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PWe have studied motor performance in a man with Parkinson's disease (PD) in whom thermolytic lesions of
the left subthalamic and left globus pallidus nuclei interrupted the basal ganglia (BG)-thalamo-cortical
motor circuit in the left hemisphere. This allowed us to study remaining motor capabilities in the absence of
aberrant BG activity typical of PD. Movements of the left arm were slow and parkinsonian whereas move-
ment speed and simple reaction times (RT) of the right (operated) arm were within the normal range with
no obvious deficits in a range of daily life activities. Two main abnormalities were found with the right hand.
(a) Implicit sequence learning in a probabilistic serial reaction time task was absent. (b) In a go/no-go task
when the percent of no-go trials increased, the RT superiority with the right hand was lost. These deficits are
best explained by a failure of the cortex, deprived of BG input, to facilitate responses in a probabilistic
context. Our findings confirm the idea that it is better to stop BG activity than allowing faulty activity to
disrupt the motor system but dispute earlier claims that interrupting BG output in PD goes without an
apparent deficit. From a practical viewpoint, our observations indicate that the risk of persistent dyskinesias
need not be viewed as a contraindication to subthalamotomy in PD patients since they can be eliminated if
necessary by a subsequent pallidotomy without producing deficits that impair activities of daily life.

© 2009 Published by Elsevier Inc.
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Precise understanding of the function of the basal ganglia (BG) in
motor control remainselusive. Thepathophysiologicalmodeldeveloped
in the late 1989 divided striato-pallidal projections into the “direct”
and “indirect” circuits. The former being implicated in movement faci-
litation and the latter in movement inhibition. In that model, lack of
striatal dopamine input in Parkinson's disease (PD) reduced activity in
the direct pathway and increased activity in the indirect pathway
leading to increased inhibitory output from the pallidum and reduced
thalamic facilitation of motor cortex, which was posited as the basis for
bradykinesia (Albin et al., 1986; Crossman, 1987; DeLong, 1990).

The accumulated evidence from contemporary surgery of the BG
has highlighted two recognized paradoxes of the original BG model,
namely, that pallidotomy eliminates dyskinesias (including levodopa-
induced dyskinesias), when the opposite would be expected, and the
78
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ent with Parkinson's disease
absence of obvious additionalmotor deficits following ablative surgery
of the BG or thalamus in patients with PD (Marsden and Obeso, 1994;
Brown and Eusebio, 2008). In recent years the model has been refined
to include the importance of neuronal patterns of dischargewithin the
BG and its degree of synchrony with target structures (Wichmann and
DeLong, 1996; Lozano et al., 2000; Obeso et al., 2000; Vitek andGiroux,
2000; Brown and Eusebio, 2008). The underlying implication is that
surgery may improve both parkinsonian features and dyskinesias by
removing or blocking the abnormal firing patterns that interfere with
other components of the motor system (Mink, 1996; Lozano et al.,
2000; Vitek and Giroux, 2000; Alonso-Frech et al., 2006). On the other
hand, how the BG and thalamus tolerate the effect of lesions is still not
well explained. To some extent, the patient described here provides
the opportunity to assess the contribution of the BG to motor control.
Subthalamotomy is routinely performed in the Centro Internacional de
Restauración Neurológica (CIREN, La Habana, Cuba) as a surgical
alternative to deep brain stimulation (DBS) (Alvarez et al., 2001, 2005,
2009). Following a thermolytic lesion of the subthalamic nucleus
(STN), patients oftendevelop transient hemichorea or hemiballism that
ut basal ganglia motor output? The effect of combined unilateral
, Exp. Neurol. (2009), doi:10.1016/j.expneurol.2009.08.030
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in most instances resolves spontaneously within hours or days while
motor improvement remains. However, in a minor proportion (around
8%) of patients the hemichorea-ballism may be severe and persistent
enough to warrant placing a second lesion in the motor region of the
globus pallidum pars interna (GPi), which is well known to eradicate
hemichorea-ballism following STN lesions both in monkeys and
humans (Carpenter et al., 1950; Suarez et al., 1997; Alvarez et al.,
2009). We have studied one of these patients who received sequential
STN and GPi lesions in the most affected (parkinsonian) hemisphere.
This effectively leads to a functional removal of the cortico-BG-
thalamo-cortical motor loop (Fig. 1A), thus allowing us to explore
what a person can or cannot do with his limbs when deprived, by and
large, of BG output to the motor cortex in one hemisphere.

Case report (see full description and video in supplementary material)

The patient described here is one of seven patientswith PD similarly
operated in the CIREN as part of an ongoing subthalamotomy project
(Alvarez et al., 2001, 2005, 2009). In all of them the initial
subthalamotomy was associated with hemichorea-ballism which
required treatment with a pallidotomy within the next few weeks or
months. The clinical features and observations regarding movement
control of the patient described here are representative of the whole
group. He was chosen for this pilot project because of his excellent
general health, adequate educational level (school teacher) and a very
favorable personal attitude to participate in the study. RP is a 53-year-
old right handed man with a 12-year history of PD starting by
clumsiness and tremor of the right arm then spreading to the right leg
to become generalized after a few years. Initial response to levodopa
(600 mg daily) was excellent but after 4 years “wearing off” motor
fluctuations and “peak of dose” or “on” dyskinesias in the neck and
right extremities developed. These complications became more severe
and difficult to manage over the following years despite repeated
treatment adjustments. Before surgery (January 2003), UPDRS (Unified
Parkinson's Disease Rating Scale) motor (part-III) in the “off”
medication (24 h after last dose) state was 46; motor signs were
more severe in the right limbs with predominant bradykinesia, tremor
and rigidity of the upper limb as well as axial and facial involvement.
UPDRS in the “on”was 11 with a dyskinesias score of 2/4 (CAPIT scale)
predominating in neck and right shoulder. In December 2003, a left
unilateral subthalamotomy was associated with right hemichorea,
beginning immediately after surgery, which reached ballistic magni-
tude in the right leg over the next 24 h. This did not abate during the
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Fig. 1. (A) Schematic summary of the main basal ganglia connections interrupted in patien
striatal depletion (1) as a result of Parkinson's disease, which is associated with hypoact
projection (2). Lesion of the subthalamic nucleus (STN) interrupted the connections with
subthalamic “hyper-direct” pathway (4) with the globus pallidus pars interna (GPi). Lesio
Magnetic resonance (coronal section) showing the lesion in the posteroventral region of th
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next 3 weeks despite withdrawing all anti-parkinsonian medications.
Thus, a left pallidotomy targeted to lesion mainly the posterior region
of the GPiwas performed 23 days after the initial subthalamotomy (Fig.
1B; further information in complementary material). This stopped the
hemi-dyskinesias within the operating room without noticeable side-
effects. The patient remained very stable and was discharged without
complications on treatment with levodopa/benserazide 300 mg/day.

When evaluated in June 2005, UPDRS motor in “off” (16 h without
medication) was 21 mainly due to parkinsonian signs in the left side,
moderate hypophonia and mild facial hypomimia (see videotape in
supplementary material). The only parkinsonian signs in the right
limbs consisted of mild bradykinesia with the hand and fingers and
cog-wheel rigidity in the upper limbs when moving other body parts
(Froment's signs). In the “on”motor state (i.e., 1–2 h after taking 100/
25mg of levodopa/benserazide) UPDRSmotor was 9. In the “on” state
improvement was bilateral, with both sides showing similar UPDRS
motor scores (see video in complementary material). Mild dyskine-
sias in left shoulder and neck were present. Cognitive evaluation in
different cognitive domains (memory, executive function, language
and visuospatial function) was normal as evaluated with an extensive
neuropsychological battery including, in addition to the global
MMSE, the following tests: Stroop, Trail making, Raven's Progressive
Matrices, phonemic and semantic verbal fluency, Bostonword naming
test, copy and retrieval of geometric figures and Buschke selective
reminding test. Speech was completely normal. On daily life activities
RP performed normally. He could undertake all sorts of tasks without
any difficulty and used his right upper limb with extreme efficiency.
Automatic movements such as saluting, writing and eating while
talking were performed with ease. At the last (March 2008) neuro-
logical examination he remained stable (UPDRS motor in “on” of 18)
but facial and neck dyskinesias had worsened.

