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evaluation, DBS Committee utilization and 2
constitution, implant site selection and intra- 0
and post-operative imaging and post-operative
management.

Salient questions regarding DBS referral and
peri-operative management were formulated
by committee after review of relevant
literature. Discrepancies were addressed by
consensus discussion among survey authors.
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Respondent Demographics

Total Respondents = 245/1022 The majority of respondents indicated MDNs, Neurosurgeons and Parkinson Disease Questionnaire (PDQ-39)

Neuropsychologists constitute the core DBS team. Availability of Psychiatrists, Mental
Health Counselors (MHC), Case Managers and Financial Counseling was variable.
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(SDEV) Median Range The majority of respondents do not utilize a “default target.” More than 50% of
respondents indicated that DBS procedures are rarely (<25% of the time) staged. Mood

Monthly DBS Referrals for PD 7.7 (7.0) 5 0-42 and neurocognitive evaluations infrequently affect DBS staging. Target selection was

Monthly DBS Surgeries for PD 3.6 (3.6) 2 0-18 reported to be made primarily by DBS Committee or by the MND and Neurosurgeon.

Ratio of referrals to surgeries 2.4 (2.5) 2 0-20 MER remains the dominant technique to confirm electrode position. STN is used more
commonly than GPi for PD DBS. Few centers use alternative targets for Deep Brain
Stimulation.
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