@ A SPECT-GUIDED CLINICAL FRAMEWORK

[imbic Lock

Understanding & Breaking the Cycle of Chronic Limbic Dysregulation

Dr. Eboni Cornish, MD

Associate Medical Director, Amen Clinics - President-Elect, [LADS
Neuroimmune & Brain Longevity Medicine - SPECT-Guided Functional Psychiatry

www.drebonicornish.com - 703-880-4000 - drcornishasst@amenclinics.com



Meet Your Speaker

Dr. Eboni Cornish, MD

Associate Medical Director, AMEN Clinics

President Elect, ILADS

doccornishasst@amenclinics.com

Instagram: Dr.ebonicornish

Direct Line to Schedule Evaluations
703-880-4000 - www.drebonicornish.com




Nothing to Disclose at this time .




THE CONCEPT

What is Limbic Lock?

The core mechanism

The limbic system becomes sensitized — amygdala, hippocampus, hypothalamus,
anterior cingulate, and insula fire disproportionately to ordinary stimuli. The threshold
collapses.

What locks it in place

A perfect storm: infection, trauma, toxin, or chronic stress. When they co-occur — Lyme
+mold + trauma — limbic lock becomes structural.

Why it matters clinically

Every medication, supplement, or protocol is processed through a hyperactivated threat-
response system. Treatment intolerance is physiology — not weakness, not non-
compliance.

SPEC'T — Limbic Lock active scan
Deep central fire with prefrontal suppression

Recovery is physiologically possible — when the approach is correct.
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THE MECHANISM

The Limbic Loop

How lock becomes self-perpetuating

01

TRIGGER

Infection, trauma, toxin,
or chronic stress

=

02

AMYGDALAFIRES

Threat signal sent to
hypothalamus + HPA

STRESS CHEMISTRY

Cortisol, histamine, CRH,
and cytokines released

¥

04
SENSITIZATION

Limbic threshold drops —
stimuli become threats

Limbic Lock - Dr. Eboni Cornish, MD

05
SYSTEM DYSFUNCTION

Immune, gut, autonomic,
and detox all impaired

06

MORE SYMPTOMS

Worsening reinforces
the threat signal
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THE CLINICAL PROBLEM

Primary Driver of Treatment Failure

Every inputis a threat HPA axis dysrhythmia

Supplements, diet changes, antimicrobials, and Sustained limbic activation flattens or destabilizes
exercise are perceived as threats. The body mounts a cortisol — impairing immune surveillance, sleep,
stress response to the treatment itself. hippocampal volume, and amygdala regulation.
Mast cell amplification Autonomic lock & prefrontal shutdown

CRH from the hypothalamus directly activates mast Sympathetic dominance blocks digestion, detox, and
cells — histamine, cytokines, gut permeability, and repair. Prefrontal suppression removes access to
BBB disruption form a continuous inflammatory loop. reason and regulation. Dysregulation is physiologic,

not psychologic.

FAILURE

Limbic Lock - Dr. Eboni Cornish. MD www.drebonicornish.com



THE SCALE OF THE MISS

The Patients We Are Not Reaching

~30 /0
of chronically ill patients

have limbic lock as a
primary driver of illness

5t

failed treatment protocols,
on average, before limbic
dysregulation is recognized

100%

of treatment-intolerant
patients require limbic
stabilization first

of integrative practitioners

screen for limbic lock
before treating

WHAT THIS MEANS

— Patients are labeled treatment-resistant or psychosomatic when they have a measurable physiologic condition. Every failed protocol

worsens sensitization — reactions and herx reinforce the threat loop.

— Clinicians keep adding interventions when the answer is to stop adding and start resetting. SPECT makes the locked state visible and

validates the patient's experience as real and treatable.

The clinical cost of missing limbic lock is progressive sensitization, disability, and deepening hopelessness.

Limbic Lock - Dr. Eboni Cornish. MD
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ON THE RECORD

94

Limbic lock is not anxiety. It is not weakness. It is not
psychosomatic. /¢ is a measurable state of limbic
hyperactivation that makes every treatment fail — until
the brain itself is reset first.

DR. EBONI CORNISH, MD
Limbic Lock Framework

Limbic Lock - Dr. Eboni Cornish. MD
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WHO DEVELOPS LIMBIC LOCK

The Perfect Storm

THREE TRIGGERS CONVERGE

No single trigger is sufficient. It takes a combination
— each insult lowering the threshold until the system

tips into sensitization.

The most vulnerable: HLA-DR variants + prior

trauma + new infection + toxic load.

Order matters — limbic lock can develop even
when each stressor seems modest alone.

heavy metals - mold
pesticides - plastics

Limbic Lock - Dr. Eboni Cornish. MD www.drebonicornish.com



IMAGING THE PATTERN

The SPECT Signature of Limbic Lock

What SPECT shows

Intense central fire in the deep limbic and anterior cingulate with relative prefrontal
suppression — the regulatory center shut down by a threat system in overdrive.

Not depression

Depression shows frontal hypoperfusion alone. Limbic lock shows both, and the limbic
component is often the more dramatic finding. Treating it as depression fails.
Severity & tracking

Bilateral involvement, thalamus/insula extension, and toxic overlay mark severity.
Serial imaging gives patient and clinician objective proof that reset is working.

Central fire + prefrontal suppression
the SPECT signature of limbic lock

The brain is showing us exactly what is happening — this is physiologic, not psychiatric.

Limbic Lock | Dr. Eboni Cornish, MD www.drebonicornish.com



LIMBIC LOCK — ACTIVE SCAN HEALTHY BRAIN — ACTIVE SCAN

K 4

RIGHT SIDE ACTIVE VIEW

UNDERSIDE ACTIVE M IFW

¢

LEFESIDE ACTIVE VIEW
Deep limbic + cingulate hyperactivation Full, even, symmetric perfusion
Prefrontal suppression — regulatory shutdown Cerebellum most active
Central fire pattern: amygdala running in overdrive Prefrontal cortex online and accessible

Limbic Lock | Dr. Eboni Cornish, MD www.drebonicornish.com



BEFORE — LIMBIC LOCK STATE AFTER LIMBIC RESET — IMPROVED STATE

Severe limbic + cingulate hyperactivation Reduced limbic hyperactivation
Prefrontal suppression Improved cortical perfusion
Treatment intolerance, reactivity, autonomic lock Patient now able to tolerate and respond to treatment

Limbic Lock | Dr. Eboni Cornish, MD www.drebonicornish.com



PART ONE

The Limbic System
Anatomy of the Lock

Understanding the structures that drive the pattern.




THE MECHANISM

The Amygdala — Command Center of the Lock

Normal function

The amygdala scans incoming data for threat and, within milliseconds, activates HPA axis, sympathetic
tone, and immune response. Survival physiology.

What goes wrong

The firing threshold drops with each insult. Eventually food, supplements, smell, light, sound — even
the thought of treatment — trigger the full alarm.

The fear-memory loop

Every herx, every reaction, every "treatment failure" is encoded in the hippocampus as a threat
memory — priming the amygdala to fire more readily next time.