MRI of the brain repeated in 2005 showed the STN and pallidal
lesions, although reduced in size as expected for the long-term
appearance of a thermolytic lesion. An 18-fluorodopa PET (positron
emission tomography) revealed a bilateral reduction in the decar-
boxylation constant (Ki) but more accentuated in the left striatum and
particularly in the left posterior putamen (supplementary figure).

Methods

Most studies were performed both “on” and “off” therapy, with the
latter defined as a minimum of 24 h without receiving any anti-
parkinsonian medication. The study includes a series of motor tests
t RP. There is degeneration of the substantia nigra pars compacta (SNc) and dopamine
ivity of D-1 expressing medium spiny neurons (MSN) in the “direct” striato-pallidal
the globus pallidus pars externa (GPe) in the “indirect” circuit (3) and the cortico-
n of the GPi blocked basal ganglia output (5) to the thalamo-cortical projection. (B)
e GPi and the dorsolateral region of the STN about 4 weeks after surgery.

ut basal ganglia motor output? The effect of combined unilateral
, Exp. Neurol. (2009), doi:10.1016/j.expneurol.2009.08.030
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Table 1

t1:1 Task Test Function measured PD Patient RP

t1:2 Left Right

t1:3 I. Movement and reflexes
t1:4 Lift index Simple reaction time Preparation and initiation ↑ ↑ ↓
t1:5 Elbow flexion Mov. time Selection and recruitment ↑ ↑ ↓
t1:6 Simultaneous elbow flexion and squeeze Mov. time Selection and execution of

2 different movements
↑ ↑ ↓

t1:7 Arm rising on standing Postural reflexes Muscle recruitment order ↓ N N
t1:8 II. Cortical excitability and activation pattern
t1:9 TMS (a) Motor threshold Cortical excitability ↑ N N
t1:10 (b) Intracortical inhibition Idem ↓ ↓ ↓
t1:11 (c) Silent period Idem ↓ ↓ N
t1:12 fMRI Left vs. right hand free selection of

direction of joystick movements
Movement-related cerebral
activation

↓ — N

t1:13 III. Time estimation
t1:14 Intervals between pair stimuli TDT Internal time representation ↓ ↓ ↑
t1:15 IV. Decision to respond or withhold a response
t1:16 Go/no-go RT Move in response to go signal and

withhold response on no-go trials
Action initiation ↓ ↓ ↓a

t1:17 V. Implicit sequence learning
t1:18 Probabilistic SRTT Press response bottom according with

position of visual signal
Implicit sequence learning ↓ ↓ Absent

Abbreviations: TMS, transcranial magnetic stimulation; fMRI, functional magnetic resonance imaging; TDT, temporal discrimination threshold.
t1:19 a Deteriorated when the ratio of “go/no-go” trials were 25/75%.t1:20

3J.A. Obeso et al. / Experimental Neurology xxx (2009) xxx–xxx
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(Table 1) that explore the RP's ability to prepare, select and execute
movements at single and multiple joints. The excitability of the motor
cortex was assessed by transcranial magnetic stimulation (Kujirai et
al., 1993; Ridding and Rothwell, 1999) and functional MRI evaluated
patterns of movement related activity in the whole brain. Complex
motor tasks such as implicit sequence learning and response initiation
UN
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EC

Fig. 2. Movement kinematics (A and B) and transcranial magnetic cortical stimulation data
group of moderately affected patients with PD. Data are mean ± SE of the trial-by-trial dat
execute a 30% self paced isotonic elbow flexion task frommovement onset to peak of movem
squeeze” task over and above the time for the flexion component to be executed separately
muscle at interstimulus intervals of 2–3 ms. Inhibition is measured as the size of the cond
silent period following the MEP measured from stimulus onset to resumption of ongoing
during an approximate 30–50% contraction of the FDI muscle.

Please cite this article as: Obeso, J.A., et al., What can man do witho
subthalamotomy and pallidotomy in a patient with Parkinson's disease
PRand suppression in a go/no-go trial were assessed as well as his ability
to estimate time intervals in a non-motor task (Table 1). All of these
functions are known to be affected in patients with PD and are
thought to reflect activity in the BG and its cortical projections. Detail
technical explanations for each of the test applied in the study are
given as supplementary material.
TE
D

(C and D) in the patient compared with a group of age-matched healthy controls and a
a of the patient, and the inter-subjects means of the control groups. (A) Time taken to
ent. (B) Excess time taken to perform the flexion component of a simultaneous “flex and
on its own. (C) Mean percent short interval intracortical inhibition in the relaxed FDI

itioned MEP as a percent of the unconditioned control MEP. (D) Duration of the EMG
background EMG activity. Stimulus intensity 1405 resting motor threshold applied

ut basal ganglia motor output? The effect of combined unilateral
, Exp. Neurol. (2009), doi:10.1016/j.expneurol.2009.08.030
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Results

Tests improved or not worsened by lesions

Movement kinematics
The graphs in Fig 2A and B show mean data from a group of

age-matched healthy controls and a group of comparable (age,
disease severity and duration, treatment, etc.) patients with PD
“off” therapy for comparison with the results of patient RP (patients
reported in Benecke et al., 1987). In general, patients with PD take
longer than normal to flex their elbow through 30° (Fig. 2A) and
when they perform the same task at the same time as squeezing a
force transducer in their hand (Fig. 2B; “flex and squeeze” task), the
time taken to flex the elbow increases still further. RP also took
longer for the dual than the single task but the deficit was signi-
ficantly larger for left arm movements (pb0.01) which fall within
the range of typical PD patients. Movements of both arms norm-
alized in the “on” state. Further details are provided in supplemen-
tary material.

Repetitive clenching of both hands simultaneously (Supplemen-
tary Fig. S2) in the “off” state showed the same frequency for both
hands but the amplitude of movement with the left hand decreased
gradually over time.

Anticipatory postural adjustments
Postural adjustments were assessed during rapid elevation of

each arm independently in the “off” state (Fig. 3). RP exhibited a
normal pattern of muscular activation prior to movement onset.
The left arm was raised more slowly than the right, but there
was an early postural muscle synergy for movements of either
arm that began with a reduction of activity in ipsilateral triceps
surae followed by an increase in the activity of the ipsilateral
tibialis anterior and contralateral erector spinae. This led to a
forward-directed force that preceded movement of the arm. This
indicates that RP had an essentially normal anticipatory postural
activity organized to compensate for the displacement in body
center of gravity caused by the upcoming movement of either
arm.
UN
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Fig. 3. Postural adjustments during rapid elevation of each arm separately in a normal, age-m
movements (n=8) after alignment to movement onset (vertical dotted line). Traces depic
posterior ground reaction force acting on the foot ipsilateral to the active arm. Bottom four t
contralateral erector spinae (ES), ipsilateral triceps surae (TS) and ipsilateral tibialis anterior
sides. Note that right arm moves faster than the left.

Please cite this article as: Obeso, J.A., et al., What can man do witho
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Transcranial magnetic stimulation (TMS) of motor cortex
TMS was used to examine the excitability of the corticospinal and

corticocortical circuits in the hand area of primary motor cortex
(Ridding and Rothwell, 1992). Overall, the STN and GPi lesions have a
limited impact on primary motor cortex excitability (Fig. 2C; further
details in supplementary material). Treatment with levo-
dopa normalized SICI in the non-operated hemisphere but did not
change it in the operated hemisphere (Fig. 2C). The CSP (cortical silent
period) was shorter in the non-operated compared with the operated
hemisphere (Fig. 2D) (pb0.05)which is comparable to the situation in
PD where the CSP is shorter than normal (Lefaucheur, 2005).

