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Altered resting‑state functional 
connectivity within corticostriatal 
and subcortical‑striatal circuits 
in chronic pain
Su Hyoun Park1,2,4, Anne K. Baker1,2,4, Vinit Krishna1,2,4, Sean C. Mackey3 & 
Katherine T. Martucci1,2,4*

Brain corticostriatal circuits are important for understanding chronic pain and highly relevant to 
motivation and cognitive processes. It has been demonstrated that in patients with chronic back pain, 
altered nucleus accumbens (NAcc)—medial prefrontal cortex (MPFC) circuit fMRI‑based activity is 
predictive of patient outcome. We evaluated the NAcc‑MPFC circuit in patients with another chronic 
pain condition, fibromyalgia, to extend these important findings. First, we compared fMRI‑based 
NAcc‑MPFC resting‑state functional connectivity in patients with fibromyalgia (N = 32) vs. healthy 
controls (N = 37). Compared to controls, the NAcc‑MPFC circuit’s connectivity was significantly reduced 
in fibromyalgia. In addition, within the fibromyalgia group, NAcc‑MPFC connectivity was significantly 
correlated with trait anxiety. Our expanded connectivity analysis of the NAcc to subcortical brain 
regions showed reduced connectivity of the right NAcc with mesolimbic circuit regions (putamen, 
thalamus, and ventral pallidum) in fibromyalgia. Lastly, in an exploratory analysis comparing our 
fibromyalgia and healthy control cohorts to a separate publicly available dataset from patients with 
chronic back pain, we identified reduced NAcc‑MPFC connectivity across both the patient groups 
with unique alterations in NAcc‑mesolimbic connectivity. Together, expanding upon prior observed 
alterations in brain corticostriatal circuits, our results provide novel evidence of altered corticostriatal 
and mesolimbic circuits in chronic pain.

Motivation and cognitive processes are central to human  survival1,2 and powerfully modulate the experience of 
 pain3,4. Such processes involve brain regions including the nucleus accumbens (NAcc), amygdala, hippocampus, 
thalamus, anterior cingulate cortex (ACC), and medial prefrontal cortex (MPFC)5. Connections between these 
regions form a complex cortico-basal ganglia network to support human behaviors and  cognition5. Chronic 
pain is often comorbid with dysfunctional cognitive and motivation  processes3,6,7, and the cortico-basal ganglia 
network plays an important role in chronic  pain8,9.

Prior functional magnetic resonance imaging (fMRI) studies have used a measure of functional connectivity 
(i.e., correlation of blood oxygenation level dependent [BOLD] signal activity between neuroimaged regions)10 to 
investigate circuits within the cortico-basal ganglia  network11, with a specific focus on corticostriatal  circuits12,13. 
Studies using such methods have shown that patients with chronic pain demonstrate evidence of dysfunctional 
corticostriatal (i.e., NAcc-MPFC)  circuits12,13. For example, when patients with chronic back pain receive thermal 
stimulation and perform a coinciding self-report pain-monitoring task, compared to healthy controls, patients 
exhibit greater functional connectivity between the NAcc and MPFC  regions12. As revealed in another study 
when patients with sub-acute back pain performed a continuous self-report pain-monitoring task during an 
otherwise resting-state fMRI scan, functional connectivity between the NAcc and MPFC predicts pain chronifi-
cation. (i.e., greater NAcc-MPFC functional connectivity is observed in patients whose pain persists vs. patients 
who recover)13. However, no studies have evaluated this specific NAcc-MPFC circuit in patients with back pain 
(or other types of chronic pain) during resting-state fMRI with no task involved.

OPEN

1Department of Anesthesiology, Duke University Medical Center, Durham, USA. 2Duke Center for Translational Pain 
Medicine, Durham, USA. 3Department of Anesthesiology, Perioperative, and Pain Medicine, Stanford University 
School of Medicine, Stanford, USA. 4Human Affect and Pain Neuroscience Lab, Department of Anesthesiology, 
Duke University Medical Center, Box DUMC 3094, Durham, NC 27710, USA. *email: katherine.martucci@
duke.edu

http://crossmark.crossref.org/dialog/?doi=10.1038/s41598-022-16835-7&domain=pdf


2

Vol:.(1234567890)

Scientific Reports |        (2022) 12:12683  | https://doi.org/10.1038/s41598-022-16835-7

www.nature.com/scientificreports/

In addition to such findings in patients with back pain, corticostriatal activity is similarly altered in other 
chronic pain conditions, including fibromyalgia. Fibromyalgia is a condition of widespread chronic pain, that 
is typically accompanied by cognitive-, mood-, and fatigue-related  symptoms14. Compared to healthy controls, 
patients with fibromyalgia demonstrate greater MPFC activity during avoidance of punishment, and reduced 
MPFC activity during anticipation of  reward15,16. Similarly, patients with fibromyalgia demonstrate reduced 
midbrain activity both during anticipation of pain (i.e., punishment) and pain relief (i.e., rewarding event)17. 
Likewise, in patients with chronic pain (mixed cohort of fibromyalgia or chronic low back pain), the right stria-
tum shows reduced response during anticipation of reward and  loss18. Thus, based on these multiple lines of 
evidence of altered activity within corticostriatal brain regions, it follows that corticostriatal circuits, specifically 
of the NAcc-MPFC, would be altered in patients with fibromyalgia, as similar to patients with chronic back pain.

To extend prior evidence of altered corticostriatal circuits to new cohorts of chronic pain patients, in the 
present study, we aimed to evaluate the NAcc-MPFC circuit in patients with fibromyalgia and to further evaluate 
activity within subcortico-striatal networks. Importantly, we evaluated these circuits by analyzing resting-state 
fMRI with no task involved. As outlined in our pre-registered plan on the Open Science Framework (OSF, https:// 
osf. io/ cj9u8), we hypothesized that resting-state corticostriatal circuits (i.e., measured as fMRI-indicated NAcc-
MPFC connectivity) are altered in patients with fibromyalgia. Therefore, to test our hypothesis, we first examined 
corticostriatal connectivity strength of the NAcc-MPFC circuit in patients with fibromyalgia compared to healthy 
controls. Additionally, in our fibromyalgia cohort, we probed relationships between NAcc-MPFC connectivity 
and clinical measures of mood, affect, and symptom severity. Then, we conducted an expanded analysis of NAcc 
resting-state functional connectivity to mesolimbic (i.e., subcortical) circuit regions in fibromyalgia. In addition, 
as an exploratory analysis, we compared our findings (i.e., corticostriatal and subcortical-striatal connectivity of 
patients with fibromyalgia and healthy controls) with another chronic pain condition, chronic back pain (CBP), 
using publicly available dataset (openpain.org).

Results
Participant demographics, medications, and clinical measures. We collected resting-state fMRI 
data from a total of 32 patients with fibromyalgia and 37 healthy controls. As presented in this study, the full 
dataset represents data collected as part of two separate studies at Stanford University (N = 17 fibromyalgia; 
N = 17 healthy control) and Duke University (N = 15 fibromyalgia; N = 20 healthy control) by the same inves-
tigator at each site (K.T.M.). (Although we had initially analyzed resting-state fMRI data from the Stanford 
dataset only [medRxiv  preprint19], the combined Stanford and Duke datasets are analyzed here to increase the 
sample size.) We provide the demographic data in Supplementary Table S1. Among the patients with fibromy-
algia, the duration of pain related to fibromyalgia symptoms ranged from 9 months to 28 years (M = 9.08 years, 
SD = 7.35 years). Questionnaire measures, including mood disturbance, fatigue, anxiety, depression, pain distri-
bution across the body, pain severity, and pain interference, were significantly higher in patients with fibromyal-
gia compared to healthy controls in both datasets (see Supplementary Table S2). As the participants in the Stan-
ford dataset were involved in a larger study, we have previously reported responses to a reward task from these 
same patients as published  elsewhere15,16. However, we have not previously described the resting-state fMRI data 
from the Stanford and Duke data sets other than in the preprint. In an exploratory analysis, we included resting-
state fMRI data from a cohort of 31 chronic back pain patients (publicly available data, openpain.org). From the 
chronic back pain data set (openpain.org), demographic and clinical data were only partially available at the time 
of analysis (Supplementary Table S1). For patients with chronic back pain, the duration of pain ranged from 1 to 
38 years (M = 15.35 years, SD = 10.78 years).

