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The assessment of behavioral responsiveness in patients suffering from chronic disorders of consciousness (DoC), including Unresponsive Wakefulness Syndrome (UWS) and Minimally Conscious State (MCS), is challenging. Even if a patient is unresponsive, he/she may be covertly aware in reason of a cognitive-motor dissociation, i.e., a preservation of cognitive functions despite a solely reflexive behavioral responsiveness. The approach of an external stimulus to the peripersonal space (PPS) modifies some biological measures (e.g., hand-blink reflex amplitude) to the purpose of defensive responses from threats. Such modulation depends on a top-down control of subcortical neural circuits, which can be explored through changes in cerebral blood flow velocity (CBFV), using functional transcranial Doppler (fTCD) and, thus, gaining useful, indirect information on brain connectivity. These data may be used for the DoC differential diagnosis. We evaluated the changes in CBFV by measuring the pulsatility index (PI) in 21 patients with DoC (10 patients with MCS and 11 with UWS) and 25 healthy controls (HC) during a passive movement and motor imagery (MI) task in which the hand of the subject approached and, then, moved away from the subject’s face. In the passive movement task, the PI increased progressively in the HCs when the hand was moved toward the face and, then, it decreased when the hand was removed from the face. The PI increased when the hand was moved toward the face in patients with DoC, but then, it remained high when the hand was removed from the face and up to 30 s after the end of the movement in the patients with MCS (both MCS+ and MCS−) and 1 min in those with UWS, thus differentiating between patients with MCS and UWS. In the MI task, all the HCs, three out of four patients with MCS+, and one out of six patients with MCS− showed an increase–decrease PI change, whereas the remaining patients with MCS and all the patients with UWS showed no PI changes. Even though there is the possibility that our findings will not be replicated in all patients with DoC, we propose fTCD as a rapid and very easy tool to differentiate between patients with MCS and UWS, by identifying residual top-down modulation processes from higher-order cortical areas to sensory-motor integration networks related to the PPS, when using passive movement tasks.
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INTRODUCTION

Patients with chronic disorders of consciousness (DoC), including unresponsive wakefulness syndrome (UWS) and minimally conscious state (MCS), show a deterioration of the awareness of self and the environment despite a preserved wakefulness (1, 2). The differential diagnosis between these two entities is essentially based on clinical scales [including the JFK Coma Recovery Scale-Revised (CRS-R)] (3) that focus on the level of behavioral responsiveness to different types of stimuli (4). While patients with UWS disclose no voluntary behavioral responses, individuals with MCS show variable signs of consciousness and are subcategorized into MCS+ and MCS− based on the level of complexity of observed behavioral responses. Specifically, the former shows command following, intelligible verbalization or gestural or “intentional communication,” while the latter only shows minimal levels of behavioral interaction (i.e., non-reflex movements) (5).

Nonetheless, making the distinction between MCS and UWS patients is challenging, as reflected by the high misdiagnosis rate (6). Indeed, the clinical presentations of these two entities can be relatively similar in many cases, although having different levels of awareness, and discriminating between reflexive and willful behavior can be difficult (7). In fact, the clinical assessment can be biased by several sources of false negative results, including abnormalities in brain arousal and attention, sensory and motor output impairment, language comprehension, restraining and immobilizing techniques, and pain (8–10). These aspects can determine clinical conditions that have been labeled as MCS*, cognitive-motor dissociation, Functional Locked-In Syndrome, Vegetative State with hidden consciousness or with preserved islands of consciousness (5, 11–16), in which a behaviorally unresponsive patient is covertly aware, i.e., aware but unable to manifest it (owing to, e.g., a severe motor impairment, with particular regard to the motor cortico-thalamocortical circuits) (17).

Therefore, advanced paraclinical approaches complementing the clinical assessment, including functional neuroimaging and neurophysiology, aimed at demonstrating covert willful behavior (e.g., by looking at task-dependent and task-independent brain activation as compared to that observed in conscious healthy controls) could help in DoC differential diagnosis. About that, the evaluation of the peripersonal space (PPS) may be useful. PPS defines the region of space immediately surrounding the body in which objects can be grasped and manipulated. It has been observed that a stimulus approaching the PPS provokes a more vigorous defensive reaction than a homologous stimulus outside the PPS (18–23). This modulation depends on a cortico-thalamo-brainstem top-down control of the bottom-up information (arousing, in turn, the top-down control) (20, 21). Thus, any difference in behavioral response should be the result of some stimulus becoming salient through a voluntary top-down process (24). At the same time, the assessment of behavior-related brain responses may disclose useful information, albeit indirect, on the degree of deterioration of the cortical-thalamocortical connectivity in patients with DoC and, thus, on the level of awareness.

An easy and quick way to study PPS and the related top-down control may consist of the assessment of its neurovascular function by using functional transcranial doppler (fTCD) sonography. fTCD represents an extension of the standard TCD, allowing to assess the modulation of cerebral hemodynamics during brain activation paradigms, e.g., the execution of motor tasks, motor imagery (MI), and sensory stimulation (25–27). In fact, mental and motor activities augment regional metabolism and modify auto-regulatory mechanisms that, in turn, influence cerebrovascular resistance, thus resulting in an increase in cerebral blood flow velocity (CBFV) (28–32). By measuring CBFV, it is possible to estimate functional connectivity subserving the execution of a motor task, given that cerebral blood flow indirectly assesses the functional connectivity among the hubs constituting brain networks while transferring information across brain regions (33). In fact, cerebral blood flow is proportionate to the functional connectivity strength in a connection–distance dependent fashion and to the level of behavioral performance (33). fTCD has a low spatial resolution and is an easy tool in comparison to more sophisticated devices [including functional magnetic resonance imaging (fMRI) and electroencephalography (EEG)], it is non-invasive, readily available, easily repeatable, and has an excellent temporal resolution (5 ms) to document hemodynamic changes (34).

To the best of our knowledge, no study has yet investigated hemodynamic changes related to PPS perturbation by using fTCD. This study aims to measure the modulation of CBFV related to stimuli approaching the PPS-face; these hemodynamic changes should reflect the level of integrity of the top-down cortical-thalamo-brainstem pathways and, indirectly, the level of awareness.

