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Neurophysiological Biomarkers Informing
the Clinical Neuroscience
of Schizophrenia: Mismatch Negativity
and Prepulse Inhibition of Startle

Gregory A. Light and Neal R. Swerdlow

Abstract With the growing recognition of the heterogeneity of major brain
disorders, and particularly the schizophrenias (SZ), biomarkers are being sought
that parse patient groups in ways that can be used to predict treatment response,
prognosis, and pathophysiology. A primary focus to date has been to identify
biomarkers that predict damage or dysfunction within brain systems in SZ patients,
that could then serve as targets for interventions designed to ‘‘undo’’ the causative
pathology. After almost 50 years as the predominant strategy for developing SZ
therapeutics, evidence supporting the value of this ‘‘find what’s broke and fix it’’
approach is lacking. Here, we suggest an alternative strategy of using biomarkers
to identify evidence of spared neural and cognitive function in SZ patients, and
matching these residual neural assets with therapies toward which they can be
applied. We describe ways to extract and interpret evidence of ‘‘spared function,’’
using neurocognitive, and neurophysiological measures, and, suggest that further
evidence of available neuroplasticity might be gleaned from studies in which
the response to drug challenges and ‘‘practice effects’’ are measured. Finally,
we discuss examples in which ‘‘better’’ (more normal) performance in specific
neurophysiological measures predict a positive response to a neurocognitive task
or therapeutic intervention. We believe that our field stands to gain tremendous
therapeutic leverage by focusing less on what is ‘‘wrong’’ with our patients, and
instead, focusing more on what is ‘‘right’’.
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1 Overview: Biomarkers of Health

Our field’s ability to understand and effectively treat mental illness has advanced in
developmental ‘‘stages,’’ each new stage building on the ideas and technologies that
preceded it. The current stage of neuroscientific inquiry into brain disorders is most
notable for the increasing acceptance by the scientific community of the notion—
long held within clinical spheres—that many major psychiatric ‘‘disorders’’ are
biologically heterogeneous syndromal endpoints of different etiological pathways.
In embracing the heterogenous underpinnings of conditions like the schizophrenias
(SZ), our field has both de-prioritized pursuits that seek to uncover unitary path-
ogenic processes (i.e., single causative gene), and has prioritized those designed to
clarify the more complex biologies and treatments of these syndromes. One clear
priority in this new ‘‘stage’’ is the development and application of biomarkers for
mental illness.

Biomarkers are objective measures that can be informative about a variety of
different clinical characteristics, such as an individual’s normal biology, their
pathology including the trajectory of illness, or their response to a therapeutic
intervention. While it is clear that symptom-based diagnostic schema can distin-
guish patients in a manner that to some degree predicts their trajectory and ther-
apeutic sensitivity (e.g., in the parsing of a primary anxiety disorder vs. a primary
psychotic disorder), it is equally clear that these schema have reached their limits
of resolution in terms of pathophysiology and the development of novel and
individualized therapeutics. Biomarkers offer the hope that despite great hetero-
geneity and multivariate interactions in the pathogenesis of brain disorders,
meaningful clusters of individuals can be associated with an objective measure,
and then reliably stratified in terms of the cause, course and/or treatment sensitivity
of a given disorder. Of course, this is not a new hope—the search for biomarkers
for mental illness can be traced back decades, and perhaps centuries—nor is it a
hope fulfilled, as we presently have no biomarkers that add in a meaningful way to
our treatment of any major psychiatric syndrome.

One assumption driving the search for psychiatric biomarkers is that the biology
of these biomarkers will be simpler, more easily understood and less heterogeneous
than the biology of clinical psychiatric syndrome. But if the pathogenic pathways
leading to the syndrome are highly heterogeneous, we might expect that the
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biomarkers for these pathways might also be highly heterogeneous. In essence, if
we identify a biomarker of ‘‘Bill’s schizophrenia,’’ this information might be very
important to Bill, but not generalizable to larger populations. For this reason, we
have endorsed an approach in which biomarkers in psychiatric disorders are used to
identify not pathological processes, but rather intact, healthy processes (e.g., brain
circuitry). This approach has several advantages over the search for pathology
biomarkers. For example, it is in many ways easier to interpret a biomarker of
health than one of pathology. In a simple analogy, if you enter a room, flip on the
light switch and no light goes on, there can be numerous explanations for this
deficit. However, if you flip on the light switch and the light DOES go on, there can
be only one parsimonious explanation: electrons are getting to where they need to
be.

It is not simply that biomarkers of health are easier to understand than bio-
markers of pathology, but rather, that they may be more ‘‘actionable,’’ i.e., their
presence may lead more directly to a predicted therapeutic intervention. To
underscore this point, let’s examine some putative biomarkers of pathology for
schizophrenia. Hippocampus, amygdala, anterior cingulate cortex, and other
structures are reduced in volume and/or functionally impaired in SZ patients as well
as their asymptomatic first-degree relatives (cf. Swerdlow 2011a) One implication
of these neuroanatomical ‘‘’’ of pathology is that while these circuit disturbances
may be associated with a heritable vulnerability for SZ, they are insufficient to
produce the disorder. Thus, while these biomarkers of impairment may inform us
about various different etiologies and perhaps even preventative interventions, they
do not by themselves provide ‘‘actionable’’ targets for corrective interventions:
after all, most people with these abnormalities do not have SZ, so why would
‘‘correcting’’ this circuitry be of benefit to someone who does?

By contrast, biomarkers of healthy brain function in ‘‘system X’’ might provide
more direct ‘‘actionable’’ evidence that a patient with SZ is likely to benefit
therapeutically from ‘‘intervention Y.’’ Several clinical models support this
approach. For example, many interventions in stroke rehabilitation are designed
not to re-grow brain circuitry that is lost or damaged, but rather to engage the
normal physiological and anatomical properties of healthy brain circuits (e.g., in
neighboring regions or parallel circuits) to restore or subsume the function of
damaged ones (cf. Taub et al. 2002). In many forms of psychotherapy, the ther-
apist’s task is to identify an individual’s psychological strengths (ego, intellectual,
social, or otherwise) and then to engage them to overcome damaging thoughts or
behaviors that are otherwise sustained by areas of psychological weakness. At a
neural level, both stroke rehabilitation and psychotherapy engage viable and
healthy systems to compensate for, or re-establish, functions lost to illness. Sim-
ilarly, biomarkers of ‘‘health’’ can reveal a patient’s neural ‘‘assets,’’ which can
then be leveraged in the service of therapy. There are several hurdles to clear in
this process, e.g., (1) it requires biomarkers that identify these assets with sufficient
sensitivity, specificity, and other limits of resolution discussed below, and (2) it
requires therapies that can engage these assets to improve function. There is
growing evidence that both of these hurdles can be cleared.
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For example, as discussed below, reliable, repeatable, and robust measures can
quantify working memory (WM) in SZ patients. Certain cognitive therapies place
demands on SZ patients to engage WM to develop compensatory strategies for
learning and applying information (Twamley et al. 2003). In doing so, these
therapies specifically activate prefrontal regions subserving WM and attention
(Haut et al. 2010). It is both parsimonious and testable that patients with the
available ‘‘neural asset’’ of relatively intact WM—demonstrated by sensitive,
specific and reliable laboratory measures—and hence frontal circuits that subserve
WM, will benefit most from WM-targeted cognitive therapies.

What is the likelihood of identifying ‘‘healthy’’ biomarkers in patients who are
suffering from obvious brain dysfunction associated with profound functional
impairment? We view this likelihood to be substantial: even in the most ‘‘robust’’
biomarkers suggesting ‘‘pathology’’ in the most severe cohorts of chronic SZ
patients, many and sometimes most patients ‘‘score’’ in the normal range. This is
true in markers using volumetric or functional neuroimaging, or neurophysiology,
or neurocognition. Biomarkers that identify differences in SZ patient versus
healthy comparison subjects with a Cohen’s standardized effect size of d = 1.0 are
generally considered ‘‘robust’’; in fact, most of the highly replicable SZ biomarkers
fail to reach this level of group separation. Notably, falling 1 standard deviation
below normative samples (i.e., effect size d = 1.0) is commonly used as a cutoff
for impairment classification in neuropsychological assessments. This means that
even in the case of a d = 1.0 biomarker impairment, 50 % of patients will by
definition fall in the ‘‘normal’’ range (Fig. 1)—an often overlooked fact. Moreover,
in this ‘‘best case’’ example of a pathology biomarker, ‘‘only’’ 54.5 % of the
patients versus healthy group distributions are nonoverlapping. Whether the metric
is hippocampal volume (Simm et al. 2006) or prepulse inhibition of startle (PPI)
(Swerdlow et al. 2014) or WM (Horan et al. 2008) or mismatch negativity (MMN;
(Umbricht and Krljes 2005; Rissling et al. 2012; Light and Braff 2005a, b; Kiang
et al. 2009), some or even most SZ patients exhibit evidence of intact function: the

-1 0 +1

Magnitude of Deficit (Cohen’s d)

Impaired

+2-2

Unimpaired

Schizophrenia 
Patients

Healthy
Subjects

Fig. 1 Example of
overlapping distributions in a
robust (d = 1) effect size
biomarker deficit in
schizophrenia patients. In
neuropsychological
assessments, d = 1 standard
deviations below the mean is
commonly used for
impairment classification. In
this case, 50 % of patients
exhibit unimpaired/normal
range biomarker values
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‘‘light switch works,’’ and thus the neural assets can conceivably be applied toward
a therapeutic response.