NAcc‑MPFC circuit functional connectivity in patients with fibromyalgia vs. healthy con‑
trols. Our a-priori hypothesis was that NAcc-MPFC resting-state functional connectivity would be altered in 
patients with fibromyalgia (as demonstrated in prior investigations of patients with chronic back pain). There-
fore, we first aimed to identify group differences in NAcc-MPFC connectivity in patients with fibromyalgia 
compared to healthy controls (Fig. 1A,B). Since the duration of pain can impact the heterogeneity of functional 
 connectivity20 and these datasets were collected across two study sites, we included pain duration and study 
site as covariates. In addition, due to a significant difference in patients’ age between the two sites (Stanford: 
M = 48.11, SD = 7.47; Duke: M = 34.86, SD = 11.65; t(26) = 3.34, p = 0.002), we also included age as covariate. For 
healthy controls, no significant age difference across the two sites was observed (p = 0.38). When combining the 
two datasets, no significant difference in age was observed between patients and controls (p = 0.09).

In both patients with fibromyalgia and healthy controls, robust NAcc-MPFC connectivity was demonstrated 
(i.e., significantly correlated activity between NAcc and MPFC; t(31) = 5.1, p < 0.0001 and t(36) = 8.28, p < 0.0001, 
respectively). Further, when comparing across fibromyalgia and control groups, NAcc-MPFC connectivity was 
significantly lower in fibromyalgia (t(64) = − 2.91, p = 0.005; Fig. 1C).

The right NAcc region of interest (ROI, i.e., brain region defined) and bilateral MPFC volume of interest (VOI, 
i.e., sphere defined at specific coordinates) were predetermined based on the approach used in Martucci et al.15. 
As both Martucci et al. and our present study have strong predetermined hypotheses (i.e., primary analyses 
restricted to the NAcc and MPFC), we followed this previous approach in creating the right NAcc ROI and bilat-
eral MPFC VOI (i.e., 5-mm radius spheres centered at [± 4, 50, − 4.5]). To determine whether a slightly different 
ROI may lead to different patterns of results, we created two more bilateral MPFC VOIs (i.e., 8-mm and 10-mm 
radius spheres centered at [± 4, 50, − 4.5]) and the same VOIs used by Baliki et al.13 (i.e., 5-mm radius spheres 
centered at [10, 12, − 8] for the right NAcc VOI and at [2, 52, − 2] for the right MPFC VOI) as an exploratory 
analysis (see Supplementary Fig. S1 for exploratory VOIs). Then, we followed the same statistical analysis steps 
used for our primary analysis. Again, as confirmed by the exploratory analyses, significantly reduced NAcc-MPFC 
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connectivity in patients vs. controls was observed for: (1) 8-mm radius sphere MPFC VOI and the NAcc ROI, 
t(64) = − 2.62, p = 0.011, and (2) 10-mm radius sphere MPFC VOI and the NAcc ROI, t(64) = − 2.36, p = 0.021. 
Additionally, when using MPFC and NAcc VOIs as in Baliki et al.13, a trend of group difference (i.e., reduced 
NAcc-MPFC connectivity in patients vs. controls) was observed, t(64) = − 1.76, p = 0.083.

For exploratory analyses using the left NAcc and bilateral NAcc as alternative NAcc ROIs (as described in our 
pre-registered analysis plan in OSF, https:// osf. io/ cj9u8), we re-tested the primary hypothesis (i.e., functional 
connectivity between the right NAcc and bilateral MPFC) comparing connectivity with the bilateral MPFC in 
patient vs. healthy control groups. While no group difference was shown with the left NAcc-bilateral MPFC 
connectivity, as compared to controls, patients showed significantly reduced bilateral NAcc-bilateral MPFC 
connectivity (t(64) = − 2.41, p = 0.018).

In correlational analyses, we assessed the extent to which right NAcc-bilateral MPFC connectivity related 
to clinical, affective, and cognitive measures in patients with fibromyalgia. Clinical measures included fatigue 
(PROMIS Fatigue), three BAS subscales (behavioral drive, behavioral reward responsiveness, and behavioral fun 
seeking), behavioral inhibition (BIS subscale), positive affect (PANAS, PAS subscale), negative affect (PANAS, 
NAS subscale), trait anxiety (STAI Trait), state anxiety (STAI State), total mood disturbance (POMS), depression 
(BDI), pain severity (BPI), and pain interference (BPI). As similarly performed in Martucci et al.15, correlations 

Figure 1.  NAcc-MPFC functional connectivity in patients with fibromyalgia vs. healthy controls. (A) Location 
of the right NAcc ROI (top) and bilateral MPFC VOI (bottom). (B) Right NAcc ROI (top)—Bilateral MPFC 
VOI (bottom). (C) NAcc-MPFC connectivity in patients with fibromyalgia vs. healthy controls. Effect size refers 
the average difference in Fisher-transformed correlation coefficients. Error bars indicate the 95% confidence 
interval. (D) Correlations between NAcc-MPFC connectivity and STAI-Trait within the fibromyalgia group. 
ROI, region of interest, i.e., brain region defined; VOI, volume of interest, i.e., sphere at specific coordinates; 
NAcc, nucleus accumbens; MPFC, medial prefrontal cortex.
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identified among clinical measures revealed 5 independent clusters of measures: (1) BAS fun, BAS reward, BAS 
drive, and BIS (p ≤ 0.001), (2) STAI-trait, STAI-state, BDI, and POMS (p ≤ 0.036), (3) pain severity and pain 
interference (BPI) (p = 0.004), (4) PROMIS Fatigue and PAS subscale (p = 0.003), and (5) NAS subscale. Accord-
ingly, the NAcc-MPFC connectivity vs. clinical measures correlational analyses were Bonferroni corrected for a 
total of 6 independent comparisons (i.e., NAcc-MPFC connectivity plus 5 independent clusters of measures) and 
determined to be significant at the level of p < 0.008 (corrected threshold). Within the fibromyalgia patient cohort 
only, correlational analysis of connectivity vs. questionnaire measures showed a significant positive relationship 
between NAcc-MPFC connectivity and anxiety, (STAI-Trait, r = 0.486, p = 0.005) (Fig. 1D). No significant cor-
relations were identified between NAcc-MPFC connectivity and other clinical measures (Table 1).

We conducted an additional analysis to compare our NAcc-MPFC connectivity results from patients with 
fibromyalgia and healthy controls to a separate dataset from a cohort of patients with chronic back pain (from 
the OPP database, openpain.org). Of note, these patients with chronic back pain underwent similar resting-state 
fMRI procedures, which did not involve any task during the  scan21,22 [in contrast to previous findings of increased 
NAcc-MPFC connectivity in patients with chronic back pain, we identified reduced NAcc-MPFC connectivity in 
patients with fibromyalgia. To examine whether this different pattern in results may be due to methodologic dif-
ferences between our study and the previous study12 (i.e., task vs. resting-state fMRI conditions), we compared 
our findings above to a cohort of patients with chronic back pain under conditions of resting-state fMRI that did 
not involve any task during the scan]. In this analysis, age and pain duration were included as covariates. Due 
to unstated information for the chronic back pain dataset regarding the number of study sites involved, study 
site was not included as covariate. As revealed by one-way analysis of covariance (ANCOVA), a NAcc-MPFC 
connectivity across three groups was significantly different, [F(2, 95) = 4.49, p = 0.013]. Further, as revealed by 
post-hoc t-test, NAcc-MPFC connectivity in patients with chronic back pain and fibromyalgia was significantly 
decreased as compared to controls (chronic back pain > controls: t(95) = − 2.16, p = 0.032; fibromyalgia > controls: 
t(95) = − 2.95, p = 0.004) (Supplementary Fig. S2A). Notably, the failure to replicate the previous  findings12 sug-
gests that performing pain-related tasks (e.g., pain monitoring task or thermal stimulation) during resting-state 
may influence corticostriatal connectivity in chronic pain.

