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Roles of the medial and lateral orbitofrontal cortex in major
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We describe evidence for dissociable roles of the medial and lateral orbitofrontal cortex (OFC) in major depressive disorder (MDD)
from structure, functional activation, functional connectivity, metabolism, and neurochemical systems. The reward-related medial
orbitofrontal cortex has lower connectivity and less reward sensitivity in MDD associated with anhedonia symptoms; and the non-
reward related lateral OFC has higher functional connectivity and more sensitivity to non-reward/aversive stimuli in MDD associated
with negative bias symptoms. Importantly, we propose that conventional antidepressants act to normalize the hyperactive lateral
(but not medial) OFC to reduce negative bias in MDD; while other treatments are needed to operate on the medial OFC to reduce
anhedonia, with emerging evidence suggesting that ketamine may act in this way. The orbitofrontal cortex is the key cortical region
in emotion and reward, and the current review presents much new evidence about the different ways that the medial and lateral
OFC are involved in MDD.
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INTRODUCTION TO THE ORBITOFRONTAL CORTEX (OFC) AND
DEPRESSION
Introduction
Major depressive disorder (MDD) is a prevalent and debilitating
psychiatric disorder associated with high rates of suicide and
significant family and social burdens [1, 2]. Nearly one-third of
depressed patients fail to respond to current antidepressant
medication, adding to the devastating nature of the disorder [3].
Clinically, MDD is a heterogeneous disease that typically is
accompanied by symptoms such as anhedonia (i.e., amotivation
and loss of interest/pleasure), depressed mood (i.e., feelings of
sadness), rumination, diminished concentration (i.e., deficits in
attention and memory), and thoughts of death/suicide.
In this paper, we take the approach of considering the key

brain region involved in emotion in humans, the orbitofrontal
cortex [4, 5], and show that the OFC is a key region involved in
MDD, and present the implications for treatments. In particular,
we show that the human lateral orbitofrontal cortex is involved
in responses to not receiving expected reward, and that the
lateral OFC has higher connectivity and more activations to non-
reward/aversive stimuli in MDD, which is related to the negative
bias symptom and can be ameliorated by conventional
antidepressants such as selective serotonin reuptake inhibitors
(SSRIs). We further show that the medial orbitofrontal cortex is
involved in responses to rewards, and has lower connectivity and
responses to reward in MDD which is more associated with the

anhedonia symptoms. We show that the medial OFC is not
normalized by conventional antidepressants, and propose that
new treatments are needed that operate on the medial
orbitofrontal cortex. One such possible treatment is ketamine,
and another is deep brain stimulation. The focus of this paper is
on the evidence implicating the lateral and medial orbitofrontal
cortex in different ways in depression, but we start with an
overview about how the orbitofrontal cortex is involved in
emotion in humans.

Anatomy and subdivisions of the orbitofrontal cortex
The OFC is a cortical area on the ventral surface of the frontal lobe
in humans and other primates. On the basis of cytoarchitectural
characteristics, the human OFC includes two main cortical areas
shown in Figs. 1A, S1 and S2, the medial OFC 11 and 13, and
lateral OFC 47/12 [6–8]. The cytoarchitecture of the OFC in the
human brain has the same overall architectonic pattern as that of
the macaque brain [9]. According to the meta-analysis in
Kringelbach (2005), the lateral OFC 47/12 has x-axis MNI
coordinates from −33 to −55 and from 33 to 55, and the medial
OFC 13 and 11 has x-axis coordinates between −33 and 33 [10].
The orbitofrontal cortex has connections to the ventromedial
prefrontal cortex (vmPFC) (which includes parts of area 10) and to
the anterior cingulate cortex (ACC) on the medial wall of the
hemisphere (Figs. 1A, S1 and S2), as shown by connection studies
in macaques and humans [9, 11].
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Functional specialization of the human medial and lateral
orbitofrontal cortex
The OFC is the key brain area in humans involved in emotion,
where emotions can be analyzed as states elicited by rewards that
are associated with pleasure, and by punishers or non-reward that

are associated with unpleasant feelings [4, 5, 8, 12]. A foundation is
provided by single neuron recording studies in macaques which
show that primary (unlearned) rewards and punishers such as
taste activate some OFC neurons [13], that some neurons learn in
1 or 2 trials to associate visual or olfactory stimuli with these
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primary rewards, and to reverse the association in 1 trial [14], that
these neurons only respond when these stimuli are rewarding as
shown by feeding to satiety (‘devaluation’) [15], and that some of
these neurons represent economic value as shown by the tradeoff
between the amount of the reward and its quality [16, 17]. In
addition, some other OFC neurons respond to non-reward, that is
when an expected reward is not obtained [18, 19] (Fig. S3B).
Consistent with this, lesions of the macaque OFC impair the
selection of food reward stimuli and stimulus-reward association
learning [20] (which was described as a problem with credit
assignment [21]). This foundational evidence is described in more
detail elsewhere [5].
This research has been extended to humans in neuroimaging

investigations which show topological differences (beyond what is
known in non-human primates) in that many rewards are
represented in the medial OFC, and non-reward and aversive
stimuli in the lateral OFC, and moreover these activations are
correlated with the reported subjective pleasantness or unplea-
santness (Fig. 1B). Evidence of this type has been found for
olfactory [22], water [23], taste [24, 25], flavor and fat texture
[26, 27], and pleasant vs. painful touch [28, 29] and thermal stimuli
[30, 31]. This has been extended to more abstract types of reward,
such as winning money which activates the medial OFC and losing
money or not winning which activates the lateral OFC [32–34], and
extended to beauty and face attractiveness [35] and amphetamine
which activate the medial orbitofrontal cortex [36]. In addition,
and importantly in relation to depression, it has been shown that
not receiving an expected reward (non-reward), in for example a
reward reversal task, activates the lateral OFC [34, 37] (Fig. S3A). A
summary of the medial OFC activations produced by pleasant
rewarding stimuli, and of the lateral OFC activations produced by
unpleasant or non-reward events, is provided in Fig. 2 of
Grabenhorst and Rolls [38]. Of note, the finding that the OFC is
activated in relation to hidden variables that are relevant to
decoding reward value and choice [39, 40] in no way negates but
rather is consistent with all of this evidence about reward value
representations in the orbitofrontal cortex. A more anterior and
ventromedial prefrontal cortex region, vmPFC, is implicated by
neuroimaging evidence in making choices between rewarded
stimuli using attractor decision-making networks [41–43].
Consistent with this neuroimaging evidence, damage to the

