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Background. Individuals with major depressive disorder (MDD) are characterized by maladaptive responses to both
positive and negative outcomes, which have been linked to localized abnormal activations in cortical and striatal
brain regions. However, the exact neural circuitry implicated in such abnormalities remains largely unexplored.

Method. In this study 26 unmedicated adults with MDD and 29 matched healthy controls (HCs) completed a monetary
incentive delay task during functional magnetic resonance imaging (fMRI). Psychophysiological interaction (PPI) analy-
ses probed group differences in connectivity separately in response to positive and negative outcomes (i.e. monetary
gains and penalties).

Results. Relative to HCs, MDD subjects displayed decreased connectivity between the caudate and dorsal anterior
cingulate cortex (dACC) in response to monetary gains, yet increased connectivity between the caudate and a different,
more rostral, dACC subregion in response to monetary penalties. Moreover, exploratory analyses of 14 MDD patients
who completed a 12-week, double-blind, placebo-controlled clinical trial after the baseline fMRI scans indicated that
a more normative pattern of cortico-striatal connectivity pre-treatment was associated with greater improvement in
symptoms 12 weeks later.

Conclusions. These results identify the caudate as a region with dissociable incentive-dependent dACC connectivity
abnormalities in MDD, and provide initial evidence that cortico-striatal circuitry may play a role in MDD treatment
response. Given the role of cortico-striatal circuitry in encoding action–outcome contingencies, such dysregulated
connectivity may relate to the prominent disruptions in goal-directed behavior that characterize MDD.
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Introduction

Major depressive disorder (MDD) is a highly prevalent
psychiatric condition characterized by a range of ab-
normal behaviors, including dysregulated responses
to both positive and negative outcomes. Functional
magnetic resonance imaging (fMRI) studies have de-
scribed reduced responsivity in localized brain regions
including the ventral [nucleus accumbens (Nacc)] and
dorsal (caudate) striatum in response to a variety of
positive stimuli in individuals with MDD (Lawrence

et al. 2004; Forbes et al. 2006, 2009; Schaefer et al.
2006; Kumar et al. 2008; Smoski et al. 2009). Blunted
reward-related striatal responsiveness in MDD has
been associated with decreased positive affect (Forbes
et al. 2009), in line with the well-established role of
the striatum in reward processing (Haber & Knutson,
2010). Depression, however, is a highly complex con-
struct and thus is likely to involve circuit-level altera-
tions rather than isolated dysfunction in discrete
brain regions (Mayberg, 1997). Indeed, using func-
tional connectivity analyses, Heller et al. (2009) found
that the inability to sustain positive affect in MDD
was associated with reduced frontostriatal connectivity
in addition to blunted striatal activation. Despite these
promising results, the neural circuitry underlying
abnormal responses to positive outcomes in MDD

* Address for correspondence: D. A. Pizzagalli, Ph.D., Center for
Depression, Anxiety and Stress Research, Room 233C, McLean
Hospital, 115 Mill Street, Belmont, MA 02478, USA.

(Email: dap@mclean.harvard.edu)

Psychological Medicine (2015), 45, 121–131. © Cambridge University Press 2014
doi:10.1017/S0033291714001123

ORIGINAL ARTICLE



remains largely unexplored. The first aim of the cur-
rent study was to fill this gap by investigating whether
MDD is characterized by abnormal striatal connec-
tivity in response to monetary gains.

Of note, neuroimaging studies in healthy popula-
tions have also demonstrated striatal involvement in
response to aversive stimuli. For example, the ventral
striatum (i.e. the Nacc) was shown to respond to ther-
mal pain (Becerra et al. 2001; Baliki et al. 2013) whereas
the dorsal striatum (i.e. the caudate) responded to elec-
tric shock and monetary losses (Tricomi et al. 2004;
Seymour et al. 2007; Delgado et al. 2008; Mattfeld
et al. 2011; Niznikiewicz & Delgado, 2011). Indeed,
among healthy controls (HCs), both monetary gains
and penalties were found to elicit increased bilateral
caudate activations (Pizzagalli et al. 2009). Moreover,
relative to HCs, MDD patients showed significantly
lower caudate activation to both gains and penalties
(Pizzagalli et al. 2009), suggesting that blunted caudate
responsivity in MDD might extend to a broad range
of affective stimuli. Thus, our second aim was to test
whether putative striatal connectivity disruptions in
MDD are valence dependent. This was achieved by
implementing psychophysiological interaction (PPI)
analysis, enabling the identification of brain regions
whose direct connectivity changes in a given psycho-
logical context (Friston et al. 1997; O’Reilly et al.
2012). To this end, whole-brain PPI analyses were con-
ducted separately for gain and penalty outcomes using
the caudate as a seed. Following the fMRI scan, de-
pressed individuals were enrolled in a 12-week, random-
ized, double-blind, placebo-controlled clinical trial
comparing escitalopram and S-adenosyl-L-methionine
(SAMe), a dietary supplement with antidepressant
properties (Papakostas et al. 2010; Mischoulon et al.
2013). As an exploratory third aim we investigated
whether pre-treatment PPI connectivity values pre-
dicted symptom change 12 weeks later.

Method

Participants

Recruitment procedures and sample characteristics
have been described previously in detail (Pizzagalli
et al. 2009). In brief, depressed participants (n=30;
15 males) had a diagnosis of MDD according to
the SCID (First et al. 2002), and a score 516 on
the 21-item Hamilton Depression Rating Scale
(HAMD-21; Hamilton, 1967). Exclusion criteria in-
cluded: any psychotropic medication in the past
2 weeks (6 weeks for fluoxetine; 6 months for dopamin-
ergic drugs or neuroleptics); a current or past history
of MDD with psychotic features; and presence of
other Axis I diagnoses (including lifetime substance

dependence and any substance use disorder in the
past year), with the exception of anxiety disorders.
Specifically, 11 depressed participants had a current
anxiety disorder (37% of the sample) and three had
subthreshold anxiety symptoms (10% of the sample).
Comparison subjects (n=31; 18 males) were recruited
from the community. They reported no medical or
neurological illness, no current or past psychopath-
ology (according to the SCID), and no use of psycho-
tropic medications. As summarized in the online
Supplementary Table S1, MDD and comparison
groups were demographically matched in age, years
of education, gender and ethnicity. All participants
were right-handed and provided written informed
consent to a protocol approved by the Committee on
the Use of Human Subjects in Research at Harvard
University and the Partners Human Research Com-
mittee.

