Original Research
published: 21 June 2016
doi: 10.3389/fpsyt.2016.00111

R

Mattia I. Gerin1,2,3,4†, Harlan Fichtenholtz5,6,7†, Alicia Roy5,6, Christopher J. Walsh4,
John H. Krystal5,6, Steven Southwick5,6 and Michelle Hampson4,6*
Yale Child Study Center, Yale School of Medicine, New Haven, CT, USA, 2 Division of Psychology and Language Sciences,
University College London (UCL), London, UK, 3 Anna Freud Centre, London, UK, 4 Department of Radiology and Biomedical
Imaging, Yale School of Medicine, New Haven, CT, USA, 5 Department of Veteran Affairs, National Center for PTSD, West
Haven, CT, USA, 6 Department of Psychiatry, Yale School of Medicine, New Haven, CT, USA, 7 Bennington College,
Bennington, VT, USA
1

Edited by:
Stefan Borgwardt,
University of Basel, Switzerland
Reviewed by:
Klaus Mathiak,
RWTH Aachen University, Germany
Thomas Koenig,
University Hospital of Psychiatry,
Switzerland
*Correspondence:
Michelle Hampson
michelle.hampson@yale.edu
Mattia I. Gerin and
Harlan Fichtenholtz
contributed equally to this work.
†

Specialty section:
This article was submitted to
Neuroimaging and Stimulation,
a section of the journal
Frontiers in Psychiatry
Received: 24 December 2015
Accepted: 06 June 2016
Published: 21 June 2016
Citation:
Gerin MI, Fichtenholtz H, Roy A,
Walsh CJ, Krystal JH, Southwick S
and Hampson M (2016) Real-Time
fMRI Neurofeedback with War
Veterans with Chronic PTSD: A
Feasibility Study.
Front. Psychiatry 7:111.
doi: 10.3389/fpsyt.2016.00111

Frontiers in Psychiatry | www.frontiersin.org

Many patients with post-traumatic stress disorder (PTSD), especially war veterans, do
not respond to available treatments. Here, we describe a novel neurofeedback (NF) intervention using real-time functional magnetic resonance imaging for treating and studying
PTSD. The intervention involves training participants to control amygdala activity after
exposure to personalized trauma scripts. Three combat veterans with chronic PTSD
participated in this feasibility study. All three participants tolerated well the NF training.
Moreover, two participants, despite the chronicity of their symptoms, showed clinically
meaningful improvements, while one participant showed a smaller symptom reduction.
Examination of changes in resting-state functional connectivity patterns revealed a normalization of brain connectivity consistent with clinical improvement. These preliminary
results support feasibility of this novel intervention for PTSD and indicate that larger,
well-controlled studies of efficacy are warranted.
Keywords: PTSD, war veterans, neurofeedback, real-time fMRI, resting-state, functional connectivity

INTRODUCTION
Post-traumatic stress disorder (PTSD) is among the most impairing and common of psychiatric
conditions, with a lifetime prevalence of 8–10% and a 12-month prevalence rate between 3.7 and
4.7% (1, 2). Yet, extant data indicate that about 30–50% of patients do not respond to current
evidence-based psychological therapies or pharmacological interventions, and some subgroups
(such as combat-exposed patients) show even higher rates of treatment-resistance and drop-out
[(3, 4); Institute of Medicine Report]. Over the last few decades, despite the dramatic growth in the
literature of the neurobiological underpinnings of PTSD, very few neuroscientific discoveries have
been translated into effective and novel treatments (5). Currently, the most effective interventions
have been informed by psychological theories and behavioral data (such as cognitive behavioral
therapy (CBT) and other trauma-based therapies) (5, 6). Pharmacological interventions for PTSD,
such as selective serotonin reuptake inhibitors (SSRIs), which were introduced due to their antidepressant effects, have demonstrated modest treatment response (5). To date, only two medications,
both selective SSRIs, have FDA approval for the treatment of PTSD. In civilian treatment seeking
populations, fewer than half of patients achieve full remission on SSRIs. The rates of non-response
or partial response to these medications among combat-exposed military, particularly those with
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chronic PTSD are comparable or worse to those of the civilian
patient population (7–11).
Therefore, it is paramount that we begin to bridge the gap
between neurobiological findings of PTSD and clinical practice.
The development of neuroscientifically informed treatments has
the potential to complement and enhance current interventions,
thus increasing treatment effectiveness and reducing treatmentresistance and drop-out rates (12, 13).
A few studies have investigated the potential of electroencephalography (EEG) neurofeedback (NF) as a neuroscientifically informed intervention for PTSD (14–16). Although EEG NF
has important features, it has the limitation that targeting specific
brain areas, such as the amygdala, is difficult if not impossible
with EEG. As our understanding of the brain circuits involved in
PTSD and other disorders advances, there is increasing demand
for a NF technique that can more directly leverage neuroscientific
knowledge by allowing us to target specific brain areas. Real-time
fMRI neurofeedback (rt-fMRI NF) presents this opportunity.
Real-time fMRI neurofeedback is a relatively new technique
that allows us to target localized brain areas (or to entrain specific
spatial patterns of brain activity), providing a wonderful opportunity for developing neuroscience-guided, targeted interventions.
In rt-fMRI NF, participants receive contingent visual (or auditory)
feedback about a specific aspect of their brain activity pattern,
and practice trying to control that aspect of their brain function
using feedback as a training signal (17, 18). Many studies have
shown that rt-fMRI NF training can be used to teach participants
to exert volitional control over their own neurophysiological
response (18–21). In a variety of subject populations, participants have used rt-fMRI NF to successfully regulate activity in
the amygdala, anterior cingulate, and insula, among other brain
regions and circuits (19, 21–23). As participants learn to modulate
their brain response, it has been shown that behavioral and neurophysiological changes occur that are specific to the brain region
or network targeted during the NF (21, 24–30). Due to the ability
of NF to modify cognition, behavior, affect, and neurophysiology,
the potential applications of rt-fMRI NF are being investigated
in clinical treatment settings (31, 32). Current literature suggests
that rt-fMRI NF may be able to reduce symptom levels and also
normalize brain activity across diverse psychiatric and neurological conditions (21, 27, 28, 33–41).
To the best of our knowledge, this pilot study represents the
first attempt to test the viability of rt-fMRI NF for PTSD. Three
Operation Enduring Freedom (OEF), Operation Iraqi Freedom
(OIF), and Operation New Dawn (OND) veterans with chronic
PTSD (i.e., more than 3 months) were recruited and underwent
three rt-fMRI NF training sessions (of about 30 min each).
A functionally localized region of the amygdala was targeted
during NF due to (i) its well-established involvement in PTSD
pathophysiology, hyperarousal, and anxiety (42–45) and (ii)
because extant rt-fMRI NF data suggest that subjects can learn to
modulate its activity level (23, 41). In particular, participants were
trained to modulate their amygdala activation during a symptom
provocation paradigm (i.e., participants listened to audiorecorded narratives of their own traumatic memories). By training participants to control emotion-related brain activity patterns
that are activated during trauma recall, the intervention directly
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targets a possible neural correlate of their symptomatology. In
addition to clinical symptom assessment before and after the NF,
functional neuroimaging data pre- and post-NF training were
also collected. Although any clinical intervention should ultimately demonstrate effectiveness by reducing symptoms and/or
increasing well-being, incorporating neurophysiological data as
an outcome variable in clinical trials is recommended as a means
of better elucidating treatment response (12, 46, 47).
The overarching aim of this pilot research project was to
investigate the clinical feasibility of rt-fMRI NF with a highly vulnerable patient population with chronic PTSD. There were three
main hypotheses. First, it was hypothesized that all participants
would tolerate the intervention well. This was expected because
(i) neuroimaging studies have used symptom provocation
paradigms with PTSD patients (48, 49), (ii) various studies using
other NF techniques (e.g., EEG NF) showed that NF is feasible
with PTSD patients (14–16), and (iii) studies of rt-fMRI NF have
been successfully performed with other patient populations that
show disturbances in affect regulation and cognition (37, 38, 41,
50). Second, in line with other clinical NF studies, it was hypothesized that, post-intervention, patients would show a reduction in
symptoms (15, 27, 28, 31, 37, 38, 50). Third, it was hypothesized
that normalization in resting-state functional connectivity (rsFC)
of the amygdala would occur (51–57). In particular, rsFC changes
were expected to be consistent with those found in other PTSD
resting state and intervention studies that used neuroimaging data
as an outcome measure (58). In particular, we expected to find (i)
an increase in rsFC between the amygdalae and regulatory medial
and orbitofrontal areas, and (ii) a decrease in rsFC between the
amygdalae and limbic regions and salience network areas.
Importantly, if these hypotheses would be satisfied, only the
feasibility, but not the efficacy, of this treatment would be established. At this stage, any post-intervention changes in functional
connectivity or symptoms cannot be attributed directly to the
NF. For such causal inference to be made a larger sample and the
presence of a control/placebo group would be necessary.