NAcc‑mesolimbic resting‑state functional connectivity in chronic pain. As described in our pre-
registered analysis plan in OSF, https:// osf. io/ cj9u8, we measured resting-state functional connectivity between 
the right NAcc and several regions within the expanded mesolimbic circuit (see Fig.  2). Mesolimbic circuit 
regions included the ACC (x coordinate centered at 0), right ACC, left caudate, right caudate, left insula, right 
insula, left thalamus, right thalamus, left putamen, left hippocampus, left ventral pallidum, and right amygdala. 
As this was an exploratory analysis, results were not corrected for multiple comparison, however, both uncor-
rected and false discovery rate (FDR) corrected p-values are reported. As performed in the primary analysis, we 
included pain duration, age, and study site as covariates.

As compared to healthy controls, patients with fibromyalgia showed decreased connectivity of the right NAcc 
with the left putamen (t(64) = − 2.4, p-uncorrected = 0.019, p-FDR corrected = 0.104), left thalamus (t(64) = − 2.28, 
p-uncorrected = 0.026, p-FDR corrected = 0.104), and left ventral pallidum (t(63) = − 2.8, p-uncorrected = 0.006, 
p-FDR corrected = 0.081) (Fig. 3). To further evaluate group differences between (1) chronic back pain patients 
(OPP) vs. fibromyalgia (our dataset) and (2) chronic back patients (OPP) vs. healthy controls (our dataset), we 
examined connectivity between the right NAcc and the expanded mesolimbic circuit regions across these cohorts. 
In chronic back pain, as compared to fibromyalgia patients and healthy controls, we observed unique patterns 
of subcortical-striatal connectivity alterations (see Supplementary Fig. S2B).

Table 1.  Correlations between fMRI and questionnaire measures in fibromyalgia. Tested relationships 
between NAcc-MPFC circuit connectivity and cognitive, affective, and clinical measures within patients are 
shown. As described above, correlational analyses were Bonferroni corrected for a total of 6 independent 
comparisons and determined to be significant at the level of p < 0.008 (corrected threshold).

R-value P-value

Positive affect (PANAS) 0.078 0.673

Negative affect (PANAS) 0.248 0.171

Behavioral reward (BAS) − 0.03 0.869

Behavioral drive (BAS) − 0.017 0.929

Behavioral fun (BAS) 0.131 0.476

Behavioral inhibition (BIS) 0.128 0.484

Total mood disturbance (POMS) 0.071 0.7

Fatigue (PROMIS) 0.147 0.422

Trait anxiety (STAI) 0.486 0.005

State anxiety (STAI) 0.025 0.891

Depression (BDI) 0.172 0.354

Pain severity (BPI) 0.151 0.409

Pain interference (BPI) 0.108 0.557

https://osf.io/cj9u8
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Discussion
We aimed to characterize brain corticostriatal and subcortico-striatal circuits in fibromyalgia, specifically con-
nectivity of the key NAcc-MPFC circuit and broader NAcc-mesolimbic connectivity. First, we identified robust 
NAcc-MPFC connectivity in both patients with fibromyalgia and healthy controls, with significant group dif-
ferences. Specifically, as compared to controls, patients showed reduced NAcc-MPFC connectivity. In addition, 
patients with fibromyalgia demonstrated a significant correlation between NAcc-MPFC connectivity and trait 
anxiety. Next, through our expanded NAcc connectivity analysis including the broader mesolimbic circuits, we 
identified novel evidence of mesolimbic reward system alterations in chronic pain. Specifically, patients with 
fibromyalgia demonstrated reduced connectivity of the right NAcc with the left putamen, left thalamus, and left 
ventral pallidum.

Overall, our findings suggest that corticostriatal and subcortical-striatal circuit connectivity are altered dur-
ing resting-state conditions in patients with fibromyalgia. As consistent with prior observations of altered brain 
reward response to behavioral cues in  fibromyalgia15,16 our present results implicate corticostriatal system/circuit 
wide alterations in patients with fibromyalgia and chronic back pain. Extensive prior neuroimaging research has 
identified altered brain reward activity in patients with  fibromyalgia15–17,24 and chronic back  pain18,25,26. Thus, 
building upon prior work, our results provide further insight into how brain corticostriatal and subcortical-
striatal circuits underlying such reward and motivational processes are altered in chronic pain.

Notably, in contrast to previous  findings12, we identified reduced, rather than increased, NAcc-MPFC con-
nectivity consistently across both of our chronic pain patient groups. In considering how prior reported increased 
NAcc-MPFC connectivity in patients with chronic back  pain12,13 contrasts sharply with our present results, several 
factors may have contributed to the observed study differences. Sex and demographic differences may have dif-
ferently influenced our results compared to previous published  findings12,13. (For example, sex distribution in 

Figure 2.  Mesolimbic volumes of interest. Location of 12 VOIs within mesolimbic circuits as defined in Liu 
et al.23 for exploratory analyses. Each of the volumes of interest were a fixed size of 10-mm diameter spheres 
which were centered at the left hippocampus (− 30, − 20, − 18), right amygdala (24, − 2, − 16), left and right 
caudate (− 8, 14, 2; 8, 20, 2), left putamen (− 16, 4, − 10), left and right insula (− 32, 20, − 4; 36, 20, − 6), left 
and right thalamus (− 6, − 16, 8; 4, − 14, 8), left ventral pallidum (− 10, 8, − 4), and right and central anterior 
cingulate cortex (2, 44, 20; 0, 44, 10). “ACC” in the figure refers to the central anterior cingulate cortex with x 
coordinate at 0. VOI, volume of interest; NAcc, nucleus accumbens; ACC, anterior cingulate cortex.
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the present study was all female while sex distribution in Baliki et al.12 was comprised of 8 males and 8 females.) 
Additionally, differences in clinical status may have contributed to study differences (e.g., pain duration, our 
study: mean = 9.08 years vs. Baliki et al.12: mean = 7.86 years). More importantly, however, while administration 
of noxious thermal stimuli or a self-report pain-rating task were used during fMRI scans in previous functional 
connectivity  analyses12,13, no task and/or stimulation experience was involved during the acquisition of resting-
state fMRI data in our fibromyalgia cohort nor (to the best of our knowledge) in the publicly available chronic 
back pain cohort dataset. As methodologic differences may impact our comparative results, pain stimulation and/
or monitoring may drive increased NAcc-MPFC functional connectivity in chronic pain conditions vs. healthy 
 controls12. Consistent with this observation, in another study which demonstrated greater NAcc-MPFC func-
tional connectivity in patients with sub-acute back pain (SBP) whose pain persisted vs. patients with SBP who 
 recovered13, a self-report pain-monitoring task was involved. In line with these methodologic differences which 
parallel differences in results, it is reasonable to suspect that concurrent cognitive evaluation/experience with 
ongoing chronic pain may influence NAcc-MPFC functional connectivity. Specifically, NAcc-MPFC connectiv-
ity appears to be reduced in chronic pain states during task-free resting state, but is heightened in chronic pain 
conditions during self-monitoring and pain  tasks12,13. Indeed, several research studies have identified intrinsic 
differences between task-based and resting-state fMRI when characterizing and differentiating brain signals and 
 networks27–30. Our present results underscore that these nuanced differences (i.e., task vs. task-free resting-state 
conditions) are essential to consider in future evaluations of brain circuit connectivity in chronic pain.

