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Abstract

Neuropathic pain (NP) is a long‐term recurrent disease caused by somatosensory

nervous system injury, with spontaneous pain, hyperalgesia, ectopic pain, and

paresthesia as the main clinical manifestations. It adversely affects patients'

quality of life. NP treatments often include medication, physical therapy, and

invasive therapy; the first two therapies are generally ineffective for some NP

patients. These patients sometimes rely on invasive therapy to alleviate pain.

Spinal cord stimulation (SCS) is a very effective therapeutic method. SCS is a

neuroregulatory method that involves placing the electrodes on the corresponding

painful spinal cords. Pain is greatly alleviated after SCS. SCS has been proven to

be an effective therapeutic method for the treatment of neurological pain.

Furthermore, SCS provides a feasible approach for patients with unsuccessful

drug treatment. This paper reviews the relevant literature of spinal cord electrical

stimulation, focusing on the mechanism of action, clinical application, clinical

efficacy and technical progress of spinal cord electrical stimulation. SCS is widely

used in the treatment of NP diseases such as postherpetic neuralgia, back surgery

failure syndrome, and phantom limb pain. With advancements in science and

technology, tremendous progress has also been made in the spinal cord electrical

stimulation method and good momentum has been maintained.
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1 | INTRODUCTION

Neuropathic pain (NP) is a common chronic pain condition
caused by pathological changes or diseases of the somato-
sensory nervous system, which places a huge burden on
people's life.1 Neuropathy can directly damage the soma-
tosensory system. It is indirectly elicited by metabolic stress
changes, autoimmunity or inflammation of nerves or their

peripheral areas, and so forth.2,3 Generally speaking, the
effectiveness of medication is usually limited. Fortunately,
spinal cord stimulation (SCS) can be used to treat a wide
range of NP including postherpetic neuralgia (PHN), failed
back surgery syndrome (FBSS), phantom limb pain, dia-
betic neuropathy, cephalic and facial neuralgia, genital
neuralgia, and so forth.4 SCS involves the use of electrical
impulses for signal stimulation of spinal cord nerves to treat
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disease. By inserting a pulse mode spinal cord stimulator,
there can be effective improvements in patients' function
and significant pain relief can also be achieved.5 This paper
focuses on the curative effect and mechanism of SCS in the
treatment of NP. Based on our observations, it was found
that it can inhibit or alleviate pain by blocking pain signal
transmission, interfere with the pain pathway, activate the
opioid pathway,6 stimulate the locus coeruleus system, and
regulate γ‐aminobutyric acid (GABA). Meanwhile, there
have been advances in the SCS method in recent years.
High‐frequency spinal cord stimulation (HF‐SCS) and
dorsal root ganglion stimulation (DRGS)7 are characterized
by good efficacy and few adverse reactions.

2 | NP

The International Association for the Study of Pain defines
NP as pain caused by injury or disease of the somatosensory
nervous system,8 including peripheral nerve fibers (Aβ, Aδ,
and C fibers) and central neurons, and 7%–10% of the
general population suffers from this disease.9 It is a chal-
lenge to treat chronic pain syndromes clinically. Increas-
ingly more data show that opioid medication is
inappropriate and fails to relieve pain, especially chronic
and long‐term pain, and affects patients physiologically and
psychologically.10 Its interference with the steady internal
environment triggers metabolic disorders, arrhythmia, car-
diopulmonary insufficiency, stress ulcers, and other com-
plications.11 As neuropathological pain mostly manifests as
chronic pain, pressing pain, spontaneous pain, pain allergy,
hypersensitivity, and other clinical manifestations that se-
verely disrupt daily life, neuropathological pain should re-
ceive due attention.12 Treatment can be found by studying
the mechanism, development, and maintenance of NP.13

Somatic nervous system injury or disease in the peripheral
or central nervous areas leads to the production of NP in
humans. Peripheral NP is more common than central NP
and is considered to be caused by peripheral mechanisms
after nerve injury14 (Table 1).

2.1 | Activation of astrocytes in the
dorsal spinal cord (central sensitization)

The mechanism of pain has been studied mainly through
neurons, but glial cells, the most widely distributed and
abundant cells in the central nervous system, play a
major role in pain. NP is a pathological condition that
results from structural and functional changes that occur
after nerve damage.16 A wide range of functional, struc-
tural, and molecular changes in the glia consistent with
neuronal changes were found in an animal model of
neuronal damage of NP.14 Recent studies of astrocytes
have all shown that glial cells are crucial to these changes
and play an important role in the development and
maintenance of neuropathological pain.17 Neuro-
transmitters released by astrocytes, regulatory nutritional
factors (such as brain‐derived neuropathic factor
[BDNF]), cytokines (glutamate, substance P, interleukin
[IL]‐1, IL‐6, IL‐18,18 Shenzhu growth factor, etc.), are all
involved in the transduction and regulation of pain sig-
nals.19 Related studies have shown that IL‐18 and the
IL‐18 receptor (IL‐18R) are induced in the spinal dorsal
horn. After nerve injury, the expression of IL‐18 and
IL‐18R in the dorsal horn is significantly increased, and
microglia overactivity and astrocytes are upregulated,
respectively. Injury‐induced tactile pain is mitigated by
inhibition of the IL‐18 signaling pathway, which reduces
phosphorylation of nuclear factor κB and induction of
astrocyte markers in spinal astrocytes. Therefore, block-
ing the IL‐18 signaling pathway in glial cells may provide
an effective strategy for the treatment of NP, which may
play an important role in allotactile pain after nerve in-
jury.18 Other research has studied glial fibrillary acidic
protein (GFAP) as a specific marker of spinal astrocytes
that is often used to detect the expression of an astrocyte,
and it has been found that Schwann cells in particular
have unique regenerative properties that can repair pu-
dendal neuralgias (PNS) after injury, making them al-
most impossible to find similar second cells in our
bodies,20 which has important implications for

TABLE 1 Major types and research models of neuropathological pain15

Classification Disease Study model

Peripheral neuralgia Postoperative neuralgia, posttraumatic neuralgia, pain
phantom limb, neuroneuralgia after neuralgia,
pain‐induced diabetic neuropathy, complex regional
pain syndrome, neuroroot neuropathy, malstrophic
neuropathy, HIV neuropathy

Neuroma model, chronic compression injury
(CCI) model, facial pain model

Diabetic neuropathic pain model, postherpetic
neuralgia model, trigeminal neuralgia model

Central neuralgia Spinal cord injury pain
Spinal cord deficiency pain, Parkinson's disease pain
Multiple sclerosis disease pain

Toxic spinal cord injury, Photochemical
damage model, Weight loss or contusion,
spinal cord injury
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distinguishing Schwann cells in developing nerves.21

Myelinated axons are nourished by the production of
various growth factors such as nerve growth factor
(NGF), glial derived neurotrophic factor (GDNF), neu-
rotrophic factor 3 (NT3), and neurotrophic factor 4 (NT4)
on long axons22 (Figure 1).