human OFC impairs subjectively experienced emotion, the
evaluation of the emotional signal provided by face and voice
expression, and reward reversal learning by impairing the change
of behavior when non-reward is received for a choice and the
behavior should switch to the alternative stimulus [44–47]. The
hypothesis, based on the neuroimaging and lesion evidence in
humans, is that the lateral OFC is activated by not receiving an
expected reward (non-reward), and that lesions of the lateral OFC
impair the ability to learn associations between stimuli and

especially non-reward to guide their future choices of stimuli [5].
In contrast, the medial OFC represents reward value, and its
activations are related to subjective pleasantness [5]. A related
approach suggested that the medial and lateral OFC are involved
in different components of value-guided behaviors, with the
lateral OFC involved in credit assignment and the medial OFC in
decision-making [48]. This actually aligns with our analysis [5].
Damage to the human lateral OFC was described as impairing the
learning of associations between a visual stimulus and whether a
reward had or had not just been received for that choice (and was
described as a problem with ‘credit assignment’ [48]). Conversely,
damage to the human medial OFC /vmPFC made reward choices
more variable when more stimuli were available [48], in line with
the evidence that the medial OFC is involved in choice decision-
making between stimuli of different reward values in which noise
in attractor networks is important [41–43].
Despite strong evidence for anatomic and functional hetero-

geneity within the OFC, some studies have treated this region as a
unified whole. These investigations have often drawn upon
observations from patients with brain damage and from animals
subjected to similar experimental lesions, as highlighted in recent
reviews [40, 49]. For instance, Rudebeck and Rich (2018)
suggested that the OFC plays a pivotal role at the intersection
of emotion and cognition [49]. The OFC was suggested to be
involved in a complex set of cognitive mechanisms related to
goal-directed behavior, encompassing the encoding, storage, and
updating of the subjective value of cues, making prediction for
potential outcomes, comparing values of different options for
decision-making, evaluating the actual outcome, and using this
information to determine if the outcome was better or worse to
guide future decisions [49]. Another review (Knudsen and Wallis
(2020)) compared a value hypothesis and a cognitive map
hypothesis [40]. The former emphasizes the OFC’s crucial role in
value-guided behavior, particularly in signaling value. In contrast,
the latter argues that the OFC may have a broader role in
cognition by representing cognitive maps that guide behavior,
with value being one of the many variables important for
behavioral control. Our proposal, which distinguishes between
the medial and lateral OFC in a reward and non-reward/
punishment framework, describes functional differentiation within
the OFC, and importantly, proposes how this differentiation is
associated with different symptoms of MDD.

Connectivity of the human orbitofrontal cortex
Advances have recently been made in understanding the
connectivity of the human orbitofrontal cortex, by measuring
the human orbitofrontal cortex effective (causal, directed)
connectivity, functional connectivity, and anatomical connections
with diffusion tractography [11, 12]. This connectivity is summar-
ized in the Supplementary Material (Figs. S1 and S2, and in Figs. 2

Fig. 1 Anatomy and functional specialization of the human medial and lateral OFC. A Maps of architectonic areas in the human
orbitofrontal cortex (left, ventral view of the brain) and medial prefrontal cortex including anterior cingulate cortex (right, medial view of the
brain) of humans. Left: The medial orbitofrontal cortex includes areas 13 and 11 (green). The lateral orbitofrontal cortex includes area 12 (red).
(Area 12 is sometimes termed area 12/47 in humans. The figure shows two architectonic subdivisions of area 12.) Almost all of the human
orbitofrontal cortex except area 13a is granular. Agranular cortex is shown in dark grey. The part of area 45 shown is the orbital part of the
inferior frontal gyrus pars triangularis. Right: the anterior cingulate cortex includes the parts shown of areas 32, 25 (subgenual cingulate), and
24. The ventromedial prefrontal cortex includes areas 14 (gyrus rectus) 10m and 10r. AON: anterior olfactory nucleus; Iai, Ial, Iam, Iapm:
subdivisions of the agranular insular cortex. (Modified from Ongür D, Ferry AT, and Price JL, Architectonic subdivision of the human orbital and
medial prefrontal cortex. Journal of Comparative Neurology, 2003, 460:425–449, with permission from John Wiley and Sons [6]). B The lateral
orbitofrontal cortex (red) is activated by not winning, and the medial orbitofrontal cortex (green) by winning, in the monetary incentive delay
(MID) task. C The lateral orbitofrontal cortex region in which activations increased towards no reward (No Win) in the MID task are shown in
red at age 14 (left panel) and 19 (right panel). The medial orbitofrontal cortex region in which activations increased with increasing reward
from No Win to Small Win to High Win is shown in green at age 14 (left panel) and 19 (right panel). (Based on investigations in more than 1000
participants, and B and C modified from Xie C et al, Reward versus nonreward sensitivity of the medial versus lateral orbitofrontal cortex
relates to the severity of depressive symptoms, Biological Psychiatry: Cognitive Neuroscience and Neuroimaging, 2021, 6(3):259–269, with
permission from Elsevier [33]).

B. Zhang et al.

916

Molecular Psychiatry (2024) 29:914 – 928



and 3 of [5]), and shows how taste, somatosensory, visual and
olfactory inputs reach the human orbitofrontal cortex, and how
key outputs are to the anterior cingulate cortex for action-
outcome learning; to the striatum and dopamine neurons for
habit learning; to the hippocampal memory system to enable
emotional states to be incorporated into episodic memory, to
influence memory consolidation, and to provide the goals for
navigation [50]; and to language regions which may be relevant to
declarations about subjective emotional states [11, 12]. The
current review aims to provide insight into the role of OFC
subregions in depression, and further evidence on the connectiv-
ity and functions of the OFC is described elsewhere
[5, 7, 8, 10, 12, 49, 51–54].