MATERIALS AND METHODS
Design

This pilot study investigated the feasibility of rt-fMRI NF for
treating PTSD patients. A short-term longitudinal design was
adopted in order to measure symptoms and rsFC changes before
and after the NF intervention. No control group was used for this
unblinded pilot intervention.

Participants

Three OIF/OEF/OND veterans with chronic PTSD were recruited
through the Veterans Affairs (VA) Connecticut Healthcare
System, in West Haven, CT, USA. The three participants will
be referred to as participant A, B, and C. Participants received
compensation for their time and travel expenses. The study was
performed in agreement with a research protocol approved by the
Human Research Protection Program at Yale University and the
Human Subjects Subcommittee at the VA Connecticut Healthcare
System. Subjects provided written consent at both institutions.
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Entry criteria included (i) a formal diagnosis of PTSD, as
confirmed by the Clinician Administered PTSD Scale (CAPS)
and with a total severity score of ≥50; (ii) chronic PTSD symptoms for at least 1 year; (iii) no concurrent Axis I disorders at
the time of assessment, with the exception of non-threshold
mood and anxiety symptoms; (iv) concurrent psychotropic
treatments only if participants were on stable doses for at least
3 months; (v) no new behavioral treatments initiated for the past
3 months; and (vi) meeting the standard safety requirements for
MR scanning.

Magnetic Resonance Imaging Data Acquisition
Protocol

All magnetic resonance imaging (MRI) data acquisition was
done using a 1.5-T Siemens Sonata scanner (Siemens Medical
Systems, Erlangen, Germany). When imaging regions with high
susceptibility, improvements in signal with increasing scanner
strength are offset by increases in the susceptibility artifacts. In
previous work, we optimized a NF protocol on our 1.5-T scanner for training people to control signal from high susceptibility
regions of the brain (67). As the amygdala is also a region of
susceptibility, we used the same scanner and sequence in this
study.

Measures

Behavioral Measures
Demographics

Structural Image Acquisition

The Combat Exposure Scale (CES) (61) was administered to
assess combat exposure. (i) The Beck Depression Inventory,
version II (BDI-II) (62), (ii) the military version of the PTSD
checklist (PCL-M) for DSM-IV (63), and (iii) the State-Trait
Anxiety Inventory (STAI) (64) were used to assess, respectively,
depression, PTSD, and anxiety symptoms.

Every scanning session started with a structural localizer scan.
During the first scanning session, the structural localizer was
followed by a high-resolution sagittal scan, collected using
a magnetization prepared rapid gradient echo (MPRAGE)
sequence (TR = 2400 ms; TE = 3.54 ms; TI = 1000 ms; flip
angle = 8°; matrix size = 192 × 192; FoV = 240 mm2; voxel
size = 1.3 mm × 1.3 mm × 1.2 mm; Bandwidth = 180). This was
used to register data to the Colin brain, thereby transforming
it into the Montreal Neurological Institute (MNI) coordinate
system (68). On the following scanning sessions instead of the
high-resolution structural image (MPRAGE), a short lowerresolution sagittal T1-weighted scan was collected. This sagittal
scan is required for slice alignment.
Then a T1-weighted spin echo axial-oblique anatomical
scan (i.e., conventional anatomical scan) was collected with 31
contiguous, 3.1 mm-thick AC-PC aligned axial-oblique slices
with coverage extending up from the bottom of the cerebrum
(TR = 537 ms; TE = 11 ms; flip angle = 90°; matrix size = 256 × 256;
FoV = 200 mm2; voxel size = 0.8 mm × 0.8 mm × 3.1 mm; bandwidth 130). This structural image is necessary for registrations of
the functional data into higher resolution space (i.e., MPRAGE
image) and for the registration of the target and control regions
(used during the NF).

Trauma Scripts

Functional Imaging

Clinical records regarding current and past PTSD-related treatments were available through the VA Connecticut Healthcare
electronic medical record system. Patient demographic information was also collected, including age, handedness, gender,
ethnicity, education, and employment status.

Structured Interviews

Post-traumatic stress disorder symptoms were assessed (pastmonth and life time) using the CAPS for DSM-IV-revised 1998
(59). The CAPS was administered by experienced raters who
demonstrated excellent inter-rater reliability (i.e., Kappa coefficients were between 0.80 and 0.90 for all interviewers). The
Structured Clinical Interview for DSM IV-TR (SCID) was also
administered to assess for comorbid Axis I disorders (60).

Questionnaires

A similar procedure to that described by Lanius et al. (65) and
Pitman et al. (66) was used to generate the trauma imagery
scripts. Briefly, in collaboration with each participant, script narratives from their six most traumatic life events were created and
ranked from most to least traumatic. Two different scripts were
formulated for each trauma memory (i.e., different wordings and
descriptions). The scripts were rich in imagery, narrative accounts
as well as descriptions of the emotional and physiological states
experienced during the traumatic event (e.g., sweaty hands,
tense muscles, etc.). The scripts were recorded by the same male
voice across all participants. The recordings were then edited so
that each single trauma script would last exactly 60 s. Then, six
audio recordings of 286 s were produced and played back to the
participants during the NF runs. Each NF recording contained
26 s of silence, 60 s of trauma script, then 70 s of silence, then 60 s
of a different trauma script (of similar traumatic intensity), and
again 70 s of silence.
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The collection of structural images was followed by the acquisition
of functional data at the same slice locations as the axial-oblique
T1-weighted data. All functional images were acquired using a
T2*-sensitive gradient-recalled single shot echo-planar pulse
sequence (TR = 2000 ms; TE = 30 ms; flip angle = 80°; matrix
size = 64 × 64; FoV = 200 mm2; 3.1 mm × 3.1 mm × 3.1 mm;
interleaved acquisition; bandwidth = 2604). The collection of
functional images began, during every scanning session, with a
short functional run from which a single volume was extracted
to be used as the functional reference volume. A longer, but
otherwise identical, functional data acquisition protocol (143
volumes, 286 s) was used also for all the other functional data
acquisitions, including (i) two resting-state runs collected during
every scanning session (i.e., two resting runs of 4 min and 46 s
each), (ii) the functional localizer run used to select the region of
interest (ROI) to be targeted during the NF sessions, and (iii) the
real-time NF runs.
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Procedure

Image Data Processing

Images were motion corrected using SPM (http://www.fil.ion.
ucl.ac.uk/spm/). Except where noted, all other analyses (i.e.,
real-time processing, t-maps for functional localizers, and seedconnectivity maps) were conducted using Yale BioImage Suite
software package (69). All t-maps were smoothed using a 6-mm
full-width at half maximum Gaussian kernel. All registrations
were visually inspected.

