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Accepted 11 December 2022
Pre-press 29 December 2022
Published 31 January 2023

Abstract.
Background: Cognitive behavioral therapy (CBT) reduces anxiety symptoms in patients with Parkinson’s disease (PD).
Objective: The objective of this study was to identify changes in functional connectivity in the brain after CBT for anxiety
in patients with PD.
Methods: Thirty-five patients with PD and clinically significant anxiety were randomized over two groups: CBT plus
clinical monitoring (10 CBT sessions) or clinical monitoring only (CMO). Changes in severity of anxiety symptoms were
assessed with the Parkinson Anxiety Scale (PAS). Resting-state functional brain MRI was performed at baseline and after the
intervention. Functional networks were extracted by an Independent Component Analysis (ICA). Functional connectivity (FC)
changes between structures involved in the PD-related anxiety circuits, such as the fear circuit (involving limbic, frontal, and
cingulate structures) and the cortico-striato-thalamo-cortical limbic circuit, and both within and between functional networks
were compared between groups and regressed with anxiety symptoms changes.
Results: Compared to CMO, CBT reduced the FC between the right thalamus and the bilateral orbitofrontal cortices and
increased the striato-frontal FC. CBT also increased the fronto-parietal FC within the central executive network (CEN) and
between the CEN and the salience network. After CBT, improvement of PAS-score was associated with an increased striato-
cingulate and parieto-temporal FC, and a decreased FC within the default-mode network and between the dorsal attentional
network and the language network.
Conclusion: CBT in PD-patients improves anxiety symptoms and is associated with functional changes reversing the
imbalance between PD-related anxiety circuits and reinforcing cognitive control on emotional processing.
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INTRODUCTION

Parkinson’s disease (PD) is characterized by both
motor and non-motor symptoms. Anxiety is one of
the most common neuropsychiatric symptoms in PD,
with an average point prevalence around 31% [1].
Anxiety is associated with increased motor disabil-
ity and a reduced quality of life [2, 3]. Recently, we
showed that a cognitive behavioral therapy (CBT)
module tailored to treat anxiety in PD patients was
more effective than clinical monitoring only (CMO)
in reducing symptoms of anxiety [4]. In a systematic
review, we reported that PD-related anxiety was asso-
ciated with structural and functional changes in the
limbic cortico-striato-thalamo-cortical (CSTC) cir-
cuit and the fear circuit and hypothesized that anxiety
in PD would be due to an imbalance between these
two circuits [5]. Moreover, a recent study suggested
that anxiety in PD patients would be associated with a
reduced cognitive control of emotional processes [6].
Hence, the reduction of anxiety symptoms induced by
CBT could result from restoring the balance between
these two circuits and reinforcing cognitive control
on emotion.

The aim of the present study was to identify func-
tional changes in the brain occurring after CBT for
anxiety in PD patients. We hypothesized that CBT
would induce functional changes in the PD-related
anxiety circuits, with also FC changes both within
and between networks.

MATERIALS AND METHODS

Study design

This study is a prospective, open, randomized
controlled trial. PD patients with anxiety were ran-
domized to either ‘CBT plus clinical monitoring’
(the intervention group) or ‘CMO’ (control group).
All participants underwent standardized clinical, cog-
nitive, and behavioral assessment as well as MRI
scanning (except in case of contra-indications such
as deep brain stimulation leads or claustrophobia) at
baseline and at the end of the intervention. The dura-
tion of the intervention was approximately 10–12
weeks. For more details on the design, we refer to
Mulders et al. [7].

Study population
Patients were recruited among outpatients of the

movement disorders clinics in Maastricht Univer-
sity Medical Centre, Maastricht (the Netherlands)

and University Hospital of Lille (France). Patients
included in this study had a diagnosis of idiopathic
PD according to the Queens Square Brain Bank diag-
nostic criteria [8], were between 35 and 80 years old,
had clinically relevant anxiety symptoms, defined
as a score on the Parkinson Anxiety Scale (PAS)
subscale for persistent anxiety (PAS-A) >9 and/or a
score on the avoidance subscale (PAS-C)>3 [9], and
were not receiving any other current psychological
treatment for anxiety (psychopharmacotherapy was
allowed if a stable dose was used at least two months
prior to participation. During the trial the dosage
should not be changed. Medication use and mental
health care were tracked throughout the study). They
were on a stable dose of antiparkinsonian medica-
tion for at least one month and provided informed
consent. Patients with other neurological disorders,
dementia or severe cognitive impairment operational-
ized as a Montreal Cognitive Assessment (MoCA)
score <24 [10], contra-indications for MRI, major
depressive disorder or abuse of alcohol, drugs or ben-
zodiazepines were excluded.

