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Abstract: The antidepressant placebo response remains a barrier to the development of novel
therapies for depression, despite decades of efforts to identify and methodologically address its
clinical correlates. This manuscript reviews recent neuroimaging studies that aim to identify the
neural signature of antidepressant placebo response. Data captured in clinical trials have primarily
focused on antidepressant efficacy or predicting antidepressant response and have reliably implicated
the rostral anterior cingulate cortex (rACC) in antidepressant placebo response, but also in medication
response. Imaging and electroencephalography (EEG) experiments specifically interrogating the
mechanism of antidepressant placebo response, while few, suggest the reward network, including
opiate neurotransmission, is also involved. Therefore, while the rACC is likely involved in the
antidepressant placebo response, its observation in isolation is unlikely to prospectively distinguish
antidepressant placebo from medication responders. Instead, future studies of antidepressant placebo
response should probe the reward network as a whole and incorporate sophisticated computational
analytical approaches.
Keywords: placebo response; antidepressant; neural predictors

1. Introduction
Depression is the primary cause of disability worldwide, affecting an estimated 300 million
individuals and their families [1]. Traditional monoaminergic antidepressants can take weeks
to relieve symptoms and precipitate complete remission in only one-third of treated patients [2].
Recent FDA-approval of medications for treatment-resistant (esketamine) and postpartum (brexanolone)
depression with unique mechanisms of action offers new hope for patients and scientists alike. Still,
esketamine is a controlled substance, and both therapies must be administered in medical facilities
enrolled in a risk evaluation and mitigation strategy program, increasing cost and reducing accessibility.
There is a clear unmet need for novel treatments, particularly agents that are easily and safely distributed
and administered.
To ensure the regulatory approval of a novel antidepressant, studies must demonstrate not only
that an investigational agent reduces depression severity, but also that its efficacy is statistically greater
than that of a placebo (or sham, if testing a device). Robust placebo response rates in clinical trials [3,4]
therefore reduce the likelihood of demonstrating the relative efficacy of an investigational agent [5] and
have contributed to the demise of several promising potential antidepressants. Here, the pharmaceutical
field has identified reproducible clinical correlates of antidepressant placebo response (e.g., disease
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severity, comorbid anxiety) and modified inclusion and exclusion criteria accordingly [6], with the aim
of preventing likely placebo responders from entering the pool of randomized clinical trial participants.
Methodologists, in addition, have innovated and tested a multitude of increasingly complex trial
designs [6–9] and strategies of assessment [10–14], with the aim of reducing placebo response rates.
Unfortunately, efforts to date have largely been unsuccessful.
More recently, neuroimagers have joined the fray, aiming to identify the neural signature of
antidepressant placebo response. This paper will review neuroimaging studies of the antidepressant
placebo response and discuss the implications of the findings to date.
2. Imaging Data Captured in Clinical Trials Primarily Focused on Antidepressant Efficacy or
Predicting Antidepressant Response
Most studies purporting to explore imaging correlates of antidepressant placebo response
have exploited data captured in the context of traditional placebo-controlled antidepressant trials,
as summarized in Table 1.
Table 1. Imaging data of the antidepressant placebo response, captured in clinical trials primarily
focused on antidepressant efficacy or predicting antidepressant response.
Reference

N

Method

Brain Regions Associated with
Antidepressant Placebo Response

[15]

17

FDG PET after 1 and 6 wks PBO or ADT

rACC, pACC, NAc, OFC, dlPFC, PMC,
IPC, Hyp, Tha, SSA, pIns, pHipp; also
predict ADT response.