Functional imaging (fMRI)
Functional imaging was conducted in the “off” medication state.

Activation patterns were compared for movements of the right and
left hands. Compared to the right hand, movements of the left hand
were mainly associated with activation in the right premotor and
motor cortices, the left parietal superior lobe and the cerebellum
bilaterally (Fig. 4). Compared to the left hand, right hand move-
ments were associated with activation in the left premotor and
motor cortices and right parietal superior lobe but the cerebellum
was only activated unilaterally on the right side (Fig. 4). Left hand
movements, related to the non-operated side of the patient, were
associated with notably larger cluster sizes (k-scores) in the motor
and premotor cortices and cerebellum in comparison with the right
(operated) hand movements (Table 2). These findings for the non-
operated hemisphere are consistent with previous studies in PD
patients (Samuel et al., 1997) in which increased activity of the
cerebello-thalamo-cortical loop, compared to normal subjects, has
been viewed as compensatory for the dopaminergic deficit.

Temporal discrimination thresholds (TDT)
Left hand TDT was significantly higher than controls (78 ± 17 ms

vs. 34 ± 12 ms, mean and SD) and within the range found in a group
of mild PD patients in the “off”medication state (78 ± 17 ms vs. 89 ±
22 ms) (Artieda et al., 1992). The TDT value for the right hand was
significantly lower than the left hand (58 vs. 78 ms, p=0.05) and
almost identical to the one found in PD patients in the “on”
atched control and patient RPwhile standing and OFFmedication. Traces show averaged
t arm elevation and arm angular velocity in the sagittal plane, and horizontal antero-
races show rectified EMG recorded from ipsilateral anterior deltoid (AD; prime mover),
(TA). A normal pattern of muscle synergies preceding arm elevation is present on both

ut basal ganglia motor output? The effect of combined unilateral
, Exp. Neurol. (2009), doi:10.1016/j.expneurol.2009.08.030
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Fig. 4. Functional magnetic resonance imaging associated with left vs. right (red) and
right vs. left (green) hand movements of the patient. Activation profiles have been
projected on a render SPM single-subject template. Circled regions indicate an
important difference regarding the significant (pb0.05) activation in the cerebellum,
which is bilaterally activated (red) for left (“parkinsonian”) hand movements and only
ipsilaterally (green) for right (“treated”) hand movements. (For interpretation of the
references to colour in this figure legend, the reader is referred to the web version of
this article.)
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Emedication state (61 ± 15ms). In the “on”medication state the mean
values were 21 and 15 ms for the left and right hand, respectively,
indicating normal TDT.
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Table 2
Contrasts of cerebral activation sites between left and right hand movements “off”
medication.

Region Side BA Z-score k Coordinates

Left hand (parkinsonian side)N right hand (operated side)
Precentral gyrus, motor cortex R 4 N8.00 454 24, −27, 62
Precentral gyrus, lateral
premotor cortex

R 6 7.24 27, −19, 66

Cerebellum L N8.00 390 −22, −56, −31
Cerebellum R 7.00−6.73 85 19, −89, −29
Parietal superior lobulus L 7 5.55 6 −31, −65, 39
Occipital gyri L 18/19 5.69−5.15 2 −36, −73, −8

Right hand (operated side)N left hand (parkinsonian side)
Precentral gyrus, motor cortex L 4 7.39 274 −29, −32, 51
Precentral gyrus, lateral
premotor cortex

L 6 7.07 −41, −19, 52

Cerebellum R 7.16 61 10, −56, −30
Parietal superior lobulus R 7 5.46 10 1, −63, 53
Fusiform gyrus R 18 5.18 2 41, −73, −15

Z scores correspond to corrected pb0.05. BA=Brodmann area; k=cluster size
(number of voxels); x, y, z=mediolateral, rostrocaudal and dorsoventral Talairach
coordinates. Coordinates have been transformed from MNI to Talairach coordinates.
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Tests abnormally performed with the operated limb

Reaction time (RT) tasks
All RT studies were completed in the “on” state. (a) Warned and

unwarned simple RT, uncued, partially and fully cued choice RTs: The
RTs in RP were similar to those previously reported for patients with
mild to moderate PD tested on medication using the same tasks
(Jahanshahi et al., 1992) as well as to mean RTs obtained from a
meta-analysis of the RT literature in PD (Wang et al., 1998). Simple
RTs (mean of warned and unwarned trials) were significantly
(t=2.9, df=49, p=0.006) faster with the right (mean, 424 ms)
than with the left hand (mean, 465 ms) (Fig. 6A, right histogram, and
Di). However, there were no other significant differences between
the hands in the more complex reaction time tasks with different
amounts of advance movement parameter information (uncued,
partially and fully cued choice RT) or different intervals between the
warning signal/precue and the imperative stimulus (Fig 5). (b) Go/
no-go RT task: As in the simple RT task, in the go/no-go reaction task,
RTs were faster with the right than the left hand when there were
100% go trials (equivalent to a simple RT task). When the proportion
of no-go trials increased, RTs slowed with both hands but the degree
of slowing was greater with the right hand (Fig. 5E). This was
confirmed in a two-way repeated measures ANOVA of the log
transformed RT data with hand (right vs. left) and % go trials (100%,
80%, 50%, 20%) as the within-subject variables. There was a significant
interaction between hand × % go trials [F(3,54)=2.72, p=.05] that
was due to the fact that mean RTs with the right hand were
significantly faster compared to the left hand with 100% or 80% go
trials [t=−4.83, df=48, pb .0001; t=−2.51, df=79, p=.01,
respectively]. In contrast, there was no significant difference in RTs
between the right and left hands for the blocks with 50% or 20% go
trials. Very few errors were made in the go/no-go task. There were no
errors of commission (releasing the home key and pressing the
response key on no-go trials) for any of the go/no-go RT conditions
for either the right or left hands. There were a number of partial
response errors on no-go trials (releasing the home key on no-go
trials but without pressing the response key) mainly with the left
hand in the 80% (three partial errors) and 50% (one partial error) go
trials blocks. For the right hand there was only one partial response
error in the 80% go trials block. There were three anticipations (RT
b100 ms due to releasing home key before presentation of the go
stimulus) on the 100% go trials block with the right hand. The
number of anticipations or partial response errors did not differ
significantly between the two hands (pN0.05).

In summary, these experiments show that RP has faster simple RT
with the right, operated hand and he benefited from warning signals
and precues to the same extent with both hands. However, the RT
advantage for the right hand was lost in a go/no-go RT when the
percent of no-go trials in a block increased and the uncertainty about
whether to move or inhibit the action increased.

Implicit sequence learning
On the probabilistic serial reaction time task (SRTT), healthy

controls have faster mean RTs to the probable targets than to the
improbable targets across all blocks (Wilkinson and Jahanshahi,
2007). This results in a positive improbable–probable difference score,
the magnitude of which indicates the extent of learning of the se-
quence (probable trials) across blocks (Fig. 6). Using the same prob-
abilistic SRTT and sequences, we previously found that a group of PD
patients demonstrated evidence of probabilistic sequence learning,
although learning was significantly attenuated compared to matched
healthy controls (Wilkinson and Jahanshahi, 2007; Fig. 6). For both
the controls and PD, the RT difference scores were significantly
different from zero, indicating learning.

For RP, all assessments were conducted in the “off” state. With his
right hand (contralateral to lesion), RP showed an inconsistent RT
ut basal ganglia motor output? The effect of combined unilateral
, Exp. Neurol. (2009), doi:10.1016/j.expneurol.2009.08.030
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notably faster than those of both the elderly controls and PD patients.
The overall RT difference score of 3.7 was not significantly different
from zero (t=−0.33, df=14, p=0.74), indicating absence of
learning with the right hand. In contrast, when performing the
task with his left hand, RP showed a larger RT difference score of
12.83, which was similar to that in the PD group. It was marginally
different from zero (t=−1.43, df=14, p=0.09), and thus indicative
of some learningwith the left hand as in our previous study of patients
with PD.

