JCP.v69n0105
https://doi.org/10.1159/000324065
https://doi.org/10.1016/j.appet.2011.02.013
https://doi.org/10.1016/j.neubiorev.2014.10.013
https://doi.org/10.1111/j.1369-1600.2008.00136.x
https://doi.org/10.1016/j.neubiorev.2013.07.009
https://doi.org/10.1176/appi.ajp.162.8.1403
https://doi.org/10.1017/S1461145714000984
https://doi.org/10.1016/S2215-0366(16)00104-8
https://www.frontiersin.org/journals/pharmacology
https://www.frontiersin.org
https://www.frontiersin.org/journals/pharmacology#articles


Klauss et al. Treatment of Alcohol Dependence With tDCS

Kuo, M. F., Paulus, W., and Nitsche, M. A. (2014). Therapeutic effects

of non-invasive brain stimulation with direct currents (tDCS)

in neuropsychiatric diseases. Neuroimage 85 (Pt 3), 948–960.

doi: 10.1016/j.neuroimage.2013.05.117

Lakens, D. (2013). Calculating and reporting effect sizes to facilitate cumulative

science: a practical primer for t-tests and ANOVAs. Front. Psychol. 4:863.

doi: 10.3389/fpsyg.2013.00863

Lupi, M., Martinotti, G., Santacroce, R., Cinosi, E., Carlucci, M., Marini,

S., et al. (2017). Transcranial direct current stimulation in substance use

disorders: a systematic review of scientific literature. J. ECT 33, 203–209.

doi: 10.1097/YCT.0000000000000401

Miller, P. M., Book, S. W., and Stewart, S. H. (2011). Medical treatment of

alcohol dependence: a systematic review. Int. J. Psychiatry Med. 42, 227–266.

doi: 10.2190/PM.42.3.b

Nitsche, M. A., Cohen, L. G., Wassermann, E. M., Priori, A., Lang, N., Antal, A.,

et al. (2008). Transcranial direct current stimulation: state of the art 2008. Brain

Stimul. 1, 206–223. doi: 10.1016/j.brs.2008.06.004

O’brien, C. (2011). Addiction and dependence in DSM-V. Addiction 106, 866–867.

doi: 10.1111/j.1360-0443.2010.03144.x

Preti, A., Muscio, C., Boccardi, M., Lorenzi, M., De Girolamo, G., and

Frisoni, G. (2014). Impact of alcohol consumption in healthy adults: a

magnetic resonance imaging investigation. Psychiatry Res. 224, 96–103.

doi: 10.1016/j.pscychresns.2014.06.005

Robinson, T. E., and Berridge, K. C. (1993). The neural basis of drug craving:

an incentive-sensitization theory of addiction. Brain Res. 18, 247–291.

doi: 10.1016/0165-0173(93)90013-P

Self, D. W. (1998). Neural substrates of drug craving and relapse in drug addiction.

Ann. Med. 30, 379–389. doi: 10.3109/07853899809029938

Valle, A., Roizenblatt, S., Botte, S., Zaghi, S., Riberto, M., Tufik, S., et al.

(2009). Efficacy of anodal transcranial direct current stimulation (tDCS)

for the treatment of fibromyalgia: results of a randomized, sham-controlled

longitudinal clinical trial. J. Pain Manag. 2, 353–361.

Vetulani, J. (2001). Drug addiction. Part II. Neurobiology of addiction. Pol. J.

Pharmacol. 53, 303–317.

Volkow, N. D., Wang, G. J., Fowler, J. S., Tomasi, D., and Telang,

F. (2011). Addiction: beyond dopamine reward circuitry. Proc.

Natl. Acad. Sci. U.S.A. 108, 15037–15042. doi: 10.1073/pnas.10106

54108

Weiss, F. (2005). Neurobiology of craving, conditioned reward and

relapse. Curr. Opin. Pharmacol. 5, 9–19. doi: 10.1016/j.coph.2004.1

1.001

Wilson, S. J., Sayette, M. A., and Fiez, J. A. (2004). Prefrontal responses to drug

cues: a neurocognitive analysis. Nat. Neurosci. 7, 211–214. doi: 10.1038/nn1200

Zar, J. H. (1984). Biostatistical analysis. Englewood Cliffs, NJ:

Prentice-Hall.

Conflict of Interest Statement:MN is member of the scientific advisory board of

Neuroelectrics.

The remaining authors declare that the research was conducted in the absence of

any commercial or financial relationships that could be construed as a potential

conflict of interest.

Copyright © 2018 Klauss, Anders, Felippe, Nitsche and Nakamura-Palacios. This

is an open-access article distributed under the terms of the Creative Commons

Attribution License (CC BY). The use, distribution or reproduction in other forums

is permitted, provided the original author(s) and the copyright owner(s) are credited

and that the original publication in this journal is cited, in accordance with accepted

academic practice. No use, distribution or reproduction is permitted which does not

comply with these terms.

Frontiers in Pharmacology | www.frontiersin.org 11 July 2018 | Volume 9 | Article 716

https://doi.org/10.1016/j.neuroimage.2013.05.117
https://doi.org/10.3389/fpsyg.2013.00863
https://doi.org/10.1097/YCT.0000000000000401
https://doi.org/10.2190/PM.42.3.b
https://doi.org/10.1016/j.brs.2008.06.004
https://doi.org/10.1111/j.1360-0443.2010.03144.x
https://doi.org/10.1016/j.pscychresns.2014.06.005
https://doi.org/10.1016/0165-0173(93)90013-P
https://doi.org/10.3109/07853899809029938
https://doi.org/10.1073/pnas.1010654108
https://doi.org/10.1016/j.coph.2004.11.001
https://doi.org/10.1038/nn1200
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/pharmacology
https://www.frontiersin.org
https://www.frontiersin.org/journals/pharmacology#articles

	Multiple Sessions of Transcranial Direct Current Stimulation (tDCS) Reduced Craving and Relapses for Alcohol Use: A Randomized Placebo-Controlled Trial in Alcohol Use Disorder
	Introduction
	Materials and Methods
	Participants
	Direct Current (DC) Stimulation
	Craving Assessment: 5-Items OCDS
	3-Months Follow-Up: Alcohol Use Relapses
	Procedures
	Statistical Analysis

	Results
	Baseline Data
	Adverse Events
	Craving: 5-Items OCDS
	Alcohol Use Relapses

	Discussion
	Author Contributions
	Funding
	Acknowledgments
	References