At baseline, demographic and clinical variables
were collected including sex, age, years of for-
mal education, year of PD onset, side of onset,
type and dose of antiparkinsonian medication, and
other medication including psychopharmacotherapy.
Motor symptoms and disease severity were respec-
tively assessed during “ON” phases (in case of motor
and non-motor fluctuations) with the Movement Dis-
order Society – unified Parkinson’s disease rating
scale (MDS-UPDRS) part 3 and the Hoehn & Yahr
staging system [11]. Depression was assessed using
Hamilton depression rating scale (HDRS) [12] (See
published design [7]).

The study is carried out in compliance with the
Helsinki Declaration. The local ethics committee of
Maastricht University Medical Centre (July 2016)
and Lille University Hospital (September 2016) have
approved the study protocol. Written informed con-
sents was obtained from all participants. The study
is registered at the ClinicalTrials.gov database under
registration number NCT02648737, as well at Fox-
TrialFinder under ID number 004701 (See published
design [7]).

Assessment of anxiety
The PAS, a scale specifically developed to detect

and measure anxiety in PD patients, was used to
assess anxiety symptoms at baseline (t = 0) and
post-intervention (t = 1). It is insensitive for motor
and depressive symptoms and has subsections for
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persistent anxiety (PAS-A), episodic/situational anx-
iety (PAS-B), and avoidance behavior (PAS-C) [9].

CBT and clinical monitoring
The CBT consisted of 10 weekly individual ses-

sions of 60–75 min, tailored to the preferences and
needs of each patient. All patients received clini-
cal monitoring which involved an information sheet
about anxiety and a phone call by an independent
psychologist one month after baseline assessment to
inquire about current anxiety symptoms. More details
are reported in the study design paper [7].

Imaging acquisition

Patients were scanned at baseline and post-
intervention with both sites using identical 3T Philips
Achieva MRI scanners (Philips Healthcare, Best,
The Netherlands) with identical software versions
and MR sequences. High-resolution anatomical T1-
weighted (T1w) images were acquired using a 3D
inversion recovery MP-RAGE sequence (231 sagittal
slices, no gap, TR/TE/flip angle = 12 ms/3.3 ms/9◦,
matrix 384 × 384, field of view 240 × 240 mm,
voxel size 0.63 × 0.63 × 0.65 mm). Resting-state
functional MRI (rs-fMRI) was performed using echo-
planar imaging (40 axial slices, no gap, TR/TE/flip
angle = 2400 ms/30 ms/90◦, matrix 64 × 64, field of
view 192 × 192 mm, voxel size 3 × 3 × 3 mm). The
total MRI scan took about 45 min. Patients were
scanned on “ON-dopamine medication state”.

Functional analyses

Functional analyses were performed using
CONNv18 toolbox in MATLAB (SPM12) [13].

Preprocessing
rs-fMRI data were preprocessed using the

CONNv18 toolbox (https://web.conn-toolbox.org/
fmri-methods/preprocessing-pipeline). More details
are provided in the Supplementary Material, section
Ia.

ROI-based comparisons
A Brodmann atlas, created from the Talairach

one [14], was used to define the cortical regions-
of-interest (ROI). The FSL Harvard-Oxford Atlas
was used to define the subcortical ROIs [15]. Based
on the aforementioned atlases, the following twenty
structures involved in the PD-related anxiety cir-
cuits were defined: the amygdala, striatum (caudate

nucleus, putamen, nucleus accumbens), thalamus,
the prefrontal cortex (lateral, medial, orbito-frontal),
cingulate gyrus (anterior and posterior), parietal cor-
tex (superior parietal lobule), temporal cortex (pole
temporal, temporal gyri) and insular cortex [5].
Functional connectivity was computed by Pearson
correlating time series data between every pair of
ROI, resulting in 20 × 20 FC matrices.