2.2 | C‐fibers are involved in the
mechanism of neuropathological pain

Initially, C‐fibers were considered to be simple nerve
fibers that transmit information about action potentials;
pain occurs when primary afferent C fibers are activated
by harmful stimuli, but C fibers may be involved in more
complex neural processes than the simple one‐to‐one
relationship between sensory and receptor types, based
on the marker line encoding (the key encoding me-
chanism for stimuli).23 In other words, the conduction
coding function of C‐fiber can cause information to
change in frequency or pattern during the conduction of
action potential, the performance is that under the same
external intensity stimulation, the action potential of af-
ferent nerve increases, the release of transmitter in-
creases, and the excitability increases, which is one of the
possible mechanisms leading to peripheral sensitization
and central sensitization.24 When peripheral receptors
are damaged and stimulated, the introduction of signals
into the C‐fiber increases the stimulus‐dependent excit-
ability of neurons in the spinal dorsal horn; this is called
central sensitization. Long‐term enhancement between
C‐fibers and interneursynapses is the basis of central
sensitization and neuropathological pain.25 Continuous
peripheral stimulation increases peripheral nerve sensi-
tivity, and causes hyperalgesia and touch‐induced pain.26

Spontaneous pain, hyperalgesia, numbness, burning,
coldness, and other symptoms of limbs in diabetic pa-
tients are mainly attributed to the functional changes of
unmyelinated C‐fibers.27 Low‐intensity electrical stimu-
lation of the sciatic nerve in L5~6 spinal nerve ligated

rats induced LTP in C‐fiber‐evoked potential, while the
same intensity of stimulation did not induce LTP in
normal rats, suggesting that sensitivity to pain was re-
lated to the regulation of C‐fiber sensitization. Relevant
studies have also found that two abnormal properties
developed in undamaged skin C‐fiber injury receptors on
spinal nerve ligation: spontaneous activity and adrener-
gic sensitivity. Abnormal function of these pain receptors
may lead to neurological pain.28

2.3 | The downlink suppression system
function is decreased

The downlink inhibitory system is a regulatory system
that transmits peripheral damaging signals to the center,
activates central inhibitory neurons, and reduces the pain
response. The descending pathway regulating damaging
signaling originates from the gray, blue spots, anterior
buckback, amygdala, and the hypothalamus, and
through the aqueducts around the gray matter and me-
dulla to the spinal cord.29 Transmitters involved in pain
downside inhibition regulation include norepinephrine,
5‐HT, dopamine, and endogenous opiates.9,29 Neuronal
dysfunction in NP patients causes an imbalance between
downside depression and excitability, leading to pain,
anxiety, depression, and sleep problems.9 One of the core
mechanisms of the occurrence and development of
chronic pain may be the dysfunction of the pain down-
regulation system.30 Related studies have shown that
spinal cord progenitor cells seem to be activated by SCS
through a descending pathway, thereby alleviating NP.31

2.4 | Release of tumor necrosis factor
(TNF)‐α

TNF is a small‐molecule protein produced by phagocy-
tosis of bacterial infection or other immune sources.
Aggarwal et al.32 were the first to define TNF as two

FIGURE 1 Activation of astrocytes in the dorsal spinal cord. BDNF, brain‐derived neuropathic factor; GDNF, glial‐derived neurotrophic
factor; GFAP, glial fibrillary acidic protein; NGF, nerve growth factor; NT3, neurotrophic factor 3; NT4, neurotrophic factor 4 [Color figure
can be viewed at wileyonlinelibrary.com]
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distinct types based on structure and source, namely,
TNF‐α and lymphotoxin or TNF‐β. It is mainly produced
by mono‐macrophages and not only causes tumor cell
death but also plays a role in the pathogenesis of pain,
including nerve pain, inflammatory pain, and cancerous
pain.33 When peripheral nerve injury occurs, in-
stantaneous upregulated TNF‐α can activate proin-
flammatory media to produce waterfall responses.34

Under conditions of neurological pain, axons can also
damage and regulate the activity and sensitivity of da-
maging receptors35; meanwhile, TNF‐α also plays a core
role in central sensitization, and TNF‐α can promote
central sensitization by increasing glutamate release in
the presynaptic membrane and increasing N‐methyl‐D‐
aspartate receptor (N‐methyl‐D‐aspartic acid receptor,
NMDA‐R) activity, or by increasing synaptic transmis-
sion and excessive excitability of spinal dorsal horn
neurons.

3 | SCS MECHANISMS FOR
NEUROPATHOLOGICAL PAIN

Since 1967, people have treated multiple chronic pain
disorders using SCS.36 SCS is an adjustable, non-
destructive neuromodulation that can use therapeutic
doses of electricity to treat NP.36 SCS can be used for the
treatment of various kinds of pain, such as neurogenic
pain, including postlaminectomy syndrome, complex

regional pain syndrome, spinal cord injury pain, and
interstitial cystitis. Indications also include intractable
pain and neurogenic thoracic exit syndrome caused by
abdominal or visceral pain.4 SCS has been successfully
used in the treatment of severe pain caused by lower limb
ischemic disease and refractory pain. Studies have shown
that SCS reduces pain by more than 50% in 50%–60% of
voluntary patients. Melzack and Wall37 published the
gating theory in 1965. It lays the theoretical foundation
for SCS, arguing that the “electric‐chemical” information
of peripheral pain is transmitted into the spinal cord
through thin unmyelinated C‐fibers and a small amount
of myelinated A‐δ fibers that terminate in the spinal cord,
and the “door” receiving the fiber information, which
can retrograde‐suppress the pain information of fiber
transmission.37 Conduction of both coarse fibers (Aa, Aβ)
and fine fibers (Aδ, C) activates T cells in the posterior
corner of the spinal cord while simultaneously forming a
synaptic association with the SG cells in the posterior
angle. Coarse nerve fiber excitation activates T cells and
SG cells, closing the gate to prevent impulse transmission
and thus attenuating or eliminating pain sensation. Fine
fiber excitation inhibit SG cells only, so that the gate
opens to produce pain37 (Figure 2). However, the gate
theory cannot fully explain the analgesic mechanism of
SCS.38 Currently, there is no complete theoretical ex-
planation of the analgesia mechanism of SCS, but re-
levant studies show that the treatment of SCS may also
have the following mechanism.

FIGURE 2 The Melzack–Wall pain gate.
Gate mechanism: without input, the gate is
closed; the coarse fiber impulse leads to closure
of the gate; and the fine fiber impulse induces
opening of the gate [Color figure can be viewed
at wileyonlinelibrary.com]
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3.1 | Interference with pain pathways

A dorsal column–brainstem–spinal cord loop was
found in the animal model, suggesting that implanted
electrodes in the spinal cord may reduce the conduc-
tion or remodeling of incoming sensation of pain in the
spinal thalamus bundle and interrupt the central per-
ception of pain,39 stimulate neurons above the spinal
cord, and affect the conduction or regulation of pain
sensation. Neuroimaging studies have shown that to-
nic SCS induces analgesia mainly by regulating the
lateral pain upstream pathway and by interfering with
electrical and metabolic activities in the cingulate
gyrus, lateral sensory thalamic nucleus, prefrontal
cortex, and posterior central gyrus.39,40 Neuroimaging
studies41 have also shown that SCS mainly functions by
regulating pain upstream pathways, interfering with
the metabolic activity of the buckle back, lateral sen-
sory thalamic nucleus, prefrontal cortex, and central
posterior return.

3.2 | Activation of the opioid channel

Increasingly more evidence suggests that δ opioid re-
ceptors are attractive therapeutic targets for various
forms of chronic pain and certain mood disorders, in-
cluding depression and anxiety.42 Also, δ agonists are
effective in preclinical models of chronic pain, in-
cluding those used for NP, inflammatory pain, and
cancer.43 Combined administration of LY 218324, an
endocannabinoid reuptake/breakdown inhibitor, par-
tially reverses early SCS sensitivity to pain. Moreover,
the amplification was inhibited by the CB1 R antago-
nist AM251, but not by the CB2 R antagonist AM630.
The use of naloxone reduced the reversal of pain al-
lergy induced by early SCS, indicating the important
role of opioids in SCS.44 Sato et al.6 found that antag-
onizing different opioid receptors could inhibit the
analgesic effects of different frequencies of SCS, sug-
gesting that the opioid receptor was associated with the
analgesic mechanism of SCS, suggesting that 4 Hz SCS
induced analgesia by activation of μ‐receptors and
60 Hz SCS produced analgesic effects by activation of
the δ‐receptor.