Timeline

All subjects underwent three separate NF scanning sessions in
which the target ROIs within the amygdala were functionally
defined. The functionally defined ROIs were based on functional
localizers (i.e., a trauma audio-script and frightening movie
scenes) during the first scanning session for each subject.

Prior to the NF intervention, subjects completed all questionnaires, the SCID and the CAPS were administered, and the
trauma scripts were created.
The CAPS clinical interview was conducted between one to
3 weeks prior to and after the NF training. Within 1 week before
and after the NF training, the baseline and post-intervention
resting-state scans were collected. On the day of these resting-state
scans, before entering the MRI scanner, participants completed
the PCL-M, the BDI-II, and the STAI. The NF sessions took place
every 2–4 days (so the sequence of three sessions lasted 7–9 days
depending on the participant). On each NF training day, before
entering the scanner, participants also completed the PCL-M,
BDI, and STAI.

Regions of Interest

Scanner Procedure

Real-Time fMRI Data Acquisition Protocol

During each scanning day, participants completed the PCL-M,
BDI-II, and STAI questionnaires before entering the scanner
(note that the BDI and STAI scores will be presented only in the
online Supplementary Materials document – in Figures S1 and S2
in Supplementary Material). Once in the scanner, the functional
image acquisition began with the resting-state runs. The light was
dimmed in the scanner room and subjects were required to rest
for about 10 min with their eyes open (~5 min per resting run).
On the first day, the resting-state runs were followed by the functional localizer runs (i.e., used to create the target ROI). During
functional localizer runs, participants watched movie clips with
frightening scenes or listened to a trauma audio-script for the
activation blocks and rested for the baseline periods. Participant
B also had two NF runs on this day (targeting the right amygdala
defined anatomically).
After the first scan, all participants completed three NF scanning days where they received NF from a functionally defined
region of the amygdala (bilaterally or unilaterally, depending
on where the 30 most active voxels were during the functional
localizer scan). Participants received detailed instructions before
entering the scanner for the first NF session and received another
brief reminder before the first NF run during each NF scanning
day. Briefly, participants were informed that the line on the screen
(Figure 1) represented the real-time activity (with about 4–6 s
delay) of their own amygdala, an area of the brain where activity
tends to increase when one is anxious. Participants were also
told that an arrow at the top of the screen would cue them as to
their current task throughout the run (Figure 1). A white arrow
pointing forward would indicate a rest period (no task), a red
arrow pointing up would indicate they should listen to the script
and allow their amygdala activity to increase, and a blue arrow
pointing down would cue them to try to decrease activity in their
amygdala (Figure 1). The feedback was provided in the form of
a line graph at the center of the screen. The line graph showing
them their brain activity pattern was color-coded to match the
arrows, so the line segments drawn during the rest block were
white, those drawn during the increase/provocation block
were red, and those drawn during the decrease block were blue
(Figure 1). It was emphasized to the patients that they should
bring the blue line down or at least stop it from increasing.

For a detailed description of functional ROI processing, see the
procedure described by Hampson et al. (67). Briefly, after the
first scanning session, the data from the functional localizer were
analyzed using the general linear model (GLM) to identify the 30
most active voxels within the amygdalae (with a cluster threshold
of four voxels) to anxiety provoking stimuli (sometimes a scary
movie was used and sometimes a personal trauma). The selection
of the 30 voxels was done with a customized MATLAB program
before the first NF session. At the start of each NF session, the ROI
was transformed from the functional space in which it was defined
(that is, the functional space of the first day when the functional
localizer was collected) into the anatomical space of that same day
via a rigid registration with nearest neighbor interpolation.
A control region, which included all the white matter, was
defined by transforming the white matter from the template MNI
brain into the patient’s same anatomical space used during the
target ROI registration. The white matter is chosen as a control
region during the NF to control for global drift and arousal levels.
The real-time analysis program used these two regions during the
NF sessions. To adjust for global signal fluctuations in the realtime data, we followed the approach introduced by deCharms
et al. (21) and plotted the percent signal change from the running
mean of the target region minus percent signal change from the
running mean of the control region.

Real-Time Pre-Processing

After the anatomical images were collected, the target ROI and
the white matter control region were translated into the functional space of the current scanning day via a concatenation of
two rigid registrations. First, the anatomical space of the first day
was mapped to the anatomical space of the current day. Then, the
anatomical space of the current day was mapped to the space of
the functional reference scan of the current day. Once the ROI
and the control region were registered into the functional space
of the current scanning session, the real-time NF could begin.

Real-Time fMRI System

The rt-fMRI system that provides visual feedback during the NF
scans is described extensively in two previous published studies
(27, 28, 67).
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data. Rather each subject was used as their own control for the
analysis. In particular, symptom changes were calculated for each
individual and compared to standardized threshold guidelines
for clinical and statistical significance.

Offline Analysis of Resting-State Functional
Connectivity Data

In addition to motion correction (see Image Data Processing), preprocessing involved regressing from the data time-course signals
of no interest, including (i) cerebrospinal fluid and white-matter
signals, (ii) subject motion parameters, and (iii) temporal drift,
as well as low-pass filtering (<0.1 Hz). Resting-state data were
analyzed using a seed-based FC approach. Specifically, a ROI-towhole-brain connectivity analysis was performed. The ROI was
created by transforming the bilateral amygdalae from the MNI
brain into the subject functional space. This anatomically defined
ROI was used rather than the functionally defined NF target
region as the latter varied across individuals. Seed-connectivity
maps were computed for the resting runs of each scanning session
for each participant. These maps indicate how synchronized each
voxel was with the amygdalae during the resting scans of that day.
Change maps in rsFC from the first scanning day to the last
were created by first transforming both maps into the highresolution anatomical space of the subject. Then, they were
subtracted (last day minus first day) to yield a seed-connectivity
change map. Finally, these seed-connectivity subtraction maps
were analyzed at a group level by transforming all participants’
maps to the common MNI space (via a non-linear registration)
and adding them. No formal statistics were performed due to the
small sample size and the exploratory nature of the study. Thus,
an arbitrary threshold was set. The threshold was set such that
5000 voxels survived (in the high-resolution anatomical space) to
allow examination of those regions showing the greatest change
in connectivity after the NF training. This approach was used
to identify peaks in the group map and was also used on the
individual subject maps to explore which subjects showed the
connectivity changes identified at the group level.

FIGURE 1 | Screen capture of the display a participant viewed taken
at the end of a neurofeedback run. The participant heard personalized
trauma scripts during the red/increase periods, and silence during the blue/
decrease and white/rest periods. Their task was to bring the line back down
in the blue blocks.

During each NF run, a 286-s audio file was played to patients
(see Trauma Scripts for description of these files) while they
viewed NF on the display screen. First, participants rested for 26 s
at the very beginning (this, as explained above, was indicated by
the white arrow). Then, as they listened to the first trauma audioscripts (60 s), they were cued to allow their amygdala activity
to increase (shown by the red arrow pointing upwards). When
the trauma audio-script stopped, the participants were cued to
decrease activity for 70 s (indicated by a blue arrow pointing
down, as shown in Figure 1). Then, a second 60-s trauma script
was played during which they could allow their amygdala to
increase, and this was followed by the last period of attempted
reduction of amygdala activity (70 s). Participants were allowed
and encouraged to use any strategy to help them decrease activity.
Participants completed five to six NF runs (of 286 s each) during each NF session (i.e., about 30 min in total). Trauma scripts
were ranked from least traumatic to most traumatic. Participants
began each NF session with runs in which they only heard the
less traumatic scripts. How quickly each participant progressed
to more traumatic scripts was determined by the patient. This
self-paced approach was designed to maximize the comfort and
sense of control experienced by the participant. However, all
participants were able to use, at least on the last two NF scanning
days, the most traumatic audio-scripts.
After completing all of the NF sessions, subjects returned for
one final scanning session in which only resting-state functional
data were collected, in order to allow comparison of resting-state
data before and after NF.