Chemical & food sensitivities

Trace chemicals and ordinary foods are misread as existential threats. Not IgE — amygdala encoding.

The body learns "food = danger" during illness and generalizes.

The path to reset

Limbic retraining targets the amygdala directly — neuroplastic rewiring raises the firing threshold and
restores the capacity to distinguish real threat from perceived threat.

This is not allergy — it is amygdala misfire.



THE ANATOMY

Limbic System Anatomy: What Drives the Lock

Six structures. One locked circuit.

Amygdala

The alarm. Fires on every input;
can't tell real threat from
perceived.

Hypothalamus

HPA-axis master. Pumps out CRH,
activates mast cells, keeps
sympathetic on.

Insula

Interoception. Every internal
sensation reads as danger.

Hippocampus

Memory and context. Suppressed
by cortisol; can no longer signal
'safe.’

Anterior Cingulate

Cognitive flexibility.
Hyperactivated — rumination,
rigidity, can't shift away.

Thalamus

Sensory gate. Fails open — light,
sound, smell all flood through.




Amygdala fires — hypothalamus
releases CRH — pituitary releases
ACTH — adrenal cortex releases
cortisol. This is the normal stress
response — designed to be brief, then
resolved.

This is the critical link. CRH from the
hypothalamus directly binds to mast
cell CRH receptors — activating them
independently of IgE. A locked limbic
system means continuous mast cell
activation throughout the body and
brain.

Histamine, tryptase, IL-18, IL-6, TNF-q,
prostaglandins, and leukotrienes are
released. These produce:
neuroinflammation, gut permeability,
BBB disruption, vascular instability,
and further limbic sensitization.

MCAS — mast cell neuroinflammation SPECT
Amen Clinics Educational Reference

IL-
1B and IL-6 act back on the
hypothalamus, blunting ACTH and
cortisol production — producing the
flat cortisol curve seen in MCAS,
CIRS, and Lyme patients. The system
is both overactive AND depleted.

Each supplement, medication, or
intervention that activates mast cells
or adds to inflammatory burden is
processed through this already-
maximally-activated cascade. The
patient reacts to everything — not
because they are sensitive, but
because the system is already at
maximum activation.

Mast cell
treatment alone does not break this
cycle. Antihistamines calm the
downstream mediators but leave the
CRH driver running. Limbic reset is
required to stop the CRH — mast cell
activation atits source.

www.drebonicornish.com



HRV is the most accessible clinical

The limbic system drives the autonomic biomarker of autonomic lock. Low HRV
nervous system through the confirms sympathetic dominance and
hypothalamus. When limbic lock is predicts treatment intolerance. Tracking
present, the autonomic nervous system is HRV over time measures the
locked in sympathetic dominance — the effectiveness of limbic reset
'fight or flight' branch running interventions.

continuously.

Stephen Porges' polyvagal theory
In sympathetic dominance, the following  describes three states: ventral vagal
are physiologically suppressed: digestion,  (safe/social), sympathetic (fight/flight),
detoxification, immune repair, cellular  and dorsal vagal (freeze/shutdown).
regeneration, sleep consolidation,and  Limbic lock cycles between
parasympathetic-dependent healing. sympathetic and dorsal states —
These fail — not from organ disease, but  unable to access ventral vagal safety.
from autonomic dominance.

Autonomic lock produces orthostatic All metabolic repair, including immune
intolerance, dysregulated heart rate, function, mitochondrial energy
temperature dysregulation, Gl production, and detoxification -
dysmotility, and dysautonomia. These are requires parasympathetic dominance.
direct consequences of locked Healing cannot occur in sympathetic
sympathetictone — not separate lock. The autonomic reset IS the

Limbic Lock | Dr. Eboni Cornish,
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Recognizing Limbic Lock

The clinical picture that every complex patient presents

Limbic Lock | Dr. Eboni Cornish, MD




SYSTEMS REACTING

Clinical Symptoms of Limbic Lock

Neurological

Brain fog, memory encoding failure, headaches, light/sound/smell sensitivity,
dissociation.

Psychiatric

Anxiety and panic, anhedonia, irritability and rage, PTSD-like reactivity, intrusive
rumination.

Immune & Autonomic

MCAS flares, POTS, temperature dysregulation, fatigue and PEM disproportionate
to exertion.

The key marker

Treatment intolerance. Extreme herx. Reactions to 'safe' supplements. Sensitivity

worsening over time, not improving.

A nervous system running every input through threat

1 react to everything' — this is the limbic lock signature.

Limbic Lock | Dr. Eboni Cornish, MD | Limbic Lock Symptoms www.drebonicornish.com



THE CLINICAL LANDSCAPE

Conditions Driven or Amplified by Limbic Lock

DRIVEN BY LIMBIC LOCK

Chronic Fatigue / ME-CFS Limbic-autonomic dysregulation is

central.

Multiple Chemical Sensitivities Amygdala misfire to chemical

inputs.

Fibromyalgia Central sensitization — a limbic-driven pain amplifier.
MCAS CRH-driven mast cell activation, perpetuated by lock.

IBS Gut-brain axis driven by vagal and limbic tone.

POTS / Dysautonomia Autonomic lock driven by limbic-HPA

dysregulation.

Resistant anxiety & depression Limbic hyperactivation underlies
the cluster.

AMPLIFIED BY LIMBIC LOCK
Chronic Lyme Infection sensitizes; lock blocks antimicrobial tolerance.

CIRS / Mold illness Biotoxin sensitization; treatment fails until lock

breaks.
Long COVID Post-viral limbic sensitization is a core driver.

Autoimmune conditions Limbic stress chemistry modulates immune

state.
PTSD The defining feature: limbic lock with amygdala hyperactivation.

Chronic pain syndromes Limbic amplification of pain — measurable

and reversible.

Limbic Lock | Dr. Eboni Cornish, MD
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Borrelia burgdorferi is neurotropic — it
penetrates the blood-brain barrier and
directly activates neuroinflammation
within limbic structures. Even after
active infection is controlled, the
sensitization pattern persists.

Infection — limbic sensitization — HPA
dysregulation — immune suppression
— persistent infection — more
sensitization. Patients can cycle in this
loop for years — improving with
antibiotics, then relapsing — because
the limbic driver is never addressed.

Bartonella specifically sensitizes the
basal ganglia and limbic system —
producing rage, OCD-like patterns, and
profound treatment reactivity.
Bartonella-driven limbic sensitization
must be distinguished from primary
limbic lock.

Limbic Lock | Dr. Eboni Cornish, MD

A patient in limbic lock cannot
tolerate the herxheimer response —

every die-off produces a limbic storm.

Antimicrobials must be paired with
active limbic calming, not just
drainage support.

Lyme-associated limbic lock shows
heterogeneous limbic and temporal
hyperactivation with prefrontal
suppression — sometimes overlaid
with toxic/hypoperfusion changes
from coinfections or mold.

Brain stabilization (including limbic
reset) — drainage — antimicrobials
with herx management. Skip the
limbic step and every subsequent
protocol will fail or cause harm.

