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Conditioning to Enhance the Effects of Repetitive Transcranial Magnetic Stimulation on Experimental Pain in Healthy Volunteers
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Objective: In this proof-of-concept study we sought to explore whether the combination of conditioning procedure based on a surreptitious reduction of a noxious stimulus (SRPS) could enhance rTMS hypoalgesic effects [i.e., increase heat pain threshold (HPT)] and augment intervention expectations in a healthy population.

Methods: Forty-two healthy volunteers (19–35 years old) were enrolled in a randomized crossover-controlled study and were assigned to one of two groups: (1) SRPS and (2) No SRPS. Each participant received two consecutive sessions of active or sham rTMS over the M1 area of the right hand on two visits (1) active, (2) sham rTMS separated by at least one-week interval. HPT and the temperature needed to elicit moderate heat pain were measured before and after each rTMS intervention on the right forearm. In the SRPS group, conditioning consisted of deliberately decreasing thermode temperature by 3◦C following intervention before reassessing HPT, while thermode temperature was held constant in the No SRPS group. Intervention expectations were measured before each rTMS session.

Results: SRPS conditioning procedure did not enhance hypoalgesic effects of rTMS intervention, neither did it modify intervention expectations. Baseline increases in HPT were found on the subsequent intervention session, suggesting variability of this measure over time, habituation or a possible “novelty effect.”

Conclusion: Using a SRPS procedure in healthy volunteers did not enhance rTMS modulating effects on experimental pain sensation (i.e., HPT). Future studies are therefore needed to come up with a conditioning procedure which allows significant enhancement of rTMS pain modulating effects in healthy volunteers.
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INTRODUCTION

Chronic pain is often characterized by the presence of abnormal sensory perception (1–3), manifested among others by decreased pain thresholds when they are measured by quantitative sensory testing (QST) methods (4, 5). QST is considered a valuable tool to assess the function of the somatosensory system, being useful not only to characterize pain conditions but also to evaluate treatment responses in clinical and healthy populations (4–7). In addition, post-intervention QST changes among healthy individuals have also proved to be useful in characterizing physiological pathways as well as discerning potential mechanisms of action (4, 7, 8), therefore “bridging the gap” between the identification of novel intervention strategies and the optimization of their efficacy (9, 10).

High frequency repeated transcranial magnetic stimulation (rTMS) is a non-invasive brain stimulation technique that was shown effective in increasing pain thresholds and inducing analgesia in different clinical populations, especially when applied over the primary motor cortex (M1) (11–14). Although the mechanisms underlying rTMS sensory modulating effects are not fully elucidated, they are thought to rely on the local activation of top-down processes in addition to involving widespread endogenous pain modulatory systems (15–18).

In that way, increases in thermal pain thresholds derived from QST measures were found following M1 rTMS relative to a sham intervention (19–25). However, results from sham-controlled studies are rather inconsistent and heterogeneous, with a high variability in treatment effects across the literature (14, 25, 26). One possibility to explain discrepancies among study results is the documented variable response to TMS techniques, participants often being categorized as responders and non-responders (27, 28). While it is possible that TMS responsiveness relies on connectivity and excitability patterns (29, 30), action mechanisms are not fully understood, especially in the pain field. Therefore, the understanding and investigation of strategies aiming to enhance rTMS analgesic effects are clinically relevant, as it could potentiate rTMS therapy success.

Like any other pain treatment, the sensory modulating effects of rTMS are thought to be due to the treatment itself combined with other non-specific effects, including placebo or expectations of the therapy being effective (31, 32). Indeed, the improvement of pain treatment therapies by increasing placebo effects has raised recent interest among the pain research community (33–35). Different methods have been suggested to enhance placebo effects, such as shaping and adapting information about analgesic treatments and/or associating the treatment with a positive context or response (36). While verbal suggestions are an easily implementable way to improve analgesic responses, it has been shown that prior positive therapeutic experiences could have more robust effects and better predict placebo response than verbal expectation ratings (37–39). One way to achieve such positive experience is to use conditioning paradigms, where medically connoted procedures (conditioned stimulus) are coupled to a pain stimulus (unconditioned stimulus), in which the intensity is surreptitiously reduced from baseline levels (40–42). Indeed, previous studies suggest that conditioning procedures can lead to longer-lasting effects and more significant placebo hypoalgesia when compared to methods such as verbal suggestion (40, 43, 44).

Here, we tested whether the rTMS hypoalgesic response could be enhanced by the use of a conditioning paradigm based on a surreptitious reduction of a noxious stimulus (abbreviated as SRPS by our team) induced with heat. We therefore conducted a proof-of-concept study using SRPS to modulate heat pain thresholds among healthy individuals, who were enrolled in a two-visit, twice-daily session rTMS protocol using parameters proven effective to increase thermal pain thresholds (23). In this protocol, active rTMS and sham interventions served as the conditioned stimulus and were coupled to experimental heat pain (i.e., unconditioned stimulus), in which the intensity was surreptitiously reduced or maintained depending on group assignment. Secondarily, we assessed if perceived expectations of intervention success could contribute to the hypoalgesic effects of rTMS and/or conditioning.



MATERIALS AND METHODS

The study was conducted in accordance with the Helsinki Declaration and approved by the Research Ethics Committee of the CIUSSS du Nord-de-l'Île-de-Montréal in Canada (Approval number: 2018-1525). All participants provided written informed consent and received monetary compensation.


Participants

Forty-two healthy volunteers were successfully recruited through advertisements placed at the Université de Montréal's campus and in social media, and all procedures were performed in a TMS laboratory located at the Hôpital du Sacré-Coeur de Montréal. Criteria for exclusion were: (1) drug or alcohol abuse, (2) epilepsy, (3) metal implants/coils/electronic devices above the waist, (4) pregnancy, (5) psychiatric disorders, (6) chronic pain, and (7) inability to understand instructions. All subjects were naïve to any form of motor cortex stimulation. Aside from contraceptive pills, no medication or caffeine was allowed on the day of testing. All testing sessions took place in the morning to control for diurnal variations of cortical excitability (45, 46). Participants were told that the study aimed to investigate the effects of rTMS on experimental pain. To further avoid bias, participants were blinded to the nature of the assignment groups (i.e., that there were two types of interventions (active rTMS and sham) and were not initially informed that there was a possible conditioning procedure. Reasons for the latter incomplete disclosure and group assignment were revealed to participants by one investigator (LPB) during a debriefing session conducted after having completed the experimental protocol.



Experimental Design

A randomized crossover-controlled study design was implemented. After their inclusion, participants were randomly assigned to one of two groups: (1) SRPS and (2) No SRPS. In spite of their group allocation, each participant took part in two single-day laboratory visits, one with active rTMS and the other with a sham intervention, separated by at least 1 week to avoid any potential carry-over effects of the first visit on the other (22, 47, 48). Each visit included two consecutive sessions of rTMS (or sham) spaced 10 min apart (Figure 1). Heat pain threshold (HPT) was measured at three different time points, namely before, between and after each rTMS/sham session. Moreover, perceived expectations of intervention success were also assessed before each rTMS/sham session.


[image: Figure 1]
FIGURE 1. Outline of the experimental procedure for each visit. QST, quantitative sensory testing; rTMS, repetitive transcranial magnetic stimulation; VAS, visual analog scale.




Main Outcomes Measures

The main outcome of this study was participants' HPT, which was assessed at three different time points [1—baseline (pre-rTMS/-sham); 2—post-rTMS#1/-sham#1; 3—post-rTMS#2/-sham#2] across groups (SRPS, no SRPS) and intervention types (rTMS or sham). The secondary outcome was perceived expectations of intervention success, assessed prior to and following each intervention in both groups.