Additional tests
Other neurophysiological techniques—the Bereitschaftspotential,

blink reflex, EEG event related desynchronization, gait initiation and
stepping—were assessed but proved unrevealing.
Please cite this article as: Obeso, J.A., et al., What can man do witho
subthalamotomy and pallidotomy in a patient with Parkinson's disease
Discussion

The patient described here had evidence of severe striatal
dopamine deficiency bilaterally but particularly in the posterolateral
region of the left putamen. His initial subthalamotomy led to sus-
tained and disabling dyskinesias of the right arm. However, these
were abolished by a subsequent posteroventral pallidotomy on the
same side, which abolished the dyskinesias while sustained the
clinical benefit to movements on the right side. Thus, the combined
lesion of GPi and STN in this patient effectively removed the vast
majority of the anatomical output of the BG to the motor thalamo-
cortical projection (Fig. 1A) regarding movements of the right limbs,
and the arm in particular. Yet, the patient's right limb movements
were substantially improved and he was able to perform normally a
large number of daily life motor activities even when in the “off”
ut basal ganglia motor output? The effect of combined unilateral
, Exp. Neurol. (2009), doi:10.1016/j.expneurol.2009.08.030
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condition. The results presented have some limitations that require
brief initial discussion.

First is the question of what additional insight the current double
STN and GPi lesion adds over and above that of a simple pallidotomy.
Pallidotomy, as typically performed for patients with PD, had a drastic
effect against levodopa-induced dyskinesias but only a modest effect
against parkinsonian motor features. Patients also continue to res-
pond well to levodopa (Fine et al., 2000) suggesting that pallidotomy
does not block completely the motor circuit. In our patient and in the
related series of similar patients we have assessed clinically,
subthalamotomy carried a marked anti-parkinsonian benefit, while
the subsequent pallidotomy abolished the hemichorea-ballism with a
lesion that was likely placed in the GPi motor region. In this case
levodopa produced only a small clinical improvement and had no
effect on some physiological tests. Altogether, this may be taken to
indicate that the combined lesions had a profound effect in
interrupting BG output in the motor circuit. The second limitation
concerns the validity of an n=1 observation. In an ideal situation we
would have liked to study in detail more of the other patients in the
present series with STN + GPi lesions. However, since the patients
were operated in a different country (i.e., Cuba) to where the tests
could be performed (i.e., England and Spain), this proved to be
logistically impossible. Nevertheless, we would argue that the present
study fulfills the established requirements for n=1 report (Shadmehr
and Krakauer, 2008). Thus, we found impairment in specific tasks,
namely, implicit sequence learning and the go/no-go RT task, which
coupled with the normal performance in many other motor tasks
constitute dissociation. An additional hand-specific dissociation was
also evident since our patient had a learning capability similar to that
of average PD patients with the left hand but was more impaired with
the right hand; similarly, in the go/no-go task the right hand
superiority over the left was lost when the % go signals was reduced.
Finally, the lesions were made on the left hemisphere and we cannot
be certain about the impact of similar lesions on the right basal
ganglia. However, we evaluated clinically a few patients (n=3) with
left HCB after right side subthalamotomy who required pallidotomy
and their motor performance was identical to the described here for
patient RP.

Functions which were improved or spared

The clinical impression of a marked improvement of speed of
movement initiation and execution with the right hand contralateral
to the surgical lesions was confirmed in several tests, such as the
performance of simultaneous hand movements, in the simple RT task
and the associated pattern of brain activation (fMRI). There also was
improvement of a non-motor test of temporal discrimination, a task
that requires temporal processing and activation of the BG (Jahan-
Please cite this article as: Obeso, J.A., et al., What can man do witho
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shahi et al., 2006; Rao et al., 2001). All these effects may be interpreted
as the result of liberating the cortex from excessive inhibition and/or
background neural “noise,” which in the parkinsonian state may
interfere with movement initiation and execution as well as sensory
processing (Obeso et al., 1997; Lozano et al., 2000; Vitek and Giroux,
2000; Levy et al., 2002; Buhusi and Meck, 2005). These findings are
consistent with previous reports in PD patients who underwent
either pallidotomy or subthalamotomy (Samuel et al., 1997; Limousin
et al., 1999; Levy et al., 2002; Brown et al., 2003; Trost et al., 2006) and
current modelling of the BG in PD (Rubchinsky et al., 2003). Inte-
restingly, levodopa induced a modest clinical improvement in the
right limbs which was also paralleled by mild increase in movement
speed in the simultaneous flex and squeeze task, but no change in
motor cortex excitability of the left hemisphere. This might imply that
the mechanism of action of levodopa in PD is not entirely mediated by
the striato-pallidal connections within the motor circuit of that
hemisphere. One possibility is that part of the anti-parkinsonian effect
of levodopa could be mediated through striato-SNr (substantia nigra
pars reticulata)-thalamic projections. Certainly, SNr neuronal activity
is abnormal in the parkinsonian state (Wichmann et al., 2001) and it is
modulated by levodopa (probably by D-1 receptor activation) in the
MPTP monkey model (Vila et al., 1996; Kliem et al., 2007) and PD
patients (Prescott et al., 2009). Moreover, in MPTP monkeys sub-
thalamotomy induces amarked reduction of SNr hyperactivity (Guridi
et al., 1996). However, SNr is not primarily engaged in movement
control of the upper limb (Wichmann and Kliem, 2004). Other, not
exclusive, explanations may be that a more complete restoration of
DA deficiency improves associative and limbic circuits which were
probably not completely interrupted in the operated hemisphere.
There is also a possible involvement of the non-operated hemisphere
since there is anatomical evidence for corticocortical (Pandya and
Vignolo, 1971) and bilateral cortico-BG (Parent and Hazrati, 1995;
Tokuno et al., 1999) connectivity and imaging studies often show
bilateral cortical (Hanakawa et al., 2005) and BG activation (Lehericy
et al., 2005) duringmovement of a limb. In the “off” parkinsonian state
there is a loss of specificity in motor cortical areas in response to
peripheral stimuli (Escola et al., 2003). Thus, it is conceivable that in
patient RP, despite the general normalization of motor mechanisms
induced by surgery, the left hemisphere could be perturbed and
impaired by abnormal input signals, leading to sub-normal perfor-
mance in some tasks.

The broad spectrum of movements and activities that were
unimpaired in patient RP could be interpreted as the result of plastic
functional changes or the recruitment of alternative pathways as
shown to occur regarding learning in PD patients (Beauchamp et al.,
2008). Thus, it could be argued that the chronically dysfunctional
parkinsonian brain might have adapted to abnormal BG output
activity and re-organized thalamo-cortical motor mechanisms to
operate without such input (Aparicio et al., 2005). Consequently, a
surgical lesion of the BG output circuitries would not be expected to
have a negative effect. We believe this is unlikely. PD patients on long-
standing treatment with levodopa, like RP, dramatically alternate
several times per day from periods with excellent, even normal,
mobility to severely reduced movement capacity associated with
rigidity, tremor and other parkinsonian manifestations. BG output is
also known to change from increased neuronal firing and bursting
activity as well as higher synchronization in the beta band during the
“off” periods to reduced firing rate and predominance of the gamma
and theta bands in the “on” motor state (Papa et al., 1999; Vitek and
Giroux, 2000; Brown, 2003; Brown et al., 2003; Alonso-Frech et al.,
2006). It is difficult to accept that such drastic behavioral and
neurophysiological changes, repeatedly occurring several times per
day, could be gated out by the motor system. In addition, BG surgery
(pallidotomy, subthalamotomy and DBS) is associated with a very
rapid motor improvement, taking place sometimes within the ope-
rating room, and significant reactivation of motor cortical areas
ut basal ganglia motor output? The effect of combined unilateral
, Exp. Neurol. (2009), doi:10.1016/j.expneurol.2009.08.030
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(dorsolateral prefrontal cortex, supplementary motor area (SMA),
areas 6 and 4 (Ceballos-Baumann et al., 1994; Samuel et al., 1997;
Limousin et al., 1999; Asanuma et al., 2006)). Thus, all available evi-
dence suggests that the cortex is actively and continuously influenced
by abnormal BG input in PD. Interrupting BG output removes such
abnormal signaling and allows the motor system to operate more
normally.

