Editorial comments:

1. We have changed steps 3.6.1 and 3.6.2 into steps 2.6.1 and 2.6.2. 

2. We have now un-highlighted the following steps: 2.7 _ 2.8 _ 2.9 _ 2.15 _ 3.4 _ 4.5 _ 4.2 _ 4.3.

3. Journal names are now italicized throughout. Moreover we removed the extraneous comma from ref_#3. 

4. We  clarified step 3.8.1. by adding “for the propranolol no-reactivation condition”. Also we now explain in the introduction section on page 3 what the propranolol no-reactivation condition is for.
5. We replaced “..clinical applications are still in its infancy..” by “..clinical applications are still in their infancy..”.

6. We have thoroughly proofread are manuscript to ensure that there are no spelling or grammar issues. 

7. We do not use figures from previous publications. 

Reviewer #1:
1. Following the suggestion of the reviewer we changed the term “erasure” for a less absolute term. 

2. We have now replaced “..re-exposed to the unreinforced conditioned stimulus..“ with “..re-exposed to the conditioned stimulus without the US..”.

3. We now explain in the long abstract that propranolol HCl is administered orally. 

4. Following the suggestion of the reviewer we now stated in the long abstract that “..propranolol indirectly targets the protein synthesis required for reconsolidation by inhibiting the noradrenaline-stimulated CREB phosphorylation”. 

5. Indeed we should also recognize that anisomycin may interfere with the release of neurotransmitters thereby causing the amnesic effect. We now clarified this on page 3. 

6. We are not sure whether we understand what the reviewer means by an instructed prediction error. But if the reviewer means that we could tell the participants what exactly happens during reactivation [i.e., that the CS will no longer be followed by a US] reconsolidation will not be triggered [see Sevenster et al. 2012].

7. We now clarified in the “ethics statement” that a physician approves our protocol: this may help convincing the ethics commission to use electric shocks as well as propranolol HCl. 

8. Shock intensities are individually set as different skin types may affect how the shock is experienced. Participants judge the pleasantness of the shock on 11-point rating scales - ranging from minus 5 [i.e., unpleasant] to 5 [i.e., pleasant] - at the end of acquisition: this is now clarified in step 2.15. As long as the groups do not differ on this evaluation of the US we feel that this method is valid.
9. Solely because a physician is not present during our conditioning studies the use of an anti-depressant drug - and not depression per se - is an exclusion criterion: we have now changed this accordingly in step 2.2. Hence this exclusion criterion will not be a determining factor in the application of this method.  

10. Following the suggestion of the reviewer we now comment on the loud noises at the end of the introduction section on page 3. 

11. We now explain in step 2.8 that the mouse is used to position the cursor and that the participants have to press the left button in order to confirm their expectancy. 

12. Our “single-blind” option is for the propranolol no-reactivation condition. We now clarified this in step 3.8.1. Also we now explain at the end of the introduction section on page 3 what this condition is for. 
13. A physician on call with knowledge of the protocol is indeed considered necessary. We now clarified this in step 3.8.
14. Our first two studies [i.e., Kindt et al. 2009 Soeter and Kindt 2010] indeed involved a group of participants that received the drug without prior retrieval to control for any non-specific effects [i.e., propranolol no-reactivation condition]. Already we included this in the protocol but in an unclear fashion. At the end of the introduction section on page 3 we now explain why there should be such a condition. Further we clarified in step 3.8.1 that the “single blind” option is meant for this control condition. 

15. We now explain at the end of the introduction section on page 3 that test phases should be separated by at least 24 hr in order to (1) support the (re)consolidation of the memories and (2) allow the drug to wash out before testing. 

16. Gender differences are not to be expected. Following the suggestion of the reviewer we now suggest this at the beginning of the discussion section on page 10.
17. We have replaced “form” with “from”. 

Reviewer #3:

1. Following the suggestion of the reviewer we now refer to Mineka and Zinbarg 2006.
2. Ample evidence indicates that startle potentiation reflects a specific and reliable index of fear whereas the SCR used by Schiller et al. is much less specific. While startle responding is potentiated in reaction to a CS that is associated with an US of negative valence [e.g., electrical stimulation] it can typically not be observed with USs of neutral valence [e.g., vibrotactile stimulation or reaction time-task] [e.g., Lipp et al. 1994 Hamm and Vaitl 1996]. Contrary the affective valence of the US does not modify SCR conditioning as it can occur irrespective of the valence of the US [e.g., Lipp et al. 1994 Hamm and Vaitl 1996]. As such the SCR is considered a non-specific measurement of anticipatory arousal and we do not follow the suggestion of the reviewer. 

3. A series of studies demonstrated that extinguished fear responding returned after unpredictable shocks or a context change or the passage of time while fear did not return after disrupting reconsolidation [e.g., Kindt et al. 2009 Soeter and Kindt 2010 2011 Sevenster et al. 2012 2013]. Based on those observations we feel that it is justified to say “support the superiority of disrupting reconsolidation over extinction learning”. 

4. Written informed consent is obtained from all participants before the beginning of the experiment. We now clarified this in step 2.1.

5. See our answer to comment 2. 

6. Also following the suggestion of the reviewer we now refer to Agren et al. 2012 and Oyarzún et al. 2012.

7. Only when fear was fully extinguished during the reconsolidation window Schiller et al. found an effect on subsequent fear responding. Yet in clinical practice fear responding is often not extinguished within one-session and thus forms a potential limitation for this method. As a result we consider our statement “..would be that in clinical practice the fear…one-session exposure-treatment..” correct.
8. Strength of fear memory is not necessarily a boundary condition for reconsolidation. For instance some older and stronger memories have been observed not to undergo reconsolidation [Suzuki et al. 2004] leading several researchers to conclude that it reflects a lingering consolidation process that may eventually terminate [Alberini 2011]. However others have noted that the parameter-space for reactivation may be changed under these reconsolidation-resistant conditions as longer [Suzuki et al. 2004] or delayed [Wang et al. 2009] reactivation may still engage reconsolidation. However it is not self-evident that disrupting reconsolidation of older or stronger and broader memory networks such as in patients with PTSD is as effective as it has been shown in the laboratory for cued fear conditioning - see page 11.  
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