RESULTS
Demographics

Participants A, B, and C were adult males of 36, 46, and 30 years
of age. All had a similar and moderate exposure to combat (i.e.,
participants A, B, and C scored, respectively, 22, 24, and 23 on
the CES).
Participant’s medical records indicated that participants A,
B, and C had a formal diagnosis of PTSD, respectively, for 6, 2,
and 3 years when enrolled in this study. Prior to this study, all
participants underwent pharmacological and/or psychological
treatments. In particular, participant A received 13 weeks of
pharmacological treatment and several psychoeducation and
mental-health visits at the VA prior to this study. participant B
received 13 months of weekly individual psychotherapy prior to
the NF intervention at the VA hospital. Participant C received a
month-long in-patient care for PTSD followed by a full 12-week
course of cognitive processing therapy at the VA hospital. He also
received concomitant pharmacotherapy.

Data Analysis
Behavioral Data

Due to the small sample size, no formal statistical or group
analysis was performed on questionnaires and clinical interview
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PCL-M Scores

During the intervention, participants A and C were on a
stable pharmacological dose (for at least 3 months before the
intervention started), and participant C was attending individual
counseling and group peer-to-peer psychotherapy (initiated
more than 3 months before the intervention). At the time of the
study, participant B was not receiving any pharmacological nor
psychological treatment.

Post-traumatic stress disorder symptoms were also monitored
by the self-administered PCL-M questionnaire in each session.
A PCL-M score in 17–33 range is considered to represent low
symptomatology, a 33–44 range is considered moderate, and
44–85range is considered high (71). Empirical data suggest that
a 5–10 point change is statistically reliable (on an individual
basis), and that a 10–20 point change is clinically significant (71).
Participant A had a reliable drop in severity score (i.e., five points)
from 42 to 37 point, and both participants B and C had a clinically
meaningful drop of 16 (from 37 to 21) and 13 points (from 45
to 32), respectively. Interestingly, all participants had the largest
drop in severity of PCL-M scores after the first NF session (see
Figure 3).

Behavioral Findings
PTSD Symptoms
CAPS Scores

Participants A, B, and C had total lifetime PTSD scores of 74, 83,
and 88, respectively (i.e., severe-to-extreme symptom range) (70).
The past-month CAPS total scores before and after the intervention are shown in Figure 2. According to the CAPS diagnostic
categorization (70) before NF training participants A and B with
scores of 55 and 59, respectively, belonged in the moderate symptom range (40–59) and participant C, with a score of 81 was in the
extreme symptom range (80+).
According to Weathers et al. (70) diagnostic categorization
of PTSD symptoms, an asymptomatic clinical presentation is
defined as a total score of below 20 on the CAPS. A 10-point
decrease in the CAPS total score is considered a reliable marker
of clinically significant change (9). Participant B, with drop of
47 points and Participant C with a drop of 34 points had clinically significant improvements in PTSD symptoms (Figure 2).
Moreover, participant B achieved asymptomatic presentation
with a final CAPS score of 12. Participant A, with a drop of three
points did not achieve a clinically meaningful change on the
CAPS (Figure 2).

Neuroimaging Findings

Group-Level rsFC Changes post-NF

As shown in Figure 4, the group-level results from the restingstate seed-connectivity subtraction maps (i.e., last minus first
scan) show a pattern of increased rsFC between the amygdalae
and regulatory regions in the orbitofrontal cortex (OFC) and the
ventral anterior cingulate cortex (vACC). Moreover, a reduction in connectivity between the amygdala and several salience
network areas was observed, including the anterior insula, the
dorsal anterior cingulate cortex (dACC), and temporal areas surrounding (and including) the amygdalae (for more details, see
Table S1 in Supplementary Material).
Notably, the individual subtraction maps were qualitatively
similar to the group-level map. Furthermore, none of the grouplevel findings were contradicted at an individual level (e.g.,
increased instead of decreased connectivity post-intervention).

DISCUSSION
This pilot study represents, to the best of our knowledge, the first
investigation of the feasibility of rt-fMRI NF in PTSD patients.
The main hypotheses were largely supported by our findings.
First, all three participants tolerated the NF training well. Second,
all patients showed some degree of improvement on the CAPS
and PCL-M symptoms scores. Moreover, despite the chronicity
of their PTSD symptoms, two participants experienced large
(and clinically meaningful) symptom improvements. Third, the
changes in rsFC post-treatment were consistent with normalization of PTSD-specific brain patterns across all participants.

Symptom Improvements

Clinician-Administered PTSD Scale and PCL-M scores provide
different windows on symptom severity: the CAPS is a lengthy
assessment involving a clinician, while the PCL-M is a brief
self-report based measure. Importantly, recent evidence suggests
that the PCL may be a more sensitive measure of clinical change
than the CAPS in clinical trials (71). However, in this study, the
patterns of symptom changes measured are generally consistent for the two measures. Differences in the clinical measures
before and after the NF intervention suggest that large symptom
improvements occurred for participants B and C who achieved

FIGURE 2 | CAPS scores before and after the NF intervention.
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FIGURE 3 | PCL scores before, during, and after the NF training. NF-1 represents the PCL-M scores collected just before (but on the same day) as the first
NF. Pre-NF represents assessments collected 1 week before the first NF. Post-NF represents data collected 1 week after the last NF session. All NF sessions shown
for each subject were scheduled 3–4 days apart.

FIGURE 4 | Group-level average of subtraction seed-connectivity maps (ROI = bilateral amygdalae) showing the peaks in rsFC changes postneurofeedback (in common anatomical space – i.e., MNI brain). Red/Yellow indicates an increase in rsFC, while Blue/Purple indicates a decrease.

reliable improvement on the PCL-M, and only a small drop on
the CAPS score.
Interestingly, the PCL-M scores revealed that all participants
consistently had the largest symptom drop after the first full session of functionally defined NF (NF-1 in Figure 3), which was

substantial and clinically significant drops in CAPS severity
scores, which were mirrored by clinically meaningful changes on
the PCL-M. Moreover, post-intervention, with a final CAPS score
below 20 points, participant B achieved an asymptomatic presentation. On the other hand, participant A achieved a smaller, yet
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maintained during the following sessions and post-intervention.
This suggests that the symptom improvements observed post-NF
training are unlikely to be caused by random symptoms fluctuations over time. Although the largest symptom improvement
followed the first NF session, it is unclear whether subsequent
sessions may be important for consolidating that learning.
Furthermore, as patients were not followed after the final CAPS
assessment, it is unclear how long symptom improvements persisted. More research is needed to address these questions.

One of the difficulties intrinsic to NF training is to target the
relevant brain regions or networks (31). Thus, increasing our
understanding of the neurological underpinnings of PTSD and
the neurophysiological effects of NF training in PTSD can have
far-reaching implications for the refinement, and success of rtfMRI NF.