Relation of the orbitofrontal cortex to other brain regions
involved in emotion in humans
The orbitofrontal cortex has connectivity with the amygdala, an
evolutionarily much older region [5]. In humans, many of the

cortical regions that connect with the orbitofrontal cortex also
connect to the amygdala, but the return connectivity back to the
cortex from the amygdala is much weaker [5, 12], with amygdala
connectivity to the brainstem implicated in behavioral responses
to emotion-related stimuli. Consistent with this, the amygdala
appears to be much less important in subjective emotional
feelings than the orbitofrontal cortex, as evidenced by the minor
changes in emotional experience following damage to the
amygdala [5, 55–57]. In addition, the connectivity of the human
orbitofrontal cortex to the pregenual anterior cingulate cortex
provides a route for emotion-related stimuli (rewards and
punishers) to reach the hippocampus for episodic memory and
navigation to goals [5, 11]. The connectivity of the human
orbitofrontal cortex to the supracallosal (dorsal) anterior cingulate
cortex provides a route for actions to be learned to obtain the
rewards or avoid the punishers represented in the orbitofrontal
cortex [5, 11, 21]. The connectivity of the orbitofrontal cortex to
the subgenual cingulate cortex may be involved in autonomic

Fig. 2 Structure abnormalities of the medial and lateral OFC related to depression. Lower OFC cortical thickness and surface area in clinical
depression (A, B); and associations between cortical area and thickness of the OFC and depressive symptoms in healthy and high-risk depression
groups (C, D). A In the largest study on cortical structural alterations in MDD (by the ENIGMA consortium), the medial OFC/ventromedial prefrontal
cortex (mOFC) exhibited the most significant gray matter thinning in adult MDD, followed by the rostral anterior cingulate cortex, posterior
cingulate cortex, and lateral OFC. B The medial OFC/ventromedial prefrontal cortex had significant surface area reductions in adolescent MDD
(A and B, reproduced with permission from Schmaal L et al., Cortical abnormalities in adults and adolescents with major depression based on
brain scans from 20 cohorts worldwide in the ENIGMA Major Depressive Disorder Working Group. Molecular Psychiatry, 2017, 22(6):900–909,
Springer Nature, Open Access [73]). C Gray matter volume of the medial and lateral OFC was negatively correlated with self-reported depressive
scores in children (Modified with permission from Cheng W et al., Sleep duration, brain structure, and psychiatric and cognitive problems in
children. Molecular Psychiatry, 2021, 26:3992–4003, Springer Nature [85]). D In a prospective study of healthy adolescent girls with a family history
of MDD, cortical thickness in the medial OFC measured at baseline had the greatest weight in predicting the onset of future depression in all 32
brain regions (Modified from Foland-Ross LC et al., Cortical thickness predicts the first onset of major depression in adolescence, International
Journal of Developmental Neuroscience, 2015, 46:125–31, with permission from John Wiley and Sons [88]).
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responses [5], but this is a site where brain stimulation may
alleviate depression [58], perhaps by activating the orbitofrontal
cortex. Furthermore, the connectivity of the orbitofrontal cortex to
the striatum may be involved in learned habit responses to
emotion-related stimuli [5]. The connectivity of the orbitofrontal
cortex to the ventral striatum (VS) with the onward connectivity in
part via the habenula provides a route for reward and punishment
to reach the brainstem dopamine neurons that may thereby signal
reward prediction error for reinforcement learning [59–62]. The
orbitofrontal cortex also connects to the frontal pole cortex, and
the theory is that this provides evidence about rewards that are
available for the decision about whether to exploit the current
reward, or explore for possible better rewards [63]. Thus, the OFC
is a crucial brain region in human emotion partly because it
communicates emotion-related reward and punishment signals to
other brain regions [5].

An approach to the orbitofrontal cortex and major depressive
disorder
Given the evidence that the OFC is a key brain region in emotion
and reward, the theory was proposed that the lateral orbitofrontal
cortex is involved in depression by being over-responsive to not

receiving expected rewards (which induces sadness); and that the
medial orbitofrontal cortex is involved in depression by being less
responsive to rewards, and could contribute to anhedonia and less
happiness [64]. Following up this theory, it was found in a large-
scale resting-state functional connectivity (rsFC) study that there is
higher connectivity of the lateral OFC with the precuneus and
language-related regions in depression, and lower connectivity of
the medial OFC with medial temporal lobe memory-related brain
regions in depression [65]. That was followed up in a number of
further investigations which showed that only the higher
functional connectivity of the lateral OFC (but not the lower
functional connectivity of the medial OFC) in MDD could be
ameliorated by antidepressant drugs such as SSRIs [66–71]. A
further investigation showed increased sensitivity to non-reward
(not winning in a monetary incentive delay (MID) task) of the
lateral OFC related to symptoms of depression such as negative
feelings, and low sensitivity to the reward of winning in the medial
OFC [33]. These findings are consistent with earlier evidence for a
role of the OFC in the pathophysiology of MDD [72], with for
example marked structural reduction (i.e., cortical thickness) in the
OFC regions in depression [73]. There is also emerging evidence
that the lateral OFC is a potential therapeutic target in brain

Fig. 3 Disrupted medial and lateral OFC activation in distinct subcomponents of reward-related processing. A Reward anticipation:
Individuals with high-severity depressive symptom scores (squares) had reduced sensitivity of the medial OFC (highlighted in green) to
reward cues, and enhanced sensitivity of the lateral OFC (highlighted in red) to non-reward cues relative to healthy controls (circles) during
reward anticipation in a monetary incentive delay task (with permission from Elsevier [33], see above). B Reward prediction error: MDD
patients had decreased medial OFC (mOFC) and ventral striatum (VS) neural responses compared to healthy controls when receiving
unexpected reward feedback, and the reward prediction error neural signals in the medial OFC were inversely correlated with the degree of
anhedonia (Snaith-Hamilton Pleasure Scale, SHAPS score) in depressed patients (Modified from Rothkirch M et al., Neural mechanisms of
reinforcement learning in unmedicated patients with major depressive disorder, Brain, 2017, 140(4):1147–1157, with permission from Oxford
University Press [106]).
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stimulation for depression patients [74–76]. In light of these
findings, a detailed and comprehensive review concerning the
separable roles of the medial and lateral OFC in major depression
is of importance.

DIFFERENCES OF THE ORBITOFRONTAL CORTEX RELATED TO
DEPRESSION
Structural differences of the orbitofrontal cortex in major
depressive disorder
The OFC has structural differences, for example in volume and
surface area, in depression. Initial evidence from postmortem
studies in MDD showed reductions in the density and size of
neurons in the OFC [77, 78]. Neuroimaging studies reported
reduced gray matter volume [79, 80], cortical thinning [81], and
lower surface area [73] of the medial OFC/ventromedial prefrontal
cortex in MDD. With respect to distinct subregions of the OFC, the
medial OFC is especially involved in MDD [73, 79, 81–83]. Many
studies reported that smaller gray matter volume of the medial
OFC (but not lateral OFC) significantly correlated with higher
depression symptoms [82, 84] across MDD patients and healthy
controls. A recent large study (1902 MDD patients and 7658
healthy controls) by the ENIGMA consortium showed that the
brain regions with the strongest effect sizes for cortical gray
matter thinning related to MDD were the medial OFC/ventrome-
dial prefrontal cortex for adult MDD patients, followed by the
rostral anterior cingulate cortex (rACC), posterior cingulate cortex
(PCC), lateral OFC, insula, and fusiform gyrus [73] (Fig. 2A). This
study also found that adolescents with MDD had a significantly
lower surface area for the medial OFC / ventromedial prefrontal
cortex, with also some reduction for the lateral OFC (Fig. 2B).
Lower volume of the medial OFC was also reported in elderly
patients with MDD in other studies [80, 83].
In addition to the structural abnormalities of the medial and