[16,17]

51

EEG at baseline, after 1 week single-blind
PBO lead-in, and 2, 4, 6, and 8 wks ADT

Frontocentral cortex

[18]

72

EEG at baseline

None

[19]

144

EEG at baseline, after 1 week PBO

rACC;

[20]

248

EEG at baseline, after 1 week PBO or ADT

rACC; also predicts ADT response

[21]

238

EEG at baseline, after 1 week PBO or ADT,
functional connectivity analysis.

rACC, rAI; also predicts ADT response

Key: FDG = fluorodeoxyglucose; PET = positron emission tomography; PBO = placebo; ADT = antidepressant
treatment; EEG = electroencephalogram; PFC = prefrontal cortex; PMC = premotor cortex; IPC = inferior parietal
cortex; pIns = posterior insula; pACC = posterior anterior cingulate cortex; sgACC = subgenual anterior cingulate
cortex; rACC = rostral anterior cingulate cortex; Hyp = hypothalamus; Tha = thalamus; SSA = supplementary
sensory area; pHipp = parahippocampus.

Mayberg and colleagues [15] have examined regional cerebral glucose metabolism in 17 inpatient
men with major depressive disorder (MDD). The patients were treated on an inpatient research unit for
6 weeks and had an average score of 22 (SD = 5) on the seventeen-item Hamilton Depression Rating
Scale (HAMD-17). Using a double-blind study design, patients were assigned to a fixed dose of either
fluoxetine (20 mg/day) or a placebo. Glucose metabolism was measured using fluorodeoxyglucose
(FDG) and positron emission tomography (PET) before and after 1 and 6 weeks of fluoxetine or placebo
administration. Symptom remission was seen in 8 of the 15 study completers. Four of the 8 responders
were treated with a placebo. The responders were defined as having at least a 50% decrease in HAMD-17
scores relative to baseline scores. They found that the placebo response was associated with significant
increases and decreases in glucose metabolism in both the neocortical and limbic-paralimbic regions.
Areas evincing increased metabolism included the dorsolateral prefrontal cortex, premotor cortex,
inferior parietal cortex, posterior insula, and posterior cingulate. Areas evincing decreased metabolism
included the rostral anterior cingulate cortex (rACC), hypothalamus, thalamus, supplementary sensory
area, and para-hippocampus. While comparable brain changes were seen in both the drug and placebo
responders in the specific cortical and paralimbic regions, active fluoxetine treatment was associated
with additional changes in the brainstem, striatum, anterior insula, and hippocampus.
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Leuchter and colleagues [16,17] aimed to determine the neurophysiological, symptomatic,
and cognitive characteristics of individuals likely to respond to placebos in clinical trials for MDD.
A total of 51 subjects completed one of two randomized, double-blind clinical trials, comparing
treatment with a medication or placebo (fluoxetine/placebo n = 24, venlafaxine/placebo n = 27) for
8 weeks. Changes in depression severity were tracked with the HAMD-17 scale. Both studies also
included a one-week single-blinded placebo lead-in phase. Patients completed a series of cognitive
assessments prior to treatment administration. Electroencephalography (EEG) data, in addition,
was recorded from 35 scalp electrodes at baseline, after the placebo lead-in, and 2, 4, and 8 weeks after
randomization. EEG analysis included calculation of concordance, a measure with a “moderately
strong” association with cerebral blood flow, as assessed by O15 PET. At week eight, investigators
characterized participants as medication responders (n = 13), medication non-responders (n = 12),
placebo responders (n = 10), and placebo non-responders (n = 16). In an initial analysis in which subsets