Within the broader mesolimbic system, analysis of NAcc-subcortical circuits revealed novel significant dif-
ferences in both groups of patients with fibromyalgia and patients with chronic back pain. Specifically, patients 
with fibromyalgia demonstrated significantly reduced connectivity between the NAcc and the left ventral pal-
lidum, left putamen, and left thalamus. All of these brain regions play essential roles in motivational/reward 
 processing31–34. Previous functional connectivity studies have revealed a critical role for thalamic projections 
in shaping and supporting motivational and reward processing within the NAcc among both healthy adults 
and  adolescents35. Reduced connectivity between the putamen and NAcc has been demonstrated in patients 
with anorexia  nervosa36, a condition highly related to brain subcortical system  alterations37–39. Furthermore, 
patients with chronic back pain (vs. fibromyalgia) demonstrated reduced connectivity between the NAcc and 
the right caudate (Supplementary Fig. S2B). The caudate plays an essential role as a connector in shaping brain 
networks in patients with chronic back  pain40. Further, the caudate is a critical region for processing pain-related 
 information41 and shows reduced activation (along with the NAcc) in patients with major depressive disorder 
while performing a reward  task42. Similar to these prior studies in other healthy and clinical populations, our 

Figure 3.  Resting-state functional connectivity between the right NAcc and 12 brain regions within mesolimbic 
circuits. (A) For the group difference, the contrast used was Fibromyalgia > Healthy Controls (e.g., reduced left 
putamen—right NAcc connectivity in patients with fibromyalgia compared to healthy controls). Line color 
indicates the magnitude of the effect for ROI-to-VOI connectivity. Blue—light blue color lines indicate negative 
connectivity. Results are thresholded for significance at p < 0.05 (exploratory analysis, uncorrected for multiple 
comparisons). (B) Group comparison (Fibromyalgia > Healthy Controls) of the average difference in Fisher-
transformed correlation coefficients (i.e., effect sizes) for all 12 mesolimbic circuit brain regions. Error bars 
indicate the 95% confidence interval (uncorrected p-values). ROI, region of interest; VOI, volume of interest; 
NAcc, nucleus accumbens; ACC, anterior cingulate cortex.
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findings of reduced connectivity within mesolimbic circuits lend further support to the clinical relevance of 
subcortical system alterations among patients with fibromyalgia as well as patients with chronic back pain. 
Indeed, as changes in connectivity predict and track with treatment  response43,44, alterations in corticostriatal 
and subcortical-striatal circuits in chronic pain may provide crucial information for development and tracking 
of effective clinical treatments.

As demonstrated in several previous studies in patients with fibromyalgia, relationships exist between altered 
resting-state fMRI activity and clinical status/affective  measures45–47. To our knowledge, no prior studies have 
specifically examined potential relationships between NAcc-MPFC connectivity and various clinical, affective, 
and cognitive measures in fibromyalgia. As shown in our exploratory correlational analysis within the fibro-
myalgia group, NAcc-MPFC connectivity was positively correlated with anxiety (STAI-Trait measure). At first 
glance, the positive correlation is counterintuitive. However, as the overall functional relationship between 
NAcc and MPFC is reduced in chronic pain, anxiety may be enhancing NAcc-MPFC connectivity in fibro-
myalgia by engaging MPFC processes of cognition and  attention48,49. Indeed, the MPFC projects to NAcc and 
modulates its  activity50,51—thus, increased NAcc-MPFC connectivity may coincide with enhanced corticostriatal 
modulation in patients with higher anxiety. In general, striatal dysfunction is related to cognitive deficits and 
emotional  disorders52–56. For example, as compared to controls, adolescents with anxiety show hypersensitive 
striatal response to high-value rewards and greater striatal activity to low-value rewards when  unexpected52. 
Complementing such a relationship between dysregulated striatal response and anxiety, our data suggest a rela-
tionship between a corticostriatal circuit and anxiety regulation in chronic pain.

As our analyses of NAcc connectivity to other regions within mesolimbic circuits were exploratory, our 
findings were limited in that they were not corrected for multiple comparisons, and as such should be evaluated 
prospectively in future investigations. By examining altered connectivity between all 13 regions (see Fig. 3), 
numerous corticostriatal and subcortical-striatal circuit relationships would be tested. Therefore, future studies 
would require correction for multiple comparisons and specific testable hypotheses based on our present uncor-
rected results. Ultimately, in future investigations linking connectivity between brain regions with specific roles 
in motivation and cognitive processing, relationships between cortico- and subcortical-striatal circuits need 
to be directly compared in the same patients during resting-state vs. task-based states. Moreover, resting-state 
alterations may provide valuable mechanistic insight into reward processing sex differences recently observed 
among chronic pain  patients57. Future studies examining the extent to which altered corticostriatal resting-state 
functional connectivity predicts sex-specific altered striatal activity during reward processing may provide criti-
cal scaffolding for more carefully tailored chronic pain treatments. In addition, effects of medications need to be 
considered. Indeed, chronic pain patients on long-term opioid therapy demonstrate disrupted functional con-
nectivity between spinal cord dorsal  horns58 and within corticostriatal  circuits59. Notably, the patients included 
in the present study were opioid naïve (i.e., were not taking opioid medications during the study, nor prior to 
the study for > 90 days and no lifetime use > 1 month), however, other medications may similarly contribute to 
individual changes in corticostriatal and/or subcortical-striatal  circuits60. Finally, through future investigation 
of how altered striatal circuits influence and interact with other central nervous system (CNS) circuits such as 
those supporting  attention61 and  expectation62,63, the broadening field of functional connectivity may help to 
clarify the complex neurobiology of chronic pain and thereby potentially aid clinical treatment.

In conclusion, we observed significantly altered corticostriatal and subcortical-striatal circuits in chronic pain 
during resting-state fMRI. In patients with fibromyalgia vs. healthy controls, significantly reduced NAcc-MPFC 
connectivity was observed, and within patients, trait anxiety was significantly correlated with corticostriatal con-
nectivity. Together with an exploratory analysis that included resting-state fMRI data from both patients with 
fibromyalgia and patients with chronic back pain, our results provide evidence of dysregulated corticostriatal 
circuits connectivity in patients with chronic pain. As underscored by the results from an expanded analysis of 
subcortical and mesolimbic circuits, widespread brain subcortical-striatal system alterations exist in patients 
with chronic pain. Ultimately, by providing novel evidence of complex changes within brain corticostriatal 
and subcortical-striatal circuits across two chronic pain datasets, our results solidify the current foundation 
of scientific knowledge to support future investigation of clinically meaningful CNS changes in chronic pain.

Participants and methods
Participants. Resting-state fMRI data were collected from study participants at Stanford University (from 
17 patients with fibromyalgia, 17 healthy individuals (i.e., healthy controls)), and at Duke University (from 17 
patients with fibromyalgia and 22 healthy controls). Of these study participants, 1 patient with fibromyalgia was 
excluded due to a registration issue (i.e., the functional and structural data could not be aligned). In addition, 
1 patient with fibromyalgia and 2 healthy controls were excluded due to excessive motion. Thus, a total of 32 
patients with fibromyalgia and 37 healthy controls were included in the present study. An additional set of data 
from a cohort of patients with chronic back pain was acquired from the Open Pain repository (openpain.org). 
The Open Pain dataset (when accessed in March 2021) contained 34 patients with chronic back pain; data from 
3 patients was excluded after preprocessing because their scans could not be aligned (i.e., registered between the 
functional and structural data).

All patients with fibromyalgia were required to meet the modified American College of Rheumatology 2011 
criteria for fibromyalgia: (1) a widespread pain index (WPI) score ≥ 7+ a symptom severity (SS) score ≥ 5, or 
WPI score 3–6+ SS score ≥ 9; (2) comparable symptoms present for at least 3 months; and (3) no diagnosis that 
would otherwise explain the  pain64. Other patient inclusion criteria were: pain in all 4 quadrants of the body, 
an average pain score of at least 2 (0–10 verbal scale) over the previous month, and no uncontrolled anxiety or 
depression. Because opioids can have dramatic and long-lasting effects on brain  neurophysiology65,66, all patients 
with fibromyalgia were relatively opioid naïve, in that they had not taken any opioid medications within 90 days 
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prior to study participation, and their opioid usage was less than 1 month within their lifetime. Healthy controls 
reported no history of chronic pain, took no pain medications at the time of the study visit, and did not have 
depression, anxiety, or major ongoing health conditions.

Ten patients reported taking no mood-altering or pain medications. The 22 remaining patients reported tak-
ing nonsteroidal anti-inflammatory drugs (NSAIDs, N = 8), gamma-aminobutyric acid (GABA) analogs (e.g., 
gabapentin and pregabalin, N = 7), serotonin-norepinephrine reuptake inhibitors (SNRIs, N = 7), tricyclic anti-
depressants (TCAs, N = 4), selective serotonin reuptake inhibitors (SSRIs, N = 4), low-dose naltrexone (LDN, 
N = 2), anticonvulsant drugs (N = 2), muscle relaxants (N = 4), other anxiolytics (e.g., buspirone hydrochloride, 
N = 3), medical cannabis (N = 1), triptans (e.g., rizatriptan, N = 1), other serotonin reuptake inhibitors (e.g., tra-
zodone, N = 1), benzodiazepine (e.g., diazepam, N = 1), and using topical lidocaine patches (N = 1). We retained 
data from the participant taking medical cannabis in our final analysis as excluding this data did not significantly 
change the group results.