MATERIALS AND METHODS

Participants

Twenty-two patients with DoC attending our neurorehabilitation units (12 males and 10 females, mean age 52 ± 17 years, range 19–73; MCS: 53 ± 16 years; UWS: 54 ± 18 years; 11 patients were in a UWS—disease duration 9 ± 6 months and 10 in an MCS—disease duration 8 ± 4 months) were consecutively included in the study. The DoC diagnosis was based on the neurobehavioral assessments (performed twice a day for 1 month before the assessment for study eligibility, using the CRS-R) (35) and the available functional studies (neuroimaging and EEG). Only five patients previously underwent advanced analyses, which furnished results in keeping with the clinical diagnosis. Moreover, patients with MCS were categorized into MCS+ and MCS− based on the level of complexity of observed behavioral responses (response to the command, intelligibly verbalization, and intentional communication) (5).

Persons with hemodynamic stenosis of neck vessels (as measured by cervical and TCD ultrasound to exclude hemodynamically significant stenosis in the target territory), cardiovascular/hemodynamic instability, severe spasticity that limits upper limb movements, hypo/hypercapnia, and vasodilatory or vasoconstrictor drug treatment, were excluded from the study. fTCD measurements were compared with 25 healthy control subjects (HC) (11 males and 14 females, mean age 55 ± 15 years, range 25–75), who did not show hemodynamic stenosis of neck vessels and did not take vasodilatory or vasoconstrictor drugs. The clinical and demographic characteristics are shown in Table 1. The level of behavioral responsiveness was assessed using the CRS-R (which was performed twice a day for 1 month before study inclusion by two trained and experienced neurologists). The best CRS-R score observed was used for the analyses. The research followed the principles of the Declaration of Helsinki and was approved by the Ethics Committee of the Institute. HC and the legal surrogates of patients with DoC gave their written informed consent to participate in the study.

TABLE 1 | Clinical–demographic characteristics.
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Experimental Procedure

The participant was lying supine on a bed, in a quiet and mild-lighted room, with the eyes open (CRS-R arousal protocol guaranteed this in patients with DoC). The right upper limb was lying along the trunk with the palm facing up, the right arm in a position that allowed the forearm to move toward the eyes (without touching the face) (Figure 1). Blood pressure (from left upper limb) and heart rate (HR) were continuously monitored. The subjects were provided with two motor tasks in random order. In the “passive movement” task, an experimenter mobilized the right upper limb across five different positions, so as to move the hand toward and backward the face, i.e., forearm extended on the arm (p0 = 180°), forearm flexed on the arm at 90° (p1), forearm flexed on the arm at 10° (p2), and then going back to 90° (p3), and 180° (p4) (Figure 1A). The speed of passive movements was kept as constant as possible. Each movement occurred every 15 heartbeats. During each stationary period, the examiner kept hold of the participant’s forearm. This experiment was performed to verify the role of the two afferent pathways (optic and proprioceptive) in the modulation of cerebral hemodynamic responses.
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FIGURE 1 | Summarizes the experimental paradigm. Concerning passive movement task (A), the subject was verbally instructed to keep the eyes open, to relax, and to be prepared to be moved the right upper limb from trunk toward the face and vice versa. The speed of passive movement was kept as constant as possible. When the hand reached a predetermined position (p), the examiner kept hold of the participant’s forearm up to the next movement onset, which occurred every 15 heartbeats. Concerning motor imagery task (B), the subject was provided with two sequential instructions, provided every 15 heartbeats: (i) move your right hand toward the face and keep hold of it, and (ii) came back where you started. All instructions were 2 s in length and presented by loudspeakers.



In the “motor imagery” task, all participants were instructed to mentally perform an upper limb flexion movement toward the face (i.e., from p0 to p2) and an extension movement backward the face (i.e., from p2 to p4) (Figure 1B). Each movement occurred every 15 heartbeats. This experiment was conducted to evaluate whether and how MI affects cerebral hemodynamics.

As a control experiment, we performed a condition in which the experimenter’s hand entered the PPS-face, without actual movement of the subject of his or her own body in 10 out of 25 HCs. fTCD was recorded during this task with the same modalities of the “passive movement” task.

By using fTCD, we measured the pulsatility index (PI) from the middle (MCA), anterior (ACA), and posterior (PCA) cerebral artery at rest (p0rest) and during the entire motor task. The resting condition (p0rest) allowed the establishment of the regulatory parameters for subsequent sessions. We also measured PI from MCA 30 (p5) and 60 s (p6) after the end of the passive movement (p5 and p6 being identical to p0). The main experiments were repeated twice, to control for any variation within the subjects, averaging the results obtained from the two trials. The fTCD recording was performed twice for each intracranial vessel. The head was held in place by a headrest to minimize head movements. All HCs were asked to avoid caffeine, alcohol, and nicotine for 24 h before the measurement, due to these substances well-known effects on vascular reactivity (36).

Functional Transcranial Doppler

Functional transcranial Doppler was performed by using a conventional color-coded ultrasound system equipped with a 2–5 MHz phased array transducer (iU22 Philips, Healthcare Solutions, Bothell, WA, USA). The examination was performed through the left temporal acoustic bone window and with the transducer placed anteriorly to the tragus and upwards of the zygomatic arch. The fTCD probe was fixed on the head of the participant by using a hard hat to guarantee the same displacement over the measures and conditions. The peak systolic velocity (PSV), end-diastolic velocity, mean velocity (Vm), and PI were measured for each intracranial vessel and were averaged. Age- and gender-corrected PI was calculated, according to the formula (PSV − EVD)/Vm.

Statistical Analysis

Pulsatility index and HR modulation were analyzed by using an ANOVA with the factors: hand-position (six levels for passive movement: p0 → p1, p1 → p2, p2 → p3, p3 → p4, p4 → p5, and p5 → p6; two levels for MI: p0 → p2 and p2 → p4), task (two levels: passive movement and MI), and group (three levels: HC, MCS, and UWS). We did not aim at assessing the differences between the fTCD of the three main brain vessels as no between-vessel differences have been reported (25, 26). A p-value < 0.05 was considered significant. Conditional on a significant F-value for the hand-position factor, post hoc t-tests were performed for each group and motor task (with Bonferroni correction, α = 0.0125). The Greenhouse–Geisser method was applied to compensate for the possible effects of non-sphericity in the compared measurements. All data are presented as mean ± SD or as percent changes, where appropriate.