Does the search for biomarkers of health imply that we simply forego thera-
peutic options for patients whose biomarkers suggest a lack of health? Of course
not. Given the heterogeneity of performance across measures, it is often the case
that patients exhibiting deficits in one biomarker or neural domain will perform
normally in others. Indeed, many of the common neurophysiological biomarkers
and endophenotypes of SZ are uncorrelated with one another even when mea-
suring similar operational constructs (e.g., sensory/sensorimotor gating:
Schwarzkopf et al. 1993; Light and Braff 2001; Braff et al. 2007; sensory dis-
crimination: Rissling et al. 2012; Horvath et al. 2008). The key to using this
strategy in a heterogeneous population is to be able identify areas of neural
strengths using a battery of well-validated and dissociable battery of laboratory-
based biomarkers. And while cognitive therapies are generally benign and not
prone to adverse events as traditionally measured in medicine, they are time-
consuming, resource-intensive, and taxing; they require many hours of time, in
addition to the logistical complexities involved in accessing treatment for a
severely impaired individual, and the psychological implications of treatment
failure if unsuccessful. Thus, a haphazard pairing of an individual with severe
impairments in a biomarker of, say, WM, with a time- and resource-intensive
cognitive intervention that places heavy demands on WM, is likely to be unsuc-
cessful. Unfortunately, such incidental couplings of individual patient character-
istics with therapies represent the current state of the art. Treatment ‘‘failures’’ are
far too common and have the potential to cost the patient, family, therapist, and
larger social system dearly. In contrast, biomarkers of health can guide patients
toward viable therapies, and their absence can steer patients away from therapies
that are not likely to be successful and whose failure carries significant real-life
consequences.

There may be ways to ‘‘uncover’’ biomarkers of potential function in SZ, even
among neural systems that appear by some biomarker evidence to be defective.
The general principle behind this strategy is that a neural system at baseline may
perform poorly, but may still respond to a ‘‘push’’ of a pharmacologic challenge. In
this case, evidence for the requisite ‘‘spared’’ neural circuitry, and hence a target
for therapeutic intervention, might be provided by specific neurophysiological or
neurocognitive changes in response to a ‘‘push’’ produced by a drug challenge.
This approach parallels the use of a ‘‘test dose’’ to predict clinical benefits from
treatments ranging from hormones (Biller 2007) to anti-Parkinsonian drugs
(Hughes et al. 1990) to bronchodilators (Fruchter and Yigla 2009). If a patient
generates a specific neurobehavioral signal in response to a drug challenge—e.g.,
increased neurocognitive or neurophysiological performance, or enhanced per-
formance of a computerized cognitive training task (discussed below)—this
suggests that neural circuits spared by their SZ remain viable targets under the
right conditions. Creating such conditions is the goal of ‘‘Pharmacologically
Augmented Cognitive Therapy,’’ as described previously (Swerdlow 2011a, b),
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and departs significantly from what has been a 50-year-old largely failed strategy
of trying to use drugs to ‘‘undo’’ the neuropathology of SZ (Lieberman et al. 2005).

In the process of using a ‘‘drug challenge’’ to probe a biomarker of spared neural
function, it is often the case that neurocognitive and/or neurophysiological measures
are repeated under drug-free, placebo, and active drug conditions. One complexity
of this experimental design is that brain mechanisms at many levels, and particularly
at levels of higher order functions, exhibit ‘‘learning,’’ as detected in practice /order
effects. These changes in performance with repeated task experience are typically
viewed as experimental confounds, as they can arithmetically complicate the
interpretation of a drug effect (Chou et al. 2013b). However, it is possible that the
brain’s ability to ‘‘learn,’’ particularly in specific neurocognitive domains, may—in
and of itself—be a valuable biomarker of spared neural function. We have no data
yet to support this notion, but it makes intuitive sense that the ability to increase
one’s performance with experience provides evidence of neuroplasticity that might
be harnessed in the service of an appropriate therapy. Our data (Chou et al. 2013a) is
consistent with previous reports (Nuechterlein et al. 2008) that different neuro-
cognitive domains are differentially sensitive to such ‘‘learning’’ processes, and that
the amount of learning exhibited by SZ patients varies substantially within any given
domain. These data are typically collected as part of any ‘‘procognitive’’ drug trial
involving more than one drug condition; that such personalized profiles of cognitive
‘‘neuroplasticity’’ are predictive of sensitivity to specific cognitive or medication
therapies is a testable hypothesis.

Regardless of whether the intended use of a biomarker is to identify health or
pathology in SZ, its utility will depend on its ability to meet a number of important
criteria. The background for the development and application of such criteria for
biomarkers relevant to SZ is discussed in the next section of this chapter.

2 SZ Biomarkers

What are the optimal characteristics of biomarkers for informing the clinical
neuroscience and future treatments of SZ? Over the past decade, several expert
consensus panels were convened to attempt to overcome some of the obstacles of
developing treatments to improve cognition and psychosocial functioning in
schizophrenia. The first initiative, the Measurement and Treatment Research to
Improve Cognition in Schizophrenia (MATRICS), brought together academia, the
pharmaceutical industry, and the Food and Drug Administration to identify cog-
nitive targets in schizophrenia and develop a brief, repeatable, and standardized
battery of tasks for use in clinical outcome studies (Green et al. 2004). In this
context, a RAND panel carefully evaluated the desired measurement characteristics
of individual tests for inclusion in the final FDA-approved battery and concluded
that measures should exhibit: (1) high test–retest reliability; (2) utility as a
repeated measure; (3) a relationship to functional outcome; (4) potential response to
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pharmacologic agents; and (5) practicality/tolerability. Clearly, both the process
for evaluating measures and the specific criteria is also highly relevant for evalu-
ating promising neurophysiologic biomarkers that can inform the development of
next-generation personalized treatments.

The benefits of neurophysiologic biomarkers were also recognized in the
MATRICS initiative since such measures can probe the earliest stages of sensory-
perceptual information processing and the subsequent transitions to higher order
cognitive operations with millisecond resolution. In many cases, responses can
be automatically elicited in the absence of directed attention and do not require
substantial effort or motivation on the part of the participant (Braff and Light
2004). Neuroscience-derived biomarkers are also well-suited for linking cognitive
deficits to specific neural systems using source-imaging, pharmacology, and ani-
mal models. Thus, the Cognitive Neuroscience Treatment Research to Improve
Cognition in Schizophrenia initiative (CNTRICS) was launched after MATRICS
to identify the most promising brain-based tools for measuring cognition and
testing new treatments in schizophrenia (Carter et al. 2008). This panel extended
the five MATRICS criteria of cognitive tests described above by adding require-
ments that measures exhibit construct validity, clear links to neural circuits and
cognitive mechanisms, and have an available an animal model (Barch et al. 2009).
Out of this extensive process of evaluating the many promising measures in the
existing literature, several tests were selected for further study and development.
Critically, two neurophysiological measures were deemed already ‘‘mature,’’
fulfilling all of the MATRICS/CNTRICS criteria and suitable for immediate
incorporation into multi-site clinical studies: MMN and Prepulse Inhibition (Butler
et al. 2012; Green et al. 2009)—the focus of this chapter. Below, we also provide
examples of rational and deliberate matching of patients with intact biomarker
functioning with appropriately targeted cognitive therapies that depend upon the
engagement of the neural substrates of these measures.

3 Mismatch Negativity

Mismatch negativity is a preattentive event-related potential (ERP) component with
tremendous promise as a biomarker for predicting and tracking response to novel
therapeutic interventions (Light and Näätänen 2013; Nagai et al. 2013; Light et al.
2012; Perez et al. 2014a, b; Kawakubo et al. 2007). MMN is a negative-going
deflection in the ERP that is evoked when a sequence of repetitive ‘‘standard’’
stimuli is occasionally interrupted by infrequent oddball or ‘‘deviant’’ stimuli that
differ in some physical characteristic such as duration or pitch. The onset of MMN
typically occurs within 50 ms of stimulus deviance, and peaks after an additional
100–150 ms. Since MMN requires no overt behavioral response and can be elicited
even in the absence of directed attention (Näätänen 1992; Rinne et al. 2001;
Sussman et al. 2003; Rissling et al. 2013), it is presumed to reflect a predominantly
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automatic, preconscious process of detecting a ‘‘mismatch’’ between the deviant
stimulus and a sensory-memory trace (Näätänen et al. 1989).