Monetary incentive delay task

A graphical description of the task is presented in
Supplementary Fig. S1. In brief, trials began with a
visual cue (1.5 s) indicating the potential outcome
(reward: +$; loss: −$; no incentive: 0$). After a variable
interstimulus interval (3–7.5 s), a red target square was
presented briefly, towhich subjects responded by press-
ing a button. After a second variable delay (4.4–8.9 s),
visual feedback (1.5 s) indicated the trial outcome
(gain, penalty, no change). A variable interval (3–12 s)
separated the trials. The task involved five blocks of 24
trials each. Gains and penalties were delivered in a pre-
determined pattern to allow a balanced design. For each
block, half of the reward trials yielded a monetary gain
(range=US$1.96–US$2.34, mean=US$2.15) and half
ended with no-change feedback. Similarly, half of the
loss trials yielded a monetary penalty (range=US
$1.81–US$2.19, mean=US$2.00), and half resulted in
no change. No-incentive trials always ended with
no-change feedback. Despite these predetermined out-
comes, participants were told that responding rapidly
would maximize their chances of obtaining gains and
avoiding penalties. To maximize the perception of con-
tingency between outcomes and participants’
responses, target presentation duration was individu-
ally titrated to be longer for trials scheduled to be suc-
cessful than for those scheduled to be unsuccessful.

Data acquisition

Data were collected on a 1.5-T Symphony/Sonata
scanner (Siemens Medical Systems, USA) and con-
sisted of a T1-weighted magnetization prepared rapid
gradient echo (MPRAGE) acquisition [repetition time
(TR)=2730ms, echo time (TE)=3.39ms, field of view
(FOV)=256mm, resolution=1×1×1.33mm3, 128 slices)
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and gradient echo T2*-weighted echoplanar images
(TR=2500ms, TE=35ms, FOV=200mm, resolution=
3.125×3.125×3 mm3, 35 interleaved slices).

fMRI data analysis

fMRI data were analyzed using the Oxford Centre for
Functional MRI of the Brain (FMRIB) Software Library
(FSL) version 4.1.5 (Smith et al. 2004; http://fsl.fmrib.ox.
ac.uk/fsl/fslwiki/). Data preprocessing included: mo-
tion correction using MCFLIRT (Jenkinson et al.
2002), slice timing correction, removal of non-brain
structures using BET (Smith, 2002), spatial smoothing
(6mm), grand mean intensity normalization, and high-
pass temporal filtering (σ=60 s). Registration of func-
tional data to the high-resolution structural images
was achieved using the linear registration tool in FSL,
FLIRT (Jenkinson et al. 2002), and registration of struc-
tural images to the 2-mm Montreal Neurological
Institute (MNI) standard space template was per-
formed using the non-linear registration tool FNIRT
(Smith et al. 2004). Data for four MDD and two control
subjects were lost because of excessive motion
(>2mm), leaving 26 individuals in the MDD group
and 29 in the controls. Notably, the present study in-
cluded two fewer participants than our previous report
(Pizzagalli et al. 2009) because of a stricter motion
correction exclusion criterion, as motion can have a
particularly strong impact on connectivity analyses
(Power et al. 2012). Hemodynamic responses were
modeled using a gamma function and convolved
with onset times of cues and outcomes to form the gen-
eral linear model (GLM) at the single subject level. The
six rigid-body movement parameters, target and error
trials were included in the GLM as covariates of no
interest. Our previous analysis of this sample revealed
that the differences in brain function between HCs and
MDD subjects were much more robust in response to
outcomes than cues (Pizzagalli et al. 2009). Thus, cur-
rent analyses focused on connectivity abnormalities
in response to outcome stimuli only. To probe caudate
responsivity and connectivity to both monetary out-
comes in a balanced way, contrast maps were created
by comparing responses to gains and penalties out-
comes versus responses to neutral outcome (gain=+1,
penalty=+1, no-change=−2). These subject-level con-
trast maps were transformed to MNI standard space
(2mm) using the transformation matrices from the
registration step during pre-processing. Group differ-
ences were evaluated using a random effects higher-
level GLM (two-group unpaired t test). Left and right
caudate regions of interest (ROIs) were defined by con-
ducting a conjunction between functional and anatom-
ical masks of the caudate. The functional caudate
cluster was derived from the map of significant

group differences (controls>MDD) in responses to
gains and penalties outcomes versus responses to
neutral outcome (p<0.005 or Z>2.58, uncorrected for
multiple comparisons across voxels), whereas the
anatomical caudate template was taken from the
Harvard–Oxford subcortical structural atlas (likeli-
hood>20%) (Desikan et al. 2006). These group-level
ROIs were then warped into each individual’s native
space to identify subject-specific caudate ROIs from
which average blood oxygen level-dependent (BOLD)
signal parameter estimates were extracted separately
for gain, penalty and no-change outcomes. Next, left
and right caudate ROIs were merged to create a single
ROI mask of the bilateral caudate from which time-
courses were extracted for PPI analyses. For each sub-
ject, subject-level GLMs were constructed as described
above, with the addition of the bilateral caudate seed
time-course as a regressor and three additional PPI
regressors, that is the product of the seed time-course
and the regressors for gain, penalty and no-change out-
comes. These regressors are orthogonal to the task and
seed regressors, and thus describe the contribution of
the interaction above and beyond the main effects of
the task and seed time-course. In addition, the ortho-
gonality of the task and PPI regressors ensures that
the approach used to identify the caudate seed ROI
for the PPI is not circular (McLaren et al. 2012).
Contrasts for each PPI were assessed for group differ-
ences using a higher-level GLM (two-group unpaired
t test). Inference at the whole-brain level was made
using clusters determined by Z>2.3 and a corrected
cluster significance threshold of p=0.05 (using
Gaussian random field theory; Worsley, 2001).

Treatment and symptom evaluation

Patients in the current study were chosen randomly
to undergo an fMRI scan from a larger pool of de-
pressed individuals (n=189) enrolled in a multi-site
randomized, double-bind, placebo-controlled clinical
trial comparing the dietary supplement SAMe
(1600–3200mg/day) and escitalopram (10–20mg/day)
over a 12-week treatment period (Mischoulon et al.
2013). SAMe treatment was investigated because of
previous reports supporting its antidepressant efficacy
as monotherapy against placebo and tricyclic anti-
depressants (Papakostas et al. 2003; Papakostas,
2009). Notably, the larger clinical trial revealed that
depressive symptoms significantly improved over
the 12 treatment weeks; however, both the primary
outcome measure [percentage symptom change from
pre- to post-treatment, defined as (HAMD-17pre –
HAMD-17post)/(HAMD-17pre)×100] and secondary
outcome measures (treatment response and remission
rate, defined as 550% pre- to post-treatment reduction
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in HAMD-17 scores and a post-treatment HAMD-17
score 47, respectively) revealed no significant differ-
ence among the three treatment arms: escitalopram,
SAMe and placebo (Mischoulon et al. 2013). As
depicted in Table 1, the sample that underwent fMRI
prior to their enrollment in the clinical trial was equally
randomized to the three treatment arms, displayed no
differences in treatment completion rate, and showed
comparable efficacy among treatment arms. Thus, the
fMRI sample is representative of the larger clinical
trial sample. In light of these outcome data, the pre-
treatment PPI connectivity values for the 14 MDD
patients who completed the 12-week treatment were
aggregated across treatments and tested as predictors
of clinical outcome using regression analyses.