3.3 | Stimulation of the locus coeruleus
system

In the brain structure that receives the papillogenesis
projection of histaminergic tubercles, the bridging blue
spot (LC) is involved in antihypertensive norepinenergic

control of pain. The use of zolentine or pyridine alone in
LC does not affect pain behavior, while A‐960656 (his-
tamine H3 receptor antagonist) inhibits hypersensitiv-
ity. A reasonable explanation for these findings is that
neuropathy hypersensitivity is promoted due to the
histamine H2 receptor mediated by histamine on the
norepinephrine receptor in α1/2‐adrenergic cells.
Blocking of the self‐inhibitory histamine H3 receptors at
the end of the histaminergic nerve in LC facilitates the
release of histamine, thereby increasing the pain in-
hibition of antihypertensive norepinenergic activity.45

Song et al.46 found, in the rat model, that SCS passes the
gray‐mass area around the midbrain duct, the ven-
tromedial region of the extended medullary head (ros-
tral ventromedial medulla, RVM). Control of downward
pain is achieved by stimulating RVM. SCS increases the
release of injury‐resistant OFF cells and serotontamine‐
like cells in RVM without affecting injury‐promoting
OFF cells in RVM, producing analgesic effects by acti-
vating these downlink inhibitory signals that start or
relay to RVM.

3.4 | Regulation of the γ‐aminobutyric
acidergic (GABAergic) system

The wide‐dynamic range (WDR) neuronal contraction
input caused by excessive pain triggers the lateral pain
pathway, allowing abnormal conduction of pain sensa-
tion to reach the brain. SCS‐increased GABA release
neutralizes the hyperexcitability of dorsal horn large
dynamic range (WDR) neurons.47 Relevant studies have
shown the effect of the loss of inhibition on the SCS
action due to the loss of GABA or KCC2 function. By
weakening the input of GABA energy‐intermediate
neurons or connection to the WDR neurons and the
anion reverse potential of moving WDR neurons upward,
one of the effects of local and surrounding GABA energy‐
intermediate neurons is reduced, thus reducing the range
of optimal SCS frequency and changing the frequency at
which SCS had a maximal effect. It has been reported
that GABA is related to SCS.48 Related studies have
found that tonic SCS induces GABA release from in-
hibitory intermediate neurons in the spinal dorsal horn
mainly through a segmental spinal mechanism.49 Zhang
et al.50 found that the GABAergic mechanism can reg-
ulate SCS‐mediated neuronal responses, and the
application of the GABA‐α receptor antagonist bissucci-
nylcholine can stimulate SCS‐mediated excitability and
exert an analgesic effect, while the application of
the GABA‐β receptor antagonist CGP35348 can inhibit
the analgesic effect of SCS. Presumably, the SCS controls
the sensory neuronal projection activity and neuronal
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response mediated by SCS by regulating the GABAergic
system (Figure 3).

4 | CLINICAL APPLICATION
OF SCS IN TREATING
NEUROPATHOLOGICAL PAIN

The use of only anticonvulsants, antidepressants, and other
drugs is not ideal for the treatment of NP; the pain relief
achieved is minimal and there are many side effects.51 For
patients suffering from pain for a long time, extensive re-
search has shown that SCS is one of the effective and safe
methods to treat NP. Tanei et al.52 found that 7 days of SCS
treatment led to pain relief in NP patients, and for most
patients, this was maintained for 1 year and beyond.
Chakravarthy et al.53 also found that patients who could
not work due to pain were more likely to return to work
after SCS treatment. SCS was found to be safe, and most
complications could be resolved by implantation of SCS
devices, which were rarely life‐threatening.54 SCS has
clinical applications in all kinds of NP, such as NP after
herpes, neuralgia pain, trigeminal neuralgia, root disease,
diabetes, neuropathy, HIV infection, leprosy, amputation,
peripheral injury pain, nerve injury and stroke (in the form
of central poststroke pain), and so on, and has yielded good
curative effects (Figure 4).

4.1 | PHN

The incidence of PHN is 9%–34%, and is positively corre-
lated with age. Many patients show poor treatment re-
sponse or unbearable side effects, so minimally invasive
analgesia is sometimes required. Some prospective,
randomized‐controlled trials have concluded that SCS is
effective in alleviating PHN.55 KurKolinsky et al. found that
some patients who received permanent SCS implantation
experienced significant long‐term pain relief after short‐
term SCS treatment,56 and Scowcroft et al. also found that
short‐term SCS induced pain relief in PHN patients and to
decreased anxiety and depression, and improved sleep
quality after treatment.57 Studies also shown that treating
ZAP with DRG and PRF performed better than sustained
epidural blockade for ZAP. This method of nutriregulation
may be an effective option for reducing the progression of
neurological disease caused by persistent pain signal
transmission after acute herpes zoster.58

4.2 | Pudendal neuralgia

PN is an NP caused by inflammation, compression, or
perineal nerve compression; the main treatment methods
of PN include physical therapy, drug analgesia, nerve block,
vaginal nerve decompression, and so forth. Buffenoir et al.

FIGURE 3 Spinal cord stimulation (SCS) mechanisms for neuropathological pain. SCS exerts analgesic effects by acting on pain
regulation centers to stimulate the upper spinal cord. The SCS passes 40 Hz SCS produce analgesia by activating μ‐receptors, while 60 Hz
SCS produce analgesia by activating δ‐receptor. SCS achieves analgesic effects by stimulating the blue spot system and GABAergic. GABA,
γ‐aminobutyric acid [Color figure can be viewed at wileyonlinelibrary.com]
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found that patients with refractory PN who received spinal
cone SCS experienced reduced maximum pain, average
pain, and complications. This indicates that the spinal cord
cone is a safe and effective novel therapeutic target of PN.59

PN is the most chronic and disabling form of perineal pain,
which is poorly treated by decompression surgery; the use
of a 16‐contact guide SCS may be useful for patients with
refractory PN who cannot undergo decompression surgery
as an effective and feasible treatment.60

4.3 | FBSS

FBSS is the leading cause of chronic NP, affecting 40% of
patients undergoing lumbosacral surgery for back pain.61 In
an analysis of FBSS patients who underwent SCS or spinal
resurgery between 2000 and 2009, Lad et al.61 found that
the complication rate of SCS was significantly lower than
that of spinal resurgery within 90 days; thus, incorporation
of SCS into the median treatment of chronic pain in FBSS
patients should be considered. In a detailed and compre-
hensive review of the literature, Cameron62 found that in

747 patients affected by FBSS and treated with SCS, the
overall treatment success rate was 62%. Also, Esin et al., by
including three groups, found that in patients with FBSS,
MTZ and TZS should be treated taking into account SCS.
The study showed the efficacy of APAH, fluvoxamine, and
milnacipran along with SCS.63 Do et al.,64 by analyzing 208
FBSS patients who had been treated for more than 3 years,
found that although tonic and HF10 stimulation did not
differ in terms of reducing pain, further research is needed
to detect differences between SCS and other waveforms.
De Groote et al.65 studied 22 FBSS patients who received an
magnetic resonance imaging protocol both before and for 3
months after surgery; the first finding that SCS is able to
induce changes in gray matter and white matter volume
indicates that there is an altered reversibility in the brain
after treatment of chronic pain with SCS.

4.4 | Phantom limb pain

Phantom limb pain is a chronic NP that is experienced by
50%–80% of amputees and the analgesics do not

FIGURE 4 Neuroanatomical distribution of pain symptoms and sensory signs under neuropathic pain. Peripheral and central
distribution of pain and sensory signs. *Can sometimes be associated with central neuropathological pain. ‡Can sometimes be associated
with peripheral neuropathological pain9 [Color figure can be viewed at wileyonlinelibrary.com]
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adequately control chronic pain caused by phantom limb
pain. When pain relief through medication alone is not
successful, surgical options have been proven to be ef-
fective.66 Using SCS, Raut et al.66 found that patients
with phantom limb pain experienced better pain relief,
and their VAS decreased from (8/10) to (2/10), suggesting
that SCS can be used to treat phantom limb pain.
In addition, North and Sharan67 reported the case of a
61‐year‐old man, in whom it was found that good pain
relief was achieved, and the VAS score decreased sig-
nificantly, indicating that SCS can be used to treat phantom
limb pain. In brief, SCS is an important mode of treatment
for phantom limb pain because it is effective in reducing
pain in patients with phantom limb pain, improving their
quality of life, and reducing the use of analgesics.