Identification of functional networks: ICA
Group Independent Component Analyses (ICA)

were performed to identify common functional net-
works in patients using group-level ICA approach
with CONN toolbox. Twenty independent compo-
nents have been identified. Among these components,
the common functional resting-state networks were
identified using a cross-correlation based on exist-
ing standardized templates (Human brain project)
[13]: the default-mode network (DMN), the dorsal
attentional network (DAN), the salience network,
the central executive network (CEN), the sensori-
motor network (SMN), the language network (LN),
the visual network (VN). Each ICA component
was divided into regions of interest (ROI) accord-
ing to a standard anatomical atlas ((Human brain
project) [13]. The process is defined in Supplemen-
tary Figure 1 and SuppData(ROI).xlsx. Functional
connectivity was computed by Pearson correlating
time series data between every pair of ROI, resulting
in 113 × 113 FC matrices.

Correlation between FC matrices and change in
anxiety scores

For each patient, the change in PAS-total score
was calculated, corresponding to the difference in
score between baseline (BL) and post-intervention
(PI) (�PAS = PASBL – PASPI). The FC matrices were
extracted for each patient and each session. A variable
indicating the change in FC was calculated for each
patient (�FC = FCPI – FCBL) and associated with the
�PAS-total using multiple regression analyses.

Statistical analyses

The significance threshold was set at p < 0.05 and
corrected for multiple comparisons (FDR - False Dis-
covery Rate) when necessary.

Analyses of clinical data
The numerical variables were described as means

and standard deviations, the ordinal variables as
median and range, and the categorical variables as

https://web.conn-toolbox.org/fmri-methods/preprocessing-pipeline
https://web.conn-toolbox.org/fmri-methods/preprocessing-pipeline
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frequencies and percentages. The normality of dis-
tribution was assessed using a Kolmogorov-Smirnov
test. Categorical data were compared with Chi2 and
quantitative data with t-tests in case of normally
distributed data and Mann-Whitney tests otherwise.
A repeated mixed ANOVA test was performed to
compare the PAS total score at baseline and after
the intervention between the two groups (CMO and
CBT). All these statistical tests were performed using
SPSS, version 26 (SPSS, Chicago).

Functional MRI analyses
All the functional analyses were adjusted for time

(in days) between BL and PI session and center.
The ROI-based analysis consisted of comparing the
FC matrices between the two groups and across
the time [13]. Generalized linear models with per-
mutation inference were calculated first to identify
significant FC values for each group and each ses-
sion and secondly to compare these connections
between the groups and sessions [16]. Repeated
mixed ANOVA tests with permutation inferences
were then performed to compare the connectivity
values longitudinally between groups [13].

Hierarchical multiple regression analyses were
performed to examine the relationship between �PAS
and �FC, using SPSS version 26. Center and time (in
days) between BL and PI sessions were set as nui-
sance regressors in the first block (model 1) of all
regression models, whereas �PAS score (independent
variable) was separately added to the second block of

the model (model 2). �FC was set as dependent vari-
able. We ensured that all models met the assumptions
for multiple regression analyses, including normality
of the residuals, multicollinearity, and homoscedas-
ticity.

Data availability

Data supporting the findings of this study are avail-
able from the principal investigator (AFGL), upon
reasonable request.

RESULTS

Demographic and clinical characteristics

Among the 49 patients included in the clinical
study, fourteen were excluded (13 due to the absence
of an MRI scan mainly due to claustrophobia and one
after preprocessing failure). Thirty-five patients were
thus included in the analyses: 17 in the CBT group and
18 in the CMO group (Fig. 1). All participants were
right-handed except for 2 participants in the CMO
group and 1 ambidexter participant in the CBT group.
There were no between-group differences regarding
demographic variables and baseline clinical scores.
Time between BL and PI was significantly longer in
the CBT than in CMO group (p = 0.001; Table 1).