Limitations

Despite the encouraging results, this pilot study has several
shortcomings. The major limitation is the very small sample size.
The goals were to develop a NF protocol for PTSD patients and to
test its feasibility and preliminary promise for treating this highly
vulnerable psychiatric population. In line with the pilot nature
of the research, there were some irregularities. For example,
different approaches were used to define the target region. Also,
the number of NF sessions received varied across participants.
Moreover, the unblinded design does not allow us to control for
placebo or social desirability effects on symptoms ratings. The
next phase of research should aim to test the current NF protocol
in a standardized, randomized study with a larger sample size.
Furthermore, due to the lack of a control group, it is not possible to exclude that the improvements in PTSD symptomatology
are due to factors unconnected to the hypothesized mechanisms
of action of NF intervention. Other factors may have contributed
to the observed symptom reductions, such as (i) exposure to
trauma memories [a large body of evidence suggests that simple
exposure to trauma imagery can reduce PTSD symptoms (85,
86)], (ii) placebo effects, (iii) social desirability effects, or (iv)
random symptom fluctuations across time. However, prior to
this study, all three participants had been exposed to psychological treatments and/or mental-health visits, and all had chronic
PTSD symptoms. Thus, exposure to traumatic memories and
placebo effects are unlikely to explain the symptom improvements experienced by these patients. Furthermore, the temporal
pattern of symptom improvements (time-locked to first NF
session) (Figure 3) and the changes in rsFC observed (consistent with known neurobiology of PTSD) make the social desirability effect and random symptom fluctuations equally unlikely
explanations. In summary, due to the absence of a comparison
control group (and the small sample size), no inference can be
made about efficacy of the NF intervention for PTSD at this
stage. However, the results from this pilot study are promising
enough to motivate future investigations into the efficacy of this
intervention.
Another limitation is that the patients in this study were not
followed clinically after the intervention. Therefore, the persistence of their symptom improvements following NF is unknown.
Depending on the persistence of effects, follow-up NF sessions
may be needed to maintain improvements. This is an important
research direction for future rt-fMRI NF studies.
Finally, this study targeted a very specific subgroup of PTSD
patients (i.e., male war veterans with chronic and treatmentresistant PTSD). Thus, it may not be possible to generalize the
current findings to other subgroups of PTSD patients [e.g.,
treatment-naïve individuals, patients with comorbid substance
abuse and mood disorders (both very common co-occurring
conditions in PTSD), patients with a complex history of trauma,

Changes in rsFC

Although the changes in rsFC in this study have not been corrected
for multiple comparisons and, thus, should not be considered
confirmatory, they are worth examining in a qualitative manner
as they can inform future hypotheses. The similar patterns of
changes in rsFC across participants suggest that the NF may have
worked via consistent neurophysiological mechanisms. These
changes included (1) increased rsFC between amygdalae and
orbitofrontal/ventral anterior cingulate regions (OFC/vACC)
and (2) decreased functional connectivity between amygdalae
and other parts of the salience network.
Increased rsFC between amygdalae and OFC/vACC is consistent with the traditional neurocircuitry model of PTSD and with
current understanding of PTSD pathophysiology (42, 43, 72). In
particular, the disruption in the connectivity between regulatory
frontal areas (including medial OFC and also the vACC) and the
amygdalae is believed to underlie various PTSD symptomatology,
such as hyperarousal and alterations in fear extinction processes
(43, 72–74). Thus, the preliminary findings from this study suggest that this NF protocol may help to normalize fronto-limbic
alterations in PTSD. Interestingly, this finding resonates with
neuroimaging studies of other clinical interventions, suggesting
that both behavioral and pharmacological interventions also
facilitate the normalization of fronto-limbic circuitry in PTSD
(75–80).
Decreased connectivity within the salience network is
also highly consistent with neurobiological models of PTSD.
Abnormally high levels of activity in salience network areas,
such as the amygdalae, anterior insulae (AI), and dorsal ACC
(dACC) have been linked with severity of PTSD symptoms, with
treatment-resistance and also with increased familial vulnerability (42, 43, 81–84). As further evidence of the causal role of the
salience network areas in the pathophysiology of PTSD, recent
data suggest that positive responses to clinical interventions
in PTSD are associated with reduced activity in regions of the
salience network (especially the amygdala and dACC) (80). Also
the rsFC literature has shown a consistent pattern of abnormally
high connectivity within the salience network in PTSD (51, 54,
55). In line with the literature, the rsFC findings from this study
revealed (both at an individual and group level) a decrease in
rsFC between the amygdalae and other salience network hubs
after the NF training. In particular, reduction in the amygdalae’s
rsFC were found with (i) the amygdala itself, (ii) with limbic
regions bordering the amygdalae, including orbital cortex (BA
47) and the temporal pole areas (BA 38), (iii) with the brain tissues between (and including) the amygdalae and the AI, and also
(iv) with the dACC.
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such as sexual abuse and childhood trauma, etc.]. Nevertheless,
war veterans are among the group of PTSD patients who are the
least responsive to treatment and show the highest drop-out rates
(4). Thus, it is likely that the current rt-fMRI NF protocol may be
equally (or even more) feasible and potentially effective among
other subgroups of adult PTSD patients.
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approval of the version to be submitted and any revised version.
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Conclusion and Final Comments
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regions involved in the pathophysiology of PTSD. Thus, rt-fMRI
NF has the potential to facilitate the translation of neuroscientific
knowledge of PTSD into clinical practice. Indeed, the preliminary
evidence from this study is encouraging as it suggests that rt-fMRI
NF (particularly in a trauma exposure context) on chronic PTSD
patients is a feasible and promising new intervention. Further
investigation is needed to determine efficacy.

FUNDING
This study was funded by the U.S. Department of Veterans
Affairs National Center for Posttraumatic Stress Disorder,
Clinical Neurosciences Division. Support for the broader
research program was also provided by NIMH (R01MH095789;
R01MH100068) and the Yale Center for Clinical Investigation.

AUTHOR CONTRIBUTIONS

SUPPLEMENTARY MATERIAL

All authors (1) made substantial contributions to conception and
design, and/or acquisition of data, and/or analysis, and interpretation of data; (2) participated in drafting the article or revising

The Supplementary Material for this article can be found online
at http://journal.frontiersin.org/article/10.3389/fpsyt.2016.00111

REFERENCES

11. Youssef NA, Marx CE, Bradford DW, Zinn S, Hertzberg MA, Kilts JD, et al.
An open-label pilot study of aripiprazole for male and female veterans
with chronic post-traumatic stress disorder who respond suboptimally to
antidepressants. Int Clin Psychopharmacol (2012) 27(4):191–6. doi:10.1097/
YIC.0b013e328352ef4e
12. Insel TR. Translating scientific opportunity into public health impact. Arch
Gen Psychiatry (2009) 66(2):128. doi:10.1001/archgenpsychiatry.2008.540
13. Lanius RA, Frewen PA, Tursich M, Jetly R, McKinnon MC. Restoring largescale brain networks in PTSD and related disorders: a proposal for neuroscientifically-informed treatment interventions. Eur J Psychotraumatol (2015)
6:27313. doi:10.3402/ejpt.v6.27313
14. Kluetsch RC, Ros T, Théberge J, Frewen PA, Calhoun VD, Schmahl C, et al.
Plastic modulation of PTSD resting-state networks and subjective wellbeing by
EEG neurofeedback. Acta Psychiatr Scand (2013) 130(2):123–36. doi:10.1111/
acps.12229
15. Peniston E, Kulkosky P. Alpha-theta brainwave neurofeedback for Vietnam
veterans with combat-related post-traumatic stress disorder. Med Psychother
(1991) 4(1):47–60.
16. Peniston EG, Marrinan DA, Deming WA, Kulkosky PJ. EEG alpha-theta
brainwave synchronization in Vietnam theater veterans with combat-related
post-traumatic stress disorder and alcohol abuse. Adv Med Psychother (1993)
6:37–50.
17. Weiskopf N, Veit R, Erb M, Mathiak K, Grodd W, Goebel R, et al. Physiological
self-regulation of regional brain activity using real-time functional magnetic
resonance imaging (fMRI): methodology and exemplary data. Neuroimage
(2003) 19(3):577–86. doi:10.1016/S1053-8119(03)00145-9
18. Yoo S-S, Jolesz FA. Functional MRI for neurofeedback: feasibility
studyon a hand motor task. Neuroreport (2002) 13(11):1377–81.
doi:10.1097/00001756-200208070-00005
19. Caria A, Veit R, Sitaram R, Lotze M, Weiskopf N, Grodd W, et al. Regulation
of anterior insular cortex activity using real-time fMRI. Neuroimage (2007)
35(3):1238–46. doi:10.1016/j.neuroimage.2007.01.018
20. DeCharms RC, Christoff K, Glover GH, Pauly JM, Whitfield S, Gabrieli JDE.
Learned regulation of spatially localized brain activation using real-time fMRI.
Neuroimage (2004) 21(1):436–43. doi:10.1016/j.neuroimage.2003.08.041
21. deCharms RC, Maeda F, Glover GH, Ludlow D, Pauly JM, Soneji D, et al.
Control over brain activation and pain learned by using real-time functional
MRI. Proc Natl Acad Sci U S A (2005) 102(51):18626–31. doi:10.1073/
pnas.0505210102