Results

Caudate activation in response to gains and
penalties

Whole-brain analysis revealed weaker bilateral cau-
date activation to incentives in MDD compared to con-
trols (Fig. 1a). As depicted in Table 2, the location
of those clusters matches those described in our prior
analyses (Pizzagalli et al. 2009). To further investigate
caudate activations, average parameter estimates
from the left and right caudate were extracted for
each outcome contrast and entered as the dependent
variables into a hemisphere×condition repeated-
measures analysis of variance (ANOVA) with group
(controls versus MDD) as a between-subject factor.
This analysis revealed only a significant main effect
of group (F53=18.51, p<0.001), with no interaction,
suggesting that both left and right caudate clusters
were hypo-active in MDD in response to both gains
and penalties. Thus, left and right caudate ROIs were
merged to create a single ROI mask of bilateral cau-
date. Figure 1b depicts the group average activation

values as extracted from this bilateral caudate mask,
indicating that, relative to HCs, depressed individuals
exhibited decreased bilateral caudate activation to both
gains (p=0.023) and penalties (p=0.002).

Caudate connectivity in response to gains and
penalties

Whole-brain PPI analyses revealed a single cluster,
located in the dorsal section of anterior cingulate cortex
(dACC), that was more functionally connected to the
caudate in controls compared to depressed partici-
pants during gain outcomes. By contrast, a different
dACC cluster was found to be more functionally con-
nected to the caudate in MDD compared to controls
during penalties (Fig. 2a, blue and red respectively,
and Table 3). No clusters showed stronger connection
with the caudate in controls compared to MDD during
penalty outcomes or in MDD compared to controls
during gain outcomes. Furthermore, no group PPI dif-
ferences emerged during neutral outcomes. Figure 2b
depict the mean connectivity values as extracted
from each dACC ROI for each condition. Importantly,
the opposite pattern of abnormal connectivity in MDD
suggests that their diminished caudate activation did
not bias the PPI analyses. Indeed, regression analyses
of the extracted connectivity values revealed that
group differences in connectivity remained significant
even after accounting for caudate activation as a co-
variate (p=0.018 and p=0.005 for gain and penalty
respectively).

Notably, although both dACC clusters were within
Brodmann area (BA) 24, they were distinct and
spatially segregated. For the sake of simplicity, the
dACC cluster that was more connected to the caudate
in controls during positive outcomes (monetary gains)
is referred to hereafter as dACC1, and the one that was
more connected to the caudate in MDD during

Table 1. Treatment outcome data

Total SAMe Escitalopram Placebo pa

n (%) 26 (100) 8 (31) 11 (42) 7 (27) 0.82
Completion rate, n (%) 14 (54) 5 (63) 5 (46) 4 (57) 0.44
Percentage symptom change 32 39 25 32 0.42
Response rate, n (%) 7 (50) 3 (60) 2 (40) 2 (50) 0.42
Remission rate, n (%) 6 (43) 3 (60) 2 (40) 1 (25) 0.39

SAMe, S-adenosyl-L-methionine.
a Because of the limited sample size, the three treatment arms were compared using a Kruskal–Wallis non-parametric

ANOVA.
The three treatment arms were comparable across all measures, mirroring patterns observed in the larger clinical trial

(Mischoulon et al. 2013).
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negative outcomes (monetary penalties) is referred to
as dACC2 (Fig. 2a, blue and red respectively).

Prediction of symptom change

Regression analyses revealed that neither pre-treatment
dACC1–caudate connectivity during gains nor pre-
treatment dACC2–caudate connectivity during penal-
ties was associated with the percentage symptom
change 12 weeks later (r=0.23, p=0.42 and r=0.08, p=
0.79 respectively). Notably, both connectivity measures
were also not associated with baseline depressive
severity (pre-treatment HAMD-17 score) (r=0.2, p=0.33
and r=0.03, p=0.9 for dACC1–caudate and dACC2–
caudate connectivity, respectively).

Next, we evaluated whether simultaneously ac-
counting for connectivity abnormalities to both out-
comes would increase prediction accuracy. This was

done because of the demonstrated abnormalities in re-
sponse to both positive and negative outcomes in our
MDD sample, in addition to previous findings indicat-
ing that responses to positive and negative contexts
contribute mutually to depression course (Rottenberg
et al. 2002). Furthermore, various event-related poten-
tial (ERP) studies have shown that a difference (com-
posite) score in the feedback-related negativity (FRN)
in response to monetary reward and loss correlated
with depression severity (Foti & Hajcak, 2009), and
predicted future first onset of MDD (Bress et al.
2013). Directly relevant to the current study, the FRN
is thought to originate from the ACC (Gehring &
Willoughby, 2002), further corroborating our ap-
proach. Thus, the individuals’ dACC2–caudate connec-
tivity during penalty was subtracted from dACC1–
caudate connectivity during gain, yielding a composite
measure for which decreasing scores highlight greater
deviation from the HCs’ pattern. Regression analyses
revealed that the composite connectivity score was
not associated with baseline depression severity (r=
0.35, p=0.09), but was significantly positively corre-
lated with the percentage symptom change (F12=6.92,
r=0.61, p=0.022). Accordingly, the higher the score
(i.e. the more normative the pre-treatment pattern of
cortico-striatal connectivity), the more the symptoms
improved 12 weeks later (Fig. 3). To test the specificity
and robustness of these findings, we conducted a hier-
archical regression analysis in which treatment arm
(dummy coded), gender, baseline depressive severity
and caudate (seed) activation to gain and penalty out-
comes were entered in the first step, followed by the
composite connectivity score in the second step; the

(a) (b)

Fig. 1. (a) Clusters in the left and right caudate exhibiting hypo-activation in individuals with major depressive disorder
(MDD) compared to healthy controls (HCs) in response to monetary gains and penalties versus responses to neutral outcome
(p<0.005 or Z>2.58, uncorrected for multiple comparisons across voxels). (b) Average activation values as extracted from the
bilateral caudate mask indicating that, relative to HC, depressed individuals exhibited decreased bilateral caudate activation
to both gains and penalties. Bars ±1 s.E.M. * p<0.05, ** p<0.005.

