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m Abstract Clinical neuropsychologists have adopted numerous (and sometimes
conflicting) approaches to the assessment of brain-behavior relationships. We review
the historical development of these approaches and we advocate an approach to clinical
neuropsychology thatis informed by recent findings from cognitive neuroscience. Clin-
ical assessment of executive and emotional processes associated with the frontal lobes
of the human brain has yet to incorporate the numerous experimental neuroscience
findings on this topic. We review both standard and newer techniques for assessment
of frontal lobe functions, including control operations involved in language, memory,
attention, emotions, self-regulation, and social functioning. Clinical and experimental
research has converged to indicate the fractionation of frontal subprocesses and the
initial mapping of these subprocesses to discrete frontal regions. One anatomical dis-
tinction consistent in the literature is that between dorsal and ventral functions, which
can be considered cognitive and affective, respectively. The frontal lobes, in particular
the frontal poles, are involved in uniquely human capacities, including self-awareness
and mental time travel.
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INTRODUCTION

The field of adult clinical neuropsychology is not only beyond the scope of a single
paper, it also exceeds the limits of most books. We therefore start with a panoramic
view to provide a historical and anatomical context to adult clinical neuropsychol-
ogy, present a framework for adult neuropsychological assessment in general, and
proceed to a more narrow focus on one facet of adult clinical neuropsychology, the
functions of the frontal lobes. Why have we narrowed our focus thus? The execu-
tive functions mediated by the frontal lobes are highly sensitive to brain damage,
and executive dysfunction is therefore the most common presenting problem in
neuropsychological practice. With the recent explosion in research on frontal lobe
functions, it has become increasingly clear that they are involved in nearly every
aspect of human neuropsychology. Indeed, as we argue later, they may be what
define us as human. In comparison to other cognitive functions such as memory,
language, and perception, where many clinical measures have emerged from de-
tailed experimental analysis, few clinical measures reflect recent empirical work
on frontal functions. In this sense, the frontal lobes may be considered the final
frontier of neuropsychology.

Even with these restrictions, our mandate is not inconsiderable, and further
limits have been self-imposed. First, we have limited ourselves to an anatomi-
cal/behavior functional relationship to avoid the confusion of multiple terms such
as executive functions, the dysexecutive syndrome, the supervisory system, and
frontal lobe functions. Second, the focus is on the revelation of fractionation of
specific processes and systems within the frontal lobes (Alexander et al. 1986,
Cummings 1993, Saint Cyr et al. 2002). Third, our focus is clinical, but the
emphasis is on the newest frontal brain-process relationships. The use of clin-
ical frontal lobe tests in various populations is reviewed as much for the in-
formation they have provided in relation to frontal localization of function as
for their construct validity as individual tests. Indeed, one hoped-for byproduct
of this review is that the knowledge of more experimental research in patients
with focal lesions might alter the use of such clinical tests. To help us achieve
this goal, functional neuroimaging data are presented where possible to sup-
port, extend or challenge the more classical clinical neuropsychological lesion
research.



Annu. Rev. Psychol. 2002.53:401-433. Downloaded from arjournals.annualreviews.org
by UNIVERSITA ROMA LA SAPIEN on 02/25/05. For personal use only.

ADULT CLINICAL NEUROPSYCHOLOGY 403

A BRIEF HISTORY OF ADULT CLINICAL
NEUROPSYCHOLOGY

Neuropsychology, Behavioral Neurology, Neuropsychiatry

Clinical neuropsychology, in its broadest definition, is the understanding of brain-
behavior relations and the clinical use of this information. The first noted cortical
“localization” of function after brain injury probably was the Edwin Smith Surgical
Papyrus, dated sometime around the seventeenth century BC (Walsh 1987). In
a real sense, however, the history of neuropsychology started in the nineteenth
century, with Carl Wernicke (1874) possibly being the father of neuropsychology.
Renewed attention to his work on aphasia and apraxia was a major force that
fanned the flames of the burgeoning of interest and activity in neuropsychological
issues in the mid- and later twentieth century.

The roots of neuropsychology lie in neurology and psychology, with no real
separation existing among these interests in the initial stages. Kurt Goldstein
(1934/1995), for example, was an expert in neurology, psychology, psychiatry,
and rehabilitation. The psychological basis of neuropsychology began to disen-
gage from medicine in the 1940s, at least in North America (Lezak 1983), the
separation occurring to a greater or lesser degree in different regions. Today, three
related and relatively new subdisciplines play important interactive and some-
what different roles in brain-behavior studies. Behavioral neurology assumes that
at least certain aspects of behavior, even complex behaviors to some degree, are
hardwired in the adult central nervous system (Heilman & Valenstein 1985). This
assumption provides the framework for behavioral neurology research: In most
cases, brain damage in a specific area will result in a certain kind of functional
deficit. Neuropsychiatry uses similar assumptions as behavioral neurology, but the
emphasis is on the psychiatric manifestations of neurologic disease. Finally, clin-
ical neuropsychology focuses more on psychological testing procedures. Where
an individual scientist falls on this spectrum is often an accident of training rather
than a result of knowledge, skills, or interest.

Clinical Neuropsychological Assessment Approaches

In the early years of neuropsychological assessment, clinicians would have a sense
of “normal” performance, and anything below that indicated a pathological deficit.
This dichotomous approach allowed little sense of normal variability. To remedy
this, some clinics developed local quantitative procedures, but these usually had
no real empirical standardization and no clear generalizable clinical use (Benton
1967). Some clinicians diagnosed “organicity” (meaning brain pathology of some
kind) based on “pathognomonic” signs discovered in a patient’s response to a test.
These early forays in clinical assessment were dramatically altered by Binet and the
Stanford-Binet test of psychometric intelligence. Binet developed tests that were
objective (procedures were clear and there were precise criteria for satisfactory
performance), standardized (the tests were given to samples of different ages, and
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tests were finally chosen based on specific criteria from these results), and had
demonstrable usefulness (Benton 1967).

Binet’s transformative method set the stage for the psychometric test battery ap-
proach advocated by many neuropsychologists. There was a move from the more
dichotomous classification supposedly associated with behavioral neurology to
“the measurement of continuously distributed variables within a psychometric tra-
dition that attempts to achieve at least equal interval scaling of the operations in
question” (Rourke & Brown 1986. p. 5). Halstead (1947) was a key figure in this
shift, with his attempt to use a battery of objective tests to diagnose brain damage
and general categories of brain damage. There was a growing desire to create an
empirical base to assessment and to make neuropsychology more scientific, with
standardized tests for validation, cross-validation, and replication. Within this psy-
chometric approach, a battery of tests was considered superior to individual tests
for several reasons (Rourke & Brown 1986). Addition of certain tests improved
the rate of accuracy of diagnosis of brain damage. A fixed battery of relatively
well-normed standardized tests provided more data on different functions to assist
decision making. Individual and global scores could be used. With a fixed battery,
issues of generalizability, assessment of different types of validity, and the presence
of differential sensitivity of test items all were considered to improve the accuracy
of diagnoses. Most importantly, a battery helped avoid the powerful effects of base
rates of the condition in the population to which the patient belonged.

Gradually, different procedures were developed to maximize the use of the bat-
tery of tests: norms (Reitan & Davidson 1974), keys or decision rules (Russell
et al. 1970), and patterns of scores (Golden 1981). The application of multivariate
statistics maximized the value of the battery approach by combining information,
minimizing variability among groups, and grouping patients by behavioral char-
acteristics (Crockett et al. 1981). For example, factor analysis helped differentiate
variables into functional representative groupings and provided a means of exam-
ining shared and independent variance to maximize brain-behavior understanding.
Discriminant function analysis was an excellent tool for classification of subjects
into their proper groups, a major tool of validation of the battery approach (Stuss
& Trites 1977).