Thirty-four healthy controls were taking no mood-altering or pain medications. One healthy control par-
ticipant took gabapentin (100 mg/day) and fluoxetine (40 mg/day) to treat premenstrual symptoms (2 days/
month). Another healthy participant took celecoxib (200 mg) 3 weeks prior to study participation due to an 
ankle injury, and one control took escitalopram (5 mg). We retained data from these 3 participants in our final 
analysis as excluding them did not significantly affect group results. All participants were required to have no 
MRI contraindications and not be pregnant or nursing. All study procedures were approved by the Stanford 
University and Duke University Institutional Review Boards for data collection and analysis, and were performed 
in accordance with all relevant guidelines and regulations with informed consent obtained from all participants.

Before our analyses, we performed a power analysis for our main study hypothesis to determine the sample 
size required to detect differences in NAcc-MPFC connectivity between patients with fibromyalgia and healthy 
controls (OSF, https:// osf. io/ cj9u8). Figure 3b in Baliki et al.13, which described functional connectivity (NAcc-
MPFC) between patients with and without persistent pain, served as the input for our power analysis calculations. 
Results showed that we were well powered to detect group differences such that 17 participants per group would 
provide ≥ 80% power at alpha = 0.005 to detect a difference in mean connectivity of 0.05 between 2 groups of 
interest, and we have more than 30 participants in each group.

General methods. Study procedures for patients with fibromyalgia and healthy controls. Data collection 
was obtained from patients with fibromyalgia and healthy controls following informed consent at the Richard 
M. Lucas Center for Imaging at Stanford University and at the Duke-UNC Brain Imaging and Analysis Center 
(BIAC). As part of the study, patients with fibromyalgia and healthy controls completed clinical questionnaires 
including the Beck Depression Inventory (BDI)67, State-Trait Anxiety Inventory (STAI-State, STAI-Trait)68, Be-
havioral Inhibition System/Behavioral Approach System Scales (BIS/BAS)69, Profile of Mood States (POMS)70, 
Positive and Negative Affect Schedule (PANAS)71, Brief Pain Inventory-Short Form (BPI)72, and PROMIS Fa-
tigue (Item Bank v1.0, administered as a computerized adaptive test)73. After completing the questionnaires, 
MRI scans were conducted. Additional questionnaires and brain  scans15,74 were collected but were not included 
in the analyses for this study.

MRI scans for patients with fibromyalgia and healthy controls. Dataset from Stanford Universi-
ty. Neuroimaging data were acquired on a 3 T General Electric scanner using an 8-channel head coil (GE 
Systems, Chicago, IL, USA). One T1 anatomic scan (3D FSPGR [fast spoiled gradient-echo] Irprep BRAVO) 
was performed for anatomic information. The image covered the whole brain, which included the brainstem 
and cerebellum, and parameters were as follows: 1-mm slice thickness, 22-mm frequency field of view (FOV), 
frequency direction anterior/posterior, number of excitations (NEX) 2, flip angle 11°, TR 6.8, TE 2.6, frequency 
256, phase 256, and bandwidth 50.00. Functional scans consisted of a Gradient Echo Pulse Sequence using spiral 
in–out acquisition with 32 oblique slices acquired in a sequential descending slice order. The in-plane resolution 
was 2.0 mm × 2.0 mm, and slice thickness was 4.0 mm with 0.5-mm slice spacing (TR = 2 s, TE = 30 s, flip angle 
76°, pixel size 3.43 mm). By using the spiral in–out scan sequence, orbitofrontal signal drop-out was  reduced75, 
and acquisition of medial prefrontal and orbitofrontal cortices was improved. The resting-state scan consisted 
of 360 volumes.

Dataset from Duke University. Scans were conducted on a 3 T GE Premier UHP system with a 48-channel 
coil at the Duke-UNC Brain Imaging and Analysis Center. The scan sessions consisted of the initial prepara-
tory localizer, asset calibration scans, task fMRI  scans74, T1 anatomical scan, and a resting-state scan. The fMRI 
scan parameters were as follows: Gradient Echo Pulse Sequence, echo time (TE) 25 ms, repetition time (TR) 2 s, 
interleaved slice order, 46 slices, flip angle 77°, 2.9 mm slice thickness, pixel size 2.9 mm. Unlike data collected at 
Stanford University, a spiral in–out scan sequence was not used in this dataset. A T1 anatomical scan (MPRAGE 
sequence) was acquired with parameters as follows: whole-brain coverage including the brainstem and cerebel-
lum, 1 mm slice thickness, TR 2.2 s, TE 3.2 ms, 256 mm frequency field of view (FOV), frequency direction 
anterior/posterior, flip angle 8°. The resting-state scan consisted of 360 volumes.

Image preprocessing (fibromyalgia and healthy controls). All resting-state fMRI data were pre-
processed using the default preprocessing pipeline in the CONN Toolbox v.20b76 running in MATLAB v. R2020a 
and SPM12. Functional data underwent realignment, and no slice-timing correction was applied, as data from 
different sites have different slice order information. Outliers were identified based on the observed global blood 
oxygenation level-dependent (BOLD) fMRI signal and the amount of subject motion. The intermediate outlier 
identification setting in the CONN toolbox was used to identify framewise displacement (above 0.9  mm or 

https://osf.io/cj9u8
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global BOLD signal changes above 5 standard deviations). T1-weighted structural images and functional images 
were segmented into grey matter (GM), white matter (WM), and cerebrospinal fluid (CSF) tissue classes, and 
normalized to Montreal Neurologic Institute (MNI) space. Lastly, functional data were smoothed using spatial 
convolution with a Gaussian kernel of 4 mm full width half maximum.

We then followed CONN’s default denoising  pipeline76. This step included an anatomic component-based 
noise correction procedure, corrections for potential confounding effects of WM and CSF, estimated subject-
motion parameters, identified outlier scans or scrubbing, and bandpass filtering to 0.008–0.09 Hz. The number 
of outlier volumes detected ranged from 0 to 18.89% of the total volumes per participant. Rates were comparable 
to other published  analyses77.

Image preprocessing of chronic back pain patients. We analyzed fMRI scan data from the “cbp_
resting” project provided by the Open Pain Project (OPP) database (principal investigator: A. Vania Apkarian; 
http:// www. openp ain. org; all participants in this dataset consented to participate in the study approved by the 
Institutional Review Board at Northwestern University.)

The same right NAcc ROI and bilateral MPFC VOI described above were used for NAcc-MPFC connectiv-
ity analysis of this comparison dataset. Data were preprocessed using the default preprocessing pipeline in the 
CONN Toolbox v.20b76 running in MATLAB v. R2020a and SPM12. Functional data underwent realignment, but 
slice-timing correction was not performed. Outliers were identified from the observed global BOLD fMRI signal 
and the amount of subject motion. The intermediate outlier identification setting in the CONN Toolbox was 
used to identify framewise displacement. T1-weighted structural images and functional images were segmented 
into GM, WM, and CSF classes, and normalized to MNI space. Lastly, functional data were smoothed using 
spatial convolution with a Gaussian kernel of 4 mm full width half maximum. Next, CONN’s default denoising 
pipeline was  followed76. The fMRI scan consisted of 244 (14 patients) and 305 volumes (14 patients), and study 
site(s) information was not reported for the dataset. The number of outlier volumes detected ranged from 0.1 to 
14% of the total volumes per participant.