Table 2. Caudate hypo-activations in response to gains and
penalties in major depressive disorder (MDD)

Region Cluster size (no.) x y z Z score

Gain+Penalty outcome>Neutral outcome (HCs>MDD)
Left caudate 59 −8 0 14 3.64
Right caudate 42 14 20 8 3.43

HCs, Healthy controls.
Left and right caudate emerged from the map of

significant group differences (HCs>MDD) in responses to
gains and penalties outcomes versus responses to neutral
outcome (p<0.005 or Z>2.58, uncorrected for multiple
comparisons across voxels).
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percentage symptom change was the dependent vari-
able. The model in the first step was not significant
(F=1.14, p=0.4, r=0.4). When entering the composite
score in the second step, the model became significant
(Fchange=6.61, pchange=0.033, rchange=0.56, R2

change=
0.36), indicating that the association between percent-
age symptom change and pre-treatment cortico-striatal
connectivity remained significant even when account-
ing for baseline depression severity, gender and treat-
ment arm.

Discussion

Following the demonstration of blunted caudate re-
sponsiveness to positive and negative outcomes in

MDD (Pizzagalli et al. 2009), the overarching aim of
the present study was to evaluate whether unmedi-
cated MDD individuals are also characterized by
disrupted, valence-dependent, caudate connectivity.
Using PPI whole-brain analyses in a relatively large
sample involving 26 unmedicated individuals with
MDD and 29 HCs, we identified spatially distinct
dACC regions characterized by opposite patterns of
abnormal caudate connectivity in MDD in response
to positive and negative outcomes. Specifically, one
dACC subregion showed decreased connectivity with
the caudate during gain outcomes, whereas a distinct
dACC subregion showed increased connectivity
with the caudate during penalty outcomes relative
to HCs. In addition, an exploratory analysis revealed

Table 3. Caudate connectivity abnormalities in response to gains and penalties in major
depressive disorder (MDD)

Region Cluster size (no.) x y z Z score

Gain outcome (HCs>MDD)
dACC1 (BA 24) 378 8 14 36 3.61
Penalty outcome (MDD>HCs)
dACC2 (BA 24) 361 −2 30 20 3.67
Superior frontal gyrus (BA 9) 496 −28 60 −2 3.60

HCs, Healthy controls; dACC, dorsal anterior cingulate cortex;
BA, Brodmann area.
The results emerged from a whole-brain family-wise error (FWE)-corrected

(p<0.05) psychophysiological interaction (PPI) analyses using the bilateral
caudate as a seed.

(a) (b)

Fig. 2. (a) Two distinct dorsal anterior cingulate cortex (dACC) clusters with opposite caudate connectivity abnormalities in
major depressive disorder (MDD). dACC1 (blue) was more functionally connected to the caudate in healthy controls (HCs)
compared to MDD subjects during gains, whereas dACC2 (red) was more functionally connected to the caudate in MDD
compared to HCs during penalties. (b) Mean parameter estimates (connectivity values) from each dACC section for each
condition. Bars ±1 s.E.M. * p<0.05, ** p<0.005.
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that a more normative pattern of pre-treatment
cortico-striatal connectivity predicted greater improve-
ment in symptoms following a 12-week treatment
period.

Previous findings in healthy subjects have impli-
cated the caudate–dACC circuitry in the establishment
of contingency between a given action and its out-
come, regardless of its valence (Tricomi et al. 2004;
Niznikiewicz & Delgado, 2011). Specifically, in prior
studies, striatal function was interpreted as indicating
a mismatch between expected and experienced out-
comes (prediction error) (Delgado, 2007; Rangel et al.
2008), whereas dACC function was associated with
individuals’ evaluation of their control over a given
process (Shenhav et al. 2013). In light of these findings,
altered cortico-striatal connectivity in MDD may ham-
per learning action–outcome contingencies, which in
turn might disrupt goal-directed behavior. In particu-
lar, reduced synchronization between the caudate
and dACC1 in response to monetary gains in MDD
may reflect impaired functional integration in this cir-
cuitry during positive feedback, which might reduce
the saliency of such feedback in reinforcing a repetition
of this (successful) action. In support of this interpret-
ation, compared to HCs, individuals with MDD show
a lower probability of repeating an action that leads
to a positive feedback or reward (Pizzagalli et al. 2008;
Liu et al. 2011; Vrieze et al. 2013), and weaker behavioral
modulation of incentives (Pizzagalli et al. 2009). In
addition, a blunted caudate responsiveness in MDD
emerged while patients learned to associate their
actions with the receipt of unpredictable reward
(Kumar et al. 2008; Pizzagalli et al. 2009; Smoski et al.

2009), yet no caudate abnormalities in MDD emerged
when rewards were more predictable (Knutson et al.
2008). By contrast, increased caudate–dACC2 connec-
tivity during penalties may represent a neural mechan-
ism for the abnormally increased representation of
negative feedback upon the completion of an (unsuc-
cessful) action in MDD. Indeed, depressed individuals
amplify the significance of failures relative to controls
(Wenzlaff & Grozier, 1988), potentially leading to the
commitment of more errors after an initial mistake
(Beats et al. 1996; Elliott et al. 1996; Steffens et al. 2001;
Pizzagalli et al. 2006; Holmes & Pizzagalli, 2008).
Intriguingly, inaccurate estimation of contingencies
between behaviors and emotional outcomes has long
been considered a characterizing feature of MDD
(Alloy & Abramson, 1979). Furthermore, contingency
deficiencies in response to affective outcomes fit with
two classical models of MDD: Seligman’s learned help-
lessness model (Seligman, 1972) and Beck’s cognitive
theory (Beck, 2005). The first posits that MDD patients
grow to accept that negative circumstances cannot be
altered through their own actions (Seligman, 1972),
whereas the second proposes that depression is associ-
ated with biased processing of feedback information in
such a way that depressed individuals fail to interpret
positive events as resulting from their owns’ actions
yet overattribute negative events to their actions
(Beck, 2005). Whether disrupted cortico-striatal connec-
tivity is indeed linked to these cognitive diatheses is
currently unknown and warrants further inquiry.