MMN amplitude reduction in schizophrenia was first reported over 20 years
ago (Shelley et al. 1991) with subsequent studies consistently identifying deficits
in chronic (d % 1.00 Javitt et al. 1994; Shelley et al. 1991; Catts et al. 1995; Javitt
et al. 2000; Michie 2001; Umbricht et al. 2003; Umbricht and Krljes 2005;
Salisbury et al. 2002; Oknina et al. 2005; Oades et al. 2006; Light and Braff 2005a,
b; Rissling et al. 2012, 2013), recent onset (Salisbury et al. 2002, 2007; Brockhaus-
Dumke et al. 2005; Umbricht et al. 2006; Oknina et al. 2005; Oades et al. 2006;
Hermens et al. 2010; Bodatsch et al. 2011; Jahshan et al. 2012; Atkinson et al.
2012; Perez et al. 2013), and even unmedicated schizophrenia patients (Rissling
et al. 2012; Bodatsch et al. 2011; Brockhaus-Dumke et al. 2005; Kirino and Inoue
1999; Catts et al. 1995). MMN is supported by a distributed network of fronto-
temporal sources with deficits in schizophrenia prominent in medial frontal brain
regions (e.g., Takahashi et al. 2012) and a sensitive index of N-methyl D-aspartate
(NMDA) receptor functioning (Javitt et al. 1996; Umbricht et al. 2000, 2002;
Gil-da-Costa et al. 2013; Lavoie et al. 2007; Ehrlichman et al. 2008; Nakamura
et al. 2011). The temporal window indexed by MMN may serve as a gateway to
some higher order cognitive operations necessary for psychosocial functioning
(e.g., Rissling et al. 2013). MMN accounts for substantial portions of variance in
cognition (Baldeweg et al. 2004; Näätänen et al. 2011; Light et al. 2007b;
Kawakubo et al. 2006), psychosocial functioning (Light and Braff 2005a, b;
Kawakubo et al. 2007; Wynn et al. 2010; Rasser et al. 2011), and level of inde-
pendence in community living (Light and Braff 2005a). MMN amplitude also
exhibits utility as a repeated measure with high test–retest stability over short and
long (e.g., 12-month) retest intervals in both healthy subjects and schizophrenia
patients (Light et al. 2012). Indeed, MMN reliability coefficients are comparable to
or even exceed those obtained from neuropsychological tests over 1 year
(ICCs % 0.90; Light et al. 2012; Light and Braff 2005b). This collection of
attributes has contributed to the view of MMN as a ‘‘breakthrough biomarker’’
(Light and Näätänen 2013) that is ‘‘translatable’’ (Nagai et al. 2013) and poten-
tially ‘‘the one we have been waiting for’’ (Belger et al. 2012) in neuropsychiatry.

There is certainly ample evidence that MMN is an informative biomarker index
and correlate of ‘‘what’s wrong’’ in schizophrenia. In fact, we have previously
argued for pharmacologic and nonpharmacologic treatments that target early
auditory perceptual processing with the hope that an amelioration of MMN deficits
might accompany or even precede improvements in highly associated cognitive
and psychosocial functioning (Braff and Light 2004; Perez et al. 2014a, b). We
now consider a ‘‘figure-ground’’ reversal: rather than focus on the 50 % of patients
with deficient MMN, perhaps the remaining 50 % with normal range MMN will be
most likely to benefit from therapies that are designed to target low-level auditory
perceptual processes.

MMN may be particularly sensitive to one particular form of ‘‘bottom-up’’
CT—termed Targeted Cognitive Training (TCT; Fisher et al. 2009). TCT uses
‘‘neuroplasticity-based’’ computerized exercises designed to improve the accuracy
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and fidelity of auditory sensory information processing and auditory/verbal WM.
TCT relies on intensive, attentionally engaging, adaptive, and reinforcing tasks to
facilitate procedural learning (Adcock et al. 2009)—a mechanism that is largely
intact in SZ (Perry et al. 2000). Conceptually, the goal of TCT is to capitalize on
plastic changes within the neural substrates of low-level auditory information
processing, which then feed forward to improve higher order cognitive operations
such as attention, WM, and the encoding and retrieval of verbal information.
Fisher and colleagues have shown (Vinogradov et al. 2012) that SZ patients
exhibit large effect size (d = 0.86–0.89; Fisher et al. 2009) gains in auditory-
dependent cognitive domains (verbal learning and memory), global cognition, and
quality of life after 50 h of training. Importantly, these gains persist for at least
6 months after the cessation of training (Fisher et al. 2010). Although TCT is
efficacious at the group level, individual patient responses to this resource and
time-intensive intervention vary considerably; some patients exhibit little or no
benefit after even an extended 100 h course of training (Fisher et al. 2014). Could
MMN or other neurophysiological biomarkers of auditory sensory processing be
used to predict whether an individual patient is likely to respond to this time- and
resource-intensive intervention?

In addition to the emerging applications in neuropsychiatry, MMN is sup-
ported by a substantial cognitive neuroscience literature. Indeed, MMN is already
regarded a dynamic index of central auditory system neuroplasticity that predicts
cognitive enhancement in response to specific TCT-like auditory training inter-
ventions (Menning et al. 2000; Näätänen 2008). For example, Menning and col-
leagues (2000) demonstrated that 3 weeks of intensive (*1 h/day) auditory
frequency discrimination training produced significant increases in MMN ampli-
tude that persisted for several weeks after the cessation of training in healthy
volunteers. Other studies have shown that MMN both predicts and corresponds to
changes in language acquisition, musical training, and other auditory-dependent
cognitive tasks in nonpsychiatric individuals (for review, Näätänen 2008). Like-
wise, MMN exhibits malleability after even a single 3 h session of auditory
training in dyslexic children, which was associated with a significant amelioration
of cognitive impairment in phonological processing, reading, and writing (Lovio
et al. 2012). Thus, changes in MMN are detectable in the early stages of cognitive
training, predict generalized improvements in nontrained higher order cognitive
domains, and correspond to measurable changes of cortical plasticity in intact and
impaired neuropsychiatric populations. In all instances, larger MMN (i.e., asso-
ciated with healthy function) was associated with greater training gains.

Little is known about the neural mechanisms that underlie enhanced global
cognition and inter-individual variation in TCT response in schizophrenia. Better
characterization of biomarkers of TCT response will lead to more selective tar-
geting of patients and neurobiological systems for preventive interventions. We
have conducted a proof of concept validation study to begin to understand the
potential relationship between MMN and immediate TCT effects (Perez et al.
2014b). MMN was assessed immediately before and after a 1 h TCT session
(PositScience, Frequency Sweeps) in 31 chronic, medicated SZ patients. MMN
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amplitude exhibited significant change at frontocentral electrodes (p \ 0.02) con-
firming our prediction that MMN is sensitive to early ‘‘target engagement’’ after
just 1 h of training. In addition, patients with larger pretraining MMN amplitude
exhibited greatest improvements across the single TCT session (r = -0.5,
p \ 0.01), confirming our hypothesis that baseline MMN predicted initial TCT
performance gains (Fig. 2). In addition, post-training MMN accounted for 45 % of
the variance in TCT performance gains. Thus, patients with larger (i.e., more
normal) levels of MMN (i.e., ‘‘what’s right’’) exhibited a larger initial response to
training. While these results are encouraging, it is important to emphasize that
behavioral response to a single TCT session is not known to predict longer term
neurocognitive or functional gains in schizophrenia patients undergoing a full
course of training. In support of this model of larger biomarker values predicting
treatment response, Kawakubo and colleagues (2007) showed that larger baseline
MMN predicted greater response to an intensive, 3 month social skills training
program (Fig. 3). This approach may therefore serve as a useful platform for
identifying patients who are likely to be ‘‘responders’’ to TCT (Light and Näätänen
2013; Perez et al. 2014b), social skills training (Kawakubo et al. 2007), or perhaps
other forms of cognitive remediation. Such predictive biomarkers may also facil-
itate screening drugs to augment cognitive training.