Randomization, Concealment, and Blinding

The order of the interventions (rTMS or sham at first or second visit) and the group assignation (SRPS or no SRPS) were randomized and counterbalanced using a computer-based random sequence generation program (https://www.random.org/lists/). The randomization procedure was carried out by an external member of the research group and consisted of 42 sealed, opaque and numbered envelopes that contained information about group assignment and intervention order. When a participant was recruited, another staff member not involved in the study used the randomization list to determine which envelope was assigned to the participant and then forwarded the respective information to the QST experimenter (assignation group) and to the assistant in charge of setting the rTMS parameters (type of intervention), who was different than the TMS operator. Participants and TMS operator were therefore blinded to group assignment and intervention. Only the TMS assistant knew about the intervention administered, adjusting stimulus parameters and coil used (active/sham) accordingly while the TMS operator and participant were outside the room. Moreover, the experimenter in charge of sensory testing and expectation assessments was unaware of the type of intervention. Experimenters were all women, and their role did not vary throughout the study. They also wore a white lab coat and provided scripted neutral instructions.



Questionnaires

On the first visit, participants completed a series of questionnaires to assess sociodemographic and psychosocial characteristics known to potentially interfere with pain sensitivity (49–53), such as the Beck Depression Inventory-II (BDI-II) (54), the State-Trait Anxiety Inventory (STAI) (55), the Pain Catastrophizing Scale (PCS) (56), the Perceived Stress Scale (PSS) (57), and the Pittsburgh Sleep Quality Index (PSQI) (58).



Quantitative Sensory Testing
 
Heat Pain Threshold

Noxious heat was induced using the Medoc Pathway Pain and Sensory Evaluation System (Medoc TSA 2001-II, Ltd, Israel) operating according to the principles of the Peltier effect with a 3 cm2 thermode.

At the beginning of each visit, participants were seated in a quiet room held at a constant temperature (22 ◦C) where they were trained before the formal HPT testing on a different area of the ventral forearm than the one used for the testing, in order to familiarize them with the procedure (unrecorded data). This training was conducted in both visits to ensure accuracy and reproducibility of the tests throughout the experiment. Assessment of the HPT was determined according to the “method of limits” (4).

From a baseline temperature of 32 ◦C, heat thermal stimulations were applied at 5 cm from the right wrist flexion crease with a linear rate of 1 ◦C/s. Participants received three successive stimuli of increasing heat with inter-stimulus intervals of 30 s in order to prevent pain habituation or temporal summation of pain. Participants were asked to press on a button when they detected the first perception of pain up to 49 ◦C, to prevent tissue damage. The average temperature over three trials was calculated for the determination of HPT. Given the nature of the study, we focused our thermal procedures on HPT, which is thought to have better intra- and inter-rater reliability and less variability over time relative to other QST measures, to avoid as much as possible confounding effects of time between visits (59, 60). Moreover, since our SRPS procedure is based on heat, we thought that HTP was the most adequate outcome to assess intervention changes.



Conditioning Procedure Using SRPS

To determine the individualized temperature needed to elicit moderate heat pain, a sequence of successive phasic heat pain stimuli between 41 and 49◦C separated by 30s intervals was administered at 10 cm from the right wrist flexion crease (ventral fore arm), with a starting baseline temperature of 32◦ C, incremental rate of 4◦ C/s, and a 7 s plateau (61). After each stimulation, participants' pain intensity was evaluated on a 0-100 visual analog scale (VAS: 0 corresponding to “no pain” and 100 to “the worst pain imaginable”) in order to find the temperature corresponding to participants' moderate pain intensity. Moderate pain intensity was considered the lowest temperature corresponding to a value of 40–60/100 on the VAS (62). The determined temperature was applied once again after the first intervention in participants assigned to the no SRPS group, while a conditioning manipulation, consisting of deliberately decreasing by 3 ◦C the determined temperature, was performed with patients assigned to the SRPS group. The conditioning manipulation was carried out to induce a positive experience of hypoalgesia prior to the next intervention. The group without SRPS was exposed to the same temperature prior to the second intervention. To ensure that the 3 ◦C decrease was sufficient to induce a positive experience of hypoalgesia in the participants, a VAS measurement was performed after exposure to the conditioned (or not) temperature.




rTMS and Sham Intervention
 
Identification of Simulation Site and Resting Motor Threshold

At the first visit, optimal stimulation site over the left M1 was determined through exploration near the C3 cortical electrode site as per the 10/20 International system of electrode placement (63). The optimal stimulation position was determined as the stimulation site which elicited the largest and most consistent motor evoked potentials (MEPs) recorded from the contralateral first dorsal interosseous muscle. The “hot-spot” was marked on a swim cap with a dermatograph pencil to allow accurate repositioning of the coil between intervention and throughout the whole experiment. The angle of inclination of the coil was determined using a level and the distance between the bathing cap and the nasion and between the bathing cap and each earlobe were also measured. The resting motor threshold (rMT) was defined as the lowest stimulator output needed to induce a MEP of >50 μV peak-to-peak amplitude in at least 6/10 consecutive trials (64). Once the rMT was determined, the experimenter in charge of the rTMS administration and the participant left the rTMS room while waiting for the TMS assistant to set stimulation modalities and coil used, the sham coil being visually identical and emitting similar sounds during stimulation than the active coil. Prior to each intervention session, participants' expectations of intervention success were measured given that it could influence intervention response (65, 66). Thus, participants were asked: “How useful do you think non-invasive stimulation techniques such as rTMS can be in reducing pain?” and instructed to respond with a 0–100 VAS scale (i.e., 0 corresponding to “these techniques are not useful” and 100 to “these techniques are very useful”).



Intervention Protocol

The rTMS treatment consisted of a series of 20 trains of 6 s duration (54 s intertrain interval) at a stimulation rate of 10 Hz and at an intensity corresponding to 80% of the rMT (1,200 total pulses) (11, 25). rTMS was applied over the left M1 using the Magstim Double 70 mm AirFilm® Coil (Magstim, Whitland, Wales, UK). The TMS coil was positioned tangentially to the head at a 45◦ angle to induce a posterior-anterior current flow (12). The coil was centered and fixed directly over the stimulus site using a tripod so that the coil handle pointed to the back. Sham treatment was applied using the same procedure with the Magstim AirFilm® SHAM coil (Magstim, Whitland, Wales, UK).




Debriefing

At the end of the study, a debriefing session was conducted with participants to reveal the true nature of the study. Then, participants were asked to guess their assignment group and the order they received the sham or rTMS (first or second visit). Afterwards, the group assignment and intervention order were revealed to participants by the investigator (LPB). Participants completed a new consent form to obtain their agreement to retain their data.