Limbic overactivation — Lyme/infection driven
Amen Clinics Educational Reference
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TOXIC SENSITIZATION

[.imbic Lock in Mold & CIRS

How mold produces limbic lock Why CIRS protocols fail

— Mycotoxins cross the blood-brain barrier and directly damage — Binders mobilize mycotoxins. A sensitized limbic system reads
the amygdala, hippocampus, and hypothalamus. mobilization as attack and mounts a full stress response.

— HLA-DR susceptibility blocks biotoxin clearance — continuous — Nasal antifungals, sauna, and aggressive detox add
re-exposure sensitizes progressively, even after you leave the inflammatory burden to a brain already at maximum
building. sensitization.

— On SPECT: low-flow toxic overlay (Swiss-cheese) plus central — Limbic reset first. Then binders are tolerated, herx is
limbic activation — the worst combination for treatment manageable, and the Shoemaker protocol can actually
tolerance. progress.

— Testing includes urine mold testing

Patients who 'react to everything' are in limbic lock — not allergic to the treatment.

Limbic Lock | Dr. Eboni Cornish, MD



Resetting the Limbic System

The intervention that makes all other interventions possible




The Limbic Reset Framework: Sequence and

Principle 1 — Reset before treatment:
Limbic calming must precede immune,
antimicrobial, and detox protocols. Every
intervention applied to a locked brain will
be processed as a threat. Reset first — then
treat.

Principle 2 — Multiple simultaneous
inputs: The limbic system is reset through
simultaneous engagement of multiple
pathways: vagal (bottom-up), cognitive-
neuroplastic (top-down), somatic (body-
based), and relational (social safety). No
single modality is sufficient.23

Principle 3 — Daily practice, not episodic
treatment: The locked limbic systemis a
hardwired neural circuit. Changing it
requires daily neuroplastic practice — 15-
60 minutes per day minimum. A
supplement or medication alone cannot
rewire a limbic circuit.

Approach

Principle 4 — Safety physiology must
be established first: The nervous

system cannot rewire in a state of threat.

The firstintervention is creating genuine
physiologic safety: sleep, nutrition, mast
cell stabilization, and removal of
ongoing stressors (environmental,
relational, or infectious).

Principle 5 — Measure progress
objectively: HRV tracking, symptom
reactivity monitoring, and serial SPECT
imaging provide objective evidence of
limbic reset. These data points sustain
patient engagement and guide clinical
decision-making.

Principle 6 — Treat underlying drivers
simultaneously: Limbic resetis not a
substitute for treating infection, toxin
burden, orimmune dysregulation. It is
the prerequisite — done simultaneously
with, not instead of, root cause work at

Limbic Lock | Dr. Eboni Cornish, MD
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Vagal Reset: Bottom-Up Limbic Calming

e Why the vagus nerve is the key: The vagus nerve is the primary parasympathetic conduit — carrying signals from
the body to the brain. 80% of vagal fibers are afferent (upward) — meaning the body can directly send safety
signals to the limbic system through the vagus.

e Breathing as the fastest limbic reset: Slow diaphragmatic breathing (4-6 breaths per minute) directly activates the
vagus nerve, increases HRV, and begins to shift the limbic system within minutes. This is the most accessible and
fastest-acting limbic tool available.

e The 4-7-8 breath pattern: Inhale for 4 counts, hold for 7, exhale for 8. The extended exhale activates
parasympathetic tone. Practice 3-4 cycles, 3-4 times daily. This single intervention has measurable SPECT impact
over 6-8 weeks.

e Humming, chanting, and gargling: These activate the vagus nerve through the superior laryngeal branch —
producing rapid parasympathetic response. Humming one's favorite song for 5 minutes is neurologically calming
in a measurable way.

e  Cold water exposure: Splashing cold water on the face activates the diving reflex through the trigeminal nerve —
rapidly slowing heart rate and activating parasympathetic tone. 30-60 seconds of cold face immersion is a
powerful acute vagal reset.

e Transcutaneous vagal nerve stimulation (tVNS): Non-invasive auricular vagal stimulation devices (e.g., Nurosym,
Parasym) deliver electrical stimulation to the vagal branch at the ear — producing measurable improvements in
HRV and limbic tone over weeks.

Limbic Lock | Dr. Eboni Cornish, MD



TOP-DOWN RETRAINING

Three Brain-Retraining Programs

DNRS Developed in 2008 by Annie Hopper after her own limbic-lock illness. Video-
O Dynamic Neural Retraining System based program grounded in neuroplasticity and NLP; core practice is one hour
daily of narrative-driven "rounds". Preliminary RCT evidence in ME/CFS, MCS,
1 and chronic Lyme. Strongest fit for visualizers; robust community.
Gupta Program Oldest, most evidence-based program — RCT data in fibromyalgia and Long
Amygdala Retraining COVID. A 7-step technique targeting amygdala and insula, integrating

mindfulness, CBT, NLP, and parts work. Heavy meditation component; 12-
week group webinar with daily app support. Neil Nathan:

Primal Trust Created by Cathleen King, PT — blends top-down cognition with bottom-up
O Nervous System Regulation somatic work. Progressive tiers: safety, regulation, community, purpose. Live

mentorship and peer support. Best fit for patients with trauma history, mold
3 illness, PANS/PANDAS, MCAS, or PTSD-adjacent presentations.

Limbic Lock | Dr. Eboni Cornish, MD | Brain Retraining Programs



BOTTOM-UP & TOP-DOWN

Somatic & Trauma-Informed Reset

Body-based (bottom-up)

— Somatic Experiencing. Releases stored threat responses from
body tissue — essential for trauma-encoded limbic lock.

— EMDR. Reprocesses encoded threat memories in amygdala and
hippocampus, reducing their activation potential.

— Polyvagal movement & Slow gigong, yoga, trauma-sensitive
yoga — parasympathetic over exertion.

Cognitive & mind-body (top-down)

— Mindfulness-Based Stress Reduction,. 8-week program
with strongest evidence for HPA axis normalization and HRV
improvement.

— HeartMath. Biofeedback breathing; measurable shift
sympathetic > parasympathetic.

— Neurofeedback. ACT changes relationship to symptoms; QEEG-
guided neurofeedback trains limbic patterns directly.

— Safe & Sound Protocol. Filtered music activates ventral vagal
circuit — entry point for trauma-frozen patients.

— Interactive Metronome : neurotechnology-based
rehabilitation and training tool that works on timing and
rhythm in the brain.

Limbic Lock | Dr. Eboni Cornish, MD




Pharmacological & Nutraceutical Limbic Support

o Low-Dose Naltrexone (LDN): At doses of 1.5-4.5mg nightly, LDN modulates
microglial activation and reduces neuroinflammation via TLR4 antagonism.
Multiple case series and small RCTs support LDN in MCAS, ME/CFS,
fibromyalgia, and inflammatory Lyme. It does not cause dependence and is
well-tolerated.

o Magnesium glycinate: The most bioavailable form for the brain — NMDA
receptor modulation reduces glutamate-driven limbic excitotoxicity. 400-
800mg nightly. Essential baseline for any limbic protocol.

o Inositol (Myo-inositol): Second messenger system modulation — reduces
amygdala excitability and anterior cingulate hyperactivation. 2-4g daily.
Particularly effective for OCD-like limbic patterns and anxiety/reactivity.