Fig. 2 MMN recorded before and after 1 h of training is associated with initial behavioral
performance gains during TCT in schizophrenias patients. Larger pre-training MMN significantly
predicted greater TCT improvements; post-training MMN was also significantly associated with
performance gains (Perez et al. 2013)
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4 Prepulse Inhibition of Startle

When a neuro- or psychophysiological biomarker can be studied across species,
there is the potential that the measure can be used to elucidate neural and cellular
substrates underlying its predictive properties. This concept has motivated studies
of PPI as one potential neurophysiological biomarker predicting pro-cognitive
drug effects. PPI is a laboratory-based operational measure of sensorimotor gating,
in which a weak prepulse inhibits the magnitude of a startle response to an intense,
abrupt ‘‘pulse’’ occurring 30–120 ms later. PPI is easily studied in animal models,
including mice, rats, guinea pigs, pigs, and infrahuman primates, using stimulus
parameters and equipment for stimulus delivery and response acquisition that are
similar or identical to what are used in humans (cf. Swerdlow et al. 2008). While
there appear to be differences in the neurochemical regulation of PPI across
species, the basic parametric properties of PPI exhibit striking similarities from
rodents to humans (e.g., Swerdlow et al. 1994). PPI is under significant genetic
control in both rodents (Francis et al. 2003) and humans (Greenwood et al. 2011).
While it has been advertised as a ‘‘simple’’ behavior, in reality PPI is a complex,
heritable phenotype regulated by numerous different genes, as described in many
reports (e.g., Greenwood et al. 2011, 2012, 2013). Reduced PPI is not specific to
patients with SZ: in addition to SZ (Braff et al. 1978), PPI has been reported to be
deficient in patients with Huntington’s Disease (Swerdlow et al. 1995; Valls-Sole
et al. 2004), Obsessive Compulsive Disorder (Swerdlow et al. 1993a, Hoenig et al.
2005; Ahmari et al. 2012), nocturnal enuresis (Ornitz et al. 1992), Asperger’s
Syndrome (McAlonan et al. 2002), 22q11 Syndrome (Sobin et al. 2005), Klein-
felter Syndrome (Van Rijn et al. 2011), Fragile-X Syndrome (Frankland et al.
2004) and blepharospasm (Gomez-Wong et al. 1998) and Tourette Syndrome
(Castellanos et al. 1996; Swerdlow et al. 2001b). However, PPI deficits in SZ
patients have been perhaps the best studied: over 40 PubMed reports describe PPI
deficits in SZ or ‘‘prodromal’’ patients (cf. Swerdlow et al. 2014).

Fig. 3 Larger pre-training
MMN amplitude predicts
greater acquisition of social
skills following an intensive
3-month training program
(reprinted from Kawakubo
et al. 2007)
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There are a number of measures that show strong structural similarity to PPI, in
that they all assess the amount of behavioral and/or neural inhibition generated by
a lead stimulus, as determined by the amount to which the response to a second
stimulus is suppressed. In measures of ‘‘recovery cycle’’ (also called ‘‘blink
excitability,’’ Smith and Lees 1989), ‘‘paired pulse inhibition’’ (Swerdlow et al.
2002), or ‘‘intracortical inhibition’’ (Ziemann et al. 1997), the dependent measure
is the motor response to a target stimulus (‘‘pulse’’ or ‘‘S2’’), presented either alone
or shortly after the presentation of a lead stimulus (‘‘prepulse’’ or ‘‘S1’’).
A ‘‘healthy’’ response is generally indicated by a diminished motor response to S2
in the presence of S1, compared with the response to S2 alone. Thus, in its simplest
view, PPI is a measure of the degree to which a motor response is inhibited by a
sensory event, i.e., sensorimotor inhibition. With only 10–120 ms separating
prepulses and startling pulses in the ‘‘uninstructed’’ PPI paradigm, PPI is generally
viewed as a measure of largely automatic, preattentional inhibitory processes
(Graham 1975; Filion et al. 1993). Nonetheless, the amount of PPI at relatively
longer (60–120 ms) prepulse intervals correlates significantly with higher cogni-
tive processes, including WM (Letter-Number Span (Greenwood et al. 2013; Light
et al. 2007a, b)), strategy formation, measures of cognitive efficiency (Bitsios et al.
2006; Giakoumaki et al. 2006; Light et al. 2007a, b; van der Linden et al. 2006)
and even global functioning (Swerdlow et al. 2006a).

PPI deficits in SZ patients might potentially reflect abnormalities at any one or
more levels of PPI-regulatory circuitry that stretches from the prefrontal cortex to
the pons. Thus, reduced PPI might be found under conditions of excessive
dopamine (DA) neurotransmission in subcortical structures, deficient DA, or
glutamate transmission in cortical structures, excessive serotonin, or deficient
GABA transmission in pallidum (cf. Swerdlow et al. 2008), etc. In fact, PPI
deficits in a particular patient might reflect an almost infinite number of deficits in
isolation or combination. But for a SZ patient to exhibit robust levels of PPI
requires functionality within some or all of PPI-regulatory circuitry, and perhaps
more importantly the integrity of the process of sensorimotor gating. So, compared
to PPI deficits, a biomarker of ‘‘normal’’ PPI might be more interpretable.

PPI levels in SZ are highly stable, with 1-year ICC’s approaching 0.80 (Light
et al. 2012). While some groups have reported medium-to-large effect size deficits
in PPI in SZ versus healthy cohorts, our most recent large single-site reports have
detected deficits with 60 ms prepulse intervals with effect sizes that ranged from
0.24 (Swerdlow et al. 2006a, b) to 0.58 (Light et al. 2012). Factors that may
contribute to ‘‘artificially’’ small PPI differences between SZ and healthy cohorts
include: (1) SZ-linked PPI deficits generally appear to be most robust under
specific sets of stimulus parameters, i.e., the type of prepulse used [auditory vs.
tactile; tone vs. noise; prepulse intensity over background and prepulse interval,
etc. (Braff et al. 2001; Swerdlow et al. 2006a, b)]; (2) women have lower PPI than
do men (Swerdlow et al. 1993a, b), and in most studies, healthy subjects are
predominantly women, while SZ patients are predominantly men; (3) PPI is
generally increased by nicotine (Hong et al. 2008; Kumari et al. 2001), and
smoking is both more common and heavier among SZ patients versus healthy
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subjects; (4) PPI is higher in medicated versus unmedicated SZ patients, and
especially in patients medicated with second-generation antipsychotics (SGAPs)
(Csomor et al. 2009; Kumari et al. 1999; Swerdlow et al. 2006a, b; Weike et al.
2000); SGAPs are used by more than 80 % of SZ patients in most recent studies.

One implication of the relative modest effect sizes of PPI deficits in SZ cohorts
is that many SZ patients exhibit PPI levels at, or above, HS ‘‘mean’’ values.
Presumably, these ‘‘normal’’ PPI levels in SZ patients can serve as a biomarker
of normal function in PPI neural circuitry; this does not mean that the entire
PPI-regulatory apparatus is intact in these individuals, but simply that the overall
circuit properties—with or without the influence of nicotine, SGAPs, and other
moderating factors—remain adequately intact to perform its ‘‘function’’ of sen-
sorimotor gating. Thus, ‘‘higher’’ neurocognitive processes that rely on intact
sensorimotor gating would be not be expected to impaired in these individuals
based solely on this reliance; certainly, these processes might nonetheless be
impaired, based on deficits in other basic information processing mechanisms.

In keeping with our model of using biomarkers to identify residual ‘‘intact’’
neural mechanisms and function, it is reasonable to consider whether ‘‘high PPI’’
could be used as a biomarker of SZ patients who might be capable of marshaling
adequate cognitive resources to meet the demands of, and reap the benefits of a
particular therapeutic intervention. Consistent with such a model, Kumari et al.
(2012) were able to demonstrate that baseline PPI levels positively predicted the
therapeutic response to cognitive-behavioral therapy (CBT; Fig. 4). Schizophrenia
patients who exhibited the highest pretherapy PPI levels were the ones who
benefitted most from CBT, in terms of reductions in symptom severity. This
finding supports the notion that evidence of intact, functioning neural mechanisms,

Fig. 4 Higher levels of baseline PPI predict positive response to cognitive-behavioral therapy in
schizophrenia patients (reprinted from Kumari et al. 2012)
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provided by a psychophysiological biomarker, can positively predict the thera-
peutic response to a higher cognitive intervention.

The neural circuitry regulating PPI includes neurotransmitters and receptors
that are targets of many of the major classes of psychotropic medications. Drugs
acting at prominent nodes in this circuitry have potent effects on PPI, which have
been studied extensively in rodents, and more recently in humans (cf. Swerdlow
et al. 2008). Among our proposed applications of biomarkers for SZ therapeutics,
we suggested a model in which a neural system at baseline may perform poorly,
but still respond to a ‘‘push’’ of a pharmacologic challenge; in this case, evidence
for the requisite ‘‘spared’’ neural circuitry, and hence a target for therapeutic
intervention, is provided by changes in response to a drug challenge. In essence,
the acute drug challenge is used to determine whether the impaired system retains
sufficient plasticity to respond to therapeutic input.