Not all neuropsychologists followed the psychometric development path for
adult clinical neuropsychology. Russian neuropsychology, under the guidance of
Luria (1973, 1980), who had training in neurology, psychoanalysis, and psycho-
logical testing through his relationship with Vygotsky, was a proponent of a more
clinical approach, adapting and improving rather than rejecting neurologists’ tools.
He emphasized sensitivity to individual differences, including variables such as
lesion location, age, sex, handedness, and the individual’s history. The approach
was more flexible in the assessment of the patient’s behavior, with rapid screening,
and then focusing on the salient problems. If necessary, new measures would be
developed to investigate these deficits; tests would be changed to test limits of
abilities, or to provide a more thorough evaluation. Luria developed much of his
theory from the investigation of individual patients; that is, he depended to a great
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degree on what has been a cornerstone of neuropsychology and a major tool of
neurologists from the earliest days—case studies. The value of case studies is clear
(Crockett et al. 1981). The patient and the deficits can be examined in exquisite
detail. Hypotheses about the patient can be developed, tested, and refined, with
control over virtually all variables. The case study is rapid and relatively inex-
pensive, with an ability to deploy and direct resources as required. It is clinically
useful, because therapy can be developed based totally on the knowledge of the
individual patient.

Luria & Majovski (1977) criticized the battery approach for not having a brain
theory on which to base its conclusions. Russell (1986) disagreed, arguing that
the battery approach does have many sources for themra feurological ba-
sis, p) its own clinical lore from the use of the battery arg) psychometrics
itself. Russell's response clearly demonstrates the key difference between the
clinical and psychometric approaches: “In fact, the unique contribution of psy-
chology to neuropsychology, a contribution that cannot be duplicated by neurol-
ogy or behavioral neurology, can be summarized in one word: psychometrics”
(p. 46).

The more clinical approach to neuropsychology can also be seen in a different
formin what has been termed the “process” approach, pioneered by neuropsychol-
ogists in Australia (Walsh 1987), Denmark (Christensen 1979, who standardized
Luria’s approach while maintaining the qualitative hypothesis testing nature), and
the United States (Kaplan 1988). A major difference of the process approach from
the general clinical approach was the push for greater standardization. Qualitative
aspects of behavior are identified and quantified and subjected to statistical analy-
ses rather than the method just described. Testing of clinical limits is operationally
defined, repeatable, and quantifiable. Whereas diagnosis of brain damage is still a
goal in this approach, the questions are different (Milberg et al. 1986). What do
the test results mean psychologically and cognitively? How did the patient achieve
the final score? The premises underlying the need for this process analysis, at least
as presented for the Boston Process Approach (Milberg et al. 1986), are several.
Solutions to a test may be achieved by different processes, and each of these may
be related to different brain structures. The unfolding of cognitive acts over time
provides the opportunity for careful observation of behavior along this temporal
continuum, providing aricher source of information than just right or wrong scores.
That is, the way a patient responds is as, or more, important than the achievement
itself. Because most categories of cognitive function consist of many components,
a process approach provides the means to separate and assess these components
a manner not easily achieved by the pure psychometric or battery approach. This
is particularly true if you adapt tests to isolate some of the processes. For example,
comparing a Digit Symbol copy result to the regular Digit Symbol subtest of the
Wechsler Adult Intelligence Scale allows dissociation of the effect of motor speed
on Digit Symbol performance.

The strengths of the qualitative and quantitative approaches could be combined.
“Itis clear that failure to appreciate the appropriate role of qualitative dimensions
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in the measurement of brain-behavior relationships can lead to a vapid and mean-
ingless generation of irrelevant data” (Rourke & Brown 1986, p. 15).

Modern Clinical Neuropsychology: Integration of
Cognitive and Clinical Neurosciences

Our conceptual basis determines how we construct tests (Benton 1967). In the
field of intelligence assessment, for example, certain tests were developed based
on whether one considered 1Q to be a general ability, or to consist of multiple
primary abilities. Interestingly, Binet, whose method was a major push for the
psychometric approach, avoided the issue—IQ is what the test measures. In this
psychometric view the most important criteria are the effectiveness of the test and
whether the test meets the critical conditions of objectivity, standardization, and
usefulness. Russell (1986) stated that one could not know a function exists unless
a test for that function has been developed. Whereas the psychometric approach
is truly essential in understanding variability across individuals, the ossification
of tests in a fixed battery and the emphasis on the psychometric criteria rather
than conceptual bases have limited the ability of neuropsychologists to update the
theoretical framework of brain-behavior relations.

The conceptual basis of cognitive and affective faculties derives from modern
psychological theory. Clinical neuropsychology therefore should take advantage
of current cognitive (and increasingly social) psychological thinking. Furthermore,
it must also incorporate the newest neuroanatomical findings in the discovery and
dissociation of cognitive processes; in turn, neuropsychology can inform cognitive
and affective theory. Moreover, truly understanding the individual cognitive and
affective processes of the brain, and their disturbance in brain damage of various
types and lesion locations, is a sine qua non for diagnosis and rehabilitation. We
also believe that this must be understood in the psychological, psychosocial, and
environmental context of the individual, but that is another level of complexity to
the clinical story.

The differences in the approaches described above appear to have derived from
the background training of the proponents, and by the questions they asked. Take,
for example, the following different questions: What is the difference between bi-
ological and psychometric intelligence (Halstead 1947); can the presence/absence
of brain dysfunction be identified in a particular individual, and with what level
of accuracy; what specific cognitive process is impaired in this patient for the
purpose of establishing an individualized rehabilitation program; what are the
cognitive structure and anatomical underpinnings of, for example, the anterior at-
tentional system? Each of these questions may not only lead to the establishment
of different approaches; each may still necessitate the use of a particular approach
to answer the question.

In many regards, facets of different approaches are being used in a combined
way in modern clinical neuropsychology. For example, case studies (the impor-
tance of which is typified in journals such Aurocasgare being directed by
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sophisticated cognitive theory and assisted by new structural and functional imag-
ing methodologies. Multivariate covariance-based techniques such as structural
equation modeling are being used not to differentiate brain damage from non—
brain damage but to understand the dynamic interactions of different focal func-

tional brain units (localizationist, brain as a mosaic of separate skills related to

distinct areas) in a large neural network (generalist, the hierarchical, sequential,
and interactive nature of brain functioning). Methods from case studies and group
studies are being combined to enhance the group study approach by providing
more in-depth investigations, but also immediate replicability. Our research into

the functions of the frontal lobes has benefited from all of these approaches.

The Focus of This Review: The Frontal Lobes

Executive functions are high-level cognitive functions that are involved in the
control and direction of lower-level functions. For the purposes of consistency
with prior literature, we use the terms “frontal” and “executive” interchangeably
when referring to broad classifications of tests, but it will be clear that we adopt
a much more specific approach when trying to understand and explain the true
functional localization of these processes.

One very general method of separating the different facets of frontal lobe func-
tioning is based on a fundamental neuroanatomical distinction (see Figure 1). The
ventral prefrontal cortex (VPFC) is functionally dissociated from the dorsolat-
eral prefrontal cortex (DLPFC), a distinction supported by evolutionary theory
of cortical architectonics (Pandya & Yeterian 1996). The DLPFC is part of the
archicortical trend originating in the hippocampus. It is involved in spatial and
conceptual reasoning processes. Much of what is known about frontal functions in
neuropsychological studies is based on patients with DLPFC dysfunction. These
cognitive processes form the basis of what is referred to as executive functioning
(Goldman-Rakic 1987, Milner 1963).

The VPFC is part of the paleocortical trend emerging from the caudal or-
bitofrontal (olfactory) cortex. Itis intimately connected with limbic nuclei involved
in emotional processing (Nauta 1971, Pandya & Barnes 1987), including the ac-
quisition and reversal of stimulus-reward associations (Mishkin 1964, Rolls 2000).
The involvement of the ventral medial/orbitofrontal region in inhibition, emotion,
and reward processing suggests a role in behavioral self-regulation, as shown in
numerous case studies of patients with pathology in this area (Eslinger & Damasio
1985, Harlow 1868). In spite of the obvious importance of these processes to hu-
man behavior, they are not adequately assessed by standard neuropsychological
assessment.

Further functional/anatomical divisions within the frontal lobes can also be
specified. Superior medial lesions can cause an apathetic syndrome, represented
in the extreme by akinetic mutism (Cummings 1993, Stuss & Benson 1986). The
functional basis of this impairment (i.e., lack of initiation) appears to be separate
from more inferior medial frontal effects (Stuss et al. 1998). The superior medial
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Figure 1 The major functional subdivisions of the human frontal lobes.

frontal region can exhibit dysfunction that at times mimics the lateral regions, and
in other instances are unique.