1. Kessler RC, Petukhova M, Sampson NA, Zaslavsky AM, Wittchen H-U.
Twelve-month and lifetime prevalence and lifetime morbid risk of anxiety
and mood disorders in the United States. Int J Methods Psychiatr Res (2012)
21(3):169–84. doi:10.1002/mpr.1359
2. Kilpatrick DG, Resnick HS, Milanak ME, Miller MW, Keyes KM, Friedman MJ.
National estimates of exposure to traumatic events and PTSD prevalence
using DSM-IV and DSM-5 criteria. J Trauma Stress (2013) 26(5):537–47.
doi:10.1002/jts.21848
3. Bradley R, Greene J, Russ E, Dutra L, Westen D. A multidimensional
meta-analysis of psychotherapy for PTSD. Am J Psychiatry (2005) 162(2):214–
27. doi:10.1176/appi.ajp.162.2.214
4. Brinker M, Westermeyer J, Thuras P, Canive J. Severity of combat-related
posttraumatic stress disorder versus noncombat-related posttraumatic
stress disorder: a community-based study in American Indian and
Hispanic veterans. J Nerv Ment Dis (2007) 195:655–61. doi:10.1097/
NMD.0b013e31811f4076
5. Pitman RK, Rasmusson AM, Koenen KC, Shin LM, Orr SP, Gilbertson MW,
et al. Biological studies of post-traumatic stress disorder. Nat Rev Neurosci
(2012) 13(11):769–87. doi:10.1038/nrn3339
6. Ehlers A, Clark DM. A cognitive model of posttraumatic stress disorder. Behav
Res Ther (2000) 38(4):319–45. doi:10.1016/S0005-7967(99)00123-0
7. Berger W, Mendlowicz MV, Marques-Portella C, Kinrys G, Fontenelle LF,
Marmar CR, et al. Pharmacologic alternatives to antidepressants in posttraumatic stress disorder: a systematic review. Prog Neuropsychopharmacol Biol
Psychiatry (2009) 33(2):169–80. doi:10.1016/j.pnpbp.2008.12.004
8. Friedman MJ, Marmar CR, Baker DG, Sikes CR, Farfel GM. Randomized,
double-blind comparison of sertraline and placebo for posttraumatic stress
disorder in a department of veterans affairs setting. J Clin Psychiatry (2007)
68(05):711–20. doi:10.4088/JCP.v68n0508
9. Krystal JH, Rosenheck RA, Cramer JA, Vessicchio JC, Jones KM, Vertrees JE,
et al. Adjunctive risperidone treatment for antidepressant-resistant symptoms
of chronic military service-related PTSD: a randomized trial. JAMA (2011)
306(5):493–502. doi:10.1001/jama.2011.1080
10. van der Kolk B, Greenberg M, Boyd H, Krystal J. Inescapable shock,
neurotransmitters, and addiction to trauma: toward a psychobiology of post traumatic stress. Biol Psychiatry (1985) 20(3):314–25.
doi:10.1016/0006-3223(85)90061-7

Frontiers in Psychiatry | www.frontiersin.org

9

June 2016 | Volume 7 | Article 111

Gerin et al.

Real-Time fMRI Neurofeedback with PTSD

22. Johnston SJ, Boehm SG, Healy D, Goebel R, Linden DEJ. Neurofeedback:
a promising tool for the self-regulation of emotion networks. Neuroimage
(2010) 49(1):1066–72. doi:10.1016/j.neuroimage.2009.07.056
23. Zotev V, Krueger F, Phillips R, Alvarez RP, Simmons WK, Bellgowan P, et al.
Self-regulation of amygdala activation using real-time FMRI neurofeedback.
PLoS One (2011) 6(9):e24522. doi:10.1371/journal.pone.0024522
24. Caria A, Sitaram R, Veit R, Begliomini C, Birbaumer N. Volitional control
of anterior insula activity modulates the response to aversive stimuli. A realtime functional magnetic resonance imaging study. Biol Psychiatry (2010)
68(5):425–32. doi:10.1016/j.biopsych.2010.04.020
25. Hampson M, Scheinost D, Qiu M, Bhawnani J, Lacadie CM, Leckman JF, et al.
Biofeedback of real-time functional magnetic resonance imaging data from
the supplementary motor area reduces functional connectivity to subcortical
regions. Brain Connect (2011) 1(1):91–8. doi:10.1089/brain.2011.0002
26. Rota G, Sitaram R, Veit R, Erb M, Weiskopf N, Dogil G, et al. Self-regulation
of regional cortical activity using real-time fMRI: the right inferior frontal
gyrus and linguistic processing. Hum Brain Mapp (2009) 30(5):1605–14.
doi:10.1002/hbm.20621
27. Scheinost D, Hampson M, Qiu M, Bhawnani J, Constable RT, Papademetris X.
A graphics processing unit accelerated motion correction algorithm and
modular system for real-time fMRI. Neuroinformatics (2013) 11(3):291–300.
doi:10.1007/s12021-013-9176-3
28. Scheinost D, Stoica T, Saksa J, Papademetris X, Constable RT, Pittenger C, et al.
Orbitofrontal cortex neurofeedback produces lasting changes in contamination anxiety and resting-state connectivity. Transl Psychiatry (2013) 3:e250.
doi:10.1038/tp.2013.24
29. Shibata K, Watanabe T, Sasaki Y, Kawato M. Perceptual learning incepted by
decoded fMRI neurofeedback without stimulus presentation. Science (2011)
334(6061):1413–5. doi:10.1126/science.1212003
30. Zhang G, Yao L, Zhang H, Long Z, Zhao X. Improved working memory performance through self-regulation of dorsal lateral prefrontal cortex activation
using real-time fMRI. PLoS One (2013) 8(8):e73735. doi:10.1371/journal.
pone.0073735
31. Kim S, Birbaumer N. Real-time functional MRI neurofeedback: a tool
for psychiatry. Curr Opin Psychiatry (2014) 27(5):332–6. doi:10.1097/
YCO.0000000000000087
32. Stoeckel LE, Garrison KA, Ghosh S, Wighton P, Hanlon CA, Gilman JM, et al.
Optimizing real time fMRI neurofeedback for therapeutic discovery and development. Neuroimage Clin (2014) 5:245–55. doi:10.1016/j.nicl.2014.07.002
33. Haller S, Birbaumer N, Veit R. Real-time fMRI feedback training may
improve chronic tinnitus. Eur Radiol (2010) 20:696–703. doi:10.1007/
s00330-009-1595-z
34. Hanlon CA, Hartwell KJ, Canterberry M, Li X, Owens M, Lematty T, et al.
Reduction of cue-induced craving through realtime neurofeedback in nicotine users: the role of region of interest selection and multiple visits. Psychiatry
Res (2013) 213(1):79–81. doi:10.1016/j.pscychresns.2013.03.003
35. Lee S, Ruiz S, Caria A, Veit R, Birbaumer N, Sitaram R. Detection of cerebral reorganization induced by real-time fMRI feedback training of insula
activation: a multivariate investigation. Neurorehabil Neural Repair (2011)
25(3):259–67. doi:10.1177/1545968310385128
36. Li X, Hartwell KJ, Borckardt J, Prisciandaro JJ, Saladin ME, Morgan PS, et al.
Volitional reduction of anterior cingulate cortex activity produces decreased
cue craving in smoking cessation: a preliminary real-time fMRI study. Addict
Biol (2013) 18(4):739–48. doi:10.1111/j.1369-1600.2012.00449.x
37. Linden DEJ, Habes I, Johnston SJ, Linden S, Tatineni R, Subramanian L, et al.
Real-time self-regulation of emotion networks in patients with depression.
PLoS One (2012) 7(6):e38115. doi:10.1371/journal.pone.0038115
38. Ruiz S, Lee S, Soekadar SR, Caria A, Veit R, Kircher T, et al. Acquired
self-control of insula cortex modulates emotion recognition and brain network connectivity in schizophrenia. Hum Brain Mapp (2011) 34(1):200–12.
doi:10.1002/hbm.21427
39. Sitaram R, Veit R, Stevens B, Caria A, Gerloff C, Birbaumer N, et al. Acquired
control of ventral premotor cortex activity by feedback training: an exploratory real-time fMRI and TMS study. Neurorehabil Neural Repair (2012)
26(3):256–65. doi:10.1177/1545968311418345
40. Subramanian L, Hindle JV, Johnston S, Roberts MV, Husain M, Goebel R,
et al. Real-time functional magnetic resonance imaging neurofeedback