Of note, caudate–dACC connectivity before
treatment was associated with symptom changes
12 weeks later, even when accounting for pre-treatment

Fig. 3. Connectivity between the caudate and dorsal anterior cingulate cortex (dACC) in major depressive disorder (MDD)
aggregated across both incentives is positively correlated with the percentage of symptom change following 12 weeks of
treatment. The closer the pattern of pre-treatment caudate–dACC connectivity was to the controls’ pattern, the larger was the
improvement in symptoms. Percentage symptom change=[(HAMD-17pre –HAMD-17post)/HAMD-17pre]×100. Caudate–dACC
connectivity= (dACC1–caudate connectivity during gains) – (dACC2–caudate connectivity during penalties).
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depression severity. This novel finding should be
regarded as preliminary given that the current sample
size prevented us from comparing individuals who
reached remission versus those who did not, and also
from differentiating between treatment arms. Indeed,
symptom change was predicted regardless of whether
it was achieved through pharmacology, a dietary sup-
plement with antidepressant properties, or placebo.
Therefore, we can only speculate that a more norma-
tive pattern of pre-treatment caudate–dACC connec-
tivity may be associated with larger and global
clinical improvement. Further highlighting the role of
these neural pathways in clinical course, treatment-
induced normalization of frontostriatal functional
connectivity was found to correlate positively with
increases in positive affect (Heller et al. 2013).
Importantly, clinical improvement was achieved
through either venlafaxine or fluoxetine, suggesting
that the mechanism of action fostering improvements
in positive affect and frontostriatal connectivity did
not differ between the two antidepressants (Heller
et al. 2013). Similarly, a recent meta-analysis indicated
that increased pre-treatment ACC and striatum acti-
vation is a robust predictor of positive response to
both pharmacological and behavioral treatment in
MDD (Fu et al. 2013). Moreover, the ACC cluster ident-
ified by Fu et al. (2013) overlaps with the dACC cluster
emerging from the current connectivity analyses and
predicting symptom improvement following treat-
ment. Lastly, it should be noted that MDD subjects
were also shown to exhibit abnormalities in the integ-
rity of the internal capsule fibers, which connect stria-
tal and cingulate regions (Zou et al. 2008; Zhu et al.
2011; Zhang et al. 2013), and that decreased white-
matter volume in the internal capsule predicted treat-
ment non-response to pharmacology (Phillips et al.
2012). Conversely, deep brain stimulation (DBS) to the
internal capsule has been found to reduce depressive
symptoms in severely depressed, treatment-resistant
MDD patients (Blomstedt et al. 2011), and stimulate
cingulate regions in non-human primates (Knight et al.
2013). Accordingly, the current cortico-striatal connec-
tivity findings and prior findings highlight a key role
of this circuitry in the pathophysiology of MDD and
mechanisms of treatment response.

In summary, we have demonstrated that, compared
to HCs, depressed individuals exhibit abnormal cau-
date connectivity with the dACC and, furthermore,
that such dysregulated cortico-striatal connectivity is
both incentive dependent and predictive of treatment
response. These findings may account for the com-
monly observed reduced action–outcome contingency
learning in MDD, which may disrupt goal-directed
behavior and represent a central feature of anhedonic
behavior in MDD.

Supplementary material

For supplementary material accompanying this paper
visit http://dx.doi.org/10.1017/S0033291714001123.

Acknowledgments

We are grateful to E. L. Goetz, J. Birk, S. J. Dutra and
N. B. Hall for their skilled assistance with this study.
This study was supported by National Institute of
Mental Health (NIMH) grant R01 MH068376 and
National Center for Complementary and Alternative
Medicine (NCCAM) grant R21 AT002974 (both
awarded to D.A.P.) and NCCAM grant R01
AT001638 (awarded to M.F). A.J.H. and D.G.D. were
supported by grants K01 MH099232 and K99
MH094438 respectively.

ClinicalTrials.gov Identifier: NCT00101452.

Declaration of Interest

Dr Dougherty has received, over the past three years,
research support and consulting/honoraria from
Medtronic, travel and research support from Roche
and research support from Eli Lilly and Cyberonics.
Dr Iosifescu has received, over the past three years,
funding through Icahn School of Medicine at Mount
Sinai from AstraZeneca, Brainsway, Euthymics,
Neosync and Roche; and consulting fees from
Avanir, CNS Response, Otsuka, Servier and
Sunovion. Dr Mischoulon has received, over the past
three years, research support from the Bowman
Family Foundation, Bristol-Myers Squibb Co.,
Cederroth, FisherWallace, Ganeden, Lichtwer
Pharma, Nordic Naturals, Laxdale (Amarin),
Methylation Sciences, Inc. (MSI) and SwissMedica;
honoraria for consulting, speaking and writing from
Pamlab, Bristol-Myers Squibb Co., Nordic Naturals,
Virbac, Pfizer, Reed Medical Education and the
Massachusetts General Hospital Psychiatry Academy;
royalties from Back Bay Scientific for PMS Escape,
and from Lippincott Williams & Wilkins for the pub-
lished book Natural Medications for Psychiatric
Disorders: Considering the Alternatives. No payment
has exceeded US$10000. Dr Fava has received research
support from Abbot Laboratories, Alkermes Inc.,
American Cyanamid, Aspect Medical Systems,
AstraZeneca, BioResearch, BrainCells Inc.,
Bristol-Myers Squib, CeNeRx BioPharma, Cephalon,
Clintara LLC, Covance, Covidien, Eli Lilly and
Company, EnVivo Pharmaceuticals Inc., Euthymics
Bioscience Inc., Forest Pharmaceuticals Inc., Ganeden
Biotec, Inc., GlaxoSmithKline, Harvard Clinical
Research Institute, Hoffman-LaRoche, Icon Clinical
Research, i3 Innovus/Ingenix, Janssen R&D LLC, Jed