Statistical Analyses

Statistical analyses were performed using IBM SPSS Statistics software version 25 (Armonk, NY, United States). A Shapiro-Wilks test was used to ensure that HPT measures and expectations data were normally distributed. Parametric tests were performed with a statistical significance set as P ≤ 0.05. Descriptive analyses were also used to characterize and compare all groups on various demographic data. Results are expressed as means, standard deviation (SD) and percentages. Independent-sample Student's t-tests were performed for continuous socio-demographic data (i.e., the questionnaires) and Chi-squared tests were used for nominal data such as the sex and the blinding efficacy measure. In order to assess our main objective, a three-way mixed analysis of variance (ANOVA) was conducted to examine the effects of different interventions (rTMS vs. sham), time points (baseline, post-rTMS/-sham#1, post-rTMS/-sham#2), and groups (SRPS vs. no SRPS) on the modulation of HPT. Secondarily, a three-way mixed ANOVA was also computed to evaluate the effects of groups (SRPS vs. no SRPS) and times points (baseline, post-rTMS/-sham#1) and interventions (rTMS vs. sham) on expectations of intervention success. Greenhouse-Geisser corrections were used for the two ANOVAs. If a significant interaction was obtained, we conducted post-hoc analyses and corrected for multiple comparisons using the Bonferroni test by adjusting the p-value according to the number of comparisons (p = 0.017). Main effects were interpreted only if interactions were not significant. Partial eta squared ([image: image]) are reported. Lastly, to ensure the effectiveness of our conditioning procedure, we calculated the difference on the VAS measure between pre-post conditioning measurement and then, two independent-sample Student's t-tests were computed, one for each intervention (rTMS, sham), to determine if there were differences in the VAS between the groups (SRPS, no SRPS).

As this study was a proof-of-concept in nature, no power calculation was carried out a priori. However, our sample size is comparable to other studies with similar objectives that were deemed to be adequately powered (24, 25).




RESULTS


Demographic Information

Forty-two healthy participants were recruited for this proof-of-concept study. Of those, one participant was excluded due to severe depression symptoms as revealed with the Beck Depression Inventory scale, for a final data set of 41 right-handed healthy adults (20 females, 23.98 ± 3.16 years). Included participants were divided into two groups: SRPS group (n = 21; 10 females) and no SRPS group (n = 20; 10 females). Demographic information can be found in Table 1. Student's t-tests revealed no significant differences between groups (p > 0.05) on socio-demographic data except for perceived sleep quality during the last month (p = 0.035). However, this difference was considered anecdotal and not clinically significant given its low magnitude, the nature of the study population and the debated cut-off score for sleep disturbance using the PSQI in non-clinical samples (67).


Table 1. Demographic and clinical characteristics of the study sample.

[image: Table 1]



Fluctuations in Heat Pain Threshold

There was no significant interaction between the three factors (groups, intervention and time) for the HPT measure, F(1.837, 39) =1.127, p = 0.33, [image: image] = 0.028 (see Figure 2). In addition, none of the two-way interactions were significant. However, we found a significant main effect of time, F(1.781, 39) = 5.493, p = 0.008, [image: image] = 0.123. Post-hoc multiple comparisons analyses showed that HPT measures significantly differed between baseline and post-rTMS/-sham#2 time points (p = 0.005), while other comparisons (baseline vs. post-rTMS/-sham#1, p = 0.051; post-rTMS/-sham#1 vs. post-rTMS/-sham#2, p = 0.149) did not reach statistical significance. Descriptive statistics suggest that participants, regardless of the group or intervention received, tended to show an increase in HPT from baseline (M = 43.298 ± 2.953) to post-rTMS/-sham#2 (M = 44.008 ± 3.124) measures.


[image: Figure 2]
FIGURE 2. Graph depicting fluctuations in heat pain threshold (mean T◦C) according to group × time (pre-interventions, between interventions and post-interventions) × SRPS exposition. (A) rTMS visit. (B) Sham visit. Results are expressed as means and standard errors (SEM). HPT, heat pain threshold; SRPS, surreptitious reduction of pain stimulus.


We also computed a paired-sample t-test to assess between-visit baseline HPT measure changes regardless of conditioning groups. We found a statistically significant between-visit HPT measure difference at baseline t(40) = −4.299, p < 0.001. Descriptive statistics showed that on average, HPT threshold had increased by 2.0 ◦C at the second visit (M = 44.30 ± 2.71) relative to the first visit (M = 42.30 ± 3.82) (95% CI, −2.950 to −1.063) highlighting a higher baseline heat pain threshold at the second visit.



Expectations

The Groups*Time*Interventions on expectations was not statistically significant F[1, 38] = 1.269, p = 0.27, [image: image] = 0.032. Likewise, two-way interactions were not statistically significant, and no main effect was observed (p > 0.05) (see Figure 3).


[image: Figure 3]
FIGURE 3. Fluctuations in VAS expectation ratings according to time × SRPS exposition during rTMS and sham visit. rTMS, repetitive transcranial magnetic stimulation; SRPS, surreptitious reduction of pain stimulus; VAS, visual analog scale.




Positive Analgesic Experience Induction

The data distribution of the VAS values measured before the conditioning procedure respects the normality criteria proposed by Curran et al. (68) so that no data transformation had to be performed. Student's t-test showed that the conditioning procedure significantly reduced pain perception derived from the VAS measure relative to the no SRPS group, whether participants underwent the active rTMS intervention [t(39) = −6.794, p ≤ 0.001] or the sham intervention [t(39) = −4.371, p ≤ 0.001], indicating that decreasing by 3 ◦C the thermode temperature was sufficient to induce a detectable change in temperature perception (see Figure 4).


[image: Figure 4]
FIGURE 4. Differences from baseline VAS pain ratings according to SRPS exposure during rTMS and sham visit. rTMS, repetitive transcranial magnetic stimulation; SRPS, surreptitious reduction of pain stimulus; VAS, visual analog scale. The * indicates the difference between the groups (p ≤ 0.001).




Blinding Efficacy

While 20 participants (48.78%) correctly identified group assignation, 6 participants (14.63%) guessed it wrong, and 15 participants (36.59%) were unable to provide an answer. A Chi-square test revealed that these results were not statistically different (χ2 = 4.512, p = 0.11) across conditioning groups. Regarding the intervention order identification, 14 participants (34.15%) correctly distinguished the intervention order, 5 participants (12.19%) guessed it wrong, and 22 participants (53.66%) were not confident about the intervention order. The Chi-square test showed no significant difference between groups (χ2 =3.476, p = 0.18), suggesting a successful participant blinding.



Adverse Effects

A significant between-group difference (χ2 = 9.466, p = 0.009) was found regarding adverse effects. While no participants in the no SRPS group reported any adverse effect during or following the interventions, 1 participant reported a mild and transient headache. Moreover, 33.33% (n = 7) participants in the SRPS group reported tingling sensations during the active rTMS intervention. No adverse effects were reported for the QST procedure.




DISCUSSION

The results of this study indicate that combining a SRPS conditioning paradigm to rTMS did not significantly enhance analgesic response to noxious heat over the forearm nor intervention expectations among healthy individuals when compared to those not receiving conditioning. Moreover, prior exposure to HPT equivalently increased post-intervention HPT across conditioning or intervention types. Similarly, in spite of experimental condition blinding, we observed a modest increase in baseline HPT between Visit 1 and Visit 2, which may reflect normal variability of HPT over time as pointed out in other studies (69, 70), but also a possible “novelty effect” on Visit 1.