To date, our ‘‘proof of concept’’ studies for the potential to detect residual
plasticity in neurocognitive substrates via drug challenges in ‘‘low performers’’
have exclusively involved healthy subjects. We reported that in specific subgroups
of HS—groups characterized by low basal PPI, low novelty-, or sensation-seeking
traits—a single dose of the psychostimulant, amphetamine (AMPH, 20 mg p.o.)
potently enhances PPI (Talledo et al. 2009). This suggests that among some
individuals—even (though not exclusively) in the presence of low basal PPI—the
neural circuitry regulating PPI retains significant plasticity, in that it can respond
positively to a drug challenge. We also reported that this same dose of AMPH
enhances MCCB performance, particularly in the domain of attention /vigilance
(A/V), among 60 healthy individuals with low baseline A/V performance (Chou
et al. 2013b; Fig. 5). When we stratified these 60 subjects according to baseline
PPI, those with low baseline PPI were the ones most sensitive to both the PPI- and

Fig. 5 Using a drug challenge to identify residual plasticity in sensorimotor gating and
attentional capacity: a ‘‘proof of concept’’ in healthy subjects. a Distribution of the change in
MCCB A/V T-scores after amphetamine (AMPH; 20 mg p.o.) versus placebo, corrected for order
effects, in 60 healthy subjects (Swerdlow et al. 2013). b Baseline PPI was significantly lower (#)
and more sensitive to AMPH-enhancement (*), among subjects in whom AMPH increased versus
decreased A/V in ‘‘A’’
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A/V-enhancing effects of AMPH. Presumably, the neural circuit plasticity evident
in low PPI healthy subjects predicts the likelihood of exhibiting a pro-attentional
response to AMPH. We are currently testing these relationships in SZ patients.
Ultimately, among patients exhibiting deficits in biomarkers, we might use a
‘‘challenge’’ paradigm to reveal those whose residual plasticity would predict
benefits from the addition of a specific drug to a cognitive intervention. Clearly,
we are several steps from fully testing this ‘‘drug challenge’’ biomarker model, but
the path to such a test is clear.

5 Discussion

One of the challenges facing the use of biomarkers in SZ populations is that, for
the most part, biomarkers are being applied ‘‘after the fact.’’ In other words, if we
acknowledge that SZ is a neurodevelopmental disorder (or set of disorders), likely
reflecting perturbations of in utero neural development, then the events (genetic,
environmental or otherwise) that lead to the late-adolescent/early adult manifes-
tations of the disorder have come and gone, decades before biomarker data are
measured. And the number of variations in the expression of these early events—
e.g., variable neuronal migratory routes, the adjustments of the surrounding
developing brain to them, the consequent alterations in premorbid behavior and the
reflected impact of environmental responses onto brain development—from in
utero causative event to adult manifestation are substantial if not limitless. And
unlike disorders of adult onset in which an anatomically or neurochemically
constrained ‘‘lesion’’ is superimposed on a normally developed brain, in SZ, the
absent connections lost to cells that did not arrive, and the aberrant connections
formed in their place, are infused throughout the matrix of a very complex fore-
brain circuitry. Making sense of ‘‘right’’ and ‘‘wrong’’ in this circuit context, as a
basis for understanding the biology of SZ, its courses or treatments, may not be
feasible, or even productive, in the foreseeable future.

We have proposed an alternative use of biomarkers in predicting treatment
response in SZ patients, that is consistent both with the therapeutic goals of
personalized medicine and the scientific strategies of experimental medicine
(Insel 2014). Individuals are characterized via measures of brain activity that are
associated with neurocognition and function, and areas of ‘‘healthy’’ or ‘‘normal
range’’ performance are identified. In this process, drugs or other experimental
manipulations and designs can be used as clinical probes to identify targets of
residual neuroplasticity. Treatments are then identified that leverage the intact
neural circuit or neurocognitive resources so that the individual patient can utilize
their capacities to reap the gains of the therapeutic intervention. In truth, the basic
principles of the ‘‘biomarkers of health’’ approach are simple ones, long espoused
by disciplines ranging from childhood education to career counseling: a successful
outcome is best achieved by matching residual strengths—areas of ‘‘resiliency’’—
with task demands. In the frenzied search for the genetic and molecular markers
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and mechanisms of what’s wrong with individuals with SZ, our field and its
treatments may not have fully appreciated and leveraged all that is ‘‘right’’.

One key to the successful use of biomarkers in this model is the ability to link a
‘‘healthy’’ biomarker with a positive response to a specific therapy. For example, as
we allude to in our Introduction, some forms of cognitive training put demands on
processes requiring ‘‘healthy’’ WM and attention (Haut et al. 2010), and thus would
be best pursued in patients with biomarker evidence of relatively intact WM and
attentional capacity. Alternatively, evidence that WM and attentional performance
could be enhanced in that patient by a psychostimulant challenge (e.g. Barch and
Carter 2005) might predict benefits of psychostimulant augmentation of cognitive
training. Different biomarkers of neurocognitive and neural circuit strengths might
predict optimal responses of SZ patients to CBT, (e.g. Kumari et al. 2009) com-
puterized cognitive training, social skills training, or even medications like the pro-
extinction drug, D-cycloserine (Gottlieb et al. 2011), or the ‘‘pro-social’’ drug,
oxytocin (Davis et al. 2014). While there is substantial evidence that baseline
cognitive deficits generally predict poor outcomes in cognitive interventions
(Becker et al. 1998; Green 1996; McGurk and Meltzer 2000; McGurlk and Mueser
2004; Spaulding et al. 1999), we are not yet at a point where we can apply specific
algorithms other than ‘‘clinical intuition’’ to match biomarkers of intact neural
function in a SZ patient, with treatment response to different types of therapies.
Developing such algorithms will be advanced by incorporating informative bio-
markers, like MMN and PPI, and detailed neurocognitive assessments, into the
designs of trials of cognitive interventions for SZ. Importantly, the fidelity and
optimal methods for many potential biomarkers have already been established in
multi-site studies, where deficits in these measures have been used as endophe-
notypes to identify risk genes for SZ (Turetsky et al. 2007). In the figure-ground
reversal proposed here, these biomarkers are used not to predict a risk of illness, but
rather, they are used to predict a likelihood of recovery.

Acknowledgments NRS is supported by NIMH awards MH59803, MH93453, MH42228 and
MH094320. GL is supported by MH42228, MH065571, MH094151, MH093453, MH094320,
UL1TR000100, MH081944, NARSAD, the Veterans Medical Research Foundation and the
VISN-22 Mental Illness, Research, Education, and Clinical Center. GL has served as a consultant
for Astellas Inc, Envivo Pharmaceuticals, and Neuroverse for work unrelated to this chapter. The
authors have no conflicts of interest.

References

Adcock RA, Dale C, Fisher M et al (2009) When top-down meets bottom-up: auditory training
enhances verbal memory in schizophrenia. Schizophr Bull 35:1132–1141

Ahmari SE, Risbrough VB, Geyer MA et al (2012) Impaired sensorimotor gating in unmedicated
adults with obsessive-compulsive disorder. Neuropsychopharmacology 37:1216–1223

Atkinson RJ, Michie PT, Schall U (2012) Duration mismatch negativity and P3a in first-episode
psychosis and individuals at ultra-high risk of psychosis. Biol Psychiatry 71:98–104

308 G. A. Light and N. R. Swerdlow



Baldeweg T, Klugman A, Gruzelier J et al (2004) Mismatch negativity potentials and cognitive
impairment in schizophrenia. Schizophr Res 69:203–217

Barch DM, Carter CS (2005) Amphetamine improves cognitive function in medicated individuals
with schizophrenia and in healthy volunteers. Schizophr Res 77:43–58

Barch DM, Carter CS, Arnsten A et al (2009) Selecting paradigms from cognitive neuroscience
for translation into use in clinical trials: proceedings of the third CNTRICS meeting.
Schizophr Bull 35:109–114

Becker DR, Drake RE, Bond GR et al (1998) Job terminations among persons with severe mental
illness participating in supported employment. Community Ment Health J 34:71–82

Belger A, Yucel GH, Donkers FC (2012) In search of psychosis biomarkers in high-risk
populations: is the mismatch negativity the one we’ve been waiting for? Biol Psychiatry
71:94–95

Biller BM (2007) Concepts in the diagnosis of adult growth hormone deficiency. Horm Res
68(Suppl 5):59–65

Bitsios P, Giakoumaki SG, Theou K et al (2006) Increased prepulse inhibition of the acoustic
startle response is associated with better strategy formation and execution times in healthy
males. Neuropsychologia 44:2494–2499