In the repeated mixed ANOVA test, the PAS total
score was reduced in both groups after the inter-
vention but significantly more in the CBT group

Fig. 1. Flow chart of the study. CBT, cognitive behavioral therapy; CMO, clinical monitoring only group.
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Table 1
Demographic variables, baseline clinical scores, and time between baseline and post-intervention

comparisons between patients with CBT and patient with CMO

BASELINE CBT group CMO group p
(n = 17) (n = 19)

Demographic variables

Age (y) 62.8 (±7.8) 64.5 (±8.9) 0.15
Female (men/women ratio) 0.89 0.73 0.77
Clinical center: 0.43

Maastricht (n = 13) 5 (29%) 8 (42%)
Lille (n = 23) 12 (71%) 11 (58%)

Right hand dominance (n = 33) 16 (94%) 17 (90%) 0.49
Formal education (y) 13.5 (±3.4) 14.2 (±4.0) 0.59
Illness duration (y) 7.4 (±5.8) 4.8 (±4.2) 0.18
First motor side (right, n = 19) 10 (59%) 9 (56%) 0.88
LEDD total (mg/day) 592.6 (±374.0) 770.3 (±583.6) 0.40
Antidepressant use (n = 8) 4 (24%) 4 (22%) 0.99
Benzodiazepine use (n = 7) 3 (18%) 4 (21%) 0.99

Baseline (BL) clinical variables

PAS
Part A. Persistent anxiety (/20) 13.2 (±2.4) 13.7 (±2.67) 0.62
Part B. Episodic anxiety (/16) 6.4 (±3.8) 4.4 (±2.8) 0.06
Part C. Avoidance (/12) 5.1 (±3.0) 4.11 (±2.7) 0.33
Total score (/48) 25.0 (±6.9) 22.7 (±6.3) 0.27

Hamilton DRS (/54) 11.4 (±4.6) 10.8 (±4.6) 0.66
MoCA (/30) 26.9 (±2.1) 25.9 (±2.9) 0.40
MDS-UPDRS part III total (/108) 22.9 (±10.3) 27.6 (±10.8) 0.19
Hoehn & Yahr stage (0–5) 2 (1–3) 2 (2-3) 0.36

Time baseline – post intervention (days) 121.9 (±30.3) 94.6 (±36.5) 0.001∗
∗p < 0.05; BL, baseline; CBT, cognitive behavioral therapy; CMO, clinical monitoring only; DRS,
depression rating scale; �PAS, PASBL – PASPI; LEDD, levodopa equivalent daily dosages; MDS-
UPDRS, Movement Disorder Society unified Parkinson’s disease rating scale; MoCA, Montreal
cognitive assessment; PAS, Parkinson anxiety scale.

(F-score = 4.58, p = 0.04; Supplementary Figure 2).
These results were in line with the clinical study [4].

PD-related anxiety circuits

Functional connectivity analysis
After intervention, there was a significant reduc-

tion of FC between the right thalamus and the bilateral
OFC in the CBT group compared to the CMO group
(FDR p-value = 0.027) (Fig. 2).

Correlation of FC with anxiety scores
After CBT, improvement of PAS-total score was

associated with increased FC between the right
nucleus accumbens and the right dorsal anterior cin-
gulate cortex (dACC) and between the right angular
cortex and the right perirhinal area (of the medial
temporal gyrus) (Fig. 2). Details are also provided on
Supplementary Table 1.

Resting-state functional networks

Functional connectivity analysis
There was a significantly increased fronto-parietal

FC within the CEN and striato-frontal FC within the
language network in the CBT group compared with
the CMO group.

There was also a significantly greater fronto-
parietal FC between the CEN and the salience
network in the CBT group compared with the CMO
group (Table 2 and Fig. 3).

Correlation of FC with anxiety scores
After CBT, improvement of PAS-total score was

associated with a significantly decreased frontal
FC within the DMN as well as an increased
fronto-temporal FC and a decreased temporo-caudate
FC between the DAN and the language network
(Table 3).



98 G. Carey et al. / FC Changes after CBT for Anxiety in PD

Fig. 2. Representation of the induced functional connectivity changes after cognitive behavioral therapy in Parkinson’s disease related anxiety
circuits and corresponding tables of statistical results. BA, Brodmann area; CBT, cognitive behavioral therapy; CMO, clinical monitoring only;
FC, functional connectivity; PAS, Parkinson anxiety scale; Unc., uncorrected. (image credits: http://www.fmriconsulting.com/brodmann/)

Table 2
Comparisons of ROIs extracted from ICA analyses within and between common functional networks

after cognitive behavioral therapy for anxiety in Parkinson’s disease compared with clinical
monitoring only

Network ROI / Network 1
Localization,
Brodmann area (BA),
MNI coordinates (x, y, z)