Corticostriatal connectivity analysis. Based on the approach used in a previous  publication13, 2 seed 
regions were defined: the right NAcc and the bilateral MPFC. The right NAcc region of interest (ROI, i.e., sub-
cortical structure defined region) was created from the Desai Atlas included in Analysis of Functional NeuroIm-
ages (AFNI)15. The size of the bilateral MPFC volume of interest (VOI, i.e., defined by spherical volumes) was 
fixed at 10-mm diameter spheres centered at (− 4, 50, − 4.5; 4, 50, − 4.5) (Fig. 1A). We used the CONN toolbox 
for the first-level analysis and group analysis. For first-level analyses, we used the ROI-to-VOI approach. We 
performed the first-level analysis to extract NAcc-MPFC connectivity per participant. Specifically, we computed 
a correlation analysis by averaging across the signal in each participant’s NAcc ROI and MPFC VOI, and cor-
relating the signal of their right NAcc with their bilateral MPFC. For the group-level analyses, we compared cor-
relation coefficients for NAcc-MPFC connectivity from each participant to identify differences in connectivity 
between groups. We also included three covariates in the group-level analyses. As the duration of pain can affect 
the heterogeneity of functional  connectivity20 and the datasets were collected at different sites, we included pain 
duration and study site as covariates. Additionally, due to a significant difference in patients’ age between the two 
sites, we also included age as covariate (see the “Results” section for details). Next, in exploratory connectivity 
analyses, we re-tested the primary hypothesis (i.e., connectivity between the right NAcc and bilateral MPFC) 
using the left NAcc and bilateral NAcc as alternative ROIs to measure connectivity with the bilateral MPFC. For 
additional exploratory analyses, we used (1) VOIs of different sizes(i.e., 8 mm radius and 10 mm radius bilateral 
MPFC VOIs centered at [− 4, 50, − 4.5; 4, 50, − 4.5]) and (2) the same MPFC and NAcc VOIs used in a previous 
study of patients with chronic back  pain13 (Supplementary Fig. S1).

Within the fibromyalgia patient group, we performed correlational analyses between NAcc-MPFC connectiv-
ity and questionnaire measures using the general linear model in the CONN toolbox. Questionnaire measures 
included pain duration and pain intensity (BPI), affect (PANAS), and fatigue (PROMIS Fatigue). For the cor-
relation analysis, the NAcc-MPFC connectivity data were Fisher-transformed correlation coefficient values from 
the first-level analysis (i.e., for each subject). We also performed, additional exploratory correlational analyses 
between NAcc-MPFC connectivity and depression (BDI), anxiety (State-Trait Anxiety), reward-related behavioral 
inhibition/activation (BIS/BAS Subscales), and total mood disturbance (POMS).

For determining group differences in our primary endpoint of NAcc-MPFC connectivity, we used an unpaired 
two-sample t-test of correlation coefficients, thresholded for significance at p < 0.05. For the correlational analyses, 
Bonferroni correction (as described in the “Results” section) was applied to evaluate the significance.

We conducted an additional analysis to compare our NAcc-MPFC connectivity results from patients with 
fibromyalgia and healthy controls to a separate dataset from a cohort of patients with chronic back pain (from 
the OPP database, openpain.org). The chronic back pain cohort underwent similar resting-state fMRI, which did 
not involve any task during the scan. For the analysis across the 3 groups, as in our primary analysis, the same 
2 seed regions were used and analysis was conducted using the CONN toolbox (Fig. 1A). Again, we performed 
a first-level correlation analysis between the right NAcc and bilateral MPFC for each subject’s dataset. Next, 
using the resulting correlation coefficients from each subject, we compared connectivity between groups using 
ANCOVA with post-hoc t-tests (Supplementary Fig. S2A). In this analysis, age and pain duration were included 
as covariates. Study site information was not included as a covariate due to unstated information regarding study 
site(s) involved in the collection of the chronic back pain dataset.

Expanded subcortical‑striatal connectivity analysis. To further characterize brain subcortical-stri-
atal circuits in chronic pain, we investigated connectivity of the NAcc with other mesolimbic brain regions 

http://www.openpain.org
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as additional exploratory VOI-based analyses. The selected regions within mesolimbic circuits included the 
hippocampus, amygdala, caudate, putamen, anterior cingulate cortex (ACC), insula, thalamus, and ventral 
 pallidum78. The coordinates were determined based on previous findings of activation likelihood estimation and 
parametric voxel-based meta-analysis23 (Fig. 2). For this analysis, we again used CONN Toolbox and followed 
the same statistical analysis steps as described above to compare the right NAcc-subcortical connectivity in 
fibromyalgia vs. healthy controls (with covariates for pain duration, study site, and age).

In a separate analysis using CONN Toolbox, we evaluated connectivity of the right NAcc with the 12 mes-
olimbic circuit regions across (1) fibromyalgia vs. chronic back pain, and (2) healthy control vs. chronic back 
pain (Supplementary Fig. S2B). In addition, we ran a one-way ANCOVA for each of the mesolimbic connections 
separately (results with uncorrected and FDR corrected p-values are reported in Supplementary Table S3). For 
the analyses with the chronic back pain dataset, age and pain duration were included as covariates.

Data availability
The datasets generated during and/or analyzed during the current study are available from the corresponding 
author on reasonable request. Raw data for the chronic back pain dataset can be accessed on the Open Pain 
Project database (http:// www. openp ain. org).

Received: 17 November 2021; Accepted: 18 July 2022

References
 1. Anderson, J. R. Is human cognition adaptive?. Behav. Brain Sci. 14, 471–485 (1991).
 2. Heckhausen, J. Evolutionary perspectives on human motivation. Am. Behav. Sci. 43, 1015–1029 (2000).
 3. Phelps, C. E., Navratilova, E. & Porreca, F. Cognition in the chronic pain experience: Preclinical insights. Trends Cogn. Sci. 25, 

365–376 (2021).
 4. Fields, H. A motivation-decision model of pain: the role of opioids. In Proc. 11th World Congr. Pain 449–459 (2006).
 5. Haber, S. N. The primate basal ganglia: Parallel and integrative networks. J. Chem. Neuroanat. 26, 317–330 (2003).
 6. Kamping, S., Bomba, I. C., Kanske, P., Diesch, E. & Flor, H. Deficient modulation of pain by a positive emotional context in fibro-

myalgia patients. PAIN® 154, 1846–1855 (2013).
 7. Nees, F., Ruttorf, M., Fuchs, X., Rance, M. & Beyer, N. Brain-behaviour correlates of habitual motivation in chronic back pain. Sci. 

Rep. 10, 11090 (2020).
 8. Borsook, D., Upadhyay, J., Chudler, E. H. & Becerra, L. A key role of the basal ganglia in pain and analgesia–insights gained through 

human functional imaging. Mol. Pain 6, 27 (2010).
 9. Ong, W.-Y., Stohler, C. S. & Herr, D. R. Role of the prefrontal cortex in pain processing. Mol. Neurobiol. 56, 1137–1166 (2019).
 10. Biswal, B., ZerrinYetkin, F., Haughton, V. M. & Hyde, J. S. Functional connectivity in the motor cortex of resting human brain 

using echo-planar MRI. Magn. Reson. Med. 34, 537–541 (1995).
 11. Marchand, W. R. Cortico-basal ganglia circuitry: A review of key research and implications for functional connectivity studies of 

mood and anxiety disorders. Brain Struct. Funct. 215, 73–96 (2010).
 12. Baliki, M. N., Geha, P. Y., Fields, H. L. & Apkarian, A. V. Predicting value of pain and analgesia: Nucleus accumbens response to 

noxious stimuli changes in the presence of chronic pain. Neuron 66, 149–160 (2010).
 13. Baliki, M. N. et al. Corticostriatal functional connectivity predicts transition to chronic back pain. Nat. Neurosci. 15, 1117–1119 

(2012).
 14. Sluka, K. A. & Clauw, D. J. Neurobiology of fibromyalgia and chronic widespread pain. Neuroscience 338, 114–129 (2016).
 15. Martucci, K. T., Borg, N., MacNiven, K. H., Knutson, B. & Mackey, S. C. Altered prefrontal correlates of monetary anticipation 

and outcome in chronic pain. Pain 159, 1494–1507 (2018).
 16. Martucci, K. T., MacNiven, K. H., Borg, N., Knutson, B. & Mackey, S. C. Apparent effects of opioid use on neural responses to 

reward in chronic pain. Sci. Rep. 9, 9633 (2019).
 17. Loggia, M. L. et al. Disrupted brain circuitry for pain-related reward/punishment in fibromyalgia. Arthritis Rheumatol. 66, 203–212 