4.5 | Painful diabetic neuropathy (PDN)

Diabetes is a common chronic disease, in which PDN is
considered to be the most disabling and medically costly
complication of diabetes.68 It may be present in one third
of diabetic patients. It is also a heterogeneous group of
disorders with an extremely complex pathophysiology
and affects both the somatic and autonomic components
of the nervous system. De Vos et al.69 found that after
SCS treatment, patients with PDN experienced sig-
nificant pain relief and had improved quality of life than
before. This result was also confirmed by Beek et al.,70

who found that PDN patients treated with SCS had less
pain and better quality of life than those treated with
drugs.

4.6 | Cephalic and facial neuralgia

The higher cervical segment and the cervical–medullary
junction (CMJ) region may be a new target for SCS
therapy, and can be used to treat pain in the head and
face.71 Chivukula et al. found that after receiving neck or
CMJ zone SCS treatment, patients with head and facial
neuralgia experienced pain relief.72 In the majority of
patients, it was found that SCS treatment improved their
quality of life and there was willingness to undergo
surgery again for pain relief. Tomika et al. also confirmed
this result. Velasquez et al. found that high cervical SCS
can lead to pain relief in patients with trigeminal neur-
algia. Although there are few studies and clinical appli-
cations of SCS therapy in the high cervical segment and
CMJ region, it has been proved to be an effective target
for the treatment of head and face pain, so it can be used
as a reasonable and effective choice in clinical treatment.
With the advancements of technology, neuromodulators

may be promising in the treatment of intractable head-
aches and facial pain. Although more randomized‐
controlled trials are needed to demonstrate efficacy and
feasibility, the current literature sufficiently supports the
view that neuromodulators are effective for the treatment
of intractable craniofacial pain73 (Figure 5).

5 | EFFICACY OF SCS IN
TREATING
NEUROPATHOLOGICAL PAIN

SCS is a recognized treatment for chronic NP. In recent
years, increasingly more neurogenic chronic pain syn-
dromes have been treated by SCS.74 Tanei et al.52 found
that the NP patients could be relieved after 7 days of SCS
treatment, and the pain relief effect of most patients
lasted for more than 1 year. SCS has been found in re-
lated studies to improve pain and cramps and reduced
use of painkillers. This also indicates the safety of SCS in
SCI and suggests potential pain relief benefits.75 Eldabe
et al.54 found that SCS is safe, and most of the compli-
cations could be treated by the removal of SCS devices,
rarely endangering the patient's life. SCS is a useful
treatment for neuropathological pain.

6 | TECHNOLOGICAL ADVANCES
IN SCS

6.1 | HF‐SCS

SCS is a recognized treatment. New 10 kHz high‐
frequency therapy (HF10 therapy) outperformed con-
ventional low‐frequency SCS in the treatment of chronic
lumbago in a prospective randomized‐controlled trial.76

Vajramani76 used 10 kHz high‐frequency therapy (HF10
therapy) and the percutaneous SCS implant technique
and found that the patient reported 90% pain reduction at
follow‐up, indicating that thoracic 10 kHz high‐
frequency SCS is an effective modality in managing
chronic neuropathological pain. By assessing the efficacy
of HF10 cSCS for chronic neck and/or upper limb pain,
El Majdoub et al.77 found that patients had lower pain
scores and reduced pain, demonstrating that HF10 cSCS
is a treatment option that can lead to pain relief without
causing paresthesia. By searching MEDLINE and EM-
BASE databases, it was concluded that pain scores im-
proved after HF‐SCS treatment, indicating that HF‐SCS
was useful for pain control in patients with BISphenol
A.78 Salmon79 found a decrease in all relevant indicators
after using the hf10‐SCS guide treatment with the cer-
vical and thoracic vertebrae in 45 patients with NP in the
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upper and lower limbs, suggesting that this approach can
achieve both cost reduction and improved clinical out-
comes. These results suggest that HF10‐SCS may be a
viable alternative for patients with refractory pain who
cannot receive traditional SCS therapy (Figure 6).

6.2 | Burst SCS

Recently, a novel mode of stimulation has been proposed
as an excellent alternative for the treatment of persistent
central nervous pain, namely, sudden stimulation. Yoon
and Kim80 used burst SCS and found that the efficacy of
burst SCS in central neuropathological pain is desirable.
We all know that new advancements in SCS treatment
can provide effective pain relief in patients with chronic
pain. Lee et al.,5 by inserting a pulse mode spinal cord
stimulator, observed improvements in patients' function
and pain relief, indicating that a pulse mode spinal cord
stimulator can be used safely and effectively in the

treatment of patients with PCP. Burst SCS is a sensorless
waveform that can be used to treat NP, but the me-
chanism may be distinguished from tonic SCS. Royds
et al.,81 by implanting SCS, found significant changes in
the expression of proteins associated with synaptic as-
sembly and immune regulation, indicating that cere-
brospinal fluid proteome changes are mainly associated
with synaptic assembly and immune effectors. Explosive
SCS can effectively lead to pain relief in FBSS patients
and improve sleep quality and relieve depression.

6.3 | DRGS

DRGS is an effective method to treat chronic pain such as
lumbago, pelvic pain, and complex local pain syndrome.
Chemotherapy‐induced neuropathy can be treated with
DRGS.82 DRGS can reduce the excitability of neurons, act
directly, and repair pathological neurons in the dorsal root
ganglia, achieving an analgesic effect.83 Hunter and Yang84

FIGURE 5 Clinical application of spinal cord stimulation (SCS) in treating neuropathological pain. This figure is a summary of the
clinical application of SCS in the treatment of neurological pain [Color figure can be viewed at wileyonlinelibrary.com]

FIGURE 6 (A) Mean pain relief. (B) Responder rate. 10 kHz spinal cord stimulation benefits for patients with low back and leg pain
[Color figure can be viewed at wileyonlinelibrary.com]
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found that in patients with refractory chronic pelvic pain
who had undergone numerous invasive treatments (in-
cluding SCS), but showed poor outcomes, pelvic pain im-
proved significantly after DRGS treatment at bilateral L1,
S2 levels and led to reduced opioid dosage. Neuromodula-
tion is an important means to achieve relief of NP. DRG
stimulation before primary sensory neurons enter the
spinal canal is a high level of tumor‐specific skin treatment
that is superior to traditional SCS. A retrospective review of
a single permanent DRG stimulus for more than three
years by Verrills et al.85 found significant and sustained
relief of pain, indicating the need for future prospective
studies of DRG stimulation below the sensory abnormality
threshold.85 Seventy‐five patients (41 DRG, 34 SCS) were
scanned and digitally compared with sufficient‐quality
maps, indicating that the average frequency of DRG

stimulation‐produced paresthesia was lower and less loca-
tion dependent, showing some potential in the treatment of
NP.86 The new SCS electrical stimulation mode yields good
therapeutic effects in NP treatment, especially traditional
SCS treatments.

7 | CONCLUSIONS AND
PROSPECTS

7.1 | Efficacy of spinal cord electrical
stimulation

Chronic ache is the most common manifestation of neu-
ropathological pain, and it markedly affects the quality of
life of patients. Therefore, studies of the occurrence,

FIGURE 7 Summary and outlook for spinal cord stimulation. This figure is a summary of the full‐text content. DRGS, dorsal root
ganglion stimulation; HF‐SCS, high‐frequency SCS; SCS, spinal cord stimulation; TNF, tumor necrosis factor [Color figure can be viewed at
wileyonlinelibrary.com]
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development, and maintenance mechanism of neuro-
pathological pain should be carried out to identify treat-
ments that can help relieve and control pain more
effectively, so a large number of neuropathological pain
animal experimental models were developed. The main
purpose of these studies is to find the pain occurrence
mechanism. SCS therapy has been widely used in the
treatment of a variety of diseases and it can lead to sig-
nificant pain relief in NP patients and improve their quality
of life.