Given that the patients with vascular brain damage frequently have long-lasting vascular risk factors (such as arterial hypertension), which may affect cerebral hemodynamics and modify the mechanisms of cerebral vascular autoregulation (including the limits within the standard window of autoregulation), brain injury etiology and cardiovascular risk factors were included as covariates in the multivariate analysis. β values [standardized regression coefficients (SRCs)], which is a measure of how strongly each predictor variable influences the criterion (dependent) variable, are provided. The higher the β value, the greater the impact of the predictor variable on the criterion variable. If the β coefficient is equal or nearly to 0, then there is no relationship between the variables.

Clinical-electrophysiological correlations (among CRS-R, PI, and HR) were assessed by using the Spearman correlation test.

In the context of single-subject sensitivity analysis, we employed a linear regression model; SRCs were considered as direct measures of sensitivity. The sensitivity and specificity of the electrophysiological measures employed to distinguish accurately between MCS and UWS were calculated by measuring the area under the curve (AUC) of receiver operating characteristic (ROC). Finally, intraindividual variability between the trials was also calculated in terms of SD of the individual’s scores over the trials, thus reflecting the degree of within-person fluctuation over time. Higher scores reflected greater variability.

RESULTS

All the participants completed the experimental study without any side effect. Clinical, neurobehavioral, and functional study data were all concordant in the same patient for the diagnosis of either MCS or UWS. At baseline (p0rest), all the patients showed higher PI and HR values than HC individuals did (p < 0.001). Moreover, PI and HR values at rest were higher in patients with UWS than with MCS (p = 0.01), with no differences between MCS+ and MCS− (p > 0.1) (Figures 2 and 3; Table S1 in Supplementary Material). Nonetheless, some patients with MCS and UWS diverged from this trend, showing lower/higher PI and HR values (Table S1 in Supplementary Material). An example of CBF from the left anterior, middle, and posterior cerebral arteries at rest in one HC, one patient with MCS, and one patient with UWS is provided in Figure 4.
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FIGURE 2 | Shows mean (±SD; vertical error bar) pulsatility index (PI) values during passive movement (PM) and motor imagery (MI) tasks for each group [healthy controls (HC), minimally conscious state (MCS), and unresponsive wakefulness syndrome (UWS)] across the hand positions (p) explored. There was a significant difference at p0 (baseline) between the PI values of HCs and patients with disorders of consciousness (p < 0.001), and between patients with MCS and UWS (p = 0.01). PM induced a significantly different PI modulation at each p among the groups (p < 0.001). On the contrary, MI induced a significant increase of PI at p2 and decrease at p4 only in the HCs. *Refer to the significance of intragroup PI change at each p as compared to the previous one (Bonferroni corrected p-value, ***p < 0.001, **p = 0.001, *p < 0.0125).




[image: image1]

FIGURE 3 | Shows mean (±SD; vertical error bar) heart rate values [in beats per minute (bpm)] during passive movement (PM) and motor imagery (MI) tasks for each group [healthy controls (HC), minimally conscious state (MCS), and unresponsive wakefulness syndrome (UWS)] across the hand positions (p) explored. There was a significant difference at p0 (baseline) between the bpm values of HCs and patients with disorders of consciousness (p < 0.001), and between patients with MCS and UWS (p = 0.01). PM induced a significantly different bpm modulation at each p among the groups (p < 0.001). On the contrary, MI did not induce any significant bpm change. *Refer to the significance of intragroup pulsatility index change at each p as compared to the previous one (Bonferroni corrected p-value, ***p < 0.001, **p = 0.001, *p < 0.0125).
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FIGURE 4 | Shows the transcranial Doppler waveforms (on the right) from left middle (MCA), anterior (ACA), and posterior (PCA) cerebral arteries at rest in a representative subject for each group (HC, MCS, and UWS). Flow velocity (in centimeter per second, right vertical bar) are provided.



Motor imagery and passive movement tasks yielded significantly different effects on PI [task × group × hand-position F(12,516) = 17, p < 0.001]. In detail, passive movement task determined significantly different changes of PI across the hand positions between the groups [group × hand-position F(10,430) = 26, p < 0.001; group F(2,86) = 24, p < 0.001; hand-position F(5,215) = 21, p < 0.001]. In fact, all the HCs showed significant changes of PI values across the hand positions [hand-position effect F(5,120) = 138, p < 0.001], according to the following schema: p0 < p1 < p2 > p3 > p4 ≈ p5 ≈ p6, with p3 ≈ p1 and p0 ≈ p4 ≈ p5 ≈ p6 (Figures 2 and 5; Table S1 in Supplementary Material; Table 2). All the patients with MCS showed significant changes of PI values across hand positions [hand-position effect F(5,45) = 6.9, p < 0.001], with a pattern that differed from that observed in the HC: p0 < p1 < p2 > p3 ≈ p4 ≈ p5 > p6 (where p6 ≈ p0). There were no significant differences between patients with MCS+ and MCS− (group effect p = 0.2). Instead, all the patients with UWS showed a global increase of PI during the passive motor (PM) task, without the significant PI modulation according to the following pattern: p0 < p1 < p2 ≈ p3 ≈ p4 ≈ p5 ≈ p6 (hand-position effect p = 0.7). Therefore, the PI increased when the hand was moved toward the face in patients with DoC, as observed in the HCs. However, PI remained high when the hand was removed from the face, differently from what observed in the HCs. Further, the high levels of PI lasted up to 30 s after the end of the movement in patients with MCS (both MCS+ and MCS−) and 1 min in those with UWS. An example of CBF changes from the left middle cerebral artery across the positions (p) explored during the PM task in one HC, one patient with MCS, and one patient with UWS is provided in Figure 5. Intraindividual variability between the two trials was very low in all the participants (p < 0.005).