Motor control of the limbs is primarily mediated by the motor
loop (DeLong et al., 1986) which was to a large extent disrupted by
the dopaminergic deficit and the surgical lesions. It is possible that
other striato-pallidal projections, corresponding to associative and
limbic loops, could compensate for the interruption of the motor
loop. It could also be that SNr output could take over motor control
of the limbs. We cannot ruled out completely either possibility but
do not think these are likely. Thus, compensation of neurological
deficits typically occurs over weeks or months and our patients
exhibited no clinical movement defect at any time after pallidotomy
and the SNr is scarcely activated by movements of the limbs in
monkeys (Wichmann et al., 2001) and PD patients (Rodriguez-Oroz
et al., 2001).

Abnormal functions

Despite RP's excellent functioning and use of the right hand in
daily life activities, there were two tasks in which performance
worsened considerably in the right hand. In the go/no-go task, the
performance with the right hand lost its speed advantage over the left
hand when the percent of no-go trials and hence action uncertainty
increased. Thus, right hand RTs were significantly faster than the left
with 100% go trials, but this advantage disappeared when the percent
of go trials in a block was reduced to 50% and 20%. In addition,
although learning was somewhat compromised in the SRTT task with
the left hand (as expected in patients with Parkinson's disease) there
was a striking lack of implicit sequence learning with the right hand
even though the overall reaction times were much faster with the
right than the left.

These go/no-go and SRTT tasks have two features in common.
First, performance of either task depends on the integrity and
interaction of frontal-BG connections. Second, they share a probabi-
listic nature. The SRTT is commonly used to study implicit sequence
learning (Nissen and Bullemer, 1987; Wilkinson and Jahanshahi,
2007). A wealth of imaging studies in normal people (Grafton et al.,
1995; Hazeltine et al., 1997; Peigneux et al., 2000) and clinical
evidence (Beauchamp et al., 2008; Doyon et al., 1997; Jackson et al.,
1995; Kelly et al., 2004;Wilkinson and Jahanshahi, 2007) indicate that
the striatum plays a critical role in implicit sequence learning. Indeed,
SRTT is known to be attenuated in PD (Jackson et al., 1995; Kelly et al.,
2004; Siegert et al., 2006; Wilkinson and Jahanshahi, 2007) and
further impaired after pallidotomy (Brown et al., 2003). Our results
provide strong support for a key role of the BG in implicit motor
sequence learning.

Performance of go/no-go tasks engages the dorsolateral, inferior
or orbitofrontal areas as established by animal studies (Iversen and
Mishkin, 1970; Sasaki and Gemba, 1986), clinical observations
(Leimkuhler and Mesulam, 1985) and functional imaging studies
(Konishi et al., 1999; Garavan et al., 2002). The go/no-go task depends
on a balance between preparing for execution of the response on go
trials, while simultaneously preventing release of the response on no-
go trials. The RT data indicate that motor preparation is reduced when
the go trials are less frequent and the response is more likely to be
inhibited. There is a wealth of evidence for BG involvement in both
these aspects of the task. Animal (Aldridge, Thompson and Gilman,
1997) and imaging studies in humans (Aron et al., 2003; Kelly et al.,
2004, Liston et al., 2006) show BG involvement in tasks requiring
response inhibition (Aron and Poldrack, 2006; Aron et al., 2003; Liston
et al., 2006). In addition there is evidence that the striatum is engaged
Please cite this article as: Obeso, J.A., et al., What can man do witho
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during various types of probabilistic learning (Poldrack et al., 2001;
Balleine et al., 2007) and that the degree of uncertainty in decision
making correlates negatively with striatal activity (Hsu et al., 2005).
The context of uncertainty, whether transitioning from high to low
probability or the reverse, modulates the striatal response (Bischoff-
Grethe et al., 2001). We conclude that either or both of these func-
tions, suppression of a prepared response and probabilistic prepara-
tion and selection of the appropriate response are essential features of
the BG contribution to cortical processing underlying fine motor tasks
in humans (Gurney et al., 2001) that are missing in the left hemi-
sphere of patient RP.

A fundamental paradox of the classic BG model was that surgical
lesions of the GPi ormotor thalamus in PD are not generally associated
with any major and persistent motor disturbance (Laitinen and Vilkki,
1973) or with worsening of parkinsonian features (Hassler et al.,
1960; Kelly and Gillingham, 1980; Mundinger et al., 1970). The effect
of focal GPi lesion or inactivation (with muscimol) in monkeys is
somehow variable (Mink, 1996; Wichmann and DeLong, 1996) but
most studies have found reduced amplitude and slowing of move-
ment and dystonic features of the upper limb (Mink and Thach, 1991;
Wenger et al., 1999; Desmurget and Turner, 2008). On the other hand,
these anomalies are mild and not associated with any major defect in
motor control (Inase et al., 1996; Buford et al., 1996), so that accuracy
of reaching movements and rapid sequential movements of the hand
were preserved as well as the ability to stop a wrongly initiated
movement (Desmurget and Turner, 2008). In keeping with these
experimental data, here we show that the BG–cortical connections
cannot be interrupted in a human with complete impunity. The
associated abnormalities may be too subtle to be noticeable or detect-
able in routine behaviors, explaining the overall clinical improvement
seen in PD patients after surgery and the scarcity of clinical
manifestations in people with focal BG lesions (Bhatia and Marsden,
1994; Marsden and Obeso, 1994; Aparicio et al., 2005). Our results
also support the prediction that surgical lesions of the BG in PD would
be associated with inflexibility or reduced capability for motor
learning (Marsden and Obeso, 1994).

Conclusions

Movements of the upper limb are primarily mediated by the
cortico-putaminal-pallido-thalamo-cortical motor loop (DeLong et
al., 1986). Our results show that derangement of major components
of such motor loop probably causing interruption of BG motor output
to the thalamo-cortical projection unilaterally does not interfere with
routine operations but impairs tasks which require facilitation of
appropriate responses in a probabilistic context (SRTT and go/no-go
tasks in our study). Accordingly, once a movement or task is learned
the BG is not necessary for its execution. Abnormal BG neuronal
activity, as in PD, leads to greater motor abnormality than when its
output is silenced or eliminated. These findings explain the overall
beneficial clinical effect of surgery in PD but also reveal that the BG is
needed under some novel circumstances to learn, move and act
normally. This resolves the paradoxical observation from early
studies indicating that BG output in humans could be disrupted
without an apparent deficit. A final practical consideration is that our
observation indicates that the risk of persistent dyskinesias needs not
be viewed as a contraindication to subthalamotomy when circum-
stantially needed. Pallidotomy readily eliminates hemichorea-ballism
in PD without producing deficits that have practical consequences for
daily life. This confirms the view (Marsden and Obeso, 1994; Lozano
et al., 2000) that it is better to dispense with BG output than having a
faulty one.