128 R. Admon et al.



Foundation, Johnson & Johnson Pharmaceutical
Research & Development, Lichtwer Pharma GmbH,
Lorex Pharmaceuticals, MedAvante, National
Alliance for Research on Schizophrenia & Depression
(NARSAD), National Center for Complementary
and Alternative Medicine (NCCAM), National Insti-
tute of Drug Abuse (NIDA), National Institute of
Mental Health (NIMH), Neuralstem Inc., Novartis
AG, Organon Pharmaceuticals, PamLab LLC, Pfizer
Inc., Pharmacia-Upjohn, Pharmaceutical Research
Associates Inc., Pharmavite® LLC, PharmoRx Thera-
peutics, Photothera, Roche Pharmaceuticals, RCT
Logic, LLC (formerly Clinical Trials Solutions, LLC),
Sanofi-Aventis US LLC, Shire, Solvay Pharmaceuticals
Inc., Synthelabo and Wyeth-Ayerst Laboratories; ad-
visory/consulting from Abbott Laboratories, Affectis
Pharmaceuticals AG, Alkermes Inc., Amarin Pharma
Inc., Aspect Medical Systems, AstraZeneca, Auspex
Pharmaceuticals, Bayer AG, Best Practice Project Man-
agement Inc., BioMarin Pharmaceuticals Inc., Biovail
Corporation, BrainCells Inc., Bristol-Myers Squibb,
CeNeRx BioPharma, Cephalon Inc., Cerecor, Clinical
Trials Solutions, CNS Response Inc., Compellis Phar-
maceuticals, Cypress Pharmaceutical Inc., Diagno-
Search Life Sciences (P) Ltd., Dinippon Sumitomo
Pharma Co. Inc., Dov Pharmaceuticals Inc., Edgemont
Pharmaceuticals Inc., Eisai Inc., Eli Lilly and Company,
EnVivo Pharmaceuticals Inc., ePharmaSolutions, EPIX
Pharmaceuticals Inc., Euthymics Bioscience Inc.,
Fabre-Kramer Pharmaceuticals Inc., Forest Pharmaceu-
ticals Inc., GenOmind LLC, GlaxoSmithKline, Gru-
nenthal GmbH, i3 Innovus/Ingenis, Janssen
Pharmaceutica, Jazz Pharmaceuticals Inc., Johnson &
Johnson Pharmaceutical Research & Development
LLC, Knoll Pharmaceuticals Corp., Labopharm Inc.,
Lorex Pharmaceuticals, Lundbeck Inc., MedAvante
Inc., Merck & Co., Inc., MSI Methylation Sciences
Inc., Naurex Inc., Neuralstem Inc., Neuronetics Inc.,
NextWave Pharmaceuticals, Novartis AG, Nutrition
21, Orexigen Therapeutics Inc., Organon Pharmaceuti-
cals, Otsuka Pharmaceuticals, Pamlab LLC., Pfizer Inc.,
PharmaStar, Pharmavite® LLC., PharmoRx Therapeut-
ics, Precision Human Biolaboratory, Prexa Pharmaceu-
ticals Inc., Puretech Ventures, PsychoGenics, Psylin
Neurosciences Inc., Rexahn Pharmaceuticals Inc.,
Ridge Diagnostics Inc., Roche, Sanofi-Aventis US
LLC., Sepracor Inc., Servier Laboratories, Schering-
Plough Corporation, Solvay Pharmaceuticals Inc.,
Somaxon Pharmaceuticals Inc., Somerset Pharmaceuti-
cals Inc., Sunovion Pharmaceuticals, Supernus Phar-
maceuticals Inc., Synthelabo, Takeda Pharmaceutical
Company Limited, Tal Medical Inc., Tetragenex Phar-
maceuticals Inc., TransForm Pharmaceuticals Inc.,
Transcept Pharmaceuticals Inc. and Vanda Pharma-
ceuticals Inc.; speaking/publishing from Adamed Co,

Advanced Meeting Partners, American Psychiatric As-
sociation, American Society of Clinical Psychopharma-
cology, AstraZeneca, Belvoir Media Group, Boehringer
Ingelheim GmbH, Bristol-Myers Squibb, Cephalon
Inc., CME Institute/Physicians Postgraduate Press
Inc., Eli Lilly and Company, Forest Pharmaceuticals
Inc., GlaxoSmithKline, Imedex LLC, MGH Psychiatry
Academy/Primedia, MGH Psychiatry Academy/Reed
Elsevier, Novartis AG, Organon Pharmaceuticals,
Pfizer Inc., PharmaStar, United BioSource Corp. and
Wyeth-Ayerst Laboratories; equity holdings in Com-
pellis and PsyBrain Inc.; royalty/patent or other income
from Patent for Sequential Parallel Comparison
Design (SPCD), which are licensed by MGH to RCT
Logic, LLC, and patent application for a combination
of Scopolamine and Ketamine in Major Depressive
Disorder (MDD); copyright for the MGH Cognitive
and Physical Functioning Questionnaire (CPFQ),
Sexual Functioning Inventory (SFI), Antidepressant
Treatment Response Questionnaire (ATRQ), Discon-
tinuation-Emergent Signs and Symptoms (DESS), and
SAFER, Lippincott, Williams & Wilkins, Wolkers
Kluwer and World Scientific Publishing Co. Pte. Ltd.
Dr Pizzagalli has received, over the past three years,
honoraria/consulting fees from Advanced Neuro Tech-
nology North America, AstraZeneca, Ono Pharma
USA, Pfizer, Servier and Shire for studies unrelated
to this project.

References

Alloy LB, Abramson LY (1979). Judgment of contingency in
depressed and nondepressed students: sadder but wiser?
Journal of Experimental Psychology. General 108, 441–485.

Baliki MN, Mansour A, Baria AT, Huang L, Berger SE,
Fields HL, Apkarian AV (2013). Parceling human
accumbens into putative core and shell dissociates encoding
of values for reward and pain. Journal of Neuroscience 33,
16383–16393.

Beats BC, Sahakian BJ, Levy R (1996). Cognitive performance
in tests sensitive to frontal lobe dysfunction in the elderly
depressed. Psychological Medicine 26, 591–603.

Becerra L, Breiter HC, Wise R, Gonzalez RG, Borsook D
(2001). Reward circuitry activation by noxious thermal
stimuli. Neuron 32, 927–946.

Beck AT (2005). The current state of cognitive therapy: a
40-year retrospective. Archives of General Psychiatry 62,
953–959.

Blomstedt P, Sjoberg RL, Hansson M, Bodlund O, Hariz MI
(2011). Deep brain stimulation in the treatment of
depression. Acta Psychiatrica Scandinavica 123, 4–11.

Bress JN, Foti D, Kotov R, Klein DN, Hajcak G (2013).
Blunted neural response to rewards prospectively predicts
depression in adolescent girls. Psychophysiology 50, 74–81.

Delgado MR (2007). Reward-related responses in the human
striatum. Annals of the New York Academy of Sciences 1104,
70–88.

Cortico-striatal abnormalities in depression 129



Delgado MR, Li J, Schiller D, Phelps EA (2008). The role of
the striatum in aversive learning and aversive prediction
errors. Philosophical Transactions of the Royal Society of
London. Series B, Biological Sciences 363, 3787–3800.