of individual electrodes were grouped into regional measures, no group differences in baseline EEG
values were documented. Instead, placebo responders evinced an increase in prefrontal (FP1 and FP2)
theta concordance that, at week eight, statistically distinguished them from all other groups. However,
when the data from all 35 individual electrode sites were included in statistical models, baseline theta
(4–8 Hz) concordance measured at two frontocentral sites (AF1 and AF2) was significantly lower
in the placebo responders compared to all other subjects, and medication responders in particular.
In addition, at baseline, placebo responders outperformed the comparison groups on the digit symbol
test (measuring information processing speed) and reported significantly less late insomnia than all
other groups. Logistic regressions showed that a model including frontocentral concordance, digit
symbol test scores, and late insomnia severity classified nearly 98% percent of subjects (7 of 8 or 87.5%
of placebo responders and 34 of 34 or 100% of other) as either placebo responders or other (medication
responders, medication non-responders, placebo non-responders). In a separate model, frontocentral
concordance was the only variable that distinguished placebo responders from medication responders
specifically, correctly classifying 75% of included subjects into one of these groups.
In a subsequent analysis of data gathered in the same clinical trials, however, including additional
subjects and employing a different method of EEG analysis, Korb and colleagues [18] assessed whether
pretreatment theta current density in the rACC and medial orbitofrontal cortex (mOFC) differentiated
placebo and medication responders from non-responders. They included the EEG data collected
from 72 subjects (fluoxetine n = 13, venlafaxine n = 24, placebo n = 35) and applied low resolution
electromagnetic tomography (LORETA) to compute theta-band current density for each subject.
The authors observed that eventual medication responders displayed higher baseline theta current
density in both the rACC and mOFC. However, placebo responders showed no significant differences
in baseline theta current density compared to placebo non-responders in either region of interest.
More recently, three papers have analyzed the Establishing Moderators and Biosignatures of
Antidepressant Response to Clinical Care (EMBARC) study in an effort to identify neural predictors of
the antidepressant placebo response. The EMBARC study includes participants with recurrent and
nonpsychotic MDD who were randomized to 8 weeks of sertraline or placebo. EEG data were recorded
at baseline and following 1 week of treatment. Depression severity was measured using the HAMD-17
scale. Trivedi, South, and Jha et al. [19] have investigated clinical and EEG markers of placebo response
by evaluating data from the subset of participants (n = 141) who were assigned to the placebo arm of
the EMBARC trial. The authors used advanced variable selection methods to explore 283 variables
suspected to predict the degree of symptom change and the probability of remission and response.
They identified predictors of placebo response, including lower baseline depression severity, younger
age, absence of melancholic features, absence of a history of physical abuse, less anxious arousal, less
neuroticism, and higher average pretreatment theta current density in the rACC.
Pizzagalli, Webb, and Dillon et al. [20] have analyzed EEG data from all study participants
(n = 248), including those randomized to both drug and placebo treatment, showing that baseline
rACC theta activity was negatively associated with HAMD-17 scores at week 8, therefore predicting