J L-Theanine: GABA-ergic modulation — increases alpha wave activity and
GABAergic tone without sedation. 200-400mg. Reduces limbic reactivity,
promotes calm focus, and is compatible with most protocols.

o Phosphatidylserine: HPA axis normalizing — reduces cortisol response to
stress, supports hippocampal integrity. 300mg daily. Evidence for cognitive
function and cortisol modulation in chronically stressed patients.

. Ketamine (subanesthetic): Emerging evidence for ketamine in limbic-driven .
depression, PTSD, and treatment-resistant pain syndromes — rapid
glutamate modulation shifts limbic tone within hours. Not first-line but
warrants consideration in treatment-refractory limbic lock.




Heart Rate Variability: Measuring the Limbic Reset

HRYV is the objective biomarker of limbic lock:

What the numbers mean:

Accessible measurement:

HRV as a treatment readiness mar

What drives HRV improvement:

Serial HRV as a clinical record:

dominance = limbic lock. High HRV = parasympathetic

Puare of successive differences) is the most relevant metric for autonomic
Ally markedly suppressed. Target: RMSSD above 30ms for adults; above 50ms is

earables (Oura Ring, Garmin, Apple Watch, Polar) provide daily HRV tracking with
gitudinal monitoring without clinical visits. Morning resting HRV is the most reliable

Before escalating,antimicrobial, detox.oriimmune protocols + eheck HRV. Low HRV
old escalation until HRV isitrending upward.fiThis single practice'prevents most

gmatic breathing (fastest impact), sleep quality (most powerful), éxercise at
meditation, and reduction of inflammatory burden all reliably improve HRV g

RV before any protocol, then track weekly. Rising HR
reating stress overload — reduce dgag




DIRECT LIMBIC RETRAINING

Neurofeedback & EMDR

Neurofeedback
Trains brain electrical patterns in real time. The brain learns to self-
regulate toward healthier rhythms.

— QEEG mapping identifies the dysregulation: excess frontal theta,
temporal high beta, limbic coherence abnormalities.

— ILF neurofeedback (0.01-0.1 Hz) modulates the fundamental
rhythms of the limbic system. Alpha-theta unlocks the
hypnagogic window for trauma resolution.

— Dosing: 8-40 sessions for measurable change; 40-80 for severe

reorganization.

EMDR
Bilateral stimulation — eye movements, tapping, tones —
processes threat memories stuck in amygdala and hippocampus.

— Not just for psychological trauma. Works equally on illness-
encoded threats: fear of symptoms, reactions to treatment,
medical trauma.

— For Lyme, mold, and MCAS patients: targeting memories of
crashes and herx reduces amygdala reactivity to the same
stimuli.

— Stacks well with neurofeedback — NF raises baseline plasticity,
making EMDR processing faster and more durable.

Limbic Lock | Dr. Eboni Cornish, MD




The Limbic Lock Clinical Protocol




The Limbic Lock Protocol: Phase-by-Phase

Phase 1: Safety & Stabilization | Weeks 1-4 .~
e




Remove ongoing limbic insults first: The limbic system cannot begin to calm if it is still being triggered by mold exposure,
ongoing infection without treatment, active trauma, or daily toxic re-exposure. Satety L st be created before retraining can
work '

Environmental audit: ERMI testing for mold, review of all ongoing chemical®xposures, ssment of electromagnetic load,
water quality, and food reactivity triggers. Every active insult reduces the effeetiveness raining

Sleep as the foundation: Sleep deprivation is the strongest driver of limbic hyperactiva Before any protocol — normalize
sleep. Circadian light hygiene, consistent sleep timing, magnesium glycinate 400mg nightly, melatonin 0.5-1mg if needed

Mast cell pre-treatment: Stabilize mast cells before introducing any new lery r retraining programs. Quercetin
500mg twice daily, DAO enzyme support, H1/H2 antihistamines at th 1 weeks of stabilization before
proceeding

Breathing introduction: Introduce diaphragmatic breathing as the tervent ns of five minutes
daily. Use 4-7-8 pattern or box breathing. This is the most acces ind ' within days

What NOT to do in Phase 1: Do not add new supplements, ¢ : itia SSi\ or begin any

protocol that caused previous

Limbic Lock | Dr. Eboni Cornish, MD .



Choosing a retraining program: Program selection depends on patient capacity. DNRS suits patients with strong
visualization and motivation for structured daily practice. Gupta suits those with contemplative/meditation capacity. Primal
Trust suits patients with significant trauma history needing embodied, somatic work. Reorgin, Annie Hopper

Daily practice requirements: Limbic retraining requires daily engagement — not episodic. The neural circuits of limbic lock
are deeply wired and require consistent counter-practice to rewire. Minimum: 15-30 minutes daily. Optimal: 45-60 minutes.

The 'rounds’ concept (DNRS): A round is a structured neural retraining practice — recognizing the limbic threat pattern,
interrupting it with a physical pattern interrupt, and replacing it with a detailed visualization of health and safety. The brain
cannot hold threat and safety patterns simultaneously.

The importance of the positive: These programs do not suppress awareness of symptoms. They interrupt the amygdala's
processing of symptoms as threats and replace it with signals of safety. This is not denial — it is neuroplastic rewiring of the
limbic system's meaning-making.

HRYV tracking for accountability: HRV provides objective evidence that practice is working. Patients who see their HRV rising
— even by 5-10 milliseconds — maintain engagement with the protocol. Evidence matters when progress is otherwise
invisible.

Consider Daily Vagal Nerve Stimulating Device: Apollo Neuro, Truvaga, Pulsetto etc

Managing practice fatigue: Limbic retraining is effortful at first. The locked brain resists new patterns — this is normal and
expected. Start with 15 minutes and increase

Limbic Lock | Dr. Eboni Cornish, MD



READINESS CHECKLIST

When to Proceed with Treatment

Do NOT proceed with antimicrobials, binders, or immune protocols until ALL six are trending.

Ol HRV trending upward 02 Sleep quality improved
RMSSD above 30ms, rising over 4+ weeks. Trend Seven hours minimum. Reduced night waking. No
matters — single reads don't. new sleep meds added.

O 3 Mast cell stability 04 Reactivity window widening
No acute MCAS flare for 2+ weeks. Baseline Previously intolerable substances tolerated at low
supplements tolerated. dose. Patient notices the shift.

05 Limbic retraining active O 6 SPECT confirmation
Daily practice underway. Non-negotiable — it Follow-up imaging shows reduced limbic
continues through treatment. hyperactivation. The gold standard.

Limbic Lock | Dr. Eboni Cornish, MD | Readiness Criteria



CASE STUDIES - 03

Three clinical illustrations of
limbic lock — recognition & reset.

O 1 Mold + Lyme + treatment intolerance

Patient reacting to everything. MCAS plus limbic lock confirmed on SPECT. Could not tolerate any
protocol; toxin panel positive.