7.2 | Further elucidation of the
mechanism of action of SCS

SCS can be used to treat a variety of diseases in a mul-
tidisciplinary and specialized field. SCS treatment can
lead to significant pain reduction in NP patients and
improve their quality of life. The emergence of more new
targets and electrical stimulation modes will provide
more ideas and options for SCS treatment of NP. Studies
should be carried out to further clarify the mechanism of
SCS, and new modes of electric stimulation should be
developed continuously. SCS can inhibit or reduce pain
by blocking pain signal transmission, interfering with the
pain pathway, activating the opioid pathway, stimulating
the locus coeruleus system, and regulating GABA energy.

7.3 | Prospects

The cost of electrical SCS is higher than other treatments
such as drugs, and the prevalence rate is low. It may be
impossible to use SCS to treat the corresponding diseases in
a few cases, and even using SCS treatment is also difficult to
reduce the pain. Therefore, it is very important to continue
to develop new electric stimulation models and look for
new stimulation targets, and the practicality of costs should
also be within the scope of our study to achieve more de-
velopment and clinical applications (Figure 7).

ACKNOWLEDGMENTS
Not applicable.

CONFLICT OF INTERESTS
The authors declare no conflict of interests.

ETHICS STATEMENT
Not applicable.

AUTHOR CONTRIBUTIONS
Shun‐Lian Li contributed the central idea and wrote the
initial draft of the paper. Jing Li, Hui‐Chan Xu, Yu‐Cong

Liu, and Ting‐Ting Yang contributed to refining the ideas
and carrying out additional analyses. Hao Yuan reviewed
and edited this paper.

ORCID
Shun‐Lian Li http://orcid.org/0000-0003-0615-7220
Hui‐Chan Xu http://orcid.org/0000-0002-9402-6310
Yu‐Cong Liu http://orcid.org/0000-0001-8511-8515
Ting‐Ting Yang http://orcid.org/0000-0002-0440-2344

REFERENCES
1. Finnerup NB, Kuner R, Jensen TS. Neuropathic pain: from

mechanisms to treatment. Physiol Rev. 2021;101(1):259‐301.
doi:10.1152/physrev.00045.2019

2. Treede RD, Jensen TS, Campbell JN, Cruccu G, Serra JJN.
Neuropathic pain: redefinition and a grading system for clin-
ical and research purposes. Neurology. 2008;70(18):1630‐1635.

3. Kaneko K, Umehara M, Homan T, Okamoto K, Oka M,
Oyama T. The analgesic effect of tramadol in animal models of
neuropathic pain and fibromyalgia. Neurosci Lett. 2014;562:
28‐33. doi:10.1016/j.neulet.2014.01.007

4. Lee AW, Pilitsis JG. Spinal cord stimulation: indications and
outcomes. Neurosurg Focus. 2006;21(6):E3. doi:10.3171/foc.
2006.21.6.6

5. Lee YJ, Kong MH, Choi SS, Kwon YD, Lee MK, Lee CH. Burst
stimulation of the thoracic spinal cord near a cardiac pace-
maker in an elderly patient with postherpetic neuralgia: a case
report. Medicina (Kaunas). 2021;57(4):337. doi:10.3390/
medicina57040337

6. Sato KL, King EW, Johanek LM, Sluka KA. Spinal cord sti-
mulation reduces hypersensitivity through activation of opioid
receptors in a frequency‐dependent manner. Eur J Pain. 2013;
17(4):551‐561. doi:10.1002/j.1532‐2149.2012.00220.x

7. Martin SC, Macey AR, Raghu A, et al. Dorsal root ganglion
stimulation for the treatment of chronic neuropathic knee
pain. World Neurosurg. 2020;143:e303‐e308. doi:10.1016/j.
wneu.2020.07.102

8. Jensen TS, Baron R, Haanpää M, et al. A new definition of
neuropathic pain. Pain. 2011;152(10):2204‐2205. doi:10.1016/j.
pain.2011.06.017

9. Colloca L, Ludman T, Bouhassira D, et al. Neuropathic pain.
Nat Rev Dis Primers. 2017;3:17002. doi:10.1038/nrdp.2017.2

10. Finnerup NB, Otto M, McQuay HJ, Jensen TS, Sindrup SH.
Algorithm for neuropathic pain treatment: an evidence based
proposal. Pain. 2005;118(3):289‐305. doi:10.1016/j.pain.2005.
08.013

11. Abougalambou SS, Abougalambou AS. Explorative study on
diabetes neuropathy among type II diabetic patients in
Universiti Sains Malaysia Hospital. Diabetes Metab Syndr.
2012;6(3):167‐172. doi:10.1016/j.dsx.2012.09.002

12. Descalzi G, Ikegami D, Ushijima T, Nestler EJ, Zachariou V,
Narita M. Epigenetic mechanisms of chronic pain. Trends
Neurosci. 2015;38(4):237‐246. doi:10.1016/j.tins.2015.02.001

13. Singh R, Kishore L, Kaur N. Diabetic peripheral neuropathy:
current perspective and future directions. Pharmacol Res.
2014;80:21‐35. doi:10.1016/j.phrs.2013.12.005

14. Kocot‐Kępska M, Zajączkowska R, Mika J, Wordliczek J,
Dobrogowski J, Przeklasa‐Muszyńska A. Peripheral mechanisms

LI ET AL. | 33

http://orcid.org/0000-0003-0615-7220
http://orcid.org/0000-0002-9402-6310
http://orcid.org/0000-0001-8511-8515
http://orcid.org/0000-0002-0440-2344
https://doi.org/10.1152/physrev.00045.2019
https://doi.org/10.1016/j.neulet.2014.01.007
https://doi.org/10.3171/foc.2006.21.6.6
https://doi.org/10.3171/foc.2006.21.6.6
https://doi.org/10.3390/medicina57040337
https://doi.org/10.3390/medicina57040337
https://doi.org/10.1002/j.1532-2149.2012.00220.x
https://doi.org/10.1016/j.wneu.2020.07.102
https://doi.org/10.1016/j.wneu.2020.07.102
https://doi.org/10.1016/j.pain.2011.06.017
https://doi.org/10.1016/j.pain.2011.06.017
https://doi.org/10.1038/nrdp.2017.2
https://doi.org/10.1016/j.pain.2005.08.013
https://doi.org/10.1016/j.pain.2005.08.013
https://doi.org/10.1016/j.dsx.2012.09.002
https://doi.org/10.1016/j.tins.2015.02.001
https://doi.org/10.1016/j.phrs.2013.12.005


of neuropathic pain‐the role of neuronal and non‐neuronal in-
teractions and their implications for topical treatment of neuro-
pathic pain. Pharmaceuticals (Basel). 2021;14(2):77. doi:10.3390/
ph14020077

15. Jaggi AS, Jain V, Singh N. Animal models of neuropathic pain.
Fundam Clin Pharmacol. 2011;25(1):1‐28. doi:10.1111/j.1472-
8206.2009.00801.x

16. Sojka P, Wlaszczuk A, Olakowska E. Potencjalne zastosowa-
nie marawiroku w terapii bólu neuropatycznego [Potential
application of maraviroc in the therapy of neuropathic pain].
Pol Merkur Lekarski. 22 2021;49(293):379‐381.