Inferior (ventral) medial frontal regions have been functionally dissociated from
ventrolateral and polar regions (Barbas 1995, Bechara et al. 1998, Elliott et al.
2000). Based on connectivity, Carmichael & Price (1995) divided the orbital and
medial prefrontal cortex into three regional (and functional) divisions for behavior
and emotional responses. The frontal poles, particularly on the right, are involved
in more recently evolved aspects of human nature: autonoetic consciousness and
self-awareness. The importance of polar regions in specific higher human functions
has also been highlighted in studies of humor and theory of mind (Baron-Cohen
et al. 1994; Shammi & Stuss 1999; Stuss et al. 2001c,d). We therefore consider the
frontal polar region to be distinctly involved in processes that define us as human.

We present data on the effects of frontal lobe lesions, grossly divided into
cognitive (DLPFC) and affective (VPFC) functions. As a means of maintaining
a coherence of anatomy to function for the purposes of this review, our primary
focus is on the DLPFC/VPFC separation, with additional separate consideration
of the frontal poles. Whenever possible, these sectors are considered separately
according to hemispheric lateralization. Although damage in our patients often
crosses medial and lateral sectors, distinctions between these regions are noted
where relevant.
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COGNITIVE FUNCTIONS ASSOCIATED WITH THE
PREFRONTAL CORTEX (DORSOLATERAL)

Our division of executive functions is functional, because this is the approach that
would be followed in clinical neuropsychology. Standard tests have come into
use through years of clinical practice and form the basis of the “frontal” part of
neuropsychological assessment batteries. Some were developed in the context of
focal lesion research, but most were classified based upon their face validity as
executive measures. Whereas these standard tests have been used clinically with
some validation in ancillary focal lesion and functional neuroimaging research, the
origin of modern measures is theory-driven research on frontal functions, followed
by clinical application.

We review the evidence from both the lesion and functional neuroimaging lit-
erature pertinent to the sensitivity and specificity of the standard “frontal” tests
as contrasted with novel approaches based on recent cognitive neuroscience re-
search. Our review is organized according to measures of higher-level language,
attention, and memory processes. This organization is more pragmatic than theo-
retical; we acknowledge overlap of control operations across these domains. Owing
to space constraints, we limit this review to those in wide usage and those with
enough validity data upon which to base a meaningful evaluation. To foreshadow,
there is evidence to support the validity of standard frontal tests, but this asso-
ciation depends on careful analysis of task parameters, lesion location, and the
exclusion of patients with basic sensory and linguistic deficits from the posterior-
lesion control groups. Novel approaches show considerable promise forimproving
assessment.

Frontal Lobe Language Functions

Excluding motor deficits (e.g., articulation problems), and Broca's aphasia, the
language deficits related to the frontal lobes can be grouped globally under acti-
vation and formulation (paralinguistic) deficits (Alexander et al. 1989). Activa-
tion problems in speech output (“dynamic aphasia”) are associated with medial
frontal damage (anterior cingulate gyrus and supplementary motor area). Transcor-
tical motor aphasia, with notably truncated spontaneous language as well as other
deficits, may occur after damage usually to left DLPFC anterior and superior to
Broca'’s area (Brodmann Areas 44, 46, 6, and 9) (Freedman et al. 1984).
Activation deficits can be tested by requiring the patient to generate a list of
words beginning with a specific letter (phonological or letter fluency) or from a
specific semantic category (semantic or category fluency). Next to the Wisconsin
Card Sorting Test (WCST, see below), letter-based fluency is the most popular
frontal test; its face validity derives from its lack of specification by external cues.
It is traditionally considered to reflect left frontal function (Milner 1964, Perret
1974), although other areas of damage have been shown to produce impairment
on this task (see Stuss et al. 1998 for review).
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In our study of 74 focal lesion patients (Stuss et al. 1998), the left DLPFC pa-
tients were indeed the most impaired. Right DLPFC and VPFC patients were not
impaired. However, patients with left parietal damage were also impaired and in
fact could not be distinguished from the left DLPFC patients. Consistent with the
role of superior medial regions in activation, superior medial damage on either side
was also associated with impaired letter-based fluency. This left DLPFC, parietal,
and superior medial frontal regional pattern is activated in functional neuroimaging
studies involving word generation (Cabeza & Nyberg 2000). Posterior superolat-
eral temporal regions are also implicated (Wise et al. 1991). We were not able to
assess this effect, as our patients’ temporal lesions were anterior. Semantic fluency
was impaired in all patient groups except for right posterior. Further differentiation
of frontal and temporal effects can be derived from process analysis of the size
of semantically related clusters of words generated on semantic fluency (related
to left temporal lesions) and switching between clusters on either letter-based or
semantic fluency, related to left DLPFC or superior medial frontal lesions (Troyer
etal. 1998).

The formulation problems, or disorders of discourse, are generative and narra-
tive in nature. They reflect problems in planning and goal attainment. At the level of
sentence generation and spontaneous utilization of complex syntax, deficits have
only been described with left-sided lesions. At the level of story narrative, lesions
in left dorsolateral and prefrontal regions may produce impairments. Left-sided le-
sions result in simplification and repetition (perseveration) of sentence forms, and
omissions of elements. Right-sided lesions cause amplification of details, wander-
ing from the topic and insertion of irrelevant elements, and dysprosody, all leading
to loss of narrative coherence (Joanette et al. 1990).

Control of Memory

In considering the role of the frontal lobes in memory, it is useful to distinguish
between basic associative processes of cue-engram interaction (mediated by medial
temporal lobe/hippocampal structures), and strategic processes involved in the
coordination, elaboration, and interpretation of these associations (mediated by
the frontal lobes) (Luria 1973, Moscovitch 1992). The role of the frontal lobes
on memory tasks is one of control and direction, hence the phrase “working with
memory” (Moscovitch & Winocur 1992). Damage to the frontal lobes (other than
extension to basal forebrain areas) does not result in clinically diagnosed amnesia.
Given traditional neuropsychology’s strength in assessing medial temporal lobe
amnesic syndromes, early clinical memory tests were more suited to the measure
of associative than strategic processes. This imbalance has persisted. Whereas cur-
rent clinical neuropsychological memory tests such as the Wechsler Memory Scale
(Wechsler 1997b) tap both associative and strategic processes, few attempts have
been made to quantify these skills separately, causing the clinical neuropsychol-
ogist to resort to qualitative analysis in the interpretation of frontal lesion effects
on memory. A major development in this respect is the California Verbal Learning



Annu. Rev. Psychol. 2002.53:401-433. Downloaded from arjournals.annualreviews.org
by UNIVERSITA ROMA LA SAPIEN on 02/25/05. For personal use only

ADULT CLINICAL NEUROPSYCHOLOGY 411

Test (Delis etal. 1987), an excellent example from the Boston Process Approach of
modern clinical neuropsychology, which draws upon cognitive science to improve
the specificity of neuropsychological assessment. This test includes measures of
serial position learning, semantic organization, interference effects, cued recall,
recognition, and response bias. Although similar measures are incorporated into
the latest Wechsler Memory Scale revision (Wechsler 1997b), the verbal learning
test in this battery contains semantically unrelated words, precluding analysis of
semantic clustering.

The effects of frontal brain damage on these and other measures were studied
by Stuss and colleagues (1994), who showed that subjective organization (pair-
frequency), was specifically affected by frontal damage, although the intrafrontal
lesion location was not a factor. Right DLPFC patients had increased intralist rep-
etitions, possibly owing to a monitoring deficit. Category clustering deficits were
not found, although these have been reported elsewhere (Gershberg & Shimamura
1995). As expected, frontal damage (especially on the left) affected encoding and
retrieval. Contrary to clinical lore, recognition was also affected by frontal dam-
age. Analysis of this effect revealed that it was related to subtle anomia in left
DLPFC patients and subtle associative mnemonic deficits in patients with medial
frontal damage extending to septal regions. A subsequent meta-analysis confirmed
a small but significant role for the frontal lobes in recognition memory (Wheeler
et al. 1995), but only on tests that had an organizational component such as cate-
gorized lists.