O 2 Long COVID limbic lock
Post-viral autonomic collapse. Limbic fire on SPECT post-COVID. Failed multiple post-COVID

protocols.
O 3 Trauma-primed infection sensitization
ACEs plus chronic Lyme producing severe limbic lock. Treatment causing worsening for three years.
Limbic reset as primary intervention.
l ( Every treatment was making her worse — because we kept treating the wrong thing first.

limhiclack | Dr Ebhani CArnich MDD wwarwns dArebhoanicarnich com



CASE 01 - CASE STUDIES

Mold + Lyme + total
treatment intolerance.

PATIENT PRESENTATION

44F. Lyme disease for 6 years plus 2-year confirmed mold exposure in rental
home. Tried 9 antimicrobial protocols — each caused severe worsening.
Reacting to everything: supplements, foods, smells. Nearly homebound.

Multiple providers. Labeled “psychosomatic” by last neurologist. Confirmed
MCAS.

SPECT FINDINGS - CLINICAL ANALYSIS

Severe bilateral limbic hyperactivation with anterior cingulate over-intensity.
Global prefrontal suppression. Mild toxic overlay from mold. Pattern confirms
limbic lock as primary barrier — every treatment is being processed as a
threat. Prior clinicians were treating the infection without addressing the
amplifier.

Severe limbic overactivation with prefrontal suppression. Amen Clinics

=1 ¢ fl==%
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Environmental
Toxin Report

Test Name Current Previous o Result o Reference
L ]
Dikydrocitrinone (ng/ I
' yd (na/g} 35.18 e o =16.53
BACKGROUND

Dihydrocitrinone (DHC) is a metabolite derived frem Citrinin {CTN), a mycotoxin produced by malds such as Aspergillus, Penicillium, and
Monascus. CTH exposure s associated with nephropathy due to its ability to increase mitochondrial membrane permeability in the
kidneys. Additionally, CTH has been identified as carcinogenic.

ASSOCIATED RISK

Exposure to DHC, as a metaholite of CTH, poses significant health risks, particularly related to nephropathy, or kidney damage. CTN's
ability to disrupt mitochondrial function in renal cells contributes to nephrotoxicity, Moreover, CTM has carcinogenic properties,
potentially increasing the risk of cancer upon expasure.

POSSIBLE SOURCES

DHC exposure cccurs throwgh contaminated grains, fruits, and spices, as well as via metabolic transformation of CTH in the body after
ingestion.

DETOX SUGGESTIONS

Activated chareoal solutions act as adsorbents, binding the toxin in the gastraintestinal tract and enhancing its removal from the bady
through bowel excretion. Antioxidants help mitigate trichothecene-induced damage by combating reactive cxygen species production. A
diet rich in probictics, vitamins, nutrients, proteins, and lipids is effective in reducing trichothecene poisoning symptoms.

1693 20787

) L4
'letoxln (naig) 658.43 I <207.87
BACKGROUND
Gliotoxin is @ mycotoxin produced by the fungl, Aspergillus fumigatus, Eurctium chevalier, Gliecladium fimbriatum, and several
Trichoderma and Penicillium species.

ASSOCIATED RISK

Gliotoxin can pramote immunosuppression by inhibiting or interfering with the activation of transcription factors that are involved in T
eall activation. Gliotoxin can penetrate and impair the integrity of the human blood-brain barrier which can have savere neurclogical
implications. Gliotoxin can have adverse effects on the kidney and liver toa.

POSSIBLE SOURCES

Indoors, in buildings with water damage or in damp properties with water leaks and poor ventilation, Spores produced by glictoxin-
producing maolds,

DETOX SUGGESTIONS

Detoxification of mycotoxing including, Gliotoxin involves glutathione conjugation and glucuronidation. Mutrients like N-acetyl cysteine
(MAC), vitamins C and E, selenium, and calcium D-glucarate aid in neutralizing and eliminating the toxin. Silybins from milk thistle
enhance liver function, promaoting glutathione conjugation via upregulation of glutathione Stransferase (GST).




CASE 01 - CLINICAL ANALYSIS

Mold + Lyme.

WHY PRIOR TREATMENT FAILED

Nine antimicrobial protocols were applied to a brain in severe limbic lock. Each protocol
triggered the limbic system as a threat — producing herx amplification, MCAS activation,
and worsening of all symptoms. Every failure reinforced the amygdala's threat encoding of
treatment. Mold exposure was never fully removed.

TREATMENT SEQUENCE APPLIED

ENVIRONMENT

PHASE1 - 4w

PHASE 2 - 12w

PHASE 3 - wl6

PHASE 4

Home tested and confirmed contaminated; patient relocated temporarily.

Mast cell stabilization only. Sleep protocol. Breathing 3% daily. No new
supplements.

DNRS daily practice. LDN 1.5mg, magnesium glycinate, inositol. HRV
tracking.

HRV +18ms. Reactivity window widening. Repeat SPECT shows reduced
limbic activity.

Bartonella protocol at % standard dose with full limbic support active. Mold
protocol slowly implemented.

{4

She wasn't failing treatment.
The treatment was failing to
address the limbic lock first.

TEACHING POINT

SPECT confirmed what nine providers had
missed: the amplifier was on full blast. Turn
off the amplifier — then treat the infection.

Limbic Lock | Dr. Eboni Cornish, MD
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CASE 02 - CLINICAL ANALYSIS

Long COVID — Post-Viral Limbic Lock.

PATIENT PRESENTATION

38M. COVID infection January 2022. Recovered from acute illness but
never returned to function. 14 months of fatigue, cognitive fog, POTS,
PEM, anxiety, food sensitivities, and exercise intolerance. Tried 7 post-
COVID protocols — each caused PEM crash. Told by pulmonologist: “labs
are normal, consider psychiatry.”

SPECT FINDINGS
Limbic and anterior cingulate hyperactivation with brainstem and frontal
hypoperfusion. Pattern consistent with post-viral limbic sensitization and
autonomic dysregulation. This is not psychiatric — this is measurable
neurobiological sequelae of viral limbic damage.

Limbic hyperactivation + frontal hypoperfusion - Post-viral limbic sensitization

DaTTerT
Limbic Lock | Dr. Eboni Cornish, MD www.drebonicornish.com



CASE 2 Long COVID Limbic Lock — Clinical Analysis

WHY PRIOR TREATMENT FAILED

Post-COVID protocols (antivirals,
supplements, IV therapies) were
initiated without addressing the
autonomic and limbic lock established
by the viral insult. Each intervention
added to the sympathetic load. PEM
after exercise was not exertion
intolerance — it was a limbic-driven
post-exertional stress response.

TREATMENT SEQUENCE APPLIED

Phase 1: Sleep normalization, mast cell
stabilization, POTS management
(compression, salt, hydration).

Phase 2: Gupta Program initiated. Vagal
toning: HRV biofeedback, SSP (Safe and
Sound Protocol). LDN 2mg.

Pacing protocol: strict energy envelope
— NO exertion beyond HRV-guided
capacity.