Frontiers in Psychiatry | www.frontiersin.org

41.

42.

43.

44.
45.

46.
47.
48.
49.

50.

51.

52.
53.

54.
55.

56.

57.

58.

10

for treatment of Parkinson’s disease. J Neurosci (2011) 31(45):16309–17.
doi:10.1523/JNEUROSCI.3498-11.2011
Young KD, Zotev V, Phillips R, Misaki M, Yuan H, Drevets WC, et al. Realtime FMRI neurofeedback training of amygdala activity in patients with
major depressive disorder. PLoS One (2014) 9(2):e88785. doi:10.1371/journal.
pone.0088785
Etkin A, Wager TD. Functional neuroimaging of anxiety: a meta-analysis
of emotional processing in PTSD, social anxiety disorder, and specific
phobia. Am J Psychiatry (2007) 164(10):1476–88. doi:10.1176/appi.
ajp.2007.07030504
Patel R, Spreng RN, Shin LM, Girard TA. Neurocircuitry models of posttraumatic stress disorder and beyond: a meta-analysis of functional neuroimaging studies. Neurosci Biobehav Rev (2012) 36(9):2130–42. doi:10.1016/j.
neubiorev.2012.06.003
Phan KL, Wager T, Taylor SF, Liberzon I. Functional neuroanatomy of
emotion: a meta-analysis of emotion activation studies in PET and fMRI.
Neuroimage (2002) 16(2):331–48. doi:10.1006/nimg.2002.1087
Sergerie K, Chochol C, Armony JL. The role of the amygdala in emotional
processing: a quantitative meta-analysis of functional neuroimaging
studies. Neurosci Biobehav Rev (2008) 32(4):811–30. doi:10.1016/j.
neubiorev.2007.12.002
Brammer M. The role of neuroimaging in diagnosis and personalized medicine – current position and likely future directions. Dialogues Clin Neurosci
(2009) 11(4):389–96.
MacQueen G. Will there be a role for neuroimaging in clinical psychiatry?
J Psychiatry Neurosci (2010) 35(5):291–3. doi:10.1503/jpn.100129
Lanius RA, Bluhm R, Lanius U, Pain C. A review of neuroimaging studies
in PTSD: heterogeneity of response to symptom provocation. J Psychiatr Res
(2006) 40:709–29. doi:10.1016/j.jpsychires.2005.07.007
Shin LM, Orr SP, Carson MA, Rauch SL, Macklin ML, Lasko NB, et al.
Regional cerebral blood flow in the amygdala and medial prefrontal cortex
during traumatic imagery in male and female Vietnam veterans with PTSD.
Arch Gen Psychiatry (2004) 61(2):168–76. doi:10.1001/archpsyc.61.2.168
Karch S, Keeser D, Hümmer S, Paolini M, Kirsch V, Karali T, et al. Modulation
of craving related brain responses using real-time fMRI in patients with
alcohol use disorder. PLoS One (2015) 10(7):e0133034. doi:10.1371/journal.
pone.0133034
Brown VM, LaBar KS, Haswell CC, Gold AL, McCarthy G, Morey RA. Altered
resting-state functional connectivity of basolateral and centromedial amygdala complexes in posttraumatic stress disorder. Neuropsychopharmacology
(2014) 39(2):351–9. doi:10.1038/npp.2013.197
Chen AC, Etkin A. Hippocampal network connectivity and activation differentiates post-traumatic stress disorder from generalized anxiety disorder.
Neuropsychopharmacology (2013) 38(10):1889–98. doi:10.1038/npp.2013.122
Liu F, Xie B, Wang Y, Guo W, Fouche J-P, Long Z, et al. Characterization of
post-traumatic stress disorder using resting-state fMRI with a multi-level
parametric classification approach. Brain Topogr (2015) 28(2):221–237.
doi:10.1007/s10548-014-0386-2
Rabinak CA, Angstadt M, Welsh RC, Kenndy AE, Lyubkin M, Martis B, et al.
Altered amygdala resting-state functional connectivity in post-traumatic
stress disorder. Front Psychiatry (2011) 2:62. doi:10.3389/fpsyt.2011.00062
Sripada RK, King AP, Garfinkel SN, Wang X, Sripada CS, Welsh RC, et al.
Altered resting-state amygdala functional connectivity in men with posttraumatic stress disorder. J Psychiatry Neurosci (2012) 37(4):241–9. doi:10.1503/
jpn.110069
Yin Y, Li L, Jin C, Hu X, Duan L, Eyler LT, et al. Abnormal baseline brain
activity in posttraumatic stress disorder: a resting-state functional magnetic
resonance imaging study. Neurosci Lett (2011) 498(3):185–9. doi:10.1016/j.
neulet.2011.02.069
Zhou Y, Wang Z, Qin L, Wan J, Sun Y, Su S, et al. Early altered resting-state
functional connectivity predicts the severity of post-traumatic stress disorder
symptoms in acutely traumatized subjects. PLoS One (2012) 7(10):e46833.
doi:10.1371/journal.pone.0046833
Thomaes K, Dorrepaal E, Draijer NPJ, de Ruiter MB, Elzinga BM, van Balkom
AJ, et al. Increased activation of the left hippocampus region in complex PTSD
during encoding and recognition of emotional words: a pilot study. Psychiatry
Res (2009) 171(1):44–53. doi:10.1016/j.pscychresns.2008.03.003

June 2016 | Volume 7 | Article 111

Gerin et al.