The induction of placebo effects could represent a low-risk and cost-effective strategy in order to potentiate treatment response to pain stimuli and an important bulk of research has been building over the years in this regard (71). Placebo effects are complex phenomena involving several brain networks and psychophysiological mechanisms, such as the endogenous opioid, endocannabinoid, oxytocin, vasopressin, and dopamine systems (31, 72). Studies have suggested the involvement of several action mechanisms based on different theories and models, such as conditioning and expectancy, which could be potentially manipulated to optimize therapeutic approaches and ultimately outcomes (33, 36, 73). For instance, it has been shown that improving patients' preoperative expectations and placebo effects was associated with fewer days of hospitalization and better long-term outcomes in patients undergoing cardiac surgery (74, 75) and reduced opioid intake after spine surgery (76). Moreover, a meta-analysis including 27 studies revealed medium to large effects of verbal suggestion, conditioning (paired with verbal suggestion), and mental imagery on experimental and acute procedural pain and small effects on chronic pain (77). In parallel, studies have shown that experimental manipulations aiming to pre-conditioning individuals with effective analgesic treatments, such as reducing the intensity of painful stimulation surreptitiously in order to make the subjects believe that analgesic treatments are effective, can induce a previous positive experience to the treatments and consequently improve placebo analgesia (37, 39, 61). This type of pre-conditioning is typically performed with topical analgesic interventions such as creams, ointments, injections, acupuncture, and oral pharmacologically (39, 43, 44, 78, 79), which are often more “accessible,” and thus individuals are expected to have prior experience with them. In contrast, prior exposure to rTMS intervention is very unlikely due to its limited accessibility, such that associated placebo effects and its possible manipulation to enhance analgesic experiences are less understood (80).

Treatment effects of active rTMS interventions are frequently compared to “sham” procedures, where an inactive coil with limited power, usually identical in aspect and producing similar noises than the active coil is used. The analgesic response to rTMS is heterogeneous across studies, especially when compared to sham stimulation (12–14). For example, a study showed that the effectiveness of a HF-rTMS protocol was easier to demonstrate against other active stimulation method than against a sham treatment (81). This has been partially attributed to the quality of the studies, including low sample sizes, lack of adequate randomization, and lack or poor blinding (12).

Growing awareness and media attention for non-invasive brain stimulation techniques and sophistication of setups and equipment, including sham coils, have been proposed as possible explanations (80). Additionally, another study revealed that the amount of placebo analgesia observed in a sham rTMS session depended on the success of a previous active rTMS response in neuropathic pain patients (82). In that study, there was no significant difference between the effects of the active and sham rTMS when the latter was applied after a successful rTMS session (82). Simply put, sham rTMS sessions induced significant analgesia (comparable to active rTMS) when they followed a successful rTMS rather than an unsuccessful rTMS, which could at least in part be the result of unconscious conditioned learning. The authors went on to discuss the importance of the timing of placebo relative to active interventions in rTMS studies for pain relief (82).

In the present study, we did not observe a significant intervention effect between SRPS and no SRPS groups (Figure 2). Moreover, the interaction between intervention (active/sham), time (baseline, between, and post measures) and group (SRPS/no SRPS) on HPT was not significant. A possible explanation might be related to our conditioning procedure. Previous literature has shown that expectations play an important role in the placebo response in experimental pain models and clinical populations (32, 35, 83). In our study, although the conditioning procedure was successful in inducing a positive analgesic experience (Figure 4), it did not seem to modulate participants' expectations (Figure 3) (84). We decided to use VAS 40/100 as a threshold of moderate or significant pain (i.e., minimal level of pain affecting performance in daily living) based on previous literature (62, 84), prior pilot data (unpublished), and also ethical issues (e.g., avoid severe levels of pain and/or disturbance). However, it is possible that higher VAS (e.g., 60/100) could have facilitated the perception of decreased pain after lowering thermode temperature in the SRPS group, thereby accentuating the placebo effect (37, 85). Whereas previous studies using SRPS performed a decrease of 2◦ C from the pain-inducing temperature (86), we decided to decrease pain-inducing temperature by 3 ◦C so as to make the SRPS more noticeable, yet believable. Nonetheless, some of our SRPS participants (n=2) did not experience any analgesic response after the conditioning, suggesting a possible nocebo effect after the first intervention (active or sham) due to anxiety for example, or a lack of understanding of the study instructions. Although speculative, one may question whether decreasing thermode temperature by a few more degrees could have modulated intervention response. Although future research is warranted, it is also plausible that combining conditioning and explicit verbal suggestions could have induced larger placebo effects (77).

Other possible explanation for the lack of difference between active and sham interventions could be related to the rTMS protocol modalities, including targeted location, frequency, intensity and number of sessions. It is recognized that high frequency stimulations over M1 present more consistent and analgesic effects when compared to other locations. However, stimulations over other locations such as the dorsolateral prefrontal cortex (DLPFC) have also shown analgesic properties in experimental and clinical pain (11, 87). Indeed, a single session study with similar rTMS parameters and design to the present study showed that active rTMS over both M1 and DLPFC similarly increased thermal pain thresholds (heat and cold) among healthy volunteers, suggesting comparable effects of DLPFC and M1 when compared to sham (24). In addition, there is also evidence showing analgesic and sensory modulatory effects of rTMS when applied to the primary or secondary somatosensory cortex (S1 and S2 respectively) (88, 89). In fact, one study favored rTMS stimulations over S2 relative to M1, DLPFC and sham in order to increase heat pain thresholds (90). However, locating optimal stimulation site over S2 depends on neuroimaging and neuronavigation methods, which complicates their implementation. Other important parameters of stimulation are frequency and intensity. Importantly, a study including 65 healthy participants undergoing QST pre- and post-rTMS stimulations (1Hz 80% resting motor threshold [Rmt], 1Hz 100%rMT, 10Hz 80%rMT, 10Hz 100%rMT, 50Hz triplets at 90% of active motor threshold) and sham over M1, revealed that protocols with higher frequencies had increased modulatory effects across several QST measures (23), which supports the use of our protocol. However, no main effects for TMS device parameters nor significant interaction effects were found for on HPT, which is similar to the results in our study. Moreover, effects of rTMS on QST measures were relatively small and variable across all rTMS conditions, suggesting that rTMS analgesic effects using laboratory-induced pain among healthy individuals may be difficult to discern. A possible reason is the presence of a ceiling effect, given that the somatosensory system of healthy individuals is thought to be normal and there is a limit for its enhancement, contrary to chronic pain patients where dysfunction and maladaptive networks can provide a more extensive range of modulation (i.e., chronic pain patients typically exhibit much lower HPT than healthy controls) (25).

In addition, it is known that a higher number of rTMS sessions usually yield larger analgesic effects (11, 13, 91, 92). Yet, one and two sessions involving similar rTMS protocols than the one used in the present study have been found to increase pain thresholds in healthy volunteers (25). One cannot exclude the possibility that additional rTMS sessions and perhaps conditioning sessions (i.e., increase of conditioning strength) could have resulted in larger increases in heat pain thresholds.

An important issue that was also observed in a recently published transcranial direct current stimulation (tDCS) study (69) was the high variability in baseline HPT from one visit to the other. In our study, we considered the potential confounding effects of several variables documented to influence the somatosensory system at baseline such as anxiety, depression, sleep, perceived stress, pain catastrophizing, and limited others at both visits such as medication and caffeine intake, circadian effects on QST and cortical excitability by performing both visits at the same time. We nonetheless observed a significant difference between baseline HPT values from visit 1 to visit 2 across both groups, as heat pain thresholds at baseline in visit 2 were considerably higher than at visit 1 regardless of intervention order, which might have limited potential intervention-related improvement at visit 2. As noted by Kold and Graven-Nielsen (69), it is possible that the decreased heat sensitivity at the second visit could be due to some kind of habituation to the sensory testing, and perhaps to the intervention. As participants previously been exposed several times to rTMS and QST during the prior visit, the novelty and salience could have decreased, which may have increased mind wandering, reduce attention and thus decrease sensory experience (93). Importantly, this did not appear to be influenced by an unsuccessful blinding, as most of the patients did not distinguish effectively between active or sham interventions.