Pharmaceuticals 2019, 12, 158

4 of 9

a greater improvement in depression severity. Furthermore, for every standard deviation increase
in rACC theta activity, there was a 1.5-point decrease in week 8 HAMD-17 scores. The association
between rACC theta activity and better outcomes was not impacted by treatment group. Therefore,
participants with higher baseline and week 1 rACC theta activity had better outcomes regardless of
antidepressant or placebo assignment.
Finally, Whitton and colleagues [21] used the same EEG data to evaluate whether rACC connectivity
with the posterior cingulate cortex (PCC), left dorsolateral prefrontal cortex (lDLPFC), or the right
anterior insula (rAI) contributed to depression symptom improvement. Their analysis included data
from a subset of 238 subjects. Regions of interest other than the rACC were selected because of their
roles as hubs in the default mode network (PCC), frontoparietal network (lDLPFC), and salience
network (rAI). Results showed that stronger baseline theta-band rACC-rAI connectivity predicted
greater depression symptom improvement after 8 weeks for both groups (drug and placebo treatment).
Furthermore, earlier increases in theta-band rACC-rAI connectivity predicted a higher chance of
remission at 8 weeks.
3. Imaging Experiments Specifically Interrogating Mechanism of Antidepressant Placebo Response
Peciña [22] and Sikora [23] and colleagues conducted a comprehensive and complex neuroimaging
investigation, directly probing antidepressant placebo response, enrolling participants diagnosed with
MDD who were not taking antidepressants.
The study began with a 2-week single-blinded randomized controlled cross-over phase.
Participants were initially randomized to 1-week of treatment with either an “active” placebo,
wherein study staff explicitly instructed them to expect a fast-acting antidepressant, or an “inactive”
placebo, wherein study staff explicitly instructed them to expect an inactive control. After a wash-out
period, participants crossed over into the alternate condition. After each week of placebo, participants
underwent functional magnetic resonance imaging (fMRI, n = 29) to collect resting-state data and PET
scanning (n = 35), utilizing the µ-opioid receptor (MOR)-selective radiotracer [11 C] carfentanil to assess
MOR neurotransmission. The PET session after 1 week of the “active” placebo included intravenous
(IV) injections of additional doses of “active” placebo at timed intervals. That is, 1 ml saline injections
lasting 15 s were administered every 4 min for a 20-min interval. At the start of each “active placebo”
injection, investigators played a computer-generated human voice recording to alert subjects to the
administration and displayed a second-by-second countdown for the duration.
To quantify “sustained placebo response”, the authors calculated the difference in Quick Inventory
of Depressive Symptomatology-Self Report (QIDS-SR) scale score changes observed in the active and
inactive placebo treatment periods treatments [(QIDS-SR16 pre-post) “active” placebo—(QIDS-SR16
pre-post) “inactive” placebo]. Using this rubric, positive values indicated greater reductions in
depression severity from the oral “active” placebo versus the “inactive” placebo and were used to
classify participants as placebo responders (n = 14) or non-responders (n = 21). In a second phase,
participants received 10 weeks of open-label treatment with an antidepressant.
As predicted, a week of “active” placebo treatment was associated with a significant reduction in
depression symptoms when compared with a week of “inactive” placebo. In addition, acute IV placebo
administration was associated with significant reductions in patients’ depression severity ratings.
Analysis of PET data [22] revealed significant activation of MOR neurotransmission after the IV placebo
was localized in the nucleus accumbens (NAc), rACC, and amygdala. Improvement evinced after one
week of treatment with the “active” oral placebo group was positively associated with IV placebo
induced opioid release in the, NAc, rACC, amygdala and midline thalamus. Higher baseline MOR
binding potential in the NAc was associated with higher depression symptomology and subsequent
antidepressant, but not placebo responsiveness. However, IV placebo induced MOR system activation