lateral OFC found in clinical populations at different stages (i.e.,
first-episode, current, and remission), a negative association has
also been found between morphological features of the OFC (in
particular the medial OFC) with depressive symptoms in
populations that have not been diagnosed with depression,
and in young populations with a high-risk of depression, as
follows. A recent large-scale Adolescent Brain Cognitive Devel-
opmental (ABCD) study (11,067 children aged 9–11) indicated
that lower volume of the medial and lateral OFC was associated
with higher self-reported depressive scores [85] (Fig. 2C). More-
over, a series of studies with the ABCD cohort showed that
factors that were linked with depressive problems, such as lower
sleep duration [85], higher family conflict [86], and lower
maternal age [87], were also associated with lower volume in
the medial and lateral OFC. All these studies provide evidence
that structural alterations of the OFC are important vulnerability
indicators for developing depression. In support of this idea, a
prospective study evaluated healthy adolescent girls (10–15
years old) with a family history of MDD and showed that cortical
thickness measured at baseline could predict the future onset of
depression in a multivariate model, with the largest weights in
the medial OFC relative to the lateral OFC and other non-OFC
cortical areas [88] (Fig. 2D).

Activation differences of the orbitofrontal cortex in major
depressive disorder: implications for clinical features
In the context of the dissociable roles of the medial and lateral
OFC in value-guided behavior and emotion, task-based neuroima-
ging studies provide evidence that dysfunctional activations in the
medial and/or lateral OFC in MDD are associated with abnorm-
alities in the different components of reward-related and
emotional processing. In the next section, we focus on how
activation differences in the medial and/or lateral OFC are linked
to the clinical features found in MDD.

Reward-related processing, the medial orbitofrontal cortex, and
anhedonia. The clinical and preclinical literature provides evi-
dence that abnormalities in the OFC are linked to deficits in
different subdomains of reward-related processing, such as
reward anticipation, reward outcome, reward prediction error
(PE), and decision-making (see reviews [89–93]). Based on current
concepts, abnormalities in any of these subdomains in reward
processing may lead to behaviors that can be interpreted as an
anhedonia syndrome in MDD [89, 94, 95]. Indeed, abnormalities of
the OFC have been strongly associated with the multidimensional
anhedonia syndrome in MDD. For example, in the large-scale UK
Biobank sample, the polygenic risk for the anhedonia symptoms
was related to smaller volumes of brain reward circuits, such as
smaller OFC volume [96]. In the next section, we summarize how
abnormal OFC activations (in particular the medial OFC) related to
components of reward processing are associated with different
clinical symptoms such as amotivation, loss of interest/pleasure,
and blunted associative learning, which contribute to anhedonia
symptoms in depression.

Reward anticipation and amotivation in major depressive disorder:
In addition to the consistent finding that blunted neural responses
in the ventral striatum /nucleus accumbens (NAcc) are involved in
deficits in reward anticipation [97, 98], hypoactivation of the OFC
(which projects to the VS) also plays a crucial role in the
anticipation of rewards in depressed states. Using the monetary
incentive delay task, medication-free adult depressed patients
exhibited weaker activations in the VS, medial OFC (peak
coordinates: 33, 51, −3), and rostral ACC when anticipating high
rewards relative to healthy controls, and the activations in the OFC
and NAcc were positively correlated with the self-reported
hedonic capacity in patients [99]. In line with this finding, blunted
medial OFC activation in the reward anticipation phase was also
found in medicated adult depressed patients [100], medicated
adolescent depressed patients [101], and adolescent individuals
with high-severity depression symptoms [33].
Of particular importance, a large-scale IMAGEN cohort study

with 1877 individuals at the age of 14 and 1140 individuals at the
age of 19 found that the medial OFC and VS were sensitive in a
monetary incentive delay task to reward anticipation (reflected by
graded activation increases from no- to small- to large-wins); and
that the lateral OFC was sensitive to non-reward anticipation
(reflected by graded activation increases from large- to small- to
no-wins) [33] (Fig. 3). This provides evidence that the medial OFC
is related to winning, and the lateral OFC to not winning.
Importantly, during the reward anticipation phase of the monetary
task, individuals aged 19 and 14 with higher depression severity
scores showed lower medial OFC activation in the reward contrast
(large-win minus no-win), but higher lateral OFC activation in the
non-reward contrast (no-win minus large-win). Further, the
activation of the medial OFC was negatively correlated with
anhedonia, and the activation of the lateral OFC was correlated
with negative feeling symptoms [33]. Interestingly, lower medial
OFC activation was associated with current depression symptom
scores, whereas higher lateral OFC activation was associated with
both current and future depression scores.
Given the critical role of the medial OFC and VS in encoding

specific stimulus-reward associations and predicting potential
outcomes in goal-directed behaviors [5, 102], the pathologically
lower activation of the medial OFC during reward anticipation in
depressive patients may reflect a difficulty to develop associations
between sensory features of stimuli and their reward value and
therefore to predict reward outcomes. It is suggested that this
insensitivity to reward cues produces the symptom of amotivation
(loss of motivation) observed in depression [5, 100].

Reward outcomes and the loss of interest/pleasure in major
depressive disorder: Individuals with MDD exhibited hyposensitivity
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behaviorally to the delivery of reward stimuli or positive events in the
reward outcome or consummatory phase of reward, and this was
associated with blunted responses within frontostriatal circuitry
involving the medial OFC [103]. For example, lower activations were
found in the medial OFC (BA11) and VS/NAcc in adult patients with
MDD when they listened to their favorite music [104], and in
unmedicated recovered patients with a history of MDD when they
tasted and viewed pleasant taste stimuli [105]. In terms of receiving
monetary rewards, MDD patients also showed hypoactivation in the
medial OFC, caudate, and ACC during high-magnitude reward
feedback in a probabilistic task [101]. Thus, decreased activations in
the medial OFC to the delivery of rewarding stimuli are implicated in
MDD. Overall, the evidence in this section provides evidence that in
response to reward outcomes, there is often lower activation in the
medial OFC and in a region to which it connects, the ventral striatum,
in MDD patients, and that this is associated with less subjective
pleasure.