Although this study presents with important methodological strengths, it is not without limitations. Firstly, the sample size may not have been sufficient to detect significant effects by groups and types of intervention. Secondly, the use of a cross-over design to assess intervention effects on measures from one visit to the other is susceptible to the possible variability of HPT over time [Wasner (70), #2996], making challenging to interpret the true effect of the treatment. While HPT are thought to be a reliable measure (59), longitudinal studies using repeated measures across more days may provide better understanding of QST day-to-day variability. Furthermore, cross-over designs usually carry learning effects that are difficult to control, which may have consequently confounded the results of sequential trials (94). Thirdly, this study was designed to serve as a proof-of-concept and it is based on experimental pain, which is used as a proxy for clinical pain. However, comparisons between experimental pain and clinical are often inconclusive, to say the least (95). Indeed, both rTMS analgesic responses and placebo analgesic effects have been shown to be higher among chronic pain populations (25, 96), which raises the possibility that replicating this study with clinical populations may yield different results. Investigating the determinants of rTMS analgesic response is an exciting research avenue that could benefit from the understanding and optimization of placebo effects.



CONCLUSION

In conclusion, these results showed that the combination of a conditioning paradigm with rTMS was not effective to increase the analgesic response to experimental heat pain nor to enhance expectations with two sessions of rTMS among healthy individuals. Although the findings of this study were not significant, the observed results are still relevant to the TMS and placebo literature, as they are indicative of the challenges that this area of research may entail among experimental pain models with healthy participants. However, considering that chronic pain populations might present higher expectations for treatment efficacy and be more sensitive to conditioning and placebo effects, the use of conditioning to raise expectations and rTMS response deserves to be investigated further in chronic pain patients.



DATA AVAILABILITY STATEMENT

The raw data supporting the conclusions of this article will be made available by the authors, without undue reservation.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by Hospital Sacre-Coeur of Montreal. The participants provided their written informed consent to participate in this study.



AUTHOR CONTRIBUTIONS

LP-B, AH, CA, and LD contributed to conception and design of the study. LP-B and AH organized the database and wrote the first draft of the manuscript. LP-B, SB, and LD performed the statistical analysis. All authors contributed to manuscript revision, read, and approved the submitted version.



FUNDING

This work was supported by the Quebec Bio-Imaging Network Research (Grant Number: PP 16.04, 2018) and the Canada Research Chair in Pain, Sleep and Trauma of Dr. Gilles Lavigne (Grant Number: 950-229397).



ACKNOWLEDGMENTS

We would like to thank Marie-Pier Roy for her technical assistance and advice throughout the project.



REFERENCES

 1. Sluka KA, Clauw DJ. Neurobiology of fibromyalgia and chronic widespread pain. Neuroscience. (2016) 338:114–29. doi: 10.1016/j.neuroscience.2016.06.006

 2. Staud R. Peripheral pain mechanisms in chronic widespread pain. Best practice and research. Clin Rheumatol. (2011) 25:155–64. doi: 10.1016/j.berh.2010.01.010

 3. Lee YC, Nassikas NJ, Clauw DJ. The role of the central nervous system in the generation and maintenance of chronic pain in rheumatoid arthritis, osteoarthritis and fibromyalgia. Arthritis Res Ther. (2011) 13:211. doi: 10.1186/ar3306

 4. Rolke R, Baron R, Maier C, Tolle TR, Treede RD, Beyer A, et al. Quantitative sensory testing in the German Research Network on Neuropathic Pain (DFNS): standardized protocol and reference values. Pain. (2006) 123:231–43. doi: 10.1016/j.pain.2006.01.041

 5. Arendt-Nielsen L. Central sensitization in humans: assessment and pharmacology. Handb Exp Pharmacol. (2015) 227:79–102. doi: 10.1007/978-3-662-46450-2_5

 6. Georgopoulos V, Akin-Akinyosoye K, Zhang W, McWilliams DF, Hendrick P, Walsh DA. Quantitative sensory testing and predicting outcomes for musculoskeletal pain, disability, and negative affect: a systematic review and meta-analysis. Pain. (2019) 160:1920–32. doi: 10.1097/j.pain.0000000000001590

 7. Cruz-Almeida Y, Fillingim RB. Can quantitative sensory testing move us closer to mechanism-based pain management? Pain Med. (2014) 15:61–72. doi: 10.1111/pme.12230

 8. Gewandter JS, Dworkin RH, Turk DC, McDermott MP, Baron R, Gastonguay MR, et al. Research designs for proof-of-concept chronic pain clinical trials: IMMPACT recommendations. Pain. (2014) 155:1683–95. doi: 10.1016/j.pain.2014.05.025

 9. Campbell CM, Gilron I, Doshi T, Raja S. Designing and conducting proof-of-concept chronic pain analgesic clinical trials. Pain Rep. (2019) 4:e697. doi: 10.1097/PR9.0000000000000697

 10. Davis KD, Aghaeepour N, Ahn AH, Angst MS, Borsook D, Brenton A, et al. Discovery and validation of biomarkers to aid the development of safe and effective pain therapeutics: challenges and opportunities. Nat Rev Neurol. (2020) 16:381–400. doi: 10.1038/s41582-020-0362-2

 11. Lefaucheur JP, Aleman A, Baeken C, Benninger DH, Brunelin J, Di Lazzaro V, et al. Evidence-based guidelines on the therapeutic use of repetitive transcranial magnetic stimulation (rTMS): an update (2014–2018). Clin Neurophysiol. (2020) 131:474–528. doi: 10.1016/j.clinph.2019.11.002

 12. Klein MM, Treister R, Raij T, Pascual-Leone A, Park L, Nurmikko T, et al. Transcranial magnetic stimulation of the brain: guidelines for pain treatment research. Pain. (2015) 156:1601–14. doi: 10.1097/j.pain.0000000000000210

 13. Herrero Babiloni A, Guay S, Nixdorf DR, de Beaumont L, Lavigne G. Non-invasive brain stimulation in chronic orofacial pain: a systematic review. J Pain Res. (2018) 11:1445–57. doi: 10.2147/JPR.S168705

 14. O'Connell NE, Marston L, Spencer S, DeSouza LH, Wand BM. Non-invasive brain stimulation techniques for chronic pain. Cochrane Database Syst Rev. (2018) 4:CD008208. doi: 10.1002/14651858.CD008208.pub4

 15. Chervyakov AV, Chernyavsky AY, Sinitsyn DO, Piradov MA. Possible mechanisms underlying the therapeutic effects of transcranial magnetic stimulation. Front Hum Neurosci. (2015) 9:303. doi: 10.3389/fnhum.2015.00303

 16. Henssen D, Giesen E, van der Heiden M, Kerperien M, Lange S, van Cappellen van Walsum AM, et al. A systematic review of the proposed mechanisms underpinning pain relief by primary motor cortex stimulation in animals. Neurosci Lett. (2020) 719:134489. doi: 10.1016/j.neulet.2019.134489

 17. Jodoin M, Rouleau D, Larson-Dupuis C, Gosselin N, De Beaumont L. The clinical utility of repetitive transcranial magnetic stimulation in reducing the risks of transitioning from acute to chronic pain in traumatically injured patients. Prog Neuropsychopharmacol Biol Psychiatry. (2017). doi: 10.1016/j.pnpbp.2017.07.005

 18. DosSantos MF, Ferreira N, Toback RL, Carvalho AC, DaSilva AF. Potential mechanisms supporting the value of motor cortex stimulation to treat chronic pain syndromes. Front Neurosci. (2016) 10:18. doi: 10.3389/fnins.2016.00018