Uncited reference

Albin et al., 1995
ut basal ganglia motor output? The effect of combined unilateral
, Exp. Neurol. (2009), doi:10.1016/j.expneurol.2009.08.030

http://dx.doi.org/10.1016/j.expneurol.2009.08.030


579

580

581

582

583

584

585

586

587

588

589

590

591

592

593

594

595

596

597

598

599

600
601
602
603
604
605
606
607
608
609
610
611
612
613
614
615
616
617Q7
618
619
620
621
622
623
624
625
626
627
628
629
630
631
632
633
634
635
636
637
638
639
640
641
642
643
644
645
646
647
648
649
650
651

652
653
654
655
656
657
658
659
660
661
662
663
664
665
666
667
668
669
670
671
672
673
674
675
676
677
678
679
680
681
682
683
684
685
686
687
688
689
690
691
692
693
694
695
696
697
698
699
700
701
702
703
704
705
706
707
708
709
710
711
712
713
714
715
716
717
718
719
720
721
722
723
724
725
726
727
728
729
730
731
732
733
734
735
736
737

9J.A. Obeso et al. / Experimental Neurology xxx (2009) xxx–xxx

ARTICLE IN PRESS
UN
CO

RR
EC

Acknowledgments

The collaboration, understanding and help provided by patient
RP is greatly appreciated. Authors are particularly thankful to Dr.
Julian Alvarez and Dr. Emilio Villa, director and vice-director of
CIREN, for their unfailing and decisive support for the subthalamot-
omy project. This project was funded by the Centro Internacional de
Restauración Neurológica (CIREN, La Habana, Cuba), the Medical
Research Council (UK), the Fundación Investigación Médica Aplicada
(FIMA, University of Navarra, Pamplona, Spain), the Fundación
Hospital de Madrid (Spain) and the CIBERNED (Instituto Carlos III of
the Spanish Government). The 18-F-Dopa PET study and the neuro-
psychology evaluation were undertaken in the Department of Nuclear
Medicine (Drs. J. Arbizu, I. Peñuelas, J. Marti and J. Richter) and
MemoryUnit, Department of Neurology (Drs. I. Lamet and P.Martinez-
Lage) in the Clínica Universitaria, University of Navarra (Pamplona,
Spain). Ms. Cristina Calvo prepared and corrected the article for
publication.

Appendix A. Supplementary data

Supplementary data associated with this article can be found, in
the online version, at doi:10.1016/j.expneurol.2009.08.030.

References

Albin, R.L., Young, A.B., Penney, J.B., 1995. The functional-anatomy of disorders of the
basal ganglia. Trends Neurosci. 18, 63–64.

Aldridge, J.W., Thompson, J.F., Gilman, S., 1997. Unilateral striatal lesions in the cat
disrupt well-learnedmotor plans in a GO/NO-GO reaching task. Exp. Brain Res. 113,
379–393.

Alonso-Frech, F., Zamarbide, I., Alegre, M., Rodriguez-Oroz, M.C., Guridi, J., Manrique,
M., Valencia, M., Artieda, J., Obeso, J.A., 2006. Slow oscillatory activity and levodopa-
induced dyskinesias in Parkinson's disease. Brain 129, 1748–1757.

Alvarez, L., Macias, R., Guridi, J., Lopez, G., Alvarez, E., Maragoto, C., Teijeiro, J., Torres, A.,
Pavon, N., Rodriguez-Oroz, M.C., et al., 2001. Dorsal subthalamotomy for
Parkinson's disease. Mov. Disord. 16, 584.

Alvarez, L., Macias, R., Lopez, G., Alvarez, E., Pavon, N., Rodriguez-Oroz, M.C., Juncos,
J.L., Maragoto, C., Guridi, J., Litvan, I., et al., 2005. Bilateral subthalamotomy in
Parkinson's disease: initial and long-term response. Brain 128, 570–583.

Alvarez, L., Macias, R., Pavon, R., Lopez, G., Rodriguez-Oroz, M.C., Rodriguez, R., Alvarez,
M., Pedroso, I., Teijeiro, J., Fernandez, R., et al., 2009. Therapeutic efficacy of
unilateral subthalamotomy in Parkinson's disease: results in 89 patients followed
up to 36 months. J. Neurol. Neurosurg. Psychiatry.

Aparicio, P., Diedrichsen, J., Ivry, R.B., 2005. Effects of focal basal ganglia lesions on
timing and force control. Brain Cogn. 58, 62–74.

Aron, A.R., Poldrack, R.A., 2006. Cortical and subcortical contributions to stop signal
response inhibition: role of the subthalamic nucleus. J. Neurosci. 26, 2424–2433.

Aron, A.R., Schlaghecken, F., Fletcher, P.C., Bullmore, E.T., Eimer, M., Barker, R., Sahakian,
B.J., Robbins, T.W., 2003. Inhibition of subliminally primed responses is mediated
by the caudate and thalamus: evidence from functional MRI and Huntington's
disease. Brain 126, 713–723.

Artieda, J., Pastor, M.A., Lacruz, F., Obeso, J.A., 1992. Temporal discrimination is
abnormal in Parkinson's disease. Brain 115, 199–210.

Asanuma, K., Tang, C.K., Ma, Y.L., Dhawan, V., Mattis, P., Edwards, C., Kaplitt, M.G., Feigin,
A., Eidelberg, D., 2006. Networkmodulation in the treatment of Parkinson's disease.
Brain 129, 2667–2678.

Balleine, B.W., Delgado, M.R., Hikosaka, O., 2007. The role of the dorsal striatum in
reward and decision-making. J. Neurosci. 27, 8161–8165.

Beauchamp, M.H., Dagher, A., Panisset, M., Doyon, J., 2008. Neural substrates of
cognitive skill learning in Parkinson's disease. Brain Cogn. 68, 134–143.

Benecke, R., Rothwell, J.C., Dick, J.P.R., Day, B.L., Marsden, C.D., 1987. Disturbance of
sequential movements in patients with Parkinson's disease. Brain 110, 361–379.

Bhatia, K.P., Marsden, C.D., 1994. The behavioural and motor consequences of focal
lesions of the basal ganglia in man. Brain 117, 859–876.

Bischoff-Grethe, A., Martin, M., Mao, H., Berns, G.S., 2001. The context of uncertainty
modulates the subcortical response to predictability. J. Cogn. Neurosci. 13,
986–993.

Brown, P., 2003. Oscillatory nature of human basal ganglia activity: relationship to the
pathophysiology of Parkinson's disease. Mov. Disord. 18, 357–363.

Brown, P., Eusebio, A., 2008. Paradoxes of functional neurosurgery: clues from basal
ganglia recording. Mov. Disord. 23, 12–20.

Brown, R.G., Jahanshahi, M., Limousin-Dowsey, P., Thomas, D., Quinn, N.P., Rothwell,
J.C., 2003. Pallidotomy and incidental sequence learning in Parkinson's disease.
NeuroReport 14, 21–24.

Buford, J.A., Inase, M., Anderson, M.E., 1996. Contrasting locations of pallidal-receiving
neurons and microexcitable zones in primate thalamus. J. Neurophysiol. 75,
1105–1116.
Please cite this article as: Obeso, J.A., et al., What can man do witho
subthalamotomy and pallidotomy in a patient with Parkinson's disease
TE
D
PR

OO
F

Buhusi, C.V., Meck, W.H., 2005. What makes us tick? Functional and neural mechanisms
of interval timing. Nat. Rev., Neurosci. 6, 755–765.

Carpenter, M.B., Whittier, J.R., Mettler, F.A., 1950. Analysis of choreoid hyperkinesia in
the rhesus monkey—surgical and pharmacological analysis of hyperkinesia
resulting from lesions in the subthalamic nucleus of luys. J. Comp. Neurol. 92,
293–331.

Ceballos-Baumann, A.O., Obeso, J.A., Vitek, J.L., Delong, M.R., Bakay, R., Linazasoro, G.,
Brooks, D.J., 1994. Restoration of thalamocortical activity after posteroventral
pallidotomy in Parkinson's disease. Lancet 344, 814.

Crossman, A.R., 1987. Primate models of dyskinesia—the experimental approach to the
study of basal ganglia-related involuntary movement disorders. Neuroscience 21,
1–40.

DeLong, M.R., 1990. Primate models of movement disorders of basal ganglia origin.
Trends Neurosci. 13, 281–285.

DeLong, M.R., Alexander, G.E., Mitchell, S.J., Richardson, R.T., 1986. The contribution of
basal ganglia to limb control. Prog. Brain Res. 64, 161–174.

Desmurget, M., Turner, R.S., 2008. Testing basal ganglia motor functions through
reversible inactivations in the posterior internal globus pallidus. J. Neurophysiol.
99, 1057–1076.