Reward prediction error and blunted associative learning in major
depressive disorder: In line with reward anticipation and reward
outcome brain differences in depression, reward prediction error
in MDD patients is also linked to blunted activation in
frontostriatal regions that include the medial OFC and VS. Using
a standard reinforcement learning task, a group of unmedicated
MDD patients had attenuated activations in the medial OFC
compared to healthy controls when unexpected rewards were
obtained [106]. Notably, the medial OFC and VS neural signals
associated with positive reward PE were inversely correlated with
anhedonia severity in depression patients (i.e., a lower positive
reward prediction error was associated with greater anhedonia)
(Fig. 3). Another study using a simulated slot-machine game found
that MDD patients exhibited attenuated activations in the OFC,
NAcc, and caudate in response to unexpected rewards [107].
Decreased activations in the OFC to positive reward prediction
error could relate to deficits in stimulus to reward outcome
associative learning that may impair hedonic capacity.

Emotion regulation, the lateral orbitofrontal cortex, and
negative bias. The negative bias observed in depressive patients,
which refers to more emphasis on negative than positive stimuli
or information, has been linked to hyperactivation in the lateral
OFC. For instance, in an emotional go/no-go task, depressed
patients showed an enhanced neural response in the lateral OFC
(BA47) to sad distractors compared to healthy controls, suggesting
that irrelevant negative stimuli have a greater capacity to capture
attention in depressed patients [108]. Moreover, disrupted activity
and connectivity of the lateral OFC were also related to negative
affective biases. Young individuals with (vs. without) a familial risk
of depression showed enhanced activations in the lateral OFC and
insula as well as lower activations in the ACC when viewing
aversive stimuli [109]. Adolescent patients with depression also
had greater activation in the amygdala, lateral OFC (peak
coordinates: 41, 19, –16), and subgenual ACC in response to
fearful expressions than healthy controls [110]. Moreover, when
processing angry or sad faces, medication-free MDD patients had
increased connectivity between the lateral OFC, dorsolateral
prefrontal cortex (DLPFC), and the inferior frontal operculum
[111]. Thus in the context of the roles of the lateral OFC in the
representation of unpleasant stimuli and non-reward [38], the
hyperactivation in the lateral OFC to such stimuli is proposed to
underly the bias toward increased behavior to unpleasant stimuli
observed in MDD [64]. Moreover, once started, those unpleasant
states tend to persist in ruminating thoughts, which are ascribed
to increased non-reward network attractor states in the lateral
OFC, which are maintained in part and kept in memory by long-
loop attractor neuronal networks that maintain neuronal firing
both within the local network in the lateral OFC and by long loops
to the angular gyrus [65, 112]. It is found that the activations to

non-reward often extend laterally from the lateral OFC into
regions that may be described as ventrolateral prefrontal cortex in
the inferior frontal gyrus (IFG) [34]. One such region is 47l, which
has strong connectivity with Broca’s area 44 and 45, and is
suggested to be a route by which the human lateral OFC can
access language systems, allowing emotional experiences to be
reported [12, 113].

Connectivity differences of the orbitofrontal cortex in major
depressive disorder
To start with functional connectivity (FC), of particular importance
is that a resting state voxel-level functional connectivity analysis
with a large sample of 421 MDD patients and 488 healthy controls
showed that MDD patients had lower rsFC between the medial
OFC (BA13) and memory-related regions (parahippocampal gyrus
and medial temporal lobe), and higher rsFC between the lateral
OFC (BA47/12) and brain regions related to the sense of self and
agency (the precuneus) and language (i.e., angular gyrus) (Fig. 4)
[65]. Given that the medial OFC is involved in representations of
reward/pleasant stimuli and the lateral OFC of punishment/
unpleasant/non-reward stimuli [32, 33] (Section “Introduction to
the orbitofrontal cortex (OFC) and depression”), this is evidence
that supports the attractor theory of depression [64], with
depressed people having fewer happy memories and anhedonia
related to the medial OFC, and more ruminating sad thoughts
associated with the increased connectivity of the lateral OFC [65].
A series of further rsFC studies with a large sample size and cross-
validation by replication with other patient samples further
confirmed that MDD patients had decreased functional connec-
tivity between the medial OFC (involved in emotion), and
amygdala and fusiform gyrus, as well as increased connectivity
between the lateral OFC and brain areas that include the posterior
cingulate cortex (involved in memory), subcallosal ACC, language-
related inferior frontal gyrus regions, and self-related precuneus
[66, 67, 69–71] (see summary Fig. 5 for more details). Those
discoveries of decreased FCs in medial OFC and increased FCs in
lateral OFC in MDD provide a framework for understanding
depression in the context of brain systems involved in emotion
[5, 64, 112].
In addition, decreased connectivity between the medial OFC

and limbic regions (e.g., the amygdala) has been consistently
identified in MDD, and may be linked to the disrupted mood
regulation. First, decreased functional connectivity between the
medial OFC and amygdala has been consistently reported in MDD
patients [71, 114]. A recent large-scale rsFC study with 336 MDD
patients and 350 controls indicated a decreased rsFC between the
amygdala and both the medial and lateral OFC in patients, and the
reduction of connectivity strength of the medial OFC with the
amygdala was correlated with the increase in depression
symptoms and duration of illness [71]. Preclinical and clinical
evidence suggests that the functional coupling of the OFC and the
amygdala mediates the association between spontaneous reap-
praisal and emotional responses in emotional regulation [115],
and that the disrupted connectivity between medial OFC and
amygdala may relate to the depressed mood.
Moreover, higher connectivity between the lateral OFC and

insula was identified in depressive individuals. A longitudinal
study found that the OFC-insula connectivity strength in response
to loss outcome in a reward task was positively correlated with
prospective (9 months later) depressive symptoms [116], repre-
senting a vulnerability factor for depression. Moreover, young
individuals with a familial risk of depression showed enhanced
responses both in lateral OFC and insula when viewing aversive
stimuli [109]. Interestingly, resting-state functional and structural
connectivity work also identified increased connectivity between
the lateral OFC and insula in MDD patients [117, 118]. Given the
crucial role of the antero-ventral insula which is adjacent to and
connected with the lateral orbitofrontal cortex in producing
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autonomic responses [11, 119, 120], the abnormally increased
connectivity between the lateral OFC and insula may be indicative
of impaired integration of negative value with emotion-related
autonomic responses. In addition to reduced medial OFC and
striatal activity in the reward-related tasks as described above,
several studies also indicate disrupted connectivity within fronto-
striatal reward circuits implicated in MDD. For instance, MDD
patients showed decreased rsFC mainly located in the cortical-
striatal pathway, including the medial OFC, NAcc, rostral ACC, and
caudate, relative to healthy controls [121].