ROI / Network 2
Localization,
Brodmann area (BA),
MNI coordinates (x, y, z)

T-score FDRp

Differences within networks

CEN L. inferior parietal lobule,
BA 40, (–50, –47, 52)

L. anterior PFC,
BA 10, (–4, 60, 30)

3.29 0.044

LN R. caudate
(13, 8, 25)

L. anterior PFC,
BA 10, (–22, 61, –15)

3.65 0.024

L. orbito-frontal gyrus,
BA 11, (–10, 64, –16)

3.64 0.024

Differences between networks

CEN Salience network
L. inferior parietal lobule,
BA 40, (–53, –38, 41)

4.11 0.031
L. superior frontal gyrus,

BA 6, (–12, 8, 61)

Coordinates in Montreal Neurological Institute (MNI) space. Only significant results are provided in
this table. BA, Brodmann area; CEN, central executive network; FDR, false discovery rate; L., left;
LN, language network; PFC, prefrontal cortex; R., right; ROI, region of interest; Unc., uncorrected.

DISCUSSION

CBT is an effective treatment to reduce symp-
toms of anxiety, especially for situational anxiety
and avoidance behavior [4]. This analysis showed
that a reduction of anxiety symptoms after CBT is
associated with changes of FC in the PD-related
anxiety circuits and both within and between func-
tional networks. FC between the right thalamus

and the bilateral OFC was reduced to a greater
degree in the CBT group compared to the CMO
group and the improvement of anxiety after CBT
was associated with increased striato-cingulate and
parieto-temporal FC. Moreover, the fronto-parietal
FC within the CEN, the striato-frontal FC within the
language network and the fronto-parietal FC between
the CEN and the salience network were higher in
the CBT group compared with the CMO group. The

http://www.fmriconsulting.com/brodmann/
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Fig. 3. Changes within and between resting-state functional networks in cognitive behavioral therapy group compared with clinical monitoring
only group for anxiety in Parkinson’s disease. Axial, sagittal and frontal view; (z, x, y) = coordinates in the MNI space (Montreal Neurological
Institute).

Table 3
Regression analyses between �FC and �PAS-total in ROIs extracted from ICA analyses within and between common functional networks

after cognitive behavioral therapy for anxiety in patients with Parkinson’s disease

Network / ROI 1 Network / ROI 2 PAS-total
Localization, Localization, R2 Std.� p
Brodmann area (BA), Brodmann area (BA),
coordinates (x, y, z) coordinates (x, y, z)

Within network changes

DMN DMN
L. inferior frontal gyrus, pars orbit., R. anterior PFC 0.59 –0.43 0.007
BA 47, (–39, 41, –14) BA 10, (3, 57, –11)

Between network changes

DAN LN
R. middle frontal gyrus, R. inferior temporal gyrus 0.89 0.26 <0.0001*
BA 6, (27, –7, 58) BA 20, (50, –2, –44)
DAN LN
R. fusiform gyrus, L. caudate 0.74 –0.81 0.0004
BA 37, (48, –59, –10) BA 34, (27, 9, –17)

Coordinates in Montreal Neurological Institute (MNI) space. Only significant results are provided in this table. No significant change in
CMO group. ∗significant change in both CBT and CMO groups; BA, Brodmann area; CBT, cognitive behavioral therapy; CEN, central
executive network; CMO, clinical monitoring only; DAN, dorsal attentional network; L., left; LN, language network; R., right; ROI, region
of interest; Std.�, standardized beta score.
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improvement of anxiety after CBT was associated
with a decreased FC within the DMN as well as
between the language network and the DAN. There-
fore, CBT-induced reduction of anxiety in anxious
PD patients is mediated by functional connectivity
changes.

CBT reverses the imbalance between PD-related
anxiety circuits

In PD, the striatal dopaminergic depletion leads to
reduced activity in the cortico-striato-thalamocortical
(CSTC) circuits, including the limbic one. Dysfunc-
tion of this limbic loop has been associated with
psychiatric symptoms, such as anxiety. This circuit
connects the anterior cingulate cortex (ACC), the
medial PFC and brainstem nuclei with the basal gan-
glia such as the nucleus accumbens, the pallidum,
the subthalamic nucleus (STN) and the thalamus in
order to modulate mood and behavior [17, 18]. The
fear circuit involves the amygdala and the ACC,
the medial PFC, the insular cortex, the hippocam-
pus, and the striatum. The fear circuit is involved
in fear processing, while the limbic CSTC circuit is
more involved in emotional and behavioral adapta-
tions to fear [5]. In anxiety, the limbic CSTC circuit is
mostly under-activated while the fear circuit is over-
activated. We recently proposed that anxiety in PD
could be due to this imbalance between these two
circuits [5].