Phase 3 (week 14): HRV improved 22ms.
Exercise introduced at very low intensity
— yoga only.

Phase 4: Low-dose antivirals added.
Mitochondrial support. Gradual return to
activity.

TEACHING POINT

Long COVID is not a mystery — it is
post-viral limbic sensitization with
autonomic lock.

The brain SPECT shows exactly what is
happening. The patient is not
deconditioned or anxious — their
limbic system is running emergency
protocols that their body cannot
sustain.

Rest and pacing are not inactivity —
they are the physiologically mandated
condition for limbic healing.

Limbic Lock | Dr. Eboni Cornish, MD | Case 2: Clinical Analysis
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Recovery & Neuroplasticit

The locked brain can be rewired - here is the evidence




Neuroplasticity: Why Limbic Lock Can Be Reversed

The brain is not fixed:

Neuroplasticity — the brain's capacity to
form new neural connections and
reorganize existing ones — is active
throughout the lifespan. The limbic lock
pattern, however deeply wired, is a learned
neural circuit — and learned circuits can be
unlearned.

'Neurons that fire together, wire together.'
The limbic lock state has been repeatedly
reinforced by years of threat experiences.
Recovery requires the opposite: repeatedly
activating safety, calm, and resilience to
rewire the dominant neural circuit.

What changes in the locked brain during
recovery:

Increased hippocampal volume
(measurable with serial MRI), reduced
amygdala hyperactivation, improved
prefrontal-limbic connectivity, HPA axis
normalization, and measurable HRV
improvement — all documented in limbic
retraining studies.

How long does recovery take:

Initial improvement: 4-12 weeks of
consistent practice. Substantial shift: 3-6
months. Full rewiring of deep limbic
circuits: 12-24 months. Speed depends on
depth of sensitization, removal of ongoing
insults, and consistency of practice.

What accelerates recovery:

Simultaneous treatment of root causes
(infection, toxins, immune dysregulation)
at tolerated doses; adequate sleep;
removal of ongoing environmental
triggers; social safety; and consistent daily
retraining practice.

SPECT confirms recovery:

Serial SPECT imaging shows measurable
reduction in limbic hyperactivation over 6-
12 months of integrated treatment. This
objective evidence is profoundly
motivating for patients who have been told
recove

Limbic Lock | Dr. Eboni Cornish, MD
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Managing Herxheimer Through
Limbic Lock

What is the Herxheimer reaction: A systemic inflammatory
response triggered by pathogen die-off products — lipopolysaccharides,
endotoxins, and other microbial debris — overwhelming the body's
drainage and detox capacity. In limbic lock patients, herx is dramatically
amplified

Why herx is catastrophic in limbic lock: The inflammatory cascade
of herx activates mast cells, spikes CRH, and floods the limbic system with
cytokines and histamine — triggering a full limbic storm. The patient's
nervous system interprets the treatment as a mortal threat

Prevention protocol: Never initiate antimicrobials in active limbic lock.
Confirm drainage is open. Confirm HRV is trending upward. Begin
antimicrobials at 25% standard dose. Active limbic retraining must be
ongoing during treatment.

Acute herx management: Immediate vagal activation: cold face immersion, 4-7-8 breathing, humming. . Reduce antimicrobial dose at first sign
of limbic storm — numerous detox methods = sauna Epsom salt bath supplements

The herx as diagnostic: The severity of herx correlates with the degree of limbic lock. A catastrophic herx to a standard antimicrobial dose is a
signal — not that the antibiotic is wrong, but that the limbic system is not ready. Return to Phase 2, do not proceed

Documentation: Track HRV before, during, and after each treatment cycle. A drop in HRV during antibiotic week confirms sympathetic overload
— the dose is too high or the timing is wrong. HRV-guided antimicrobial dosing reduces herx severity measurably




Secure human connection activates the ventral vagal circuit
— the physiologic state of safety and social engagement. This is not psychological comfort
— itis a measurable shift in autonomic tone that directly calms the limbic system

Chronic social isolation is an independent driver of limbic ——
sensitization. The amygdala registers social isolation as a survival threat — adding to the il =~
inflammatory and autonomic burden of an already locked system O O

Feeling believed, validated, and not blamed by a
clinician is itself a limbic intervention. Years of medical gaslighting — 'your labs are normal,’

'it's anxiety, 'nothing is wrong' — is amygdala-traumatizing. Witnessing and validation begin /

the reset ' \
All limbic retraining programs include community components O |

for neurobiological reasons. Shared healing activates social safety circuitry in the ventral \

vagal system — accelerating limbic calming beyond what solo practice achieves

The way you speak about limbic lock in the first appointment can shift the
patient's nervous system. 'This is real. This is physiologic. This is measurable on a brain
scan. And it is treatable.' These words are not reassurance — they are therapeutic
interventions

Many limbic lock patients have relationally activated
nervous systems — caregiving relationships, conflict, people-pleasing, or threat-based
relational dynamics maintain limbic activation outside the clinical context. Addressing
relational patterns is part of the reset.

Limbic Lock | Dr. Eboni Cornish, MD



How Limbic Lock Presents in Children

Children cannot articulate threat-state physiology — it
presents as behavioral: rage, school refusal,
separation anxiety, emotional dysregulation, food
refusal

PANS/PANDAS is the classic pediatric presentation:
strep or other infection triggers amygdala
sensitization abruptly — 'overnight behavioral
change'

Adverse childhood events (ACEs) prime the pediatric
limbic system for infection-triggered lock: the pre-
sensitized brain reaches threshold faster

Post-viral limbic lock in children is rising: Long COVID,
post-EBV, and post-mycoplasma presentations that
look like new-onset psychiatric illness

Sensory sensitivity, food restrictions, and supplement
intolerance in children are often limbic lock signatures
— not behavioral defiance

Pediatric Considerations: Limbic Lock in Children

Pediatric Limbic Reset Approach

Age-appropriate vagal tools: blowing bubbles, singing,
humming, gargling warm water, rhythmic play,
animal-assisted therapy

Nervous system co-regulation: the parent's nervous
system regulates the child's — coaching parents in
vagal and regulation tools is as important as treating
the child

DNRS and Gupta have adult-adapted protocols; Primal
Trust includes family-based approaches for pediatric
work

Play-based somatic approaches: Theraplay, sensory
integration therapy, and rhythmic movement therapy
all activate ventral vagal circuits in children

School accommodation during reset: reduced sensory
load, quiet spaces, predictable environment — safety
physiology requires environmental predictability

Limbic Lock | Dr. Eboni Cornish, MD

www.drebonicornish.com



Puberty involves dramatic HPA axis changes — cortisol sensitivity, sex hormone shifts, and limbic remodeling
are all active. An adolescent who acquires Lyme, mold illness, or COVID during this window encounters a limbic system already in physiological flux.

School refusal (not laziness), social withdrawal (not personality change), emotional explosiveness (not 'normal teenage
behavior'), fatigue (not depression), and exercise intolerance (not deconditioning) — these are the adolescent face of limbic lock.