Metabolic and neurochemical differences of the orbitofrontal
cortex in major depressive disorder
Imaging studies using positron emission tomography (PET)
techniques have consistently identified glucose metabolic
abnormalities across the cortical–limbic network spanning the
OFC in MDD [122]. The abnormal physiological activity is relevant
to pathological changes in synaptic transmission, such as
serotonergic, dopaminergic, noradrenergic, glutamatergic, and
GABAergic transmission. In the next section, the metabolic and
neurochemical abnormalities of the OFC in depressed patients are
considered, with a focus mainly on glucose metabolism and
serotonergic systems.

Glucose metabolism. In most studies, MDD patients were
characterized by increased medial and lateral OFC glucose
metabolism in the depressed phase, which can be reversed by
various antidepressant therapies such as classic and glutamatergic
antidepressant drugs, deep brain stimulation (DBS), and transcra-
nial magnetic stimulation (TMS) [123–126]. For instance, Drevets
et al. (2002) found that unmedicated depressed patients had
increased metabolism in the lateral OFC and amygdala relative to
healthy controls at pre-treatment baseline, followed by a decrease

after six months of antidepressant treatment [125]. Another
longitudinal pharmacotherapy study also indicated that compared
to non-responders, responders with successful treatment had a
greater decrease towards normality of medial and lateral OFC
glucose metabolism [123].

Serotonergic system. Due to the antidepressant effect of selective
serotonin reuptake inhibitors and increased serotonin transmission
produced by other antidepressant drugs, alterations of the central
serotonergic (5-HT) system have drawn much attention in depression
[127]. In PET imaging, it has been shown that MDD is associated with
lower 5-HT1A receptor binding [128]. Consistent evidence is that
tryptophan depletion that produces a reduction of central 5-HT
transmission induces a transient return of depressive symptoms in
remitted MDD patients, along with an increase in regional cerebral
glucose utilization in the lateral OFC [129].
So far, we have described different abnormalities in depressive

states related to the medial and lateral OFC, as summarized in Fig. 5.
We highlight that lower connectivity and less activation to rewards of
the medial OFC may be associated with the anhedonia symptom in
MDD, whereas higher connectivity and more activation to non-
rewards of the lateral OFC may be related to the negative bias in
MDD. In the next section, we will focus on whether (and how) the
medial and lateral OFC abnormalities underlying different depressive
symptoms can be normalized by specific antidepressant
interventions.

ANTIDEPRESSANT INTERVENTIONS TARGETING THE
ORBITOFRONTAL CORTEX
Antidepressant medications
Conventional antidepressants, the lateral orbitofrontal cortex, and
negative bias. Conventional antidepressants reduce negative

Fig. 4 Abnormal resting-state voxel-level functional connectivity of the medial and lateral OFC in patients with major depression. MDD
patients showed decreased resting-state functional connectivity between the medial OFC and MedTL (arrows in blue in the left panel) and
increased connectivity between the lateral OFC, left precuneus, left angular gyrus, and MidTG21_R (arrows in red in the right panel) relative to
healthy controls. MedTL: medial temporal lobe from the parahippocampal gyrus to the temporal pole; MidTG21_R: right middle temporal
gyrus area 21. This is from a pioneering brain-wide voxel-level association study (BWAS), which enabled voxels in the lateral orbitofrontal
cortex and medial orbitofrontal cortex with different functional connectivity in depression to be identified without prior limiting hypotheses.
The figure was modified with permission from Cheng et al., Medial reward and lateral non-reward orbitofrontal cortex circuits change in
opposite directions in depression, Brain, 2016, 139:3296–309, Oxford University Press [65].
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bias in depressed patients, and this may relate to a reversal of the
oversensitivity and higher functional connectivity of the lateral
OFC [65, 112]. For instance, an SSRI antidepressant (citalopram)
resulted in a smaller activation in the lateral OFC in response to
aversive stimuli (used to measure negative bias) in depressed
patients [130]. Consistently, unmedicated depressed adolescents
had significantly greater activation to fearful relative to neutral
facial expressions than did healthy controls in the lateral OFC
(peak coordinate: 41, 19, –16), subgenual ACC, and amygdala, and
SSRI medication (fluoxetine) normalized this [110].
We emphasize that only the altered functional connectivity in

the lateral OFC, but not the medial OFC, with other brain regions,
can be normalized by conventional antidepressant drugs (Fig. 6B)
[65, 112]. A series of large-scale cross-sectional studies showed
that significantly increased functional connectivity between the
lateral OFC (but not medial OFC) and the precuneus, PCC, IFG,
angular gyrus, subgenual and supracallosal ACC was found in
unmedicated depressed patients relative to controls, and that this
abnormality was ameliorated back towards the values in controls
in medicated patients [65–67, 69, 70], suggesting a normalization
of dysfunctional connectivity of the lateral OFC, but not the medial

OFC, by conventional antidepressant drugs. Taken together, all
these findings provide evidence that conventional antidepres-
sants, particularly SSRIs, alleviate negative bias in processing
emotionally salient information in depression, and act by reversing
the increased functional connectivity and responsiveness of the
lateral OFC in depression [112] (Figs. 5 and 6B).
The proposal about the antidepressant action of conventional

antidepressants on negative bias via the lateral OFC network
is supported by the cognitive neuropsychological (CNP) model
[131, 132], which was developed to understand the puzzling
phenomenon of delayed clinical effects of antidepressants that
produce biological but incomplete psychiatric changes in the first
few hours after the first dose. As briefly summarized by Godlewska
and Harmer [132] and Godlewska [131], the model proposed that
two key processes are required before early biological effects can
be translated into clinical improvement. The first one is a positive
shift in the processing of emotionally salient information. This shift
first occurs at the behavioral and neurological levels following a
single antidepressant dose. Brain regions in which such changes
were identified are the lateral OFC, amygdala, ACC, putamen,
hippocampus, and prefrontal cortex regions [132]. Subsequently,

