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Direct current stimulation for minimally conscious state

BACKGROUND AND OBJECTIVE Previous studies using transcranial direct current stimulation (tDCS) have demonstrated a tran-
sient improvement in consciousness with tDCS applied to the left dorsolateral prefrontal cortex (DLPFC). This study assessed the effects of an
extended, home-based program of tDCS stimulation in patients in a minimally consciousness state (MCS).

METHODS This prospective study included patients with a severe traumatic brain injury (TBI) in an MCS, 16 years of age or older
and greater than three months post-injury. Participants were involved in both active and sham tDCS conditions in a crossover, randomized or-
der. During the active tDCS condition, subjects received anodal stimulation positioned over the left DLPFC, for 20 minutes. The primary out-
come measures were safety, as assessed by an adverse events questionnaire, adherence to the treatment protocol and change on the Coma Re-
covery Scale-Revised (CRS-R) total score after four weeks of stimulation.

RESULTS Of the 22 people included in the analysis, one patient experienced an epileptic seizure on day four of the study (sham
group ) and was withdrawn. All subjects tolerated the procedure, with redness reported by five in the sham group and five in the active session
group. At four weeks, the effect size was greater in the treatment than in the sham group (P=0.043). At the individual level, 22% showed
a new sign of consciousness after 20 active sessions which was not present after the sham sessions.

CONCLUSION This study of patients in a minimally conscious state after a traumatic brain injury found that a home-based treatment
with transcranial direct current stimulation resulted in moderate improvements in consciousness, with minimal side effects.

[## B :Martens G, Lejeune N, O'Brien AT, et al. Randomized, controlled trial of home-based, four-week tdes in chronic minimally
conscious state. Brain Stimul, 2018,9-10,11(5) : 982-990.]

Vacuum wound care effect on methicillin-resistant staphylococcus

BACKGROUND AND OBJECTIVE Biofilm-associated methicillin-resistant staphylococcus aureus ( MRSA) wound infections have
an enhanced resistance to antimicrobial agents. As vacuum-assisted closure ( VAC) therapy has been suggested as a tool to reduce wound
bioburden, this study assessed the effect of VAC therapy on MRSA infected wounds.

METHODS This trial used MRSA strains obtained from chronic wounds of patients admitted to the Department of Vascular Surgery, In-
stitute of Cardiovascular Diseases, in Belgrade, Serbia, from January of 2011 to December of 2014. Strains were identified using a number of
genotyping methods and clustered into five clonal complexes. Prepared bacterial suspensions were treated with VAC therapy for three or six
days to mimic once or twice weekly dressing changes. Biofilm formation was assessed quantitatively. Control bacterial suspensions were treated
under equal conditions while at atmospheric pressure.

RESULTS Biofilm production was reduced in all observed MRSA strains with VAC therapy. During three-day VAC therapy, biofilm for-
mation was reduced in CC (P<0.01), SCCmec (P<0.01) and agr (P<0.05) types. Relative to the control condition, VAC therapy of
MRSA strains diminished biofilm formation capacity after three-day (P<0.01) and six-day (P<0.05) intervals between dressing changes,
with three days more effective than six (P<0.01).

CONCLUSION Results from this in-vitro study suggest that vacuum-assisted closure therapy, using twice weekly bandage changes,
can produce additional benefit in the treatment of biofilm-associated methicillin-resistant staff aureus wound infections.

[## B Cirkovie I, Jocie D, Bozi¢ DD, et. al. The effect of vacuum-assisted closure therapy on methicillin-resistant staphylococcus au-

reus wound biofilms. Adv Skin Wound Care,2018,8,31(8) :361-364.]