Desikan RS, Segonne F, Fischl B, Quinn BT, Dickerson BC,
Blacker D, Buckner RL, Dale AM, Maguire RP,
Hyman BT, Albert MS, Killiany RJ (2006). An automated
labeling system for subdividing the human cerebral cortex
on MRI scans into gyral based regions of interest.
NeuroImage 31, 968–980.

Elliott R, Sahakian BJ, McKay AP, Herrod JJ, Robbins TW,
Paykel ES (1996). Neuropsychological impairments in
unipolar depression: the influence of perceived failure on
subsequent performance. Psychological Medicine 26, 975–989.

First MB, Spitzer RL, Gibbon M, Williams JBW (2002).
Structured Clinical Interview for DSM-IV-TR Axis I
Disorders, Research Version, Patient Edition (SCID-I/P).
New York State Psychiatric Institute, Biometrics Research:
New York.

Forbes EE, Christopher May J, Siegle GJ, Ladouceur CD,
Ryan ND, Carter CS, Birmaher B, Axelson DA, Dahl RE
(2006). Reward-related decision-making in pediatric major
depressive disorder: an fMRI study. Journal of Child
Psychology and Psychiatry 47, 1031–1040.

Forbes EE, Hariri AR, Martin SL, Silk JS, Moyles DL,
Fisher PM, Brown SM, Ryan ND, Birmaher B,
Axelson DA, Dahl RE (2009). Altered striatal activation
predicting real-world positive affect in adolescent major
depressive disorder. American Journal of Psychiatry 166,
64–73.

Foti D, Hajcak G (2009). Depression and reduced sensitivity
to non-rewards versus rewards: evidence from
event-related potentials. Biological Psychology 81, 1–8.

Friston KJ, Buechel C, Fink GR, Morris J, Rolls E, Dolan RJ
(1997). Psychophysiological and modulatory interactions in
neuroimaging. NeuroImage 6, 218–229.

Fu CH, Steiner H, Costafreda SG (2013). Predictive neural
biomarkers of clinical response in depression: a
meta-analysis of functional and structural neuroimaging
studies of pharmacological and psychological therapies.
Neurobiology of Disease 52, 75–83.

Gehring WJ, Willoughby AR (2002). The medial frontal
cortex and the rapid processing of monetary gains and
losses. Science 295, 2279–2282.

Haber SN, Knutson B (2010). The reward circuit: linking
primate anatomy and human imaging.
Neuropsychopharmacology 35, 4–26.

Hamilton M (1967). Development of a rating scale for
primary depressive illness. British Journal of Social and
Clinical Psychology 6, 278–296.

Heller AS, Johnstone T, Light SN, Peterson MJ, Kolden GG,
Kalin NH, Davidson RJ (2013). Relationships between
changes in sustained fronto-striatal connectivity and
positive affect in major depression resulting from
antidepressant treatment. American Journal of Psychiatry 170,
197–206.

Heller AS, Johnstone T, Shackman AJ, Light SN,
Peterson MJ, Kolden GG, Kalin NH, Davidson RJ (2009).
Reduced capacity to sustain positive emotion in major

depression reflects diminished maintenance of
fronto-striatal brain activation. Proceedings of the National
Academy of Sciences USA 106, 22445–22450.

Holmes AJ, Pizzagalli DA (2008). Spatiotemporal dynamics
of error processing dysfunctions in major depressive
disorder. Archives of General Psychiatry 65, 179–188.

Jenkinson M, Bannister P, Brady M, Smith S (2002).
Improved optimization for the robust and accurate linear
registration and motion correction of brain images.
NeuroImage 17, 825–841.

Knight EJ, Min HK, Hwang SC, Marsh MP, Paek S, Kim I,
Felmlee JP, Abulseoud OA, Bennet KE, Frye MA, Lee KH
(2013). Nucleus accumbens deep brain stimulation results
in insula and prefrontal activation: a large animal FMRI
study. PLoS One 8, e56640.

Knutson B, Bhanji JP, Cooney RE, Atlas LY, Gotlib IH
(2008). Neural responses to monetary incentives in major
depression. Biological Psychiatry 63, 686–692.

Kumar P, Waiter G, Ahearn T, Milders M, Reid I, Steele JD
(2008). Abnormal temporal difference reward-learning
signals in major depression. Brain 131, 2084–2093.

Lawrence NS, Williams AM, Surguladze S, Giampietro V,
Brammer MJ, Andrew C, Frangou S, Ecker C, Phillips ML
(2004). Subcortical and ventral prefrontal cortical neural
responses to facial expressions distinguish patients with
bipolar disorder and major depression. Biological Psychiatry
55, 578–587.

Liu WH, Chan RC, Wang LZ, Huang J, Cheung EF,
Gong QY, Gollan JK (2011). Deficits in sustaining reward
responses in subsyndromal and syndromal major
depression. Progress in Neuro-Psychopharmacology and
Biological Psychiatry 35, 1045–1052.

Mattfeld AT, Gluck MA, Stark CE (2011). Functional
specialization within the striatum along both the dorsal/
ventral and anterior/posterior axes during associative
learning via reward and punishment. Learning and Memory
18, 703–711.

Mayberg HS (1997). Limbic-cortical dysregulation: a
proposed model of depression. Journal of Neuropsychiatry
and Clinical Neurosciences 9, 471–481.

McLaren DG, Ries ML, Xu G, Johnson SC (2012).
A generalized form of context-dependent
psychophysiological interactions (gPPI): a comparison to
standard approaches. NeuroImage 61, 1277–1286.

Mischoulon D, Price LH, Carpenter LL, Tyrka AR,
Papakostas GI, Baer L, Dording CM, Clain AJ, Durham K,
Walker R, Ludington E, Fava M (2013). A double-blind,
randomized, placebo-controlled clinical trial of
S-adenosyl-L-methionine (SAMe) versus escitalopram in
major depressive disorder. Journal of Clinical Psychiatry.
Published online: 24 December 2013. doi: 10.4088/
JCP.13m08591.

Niznikiewicz MA, Delgado MR (2011). Two sides of the
same coin: learning via positive and negative reinforcers
in the human striatum. Developmental Cognitive Neuroscience
1, 494–505.

O’Reilly JX, Woolrich MW, Behrens TE, Smith SM,
Johansen-Berg H (2012). Tools of the trade:
psychophysiological interactions and functional

130 R. Admon et al.



connectivity. Social Cognitive and Affective Neuroscience 7,
604–609.

Papakostas GI (2009). Evidence for S-adenosyl-L-methionine
(SAM-e) for the treatment of major depressive disorder.
Journal of Clinical Psychiatry 70 (Suppl. 5), 18–22.