 19. Hasan M, Whiteley J, Bresnahan R, MacIver K, Sacco P, Das K, et al. Somatosensory change and pain relief induced by repetitive transcranial magnetic stimulation in patients with central poststroke pain. Neuromodulation. (2014) 17:731–6; discussion 6. doi: 10.1111/ner.12198

 20. Fricova J, Klirova M, Masopust V, Novak T, Verebova K, Rokyta R. Repetitive transcranial magnetic stimulation in the treatment of chronic orofacial pain. Physiol Res. (2013) 62 Suppl 1:S125–34. doi: 10.33549/physiolres.932575

 21. Vidor LP, Torres IL, Medeiros LF, Dussan-Sarria JA, Dall'agnol L, Deitos A, et al. Association of anxiety with intracortical inhibition and descending pain modulation in chronic myofascial pain syndrome. BMC Neurosci. (2014) 15:42. doi: 10.1186/1471-2202-15-42

 22. Sacco P, Prior M, Poole H, Nurmikko T. Repetitive transcranial magnetic stimulation over primary motor vs. non-motor cortical targets; effects on experimental hyperalgesia in healthy subjects. BMC Neurol. (2014) 14:166. doi: 10.1186/s12883-014-0166-3

 23. Borckardt JJ, Reeves ST, Beam W, Jensen MP, Gracely RH, Katz S, et al. A randomized, controlled investigation of motor cortex transcranial magnetic stimulation (TMS) effects on quantitative sensory measures in healthy adults: evaluation of TMS device parameters. Clin J Pain. (2011) 27:486–94. doi: 10.1097/AJP.0b013e31820d2733

 24. Nahmias F, Debes C, de Andrade DC, Mhalla A, Bouhassira D. Diffuse analgesic effects of unilateral repetitive transcranial magnetic stimulation (rTMS) in healthy volunteers. Pain. (2009) 147:224–32. doi: 10.1016/j.pain.2009.09.016

 25. Giannoni-Luza S, Pacheco-Barrios K, Cardenas-Rojas A, Mejia-Pando PF, Luna-Cuadros MA, Barouh JL, et al. Noninvasive motor cortex stimulation effects on quantitative sensory testing in healthy and chronic pain subjects: a systematic review and meta-analysis. Pain. (2020) 161:1955–75. doi: 10.1097/j.pain.0000000000001893

 26. Klirova M, Hejzlar M, Kostylkova L, Mohr P, Rokyta R, Novak T. Prolonged continuous theta burst stimulation of the motor cortex modulates cortical excitability but not pain perception. Front Syst Neurosci. (2020) 14:27. doi: 10.3389/fnsys.2020.00027

 27. Arns M, Drinkenburg WH, Fitzgerald PB, Kenemans JL. Neurophysiological predictors of non-response to rTMS in depression. Brain Stimul. (2012) 5:569–76. doi: 10.1016/j.brs.2011.12.003

 28. Fregni F, Marcolin MA, Myczkowski M, Amiaz R, Hasey G, Rumi DO, et al. Predictors of antidepressant response in clinical trials of transcranial magnetic stimulation. Int J Neuropsychopharmacol. (2006) 9:641–54. doi: 10.1017/S1461145705006280

 29. Bailey NW, Hoy KE, Rogasch NC, Thomson RH, McQueen S, Elliot D, et al. Differentiating responders and non-responders to rTMS treatment for depression after one week using resting EEG connectivity measures. J Affect Disord. (2019) 242:68–79. doi: 10.1016/j.jad.2018.08.058

 30. Hasanzadeh F, Mohebbi M, Rostami R. Prediction of rTMS treatment response in major depressive disorder using machine learning techniques and nonlinear features of EEG signal. J Affect Disord. (2019) 256:132–42. doi: 10.1016/j.jad.2019.05.070

 31. Colloca L. The placebo effect in pain therapies. Annu Rev Pharmacol Toxicol. (2019) 59:191–211. doi: 10.1146/annurev-pharmtox-010818-021542

 32. Colloca L. Placebo effects in pain. Int Rev Neurobiol. (2020) 153:167–85. doi: 10.1016/bs.irn.2020.04.001

 33. Evers AWM, Colloca L, Blease C, Annoni M, Atlas LY, Benedetti F, et al. Implications of placebo and nocebo effects for clinical practice: expert consensus. Psychother Psychosom. (2018) 87:204–10. doi: 10.1159/000490354

 34. Darnall BD, Colloca L. Optimizing placebo and minimizing nocebo to reduce pain, catastrophizing, and opioid use: a review of the science and an evidence-informed clinical toolkit. Int Rev Neurobiol. (2018) 139:129–57. doi: 10.1016/bs.irn.2018.07.022

 35. Mariani LL, Corvol JC. Maximizing placebo response in neurological clinical practice. Int Rev Neurobiol. (2020) 153:71–101. doi: 10.1016/bs.irn.2020.04.003

 36. Klinger R, Stuhlreyer J, Schwartz M, Schmitz J, Colloca L. Clinical use of placebo effects in patients with pain disorders. Int Rev Neurobiol. (2018) 139:107–28. doi: 10.1016/bs.irn.2018.07.015

 37. Colloca L, Akintola T, Haycock NR, Blasini M, Thomas S, Phillips J, et al. Prior therapeutic experiences, not expectation ratings, predict placebo effects: an experimental study in chronic pain and healthy participants. Psychother Psychosom. (2020) 89:371–8. doi: 10.1159/000507400

 38. Muller M, Kamping S, Benrath J, Skowronek H, Schmitz J, Klinger R, et al. Treatment history and placebo responses to experimental and clinical pain in chronic pain patients. Eur J Pain. (2016) 20:1530–41. doi: 10.1002/ejp.877

 39. Colloca L, Benedetti F. How prior experience shapes placebo analgesia. Pain. (2006) 124:126–33. doi: 10.1016/j.pain.2006.04.005

 40. Becker S, Navratilova E, Nees F, Van Damme S. Shared mechanisms of chronic pain and emotional-motivational problems: from basic science to the clinics. Pain Res Manag. (2018) 2018:9305026. doi: 10.1155/2018/9305026

 41. Vase L, Riley JL 3rd, Price DD. A comparison of placebo effects in clinical analgesic trials versus studies of placebo analgesia. Pain. (2002) 99:443–52. doi: 10.1016/S0304-3959(02)00205-1

 42. Okusogu C, Colloca L. Placebo hypoalgesia: above and beyond expectancy and conditioning. Curr Opin Behav Sci. (2019) 26:75–81. doi: 10.1016/j.cobeha.2018.10.008

 43. Klinger R, Soost S, Flor H, Worm M. Classical conditioning and expectancy in placebo hypoalgesia: a randomized controlled study in patients with atopic dermatitis and persons with healthy skin. Pain. (2007) 128:31–9. doi: 10.1016/j.pain.2006.08.025

 44. Klinger R, Kothe R, Schmitz J, Kamping S, Flor H. Placebo effects of a sham opioid solution: a randomized controlled study in patients with chronic low back pain. Pain. (2017) 158:1893–902. doi: 10.1097/j.pain.0000000000000977

 45. Ly JQM, Gaggioni G, Chellappa SL, Papachilleos S, Brzozowski A, Borsu C, et al. Circadian regulation of human cortical excitability. Nat Commun. (2016) 7:11828. doi: 10.1038/ncomms11828

 46. Huber R, Maki H, Rosanova M, Casarotto S, Canali P, Casali AG, et al. Human cortical excitability increases with time awake. Cerebral Cortex. (2013) 23:332–8. doi: 10.1093/cercor/bhs014