in the rACC, NAc, amygdala, and thalamus predicted 43% of variance to response to antidepressants
after 10 weeks.
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were indicative of drug efficacy and predictive of subsequent mood improvement while decreases in
brain activity should be interpreted as normal responses in the absence of drug treatment and could
trigger mood worsening. The video also informed participants that the magnitude of change in brain
activity would correspond to the degree of the drug’s efficacy. After each infusion, subjects rated
their expected, and subsequent experience of, mood change on a scale ranging from −3 (much worse)
to +3 (much better). Subjects’ depressive symptoms were assessed using the Montgomery-Åsberg
Depression Rating Scale (MADRS) and the HAMD-17. Blood samples were also collected from
seventeen subjects one hour before and immediately following the scan.
As expected, patients expected greater mood improvement when anticipating an infusion
(versus no infusion). Greater mood improvement during the infusion was associated with greater
expectation of clinical benefit, the infusion condition compared to the non-infusion condition, and the
positive sham compared to the negative sham. They found that positive neurofeedback of a greater
magnitude (high > low) recruited greater blood-oxygen-level dependent (BOLD) responses in the
bilateral ventrolateral and dorsolateral prefrontal cortical regions (VLPFC/DLPFC). The rostral/dorsal
ACC and ventral striatal clusters did not survive correction for multiple comparisons. Furthermore,
greater increases in β-endorphin plasma levels were associated with a significantly greater expectation
of benefit and greater subjective mood improvement with positive neurofeedback.
4. Discussion
4.1. Endogenous Opioids and the Antidepressant Placebo Response
Two studies unequivocally demonstrate that endogenous opioid neurotransmission is involved in
antidepressant placebo response [22,23]. Greater increases in β-endorphin plasma levels during an
fMRI session, when incorporating treatment with an IV placebo, were linked to significantly greater
expectation of clinical benefit and greater subjective mood improvement with sham neurofeedback.
In a separate PET study, extemporaneous IV placebo delivery also precipitated µ-opioid release in
the rACC, NAc, and amygdala. Reduction in depression symptoms with an active placebo was also
associated with µ-opioid release in the rACC, NAc, amygdala, and midline thalamus.
4.2. The Reward Network and Antidepressant Placebo Response
Opioid neurotransmission is one of the two primary chemical effectors of the experience of
reward [26,27]. It is therefore consistent that all the brain regions that have been repeatedly implicated
in antidepressant placebo response are also known participants in the “reward network” (Figure 1).
The reward network includes the entire salience network, as well as the vmPFC, including the rACC,
orbitofrontal, and lateral prefrontal cortical regions, and is known to encode both anticipation and
receipt of reward [28,29].
This connection between placebo and reward may be understood in the context of the expectation
of clinical benefit. The expectation of clinical benefit is the most reliable predictor of [30,31], and has been
theorized to underlie [32] antidepressant placebo response. The more likely a participant believes she is
to receive an active versus an inactive treatment, the more likely she is to report a subsequent reduction
in depression severity. Further, expectation of clinical benefit can be conceptualized as the anticipation
of a reward [33]. Therefore, it follows that neural systems engaged in predicting reward would also
mediate antidepressant placebo response. In fact, citing converging results across conditions (e.g., pain
and Parkinson’s), De La Fuentez [34] has proposed the “placebo-reward hypothesis”, which predicts
that any placebo response, regardless of the medical condition, should be associated with the activation
of reward circuitry in the brain.
4.3. Rostral Anterior Cingulate Cortex and Antidepressant Placebo Response
The rACC is the brain region most frequently identified as a biomarker of antidepressant placebo
response. In four distinct patient cohorts, researchers have found that heightened resting baseline