Fig. 5 Summary of the abnormalities of the medial and lateral orbitofrontal cortex in major depressive disorder. Above: Functional
connectivity differences of the medial and lateral OFC in depression. Red lines connecting brain regions indicate higher functional
connectivity in MDD than in controls, including higher connectivity of the lateral OFC with the anterior cingulate cortex (ACC, including the
subcallosal part), posterior cingulate cortex (PCC), insula, inferior frontal gyrus (IFG), angular gyrus, and precuneus. Blue lines connecting brain
regions indicate lower functional connectivity in MDD than in controls, including lower connectivity of the medial OFC with the amygdala,
medial temporal cortex, parahippocampal gyrus, striatum, and temporal cortex. Below: Differences in brain structure (decreased volume or
area) and in responses to reward, non-reward, and aversive stimuli, and in neurochemistry (especially serotonin) of the lateral and medial
orbitofrontal cortex in major depression (see text for more details).
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Fig. 6 Summary of pathological abnormalities in the medial and lateral OFC in response to ketamine and to conventional antidepressant
medications such as SSRIs. A (Left panel) Ketamine administration induced sustained increases in the medial OFC (red dots) and nucleus
accumbens activation (violet dots) during both reward anticipation and reward feedback phase of the monetary incentive delay task for TRD
patients [135]. The dots represent spheres ROIs with the center point placed on the peak coordinates, and with a radius of 5 mm. (Right panel)
Ketamine infusion increased the functional connectivity between medial OFC and ventral rostral putamen (VRP) for the TRD patients, and the
increased magnitude of OFC-putamen connectivity correlated with improved levels of anhedonia symptoms (right panel, negative numbers
indicate post-ketamine improvements compared with post-placebo) (Reproduced with permission from Mkrtchian A et al., Ketamine
modulates fronto-striatal circuitry in depressed and healthy individuals, Molecular Psychiatry, 2021, 26(7):3292–3301, Springer Nature, Open
Access [136]). B Conventional antidepressants such as SSRIs decrease the elevated functional connectivity of the lateral orbitofrontal cortex in
depression (Reproduced with permission from Rolls ET et al., The orbitofrontal cortex: reward, emotion and depression, Brain
Communications, 2020, 2(2):fcaa196, Oxford University Press, Open Access [112]). C Schematic presentation of potential mechanisms of
action for ketamine and conventional SSRI antidepressant medications. Conventional antidepressants, particularly SSRIs, alleviate the negative
bias by reversing the increased functional connectivity and responsiveness of the lateral OFC in MDD. Ketamine may act to increase the
reduced functionality of the medial OFC in MDD to alleviate the anhedonia symptoms.
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this new more positive bias will be ‘enacted’ through interactions
with the social environment with repeated administration of
antidepressant drugs. Therefore, conventional antidepressants
may alleviate negative bias symptoms by treating abnormalities
in the lateral OFC associated network.

Ketamine, the medial orbitofrontal cortex, and anhedonia. Drugs
that influence glutamatergic transmission, e.g., ketamine, are
effective in treating MDD and suicidal ideation with substantial
clinical evidence [133, 134]. In particular, ketamine has shown
remarkable consistency in ameliorating anhedonia symptoms,
which might be associated with normalizing the pathological
activity of reward circuits involving the medial OFC and VS. For
instance, a pharmacological investigation recruited 10 treatment
resistant depression (TRD) patients with a monetary incentive
delay task before and after ketamine infusions. The study showed
that ketamine administration (after seven days) induced a
sustained increase in medial OFC and NAcc activation during
both the anticipation of positive reward cues (OFC peak
coordinates: −21, 38, −14) and during the receipt of positive
feedback (the outcome phase) (OFC peak coordinates: −15, 47,
−17). The enhanced reactivity of the medial OFC and NAcc was
accompanied by decreased depression symptoms and better
behavioral performance to positive items [135]. Given the blunted
neural response in the medial OFC and VS during the reward task
underlying the anhedonia symptom in depression described
above, the increased activations in these two areas following
ketamine administration potentially contribute to a recovery of
the anhedonia symptoms in TRD, resulting in an improvement of
depression symptoms.
Consistent with this, in one of the first clinical studies to

investigate the anti-anhedonic mechanisms of ketamine in
depression, 52 TRD patients received a single ketamine infusion.
The primary outcome indicated that ketamine rapidly reduced
levels of anhedonia, with a substantial effect within 40 minutes
which lasted up to 3 days post-infusion. Importantly, in a
subgroup of patients who received PET scans, the single ketamine
infusion decreased glucose metabolism within OFC regions (the
more medial part) (peak coordinates: 28, 46, −24; 34, 44, −14),
and the reduced magnitude of the OFC metabolism was positively
correlated with the changes in the anhedonia symptoms (i.e.,
changes in Snaith-Hamilton Pleasure Scale (SHAPS) scores) [126].
In addition, a recent double-blind, placebo-controlled, crossover
trial in TRD and healthy controls also showed that ketamine
infusion increased the functional connectivity between the right
medial OFC (peak coordinates: 28, 26, 3) and ventral rostral
putamen for the TRD patients toward the levels observed in
healthy controls, and the increased magnitude of OFC-putamen
connectivity was correlated with improved levels of anhedonia
symptoms (i.e., reductions in SHAPS scores, Fig. 6A) [136]. Taken
together, these findings provide evidence that ketamine has acute
and chronic anti-anhedonic effects in MDD, which putatively are
likely to be mediated by altered medial OFC and frontostriatal
circuits (Fig. 6A).
The antidepressant mechanism of ketamine [95, 137] is

potentially attributable to blocking N-methyl-D-aspartate (NMDA)
receptors that mediate inhibition of inhibitory GABAergic inter-
neurons in the PFC [138, 139]. The resulting increased release of
glutamate leads to elevated α-amino-3-hydroxy-5-methyl-4-iso-
xazole propionic acid (AMPA) receptor activation, resulting in
short- and long-term synaptic plasticity via activation of the brain-
derived neurotrophic factor (BDNF) and via the mammalian target
of rapamycin (mTOR) pathway [140]. The decreased inhibition and
increased synaptic plasticity may promote increased neural
activity in reward circuitry (including potentially the medial OFC)
and/or an increased dopaminergic tone in the frontostriatal
pathway [141] to reverse anhedonic symptoms. In the context that
conventional antidepressant drugs (e.g., SSRIs) are inadequate to

treat the anhedonia in MDD [142–144], glutamatergic drugs such
as ketamine may be a more promising antidepressant to treat
anhedonia. The hypothesis is thus that ketamine acts to increase
the reduced functionality of the medial OFC in depression, so
reducing the anhedonia symptoms (Fig. 6).
Other treatments that act to facilitate functional connectivity or

activity of the medial orbitofrontal cortex would potentially be
useful in the treatment of MDD. Another potential candidate is the
group of drugs classified as psychedelics, such as psilocybin,
which acts as non-selective serotonin 2 A receptor (5-HT2AR)
agonist. One investigation found that treatment with psilocybin
which produced antidepressant effects in treatment-resistant
participants increased ventromedial prefrontal cortex resting state
functional connectivity with the parietal cortex, and that the
increase predicted a better response to the treatment measured at
5 weeks [145]. Although this is a study with a small sample size
(n= 15), it does highlight the potential to find new classes of
treatment that may act to increase the functional connectivity
and/or activity of the medial OFC / anterior cingulate cortex region
in the treatment of MDD.