Bodatsch M, Ruhrmann S, Wagner M et al (2011) Prediction of psychosis by mismatch
negativity. Biol Psychiatry 69:959–966

Braff DL, Light GA (2004) Preattentional and attentional cognitive deficits as targets for treating
schizophrenia. Psychopharmacology 174:75–85

Braff D, Stone C, Callaway E et al (1978) Prestimulus effects on human startle reflex in normals
and schizophrenics. Psychophysiology 15:339–343

Braff DL, Geyer MA, Light GA et al (2001) Impact of prepulse characteristics on the detection of
sensorimotor gating deficits in schizophrenia. Schizophr Res 49:171–178

Braff DL, Light GA, Swerdlow NR (2007) Prepulse inhibition and P50 suppression are both
deficient but not correlated in schizophrenia patients. Biol Psychiatry 61:1204–1207

Brockhaus-Dumke A, Tendolkar I, Pukrop R et al (2005) Impaired mismatch negativity
generation in prodromal subjects and patients with schizophrenia. Schizophr Res 73:297–310

Butler PD, Chen Y, Ford JM et al (2012) Perceptual measurement in schizophrenia: promising
electrophysiology and neuroimaging paradigms from CNTRICS. Schizophr Bull 38:81–91

Carter CS, Barch DM, Buchanan RW et al (2008) Identifying cognitive mechanisms targeted for
treatment development in schizophrenia: an overview of the first meeting of the Cognitive
Neuroscience Treatment Research to Improve Cognition in Schizophrenia Initiative. Biol
Psychiatry 64:4–10

Castellanos FX, Fine EJ, Kaysen DL et al (1996) Sensorimotor gating in boys with Tourette’s
syndrome and ADHD: preliminary results. Biol Psychiatry 39:33–41

Catts SV, Shelley AM, Ward PB et al (1995) Brain potential evidence for an auditory sensory
memory deficit in schizophrenia. Am J Psychiatry 152:213–219

Chou HH, Bhakta SG, Talledo JA et al (2013a) Memantine effects on MATRICS Consensus
Cognitive Performance Battery in healthy adults and schizophrenia patients. Society Biol
Psychiatry, San Francisco, 16–18 May

Chou HH, Talledo J, Lamb S et al (2013b) Amphetamine effects on MATRICS consensus
cognitive battery performance in healthy adults. Psychopharmacology 227:165–176

Csomor PA, Yee BK, Feldon J et al (2009) Impaired prepulse inhibition and prepulse-elicited
reactivity but intact reflex circuit excitability in unmedicated schizophrenia patients: a
comparison with healthy subjects and medicated schizophrenia patients. Schizophr Bull
35:244–255

Davis MC, Green MF, Lee J et al (2014) Oxytocin-augmented social cognitive skills training in
schizophrenia. Neuropsychopharmacology. doi:10.1038/npp.2014.68

Ehrlichman RS, Maxwell CR, Majumdar S et al (2008) Deviance-elicited changes in event-
related potentials are attenuated by ketamine in mice. J Cogn Neurosci 20:1403–1414

Filion DL, Dawson ME, Schell AM (1993) Modification of the acoustic startle-reflex eyeblink: a
tool for investigating early and late attentional processes. Biol Psychol 35:185–200

Neurophysiological Biomarkers Informing the Clinical 309

http://dx.doi.org/10.1038/npp.2014.68


Fisher M, Holland C, Merzenich MM et al (2009) Using neuroplasticity-based auditory training
to improve verbal memory in schizophrenia. Am J Psychiatry 166:805–811

Fisher M, Holland C, Subramaniam K et al (2010) Neuroplasticity-based cognitive training in
schizophrenia: an interim report on the effects 6 months later. Schizophr Bull 36:869–879

Fisher M, Loewy R, Carter C et al (2014) Neuroplasticity-based auditory training via laptop
computer improves cognition in young individuals with recent onset schizophrenia. Schizophr
Bull. doi:10.1093/schbul/sbt232

Francis DD, Szegda K, Campbell G et al (2003) Epigenetic sources of behavioral differences in
mice. Nat Neurosci 6:445–446

Frankland PW, Wang Y, Rosner B et al (2004) Sensorimotor gating abnormalities in young males
with fragile X syndrome and Fmr1-knockout mice. Mol Psychiatry 9:417–425

Fruchter O, Yigla M (2009) Bronchodilator response after negative methacholine challenge test
predicts future diagnosis of asthma. J Asthma 46:722–725

Giakoumaki SG, Bitsios P, Frangou S (2006) The level of prepulse inhibition in healthy
individuals may index cortical modulation of early information processing. Brain Res
1078:168–170

Gil-da-Costa R, Stoner GR, Fung R et al (2013) Nonhuman primate model of schizophrenia using
a noninvasive EEG method. Proc Natl Acad Sci USA 110:15425–15430

Gomez-Wong E, Marti MJ, Tolosa E et al (1998) Sensory modulation of the blink reflex in
patients with blepharospasm. Arch Neurol 55:1233–1237

Gottlieb JD, Cather C, Shanahan M et al (2011) D-cycloserine facilitation of cognitive behavioral
therapy for delusions in schizophrenia. Schizophr Res 131:69–74

Graham F (1975) The more or less startling effects of weak prestimuli. Psychophysiology
12:238–248

Green MF (1996) What are the functional consequences of neurocognitive deficits in
schizophrenia? Am J Psychiatry 153:321–330

Green MF, Nuechterlein KH, Gold JM et al (2004) Approaching a consensus cognitive battery for
clinical trials in schizophrenia: the NIMH-MATRICS conference to select cognitive domains
and test criteria. Biol Psychiatry 56:301–307

Green MF, Butler PD, Chen Y et al (2009) Perception measurement in clinical trials of
schizophrenia: promising paradigms from CNTRICS. Schizophr Bull 35:163–181

Greenwood TA, Lazzeroni LC, Murray SS et al (2011) Analysis of 94 candidate genes and twelve
endophenotypes for schizophrenia from the consortium on the genetics of schizophrenia. Am
J Psychiatry 168:930–946

Greenwood TA, Light GA, Swerdlow NR et al (2012) Association analysis of 94 candidate genes
and schizophrenia-related endophenotypes. PLoS One 7:e29630

Greenwood TA, Swerdlow NR, Gur RE et al (2013) Genome-wide linkage analyses of 12
endophenotypes for schizophrenia from the consortium on the genetics of schizophrenia. Am
J Psychiatry 170:521–532

Haut KM, Lim KO, MacDonald A (2010) Prefrontal cortical changes following cognitive training
in patients with chronic schizophrenia: effects of practice, generalization and specificity.
Neuropsychopharmacology 35:1850–1859

Hermens DF, Ward PB, Hodge MA et al (2010) Impaired MMN/P3a complex in first-episode
psychosis: cognitive and psychosocial associations. Prog Neuropsychopharmacol Biol
Psychiatry 34:822–829

Hoenig K, Hochrein A, Quednow BB et al (2005) Impaired prepulse inhibition of acoustic startle
in obsessive-compulsive disorder. Biol Psychiatry 57:1153–1158

Hong LE, Wonodi I, Lewis J et al (2008) Nicotine effect on prepulse inhibition and prepulse
facilitation in schizophrenia patients. Neuropsychopharmacology 33:2167–2174

Horan WP, Braff DL, Nuechterlein KH et al (2008) Verbal working memory impairments in
individuals with schizophrenia and their first-degree relatives: findings from the consortium
on the genetics of schizophrenia. Schizophr Res 103:218–228

310 G. A. Light and N. R. Swerdlow

http://dx.doi.org/10.1093/schbul/sbt232


Horvath J, Winkler I, Bendixen A (2008) Do N1/MMN, P3a, and RON form a strongly coupled
chain reflecting the three stages of auditory distraction? Biol Psychol 79(2):139–147. doi:10.
1016/j.biopsycho.2008.04.001

Hughes AJ, Lees AJ, Stern GM (1990) Apomorphine test to predict dopaminergic responsiveness
in parkinsonian syndromes. Lancet 336:32–34

Insel T (2014) Director’s blog: a new approach to clinical trials. http://www.nimh.nih.gov/about/
director/2014/a-new-approach-to-clinical-trials.shtml

Jahshan C, Cadenhead KS, Rissling AJ et al (2012) Automatic sensory information processing
abnormalities across the illness course of schizophrenia. Psychol Med 42:85–97

Javitt DC, Steinschneider M, Schroeder CE et al (1994) Detection of stimulus deviance within
primate primary auditory cortex: intracortical mechanisms of mismatch negativity (MMN)
generation. Brain Res 667:192–200