Papakostas GI, Alpert JE, Fava M (2003).
S-adenosyl-methionine in depression: a comprehensive
review of the literature. Current Psychiatry Reports 5,
460–466.

Papakostas GI, Mischoulon D, Shyu I, Alpert JE, Fava M
(2010). S-adenosyl methionine (SAMe) augmentation of
serotonin reuptake inhibitors for antidepressant
nonresponders with major depressive disorder: a
double-blind, randomized clinical trial. American Journal
of Psychiatry 167, 942–948.

Phillips JL, Batten LA, Aldosary F, Tremblay P, Blier P
(2012). Brain-volume increase with sustained remission in
patients with treatment-resistant unipolar depression.
Journal of Clinical Psychiatry 73, 625–631.

Pizzagalli DA, Holmes AJ, Dillon DG, Goetz EL, Birk JL,
Bogdan R, Dougherty DD, Iosifescu DV, Rauch SL,
Fava M (2009). Reduced caudate and nucleus accumbens
response to rewards in unmedicated individuals with
major depressive disorder. American Journal of Psychiatry
166, 702–710.

Pizzagalli DA, Iosifescu D, Hallett LA, Ratner KG, Fava M
(2008). Reduced hedonic capacity in major depressive
disorder: evidence from a probabilistic reward task. Journal
of Psychiatry Research 43, 76–87.

Pizzagalli DA, Peccoralo LA, Davidson RJ, Cohen JD
(2006). Resting anterior cingulate activity and abnormal
responses to errors in subjects with elevated depressive
symptoms: a 128-channel EEG study. Human Brain Mapping
27, 185–201.

Power JD, Barnes KA, Snyder AZ, Schlaggar BL,
Petersen SE (2012). Spurious but systematic correlations in
functional connectivity MRI networks arise from subject
motion. NeuroImage 59, 2142–2154.

Rangel A, Camerer C, Montague PR (2008). A framework for
studying the neurobiology of value-based decision making.
Nature Reviews Neuroscience 9, 545–556.

Rottenberg J, Kasch KL, Gross JJ, Gotlib IH (2002). Sadness
and amusement reactivity differentially predict concurrent
and prospective functioning in major depressive disorder.
Emotion 2, 135–146.

Schaefer HS, Putnam KM, Benca RM, Davidson RJ (2006).
Event-related functional magnetic resonance imaging
measures of neural activity to positive social stimuli in
pre-and post-treatment depression. Biological Psychiatry 60,
974–986.

Seligman ME (1972). Learned helplessness. Annual Review
of Medicine 23, 407–412.

Seymour B, Daw N, Dayan P, Singer T, Dolan R (2007).
Differential encoding of losses and gains in the human
striatum. Journal of Neuroscience 27, 4826–4831.

Shenhav A, Botvinick MM, Cohen JD (2013). The expected
value of control: an integrative theory of anterior cingulate
cortex function. Neuron 79, 217–240.

Smith SM (2002). Fast robust automated brain extraction.
Human Brain Mapping 17, 143–155.

Smith SM, Jenkinson M, Woolrich MW, Beckmann CF,
Behrens TE, Johansen-Berg H, Bannister PR, De Luca M,
Drobnjak I, Flitney DE, Niazy RK, Saunders J, Vickers J,
Zhang Y, De Stefano N, Brady JM, Matthews PM
(2004). Advances in functional and structural MR image
analysis and implementation as FSL. NeuroImage 23
(Suppl. 1), S208–219.

Smoski MJ, Felder J, Bizzell J, Green SR, Ernst M,
Lynch TR, Dichter GS (2009). fMRI of alterations in
reward selection, anticipation, and feedback in
major depressive disorder. Journal of Affective Disorders
118, 69–78.

Steffens DC, Wagner HR, Levy RM, Horn KA, Krishnan KR
(2001). Performance feedback deficit in geriatric depression.
Biological Psychiatry 50, 358–363.

Tricomi EM, Delgado MR, Fiez JA (2004). Modulation
of caudate activity by action contingency. Neuron 41,
281–292.

Vrieze E, Pizzagalli DA, Demyttenaere K, Hompes T,
Sienaert P, de Boer P, Schmidt M, Claes S (2013). Reduced
reward learning predicts outcome in major depressive
disorder. Biological Psychiatry 73, 639–645.

Wenzlaff RM, Grozier SA (1988). Depression and the
magnification of failure. Journal of Abnormal Psychology 97,
90–93.

Worsley KJ (2001). Statistical analysis of activation images.
In Functional MRI: An Introduction to the Methods
(ed. P. Jezzard, P. M. Matthews and S. M. Smith),
pp. 251–270. Oxford University Press: Oxford.

Zhang A, Ajilore O, Zhan L, Gadelkarim J, Korthauer L,
Yang S, Leow A, Kumar A (2013). White matter tract
integrity of anterior limb of internal capsule in major
depression and type 2 diabetes. Neuropsychopharmacology
38, 1451–1459.

Zhu X, Wang X, Xiao J, Zhong M, Liao J, Yao S (2011).
Altered white matter integrity in first-episode,
treatment-naive young adults with major depressive
disorder: a tract-based spatial statistics study. Brain Research
1369, 223–229.

Zou K, Huang X, Li T, Gong Q, Li Z, Ou-yang L, Deng W,
Chen Q, Li C, Ding Y, Sun X (2008). Alterations of white
matter integrity in adults with major depressive disorder: a
magnetic resonance imaging study. Journal of Psychiatry and
Neuroscience 33, 525–530.

Cortico-striatal abnormalities in depression 131



Supplementary Table S1 

Supplementary Table S1. Demographic and clinical characteristics of participants with major 
depressive disorder and healthy comparison subjects. * Significant difference between groups 
(p<0.001). 

 Comparison 

Group (N=29) 

Major Depression 

Group (N=26) 

Characteristic at baseline Mean SD Mean SD

Age (years) 37.75 14.05 42.66 11.72

Education (years)  15.10 1.94 14.10 2.22

Age at onset of major depression (years) — — 30.12 15.81

Duration of current major depressive episode (months) — — 35.01 74.14

Number of prior major depressive episodes — — 3.93 2.69

Beck Depression Inventory–II score* 2.13 2.12 28.53 11.73

Hamilton Depression Rating Scale (17-item) score — — 18.24 4.97

 N % N %

Female 12 41.4 13 50.0

Caucasian 23 79.3 19 73.1

Married 7 24.1 6 23.1

Employed 17 58.6 12 46.2
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