Focal lesion studies have demonstrated the importance of the frontal lobes on
retrieval tasks in which monitoring, verification, and placement of information in
temporal and spatial contexts are of critical importance (Milner et al. 1985, Stuss
et al. 1994). Reduplication, confabulation, and focal retrograde amnesia, all disor-
ders of faulty episodic retrieval, are associated with frontal lesions (Levine et al.
1998a, Moscovitch & Melo 1997, Moscovitch & Winocur 1995, Stuss et al. 1978).

In the past decade, the role of the frontal lobes in memory has been greatly elabo-
rated by functional neuroimaging studies (Cabeza & Nyberg 2000), which allow
for separation of mnemonic processes not possible in straight behavioral research.
Of particular importance is the role of the right frontal lobe in episodic memory
retrieval (Tulving et al. 1994), which is consistent with the right lateralization often
observed in neuropsychological patients with paramnestic disorders.

More recent imaging work has provided greater intrafrontal specificity in re-
lation to retrieval success, retrieval monitoring, contextual recall, and material
specificity (Cabeza & Nyberg 2000). In addition to the right hemispheric bias
in retrieval, retrieval operations can also be distinguished according to relative
DLPFC/VPFC involvement within the right hemisphere. VPFC is involved in re-
trieval cue specification, whereas DLPFC is involved in higher-level postretrieval
monitoring operations (Fletcher et al. 1998, Petrides et al. 1995). This finding pro-
vided greater precision to the earlier patient work (Milner et al. 1991, Stuss et al.
1994) and later case studies (Schacter et al. 1996) on the nature and localization
of right frontal executive control in memory retrieval.
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Working Memory

Working memory is historically central to research on frontal lobe function (Fuster
1985, Goldman-Rakic 1987), beginning with the observation that monkeys with
frontal lobe damage are deficient in making stimulus-guided responses after the
stimulus is removed from view (Jacobsen 1936). After 65 years of research, how-
ever, the precise role of the frontal lobes in working memory tasks is still a matter

of debate. Much of this debate is concerned with separation of working memory
processes such as encoding strategies, storage/maintenance, rehearsal, interfer-
ence control, inhibition, and scanning of working memory buffers (D’Esposito

et al. 2000). These processes are addressed in experimental lesion or event-related
functional neuroimaging research on working memory and attentional control.

For the purposes of clinical neuropsychological assessment, the important
principles follow on those described for long-term memory above. As in long-
term memory, the frontal lobes’ primary role in working memory is in control
and manipulation of information held on-line, hence Baddeley’s notion of the
“central executive” (Baddeley 1986). Whereas the frontal lobes are certainly in-
volved in simple storage and maintenance, these operations are primarily medi-
ated by posterior regions, such as the inferior parietal lobule (“slave systems”)
(Baddeley 1986, D’Esposito et al. 1995); frontal involvement increases as infor-
mation held on-line is threatened by interference or exceeds working memory
capacity (D’Esposito et al. 2000). The dorsolateral prefrontal cortex (DLPFC) ap-
pears to be preferentially involved in monitoring and manipulation (Owen et al.
1996). The role of the ventral prefrontal cortex (VPFC) is less clear, with hypothe-
ses including maintenance, interference control, and inhibition (D’Esposito et al.
2000).

Working memory is important to many neuropsychological tests, but few widely
used tasks seek to directly assess working memory per se. Digit span or spatial
span tasks are important for determining working memory storage capacity, but
do not provide information relating to rehearsal or executive control. Consistent
with the neuroimaging evidence described above, a recent meta-analysis showed
no evidence for an effect of frontal lobe lesions on digit or spatial span (D’Esposito
& Postle 1999). Reversal of the sequences (e.g., digits backwards) does measure
manipulation of information held on-line. Scoring methods that combine forward
and backward span confound these capacity and manipulation measures. The latest
updates of the Wechsler Instruments have added new tasks stressing manipulation
and control (Wechsler 1997a,b) and even allow for a separate “working memory”
composite score. This too combines the dissociable processes into a single mea-
sure, although the neuropsychologist is still able to examine the more demanding
strategic subtests separately. The Brown-Peterson technique taps working memory
control processes in the presence of interference (Stuss et al. 1982), and supra-
span tests can be used to measure processing when working memory capacity is
exceeded (see Lezak 1995 for description).

A modern approach would incorporate additional measures validated in the
animal and human experimental literature. Delayed response tasks are among



Annu. Rev. Psychol. 2002.53:401-433. Downloaded from arjournals.annualreviews.org
by UNIVERSITA ROMA LA SAPIEN on 02/25/05. For personal use only

ADULT CLINICAL NEUROPSYCHOLOGY 413

the most-studied tasks in the neuropsychological literature on frontal lobe func-
tioning. Although they have been successfully transferred to clinical research
(D’Esposito & Postle 1999, Oscar-Berman et al. 1991), there are many varia-
tions on these tasks and no standard administration procedures. The self-ordered
pointing and conditional associative learning tests have been validated in both
monkey and human focal lesion studies (Owen et al. 1990, Petrides 1989) and
in functional neuroimaging studies of healthy adults (Owen et al. 1996; Petrides
et al. 1993a,b). Self-ordered pointing requires the monitoring of past responses
(such as which objects or spatial locations were selected in a spatial array) and
planning of subsequent responses to prevent repetitions. Conditional associative
learning requires the acquisition of arbitrary, fixed associations between mem-
bers of a set of stimuli and a set of responses that are learned through a process
of trial and error. Differences in functional localization of these tasks can be re-
vealed through experimental lesion or functional neuroimaging studies, but both
are sensitive to DLPFC dysfunction (albeit in different DLPFC regions) (Owen

et al. 1990, Petrides 1989). In a sample of patients with focal DLPFC and VPFC
lesions, we documented the specificity of conditional associative learning deficits
to DLPFC lesions; patients with VPFC lesions were not impaired (Levine et al.
1997).

Anterior Attention Functions

The frontal lobes mediate attentional control in the top-down guidance and di-
rection of other processes. Proper assessment of attentional deficits requires dif-
ferentiation among distinct attentional processes that can be selectively impaired.
Standard assessment is concerned with attentional switching, selective attention,
and sustained attention, whereas modern assessment more finely fractionates an-
terior attentional systems.

ATTENTIONAL SWITCHING: THE WCST AND TRAIL MAKING TEST, PART B Tests of
sorting or grouping have a long history in the psychological assessment of concept
formation. Multiple processes contribute to performance on these measures, in-
cluding generation and identification of concepts, hypothesis testing, maintenance
of attention, resistance to interference, utilization of feedback to guide behavior,
and when more than one concept is possible, switching categories and inhibiting
perseveration of prior categories. In her classic 1963 study, Milner documented
a specific effect of frontal cortical lesions on the Wisconsin Card Sorting Test
(WCST). In this test the patient must determine the established sorting criterion
(color, form, or number) through a process of trial and error, then shift to a new cri-
terion according to a change in examiner feedback. The WCST has since become
the most widely used behavioral measure of frontal lobe function (Heaton et al.
1993). However, posterior damage can affect WCST performance (Anderson et al.
1991). In addition, functional neuroimaging studies indicate frontal and posterior
activation in association with WCST performance (Berman et al. 1995).
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The WCST has been embedded in a larger context of problem-solving by Dias
and colleagues (1997). In this framework WCST shifts are regarded as extra-
dimensional (across perceptual dimensions, such as from color to form, on the basis
of feedback) as opposed intradimensional (shifting within a dimension, such as
fromred to blue). Extra-dimensional shifting is specifically affected by dorsolateral
prefrontal damage in monkeys (Dias et al. 1996) and humans (Owen et al. 1993)
and is associated with DLPFC activity in healthy adults (Rogers et al. 2000).
This brain-behavior association is consistent with the original development work
on the WCST involving patients with DLPFC damage. We directly assessed this
DLPFC/VPFC dissociation using the WCST in alarge sample of patients with focal
lesions (Stuss et al. 2000). Consistent with the monkey data, which indicated that
VPFC damage does not affect extra-dimensional shifting, patients with DLPFC
lesions were impaired, whereas VPFC patients were not impaired. As noted in
earlier work (Stuss et al. 1983), the VPFC patients were prone to loss of set,
possibly owing to susceptibility to interference. Set loss was also observed in right
DLPFC patients, related to poor sustained attention.