TABLE 2 | Post hoc t-test concerning pulsatility index modulation at each hand position (p) as compared to the previous one (significant when p-value <0.0125), during the passive motor (PM) and motor imagery (MI) task in patients with minimally conscious state (MCS) and unresponsive wakefulness syndrome (UWS), and in healthy controls (HC). MI data of patients with UWS were not significant.
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FIGURE 5 | Shows the transcranial Doppler waveforms (on the right) with color Doppler (on the left) from left middle cerebral artery during passive mobilization across the six hand positions (p) explored in a representative subject for each group [healthy controls, minimally conscious state (MCS), and unresponsive wakefulness syndrome (UWS)]. Both insonation depth (left vertical bar) and flow velocity (centimeter per second, right vertical bar) are provided.



Motor imagery task significantly influenced the PI across hand positions between the groups [group × hand-position F(10,430) = 10, p < 0.001; group F(2,86) = 11, p < 0.001; hand-position F(1,43) = 19, p < 0.001]. Indeed, all the HCs showed significant changes of PI values across the hand positions (p) according to the following schema: p0 < p2 > p4, with p0 ≈ p4 [hand-position effect F(1,43) = 48, p < 0.001] (Figures 2 and 6; Table S1 in Supplementary Material; Table 2). Such a pattern was barely appreciable in the MCS group (hand-position effect p = 0.06), in which three patients out of four with MCS+ and one patient out of six with MCS− showed such pattern. Thus, we found no significant intra-MCS difference (p = 0.1), although the PI modulation in the three patients with MCS+ was greater than that observed in the patient with MCS−. On the other hand, PI modulation was absent in all the patients with UWS (hand-position effect p = 0.7). An example of CBF changes from the left middle cerebral artery across the positions (p) explored during the MI task in one HC, one patient with MCS, and one patient with UWS is provided in Figure 6. Intraindividual variability between the two trials was very low in all the participants (p < 0.005).
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FIGURE 6 | Shows the transcranial Doppler waveforms (on the right) with color Doppler (on the left) from left middle cerebral artery during motor imagery across the two hand positions (p) explored in a representative subject for each group [HC, minimally conscious state (MCS), and unresponsive wakefulness syndrome (UWS)]. Both insonation depth (left vertical bar) and flow velocity (cm/s, right vertical bar) are provided.



Heart rate during passive movement showed a pattern of increase from p0 to p2 and a decrease from p2 to p6 in each group [hand-position F(5,215) = 9, p < 0.001; group × hand-position p = 0.1; group p = 0.9] as suggested by the significant hand-position effect in HC [F(5,120) = 54, p < 0.001], patients with MCS [F(5,45) = 4.9, p = 0.001] and with UWS [F(5,50) = 6.6, p < 0.001] (Figure 3; Table 3). On the contrary, HR did not significantly change during MI in any group (all interactions and effects p > 0.1) (Figure 3).

TABLE 3 | Post hoc t-test concerning heart rate (HR) modulation at each hand position (p) as compared to the previous one (significant when p-value < 0.0125), during the passive motor task in patients with minimally conscious state (MCS) and unresponsive wakefulness syndrome (UWS), and in healthy controls (HC). HR data of motor imagery were not significant.
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In the control experiment (10 subjects), in which the experimenter’s hand entered the PPS-face while the subject remained still, we did not document any significant PI changes across the entire range of movement.

We found a significant correlation between the best CRS-R score and the PI modulation during passive movement (r = 0.623, p = 0.002). There were no significant effects of clinical-demographic characteristics (age, β = 0.01, p = 0.5; gender, β = 0.01, p = 0.4; disease duration, β = 0.26, p = 0.5; and treatment, β = 0.13, p = 0.6) on PI changes across motor tasks, as well as an effect of blood pressure and HR on PI (all p > 0.1). Also, brain etiology (β = 0.01, p = 0.4) and risk factors (β = 0.01, p = 0.7) did not influence the dependent variable PI.

Concerning the sensitivity analysis, we employed a linear regression model; SRCs were considered as direct measures of sensitivity. We found that the PI changes from p0 to p2 and from p2 to p4 (which were the most significant intervals), were the most predictive values for DOC diagnosis during the passive movement task (SRC = 0.05, p = 0.01). Finally, the ROC analysis with PI value and CRS-R score as factors showed that the diagnostic accuracy of the overall PI magnitude modulation during passive movement was good (AUC = 0.6), with a sensitivity and specificity concerning DoC category of 100%. In contrast, MI task-induced PI magnitude modulation was poorly associated with CRS-R score (AUC = 0.3) (Figure 7), with a sensitivity of 40% and a specificity of 100% concerning DoC category.
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FIGURE 7 | The power of motor task-induced cerebral blood flow velocity modulation across the hand-position employed in differentiating patients with disorders of consciousness is shown by the area under the receiver operating characteristic curve (AUC) for motor imagery (MI) and passive mobilization tasks.



DISCUSSION

To the best of our knowledge, this is the first attempt to characterize PPS in patients with DoC. Our data suggest that fTCD evaluation of PPS functions may be useful to corroborate the differential diagnosis of patients with DoC. In fact, all the patients with DoC showed an increased baseline vascular reactivity (i.e., higher PI and HR values) as compared to HC individuals, in keeping with the uncoupling of CBF and cerebral metabolic rate arising from reduced cerebral glucose consumption and oxygen uptake after extensive brain injury (37–39). Even though the patients with UWS showed higher PI and HR values at baseline than those with MCS, some patients diverged from their group trend, in that they had lower/higher PI and HR values. Moreover, CRS-R scores did not correlate with baseline PI and HR values. On the other hand, the assessment of CBFV during the PM task targeting the PPS allowed differentiating between patients with MCS and UWS. Even though the PI increased when the hand was moved toward the face in patients with DoC, it remained high when the hand was removed from the face and up to 30 s after the end of the movement in the patients with MCS (both MCS+ and MCS−) and 1 min in those with UWS, thus differentiating between patients with MCS and UWS. This pattern of CBFV changes is in keeping with the protective role played by PPS toward the potential threats approaching body parts. This role is reflected by a more vigorous defensive reactions elicited when stimuli are located inside rather than outside the PPS (18, 19, 21, 22). The lack of an early normalization of CBFV in patients with DoC may be related to a dysfunction in the regulation of temporized brain activity or in the replenishing of the metabolite levels after increased brain activity (40, 41). The strong impairment of brain metabolism and the tonic cortical and subcortical dis-excitability may account for the delay in CBFV normalization observed in patients with DoC (42–44). Additionally, a dysfunctional neurovascular coupling, i.e., the close spatial and temporal relationships between the neural activity and CBF, also accounts for the lack of CBFV normalization following a task (39, 45).