17. Tsuda M. Pain signal processing in the spinal dorsal horn and
glial cells. Brain Nerve. 2021;73(7):803‐810. doi:10.11477/mf.
1416201838

18. Miyoshi K, Obata K, Kondo T, Okamura H, Noguchi K.
Interleukin‐18‐mediated microglia/astrocyte interaction in the
spinal cord enhances neuropathic pain processing after nerve
injury. J Neurosci. 2008;28(48):12775‐12787. doi:10.1523/
jneurosci.3512‐08.2008

19. Cheng CF, Cheng JK, Chen CY, et al. Mirror‐image pain is
mediated by nerve growth factor produced from tumor ne-
crosis factor alpha‐activated satellite glia after peripheral
nerve injury. Pain. 2014;155(5):906‐920. doi:10.1016/j.pain.
2014.01.010

20. Kim HA, Mindos T, Parkinson DB. Plastic fantastic: Schwann
cells and repair of the peripheral nervous system. Stem Cells
Transl Med. 2013;2(8):553‐557. doi:10.5966/sctm.2013‐0011

21. Arthur‐Farraj PJ, Latouche M, Wilton DK, et al. c‐Jun repro-
grams Schwann cells of injured nerves to generate a repair cell
essential for regeneration. Neuron. 2012;75(4):633‐647. doi:10.
1016/j.neuron.2012.06.021

22. Kidd GJ, Ohno N, Trapp BD. Biology of Schwann cells. Handb
Clin Neurol. 2013;115:55‐79.

23. Cho K, Jang JH, Kim SP, et al. Analysis of nociceptive in-
formation encoded in the temporal discharge patterns of cu-
taneous C‐fibers. Front Comput Neurosci. 2016;10:118. doi:10.
3389/fncom.2016.00118

24. Cao Y, Wang H, Chiang CY, Dostrovsky JO, Sessle BJ. Preg-
abalin suppresses nociceptive behavior and central sensitiza-
tion in a rat trigeminal neuropathic pain model. J Pain. 2013;
14(2):193‐204. doi:10.1016/j.jpain.2012.11.005

25. Kuner R. Central mechanisms of pathological pain. Nat Med.
2010;16(11):1258‐1266. doi:10.1038/nm.2231

26. Peters CM, Ghilardi JR, Keyser CP, et al. Tumor‐induced in-
jury of primary afferent sensory nerve fibers in bone cancer
pain. Exp Neurol. 2005;193(1):85‐100. doi:10.1016/j.expneurol.
2004.11.028

27. Hulse R, Wynick D, Donaldson LF. Intact cutaneous C fibre
afferent properties in mechanical and cold neuropathic allo-
dynia. Eur J Pain. 2010;14(6):565.e1‐565.e10. doi:10.1016/j.
ejpain.2009.10.001

28. Ali Z, Ringkamp M, Hartke TV, et al. Uninjured C‐fiber no-
ciceptors develop spontaneous activity and alpha‐adrenergic
sensitivity following L6 spinal nerve ligation in monkey.
J Neurophysiol. 1999;81(2):455‐466. doi:10.1152/jn.1999.81.
2.455

29. Cohen SP, Mao J. Neuropathic pain: mechanisms and their
clinical implications. BMJ. 2014;348:f7656. doi:10.1136/bmj.
f7656

30. Tracey I, Mantyh PW. The cerebral signature for pain per-
ception and its modulation. Neuron. 2007;55(3):377‐391.
doi:10.1016/j.neuron.2007.07.012

31. Sun L, Fleetwood‐Walker S, Mitchell R, Joosten EA,
Cheung CW. Prolonged analgesia by spinal cord stimulation
following a spinal injury associated with activation of adult
neural progenitors. Pain Pract. 2020;20(8):859‐877. doi:10.
1111/papr.12921

32. Aggarwal BB, Gupta SC, Kim JH. Historical perspectives on
tumor necrosis factor and its superfamily: 25 years later,
a golden journey. Blood. 2012;119(3):651‐665. doi:10.1182/
blood‐2011‐04‐325225

33. Zhang L, Berta T, Xu ZZ, Liu T, Park JY, Ji RR. TNF‐α con-
tributes to spinal cord synaptic plasticity and inflammatory.
Pain. 2011;152(2):419‐427. doi:10.1016/j.pain.2010.11.014

34. Sacerdote P, Franchi S, Trovato AE, Valsecchi AE,
Panerai AE, Colleoni M. Transient early expression of TNF‐
alpha in sciatic nerve and dorsal root ganglia in a mouse
model of painful peripheral neuropathy. Neurosci Lett. 2008;
436(2):210‐213. doi:10.1016/j.neulet.2008.03.023

35. Scholz J, Woolf CJ. The neuropathic pain triad: neurons, im-
mune cells and glia. Nat Neurosci. 2007;10(11):1361‐1368.
doi:10.1038/nn1992

36. Falowski S, Celii A, Sharan A. Spinal cord stimulation: an
update. Neurotherapeutics. 2008;5(1):86‐99. doi:10.1016/j.nurt.
2007.10.066

37. Melzack R, Wall PD. Pain mechanisms: a new theory. Science.
1965;150(3699):971‐979. doi:10.1126/science.150.3699.971

38. Wolter T. Spinal cord stimulation for neuropathic pain: cur-
rent perspectives. J Pain Res. 2014;7:651‐663. doi:10.2147/jpr.
S37589

39. El‐Khoury C, Hawwa N, Baliki M, Atweh SF, Jabbur SJ,
Saadé NE. Attenuation of neuropathic pain by segmental and
supraspinal activation of the dorsal column system in awake
rats. Neuroscience. 2002;112(3):541‐553. doi:10.1016/s0306‐
4522(02)00111‐2

40. Rasche D, Siebert S, Stippich C, et al. Epidurale Rück-
enmarkstimulation bei Postnukleotomiesyndrom. Pilotstudie
zur Therapieevaluation mit der funktionellen Magne-
tresonanztomographie (fMRT) [Spinal cord stimulation in
failed‐back‐surgery‐syndrome. Preliminary study for the eva-
luation of therapy by functional magnetic resonance imaging
(fMRI)]. Schmerz. 2005;19(6):497‐500. doi:10.1007/s00482‐005‐
0388‐9

41. Meglio M, Papacci FJJoNS. Spinal stimulation in failed back
surgery syndrome. Neuromodulation. 2003;47(suppl 1):
32‐36.

42. Pradhan AA, Befort K, Nozaki C, Gavériaux‐Ruff C, Kieffer BL.
The delta opioid receptor: an evolving target for the treatment of
brain disorders. Trends Pharmacol Sci. 2011;32(10):581‐590.
doi:10.1016/j.tips.2011.06.008

43. Pradhan AA, Perroy J, Walwyn WM, et al. Agonist‐specific
recruitment of arrestin isoforms differentially modify delta
opioid receptor function. J Neurosci. 2016;36(12):3541‐3551.
doi:10.1523/jneurosci.4124‐15.2016

44. Sun L, Tai L, Qiu Q, et al. Endocannabinoid activation of CB
(1) receptors contributes to long‐lasting reversal of neuro-
pathic pain by repetitive spinal cord stimulation. Eur J Pain.
2017;21(5):804‐814. doi:10.1002/ejp.983

34 | LI ET AL.

https://doi.org/10.3390/ph14020077
https://doi.org/10.3390/ph14020077
http://doi.org/10.1111/j.1472-8206.2009.00801.x
http://doi.org/10.1111/j.1472-8206.2009.00801.x
https://doi.org/10.11477/mf.1416201838
https://doi.org/10.11477/mf.1416201838
https://doi.org/10.1523/jneurosci.3512-08.2008
https://doi.org/10.1523/jneurosci.3512-08.2008
https://doi.org/10.1016/j.pain.2014.01.010
https://doi.org/10.1016/j.pain.2014.01.010
https://doi.org/10.5966/sctm.2013-0011
https://doi.org/10.1016/j.neuron.2012.06.021
https://doi.org/10.1016/j.neuron.2012.06.021
https://doi.org/10.3389/fncom.2016.00118
https://doi.org/10.3389/fncom.2016.00118
https://doi.org/10.1016/j.jpain.2012.11.005
https://doi.org/10.1038/nm.2231
https://doi.org/10.1016/j.expneurol.2004.11.028
https://doi.org/10.1016/j.expneurol.2004.11.028
https://doi.org/10.1016/j.ejpain.2009.10.001
https://doi.org/10.1016/j.ejpain.2009.10.001
https://doi.org/10.1152/jn.1999.81.2.455
https://doi.org/10.1152/jn.1999.81.2.455
https://doi.org/10.1136/bmj.f7656
https://doi.org/10.1136/bmj.f7656
https://doi.org/10.1016/j.neuron.2007.07.012
https://doi.org/10.1111/papr.12921
https://doi.org/10.1111/papr.12921
https://doi.org/10.1182/blood-2011-04-325225
https://doi.org/10.1182/blood-2011-04-325225
https://doi.org/10.1016/j.pain.2010.11.014
https://doi.org/10.1016/j.neulet.2008.03.023
https://doi.org/10.1038/nn1992
https://doi.org/10.1016/j.nurt.2007.10.066
https://doi.org/10.1016/j.nurt.2007.10.066
https://doi.org/10.1126/science.150.3699.971
https://doi.org/10.2147/jpr.S37589
https://doi.org/10.2147/jpr.S37589
https://doi.org/10.1016/s0306-4522(02)00111-2
https://doi.org/10.1016/s0306-4522(02)00111-2
https://doi.org/10.1007/s00482-005-0388-9
https://doi.org/10.1007/s00482-005-0388-9
https://doi.org/10.1016/j.tips.2011.06.008
https://doi.org/10.1523/jneurosci.4124-15.2016
https://doi.org/10.1002/ejp.983