In the present study, we showed that CBT induces
an increased FC between the nucleus accumbens and
the PFC and between the caudate and the dACC.
These are parts of the limbic CSTC circuit which
could be reactivated by CBT in anxious PD patients.
This would be in line with our earlier hypothesis
of imbalance between the limbic CSTC circuit and
the fear circuit. Moreover, the FC between the tha-
lamus and the OFC was lower in the CBT group
than in the CMO group. Scarce studies of CBT for
anxiety disorders in non-PD patients reported that
the improvement of anxiety symptoms after CBT
was associated with a lower activity of the OFC
and the thalamus [19, 20]. A systematic review
addressing the neurobiological basis of emotional
processing in PD patients showed that the pathway
between the thalamus and the OFC was involved
in emotion recognition as well as the processing
of intense emotional stimuli [21]. It was hypoth-
esized that difficulties in emotion recognition in
PD patients may arise from reduced dopaminergic
input from structures that have close interconnec-

tions with OFC, such as the caudate nucleus [21].
Moreover, in PD the reduced dopaminergic pro-
jections to the frontal cortex, including the OFC,
may prevent a disinhibition of the amygdala. This
may lead to an inappropriate response to intense
emotional stimuli [21]. In PD, anxiety symptoms
could be associated with an imbalance between
overactivity of the thalamus-OFC pathway and a
reduced dopaminergic state between the PFC/OFC
and striatal structures. By reducing the thalamo-
orbitofrontal FC and increasing the striato-prefrontal
and striato-cingulate FC, namely the limbic CSTC
circuit, CBT could restore the balance between these
circuits. This would reduce the abnormal repre-
sentation of non-anxious stimuli that are wrongly
interpreted as anxiogenic, and thus modulate the
processing of intense emotional reaction. Reduc-
tion of thalamo-orbitofrontal activation would be a
general effect of CBT on anxiety symptoms while
reactivation of the limbic CSTC circuit could specif-
ically act on PD-related anxiety. Finally, we did
not find any CBT-induced changes in the fear cir-
cuit.

CBT reinforces the cognitive control on the
emotional processing

Firstly, the fronto-parietal FC within the CEN was
increased in the CBT group compared with the CMO
group. The CEN, which includes the dorsal lateral
PFC, the inferior parietal lobule and the anterior
cingulate cortex, is involved in coordination of mul-
tiple domains of cognitive control such as attention,
working memory, planning, and motor and behav-
ioral inhibition [22, 23]. In a recent study, Micco et
al. reported that anxiety in PD-patients was associ-
ated with a decreased fronto-parietal FC within the
CEN [6]. In our study, by restoring the fronto-parietal
FC within the CEN, CBT could improve cogni-
tive control. Moreover, CBT induced an increased
fronto-parietal FC between the CEN and the salience
network. The salience network mainly includes the
insular and cingulate cortices but also parts of the
parietal and frontal cortices. It is therefore involved
in “bottom-up” attentional processing and may cause
hypervigilance in case of insufficient filtering of the
captured stimuli [24]. Micco et al. reported disrup-
tions in the salience network in PD patients with
anxiety symptoms, with both a decreased and an
increased FC within the ACC and insula. They also
found a reduced FC between the salience network
and the CEN at disease onset in patients with PD and
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anxiety symptoms. The authors hypothesized that an
abnormal interplay within and between limbic and
executive areas may impair the filtering role of the
salience network over external and internal stimuli,
leading to anxiety symptoms. Thus, abnormal inter-
connection between the salience network and the
CEN may decrease the ability to modulate behav-
ioral, as was also shown in anxious non-PD patients
[6]. In our study, we found the opposite in the CBT
compared with the CMO group. Hence, CBT could
restore the FC between the CEN and the salience
network in anxious PD-patients. By increasing cogni-
tive control on the emotional process, it could reduce
anxiety symptoms in PD patients. Besides, we found
disrupted connections between the DAN and the lan-
guage network, with an increased fronto-temporal FC
and decreased temporo-caudate FC. The DAN, which
includes the inferior parietal sulcus, the frontal eye
fields, the visual cortex, and the temporal cortex, is
involved in working memory, spatial attentional func-
tion, flexible coordination of cognitive control, and
decision-making processes [25]. CBT could induce
fronto-temporal FC changes in order to modulate the
cognitive control of emotions. Moreover, the reduced
temporo-caudate FC, which is also part of the fear
circuit, could reflect its reduced activity after CBT.
These results seem to be in line with our previous
findings but as no previous work has studied the
DAN activity in anxious PD patients, further stud-
ies are needed. Finally, we found that improvement
of anxiety symptoms was associated with a reduced
FC within the DMN. A similar decreased activ-
ity in the DMN has been described in anxious PD
patients [6].