Noteworthy, our findings may agree with the reported correlation between the behavioral responsiveness of patients with DoC and the degree of cortico-subcortical connectivity breakdown and subcortical hyper-connectivity (46). In fact, the magnitude and extent of PI modulation during PM task (but not the baseline values) were correlated with the CRS-R scoring, i.e., the lower and more reflex the behavioral responsiveness, the higher and longer the PI increase. Therefore, CBFV regulation may reflect the partial preservation of top-down modulation processes from higher-order cortical areas to sensory-motor integration networks related to the PPS (16, 20, 21, 24, 47, 48), in patients with MCS but not in those with UWS.

Interestingly, four patients with MCS (three with MCS+ and one with MCS−) showed a barely appreciable PI modulation during the MI task. Studies testing MI in patients with MCS disclosed a high rate of false negative, i.e., a patient can have some motor function but does not demonstrate brain activity when asked to imagine a task (49–51). According to these issues, PI modulation during MI does not seem a very reliable method for differentiating the MCS status, but it may only furnish information about the differential diagnosis between MCS and UWS. The lack of sensitivity of PI modulation during MI task may depend on the nature of the brain processes related to stimuli approaching PPS, i.e., protective response, which is not the case of MI. Moreover, it is likely that that passive movement induces a neurovascular activation that is not detectable during MI, which instead represents an internally triggered event (52). Finally, the simplicity of the movement required, in comparison to the more complex MI tasks formerly employed (i.e., playing tennis or in-house navigation), could have yielded non-specific cerebral blood flow responses that are independent of the motor task.

Heart rate showed a common pattern of modulation during passive movement task without any correlation to PI and CRS-R, whereas it did not change during MI. Thus, hemodynamic factors like HR seem to not bias PI while performing such motor tasks.

Limitations

The small sample enrolled represents a main limitation of our study. Moreover, none of the patients with MCS had borderline CRS-R scores between MCS and UWS (i.e., in the range of 6–8), and only 2 patients with MCS had a score of 9. This issue might have magnified the observed fTCD differences between patients with MCS and UWS. Also, we did not find fTCD differences between MCS+ and MCS−, which may depend on the CRS-R scores the patients with MCS− reported (up to 14, which makes them in the higher boundaries of MCS−). If we had available patients with MCS− with CRS-R score in the range of 6–8, we could have differentiated patients with MCS+ and MCS−. Therefore, future studies with a larger number of patients, a more varied CRS-R score range, and long-term outcomes, should be undertaken to confirm the possible use of fTCD as a complementary diagnostic tool. Also, fMRI or PET-scans should be used to confirm our findings, as fTCD could represent an approach that indicates the subject candidates to undergo advanced and sophisticated neuroimaging paradigms.

Functional transcranial doppler measures CBFV rather than absolute cerebral blood flow. An estimation of the latter can be made if the diameter of the insonated vessel remains constant (25, 26), but there is not sufficient data to demonstrate this issue in our work. fTCD has an interesting temporal resolution, but the spatial resolution is unfortunately low so that we cannot be precise on spatialized cerebral hemodynamics.

We did not measure right arm electromyography to exclude possible voluntary muscular activity during the passive movement, even though previous studies have ruled out significant biasing effects on CBFV of muscle activation during a passive movement task (25, 26).

A possible contribution from peripheral covariates (including beat-to-beat arterial blood pressure, HR, PaCO2, breath-by-breath end-tidal CO2, and the neural activation stimulus represented by the go-signal) could lead to the inaccurate assessment of CBFV, particularly during MI (25, 26). About that, blood pressure and HR were monitored and did not significantly correlate with PI values. However, a larger assessment of such peripheral covariates will be necessary. In fact, it would be important to specifically identify the presence of a dysautonomic syndrome and of other alteration of the mechanisms of cerebral vascular autoregulation. However, the blood pressure and HR (which were monitored during the experimental session) changed according to a common waxing–waning pattern. Moreover, brain etiology and the presence of risk factors (both added to the multivariate analysis) did not significantly influence the PI changes. Nonetheless, larger samples should be investigated to define these issues better.

Finally, one could be concerned that PI modification may be simply related to hand movement protocol rather than to PPS violation response. However, the condition, in which the experimenter’s hand entered the PPS while the upper limb of the participant was not moved, showed no significant PI changes. Therefore, it is reasonable that PI changes are related to PPS violation rather than to the hand movement.

Conclusions

Functional transcranial Doppler could be a promising, quick, and easy tool for the bedside differential diagnosis between patients with MCS and UWS. Indeed, fTCD helps to identify CBF changes that are related to top-down modulation processes from higher-order cortical areas to sensory-motor integration networks related to the PPS, when using passive movement tasks. Despite the small sample size and the simplicity of the methodology as compared to those more advanced (53, 54) our approach may also allow the clinician to identify the candidates for carrying out advanced and sophisticated neuroimaging tools when they are not readily available.

ETHICS STATEMENT

All procedures performed in studies involving human participants were in accordance with the ethical standards of the institutional and/or national research committee and with the 1964 Helsinki declaration and its later amendments or comparable ethical standards. Our Local Ethic Committee approved the study.

INFORMED CONSENT

Healthy subject and the legal surrogates of patients with Disorder of Consciousness gave their written informed consent to study participation.

AUTHOR CONTRIBUTIONS

AN, RC, and PB: substantial contributions to the conception and design of the work, and interpretation of data; revising the work critically for important intellectual content; final approval of the version to be published; agreement to be accountable for all aspects of the work in ensuring that questions related to the accuracy or integrity of any part of the work are appropriately investigated and resolved. AC, SP, AB, and RL: acquisition and analysis of data; drafting the work; final approval of the version to be published; and agreement to be accountable for all aspects of the work in ensuring that questions related to the accuracy or integrity of any part of the work are appropriately investigated and resolved.