45. Wei H, Jin CY, Viisanen H, You HJ, Pertovaara A. Histamine
in the locus coeruleus promotes descending noradrenergic
inhibition of neuropathic hypersensitivity. Pharmacol Res.
2014;90:58‐66. doi:10.1016/j.phrs.2014.09.007

46. Song Z, Ansah OB, Meyerson BA, Pertovaara A, Linderoth B.
Exploration of supraspinal mechanisms in effects of spinal
cord stimulation: role of the locus coeruleus. Neuroscience.
2013;253:426‐434. doi:10.1016/j.neuroscience.2013.09.006

47. Yakhnitsa V, Linderoth B, Meyerson BA. Spinal cord stimu-
lation attenuates dorsal horn neuronal hyperexcitability in a
rat model of mononeuropathy. Pain. 1999;79(2‐3):223‐233.
doi:10.1016/s0304‐3959(98)00169‐9

48. Zhang TC, Janik JJ, Grill WM. Modeling effects of spinal cord
stimulation on wide‐dynamic range dorsal horn neurons: influ-
ence of stimulation frequency and GABAergic inhibition.
J Neurophysiol. 2014;112(3):552‐567. doi:10.1152/jn.00254.2014

49. Heijmans L, Joosten EA. Mechanisms and mode of action of
spinal cord stimulation in chronic neuropathic pain. Postgrad
Med. 2020;132(suppl 3):17‐21. doi:10.1080/00325481.2020.
1769393

50. Zhang TC, Janik JJ, Peters RV, Chen G, Ji RR, Grill WM. Spinal
sensory projection neuron responses to spinal cord stimulation
are mediated by circuits beyond gate control. J Neurophysiol.
2015;114(1):284‐300. doi:10.1152/jn.00147.2015

51. van Hecke O, Austin SK, Khan RA, Smith BH, Torrance N.
Neuropathic pain in the general population: a systematic re-
view of epidemiological studies. PAIN. 2014;155(4):654‐662.
doi:10.1016/j.pain.2013.11.013

52. Tanei T, Kajita Y, Maesawa S, et al. Long‐term effect and
predictive factors of motor cortex and spinal cord stimulation
for chronic neuropathic pain. Neurol Med Chir (Tokyo). 2018;
58(10):422‐434. doi:10.2176/nmc.oa.2018‐0106

53. Chakravarthy K, Richter H, Christo PJ, Williams K, Guan Y.
Spinal cord stimulation for treating chronic pain: reviewing
preclinical and clinical data on paresthesia‐free high‐
frequency therapy. Neuromodulation. 2018;21(1):10‐18. doi:10.
1111/ner.12721

54. Eldabe S, Buchser E, Duarte RV. Complications of spinal cord
stimulation and peripheral nerve stimulation techniques: a
review of the literature. Pain Med. 2016;17(2):325‐336. doi:10.
1093/pm/pnv025

55. Liu B, Yang Y, Zhang Z, Wang H, Fan B, Sima L. Clinical
study of spinal cord stimulation and pulsed radiofrequency for
management of herpes zoster‐related pain persisting beyond
acute phase in elderly patients. Pain Physician. 2020;23(3):
263‐270.

56. Levine AB, Parrent AG, MacDougall KW. Cervical spinal cord
and dorsal nerve root stimulation for neuropathic upper limb
pain. Can J Neurol Sci. 2017;44(1):83‐89. doi:10.1017/cjn.2016.294

57. Galan V, Scowcroft J, Chang P, et al. Ten kHz spinal cord
stimulation for the treatment of chronic peripheral poly-
neuropathy: 12‐month results from prospective open‐label
pilot study. Pain Pract. 2021;21(8):898‐906. doi:10.1111/papr.
13059

58. Kim ED, Lee YI, Park HJ. Comparison of efficacy of con-
tinuous epidural block and pulsed radiofrequency to the
dorsal root ganglion for management of pain persisting be-
yond the acute phase of herpes zoster. PLoS One. 2017;12(8):
e0183559. doi:10.1371/journal.pone.0183559

59. Buffenoir K, Rioult B, Hamel O, Labat JJ, Riant T, Robert R.
Spinal cord stimulation of the conus medullaris for refractory
pudendal neuralgia: a prospective study of 27 consecutive
cases. Neurourol Urodyn. 2015;34(2):177‐182. doi:10.1002/nau.
22525

60. Rigoard P, Delmotte A, Moles A, et al. Successful treatment of
pudendal neuralgia with tricolumn spinal cord stimulation:
case report. Neurosurgery. 2012;71(3):E757‐E762. discussion
E763 doi:10.1227/NEU.0b013e318260fd8f

61. Lad SP, Babu R, Bagley JH, et al. Utilization of spinal
cord stimulation in patients with failed back surgery
syndrome. Spine. 20 2014;39(12):E719‐E727. doi:10.1097/
brs.0000000000000320

62. Cameron T. Safety and efficacy of spinal cord stimulation for
the treatment of chronic pain: a 20‐year literature review.
J Neurosurg. 2004;100(3) (suppl Spine):254‐267. doi:10.3171/
spi.2004.100.3.0254

63. Esin RG, Danilov VI, Khairullin IK, Esin OR, Sakhapova LR.
Sindrom neudachnoi operatsii na pozvonochnike: rol' tsen-
tral'noi sensitizatsii i podkhody k lecheniyu [Failed back
surgery syndrome: the role of central sensitization and treat-
ment approaches]. Zh Nevrol Psikhiatr Im SS Korsakova. 2021;
121(3):64‐69. doi:10.17116/jnevro202112103164

64. Do TT, Smet I, Jerjir A, Vandamme K, Devos M,
Van Buyten JP. Real‐world analysis: long‐term effect of spinal
cord stimulation with different waveforms for patients with
failed back surgery syndrome. Pain Pract. 2021;21(2):215‐225.
doi:10.1111/papr.12952

65. De Groote S, Goudman L, Van Schuerbeek P, et al. Effects of
spinal cord stimulation on voxel‐based brain morphometry in
patients with failed back surgery syndrome. Clin
Neurophysiol. 2020;131(11):2578‐2587. doi:10.1016/j.clinph.
2020.07.024

66. Raut R, Shams S, Rasheed M, Niaz A, Mehdi W, Chaurasia B.
Spinal cord stimulation in the treatment of phantom limb
pain: a case report and review of literature. Neurol India. 2021;
69(1):157‐160. doi:10.4103/0028‐3886.310092

67. North RB, Sharan AD. Does SCS help reduce opioid usage?
Pain Med. 2021;22(4):772‐773. doi:10.1093/pm/pnab091

68. Duarte RV, Andronis L, Lenders MW, de Vos CC. Quality of
life increases in patients with painful diabetic neuropathy
following treatment with spinal cord stimulation. Qual Life
Res. 2016;25(7):1771‐1777. doi:10.1007/s11136‐015‐1211‐4

69. de Vos CC, Meier K, Zaalberg PB, et al. Spinal cord stimula-
tion in patients with painful diabetic neuropathy: a multi-
centre randomized clinical trial. Pain. 2014;155(11):2426‐2431.