Javitt DC, Steinschneider M, Schroeder CE et al (1996) Role of cortical N-methyl-D-aspartate
receptors in auditory sensory memory and mismatch negativity generation: implications for
schizophrenia. Proc Natl Acad Sci USA 93:11962–11967

Javitt DC, Shelley AM, Silipo G et al (2000) Deficits in auditory and visual context-dependent
processing in schizophrenia: defining the pattern. Arch Gen Psychiatry 57:1131–1137

Kawakubo Y, Kasai K, Kudo N et al (2006) Phonetic mismatch negativity predicts verbal
memory deficits in schizophrenia. NeuroReport 17:1043–1046

Kawakubo Y, Kamio S, Nose T et al (2007) Phonetic mismatch negativity predicts social skills
acquisition in schizophrenia. Psychiatry Res 152:261–265

Kiang M, Braff DL, Sprock J et al (2009) The relationship between preattentive sensory
processing deficits and age in schizophrenia patients. Clin Neurophysiol: Off J Int Fed Clin
Neurophysiol 120:1949–1957

Kirino E, Inoue R (1999) The relationship of mismatch negativity to quantitative EEG and
morphological findings in schizophrenia. J Psychiatr Res 33:445–456

Kumari V, Soni W, Sharma T (1999) Normalization of information processing deficits in
schizophrenia with clozapine. Am J Psychiatry 156:1046–1051

Kumari V, Soni W, Sharma T (2001) Influence of cigarette smoking on prepulse inhibition of the
acoustic startle response in schizophrenia. Hum Psychopharmacol 16:321–326

Kumari V, Peters ER, Fannon D et al (2009) Dorsolateral prefrontal cortex activity predicts
responsiveness to cognitive-behavioral therapy in schizophrenia. Biol Psychiatry 66:594–602

Kumari V, Premkumar P, Fannon D et al (2012) Sensorimotor gating and clinical outcome
following cognitive behaviour therapy for psychosis. Schizophr Res 134:232–238

Lavoie S, Murray MM, Deppen P, Knyazeva MG, Berk M, Boulat O, Bovet P, Bush AI, Conus P,
Copolov D (2007) Glutathione precursor, N-acetyl-cysteine, improves mismatch negativity in
schizophrenia patients. Neuropsychopharmacology 33(9):2187–2199

Lieberman JA, Stroup TS, McEvoy JP et al (2005) Effectiveness of antipsychotic drugs in
patients with chronic schizophrenia. N Engl J Med 353:1209–1223

Light GA, Braff DL (2001) Measuring P50 suppression and prepulse inhibition in a single
recording session. Am J Psychiatry 158:2066–2068

Light GA, Braff DL (2005a) Mismatch negativity deficits are associated with poor functioning in
schizophrenia patients. Arch Gen Psychiatry 62:127–136

Light GA, Braff DL (2005b) Stability of mismatch negativity deficits and their relationship to
functional impairments in chronic schizophrenia. Am J Psychiatry 162:1741–1743

Light GA, Näätänen R (2013) Mismatch negativity is a breakthrough biomarker for
understanding and treating psychotic disorders. Proc Natl Acad Sci USA 110:15175–15176

Light GA, Braff DL, Sprock J et al (2007a) Prepulse inhibition of startle is positively associated
with higher order cognition in women. Soc Neurosci, San Diego, 3–7 Nov

Light GA, Swerdlow NR, Braff DL (2007b) Preattentive sensory processing as indexed by the
MMN and P3a brain responses is associated with cognitive and psychosocial functioning in
healthy adults. J Cogn Neurosci 19:1624–1632

Neurophysiological Biomarkers Informing the Clinical 311

http://dx.doi.org/10.1016/j.biopsycho.2008.04.001
http://dx.doi.org/10.1016/j.biopsycho.2008.04.001
http://www.nimh.nih.gov/about/director/2014/a-new-approach-to-clinical-trials.shtml
http://www.nimh.nih.gov/about/director/2014/a-new-approach-to-clinical-trials.shtml


Light GA, Swerdlow NR, Rissling AJ et al (2012) Characterization of neurophysiologic and
neurocognitive biomarkers for use in genomic and clinical outcome studies of schizophrenia.
PLoS One 7:e39434

Lovio R, Halttunen A, Lyytinen H et al (2012) Reading skill and neural processing accuracy
improvement after a 3-hour intervention in preschoolers with difficulties in reading-related
skills. Brain Res 1448:42–55

McAlonan GM, Daly E, Kumari V et al (2002) Brain anatomy and sensorimotor gating in
Asperger’s syndrome. Brain 125:1594–1606

McGurk SR, Meltzer HY (2000) The role of cognition in vocational functioning in schizophrenia.
Schizophr Res 45:175–184

McGurk SR, Mueser KT (2004) Cognitive functioning, symptoms, and work in supported
employment: a review and heuristic model. Schizophr Res 70:147–173

Menning H, Roberts LE, Pantev C (2000) Plastic changes in the auditory cortex induced by
intensive frequency discrimination training. NeuroReport 11:817–822

Michie PT (2001) What has MMN revealed about the auditory system in schizophrenia? Int J
Psychophysiol 42:177–194

Näätänen R (2008) Mismatch negativity (MMN) as an index of central auditory system plasticity.
Int J Audiol 47(Suppl 2):S16–S20

Näätänen R (1992) Attention and brain function. Erlbaum, Hillsdale
Näätänen R, Kujala T, Kreegipuu K et al (2011) The mismatch negativity: an index of cognitive

decline in neuropsychiatric and neurological diseases and in ageing. Brain: J Neurol 134(Pt
12):3435–3453

Näätänen R, Paavilainen P, Reinikainen K (1989) Do event-related potentials to infrequent
decrements in duration of auditory stimuli demonstrate a memory trace in man? Neurosci Lett
107:347–352

Nagai T, Tada M, Kirihara K et al (2013) Mismatch negativity as a ‘‘translatable’’ brain marker
toward early intervention for psychosis: a review. Front Psychiatry 4:115

Nakamura T, Michie PT, Fulham WR et al (2011) Epidural auditory event-related potentials in
the rat to frequency and duration deviants: evidence of mismatch negativity? Front
Psychology 2:367

Nuechterlein KH, Green MF, Kern RS et al (2008) The MATRICS consensus cognitive battery,
part 1: test selection, reliability, and validity. Am J Psychiatry 165:203–213

Oades RD, Wild-Wall N, Juran SA et al (2006) Auditory change detection in schizophrenia:
sources of activity, related neuropsychological function and symptoms in patients with a first
episode in adolescence, and patients 14 years after an adolescent illness-onset. BMC
Psychiatry 6:7

Oknina LB, Wild-Wall N, Oades RD et al (2005) Frontal and temporal sources of mismatch
negativity in healthy controls, patients at onset of schizophrenia in adolescence and others at
15 years after onset. Schizophr Res 76:25–41

Ornitz EM, Hanna GL, de Traversay J (1992) Prestimulation-induced startle modulation in
attention deficit hyperactivity disorder and nocturnal enuresis. Psychophysiology 29:437–451

Perez VB, Woods SW, Roach BJ, Ford JM, McGlashan TH, Srihari VH, Mathalon DH (2013)
Automatic auditory processing deficits in schizophrenia and clinical high-risk patients:
forecasting psychosis risk with mismatch negativity. Biol Psychiatry. doi:10.1016/j.biopsych.
2013.07.038

Perez VB, Swerdlow NR, Braff DL, Näätänen R, Light GA (2014a) Using biomarkers to inform
diagnosis, guide treatments and track response to interventions in psychotic illnesses.
Biomark Med 8(1):9–14. doi:10.2217/bmm.13.133

Perez VB, Braff DL, Pianka S, Swerdlow NR, Light GA (2014b) Mismatch negativity predicts
and corresponds to behavioral improvements following an initial dose of cognitive training in
schizophrenia patients. Presented at Society of Biological Psychiatry, New York, NY

Perry W, Light GA, Davis H et al (2000) Schizophrenia patients demonstrate a dissociation on
declarative and non-declarative memory tests. Schizophr Res 46:167–174

312 G. A. Light and N. R. Swerdlow

http://dx.doi.org/10.1016/j.biopsych.2013.07.038
http://dx.doi.org/10.1016/j.biopsych.2013.07.038
http://dx.doi.org/10.2217/bmm.13.133


Quednow BB, Wagner M, Mössner R et al (2010) Sensorimotor gating of schizophrenia patients
depends on catechol O-Methyltransferase Val158Met polymorphism. Schizophr Bull
36:341–346

Rasser PE, Schall U, Todd J et al (2011) Gray matter deficits, mismatch negativity, and outcomes
in schizophrenia. Schizophr Bull 37:131–140