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found online at http://www.frontiersin.org/articles/10.3389/fneur.2018.00047/full#supplementary-material.

TABLE S1 | Shows individual pulsatility index (PI) values during passive mobilization and motor imagery (MI) for each group [healthy controls (HC), minimally conscious state (MCS)±, and unresponsive wakefulness syndrome (UWS), with their coma recovery scale-revised score in parentheses] across the six positions explored and the two imagined movements (p). The patients with MCS whose pulsatility index values differed from those of the other individuals belonging to the same subgroup (MCS+ or MCS−) are highlighted in red.

REFERENCES

1. Multi-Society Task Force on PVS. Medical aspects of the persistent vegetative state. N Engl J Med (1994) 330:1499–508. doi:10.1056/NEJM199405263302107

2. Giacino JT, Ashwal S, Childs N, Cranford R, Jennett B, Katz DI, et al. The minimally conscious state: definition and diagnostic criteria. Neurology (2002) 58:349–53. doi:10.1212/WNL.58.3.349

3. Giacino JT, Kalmar K, Whyte J. The JFK Coma Recovery Scale-Revised: measurement characteristics and diagnostic utility. Arch Phys Med Rehabil (2004) 85:2020–9. doi:10.1016/j.apmr.2004.02.033

4. Laureys S, Owen AM, Schiff ND. Brain function in coma, vegetative state, and related disorders. Lancet Neurol (2004) 3:537–46. doi:10.1016/S1474-4422(04)00852-X

5. Bruno MA, Vanhaudenhuyse A, Thibaut A, Moonen G, Laureys S. From unresponsive wakefulness to minimally conscious PLUS and functional locked-in syndromes: recent advances in our understanding of disorders of consciousness. J Neurol (2011) 258(7):1373–84. doi:10.1007/s00415-011-6114-x

6. van Erp WS, Lavrijsen JC, Vos PE, Bor H, Laureys S, Koopmans RT. The vegetative state: prevalence, misdiagnosis, and treatment limitations. J Am Med Dir Assoc (2015) 16:.e9–85. doi:10.1016/j.jamda.2014.10.014

7. Guldenmund P, Stender J, Heine L, Laureys S. Mindsight: diagnostics in disorders of consciousness. Crit Care Res Prac (2012) 2012:624724. doi:10.1155/2012/624724

8. Majerus S, Bruno MA, Schnakers C, Giacino JT, Laureys S. The problem of aphasia in the assessment of consciousness in brain-damaged patients. Prog Brain Res (2009) 177:49–61. doi:10.1016/S0079-6123(09)17705-1

9. Bruno MA, Vanhaudenhuyse A, Schnakers C, Boly M, Gosseries O, Demertzi A, et al. Visual fixation in the vegetative state: an observational case series PET study. BMC Neurol (2010) 10:35. doi:10.1186/1471-2377-10-35

10. Schnakers C, Chatelle C, Majerus S, Gosseries O, De Val M, Laureys S. Assessment and detection of pain in noncommunicative severely brain-injured patients. Expert Rev Neurother (2010) 10:1725–31. doi:10.1586/ern.10.148

11. Shea N, Bayne T. The vegetative state and the science of consciousness. Br J Philos Sci (2010) 61:459–84. doi:10.1093/bjps/axp046

12. Formisano R, D’Ippolito M, Risetti M, Riccio A, Caravasso CF, Catani S, et al. Vegetative state, minimally conscious state, akinetic mutism and Parkinsonism as a continuum of recovery from disorders of consciousness, an exploratory and preliminary study. Funct Neurol (2011) 26:15–24.

13. Formisano R, Pistoia F, Sarà M. Disorders of consciousness, A taxonomy to be changed? Brain Injury (2011) 25:638. doi:10.3109/02699052.2011.572948

14. Formisano R, D’Ippolito M, Catani S. Functional locked-in syndrome as recovery phase of vegetative state. Brain Injury (2013) 27:1332. doi:10.3109/02699052.2013.809555

15. Gosseries O, Zasler ND, Laureys S. Recent advances in disorders of consciousness: focus on the diagnosis. Brain Inj (2014) 28:1141–50. doi:10.3109/02699052.2014.920522

16. Schiff ND. Cognitive motor dissociation following severe brain injuries. JAMA Neurol (2015) 72:1413–5. doi:10.1001/jamaneurol.2015.2899

17. Fernández-Espejo D, Rossit S, Owen AM. A thalamocortical mechanism for the absence of overt motor behavior in covertly aware patients. JAMA Neurol (2015) 72(12):1442–50. doi:10.1001/jamaneurol.2015.2614

18. Cooke DF, Graziano MS. Defensive movements evoked by air puff in monkeys. J Neurophysiol (2003) 90:3317–29. doi:10.1152/jn.00513.2003

19. Graziano MS, Cooke DF. Parieto-frontal interactions, personal space, and defensive behavior. Neuropsychologia (2006) 44:845–59. doi:10.1016/j.neuropsychologia.2005.09.011

20. Sambo CF, Forster B, Williams SC, Iannetti GD. To blink or not to blink: fine cognitive tuning of the defensive peripersonal space. J Neurosci (2012) 32:12921–7. doi:10.1523/JNEUROSCI.0607-12.2012

21. Sambo CF, Liang M, Cruccu G, Iannetti GD. Defensive peripersonal space: the blink reflex evoked by hand stimulation is increased when the hand is near the face. J Neurophysiol (2012) 107:880–9. doi:10.1152/jn.00731.2011

22. de Vignemont F, Iannetti GD. How many peripersonal spaces? Neuropsychologia (2015) 70:327–34. doi:10.1016/j.neuropsychologia.2014.11.018

23. Bisio A, Garbarini F, Biggio M, Fossataro C, Ruggeri P, Bove M. Dynamic shaping of the defensive peripersonal space through predictive motor mechanisms: when the “near” becomes “far”. J Neurosci (2017) 37:2415–24. doi:10.1523/JNEUROSCI.0371-16.2016

24. Sussman TJ, Jin J, Mohanty A. Top-down and bottom-up factors in threat-related perception and attention in anxiety. Biol Psychol (2016) 121(PtB):160–72. doi:10.1016/j.biopsycho.2016.08.006