Both interventions induced changes in FC

The clinical study showed that even though CBT
was more effective than CMO in improving situa-
tional anxiety and avoidance behavior, improvement
was also observed in the CMO group [4]. In our
study, in both groups, improvement of the PAS-total
score was associated with increased parieto-cingulate
and striato-cingulate FC and decreased temporo-
insular FC. We suggest that both interventions are
able to improve anxiety symptoms. Even a simple
clinical monitoring was able to slightly improve anx-
iety symptoms, and this induced slight FC changes.
Detecting, diagnosing and offering support for anxi-
ety in PD patients is thus essential.

Strengths and limitations

This study has several strengths and limitations. A
strength is that this is the first study to explore the neu-
ral bases of changes induced by CBT in PD patients
with anxiety. Moreover, this study was done in the
context of a randomized controlled trial with a control
group. Finally, in order to validate the results, several
statistical methods have been performed. Only the
significant results for all the methods were consid-
ered for this paper. A limitation is the small sample
size that could have reduced the statistical power
and increase the chance of type II errors. However,
our sample size is higher (n = 35) than that usually
observed in the literature on neuroimaging of CBT
[19, 20, 26–29]. Secondly, the control group is not
really a placebo group, since clinical monitoring may
also be seen as an intervention. Clinical monitor-
ing has been recommended as a control situation
when exploring the clinical effectiveness of a new
or adjusted psychotherapeutic intervention [7, 30].
Thirdly, we choose to not introduce the improve-
ment of depressive symptoms after the intervention
as a nuisance factor. The CBT was tailored for anx-
iety symptoms and the PAS-score is insensitive for
depressive symptoms [9]. In our study, the severity
of depressive symptoms was assessed by the HDRS-
score. At baseline this score was low in both groups.
Moreover, this scale includes items assessing anx-
iety. Correcting our analyses by the change in the
HDRS-score would cancel a great part of the effects
due to anxiety improvement. There is also a fre-
quent co-morbidity between anxiety and depression.
These symptoms are often intermingled and separat-
ing them would distort reality. Fourth, we excluded
10 patients from the imaging analyses (and 3 patients
dropout the clinical and imaging study) for lack of
MRI scan at the 2 sessions (claustrophobia n = 9 and
deep brain stimulation n = 1). We ensured that the
excluded patients had no differences at baseline by
comparing them with included patients using χ2 and
Mann-Whitney tests. They were no differences (Sup-
plementary Table 2). Then, as mentioned before, the
CSCT circuit is classically divided in limbic, motor,
and associative loop. We did not compare these three
loops in the same analyze. A further work would be
interesting to better understand the effect of CBT on
the entire CSTC circuit. Finally, the OFC is classi-
cally susceptible to imaging artifacts. As mentioned
in the Supplementary Material, the EPI double-echo
sequence was not available for all the patients. We
processed a distortion correction using the Suscep-
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tible Distortion Correction included in the CONN
toolbox pipeline.

Conclusion

In this study, CBT induced cerebral changes in anx-
ious PD patients that were associated with symptom
reduction. CBT can restore the imbalance between
PD-related anxiety circuits and thus reinforce cog-
nitive control of emotional processing, leading to
improvement of anxiety symptoms in PD patients.
Our study also revealed that, in PD patients, the lim-
bic CSTC circuit is more accessible to modulation by
CBT than the fear circuit.
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