In summary, the classification and use of the WCST as a frontal measure is
justified, but with a number of caveats. Within the frontal lobes, the DLPFC is
preferentially involved in the set-shifting aspect of the task. Patients with VPFC
damage are relatively intact on this key aspect of the WCST, but they are prone to
the less frequently reported set loss errors. Finally, the WCST is not completely
resistant to the effects of posterior damage. As with any test, similar errors can
occur for different reasons, such as comprehension deficits.

Modern neuropsychological approaches to assessing task switching and other
functions of sorting tests include the Cambridge Neuropsychological Test Auto-
mated Battery (CANTAB) (Robbins et al. 1994), which includes human analogues
of the set-shifting paradigms described in the Dias et al. (1996, 1997) studies, and
the California Card Sorting Test (CCST) (Delis et al. 1992). The latter presents a
wider variety of verbal and visual sorting criteria (see also Levine etal. 1995b). The
CCST incorporates standardized manipulations of environmental support, includ-
ing identification of groupings executed by the examiner and generation of group-
ings according to cues. Similar cues can be applied in the WCST to investigate the
extent to which deficits are due to self-initiated processes as opposed to a more
basic deficit affecting perception or detection of the correct sorting criterion (Stuss
et al. 2000). This information may be used to generate rehabilitation hypotheses.

The Trail Making Test, Part B (TMT-B), requiring alternating letter-number
connecting, has also been used as a frontal test. Although it is interpreted as a mea-
sure of attentional switching, its functional and anatomical specificity is affected
by several factors, including speed, visual search, and simultaneous maintenance
of two sequences. Part A (TMT-A, number connection) is treated as a control for
factors other than switching, but it is not well-matched to TMT-B in other re-
spects (Rossini & Karl 1994). Interpretation is further complicated by the standard
administration and scoring procedures in which errors and time are confounded.
Early focal lesion studies failed to support the widely held claim that TMT-B is
sensitive to frontal lesions (Reitan & Wolfson 1995, Stuss et al. 1981). In a direct
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test of this lesion-behavior relationship, we found that the timing measures were
sensitive to frontal pathology, but the differential effect of frontal lesions on time to
complete TMT-B was eliminated when this score was corrected for speed on TMT-
A (Stuss et al. 2001a). Patients with DLPFC lesions, however, were distinguished
from other patients on the basis of errors attributable to difficulties in attentional
switching and maintenance of attention. VPFC patients were not impaired (Stuss
etal. 2001a). TMT-B errors (but not time), therefore, are a valid measure of DLPFC
dysfunction.

SELECTIVE ATTENTION: THE STROOP TEST Deficient selective attention results in
omitted responses to important stimuli or enhanced reactivity to irrelevant infor-
mation. The Stroop test (Stroop 1935) includes a key demand on selective atten-
tion of a given response characteristic (i.e., color naming) to the exclusion of a
more dominant one (i.e., word reading). The Stroop interference effect is among
the most extensively studied phenomena in experimental psychology (MacLeod
1991), although the experimental work has had no discernable effect on clinical
versions of the test. Lesion studies have emphasized right or left DLPFC effects
on this measure (Perret 1974, Stuss et al. 1981, Vendrell et al. 1995), whereas
functional neuroimaging studies have emphasized the role of medial frontal (in
particular anterior cingulate) regions in performance on the Stroop interference
condition (Bench et al. 1993, Pardo et al. 1990). In a large sample of focal lesion
patients, we recently found that the deficit associated with left DLPFC damage
could be accounted for by impaired color naming (rather than interference) (Stuss
et al. 2001b). Patients with frontal damage were slowed on all three conditions.
Patients with superior medial lesions (especially on the right) committed the most
errors, corresponding to this region’s role in maintaining the strength of an acti-
vated (selected) intention (Devinsky et al. 1995, Goldberg 1985). Inferior medial
patients performed normally. The inconsistency with prior lesion research could
be explained by the fact that the prior studies did not correct performance in the
interference condition for slowing in the color naming condition.

SUSTAINED ATTENTION There is a surprising lack of widely accepted measures for
sustained attention (detection of targets over a prolonged time period) in traditional
clinical neuropsychology. Whereas letter cancellation or other “vigilance” tasks
are used (Lezak 1995), there are few data relating performance on these paper-and-
pencil measures to frontal function. Continuous performance tests are sensitive to
right frontal pathology, especially when the target complexity is increased (i.e.,
respond to “O” following “X"), as opposed to simple vigilance tasks (Reuckert &
Grafman 1996, Wilkins et al. 1987) and are associated with right frontal activation
in healthy adults (Deutsch etal. 1987, Pardo et al. 1991). Several investigators have
highlighted the importance of dull, repetitive tasks in tapping top-down modula-
tion of endogenous arousal (Robertson et al. 1997). Accordingly, slow sustained
attention tasks are more sensitive to right frontal pathology than fast-paced ones
(Reuckert & Grafman 1998, Wilkins et al. 1987). The Sustained Attention to
Response Task (SART; Robertson et al. 1997) and the Elevator Counting Test
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(Robertson et al. 1991) are modern neuropsychological tests of these sustained
attention abilities stressing maintenance of endogenous arousal.

A COGNITIVE NEUROSCIENCE APPROACH TO ANTERIOR ATTENTION SYSTEMS The
Supervisory Attention System as proposed by Norman & Shallice (1986) distin-
guished between routine tasks as mediated by contention scheduling and novel,
nonroutine tasks in which unmodulated contention scheduling is likely to generate
errors, requiring supervisory top-down control (Shallice & Burgess 1993). Al-
though the Supervisory Attention System has been useful for framing problems in
frontal lobe research, it is considered to be underspecified in its original form
(Shallice & Burgess 1996). Stuss and colleagues (1995) refined an approach
to anterior attentional systems by describing five independent supervisory pro-
cesses: energizing schemata, inhibiting schemata, adjusting contention scheduling,
monitoring schema activity level, and control of if-then processes. These control
processes are demonstrated in seven attentional tasks: sustaining, concentrating,
sharing, suppressing, switching, preparing, and setting.

Contextis an important variable in assessing attention. In the WCST we demon-
strated that a little information for patients with ventral damage was more destruc-
tive than no information (Stuss et al. 2000). We manipulated context by relatively
small changes in task difficulty in a “select-what, respond where” attentional task
(Stuss et al. 1999). Three different measures of attention were assessed (inter-
ference, negative priming, and inhibition of return) across three levels of task
difficulty. In certain groups of patients, the brain areas impaired with each atten-
tional measure varied with the task difficulty. For example, when task complexity
was manipulated, inhibitory deficits (negative priming) were shown to be related
to different regions of the frontal lobe. When the task was simple, deficits were
more focally limited to right posterior and right frontal lobe damage. When the
task became more complex, impairment was observed after damage in most frontal
brain regions (but not all posterior brain regions, in contrast).

Overall Summary

Executive functions, higher-level cognitive functions involved in the control and
regulation of lower cognitive operations, are clinically assessed by a small battery
of tests that, on the basis of putative sensitivity to frontal damage, are referred to
as “frontal.” Support for the validity of this claim is variable. There is evidence for
the sensitivity of these measures to right or left DLPFC, and in many instances to
superior medial area lesions. In some cases this claim is supported by functional
neuroimaging data. Because these tests are complex and multifactorial, they do
not specifically assess frontal function. Both lesion and functional neuroimaging
evidence indicate recruitment of posterior regions involved in the basic linguistic
or perceptual operations of the task. Moreover, task complexity could affect which
regions of the frontal lobes were involved. As a general rule for some processes,
the more complex the function, the more frontal brain regions involved (Stuss et al.
1994, 1999).



Annu. Rev. Psychol. 2002.53:401-433. Downloaded from arjournals.annualreviews.org
by UNIVERSITA ROMA LA SAPIEN on 02/25/05. For personal use only.

ADULT CLINICAL NEUROPSYCHOLOGY 417

In general, modern cognitive neuroscience findings have failed to penetrate
clinical assessment of executive functions. The incorporation of measures with
greater psychological and anatomical specificity into modern clinical neuropsy-
chology would improve executive functioning assessment. Whether modern or
standard, however, a very consistent finding is the relative insensitivity of these
measures to VPFC damage.