Real-Time fMRI Neurofeedback with PTSD

59. Blake DD, Weathers FW, Nagy LM, Kaloupek DG, Gusman FD, Charney DS,
et al. The development of a clinician-administered PTSD scale. J Trauma Stress
(1995) 8(1):75–90. doi:10.1002/jts.2490080106
60. First MB, Spitzer RL, Gibbon M, Williams JBW. Structured Clinical Interview
for DSM-IV-TR Axis I Disorders, Patient Edition. SCID – I/P. Washington, DC:
American Psychiatric Press (2010).
61. Keane TM, Fairbank JA, Caddell JM, Zimering RT, Taylor KL, Mora CA.
Clinical evaluation of a measure to assess combat exposure. Psychol Assess
(1989) 1(1):53–55. doi:10.1037/1040-3590.1.1.53
62. Beck AT, Steer RA, Brown GK. Manual for the Beck Depression Inventory-II.
San Antonio, TX: Psychological Corporation (1996).
63. Wilkins KC, Lang AJ, Norman SB. Synthesis of the psychometric properties
of the PTSD checklist (PCL) military, civilian, and specific versions. Depress
Anxiety (2011) 28(7):596–606. doi:10.1002/da.20837
64. Tilton SR. Review of the state-trait anxiety inventory (STAI). J Pers (2008)
48(2):2883–94.
65. Lanius RA, Williamson PC, Densmore M, Boksman K, Gupta MA,
Neufeld RW, et al. Neural correlates of traumatic memories in posttraumatic
stress disorder: a functional MRI investigation. Am J Psychiatry (2001)
158(11):1920–2. doi:10.1176/appi.ajp.158.11.1920
66. Pitman RK, Orr SP, Forgue DF, de Jong JB, Claiborn JM. Psychophysiologic
assessment of posttraumatic stress disorder imagery in Vietnam combat veterans. Arch Gen Psychiatry (1987) 44(11):970–5. doi:10.1001/
archpsyc.1987.01800230050009
67. Hampson M, Stoica T, Saksa J, Scheinost D, Qiu M, Bhawnani J, et al. Realtime fMRI biofeedback targeting the orbitofrontal cortex for contamination
anxiety. J Vis Exp (2012) 59:e3535. doi:10.3791/3535
68. Holmes C, Hoge R, Collins L, Woods R, Toga AW, Evans AC. Enhancement
of MR images using registration for signal averaging. J Comput Assist Tomogr
(1998) 22(2):324–33. doi:10.1097/00004728-199803000-00032
69. Papademetris X, Jackowski MP, Rajeevan N, Distasio M, Okuda H,
Constable RT, et al. BioImage suite: an integrated medical image analysis suite:
an update. Image Process (2006) 2006:209.
70. Weathers FW, Keane TM, Davidson JR. Clinician-administered PTSD scale: a
review of the first ten years of research. Depress Anxiety (2001) 13(3):132–56.
doi:10.1002/da.1029
71. Monson CM, Gradus JL, Young-Xu Y, Schnurr PP, Price JL, Schumm JA.
Change in posttraumatic stress disorder symptoms: do clinicians and patients
agree? Psychol Assess (2008) 20(2):131–8. doi:10.1037/1040-3590.20.2.131
72. Rauch SL, Shin LM, Phelps EA. Neurocircuitry models of posttraumatic
stress disorder and extinction: human neuroimaging research – past,
present, and future. Biol Psychiatry (2006) 60(4):376–82. doi:10.1016/j.
biopsych.2006.06.004
73. Jin C, Qi R, Yin Y, Hu X, Duan L, Xu Q, et al. Abnormalities in whole-brain
functional connectivity observed in treatment-naive post-traumatic stress disorder patients following an earthquake. Psychol Med (2014) 44(09):1927–36.
doi:10.1017/S003329171300250X
74. Yan X, Lazar M, Shalev AY, Neylan TC, Wolkowitz OM, Brown AD, et al.
Precuneal and amygdala spontaneous activity and functional connectivity in war-zone-related PTSD. Psychiatry Res (2014). doi:10.1016/j.
pscychresns.2014.12.001
75. Fani N, Ashraf A, Afzal N, Jawed F, Kitayama N, Reed L, et al. Increased
neural response to trauma scripts in posttraumatic stress disorder following
paroxetine treatment: a pilot study. Neurosci Lett (2011) 491(3):196–201.
doi:10.1016/j.neulet.2011.01.037

Frontiers in Psychiatry | www.frontiersin.org

76. Oh D-H, Choi J. Changes in the regional cerebral perfusion after eye movement desensitization and reprocessing: a SPECT study of two cases. J EMDR
Pract Res (2007) 1(1):24–30. doi:10.1891/1933-3196.1.1.24
77. Peres JFP, Newberg AB, Mercante JP, Simão M, Albuquerque VE, Peres MJP,
et al. Cerebral blood flow changes during retrieval of traumatic memories
before and after psychotherapy: a SPECT study. Psychol Med (2007)
37(10):1481–91. doi:10.1017/S003329170700997X
78. Peres JFP, Foerster B, Santana LG, Fereira MD, Nasello AG, Savoia M,
et al. Police officers under attack: resilience implications of an fMRI study.
J Psychiatr Res (2011) 45(6):727–34. doi:10.1016/j.jpsychires.2010.11.004
79. Thomaes K, Dorrepaal E, Draijer N, de Ruiter MB, Elzinga BM, van Balkom AJ,
et al. Treatment effects on insular and anterior cingulate cortex activation
during classic and emotional Stroop interference in child abuse-related
complex post-traumatic stress disorder. Psychol Med (2012) 42(11):2337–49.
doi:10.1017/S0033291712000499
80. Thomaes K, Dorrepaal E, Draijer N, Jansma EP, Veltman DJ, van
Balkom AJ. Can pharmacological and psychological treatment change brain
structure and function in PTSD? A systematic review. J Psychiatr Res (2014)
50:1–15. doi:10.1016/j.jpsychires.2013.11.002
81. Bryant RA, Felmingham K, Kemp A, Das P, Hughes G, Peduto A, et al.
Amygdala and ventral anterior cingulate activation predicts treatment
response to cognitive behaviour therapy for post-traumatic stress disorder.
Psychol Med (2008) 38(4):555–61. doi:10.1017/S0033291707002231
82. Bryant RA, Kemp AH, Felmingham KL, Liddell B, Olivieri G, Peduto A, et al.
Enhanced amygdala and medial prefrontal activation during nonconscious
processing of fear in posttraumatic stress disorder: an fMRI study. Hum Brain
Mapp (2008) 29:517–23. doi:10.1002/hbm.20415
83. Shin LM, Lasko NB, Macklin ML, Karpf RD, Milad MR, Orr SP, et al. Resting
metabolic activity in the cingulate cortex and vulnerability to posttraumatic
stress disorder. Arch Gen Psychiatry (2009) 66(10):1099–107. doi:10.1001/
archgenpsychiatry.2009.138
84. Shin LM, Bush G, Milad MR, Lasko NB, Brohawn KH, Hughes KC,
et al. Exaggerated activation of dorsal anterior cingulate cortex during
cognitive interference: a monozygotic twin study of posttraumatic
stress disorder. Am J Psychiatry (2011) 168(9):979–85. doi:10.1176/appi.
ajp.2011.09121812
85. Foa EB, Rothbaum BO, Riggs DS, Murdock TB. Treatment of posttraumatic
stress disorder in rape victims: a comparison between c ognitive-behavioral
procedures and counseling. J Consult Clin Psychol (1991) 59:715–723.
doi:10.1037/0022-006X.59.5.715
86. van Minnen A, Arntz A, Keijsers GP. Prolonged exposure in patients with
chronic PTSD: predictors of treatment outcome and dropout. Behav Res Ther
(2002) 40(4):439–57. doi:10.1016/S0005-7967(01)00024-9
Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be
construed as a potential conflict of interest.
Copyright © 2016 Gerin, Fichtenholtz, Roy, Walsh, Krystal, Southwick and Hampson.
This is an open-access article distributed under the terms of the Creative Commons
Attribution License (CC BY). The use, distribution or reproduction in other forums
is permitted, provided the original author(s) or licensor are credited and that the
original publication in this journal is cited, in accordance with accepted academic
practice. No use, distribution or reproduction is permitted which does not comply
with these terms.

11

June 2016 | Volume 7 | Article 111