(2014).
 18. Kim, M. et al. Striatal hypofunction as a neural correlate of mood alterations in chronic pain patients. Neuroimage 211, 116656 

(2020).
 19. Park, S. H., Baker, A. K., Krishna, V. & Martucci, K. T. Intact corticostriatal and altered subcortical circuits in chronic pain. medRxiv. 

https:// doi. org/ 10. 1101/ 2021. 09. 08. 21263 285 (2021).
 20. Valdes-Hernandez, P. A. et al. Resting-state functional connectivity patterns are associated with worst pain duration in community-

dwelling older adults. Pain Rep. 6, e978 (2021).
 21. Mansour, A. et al. Global disruption of degree rank order: A hallmark of chronic pain. Sci. Rep. 6, 34853 (2016).
 22. Ayoub, L. J. et al. The medial temporal lobe in nociception: A meta-analytic and functional connectivity study. Pain 160, 1245–1260 

(2019).
 23. Liu, X., Hairston, J., Schrier, M. & Fan, J. Common and distinct networks underlying reward valence and processing stages: A 

meta-analysis of functional neuroimaging studies. Neurosci. Biobehav. Rev. 35, 1219–1236 (2011).
 24. Jensen, K. B. et al. Overlapping structural and functional brain changes in patients with long-term exposure to fibromyalgia pain. 

Arthritis Rheum. 65, 3293–3303 (2013).
 25. Berger, S. E. et al. Risky monetary behavior in chronic back pain is associated with altered modular connectivity of the nucleus 

accumbens. BMC Res. Notes 7, 739 (2014).
 26. Baliki, M. N. et al. Chronic pain and the emotional brain: Specific brain activity associated with spontaneous fluctuations of 

intensity of chronic back pain. J. Neurosci. 26, 12165–12173 (2006).
 27. Zhang, S. et al. Characterizing and differentiating task-based and resting state FMRI signals via two-stage sparse representations. 

Brain Imaging Behav. 10, 21–32 (2016).
 28. Mwansisya, T. E. et al. Task and resting-state fMRI studies in first-episode schizophrenia: A systematic review. Schizophr. Res. 189, 

9–18 (2017).
 29. Arbabshirani, M. R. & Calhoun, V. D. Functional network connectivity during rest and task: COMPARISON of healthy controls 

and schizophrenic patients. In 2011 Annual International Conference of the IEEE Engineering in Medicine and Biology Society 
4418–4421 (2011) https:// doi. org/ 10. 1109/ IEMBS. 2011. 60910 96.

 30. Arbabshirani, M. R., Havlicek, M., Kiehl, K. A., Pearlson, G. D. & Calhoun, V. D. Functional network connectivity during rest and 
task conditions: A comparative study. Hum. Brain Mapp. 34, 2959–2971 (2013).

 31. Smith, K. S., Tindell, A. J., Aldridge, J. W. & Berridge, K. C. Ventral pallidum roles in reward and motivation. Behav. Brain Res. 
196, 155–167 (2009).

http://www.openpain.org
https://doi.org/10.1101/2021.09.08.21263285
https://doi.org/10.1109/IEMBS.2011.6091096


11

Vol.:(0123456789)

Scientific Reports |        (2022) 12:12683  | https://doi.org/10.1038/s41598-022-16835-7

www.nature.com/scientificreports/

 32. Elliott, R., Friston, K. J. & Dolan, R. J. Dissociable neural responses in human reward systems. J. Neurosci. Off. J. Soc. Neurosci. 20, 
6159–6165 (2000).

 33. Knutson, B., Fong, G. W., Adams, C. M., Varner, J. L. & Hommer, D. Dissociation of reward anticipation and outcome with event-
related fMRI. NeuroReport 12, 3683–3687 (2001).

 34. Knutson, B., Westdorp, A., Kaiser, E. & Hommer, D. FMRI visualization of brain activity during a monetary incentive delay task. 
Neuroimage 12, 20–27 (2000).

 35. Cho, Y. T. et al. Nucleus accumbens, thalamus and insula connectivity during incentive anticipation in typical adults and adoles-
cents. Neuroimage 66, 508–521 (2013).

 36. Favaro, A., Tenconi, E., Degortes, D., Manara, R. & Santonastaso, P. Effects of obstetric complications on volume and functional 
connectivity of striatum in anorexia nervosa patients. Int. J. Eat. Disord. 47, 686–695 (2014).

 37. Sieg, K. G., Hidler, M. S., Graham, M. A., Steele, R. L. & Kugler, L. R. Hyperintense subcortical brain alterations in anorexia nervosa. 
Int. J. Eat. Disord. 21, 391–394 (1997).

 38. Wagner, A. et al. Altered reward processing in women recovered from anorexia nervosa. Am. J. Psychiatry 164, 1842–1849 (2007).
 39. Bischoff-Grethe, A. et al. Altered brain response to reward and punishment in adolescents with Anorexia nervosa. Psychiatry Res. 

214, 331–340 (2013).
 40. Balenzuela, P. et al. Modular organization of brain resting state networks in chronic back pain patients. Front. Neuroinformatics 

4, 116 (2010).
 41. Oshiro, Y., Quevedo, A. S., McHaffie, J. G., Kraft, R. A. & Coghill, R. C. Brain mechanisms supporting discrimination of sensory 

features of pain: A new model. J. Neurosci. 29, 14924–14931 (2009).
 42. Pizzagalli, D. A. et al. Reduced caudate and nucleus accumbens response to rewards in unmedicated individuals with major 

depressive disorder. Am. J. Psychiatry 166, 702–710 (2009).
 43. Schmidt-Wilcke, T. et al. Resting state connectivity correlates with drug and placebo response in fibromyalgia patients. NeuroImage 

Clin. 6, 252–261 (2014).
 44. Cummiford, C. M. et al. Changes in resting state functional connectivity after repetitive transcranial direct current stimulation 

applied to motor cortex in fibromyalgia patients. Arthritis Res. Ther. 18, 40 (2016).
 45. Napadow, V. et al. Intrinsic brain connectivity in fibromyalgia is associated with chronic pain intensity. Arthritis Rheum. 62, 

2545–2555 (2010).
 46. Napadow, V., Kim, J., Clauw, D. J. & Harris, R. E. Decreased intrinsic brain connectivity is associated with reduced clinical pain 

in fibromyalgia. Arthritis Rheum. 64, 2398–2403 (2012).
 47. Čeko, M. et al. Default mode network changes in fibromyalgia patients are largely dependent on current clinical pain. Neuroimage 

216, 116877 (2020).
 48. Jobson, D. D., Hase, Y., Clarkson, A. N. & Kalaria, R. N. The role of the medial prefrontal cortex in cognition, ageing and dementia. 

Brain Commun. 3, fcab125 (2021).
 49. De Pisapia, N., Barchiesi, G., Jovicich, J. & Cattaneo, L. The role of medial prefrontal cortex in processing emotional self-referential 

information: A combined TMS/fMRI study. Brain Imaging Behav. 13, 603–614 (2019).
 50. Lavin, A. et al. Mesocortical dopamine neurons operate in distinct temporal domains using multimodal signaling. J. Neurosci. 25, 

5013–5023 (2005).
 51. Taber, M. T. & Fibiger, H. C. Electrical stimulation of the prefrontal cortex increases dopamine release in the nucleus accumbens 

of the rat: Modulation by metabotropic glutamate receptors. J. Neurosci. 15, 3896–3904 (1995).
 52. Benson, B. E., Guyer, A. E., Nelson, E. E., Pine, D. S. & Ernst, M. Role of contingency in striatal response to incentive in adolescents 

with anxiety. Cogn. Affect. Behav. Neurosci. 15, 155–168 (2015).
 53. Zgaljardic, D. J., Borod, J. C., Foldi, N. S. & Mattis, P. A review of the cognitive and behavioral sequelae of Parkinson’s disease: 

Relationship to frontostriatal circuitry. Cogn. Behav. Neurol. 16, 193–210 (2003).
 54. Figee, M. et al. Dysfunctional reward circuitry in obsessive-compulsive disorder. Biol. Psychiatry 69, 867–874 (2011).
 55. Heuvel, O. et al. Common limbic and frontal-striatal disturbances in patients with obsessive compulsive disorder, panic disorder 

and hypochondriasis. Psychol. Med. 41, 2399–2410 (2011).
 56. Levy, R. & Dubois, B. Apathy and the functional anatomy of the prefrontal cortex-basal ganglia circuits. Cereb. Cortex 16, 916–928 

(2006).
 57. Baker, A. K. et al. Altered reward processing and sex differences in chronic pain. Front. Neurosci. 16, 889849 https:// doi. org/ 10. 