Brain stimulation therapies
To reverse the abnormal activity and connectivity of the medial
and lateral OFC in major depression, in addition to indirectly
targeting the OFC through antidepressants, another promising
therapeutic intervention is to directly target the OFC in brain
stimulation therapies [58]. Encouraged by the oversensitive lateral
OFC supported by ‘non-reward attractor theory of depression’ [64],
several investigations have attempted to reduce the functioning
of the lateral OFC using repetitive transcranial magnetic stimula-
tion (rTMS) or DBS.

Stimulation of the lateral orbitofrontal cortex using repetitive
transcranial magnetic stimulation. rTMS has been used as a
relatively safe treatment that can alleviate symptoms of depres-
sive patients in TRD. The treatment effect of conventional rTMS
protocols targeting the DLPFC, or occasionally the dorsomedial
prefrontal cortex (DMPFC), has a bimodal distribution [146].
Recently, rTMS that may influence the lateral OFC has also been
employed in patients with TRD [74, 75, 147]. Lateral OFC-rTMS in
depression was first reported in a case study [74]. In this study, a
female with an eight-year history of MDD, who previously failed to
respond to both DLPFC-rTMS and DMPFC-rTMS protocols,
received 1-Hz rTMS targeting the right lateral OFC. After
30 sessions, the patient reported significant mood improvement
and showed marked rsFC changes within the cortico-striatal-
thalamic loop circuits, e.g., decreased connectivity between the
lateral OFC and the NAcc. This investigation was followed by
another study that employed the same lateral OFC-rTMS protocols
in a larger sample of MDD (42 patients) [75], and found that nearly
25% of patients achieved remission overall, and this remission
proportion was nearly identical among patients who did not
respond to DMPFC-rTMS. Due to the lack of a sham control group,
these two studies only provide preliminary evidence for an
antidepressant effect of lateral OFC-rTMS. A more recent study
showed that right orbitofrontal TMS benefits depressed patients
unresponsive to DLPFC-TMS [147], consistent with the approach to
depression reviewed here.

Stimulation of the lateral orbitofrontal cortex using deep brain
stimulation. DBS is a promising therapeutic intervention for
depression, particularly for TRD. DBS has been applied to brain
regions within the frontostriatal and limbic circuits, such as the
NAcc [148], subgenual ACC [149], lateral habenula [150], and
ventral capsule (VC)/VS-amygdala loop [151]. A recent study
demonstrated that DBS targeting the lateral OFC helps to alleviate
mood symptoms in depression [76]. In this study, twenty-five TRD
patients received high-frequency electrical stimulation across the
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medial and lateral OFC, and other non-OFC brain regions such as
the amygdala, insula, subgenual ACC, and dorsal cingulate cortex.
The results indicated that locally, the lateral OFC stimulation
suppressed low-frequency power—theta-and alpha-band—activ-
ity in the target region. The normalized OFC activity inversely
correlated with the mood state during the stimulation period.
Broadly at the neural network level, except for the target region,
lateral OFC stimulation also suppressed theta-band activity, with
the most remarkable effects in the insula and dorsal cingulate
cortex. It is worth noting that mood improvement by stimulation
of the lateral OFC was more effective than stimulation of the
medial OFC and other non-OFC brain regions. Although replica-
tion of these observations with a larger sample size is required,
they do suggest that the lateral OFC is a promising new
therapeutic target for DBS to improve mood states by modulating
mood-related circuits in TRD patients.

SUMMARY AND FUTURE DIRECTIONS
The evidence described in this paper indicates the following,
which is partly summarized in Figs. 5 and 6:

(1) In humans, the medial orbitofrontal cortex is implicated in
rewards, and the lateral orbitofrontal cortex in punishment
and non-reward;

(2) In major depressive disorder, there is evidence for reduced
volume (or area or thickness) of the OFC especially the
medial OFC; decreased activations to reward of the medial
OFC linked to anhedonia; increased activations to non-
reward/aversive events of the lateral OFC linked to negative
bias; and decreased functional connectivity of the medial
OFC and increased functional connectivity of the lateral OFC
with other brain regions;

(3) Conventional antidepressants such as the SSRIs reduce the
elevated activation/functional connectivity of the lateral
OFC towards normal in MDD and reduce negative bias, but
do not ameliorate the lower functional connectivity of the
medial OFC and anhedonia.

(4) Treatments are therefore needed to increase the activation
and connectivity of the medial OFC and to relieve the
anhedonia in MDD, and emerging evidence suggests that
ketamine may act in this way. Another potential class of
drugs that may act in this way are the serotonin 2 A receptor
agonists such a psilocybin.

(5) Further, in view of the above, the possibility of treating
depression with a combination of drugs or other treatments
that together work on both the lateral and the medial
orbitofrontal cortex is described.

Some limitations help to show some future directions. For
example, it is not yet clear exactly how ketamine acts to relieve
depression. One finding is that ketamine blocks burst firing in the
lateral habenula [61], but this was a rapid effect, and it is found in
humans that ketamine at first produces schizophrenia-like symp-
toms of dissociation, and then hours later, an antidepressant effect is
evident [61, 152]. However, the pathway from the orbitofrontal
cortex to the habenula is a route via which effects on emotion and
depression may be mediated [59]. Another issue is that although
there is evidence that the anhedonia in depression is related to
decreased reward processing in the medial orbitofrontal cortex
(Section “Reward-related processing, the medial orbitofrontal cortex,
and anhedonia”), and that the negative bias and responsiveness to
non-reward is related to increased activation in the lateral
orbitofrontal cortex (Section “Emotion regulation, the lateral
orbitofrontal cortex, and negative bias”, [33]), further research is
needed on how these relate to the overall severity of the depression.
In addition, we note that the focus of this paper has been on the
orbitofrontal cortex in depression. We have described how it is

connected to other brain regions involved in emotion in Section
“Relation of the orbitofrontal cortex to other brain regions involved
in emotion in humans ”, and investigations of how these other brain
regions are involved in depression are considered elsewhere, but we
suggest relate to the orbitofrontal cortex systems described here
[58, 112, 153]. Furthermore, although we have underscored the
critical role of the OFC in depression, it is unlikely that depression
can be solely attributed to impairments in a single brain region due
to its complexity and heterogeneity. A number of other lines of
evidence also suggest the importance of other brain regions, such as
the subgenual cingulate cortex, amygdala, and ventral striatum, and
targeting these brain regions also proves to be therapeutic for some
depression patients [151]. More evidence is needed to examine how
these other brain regions interact with the orbitofrontal cortex in
MDD or different subtypes of MDD [114].
In conclusion, points 1–5 above provide evidence that the

medial and lateral orbitofrontal cortex are key regions in
depression and potentially for developing further treatments for
depression.
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