 47. Lefaucheur JP, Hatem S, Nineb A, Menard-Lefaucheur I, Wendling S, Keravel Y, et al. Somatotopic organization of the analgesic effects of motor cortex rTMS in neuropathic pain. Neurology. (2006) 67:1998–2004. doi: 10.1212/01.wnl.0000247138.85330.88

 48. Rao N, Chen YT, Ramirez R, Tran J, Li S, Parikh PJ. Time-course of pain threshold after continuous theta burst stimulation of primary somatosensory cortex in pain-free subjects. Neurosci Lett. (2020) 722:134760. doi: 10.1016/j.neulet.2020.134760

 49. Lewis GN, Rice DA, McNair PJ. Conditioned pain modulation in populations with chronic pain: a systematic review and meta-analysis. J Pain. (2012) 13:936–44. doi: 10.1016/j.jpain.2012.07.005

 50. Moana-Filho EJ, Herrero Babiloni A. Endogenous pain modulation in chronic temporomandibular disorders: Derivation of pain modulation profiles and assessment of its relationship with clinical characteristics. J Oral Rehabil. (2019) 46:219–32. doi: 10.1111/joor.12745

 51. Terry MJ, Moeschler SM, Hoelzer BC, Hooten WM. Pain Catastrophizing and anxiety are associated with heat pain perception in a community sample of adults with chronic pain. Clin J Pain. (2016) 32:875–81. doi: 10.1097/AJP.0000000000000333

 52. Gierthmuhlen J, Enax-Krumova EK, Attal N, Bouhassira D, Cruccu G, Finnerup NB, et al. Who is healthy? Aspects to consider when including healthy volunteers in QST–based studies-a consensus statement by the EUROPAIN and NEUROPAIN consortia. Pain. (2015) 156:2203–11. doi: 10.1097/j.pain.0000000000000227

 53. Schrimpf M, Liegl G, Boeckle M, Leitner A, Geisler P, Pieh C. The effect of sleep deprivation on pain perception in healthy subjects: a meta-analysis. Sleep Med. (2015) 16:1313–20. doi: 10.1016/j.sleep.2015.07.022

 54. Beck AT, Steer RA, Brown GK. Manual for the Beck Depression Inventory-II. San Antonio, TX: Psychological Corporation (1996). 

 55. Spieberger C, Gorsuch R, Lushene R. Manual for the State-Trait Anxiety Inventory. Palo Alto CA: Consulting Psychologists Press (1983). 

 56. Sullivan MJL, Bishop SR, Pivik J. The pain catastrophizing scale: development and validation. Psychol Assess. (1995) 7:524–32. doi: 10.1037/1040-3590.7.4.524

 57. Cohen S, Kamarck T, Mermelstein R. A global measure of perceived stress. J Health Soc Behav. (1983) 24:385–96. doi: 10.2307/2136404 

 58. Buysse DJ, Reynolds CF 3rd, Monk TH, Berman SR, Kupfer DJ. The Pittsburgh Sleep Quality Index: a new instrument for psychiatric practice and research. Psychiatry Res. (1989) 28:193–213. doi: 10.1016/0165-1781(89)90047-4

 59. Middlebrook N, Heneghan NR, Evans DW, Rushton A, Falla D. Reliability of temporal summation, thermal and pressure pain thresholds in a healthy cohort and musculoskeletal trauma population. PLoS ONE. (2020) 15:e0233521. doi: 10.1371/journal.pone.0233521

 60. Costa YM, de Araujo-Junior ENS, Fiedler LS, de Souza PRJ, Silva L, Ferreira D, et al. Reproducibility of quantitative sensory testing applied to musculoskeletal orofacial region: Site and sex differences. Eur J Pain. (2019) 23:81–90. doi: 10.1002/ejp.1287

 61. Laverdure-Dupont D, Rainville P, Montplaisir J, Lavigne G. Changes in rapid eye movement sleep associated with placebo-induced expectations and analgesia. J Neurosci. (2009) 29:11745–52. doi: 10.1523/JNEUROSCI.1224-09.2009

 62. Haefeli M, Elfering A. Pain assessment. Eur Spine J. (2006) 15 Suppl 1:S17–24. doi: 10.1007/s00586-005-1044-x

 63. Klem GH, Luders HO, Jasper HH, Elger C. The ten-twenty electrode system of the International Federation. Electroencephalogr Clin Neurophysiol Supplement. (1999) 52:3–6.

 64. Rossini PM, Burke D, Chen R, Cohen LG, Daskalakis Z, Di Iorio R, et al. Non-invasive electrical and magnetic stimulation of the brain, spinal cord, roots and peripheral nerves: Basic principles and procedures for routine clinical and research application. An updated report from an IFCN Committee. Clin Neurophysiol. (2015) 126:1071–107. doi: 10.1016/j.clinph.2015.02.001

 65. Eklund A, De Carvalho D, Page I, Wong A, Johansson MS, Pohlman KA, et al. Expectations influence treatment outcomes in patients with low back pain. A secondary analysis of data from a randomized clinical trial. Eur J Pain. (2019) 23:1378–89. doi: 10.1002/ejp.1407

 66. Cormier S, Lavigne GL, Choiniere M, Rainville P. Expectations predict chronic pain treatment outcomes. Pain. (2016) 157:329–38. doi: 10.1097/j.pain.0000000000000379

 67. Mollayeva T, Thurairajah P, Burton K, Mollayeva S, Shapiro CM, Colantonio A. The Pittsburgh sleep quality index as a screening tool for sleep dysfunction in clinical and non-clinical samples: a systematic review and meta-analysis. Sleep Med Rev. (2016) 25:52–73. doi: 10.1016/j.smrv.2015.01.009

 68. Curran P, West S, Finch JF. The robustness of test statistics to nonnormality and specification error in confirmatory factor analysis. Psychol Methods. (1996) 1:16–29. doi: 10.1037/1082-989X.1.1.16 

 69. Kold S, Graven-Nielsen T. The effect of anodal high definition transcranial direct current stimulation on the pain sensitivity in a healthy population: a double-blind, sham-controlled study. Pain. (2021). doi: 10.1097/j.pain.0000000000002187

 70. Wasner GL, Brock JA. Determinants of thermal pain thresholds in normal subjects. Clin Neurophysiol. (2008) 119:2389–95. doi: 10.1016/j.clinph.2008.07.223

 71. Colloca L, Barsky AJ. Placebo and nocebo effects. N Engl J Med. (2020) 382:554–61. doi: 10.1056/NEJMra1907805

 72. Belcher AM, Ferre S, Martinez PE, Colloca L. Role of placebo effects in pain and neuropsychiatric disorders. Prog Neuropsychopharmacol Biol Psychiatry. (2018) 87(Pt B):298–306. doi: 10.1016/j.pnpbp.2017.06.003

 73. Peerdeman KJ, van Laarhoven AI, Peters ML, Evers AW. An integrative review of the influence of expectancies on pain. Front Psychol. (2016) 7:1270. doi: 10.3389/fpsyg.2016.01270

 74. Auer CJ, Laferton JAC, Shedden-Mora MC, Salzmann S, Moosdorf R, Rief W. Optimizing preoperative expectations leads to a shorter length of hospital stay in CABG patients: further results of the randomized controlled PSY-HEART trial. J Psychosom Res. (2017) 97:82–9. doi: 10.1016/j.jpsychores.2017.04.008