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rACC theta current density [19,20] and rACC connectivity with the salience network [23] or its
hub, the rAI, [21] were associated with, or even predicted, the antidepressant placebo response.
In addition, reductions in rACC activity [15] or salience network connectivity [21,23] accompanied the
antidepressant placebo response.
However, in all investigations, rACC metrics were also predictive of medication response.
Therefore, while these findings could have multiple clinical implications (See [19,20] for thorough
discussion), rACC observation is unlikely to advance the capacity to prospectively identify
antidepressant placebo responders. This should not be surprising, since in most of the studies
linking the rACC to both placebo and treatment response, the rACC was isolated as an a priori region
of interest, given its established role in generalized treatment response, rather than emerging as a key
structure in agnostic whole-brain analyses [18–21,23].
4.4. Consistent Overlap in Neural Substrates of Antidepressant Placebo and Medication Response
In addition to the rACC, all other individual brain regions that are now known to mediate
antidepressant placebo response have also been implicated in medication response. While the overlap
in brain regions implicated in response to antidepressant placebo and active antidepressant treatments
is hardly surprising, the following question arises: Is it even possible to prospectively discriminate
patients capable of responding to placebos from those only capable of responding to explicitly
biologically active interventions? Perhaps there is no baseline biomarker of potential antidepressant
placebo response or anything biologically unique about placebo responders. In this case, it may be most
efficient to abandon efforts to prospectively exclude patients who might respond to placebos and instead
utilize relapse response prevention studies to demonstrate a potential therapy’s superiority to placebos.
Such trials are more likely to demonstrate superior efficacy of investigational agents [35]. Further,
there is evidence that, while all brain changes observed with placebo treatment are also observed
with active treatment, additional novel changes are associated with active treatment. Mayberg [15],
for instance, reported that fluoxetine did precipitate unique changes in striatal and hippocampus
metabolism after six weeks, and Pecina [22] found evidence that that MOR binding potential in the NAc
at baseline predicted only response to medication. Hence, it is possible to prove that investigational
agents incite different and potentially more crucial brain changes than placebos.
4.5. Salience/Reward Network Functional Connectivity and Other Tools for Future Brain-Based Prospective
Identification of Likely Placebo Responders
Despite the obvious challenges, the data do offer hope that the prospective identification of
potential placebo responders (and the subsequent reduction in antidepressant placebo response rates
in clinical trials) is still possible. For instance, in the sample of patients studied by Sikora and peers [23],
the application of machine learning revealed that functional connectivity of the salience network in its
entirety did predict placebo response but not medication response. Efforts to replicate this finding are
clearly warranted, as are efforts that combine clinical and imaging variables in models such as those
described by Trivedi, South, and Jha [19].
Future brain imaging investigations may benefit from the use of similarly sophisticated and
agnostic statistical strategies paired with computational analyses, rather than focused region-of-interest
based analyses, which may have obscured key correlates in the past. Given the theoretical and
data-based support for the placebo-reward hypothesis, it may also behoove researchers to probe not
only brain regions in the salience network, but the entire (larger and all-encompassing) reward network.
In a similar vein, examining the role of dopamine neurotransmission may prove fruitful, especially
in the context of a study like those of Pecina [22] and Sikora [23], designed specifically to study the
mechanism of antidepressant placebo response. Indeed, addressing the paucity of such targeted
interrogation likely offers the best opportunity to advance antidepressant placebo response prophylaxis.