EMOTIONS, SELF-AWARENESS, AND SOCIAL BEHAVIOR:
VENTRAL AND POLAR FRONTAL CORTEX

Functions mediated by VPFC and polar frontal cortex can be considered superordi-
nate for their role in defining human individuality and high level personal decision
making and social behavior. Damage to these regions may result in changes so sig-
nificant that the individual is considered not to be the same person, as in Harlow’s
classic description of Phineas Gage: “he was no longer Gage.” These functions
are not properly addressed in standard clinical neuropsychological assessment.
Patients with VPFC damage can appear normal on frontal tests of DLPFC func-
tions. Extensive experimental work on this region is important for understanding
the basic operations contributing to self-aware behavior. This section suggests that
the disorders of self-awareness can be dissociated and that different assessment
approaches provide us with different information about the patient.

The critical regions for emotions are located in the subcortical medial wall of
the brain: the hippocampal formation including the olfactory apparatus, the gyrus
cinguli, mamillary body, hypothalamus, anterior thalamus, amygdala, substan-
tia innominata, midbrain, basal ganglia, and their interconnections (Papez 1937,
Watanabe 1998). The area most commonly and strongly related to human emo-
tional and social behavior is the frontal lobes. Connections of the subcortical emo-
tional regions with the prefrontal cortices (the biochemical substrate is admirably
described in Arnsten & Robbins 2002) play a critical role in emotional reactions
and responsiveness, representing the end point for the interpretation of external
percepts (Nauta 1979, Pandya & Barnes 1987), merged with visceral input (Nauta
1973) and integrated with emotional states for the preparation and execution of
responses (Mesulam 1985). It is in the frontal lobes, with perhaps a preeminent
role of the right frontal lobe, that the complete integration of subjective experience
in a fully self-aware person is achieved. We postulate that, at the clinical level,
distinction can be made between the effects of ventral medial prefrontal cortex
and frontal polar regions.

Emotions, Reinforcement, Self-Regulation,
and Decision-Making
LOWER LEVEL OPERATIONS: VENTRAL FRONTAL INVOLVEMENT IN REWARD AND INHI-

BITION The ventral prefrontal cortex is intimately connected with more primitive
limbic nuclei involved in emotional processing (Nauta 1971, Pandya & Barnes
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1987) and processes of information about basic drives and rewards that inform
and direct high-level decision-making. Animal work stresses the VPFC's involve-
ment in the acquisition and reversal of stimulus-reward associations (Fuster 1997,
Mishkin 1964, Rolls 2000). A double dissociation between VPFC lesion effects
on reversal learning (interpreted as affective) and DLPFC lesion effects on atten-
tional (extra-dimensional) set-shifting was reported in the monkey research on
set-shifting reported above (Dias et al. 1996, 1997). Similar dissociations have
been reported in human research in both focal lesion studies (Freedman et al.
1998) and functional neuroimaging studies of healthy adults (Nagahama et al.
2001).

DECISION-MAKING More recently, the emphasis has shifted to higher level
decision-making tasks involving reward processing in unstructured situations—
tasks more in line with distinctly human capacities. One such example is the
gambling task developed by Bechara and colleagues (1994) that is both sensitive
and specific to VPFC lesions (Bechara et al. 1998). Performance on this task has
been dissociated from deficits in working memory and inhibition (Bechara et al.
1998). The gambling results have been interpreted within the Somatic Marker
Hypothesis (Damasio et al. 1991), which states that human reasoning is normally
constrained by emotional biases acquired through previous conditioning, mediated
by the ventromedial prefrontal cortex. Similar findings in patients (Rogers et al.
1999a) and healthy adults using functional neuroimaging (Rogers et al. 1999b)
have been found using a different gambling task with parametric manipulation of
reward ratios. Separate functional neuroimaging studies have also noted VPFC
activation in response to tasks in which choices must be made in under-specified
situations (Elliott et al. 2000).

STRATEGIC SELF-REGULATION The involvement of the VPFC in inhibition, emo-
tion, and reward processing suggests a role in behavioral self-regulation, as shown
in numerous case studies of patients with VPFC lesions (Eslinger & Damasio
1985, Harlow 1868). We have used the term “self-regulatory disorder” (SRD) as
shorthand for the syndrome exhibited by these patients. SRD is defined as the
inability to regulate behavior according to internal goals and constraints. It arises
from the inability to hold a mental representation of the self on-line and to use this
self-related information to inhibit inappropriate responses (Levine 1999; Levine
et al. 1998a, 1999). SRD is most apparent in unstructured situations (e.g., child-
rearing, making a major purchase, or occupational decision-making), in which
patients fail to inhibit inappropriate responses in favor of those responses that
might result in a preferential long-term outcome. This is contrasted with struc-
tured situations in which environmental cues or over-learned routines determine
the appropriate response (Shallice & Burgess 1993), which is often the case for
standard neuropsychological tests. As a result, many patients with SRD appear
unimpaired in over-learned, structured situations in spite of significant real-life
upheaval (Mesulam 1986, Stuss & Benson 1986).
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Shallice & Burgess (1991) attained laboratory concordance of real life SRD
in VPFC patients using naturalistic multiple subgoal tasks, setting a quantitative
standard for deficits that had heretofore been limited to qualitative description.
Subsequent studies in our laboratories and elsewhere have further established the
use of such tasks in patients with brain damage (Burgess et al. 1998, 2000; Goel
etal. 1997; Levine et al. 2000, 1998b; Schwartz et al. 1999).

Our Strategy Application Test, based on the Six Element Test of the Shallice &
Burgess (1991) study, is a paper-and-pencil laboratory task of SRD that requires the
selection of targets with high payoff to the exclusion of readily available, but lesser-
valued, targets. Every patient with focal VPFC damage (particularly on the right)
was impaired (Levine et al. 1998b), despite preserved performance on other tests
described above that are sensitive to DLPFC damage (Levine et al. 1995a, 1997).
We subsequently revised the testto increase its sensitivity to VPFC damage (Levine
etal. 2000). Thiswas accomplished by fostering aresponse (completion of all items
in a sequential manner) applicable early in the task but not as the task progressed,
forcing a shift in strategy (selective completion of certain items to the exclusion of
other items) to maintain efficiency. In other words, efficient performance depended
upon inhibition or reversal of the response pattern reinforced at the beginning of the
test (see Figure 2). As in the more basic reversal learning paradigms, this process
contrasts with attentional set-shifting (across stimulus dimensions, tapped by the
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Figure 2 Sample items from the revised Strategy Application Task (R-SAT) (Levine et al.
1999, 2000). On the early pagéy (allitems can be traced in 5-10 s. As the subject progresses
through the task, items increase in duration to completion but not in difficulty of completion
(B and C). Given limited time and an equal amount of points per item, the best strategy
is to inhibit the tendency to do all items (established on early pages) in favor of selective
completion of brief items on later pages. The test is constructed so that brief items are always
available. Subjects are also to complete similarly constructed sentence copying and simple
counting items (not shown).
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WCST). Initial studies on the revised version of the test (R-SAT) have documented
sensitivity and specificity to severe traumatic brain injury (Levine et al. 2000),
which causes VPFC damage (Courville 1937). As tasks of this sort are designed
to more closely approximate real-life situations than standard neuropsychological
tests that are highly structured and examiner-guided, they should be related to
real life SRD as measured by outcome questionnaires. In our sample of traumatic
brain injury patients, R-SAT performance was significantly related to patients’
endorsement of everyday problems in functioning on an outcome questionnaire
(Levine et al. 2000; see Burgess et al. 1998 for a similar finding). Replication
and extension of these findings in patients with focal lesions and frontotemporal
dementia is ongoing.

Episodic Memory, Self-Awareness, and
Autonoetic Consciousness

Solid evidence for the role of the frontal lobes in self-awareness derives from mem-
ory research. Tulving and colleagues (1994) proposed a hemispheric encoding-
retrieval asymmetry model of memory based on functional neuroimaging studies
in normal subjects. In simplest terms, left frontal lobe activation is primarily as-
sociated with memory encoding, and right frontal lobe activation is primarily
associated with retrieval of episodic memories. Episodic memories are those tem-
porally tagged memories that are personally relevant and emotionally salient to the
individual. Such memories appear to depend on the autonoetic (“self-knowing”)
(Tulving 1985) processes—the mental models and self-reflectiveness of the right
frontal lobe—that also underlie self-awareness (Wheeler et al. 1997).