Doyon, J., Gaudreau, D., Laforce Jr., R., Castonguay, M., Bédard, P.J., Bédard, F., Bouchard,
J.P., 1997. Role of the striatum, cerebellum, and frontal lobes in the learning of a
visuomotor sequence. Brain Cogn. 34, 218–245.

Escola, L., Michelet, T., Macia, F., Guehl, D., Bioulac, B., Burbaud, P., 2003. Disruption of
information processing in the supplementary motor area of the MPTP-treated
monkey: a clue to the pathophysiology of akinesia? Brain 126, 95–114.

Fine, J., Duff, J., Chen, R., Chir, B., Hutchison, W., Lozano, A.M., Lang, A.E., 2000. Long-
term follow-up of unilateral pallidotomy in advanced Parkinson's disease. N. Engl. J.
Med. 342, 1708–1714.

Garavan, H., Ross, T.J., Murphy, K., Roche, R.A.P., Stein, E.A., 2002. Dissociable executive
functions in the dynamic control of behavior: inhibition, error detection, and
correction. NeuroImage 17, 1820–1829.

Grafton, S.T., Hazeltine, E., Ivry, R., 1995. Functional mapping of sequence learning in
normal humans. J. Cogn. Neurosci. 7, 497–510.

Guridi, J., Herrero, M.T., Luquin, M.R., Guillén, J., Ruberg, M., Laguna, J., et al., 1996.
Subthalamotomy in parkinsonian monkeys. Behavioural and biochemical analysis.
Brain 119, 1717–1727.

Gurney, K., Prescott, T.J., Redgrave, P.A., 2001. Computational model of action selection
in the basal ganglia. I. A new functional anatomy. Biol. Cybern. 84, 401–410.

Hanakawa, T., Parikh, S., Bruno, M.K., Hallett, M., 2005. Finger and face representa-
tions in the ipsilateral precentral motor areas in humans. J. Neurophysiol. 93,
2950–2958.

Hassler, R., Riechert, T., Mundinger, F., Umbach, W., Ganglberger, J.A., 1960.
Physiological observations in stereotaxic operations in extrapyramidal motor
disturbances. Brain 83, 337–350.

Hazeltine, E., Grafton, S.T., Ivry, R., 1997. Attention and stimulus characteristics deter-
mine the locus of motor-sequence encoding—a PET study. Brain 120, 123–140.

Hsu, M., Bhatt, M., Adolphs, R., Tranel, D., Camerer, C.F., 2005. Neural systems respond-
ing to degrees of uncertainty in human decision-making. Science 310, 1680–1683.

Inase, M., Buford, J.A., Anderson, M.E., 1996. Changes in the control of arm position,
movement, and thalamic discharge during local inactivation in the globus pallidus
of the monkey. J. Neurophysiol. 75, 1087–1104.

Iversen, S.D., Mishkin, M., 1970. Perseverative interference in monkeys following
selective lesions of inferior prefrontal convexity. Exp. Brain Res. 11, 376–386.

Jackson, G.M., Jackson, S.R., Harrison, J., Henderson, L., Kennard, C., 1995. Serial reaction-
time learning and Parkinson's disease—evidence for a procedural learning deficit.
Neuropsychologia 33, 577–593.

Jahanshahi, M., Brown, R.G., Marsden, C.D., 1992. Simple and choice reaction-time and
the use of advance information for motor preparation in Parkinson's disease. Brain
115, 539–564.

Jahanshahi, M., Jones, C.R.G., Dirnberger, G., Frith, C.D., 2006. The substantia nigra pars
compacta and temporal processing. J. Neurosci. 26, 12266–12273.

Kelly, P.J., Gillingham, F.J., 1980. The long-term results of stereotaxic surgery and L-Dopa
therapy in patients with Parkinson's disease—a 10-year follow-up-study.
J. Neurosurg. 53, 332–337.

Kelly, S.W., Jahanshahi, M., Dirnberger, G., 2004. Learning of ambiguous versus hybrid
sequences by patients with Parkinson's disease. Neuropsychologia 42, 1350–1357.

Kliem, M.A., Maidment, N.T., Ackerson, L.C., Chen, S., Smith, Y., Wichmann, T., 2007.
Activation of nigral and pallidal dopamine D1-like receptors modulates basal
ganglia outflow in monkeys. J. Neurophysiol. 98, 1489–1500.

Konishi, S., Nakajima, K., Uchida, I., Kikyo, H., Kameyama, M., Miyashita, Y., 1999.
Common inhibitory mechanism in human inferior prefrontal cortex revealed by
event-related functional MRI. Brain 122, 981–991.

Kujirai, T., Caramia, M.D., Rothwell, J.C., Day, B.L., Thompson, P.D., Ferbert, A., Wroe, S.,
Asselman, P., Marsden, C.D., 1993. Corticocortical inhibition in human motor
cortex. J. Physiol. 471, 501–519.

Laitinen, L., Vilkki, J., 1973. Measurement of parkinsonian hypokinesia with purdue
pegboard and motor reaction time tests. In: Siegfred, J. (Ed.), Parkinson's disease.
Verlag Hans Huber, Berlin-Stugart-Vienna, pp. 185–192.

Lefaucheur, J.P., 2005. Motor cortex dysfunction revealed by cortical excitability studies
in Parkinson's disease: influence of antiparkinsonian treatment and cortical
stimulation. Clin. Neurophysiol. 116, 244–253.

Leimkuhler, M.E., Mesulam, M.M., 1985. Reversible go-no go deficits in a case of frontal-
lobe tumor. Ann. Neurol. 18, 617–619.

Levy, R., Lang, A.E., Hutchison, W.D., Lozano, A.M., Dostrovsky, J.O., 2002. Simultaneous
repetitive movements following pallidotomy or subthalamic deep brain stimula-
tion in patients with Parkinson's disease. Exp. Brain Res. 147, 322–331.
ut basal ganglia motor output? The effect of combined unilateral
, Exp. Neurol. (2009), doi:10.1016/j.expneurol.2009.08.030

http://dx.doi.org/10.1016/j.expneurol.2009.08.030


738
739
740
741
742
743
744
745
746
747
748
749
750
751
752
753
754
755
756
757
758
759
760
761
762
763
764
765
766
767
768
769
770
771
772
773
774
775
776
777
778
779
780
781
782
783
784
785
786
787

788
789
790
791
792
793
794
795
796
797
798
799
800
801
802
803
804
805
806
807
808
809
810
811
812
813
814
815
816
817
818
819
820
821
822
823
824
825
826
827
828
829
830
831
832
833
834
835
836
837

838

10 J.A. Obeso et al. / Experimental Neurology xxx (2009) xxx–xxx

ARTICLE IN PRESS
Limousin, P., Brown, R.G., Jahanshahi, M., Asselman, P., Quinn, N.P., Thomas, D., Obeso,
J.A., Rothwell, J.C., 1999. The effects of posteroventral pallidotomy on the pre-
paration and execution of voluntary hand and arm movements in Parkinson's
disease. Brain 122, 315–327.

Liston, C., Matalon, S., Hare, T.A., Davidson, M.C., Casey, B.J., 2006. Anterior cingulate and
posterior parietal cortices are sensitive to dissociable forms of conflict in a task-
switching paradigm. Neuron 50, 643–653.

Lozano, A.M., Lang, A.E., Levy, R., Hutchison, W., Dostrovsky, J., 2000. Neuronal
recordings in Parkinson's disease patients with dyskinesias induced by apomor-
phine. Ann. Neurol. 47, S141–S146.

Marsden, C.D., Obeso, J.A., 1994. The functions of the basal ganglia and the paradox of
stereotaxic surgery in Parkinson's disease. Brain 117, 877–897.

Mink, J.W., 1996. The basal ganglia: focused selection and inhibition of competing
motor programs. Prog. Neurobiol. 50, 381–425.