Pharmaceuticals 2019, 12, 158

8 of 9

Author Contributions: Conceptualization, D.R., E.M., D.V.I., and K.A.C.; Writing—original draft preparation,
D.R., E.M. and K.A.C.; Writing—review and editing, D.R., E.M., D.V.I., and K.A.C.; Visualization D.R., E.M.
and K.A.C.
Funding: This research received no external funding.
Conflicts of Interest: D.R. and E.M. declare no conflict of interest. K.A.C. is an independent rater for
MedAvante-Prophase. Over the last five years, DVI has received consulting fees from Axsome, Alkermes,
Centers of Psychiatric Excellence, MyndAnalytics (CNS Response), Jazz, Lundbeck, Precision Neuroscience,
Otsuka, and Sunovion; and has received research support (through his academic institutions) from Alkermes,
Astra Zeneca, Brainsway, LiteCure, Neosync, Roche, and Shire.

References
1.
2.

3.
4.
5.
6.

7.
8.

9.
10.
11.
12.

13.

14.

15.
16.
17.

World Health Organization. Depression [Fact Sheet]. 2018. Available online: https://www.who.int/en/newsroom/fact-sheets/detail/depression (accessed on 18 October 2019).
Rush, J.A.; Trivedi, M.H.; Wisniewski, S.R.; Nierenberg, A.A.; Stewart, J.W.; Warden, D.; Fava, M. Acute and
longer-term outcomes in depressed outpatients requiring one or several treatment steps: A STAR*D report.
Am. J. Psychiatry 2006, 163, 1905–1917. [CrossRef] [PubMed]
Walsh, B.T.; Seidman, S.N.; Sysko, R.; Gould, M. Placebo response in studies of major depression: Variable,
substantial, and growing. JAMA Psychiatry 2002, 287, 1840–1847. [CrossRef] [PubMed]
Stolk, P.; ten Berg, M.J.; Hemels, M.E.; Einarson, T.R. Meta-analysis of placebo rates in major depressive
disorder trials. Ann. Pharmacother. 2003, 37, 1891–1899. [CrossRef] [PubMed]
Iovieno, N.; Papakostas, G.I. Correlation between different levels of placebo response rate. J. Clin. Psychiatry
2012, 73, 1300–1306. [CrossRef]
Fava, M.; Evins, E.A.; Dorer, D.J.; Schoenfeld, D.A. The problem of the placebo response in clinical trials for
psychiatric disorders: Culprits, possible remedies, and a novel study design approach. Psychother. Psychosom.
2003, 72, 115–127. [CrossRef]
Hills, M.; Armitage, P. The two-period cross-over clinical trial. Br. J. Clin. Pharmacol. 1979, 8, 7–20. [CrossRef]
Merlo-Pich, E.; Alexander, R.C.; Fava, M.; Gomeni, R. A new population-enrichment strategy to improve
efficiency of placebo-controlled clinical trials of antidepressant drugs. Clin. Pharmacol. Ther. 2010, 88,
634–642. [CrossRef]
Mallinckrodt, C.H.; Tamura, R.N.; Tanaka, Y. Recent developments in improving signal detection and
reducing placebo response in psychiatric clinical trials. J. Psychiatr. Res. 2011, 45, 1202–1207. [CrossRef]
Faries, D.; Herrera, J.; Rayamajhi, J.; Debrota, D.; Demitrack, M.; Potter, W.Z. The responsiveness of the
Hamilton Depression Rating Scale. J. Psychiatr. Res. 2000, 34, 3–10. [CrossRef]
Bech, P.; Kajdasz, D.K.; Porsdal, V. Dose-response relationship of duloxetine in placebo-controlled clinical
trials in patients with major depressive disorder. Psychopharmacology 2006, 188, 273–280. [CrossRef]
McIntyre, R.S.; Konarski, J.Z.; Mancini, D.A.; Fulton, K.A.; Parikh, S.V.; Grigoriadis, S.; Kennedy, S.H.
Measuring the severity of depression and remission in primary care: Validation of the HAMD-7 scale.
Can. Med. Assoc. J. 2005, 173, 1327–1334. [CrossRef] [PubMed]
Fava, M.; Mischoulon, D.; Iosifescu, D.; Witte, J.; Pecina, M.; Flynn, M.; Mark, P. Adouble-blind,
placebo-controlled study of aripiprazole adjunctive to antidepressant therapy among depressed outpatients
with inadequate response to prior antidepressant therapy (ADAPT-A study). Psychother. Psychosom. 2012, 81,
87–97. [CrossRef] [PubMed]
Freeman, M.P.; Pooley, J.; Flynn, M.J.; Baer, L.; Mischoulon, D.; Mou, D.; Fava, M. Guarding the gate: Remote
structured assessments to enhance enrollment precision in depression trials. J. Clin. Psychopharmacol. 2017,
37, 176–181. [CrossRef] [PubMed]
Mayberg, H.S.; Arturo Silva, J.; Brannan, S.K.; Tekell, J.L.; Mahurin, R.K.; McGinnis, S.; Jerabek, P.A.
The functional neuroanatomy of the placebo effect. Am. J. Psychiatry 2002, 159, 728–737. [CrossRef] [PubMed]
Leuchter, A.F.; Cook, I.A.; Witte, E.A.; Morgan, M.; Abrams, M. Changes in brain function of depressed
subjects during treatment with placebo. Am. J. Psychiatry 2002, 159, 122–129. [CrossRef] [PubMed]
Leuchter, A.F.; Morgan, M.; Cook, I.A.; Dunkin, J.; Abrams, M.; Witte, E. Pretreatment neurophysiological
and clinical characteristics of placebo responders in treatment trials for major depression. Psychopharmacology
2004, 177, 15–22. [CrossRef] [PubMed]

Pharmaceuticals 2019, 12, 158

18.

19.

20.

21.

22.

23.

24.

25.
26.
27.
28.
29.

30.

31.

32.
33.
34.
35.