 75. Rief W, Shedden-Mora MC, Laferton JA, Auer C, Petrie KJ, Salzmann S, et al. Preoperative optimization of patient expectations improves long-term outcome in heart surgery patients: results of the randomized controlled PSY-HEART trial. BMC Med. (2017) 15:4. doi: 10.1186/s12916-016-0767-3

 76. Flowers KM, Patton ME, Hruschak VJ, Fields KG, Schwartz E, Zeballos J, et al. Conditioned open-label placebo for opioid reduction following spine surgery: a randomized, controlled trial. Pain. (2021). doi: 10.1097/j.pain.0000000000002185

 77. Peerdeman KJ, van Laarhoven AIM, Keij SM, Vase L, Rovers MM, Peters ML, et al. Relieving patients' pain with expectation interventions: a meta-analysis. Pain. (2016) 157:1179–91. doi: 10.1097/j.pain.0000000000000540

 78. Kong J, Wang Z, Leiser J, Minicucci D, Edwards R, Kirsch I, et al. Enhancing treatment of osteoarthritis knee pain by boosting expectancy: A functional neuroimaging study. NeuroImage Clin. (2018) 18:325–34. doi: 10.1016/j.nicl.2018.01.021

 79. Petersen GL, Finnerup NB, Norskov KN, Grosen K, Pilegaard HK, Benedetti F, et al. Placebo manipulations reduce hyperalgesia in neuropathic pain. Pain. (2012) 153:1292–300. doi: 10.1016/j.pain.2012.03.011

 80. Burke MJ, Kaptchuk TJ, Pascual-Leone A. Challenges of differential placebo effects in contemporary medicine: The example of brain stimulation. Ann Neurol. (2019) 85:12–20. doi: 10.1002/ana.25387

 81. Andre-Obadia N, Mertens P, Gueguen A, Peyron R, Garcia-Larrea L. Pain relief by rTMS: differential effect of current flow but no specific action on pain subtypes. Neurology. (2008) 71:833–40. doi: 10.1212/01.wnl.0000325481.61471.f0

 82. Andre-Obadia N, Magnin M, Garcia-Larrea L. On the importance of placebo timing in rTMS studies for pain relief. Pain. (2011) 152:1233–7. doi: 10.1016/j.pain.2010.12.027

 83. Reicherts P, Gerdes AB, Pauli P, Wieser MJ. Psychological placebo and nocebo effects on pain rely on expectation and previous experience. J Pain. (2016) 17:203–14. doi: 10.1016/j.jpain.2015.10.010

 84. Yarnitsky D, Bouhassira D, Drewes AM, Fillingim RB, Granot M, Hansson P, et al. Recommendations on practice of conditioned pain modulation (CPM) testing. European journal of pain. (2015) 19:805–6. doi: 10.1002/ejp.605

 85. Martin-Pichora AL, Mankovsky-Arnold TD, Katz J. Implicit versus explicit associative learning and experimentally induced placebo hypoalgesia. J Pain Res. (2011) 4:67–77. doi: 10.2147/JPR.S15966

 86. Chouchou F, Chauny JM, Rainville P, Lavigne GJ. Selective REM sleep deprivation improves expectation-related placebo analgesia. PLoS ONE. (2015) 10:e0144992. doi: 10.1371/journal.pone.0144992

 87. Borckardt JJ, Smith AR, Reeves ST, Weinstein M, Kozel FA, Nahas Z, et al. Fifteen minutes of left prefrontal repetitive transcranial magnetic stimulation acutely increases thermal pain thresholds in healthy adults. Pain Res. Manag. (2007) 12:287–90. doi: 10.1155/2007/741897

 88. Kothari SF, Dagsdottir LK, Kothari M, Blicher JU, Kumar A, Buchholtz PE, et al. Effect of repetitive transcranial magnetic stimulation on altered perception of One's own face. Brain Stimul. (2020) 13:554–61. doi: 10.1016/j.brs.2020.01.001

 89. Lindholm P, Lamusuo S, Taiminen T, Pesonen U, Lahti A, Virtanen A, et al. Right secondary somatosensory cortex-a promising novel target for the treatment of drug-resistant neuropathic orofacial pain with repetitive transcranial magnetic stimulation. Pain. (2015) 156:1276–83. doi: 10.1097/j.pain.0000000000000175

 90. Valmunen T, Pertovaara A, Taiminen T, Virtanen A, Parkkola R, Jaaskelainen SK. Modulation of facial sensitivity by navigated rTMS in healthy subjects. Pain. (2009) 142:149–58. doi: 10.1016/j.pain.2008.12.031

 91. Galhardoni R, Correia GS, Araujo H, Yeng LT, Fernandes DT, Kaziyama HH, et al. Repetitive transcranial magnetic stimulation in chronic pain: a review of the literature. Arch Phys Med Rehabil. (2015) 96(4 Suppl):S156–72. doi: 10.1016/j.apmr.2014.11.010

 92. Yang S, Chang MC. Effect of Repetitive Transcranial Magnetic Stimulation on Pain Management: A Systematic Narrative Review. Front Neurol. (2020) 11:114. doi: 10.3389/fneur.2020.00114

 93. Kucyi A, Salomons TV, Davis KD. Mind wandering away from pain dynamically engages antinociceptive and default mode brain networks. Proc Natl Acad Sci USA. (2013) 110:18692–7. doi: 10.1073/pnas.1312902110

 94. Colloca L. Learned placebo analgesia in sequential trials: what are the pros and cons? Pain. (2011) 152:1215–6. doi: 10.1016/j.pain.2011.02.043

 95. Kim H, Neubert JK, Rowan JS, Brahim JS, Iadarola MJ, Dionne RA. Comparison of experimental and acute clinical pain responses in humans as pain phenotypes. J Pain. (2004) 5:377–84. doi: 10.1016/j.jpain.2004.06.003

 96. Forsberg JT, Martinussen M, Flaten MA. The placebo analgesic effect in healthy individuals and patients: a meta-analysis. Psychosom Med. (2017) 79:388–94. doi: 10.1097/PSY.0000000000000432

Conflict of Interest: 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.

Publisher's Note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.

Copyright © 2022 Proulx-Bégin, Herrero Babiloni, Bouferguene, Roy, Lavigne, Arbour and De Beaumont. 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.



OPS/images/fpsyt-13-768288-t001.jpg
Variables SRPS
(n=21)

Sex (male/female) 11/10
Age (years) 23.76 (2.68)
Education (years) 16.00 (2.98)
Body mass index 23.39(3.35)
Beck depression inventory (BDI-I) 376 (4.39)
Trait-anxiety (STAIT) 33.29 (6.51)
State-anxiety (STA-T) 20.76 (5.33)
Pain catastrophization scale (PSC) 18.14 (7.74)
Perceived Stress Scale (PSS) 10.86 (5.40)
Pittsburgh Sleep Quality Index (PSQI)  3.67 (2.06)
MT—TMS visit 64.43(11.91)
MT—sham visit 63.71 (14.04)

Values are given as the mean (SD) or frequency (N = 41).

No SRPS
(n=20)

10710
2420 (3.67)
16.10 (2.83)
24.193.17)
4.15(3.25)
35.20 0.48)
3105 (6.29)
12.00(8.07)
12.35 (7.87)
520 (2.44)

66.70 (13.26)

65.70 (12.15)

P

0.883
0.664
0913
0.431
0.750
0.464
0.480
0.646
0.462
0.035*
0.567
0.632

rTMS, repetitive transcranial magnetic stimulation; rMT, resting motor threshold; SD,
standard deviation; SRPS, surreptitious reduction of pain stimulus.
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