Other research supports a preeminent role of the right frontal lobe for personal
memory. For example, self-reflective memory is related to right frontal activation
(Craik et al. 1999). The right prefrontal and other right hemisphere regions are
activated when retrieving emotional memories from the past (Fink et al. 1996).
False memories have been shown to be dependent upon subjective feelings that
the false information had been previously learned (Loftus & Prickrell 1995). The
occurrence of such false memories has been related to right frontal lobe damage
(as well as medial temporal lobes) (Melo et al. 1999, Schacter et al. 1996) and
right frontal functional imaging activation (Schacter & Curran 1995).

Several dramatic case studies demonstrate the value of the combined anatomi-
cal, theoretical, case, and group study approaches in evaluating the effects of right
focal frontal lobe damage. Capgras Syndrome (Capgras & Reboul-Lachaux 1923)
is defined as a selective and persistent delusion in which a familiar person has been
duplicated by a patient (see also Pick 1903). Alexander et al. (1979) described a pa-
tient who had suffered a severe traumatic brain injury and, upon eventual recovery,
insisted that his wife and four children constituted a new family different from his
“first” family, albeit very similar. His neuropsychological test profile revealed no
impairment on tests of basic cognitive functioning (memory, basic attention, 1Q,
etc.) but significant deficits in frontal cognitive tests. He had suffered significant
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right frontal and right temporal damage. If presented the scenario as if another
person had described it, the patient concluded that the situation was “unbeliev-
able.” An in-depth review of the recovery course revealed that the reduplicative
paramnesia surfaced after the patient had his first visits home about 10 months after
the accident. At that time he had recovered sufficiently to be allowed home for a
visit, although he still suffered from significant memory and attention deficits. His
teenage children had grown notably, the family had a new car, and the wife had
altered her hairstyle. It was hypothesized (Stuss 1991, Stuss & Alexander 1999)
that the warmth, immediacy, and saliency of that visit home “affectively burnt in”
these memories, becoming episodic past memories that define a person. When the
patient recovered, he now had two episodic memories of two similar but different
families that could not be reconciled owing to his significant and persisting frontal
lobe deficits in judgment. The importance of the right frontal lobe in such patients
has been repeatedly confirmed (e.g., Hakim et al. 1988, Malloy & Duffy 1994).

We described another patient who had lost all personal past memories after
traumatic brain injury (Levine et al. 1998a). That is, he had virtually no episodic
memory for pre-injury events, whereas semantic facts about his previous life were
retained or relearned. The investigations were driven by theoretical knowledge of
the characteristics and anatomical basis of episodic memory. Detailed structural
magnetic resonance imaging (MRI) investigations demonstrated a right VPFC
lesion that affected frontotemporal connectivity (uncinate fasciculus). New mem-
ories about his life after the injury were learned, but these were recalled without
any affective valence; that is, they were not episodic in nature. This effect was
guantified with the remember/know technique, a self-report measure proposed by
Tulving (Tulving 1985; see also Gardiner 1988) to assess episodic reexperiencing.
An H,%0 positron emission tomography (PET) study of cued recall revealed that,
relative to carefully matched healthy controls and traumatic brain injury patients
without retrograde amnesia, anterograde learning and memory were accomplished
with reduced right frontal polar activation and increased left hippocampal activa-
tion, supporting the hypothesis of impoverished episodic and normal (or enhanced)
semantic processes (Levine 1998a).

This case highlighted the need to assess autobiographical memory, including
episodic reexperiencing. Lack of standardized assessment in this case led to de-
layed recognition of his syndrome and even accusations of malingering. The most
widely used measure of autobiographical memory is the Autobiographical Memory
Interview (Kopelman et al. 1989). This measure includes a thorough assessment
of personal semantics (i.e., facts about oneself) as well as elicitation of personal
episodes with a qualitative scoring system for separate quantification of autobi-
ographical episodic memory. Moscovitch et al. (1999) described a more detailed
protocol analysis.

Another level of self-awareness was revealed by our experience with two pa-
tients who had focal right frontal brain damage from two different etiologies
(Stuss 1991, Stuss & Alexander 2000). In both there was excellent neurologi-
cal, functional, and cognitive recovery with intelligence being normal or superior.



Annu. Rev. Psychol. 2002.53:401-433. Downloaded from arjournals.annualreviews.org
by UNIVERSITA ROMA LA SAPIEN on 02/25/05. For personal use only

422

STUSSHe LEVINE

Performance on executive tests was normal/superior in one, and only mildly im-
paired in the other. Both patients could clearly identify their failings, exhibited
concern about their problems, and could identify appropriate corrections to the
problems. Neither, however, could return to their high-level executive work. The
deficits in these patients were not at the level of executive control. Rather, they had
a lack of real understanding of the implications of the problems and an inability to
act in their own self-interest, despite knowing what to do and at least verbalizing
an intent to change. These patients lack a mental model, not of the world, but of
their own capacities and role in the world. The discrepancy between their mental
model and their experience leaves them without a purpose or ability to organize
perceptions and actions for future goals.

Empathy, Sympathy, and Humor

The important role of the right frontal lobe in emotional function suggested by
the case studies can be demonstrated experimentally. For example, empathetic
psychiatrists showed greater right frontal electrophysiological activation than those
less empathetic in therapy (Alpert et al. 1980). During an event arguably associated
with potent emotional responsiveness (orgasm), the greatest metabolic activation
measured by PET was in the right frontal lobe (Tiihonen et al. 1994).

Two studies have emphasized the potential importance of more polar areas. The
appreciation of humor requires the integration of cognition and emotions. When
patients with focal lesions throughout the frontal and posterior brain regions were
tested on their ability to appreciate jokes and cartoons and to rank how funny
humorous sayings were, one group stood out as most impaired: those with right
frontal lobe damage, in particular the more medial polar, somewhat more supe-
rior, region representing Brodmann Areas 8, 9, and probably parts of 10 (Shammi
& Stuss 1999). Moreover, it was the same right frontal group that exhibited the
least spontaneous affective responses. The significant correlation of performance
with specific cognitive functions (e.g., verbal humor with verbal abstraction ability
and mental shifting; cartoon humor with the ability to focus attention to details
and to perform visual search effectively) strongly suggested that different sys-
tems were necessary for different tasks, but that there was a final common area
necessary for humor appreciation. Event-related functional MRI data of normal
individuals showed similar results (Goel & Dolan 2001). There were differential
systems related to different types of humor tasks, and a “central reward” system
with maximum activation in the ventral medial prefrontal region bilaterally and
Brodmann Areas 10 and 11 (Goel & Dolan 2001). These imaging data suggest that
the functions of the right frontal region may be “preeminent” rather than dominant
in relation to self-awareness.

The concept of self-awareness implies a metacognitive representation of one’s
own mental states, beliefs, attitudes, and experiences. ltis this self-reflecting ability
that is the basis for understanding the relationship of one’s own thoughts and ex-
ternal events, and to understanding the mental states of others. This ability to make
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inferences about the world, and to empathize with others, allows us to interpret
mental states properly and to make social judgments. The neuropsychological basis
of this “theory of mind” was tested in focal lesioned patients (Stuss et al. 2001c).
On a simple perspective-taking task it was only patients with frontal lobe damage,
with some suggestion of a more important role of the right frontal lobe, who were
impaired. Detection of deception was impaired after medial frontal lesions, again
with a preeminence of the right ventral region. Impairment of abstract awareness
of emotions and expectations has been described after right hemisphere damage
(Winner et al. 1998). Trauma to the right orbitofrontal region, including orbito-
frontal cortex, resulted in significant social aberration in a case study, hypothesized
to be based on the ability to generate expectations of others’ negative reactions
(Blair & Cipolotti 2000).