9 of 9

Korb, A.S.; Aimee, H.M.; Cook, I.A.; Leuchter, A.F. Rostral anterior cingulate cortex theta current density
and response to Antidepressants and Placebo in Major Depression. Clin. Neurophysiol. 2009, 120, 1313–1319.
[CrossRef]
Trivedi, M.H.; South, C.; Jha, M.K.; Rush, A.J.; Cao, J.; Kurian, B.; Fava, M. A novel strategy to identify placebo
responders: Prediction index of clinical and biological markers in the EMBARC trial. Psychother. Psychosom.
2018, 87, 285–295. [CrossRef]
Pizzagalli, D.A.; Webb, C.A.; Dillon, D.G.; Tenke, C.E.; Kayser, J.; Goer, F.; Trivedi, M.H. Pretreatment rostral
anterior cingulate cortex theta activity in relation to symptom improvement in depression: A randomized
clinical trial. JAMA Psychiatry 2018, 75, 547–554. [CrossRef]
Whitton, A.E.; Webb, C.A.; Dillon, D.G.; Kayser, J.; Rutherford, A.; Goer, F.; Pizzagalli, D.A. Pretreatment
rostral anterior cingulate cortex connectivity with salience network predicts depression recovery: Findings
from the EMBARC randomized clinical trial. Biol. Psychiatry 2019, 85, 872–880. [CrossRef]
Peciña, M.; Bohnert, A.S.B.; Sikora, M.; Avery, E.T.; Langenecker, S.A.; Mickey, B.J.; Zubieta, J.-K. Association
between placebo-activated neural systems are linked to antidepressant responses: Neurochemistry of placebo
effects in major depression. JAMA Psychiatry 2015, 72, 1087–1094. [CrossRef] [PubMed]
Sikora, M.; Heffernan, J.; Avery, E.T.; Mickey, B.J.; Zubieta, J.-K.; Peciña, M. Salience network functional
connectivity predicts placebo effects in major depression. Biol. Psychiatry Cogn. Neurosci. Neuroimaging 2016,
1, 68–76. [CrossRef]
Seeley, W.W.; Menon, V.; Schatzberg, A.F.; Keller, J.; Glover, G.H.; Kenna, H.; Greicius, M.D. Dissociable
intrinsic connectivity networks for salience processing and executive control. J. Neurosci. 2007, 27, 2349–2356.
[CrossRef]
Peciña, M.; Heffernan, J.; Wilson, J.; Zubieta, J.K.; Dombrovski, A.Y. Prefrontal expectancy and
reinforcement-driven antidepressant placebo effects. Transl. Psychiatry 2018, 8, 1–11. [CrossRef] [PubMed]
Schultz, W. Predictive reward signal of dopamine neurons. J. Neurophysiol. 1998, 80, 1–27. [CrossRef]
[PubMed]
Laurent, V.; Morse, A.K.; Balleine, B.W. The role of opioid processes in reward and decision-making.
Br. J. Pharmacol. 2015, 172, 449–459. [CrossRef] [PubMed]
Haber, S.N.; Knutson, B. The reward circuit: Linking primate anatomy and human imaging.
Neuropsychopharmacology 2010, 35, 4–26. [CrossRef]
Wilson, R.P.; Colizzi, M.; Bossong, M.G.; Allen, P.; Kempton, M.; Bhattacharyya, S. The neural substrate
of reward anticipation in health: A meta-analysis of fMRI findings in the monetary incentive delay task.
Neuropsychol. Rev. 2018, 28, 496–506. [CrossRef]
Papakostas, G.I.; Fava, M. Does the probability of receiving placebo influence clinical trial outcome?
A meta-regression of double-blind, randomized clinical trials in MDD. Eur. Neuropsychopharmacol. 2009, 19,
34–40. [CrossRef]
Rutherford, B.R.; Wall, M.M.; Brown, P.J.; Choo, T.-H.; Wager, T.D.; Peterson, B.S.; Roose, S.P. Patient
expectancy as a mediator of placebo effects in antidepressant clinical trials. Am. J. Psychiatry 2017, 174,
135–142. [CrossRef]
Rutherford, B.R.; Roose, S.P. A model of placebo response in antidepressant clinical trials. Am. J. Psychiatry
2013, 170, 723–733. [CrossRef] [PubMed]
Lidstone, S.C.; Stoessl, J.A. Understanding the placebo effect: Contributions from neuroimaging.
Mol. Imaging Biol. 2007, 9, 176–185. [CrossRef] [PubMed]
De La Fuente-Fernández, R. The placebo-reward hypothesis: Dopamine and the placebo effect.
Parkinsonism Relat. Disord. 2009, 15 (Suppl. 3), S72–S74. [CrossRef]
Borges, S.; Chen, Y.F.; Laughren, T.P.; Temple, R.; Patel, H.D.; David, P.A.; Khin, N.A. Review of maintenance
trials for major depressive disorder: A 25-year perspective from the US Food and Drug Administration.
J. Clin. Psychiatry 2014, 75, 205–214. [CrossRef]
© 2019 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