Adolescents in limbic lock are at extremely high risk of receiving psychiatric diagnoses — bipolar I, borderline traits, major depression, anxiety
disorder — because their presentations are behavioral and emotional, not obviously physical.

The limbic fire pattern is often even more
dramatic in adolescents than in adults — because the developing
limbic system has amplified reactivity as a normal feature of
adolescence.

Adolescents who spend 2-5 years in limbic lock
during the key identity formation years sustain developmental
losses — academic trajectory, social development, self-concept —
that require intentional rehabilitation beyond symptom

The adolescent
brain has tremendous neuroplastic capacity. The developing brain
recovers faster than the adult brain.

" Brain Development

T Amygdala Reactivity
MiS'matCh PPefrontal Cortex (PFC)
Brain Window
Deve-
lopm C
A | Prefrontal
t‘( & é .
:i/,f“ Regulation
Childhood Adolescence Adulthood Age
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PRINCIPLES - WHAT EVERY CLINICIAN MUST KNOW

Limbic Lock —
eight things that change the case.

Limbic lock is a measurable physiologic state — not
O 1 anxiety, not psychosomatic, not non-compliance.

SPECT confirms it — central fire with prefrontal
0 3 suppression is the defining imaging pattern.

Multiple simultaneous inputs are required — vagal,
0 5 cognitive, somatic, and relational, together.

HRV is the biomarker. Track it before every escalation. Low
0 7 HRV = not ready.

02
04
06
08

01— 08

Treatment intolerance is the signature — “l react to
everything” means limbic lock until proven otherwise.

Reset before treatment. Every protocol applied to a locked
brain will fail or cause harm.

Daily practice. Neuroplastic rewiring requires consistent
engagement, not episodic treatment.

Recovery is physiologically possible. The locked brain isn’t
broken — it’s trained. Training can change.

Limbic Lock | Dr. Eboni Cornish, MD
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"The patient who cannot tolerate treatment is not a difficult patient — they are a patient whose limbic system has not been
reset yet."

"I react to everything'is not a psychiatric complaint. It is a clinical sign. It means limbic lock — and it has a treatment."

"SPECT does not show you what is wrong with the patient. It shows you what the patient's brain is doing right now — and
what it needs first."

"Brain retraining is not positive thinking. It is the deliberate, daily application of neuroplastic principles to rewire a circuit
that took years to build."

"We do not do limbic reset instead of treating the infection. We do it so the treatment of the infection becomes possible."

"The limbic system is not a psychiatric organ. It is a physiological regulator. When it locks — everything locks with it.
When it resets — everything begins to heal."

Limbic Lock | Dr. Eboni Cornish, MD | Teaching Lines



Limbic Lock and the Immune System: The Bidirectional Cascade

o Stress — immune suppression:
immunity (reducing NK cell cytotoxicity and CD8 T-cell function). This is why patients in limbic lock cannot clear viral infections or
control Lyme

o Immune activation — limbic sensitization:
barrier and directly activate limbic structures — creating the reciprocal loop. Infection sensitizes the limbic system; the sensitized limbic
system prevents immune clearance of infection

o NK cell cytotoxicity in limbic lock: NK cell functional activity — the front line against viral reactivation — is measurably reduced in
patients with HPA axis dysrhythmia from limbic lock. This explains why EBV, HHV-6, and CMV reactivate in patients under chronic limbic
stress

o /2 Chronic cortisol dysregulation impairs regulatory T-cell (Treg) suppression — allowing unchecked
inflammatory activity. This is one mechanism by which limbic lock can trigger or amplify autoimmune and neuroimmune conditions

o The limbic reset immune dividend: As HRV improves and cortisol normalizes with limbic reset, NK cytotoxicity recovers, Treg
suppression returns, and the immune system can finally do its job. This is why patients often report improvement in recurrent
infections during limbic retraining — before any antimicrobials are introduced

° Clinical monitoring: NK cytotoxicity panel, lymphocyte subsets, inflammatory markers (hs-CRP, IL-6, ferritin), and cortisol curve —
monitored at baseline and 3-month intervals — provide objective evidence of the limbic-immune

Limbic Lock | Dr. Eboni Cornish, MD
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The gut is innervated by bath thé symg

and parasympathetic nervous

systems. In autonomic lock (sympathetic dominance from ﬁmbic 4ok gt motilfgslows, digestive enzymes are
suppressed, and mucosal immunity is reduced . x L& A
Irritable bowel syndrome i now uneerstoi | s@lisitization/limbic disorder in

many patients — not a primary gut disease. The gut|is : er ing the gut is not.
Treatment of the gut without addressing the limbic [ lete:

Slow motility in autonomic the small intestine. Treating
SIBO with antibiotics in an autonomic-locked t improve because the autonomic

driver remains active.

dominance — worse gut motility —
reinforcing the lock.

‘ 0 L e "=,
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Limbic reset — autonolie @ ‘W%{m;‘ otility restoration — gut microbiome repair.
Aggressive gut protocols in autonomi® % OOk ﬂg’ Wait for parasympathetic tone to return before
WA

e,
intensive gut work. A -~
Gut mast cells respond to the same CRH signals from the hypothalamus as

central mast cells. Limbic lock-driven CRH activation produces simultaneous gut mast cell activation — explaining
why so many limbic lock patients have food reactions as their predominant symptom.
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CHAPTER 09 - NEUROMODULATION TOOLBOX

Resetting the lock —
the full neuromodulation toolbox.

Neuromodulation isn't one device — it's a family of tools that retrain dysregulated circuits. Match the modality to the lock pattern.

MAGNETIC & PULSED

rTMS
Repetitive transcranial magnetic stimulation. FDA-
cleared for depression, OCD, anxious depression.

Deep TMS — H-coil
Brainsway H-coil reaches deeper limbic and cingulate
targets than figure-8.

MeRT

gEEG-guided rTMS personalized to the patient's
dominant brain frequency.

Theta-burst (iTBS / cTBS)

3-minute protocols; SAINT accelerated 5-day depression
course.

MST
Magnetic seizure therapy — ECT-class efficacy, fewer
cognitive effects.

ELECTRICAL & ACOUSTIC

tDCS / tACS / tRNS

Low-intensity direct, alternating, or random-noise
current; home-deployable.

CES (Alpha-Stim)

Cranial electrotherapy stimulation for anxiety,
insomnia, depression.

VNS — implanted
Vagus nerve stimulator for treatment-resistant
depression and epilepsy.

tVNS — auricular / cervical
Non-invasive vagal stimulation: gammaCore, Nurosym,
Pulsetto.

Focused ultrasound (tFUS)
Acoustic targeting of deep structures — emerging deep-
circuit modulation.

DBS / SCS
Implanted deep-brain or spinal cord stimulation.

FEEDBACK & TRAINING

EEG neurofeedback
Operant conditioning of brainwave bands for ADHD,
anxiety, PTSD, lock states.

LORETA / z-score nf

Source-localized neurofeedback targeting specific
Brodmann areas.

HRV biofeedback
Resonant breathing trains vagal tone and autonomic
flexibility.

LENS / pEMF

Low-energy neurofeedback and pulsed electromagnetic
micro-stimulation.