Mink, J., Thach, W., 1991. Basal ganglia motor control. III. Pallidal ablation: normal
reaction time, muscle cocontraction, and slow movement. J. Neurophysiol. 65,
330–351.

Mundinger, F., Riechert, T., Disselho, J., 1970. Long term results of stereotaxic operations
on extrapyramidal hyperkinesia (excluding parkinsonism). Confin. Neurol. 32,
71–78.

Nissen, M.J., Bullemer, P., 1987. Attentional requirements of learning—evidence from
performance measures. Cogn. Psychol. 19, 1–32.

Obeso, J.A., Guridi, J., DeLong, M., 1997. Surgery for Parkinson's disease. J. Neurol.
Neurosurg. Psychiatry 62, 2–8.

Obeso, J.A., Rodriguez-Oroz, M.C., Rodriguez, M., Lanciego, J.L., Artieda, J., Gonzalo, N.,
Olanow, C.W., 2000. Pathophysiology of the basal ganglia in Parkinson's disease.
Trends Neurosci. 23, S8–S19.

Pandya, D.N., Vignolo, L.A., 1971. Intra and interhemispheric projections of the
precentral, premotor and arcuate areas in the rhesus monkey. Brain Res. 26,
217–233.

Papa, S.M., Desimone, R., Fiorani, M., Oldfield, E.H., 1999. Internal globus pallidus
discharge is nearly suppressed during levodopa-induced dyskinesias. Ann. Neurol.
46, 732–738.

Parent, A., Hazrati, L.N., 1995. Functional anatomy of the basal ganglia. II. The place of
subthalamic nucleus and external pallidum in basal ganglia circuitry. Brain Res.
Rev. 20, 128–154.

Peigneux, P., Maquet, P., Meulemans, T., Destrebecqz, A., Laureys, S., Degueldre, C.,
Delfiore, G., Aerts, J., Luxen, A., Franck, G., et al., 2000. Striatum forever, despite
sequence learning variability: a random effect analysis of PET data. Hum. Brain
Mapp. 10, 179–194.

Poldrack, R.A., Clark, J., Pare-Blagoev, E.J., Shohamy, D., Moyano, J.C., Myers, C., Gluck,
M.A., 2001. Interactive memory systems in the human brain. Nature 414,
546–550.

Prescott, I.A., Dostrovsky, J.O., Moro, E., Hodaie, M., Lozano, A.M., Hutchison, W.D., 2009.
Levodopa enhances synaptic plasticity in the substantia nigra pars reticulata of
Parkinson's disease patients. Brain 132, 309–318.

Rao, S.M., Mayer, A.R., Harrington, D.L., 2001. The evolution of brain activation during
temporal processing. Nat. Neurosci. 4, 317–323.

Ridding, M.C., Rothwell, J.C., 1999. Afferent input and cortical organisation: a study with
magnetic stimulation. Exp. Brain Res. 126, 536–544.
UN
CO

RR
EC

Please cite this article as: Obeso, J.A., et al., What can man do witho
subthalamotomy and pallidotomy in a patient with Parkinson's disease
TE
D
PR

OO
F

Rodriguez-Oroz, M.C., Rodriguez, M., Guridi, J., Mewes, K., Chokkman, V., Vitek, J.,
DeLong, M.R., Obeso, J.A., 2001. The subthalamic nucleus in Parkinson's
disease: somatotopic organization and physiological characteristics. Brain 124,
1777–1790.

Rubchinsky, L.L., Kopell, N., Sigvardt, K.A., 2003. Modeling facilitation and inhibition of
competing motor programs in basal ganglia subthalamic nucleus-pallidal circuits.
Proc. Natl. Acad. Sci. U. S. A. 100, 14427–14432.

Samuel, M., CeballosBaumann, A.O., Turjanski, N., Boecker, H., Gorospe, A., Linazasoro,
G., Holmes, A.P., DeLong, M.R., Vitek, J.L., Thomas, D.G.T., et al., 1997. Pallidotomy in
Parkinson's disease increases supplementary motor area and prefrontal activation
during performance of volitional movements—an (H2O)-O-15 PET study. Brain
120, 1301–1313.

Sasaki, K., Gemba, H., 1986. Electrical-activity in the prefrontal cortex specific to no-go
reaction of conditioned hand movement with color discrimination in the monkey.
Exp. Brain Res. 64, 603–606.

Shadmehr, R., Krakauer, J., 2008. A computational neuroanatomy for motor control.
Exp. Brain Res. 185 (185), 359–381.

Siegert, R.J., Taylor, K.D., Weatherall, M., Abernethy, D.A., 2006. Is implicit sequence
learning impaired in Parkinson's disease? A meta-analysis. Neuropsychology 20,
490–495.

Suarez, J.I., Metman, L.V., Reich, S.G., Dougherty, P.M., Hallett, M., Lenz, F.A., 1997.
Pallidotomy for hemiballismus: efficacy and characteristics of neuronal activity.
Ann. Neurol. 42, 807–811.

Tokuno, H., Inase, M., Nambu, A., Akazawa, T., Miyachi, S., Takada, M., 1999.
Corticostriatal projections from distal and proximal forelimb representations of
the monkey primary motor cortex. Neurosci. Lett. 269, 33–36.

Trost, M., Su, S., Su, P., et al., 2006. Network modulation by the subthalamic nucleus in
the treatment of Parkinson's disease. NeuroImage 31, 301–307.

Vila, M., Herrero, M.T., Levy, R., Faucheux, B., Ruberg, M., Guillen, J., et al., 1996.
Consequences of nigrostriatal denervation on the gamma-aminobutyric acidic
neurons of substantia nigra pars reticulata and superior colliculus in parkinsonian
syndromes. Neurology 46, 802–809.

Vitek, J.L., Giroux, M., 2000. Physiology of hypokinetic and hyperkinetic movement
disorders: model for dyskinesia. Ann. Neurol. 47, S131–S140.

Wang, J., Thomas, J.R., Stelmach, G.E., 1998. A meta-analysis on cognitive slowing in
Parkinson's disease: are simple and choice reaction times differentially impaired?
Parkinsonism Relat. Disord. 4, 17–29.

Wenger, K.K., Musch, K.L., Mink, J.W., 1999. Impaired reaching and grasping after focal
inactivation of globus pallidus pars interna in the monkey. J. Neurophysiol. 82,
2049–2060.

Wichmann, T., DeLong, M.R., 1996. Functional and pathophysiological models of the
basal ganglia. Curr. Opin. Neurobiol. 6, 751–758.

Wichmann, T., Kliem, M.A., 2004. Neuronal activity in the primate substantia nigra pars
reticulata during the performance of simple and memory-guided elbow move-
ments. J. Neurophysiol. 91, 815–827.

Wichmann, T., Kliem, M.A., DeLong, M.R., 2001. Antiparkinsonian and behavioral effects
of inactivation of the substantia nigra pars reticulata in hemiparkinsonian primates.
Exp. Neurol. 167, 410–424.

Wilkinson, L., Jahanshahi, M., 2007. The striatum and probabilistic implicit sequence
learning. Brain Res. 1137, 117–130.
ut basal ganglia motor output? The effect of combined unilateral
, Exp. Neurol. (2009), doi:10.1016/j.expneurol.2009.08.030

http://dx.doi.org/10.1016/j.expneurol.2009.08.030

	What can man do without basal ganglia motor output? The effect of combined unilateral subthalam.....
	Introduction
	Case report (see full description and video in supplementary material).....

	Methods
	Results
	Tests improved or not worsened by lesions
	Movement kinematics
	Anticipatory postural adjustments
	Transcranial magnetic stimulation (TMS) of motor cortex
	Functional imaging (fMRI)
	Temporal discrimination thresholds (TDT).....

	Tests abnormally performed with the operated limb
	Reaction time (RT) tasks.....
	Implicit sequence learning
	Additional tests


	Discussion
	Functions which were improved or spared
	Abnormal functions

	Conclusions
	Uncited reference
	Acknowledgments
	Supplementary data
	References