25. Salinet AS, Panerai RB, Robinson TG. Effects of active, passive and motor imagery paradigms on cerebral and peripheral hemodynamics in older volunteers: a functional TCD study. Ultrasound Med Biol (2012) 38:997–1003. doi:10.1016/j.ultrasmedbio.2012.02.016

26. Salinet AS, Robinson TG, Panerai RB. Active, passive, and motor imagery paradigms: component analysis to assess neurovascular coupling. J Appl Physiol (2013) 114:1406–12. doi:10.1152/japplphysiol.01448.2012

27. Malojcic B, Giannakopoulos P, Sorond FA, Azevedo E, Diomedi M, Oblak JP, et al. Ultrasound and dynamic functional imaging in vascular cognitive impairment and Alzheimer’s disease. BMC Med (2017) 15:27. doi:10.1186/s12916-017-0799-3

28. Lassen NA, Ingvar DH, Skinhoj E. Brain function and blood flow. Sci Am (1978) 239:62–71. doi:10.1038/scientificamerican1078-62

29. Aaslid R. Visually evoked dynamic blood-flow response of the human cerebral-circulation. Stroke (1987) 18:771–5. doi:10.1161/01.STR.18.4.771

30. Aaslid R, Lindegaard KF, Sorteberg W, Nornes H. Cerebral autoregulation dynamics in humans. Stroke (1989) 20:45–52. doi:10.1161/01.STR.20.1.45

31. Panerai RB, Deverson ST, Mahony P, Hayes P, Evans DH. Effect of CO2 on dynamic cerebral autoregulation measurement. Physiol Meas (1999) 20:265–75. doi:10.1088/0967-3334/20/3/304

32. Moody M, Panerai RB, Eames PJ, Potter JF. Cerebral and systemic hemodynamic changes during cognitive and motor activation paradigms. Am J Physiol Regul Integr Comp Physiol (2005) 288:R1581–8. doi:10.1152/ajpregu.00837.2004

33. Liang X, Zou Q, He Y, Yang Y. Coupling of functional connectivity and regional cerebral blood flow reveals a physiological basis for network hubs of the human brain. Proc Natl Acad Sci U S A (2013) 110(5):1929–34. doi:10.1073/pnas.1214900110

34. Rosengarten B, Deppe M, Kaps M, Klingelhofer J. Methodological aspects of functional transcranial Doppler sonography and recommendations for simultaneous EEG recording. Ultrasound Med Biol (2012) 38:989–96. doi:10.1016/j.ultrasmedbio.2012.02.027

35. Wannez S, Heine L, Thonnard M, Gosseries O, Laureys S; Coma Science Group Collaborators. The repetition of behavioral assessments in diagnosis of disorders of consciousness. Ann Neurol (2017) 81(6):883–9. doi:10.1002/ana.24962

36. Mathew RJ, Wilson WH. Substance abuse and cerebral blood flow. Am J Psychiatry (1991) 148(3):292–305. doi:10.1176/ajp.148.3.292

37. Shan G, Yining H, Xia H, Yicheng Z, Bo W, Shunwei L. Transcranial Doppler characteristics in persistent vegetative status, locked-in syndrome and brain death. Chin Med Sci J (1999) 14(4):211–4.

38. Daboussi A, Minville V, Leclerc-Foucras S, Geeraerts T, Esquerré JP, Payoux P, et al. Cerebral hemodynamic changes in severe head injury patients undergoing decompressive craniotomy. J Neurosurg Anesthesiol (2009) 21(4):339–45. doi:10.1097/ANA.0b013e3181b1dbba

39. Perez-Nellar J, Machado C, Scherle CE, Chinchilla M. TCD diastolic velocity decay and pulsatility index increment in PVS cases. Can J Neurol Sci (2010) 37:831–6. doi:10.1017/S0317167100051520

40. Donahue MJ, Stevens RD, de Boorder M, Pekar JJ, Hendrikse J, van Zijl PC, et al. Hemodynamic changes after visual stimulation and breath holding provide evidence for an uncoupling of cerebral blood flow and volume from oxygen metabolism. J Cereb Blood Flow Metab (2009) 29(1):176–85. doi:10.1038/jcbfm.2008.109

41. Harders AG, Laborde G, Droste DW, Rastogi E. Brain activity and blood flow velocity changes: a transcranial Doppler study. Int J Neurosci (1989) 47(1–2):91–102.

42. Heiss WD. PET in coma and in vegetative state. Eur J Neurol (2012) 19:207–11. doi:10.1111/j.1468-1331.2011.03489.x

43. Lapitskaya N, Gosseries O, De Pasqua V, Pedersen AR, Nielsen JF, de Noordhout AM, et al. Abnormal corticospinal excitability in patients with disorders of consciousness. Brain Stimul (2013) 6:590–7. doi:10.1016/j.brs.2013.01.002

44. Bagnato S, Boccagni C, Sant’Angelo A, Prestandrea C, Rizzo S, Galardi G. Patients in a vegetative state following traumatic brain injury display a reduced intracortical modulation. Clin Neurophysiol (2012) 123:1937–41. doi:10.1016/j.clinph.2012.03.014

45. Girouard H, Iadecola C. Neurovascular coupling in the normal brain and in hypertension, stroke, and Alzheimer disease. J Appl Physiol (2006) 100:328–35. doi:10.1152/japplphysiol.00966.2005

46. Annen J, Heine L, Ziegler E, Frasso G, Bahri M, Di Perri C, et al. Function-structure connectivity in patients with severe brain injury as measured by MRI-DWI and FDG-PET. Hum Brain Mapp (2016) 37:3707–20. doi:10.1002/hbm.23269

47. Schiff ND. Recovery of consciousness after brain injury: a mesocircuit hypothesis. Trends Neurosci (2010) 33:1–9. doi:10.1016/j.tins.2009.11.002

48. Fridman EA, Beattie BJ, Broft A, Laureys S, Schiff ND. Regional cerebral metabolic patterns demonstrate the role of anterior forebrain mesocircuit dysfunction in the severely injured brain. Proc Natl Acad Sci U S A (2014) 111:6473–8. doi:10.1073/pnas.1320969111