Rinne T, Antila S, Winkler I (2001) Mismatch negativity is unaffected by top-down predictive
information. NeuroReport 12:2209–2213

Rissling AJ, Braff DL, Swerdlow NR et al (2012) Disentangling early sensory information
processing deficits in schizophrenia. Clin Neurophysiol: Off J Int Fed Clin Neurophysiol
123:1942–1949

Rissling AJ, Park SH, Young JW et al (2013) Demand and modality of directed attention
modulate ‘‘pre-attentive’’ sensory processes in schizophrenia patients and nonpsychiatric
controls. Schizophr Res 146:326–335

Salisbury DF, Shenton ME, Griggs CB et al (2002) Mismatch negativity in chronic schizophrenia
and first-episode schizophrenia. Arch Gen Psychiatry 59:686–694

Salisbury DF, Kuroki N, Kasai K et al (2007) Progressive and interrelated functional and
structural evidence of post-onset brain reduction in schizophrenia. Arch Gen Psychiatry
64:521–529

Schwarzkopf SB, Lamberti JS, Smith DA (1993) Concurrent assessment of acoustic startle and
auditory P50 evoked potential measures of sensory inhibition. Biol Psychiatry 33:815–828

Shelley AM, Ward PB, Catts SV et al (1991) Mismatch negativity: an index of a preattentive
processing deficit in schizophrenia. Biol Psychiatry 30:1059–1062

Sim K, DeWitt I, Ditman T et al (2006) Hippocampal and parahippocampal volumes in
schizophrenia: a structural MRI study. Schizophr Bull 32:332–340

Smith SJ, Lees AJ (1989) Abnormalities of the blink reflex in Gilles de la Tourette syndrome.
J Neurol Neurosurg Psychiatry 52:895–898

Sobin C, Kiley-Brabeck K, Karayiorgou M (2005) Lower prepulse inhibition in children with the
22q11 deletion syndrome. Am J Psychiatry 162:1090–1099

Spaulding WD, Fleming SK, Reed D et al (1999) Cognitive functioning in schizophrenia:
implications for psychiatric rehabilitation. Schizophr Bull 25:275–289

Sussman E, Winkler I, Wang W (2003) MMN and attention: competition for deviance detection.
Psychophysiology 40:430–435

Swerdlow NR (2011a) Are we studying and treating schizophrenia correctly? Schizophr Res
130:1–10

Swerdlow NR (2011b) Beyond antipsychotics: pharmacologically-augmented cognitive therapies
(PACTs) for schizophrenia. Neuropsychopharmacology 37:310–311

Swerdlow NR, Benbow CH, Zisook S et al (1993a) A preliminary assessment of sensorimotor
gating in patients with obsessive compulsive disorder. Biol Psychiatry 33:298–301

Swerdlow NR, Monroe SM, Hartston HJ et al (1993b) Men are more inhibited than women by
weak prepulses. Biol Psychiatry 34:253–260

Swerdlow NR, Braff DL, Taaid N et al (1994) Assessing the validity of an animal model of
deficient sensorimotor gating in schizophrenic patients. Arch Gen Psychiatry 51:139–154

Swerdlow NR, Paulsen J, Braff DL et al (1995) Impaired prepulse inhibition of acoustic and
tactile startle response in patients with Huntington’s disease. J Neurol Neurosurg Psychiatry
58:192–200

Swerdlow NR, Geyer MA, Braff DL (2001a) Neural circuit regulation of prepulse inhibition of
startle in the rat: current knowledge and future challenges. Psychopharmacology 156:194–215

Swerdlow NR, Karban B, Ploum Y et al (2001b) Tactile prepuff inhibition of startle in children
with Tourette’s syndrome: In search of an ‘‘fMRI-friendly’’ startle paradigm. Biol Psychiatry
50:578–585

Swerdlow NR, Shoemaker JM, Stephany N et al (2002) Prestimulus effects on startle magnitude:
sensory or motor? Behav Neurosci 116:672–681

Neurophysiological Biomarkers Informing the Clinical 313



Swerdlow NR, Light GA, Cadenhead KS et al (2006a) Startle gating deficits in a large cohort of
patients with schizophrenia: relationship to medications, symptoms, neurocognition, and level
of function. Arch Gen Psychiatry 63:1325–1335

Swerdlow NR, Talledo J, Sutherland AN et al (2006b) Antipsychotic effects on prepulse
inhibition in normal ‘low gating’ humans and rats. Neuropsychopharmacology 31:2011–2021

Swerdlow NR, Weber M, Qu Y et al (2008) Realistic expectations of prepulse inhibition in
translational models for schizophrenia research. Psychopharmacology 199:331–388

Swerdlow NR, Bhakta SG, Talledo JA et al (2013) Sensorimotor gating predicts sensitivity to
pro-attentional effects of amphetamine in healthy adults. Soc Neurosci, San Diego, 9–13 Nov

Swerdlow NR, Light GA, Sprock J et al (2014) Deficient prepulse inhibition in schizophrenia
detected by the multi-site COGS. Schizophr Res 152:503–512

Takahashi H, Rissling AJ, Pascual-Marqui R et al (2012) Neural substrates of normal and
impaired preattentive sensory discrimination in large cohorts of nonpsychiatric subjects and
schizophrenia patients as indexed by MMN and P3a change detection responses. NeuroImage
66C:594–603

Talledo JA, Sutherland Owens AN, Schortinghuis T et al (2009) Amphetamine effects on startle
gating in normal women and female rats. Psychopharmacology 204:165–175

Taub E, Uswatte G, Elbert T (2002) New treatments in neurorehabilitation founded in basic
research. Nat Rev Neurosci 3:228–236

Turetsky BI, Calkins ME, Light GA et al (2007) Neurophysiological endophenotypes of
schizophrenia: the viability of selected candidate measures. Schizophr Bull 33:69–94

Twamley EW, Jeste DV, Bellack AS (2003) A review of cognitive training in schizophrenia.
Schizophr Bull 29:359–382

Umbricht D, Krljes S (2005) Mismatch negativity in schizophrenia: a meta-analysis. Schizophr
Res 76:1–23

Umbricht D, Schmid L, Koller R, Vollenweider FX, Hell D, Javitt DC (2000) Ketamine-induced
deficits in auditory and visual context-dependent processing in healthy volunteers: implications
for models of cognitive deficits in schizophrenia. Arch Gen Psychiatry 57 (12):1139–1147.
yoa9366b [pii]

Umbricht D, Koller R, Vollenweider FX, Schmid L (2002) Mismatch negativity predicts
psychotic experiences induced by NMDA receptor antagonist in healthy volunteers. Biol
Psychiatry 51(5):400–406. S0006322301012422 [pii]

Umbricht D, Koller R, Schmid L et al (2003) How specific are deficits in mismatch negativity
generation to schizophrenia? Biol Psychiatry 53:1120–1131

Umbricht DS, Bates JA, Lieberman JA et al (2006) Electrophysiological indices of automatic and
controlled auditory information processing in first-episode, recent-onset and chronic
schizophrenia. Biol Psychiatry 59:762–772

Valls-Sole J, Munoz JE, Valldeoriola F (2004) Abnormalities of prepulse inhibition do not
depend on blink reflex excitability: a study in Parkinson’s disease and Huntington’s disease.
Clin Neurophysiol 115:1527–1536

van der Linden D, Massar SA, Schellekens AF et al (2006) Disrupted sensorimotor gating due to
mental fatigue: preliminary evidence. Int J Psychophysiol 62:168–174

van Rijn S, Swaab H, Magnée M et al (2011) Psychophysiological markers of vulnerability to
psychopathology in men with an extra X chromosome (XXY). PLoS One 6:e20292

Vinogradov S, Fisher M, de Villers-Sidani E (2012) Cognitive training for impaired neural
systems in neuropsychiatric illness. Neuropsychopharmacology 37:43–76

Weike AI, Bauer U, Hamm AO (2000) Effective neuroleptic medication removes prepulse
inhibition deficits in schizophrenia patients. Biol Psychiatry 47:61–70

Wynn JK, Sugar C, Horan WP et al (2010) Mismatch negativity, social cognition, and
functioning in schizophrenia patients. Biol Psychiatry 67:940–947

Ziemann U, Paulus W, Rothenberger A (1997) Decreased motor inhibition in Tourette’s disorder:
evidence from transcranial magnetic stimulation. Am J Psychiatry 154:1277–1284

314 G. A. Light and N. R. Swerdlow


	316 Neurophysiological Biomarkers Informing the Clinical Neuroscience of Schizophrenia: Mismatch Negativity and Prepulse Inhibition of Startle
	Abstract
	1…Overview: of Health
	2…SZ 
	3…
	4… of Startle
	5…Discussion
	Acknowledgments
	References