3389/ fnins. 2022. 889849 (2022).
 58. Martucci, K. T., Weber, K. A. & Mackey, S. C. Spinal cord resting state activity in individuals with fibromyalgia who take opioids. 

Front. Neurol. 12, 694271 (2021).
 59. McConnell, P. A. et al. Impaired frontostriatal functional connectivity among chronic opioid using pain patients is associated with 

dysregulated affect. Addict. Biol. https:// doi. org/ 10. 1111/ adb. 12743 (2019).
 60. Anand, A. et al. Antidepressant effect on connectivity of the mood-regulating circuit: An fMRI study. Neuropsychopharmacology 

30, 1334–1344 (2005).
 61. Sprenger, C. et al. Attention modulates spinal cord responses to pain. Curr. Biol. 22, 1019–1022 (2012).
 62. Atlas, L. Y., Bolger, N., Lindquist, M. A. & Wager, T. D. Brain mediators of predictive cue effects on perceived pain. J. Neurosci. 30, 

12964–12977 (2010).
 63. Bushnell, M. C., Čeko, M. & Low, L. A. Cognitive and emotional control of pain and its disruption in chronic pain. Nat. Rev. 

Neurosci. 14, 502–511 (2013).
 64. Wolfe, F. et al. Fibromyalgia criteria and severity scales for clinical and epidemiological studies: A modification of the ACR pre-

liminary diagnostic criteria for fibromyalgia. J. Rheumatol. 38, 1113–1122 (2011).
 65. Upadhyay, J. et al. Alterations in brain structure and functional connectivity in prescription opioid-dependent patients. Brain 133, 

2098–2114 (2010).
 66. Younger, J. W. et al. Prescription opioid analgesics rapidly change the human brain. Pain 152, 1803–1810 (2011).
 67. Beck, A. T., Steer, R. A. & Carbin, M. G. Psychometric properties of the Beck Depression Inventory: Twenty-five years of evalua-

tion. Clin. Psychol. Rev. 8, 77–100 (1988).
 68. Spielberger, C. D., Gorsuch, R. L. & Lushene, R. E. Manual for the State-Trait Anxiety Inventory. (1970).
 69. Carver, C. S. & White, T. L. Behavioral inhibition, behavioral activation, and affective responses to impending reward and punish-

ment: The BIS/BAS Scales. J. Pers. Soc. Psychol. 67, 319 (1994).
 70. McNair, D. M., Lorr, M. & Droppleman, L. F. Manual profile of mood states. (1971).
 71. Watson, D., Clark, L. A. & Tellegen, A. Development and validation of brief measures of positive and negative affect: The PANAS 

scales. J. Pers. Soc. Psychol. 54, 1063–1070 (1988).
 72. Keller, S. et al. Validity of the brief pain inventory for use in documenting the outcomes of patients with noncancer pain. Clin. J. 

Pain 20, 309–318 (2004).
 73. Cella, D. et al. The Patient-Reported Outcomes Measurement Information System (PROMIS) developed and tested its first wave 

of adult self-reported health outcome item banks: 2005–2008. J. Clin. Epidemiol. 63, 1179–1194 (2010).
 74. Park, S. H. et al. Altered brain reward response to monetary incentives in fibromyalgia: A replication study. medRxiv. https:// doi. 

org/ 10. 1101/ 2022. 03. 02. 22271 367 (2022).

https://doi.org/10.3389/fnins.2022.889849
https://doi.org/10.3389/fnins.2022.889849
https://doi.org/10.1111/adb.12743
https://doi.org/10.1101/2022.03.02.22271367
https://doi.org/10.1101/2022.03.02.22271367


12

Vol:.(1234567890)

Scientific Reports |        (2022) 12:12683  | https://doi.org/10.1038/s41598-022-16835-7

www.nature.com/scientificreports/

 75. Glover, G. H. & Law, C. S. Spiral-in/out BOLD fMRI for increased SNR and reduced susceptibility artifacts. Magn. Reson. Med. 
46, 515–522 (2001).

 76. Whitfield-Gabrieli, S. & Nieto-Castanon, A. Conn: A functional connectivity toolbox for correlated and anticorrelated brain 
networks. Brain Connect. 2, 125–141 (2012).

 77. Koh, J. et al. Increased large-scale inter-network connectivity in relation to impulsivity in Parkinson’s disease. Sci. Rep. 10, 11418 
(2020).

 78. Richard, J. M., Castro, D. C., Difeliceantonio, A. G., Robinson, M. J. F. & Berridge, K. C. Mapping brain circuits of reward and 
motivation: In the footsteps of Ann Kelley. Neurosci. Biobehav. Rev. 37, 1919–1931 (2013).

Acknowledgements
The authors thank Lindsie Boerger, Erin Perrine, Christina Cojocaru, and Elizabeth Cha for their assistance with 
recruitment, data collection, and data organization. We also thank the Stanford University Richard M. Lucas 
Center for Imaging and the Duke University Brain Imaging and Analysis Center. In addition, we thank all of 
the study participants for their time and contribution to advance clinical research and knowledge. The authors 
thank Kathy “Katie Rose” Gage for very helpful editorial comments on previous versions of the manuscript, and 
Carina Lei for her help on editing figures. This work was pre-registered on the Open Science Framework (OSF, 
https:// osf. io/ cj9u8).

Author contributions
The authors confirm contribution to the paper as follows: K.T.M., and S.H.P. were responsible for the conception 
and design of the study. K.T.M. collected the data. S.H.P., V.K., and K.T.M. analyzed the data. S.H.P., A.K.B., 
S.C.M., and K.T.M. were involved in the interpretation of results. S.H.P. produced the initial manuscript draft. 
S.H.P., A.K.B., V.K., S.C.M., and K.T.M. edited and revised the manuscript. All authors reviewed and approved 
the final version of the manuscript.

Funding
This project was funded by the National Institutes of Health, National Institute of Drug Abuse (NIDA), K99/R00 
DA040154 (awarded to K.T.M.), K24 NS126781 (awarded to S.C.M.), and the Redlich Pain Research Endowment 
(S.C.M.). Data used in this project from the Open Pain Project (OPP; Principal Investigator: A. Vania Apkar-
ian, PhD, Northwestern University) was funded by the National Institute of Neurological Disorders and Stroke 
(NINDS) and National Institute of Drug Abuse (NIDA).

Competing interests 
The authors declare no competing interests.

Additional information
Supplementary Information The online version contains supplementary material available at https:// doi. org/ 
10. 1038/ s41598- 022- 16835-7.

Correspondence and requests for materials should be addressed to K.T.M.

Reprints and permissions information is available at www.nature.com/reprints.

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access  This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the 
Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from 
the copyright holder. To view a copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

© The Author(s) 2022

https://osf.io/cj9u8
https://doi.org/10.1038/s41598-022-16835-7
https://doi.org/10.1038/s41598-022-16835-7
www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/

	Altered resting-state functional connectivity within corticostriatal and subcortical-striatal circuits in chronic pain
	Results
	Participant demographics, medications, and clinical measures. 
	NAcc-MPFC circuit functional connectivity in patients with fibromyalgia vs. healthy controls. 
	NAcc-mesolimbic resting-state functional connectivity in chronic pain. 

	Discussion
	Participants and methods
	Participants. 
	General methods. 
	Study procedures for patients with fibromyalgia and healthy controls. 

	MRI scans for patients with fibromyalgia and healthy controls. 
	Dataset from Stanford University. 
	Dataset from Duke University. 

	Image preprocessing (fibromyalgia and healthy controls). 
	Image preprocessing of chronic back pain patients. 
	Corticostriatal connectivity analysis. 
	Expanded subcortical-striatal connectivity analysis. 

	References
	Acknowledgements