49. Monti MM, Rosenberg M, Finoia P, Kamau E, Pickard JD, Owen AM. Thalamo-frontal connectivity mediates top-down cognitive functions in disorders of consciousness. Neurology (2015) 84:167–73. doi:10.1212/WNL.0000000000001123

50. Cruse D, Chennu S, Chatelle C, Bekinschtein T, Fernández-Espejo D, Pickard J, et al. Bedside detection of awareness in the vegetative state: a cohort study. Lancet (2011) 378:2088–94. doi:10.1016/S0140-6736(11)61224-5

51. Cruse D, Chennu S, Fernández-Espejo D, Payne WL, Young GB, Owen AM. Detecting awareness in the vegetative state: electroencephalographic evidence for attempted movements to command. PLoS One (2012) 7:e49933. doi:10.1371/journal.pone.0049933

52. Oishi K, Kasai T, Maeshima T. Autonomic response specificity during motor imagery. J Physiol Anthropol Appl Human Sci (2000) 19:255–61. doi:10.2114/jpa.19.255

53. Stender J, Gosseries O, Bruno MA, Charland-Verville V, Vanhaudenhuyse A, Demertzi A, et al. Diagnostic precision of PET imaging and functional MRI in disorders of consciousness: a clinical validation study. Lancet (2014) 384(9942):514–22. doi:10.1016/S0140-6736(14)60042-8

54. Schiff N, Ribary U, Moreno D, Beattie B, Kronberg E, Blasberg R. Residual cerebral activity and behavioural fragments in the persistent vegetative state. Brain (2002) 125:1210–34. doi:10.1093/brain/awf131

Conflict of Interest Statement: The 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.

The reviewer AT and handling editor declared their shared affiliation.

Copyright © 2018 Naro, Chillura, Portaro, Bramanti, De Luca, Bramanti and Calabrò. 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 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.

OPS/images/fneur-09-00047-g005.jpg





OPS/images/fneur-09-00047-g006.jpg





OPS/images/fneur-09-00047-g003.jpg
——HC ——MCS ——UWS

Mi

p0 p2 p4
e HC e MICS e UWS





OPS/images/fneur-09-00047-g004.jpg
uws JJM\M!‘»M\W e Bvetmel s il Bl lly






OPS/images/fneur-09-00047-t002.jpg
Group PM t-Value p-Value
Hand position
HC pO-pt -8 <0.001
p1-p2 -39 0001
p2-p3 28 001
p3-pd 66 <0.001
pa-p5 >0.1
p5-p6 >0.1
MCS pO-p1 -29 001
pi-p2 -65 <0.001
p2-p3 65 <0.001
p3-p4 >0.1
pa-ps >0.1
p5-p6 51 0.001
uws p0-pt -7.2 <0.001
p1-p2 -33 001
p2-p3 >01
p3-p4 >01
p4-ps >0.1
P5-p6 >0.1
Group t-Value p-Value
HC -8.2 <0.001
p2-pd 65 <0.001
MCS pO-p2 -2.1 007
p2-p4 23 0.04






OPS/images/fneur-09-00047-g007.jpg
True positive fraction

False positive fraction

True positive fraction

False positive fraction





OPS/images/fneur-09-00047-t001.jpg
Age (years) Gender B DD (months) CRS-R RF Treatment
MCS+ (0 = 4) 63 M v 6 18 17 B,A
2 M v 12 17 57 B
65 F T 16 16 2 AED
63 M T 7 16 1y B, LD
MCS- (n = 6) 53 F v 6 14 a7 B,LD
56 F T 6 12 None B,LD,A
64 M T 8 14 16 [0
54 M T 5 11 38 AED, A
62 F v 7 9 None LD,A
20 M v 7 9 2 B
Mean + SD 53z oM sT 8+ 143
16 aF sV 4
UWS (0 = 11) 67 M T 8 6 1 B, LD, AED, A
60 M T 6 6 2 LD,A
19 M v 5 6 4 B,AED
65 M T I 6 26 LD, AED
53 F T 18 5 37 LD, AED, A
73 M v 24 5 a7 B, LD, AED, A
20 M v 4 5 24 AED
65 ¥ T 7 4 a7 LD, AED, A
55 F T 6 4 57 AED
57 M T 6 4 None B,LD
59 F v 6 3 26 B,A
Mean + SD 54 ™ I 9 5
18 aF av 6 1
Mean + SD 543 ™ 7T 9 51
18 4 v 6 1

BI, etiology of brain injury; CRS-R, Coma Recovery Scale-Revised; DD, disease duration; F; ferale; M, male; MCS, Minimally Conscious State; T, traumatic; UWS, Unresponsive
Wakefulness Syndrome; V. vascular; FF; risk factors (1. physical inactivity, 2. tobacco, 3. blood lipids, 4. hypertension, 5. obesity, 6. family history, 7. diabetes, 8. coagulopathies);

LD, (-DOPA: AED, antiepileptic drugs: A, analgesics: B, baclofen: (+), patients with MCS+.





OPS/images/cover.jpg
? frontiers
in Neurology

Novel Approaches to the
Diagnosis of Chronic Disorders
of Consciousness: Detecting
Peripersonal Space by Using
Ultrasonics





OPS/images/fneur-09-00047-g001.jpg





OPS/images/fneur-09-00047-g002.jpg
Pl

13
12
11
1,0
09
038
07
06

PO pl p2 p3 p4  pS

e HC == MCS -~ UWS

p6

Pl

13
12
11
1,0
0,9
08
07
06

=

.
po p2

e HC e MICS = UWS

*
e

p4





OPS/images/logo.jpg
Ghesk for

i@





OPS/images/fneur-09-00047-t003.jpg
Group Hand position t-Value p-Value

HC p0-pt -7.4 <0.001
p1-p2 -55 <0.001
p2-p3 82 <0.001
p3-pd 14 <0.001
p4-p5 >0
P5-p6 >01

MCS pO-p1 -33 0.008
p1-p2 -2.9 002
p2-p3 24 004
p3-p4 >0.1
p4-ps >0.1
p5-p6 42 0.001

uws pO-p1 -35 0.006
pi-p2 -5.1 <0.001
p2-p3 >0.1
p3-pd >0.1
P4-p5 >0.1

P5-p6 >0.1