Limbic retraining
DNRS, Gupta — top-down somatic protocols for limbic
lock.

Brainspotting / EMDR
Eye-position and bilateral stimulation to release trauma

circuits.

Limbic Lock | Dr. Eboni Cornish, MD

www.drebonicornish.com



Limbic Lock Assessment: Tools for Clinical Practice

Clinical Screening Questions

Do you react to supplements or treatments that should be well-tolerated?
Has your sensitivity to foods, chemicals, or smells worsened over time?

Do you experience significant worsening after even small doses of treatment?
Do you feel 'stuck in fight-or-flight' regardless of what you do to relax?

Have multiple clinicians told you your labs are normal while you remain profoundly
il?

Do you have difficulty tolerating environmental inputs that others are unaffected
by?

Has your reactivity profile worsened with each treatment attempt?

3 or more YES answers = high probability of clinically significant limbic lock

Objective Assessment Tools

Brain SPECT: gold standard — confirms limbic hyperactivation pattern and guides
treatment prioritization

Heart Rate Variability (HRV): accessible, longitudinal, actionable — RMSSD below
25ms in adults strongly correlates with autonomic lock

4-point salivary cortisol: identifies HPA axis dysrhythmia driving limbic
perpetuation

Mast cell workup: tryptase, prostaglandin D2, histamine — confirms MCAS
component of limbic-mast cell cascade

NK cytotoxicity: reflects immune suppression from sustained limbic-driven cortisol
elevation

ACE score: quantifies childhood adversity priming — high ACE score + current
chronic illness = high limbic lock risk

B
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The first signs of limbic reset: Patients often notice: 'l tolerated something | couldn't before.' 'My reactions were less severe this
week."'l slept 30 minutes longer.' These micro-improvements are significant — the limbic threshold is rising.

Week 4-8: HRV beginning to trend upward. Sleep quality improving. Morning cortisol starting to rise. Breathing exercises feel easier.
Patients report 'windows of feeling almost normal' — brief, but real.

Week 8-16: Reactivity window widening — foods and supplements that caused reactions now tolerable at low dose. Chemical
sensitivities beginning to lift. Exercise tolerance increasing, even if only slightly. Emotional regulation improving.

Month 4-6: Substantial shift in daily function. Able to engage in social situations. Able to tolerate low-dose antimicrobials or binders
without crash. Sleep consolidated. HRV in therapeutic range. Patient begins to trust their body again.

Month 6-18: Continued steady improvement. Root cause treatment proceeding at tolerated pace. SPECT imaging confirms reduced
limbic hyperactivation. Patients describe: 'l feel safe in my own body again for the first time in years.’

What recovery is NOT: Recovery is not a straight line. There will be setbacks — infections, stressors, and life events can temporarily
reactivate the limbic system. The difference is the reset now happens faster. Resilience is the measure of recovery, not the absence of
challenge.

Limbic Lock | Dr. Eboni Cornish, MD
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Neuroinflammatory Intensive Outpatient Program — For Limbic Lock Patients

amenclinics.com/services/neuroinflammatory-intensive-program

Limbic lock patients are ideal candidates for the Amen Clinics two-week intensive outpatient program:

Brain SPECT Imaging —

Confirms limbic lock pattern — provides objective roadmap for
sequencing

Functional Medicine + Psychiatry Integration —

Limbic lock requires both physiologic and neurobiological
treatment — this program delivers both

EMDR Therapy We will evaluate via scan if this is
appropriate—

Trauma-informed limbic processing for encoded threat memories

Personalized Protocol —

Every component sequenced based on the individual's SPECT
pattern — no generic protocols

Comprehensive Diagnostic Testing —

Identifies all root-cause drivers maintaining the lock: Lyme, viral,
mold, hormone, immune

Neurofeedback & qEEG — options for future-

Direct limbic retraining with objective brain mapping — identifies
specific dysregulation pattern

IV Nutrient Therapy —

Glutathione, phosphatidylcholine, and micronutrient support for
mitochondrial and limbic recovery

Telemedicine Follow-Up —

Continued support for limbic retraining, HRV tracking, and
protocol management after the program

Limbic Lock | Dr. Eboni Cornish, MD | Amen Clinics NIP
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The Limbic Lock Promise: What This Framework Delivers
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body that feels safe, a nervous system that tolerates treatment, and a life
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The most treatment-resistant patient in your practice is not
resistant to treatment. They are waiting for someone to reset

the lock before turning the key.

— DR. EBONI CORNISH - LIMBIC LOCK FRAMEWORK




Thank you.

Eboni Cornish, MD

Associate Medical Director, Amen Clinics - President-Elect, ILADS - Neurolmmune & B

WEBSITE www.drebonicornish.com- schedule and training
EMAIL drcornishasst@amenclinics.com

PHONE 703.880.4000

ADDRESS 10701 Parkridge Dr, #110 - Reston, VA 20191
INSTAGRAM @dr.ebonicornish

AMEN CLINICS - NEUROINFLAMMATORY INTENSIVE PROGRAM

Ideal for treatment-intolerant patients with limbic lock - SPECT - Comprehensive Testing - Personalized Protocol
amenclinics.com/services/neuroinflammatorv-intensive-program
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NEUROMODULATION

Types of Neuromodulation

Invasive

Deep Brain Stimulation (DBS)

Surgically implanted electrodes deliver continuous electrical pulses to targeted
brain circuits. Used in Parkinson’s, OCD, and treatment-resistant depression.

Vagus Nerve Stimulation (VNS)
Implanted pulse generator stimulates the left vagus nerve, modulating brainstem
and limbic activity. FDA-approved for epilepsy and depression.

Non-Invasive

Transcranial Magnetic Stimulation (TMS)

Magnetic pulses delivered externally to the prefrontal cortex modulate cortical
excitability. FDA-cleared for depression, OCD, and anxious depression.

Transcranial Direct Current Stimulation (tDCS)
Low-level direct current applied to scalp electrodes to upregulate or downregulate
cortical activity. Emerging evidence in chronic pain and cognitive rehabilitation.

Functional & Brain-Based

Neurofeedback (EEG Biofeedback)

Real-time EEG feedback trains the brain to self-regulate dysrhythmic patterns.
Particularly effective in limbic hyperactivation, PTSD, and attentional dysregulation.

EMDR & Bilateral Stimulation

Bilateral visual, auditory, or tactile stimulation facilitates reprocessing of threat
memories stored in the amygdala. Reduces limbic reactivity at the memory trace
level.

Photobiomodulation (Near-Infrared)

Near-infrared light penetrates cranial tissue to stimulate mitochondrial function and
reduce neuroinflammation. Emerging application in TBI, dementia, and limbic
dysregulation.

Brainwave Entrainment (Audio-Visual)

Synchronized audio-visual pulses guide brainwave frequency toward target states
(alpha, theta, delta). Used to reduce limbic hyperactivation and improve HRV and
sleep architecture.

Neuromodulation resets the brain state — the key complement to root-cause treatment.

Limbic Lock - Dr. Eboni Cornish. MD
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