70. van Beek M, Slangen R, Schaper NC, et al. Sustained treat-
ment effect of spinal cord stimulation in painful diabetic
peripheral neuropathy: 24‐month follow‐up of a prospective
two‐center randomized controlled trial. Diabetes Care. 2015;
38(9):e132‐e134.

71. Deer TR, Mekhail N, Petersen E, et al. The appropriate use of
neurostimulation: stimulation of the intracranial and extra-
cranial space and head for chronic pain. Neuromodulation.
2014;17(6):551‐570. discussion 570. doi:10.1111/ner.12215

72. Tomycz ND, Deibert CP, Moossy JJ. Cervicomedullary junc-
tion spinal cord stimulation for head and facial pain.
Headache. 2011;51(3):418‐425. doi:10.1111/j.1526‐4610.2010.
01829.x

LI ET AL. | 35

https://doi.org/10.1016/j.phrs.2014.09.007
https://doi.org/10.1016/j.neuroscience.2013.09.006
https://doi.org/10.1016/s0304-3959(98)00169-9
https://doi.org/10.1152/jn.00254.2014
https://doi.org/10.1080/00325481.2020.1769393
https://doi.org/10.1080/00325481.2020.1769393
https://doi.org/10.1152/jn.00147.2015
https://doi.org/10.1016/j.pain.2013.11.013
https://doi.org/10.2176/nmc.oa.2018-0106
https://doi.org/10.1111/ner.12721
https://doi.org/10.1111/ner.12721
https://doi.org/10.1093/pm/pnv025
https://doi.org/10.1093/pm/pnv025
https://doi.org/10.1017/cjn.2016.294
https://doi.org/10.1111/papr.13059
https://doi.org/10.1111/papr.13059
https://doi.org/10.1371/journal.pone.0183559
https://doi.org/10.1002/nau.22525
https://doi.org/10.1002/nau.22525
https://doi.org/10.1227/NEU.0b013e318260fd8f
https://doi.org/10.1097/brs.0000000000000320
https://doi.org/10.1097/brs.0000000000000320
https://doi.org/10.3171/spi.2004.100.3.0254
https://doi.org/10.3171/spi.2004.100.3.0254
https://doi.org/10.17116/jnevro202112103164
https://doi.org/10.1111/papr.12952
https://doi.org/10.1016/j.clinph.2020.07.024
https://doi.org/10.1016/j.clinph.2020.07.024
https://doi.org/10.4103/0028-3886.310092
https://doi.org/10.1093/pm/pnab091
https://doi.org/10.1007/s11136-015-1211-4
https://doi.org/10.1111/ner.12215
https://doi.org/10.1111/j.1526-4610.2010.01829.x
https://doi.org/10.1111/j.1526-4610.2010.01829.x


73. Antony AB, Mazzola AJ, Dhaliwal GS, Hunter CW. Neuro-
stimulation for the treatment of chronic head and facial pain:
a literature review. Pain Physician. 2019;22(5):447‐477.

74. Nagel SJ, Lempka SF, Machado AG. Percutaneous spinal cord
stimulation for chronic pain: indications and patient selection.
Neurosurg Clin N Am. 2014;25(4):723‐733. doi:10.1016/j.nec.
2014.06.005

75. Dombovy‐Johnson ML, Hunt CL, Morrow MM, Lamer TJ,
Pittelkow TP. Current evidence lacking to guide clinical
practice for spinal cord stimulation in the treatment of neu-
ropathic pain in spinal cord injury: a review of the literature
and a proposal for future study. Pain Pract. 2020;20(3):
325‐335. doi:10.1111/papr.12855

76. Vajramani GV. High frequency (HF10) Spinal Cord Stimula-
tion for Chronic Neuropathic Pain. Neurol India. 2020;
68(suppl):S337‐S339. doi:10.4103/0028‐3886.302470

77. El Majdoub F, Neudorfer C, Richter R, Schieferdecker S,
Maarouf M. 10 kHz cervical SCS for chronic neck and upper
limb pain: 12 months' results. Ann Clin Transl Neurol. 2019;
6(11):2223‐2229. doi:10.1002/acn3.50915

78. Dombovy‐Johnson ML, Hagedorn JM, Wilson RE,
Canzanello NC, Pingree MJ, Watson JC. Spinal cord stimu-
lation for neuropathic pain treatment in brachial plexus
avulsions: a literature review and report of two cases.
Neuromodulation. 2020;23(5):704‐712. doi:10.1111/ner.13128

79. Salmon J. High‐frequency spinal cord stimulation at 10 kHz
for widespread pain: a retrospective survey of outcomes from
combined cervical and thoracic electrode placements.
Postgrad Med. 2019;131(3):230‐238. doi:10.1080/00325481.
2019.1587564

80. Yoon LJ, Kim DY. Burst spinal cord stimulation for central
neuropathic pain: two case reports. Medicine. 2021;100(6):
e24628. doi:10.1097/md.0000000000024628

81. Royds J, Conroy MJ, Dunne MR, et al. Examination and
characterisation of burst spinal cord stimulation on

cerebrospinal fluid cellular and protein constituents in patient
responders with chronic neuropathic pain—a pilot study.
J Neuroimmunol. 2020;344:577249. doi:10.1016/j.jneuroim.
2020.577249

82. Grabnar M, Kim C. Dorsal root ganglion stimulation for
treatment of chemotherapy‐induced neuropathy. Am J Phys
Med Rehabil. 2021;100(4):e52‐e54. doi:10.1097/phm.
0000000000001542

83. Harrison C, Epton S, Bojanic S, Green AL, FitzGerald JJ. The
efficacy and safety of dorsal root ganglion stimulation as a
treatment for neuropathic pain: a literature review.
Neuromodulation. 2018;21(3):225‐233. doi:10.1111/ner.12685

84. Hunter CW, Yang A. Dorsal root ganglion stimulation for
chronic pelvic pain: a case series and technical report on a
novel lead configuration. Neuromodulation. 2019;22(1):87‐95.
doi:10.1111/ner.12801

85. Verrills P, Mitchell B, Vivian D, Cusack W, Kramer J. Dorsal
root ganglion stimulation is paresthesia‐independent: a ret-
rospective study. Neuromodulation. 2019;22(8):937‐942. doi:10.
1111/ner.12921

86. Deer TR, Levy RM, Kramer J, et al. Comparison of par-
esthesia coverage of patient's pain: dorsal root ganglion vs.
spinal cord stimulation. An ACCURATE study sub‐
analysis. Neuromodulation. 2019;22(8):930‐936. doi:10.
1111/ner.12920

How to cite this article: Li S‐L, Li J, Xu H‐C, Liu
Y‐C, Yang T‐T, Yuan H. Progress in the efficacy
and mechanism of spinal cord stimulation in
neuropathological pain. ibrain. 2022;8:23‐36.
doi:10.1002/ibra.12020

36 | LI ET AL.

https://doi.org/10.1016/j.nec.2014.06.005
https://doi.org/10.1016/j.nec.2014.06.005
https://doi.org/10.1111/papr.12855
https://doi.org/10.4103/0028-3886.302470
https://doi.org/10.1002/acn3.50915
https://doi.org/10.1111/ner.13128
https://doi.org/10.1080/00325481.2019.1587564
https://doi.org/10.1080/00325481.2019.1587564
https://doi.org/10.1097/md.0000000000024628
https://doi.org/10.1016/j.jneuroim.2020.577249
https://doi.org/10.1016/j.jneuroim.2020.577249
https://doi.org/10.1097/phm.0000000000001542
https://doi.org/10.1097/phm.0000000000001542
https://doi.org/10.1111/ner.12685
https://doi.org/10.1111/ner.12801
https://doi.org/10.1111/ner.12921
https://doi.org/10.1111/ner.12921
https://doi.org/10.1111/ner.12920
https://doi.org/10.1111/ner.12920
https://doi.org/10.1002/ibra.12020