Functional imaging studies in neurologically intact individuals demonstrated
specific right orbitofrontal activation in a task (Baron-Cohen et al. 1994). Whereas
ventral and inferior medial damage are frequently observed, the preeminence of
the right over the left is not always observed (Fletcher et al. 1995, Goel et al.
1995; see also Stone et al. 1998). Impaired theory of mind was reported in a pa-
tient treated with stereotactic anterior capsulotomy (Happe et al. 2001). These data
suggest various possible explanations: roles of different brain regions in a func-
tional/anatomical system, differences in processes required to complete the various
tasks, variations in the areas of lesions represented among the patients tested, and
possible preeminence rather than hemispheric dominance. Regardless, the overlap
between the lesion and imaging data is still striking (Shallice 2001) (see Figure 3).

Clinical Implications

Disruption in self-regulation, self-awareness, and social cognition produces a pro-
found alteration in real-life functioning and life quality outcome. These behavioral
changes are not limited to the patient; they greatly affect families who must cope
with their changed loved one. Although we have illustrated these concepts with dra-
matic case studies, less dramatic versions of these deficits are likely more common
than is currently appreciated but are not revealed for lack of assessment methods
(Levine 1999).

So what is today’s neuropsychologist to do? Tests of reversal learning and inhi-
bition sensitive to VPFC dysfunction can be readily administered in the laboratory.
Tests mimicking real-life unstructured situations with no right or wrong answers
(the Gambling test, the R-SAT, or the Six Element Test) are increasingly available.
Itis also possible to assess real-life functioning with outcome questionnaires, such
as the Dysexecutive Questionnaire (Burgess et al. 1996), which includes parallel
forms for self- and significant-other ratings. In the realm of memory, the remem-
ber/know technique (Tulving 1985) provides a useful self-report of the quality of
autonoetic reexperiencing that defines episodic memory and can be easily applied
to standard recognition memory tests. Autobiographical memory should be as-
sessed, with emphasis on autobiographical reexperiencing in addition to personal
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Figure 3 Location of peak activation in medial prefrontal regions during tasks in which
subjects think about their own or others’ mental states (C. Frith, personal communication,
published in Shallice 2001). This is an updated version of the analysis presented in Frith &
Frith (1999). (Reprinted with permission from the author and Oxford University Press.)

semantic knowledge. Finally, it is important to be aware of which patients are
most likely to present with these deficits: those with VPFC and polar damage. The
highest prevalence of this damage is in traumatic brain injury.

CONCLUSIONS

We have emphasized that adult clinical neuropsychology has evolved through
many stages, with different approaches to assessment. Each school has had value,
and each is still useful if the question being asked demands that approach. Through
the example of recent findings about the frontal lobes, however, we hope we have
illustrated that the future of adult clinical neuropsychology lies in an approach that
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is driven by current cognitive and affective psychological theories, is flexible in
the design used (e.g., case study, group comparisons), and takes advantage of the
most current methods (e.g., structural imaging for lesion location, various imaging
modalities). The most recent findings on the role of the right frontal lobe being
key to some of the highest human faculties required all of the above. This brain
region has been notoriously nonresponsive to the probing of neuropsychological
assessment, a fact considered by many neurosurgeons in their decisions about
neurosurgical approaches.

There is an obvious clinical downside—the advocated approach when applied
recklessly can lead to the use of tests that do not meet the psychometric criteria.
As noted by Russell (1986), however, psychologists are well trained to contribute
the psychometrics to the evaluation of brain and behavior. An important goal for
future research will be to apply these skills to the analysis of not only the cognitive
operations of the brain, but also the emotional and social processes that define us as
human. Our contention, however, is not only that the “what” of assessment should
not be lost at the expense of the “how,” but that it should even precede the “how.”

Functional imaging studies, and the lesion research using well-defined patients
with damage in different regions, provide different information for use in adult
clinical neuropsychology. Lesion research can indicate what brain regions are
necessary for a task; imaging research informs us about what areas are involved.
Both have clearly demonstrated that neuropsychological assessment must be done
in the light of systems and processes (not just brain localization), and context (e.qg.,
variations in task difficulty). In this light, the information provided on localization
of processes is for theoretical purposes. The extension to clinical use must be made
with caution.

ACKNOWLEDGMENTS

The authors’ research reported in this grant was funded primarily by the Cana-
dian Institutes of Health Research and the Ontario Mental Health Foundation. D.
Stuss is the Reva James Leeds Chair in neuroscience and research leadership
Baycrest Centre for Geriatric Care, University of Toronto. We are grateful to Drs.

M. Moscovitch and William P. Milberg for feedback on early drafts. S. Hevenor,

D. Derkzen, and A. Borowiec assisted in manuscript preparation.

Visit the Annual Reviews home page at www.AnnualReviews.org

LITERATURE CITED

Alexander GE, DeLong MR, Strick PL.1986. Capgras syndrome: a reduplicative phe-
Parallel organization of functionally segre- nomenonNeurology29:334—-39
gated circuits linking basal ganglia and cor-Alexander MP, Benson DF, Stuss DT. 1989.
tex.Annu. Rev. Neuros:357-81 Frontal lobes and languag®rain Lang.
Alexander MP, Stuss DT, Benson DF. 1979. 37:656-91



Annu. Rev. Psychol. 2002.53:401-433. Downloaded from arjournals.annualreviews.org
by UNIVERSITA ROMA LA SAPIEN on 02/25/05. For personal use only

426 STUSSHe LEVINE

Alpert M, Cohen NL, Martz M, Robinson Boller F, Grafman J, eds. 199#andbook of
C. 1980. Electroencephalographic analysis: NeuropsychologyAmsterdam: Elsevier
a methodology for evaluating psychotheraBurgess PW, Alderman N, Evans J, Emslie H,
peutic processPsychiatry Res2:323-29 Wilson BA. 1998. The ecological validity of
Anderson SW, Damasio H, Jones RD, Tranel tests of executive functiod. Int. Neuropsy-
D. 1991. Wisconsin Card Sorting Test perfor- chol. Soc4:547-58
mance as a measure of frontal lobe damag®&urgess PW, Alderman N, Evans JJ, Wilson
J. Clin. Exp. Neuropsychol3:909-22 BA, Emslie H. 1996. The Dysexecutive
Arnsten A, Robbins T. 2002. Neurochemical Questionnaire. IlBehavioral Assessment of
modulation of prefrontal cortical functions the Dysexecutive Syndropnesl. BA Wilson,
in humans and animals. See Stuss & Knight N Alderman, PW Burgess, H Emslie, JJ

2002. In press Evans. Bury St. Edmunds, UK: Thames
Baddeley A. 1986Working Memory Oxford: Valley Test Co.
Clarendon Burgess PW, Veitch E, de Lacy Costello A,

Barbas H. 1995. Anatomic basis of cognitive- Shallice T. 2000. The cognitive and neuro-
emotional interactions in the primate pre- anatomical correlates of multitaskiniyjeu-
frontal cortex. Neurosci. Biobehav. Rev. ropsychologia38:848—63
19:499-510 Cabeza R, Nyberg L. 2000. Imaging cognition.

Baron-Cohen S, Ring H, Moriatry J, Schmitz Il. An empirical review of 275 PET and fMRI
B, Costa D, Ell P. 1994. Recognition of studiesJ. Cogn. Neuroscil2:1-47
mental state terms. Clinical findings in chil- Capgras J, Reboul-Lachaux J. 1923. L'illusion
drenwith autism and a functional neuroimag- des sosies dans urelife systematis’chro-
ing study of normal adult8Br. J. Psychiatry nique.Bull. Soc. Clin. Med. MenR:6-16
165:640-49 Carmichael S, Price J. 1995. Limbic connec-

Bechara A, Damasio AR, Damasio H, An- tions of the orbital and medial prefrontal cor-
derson SW. 1994. Insensitivity to future con- tex in macaque monkeyd. Comp. Neurol.
sequences following damage to human pre- 363:615-41
frontal cortex.Cognition50:7-15 Christensen A-L. 1979.uria’s Neuropsycho-

Bechara A, Damasio H, Tranel D, Anderson logical Investigation Copenhagen: Munks-
SW. 1998. Dissociation of working memory gaard
from decision making within the human pre-Courville CB. 1937 Pathology of the Central
frontal cortex.J. Neuroscil8:428-37 Nervous SysterMountain View, CA: Pacific

Bench CJ, Frith CD, Grasby PM, Friston Press
KJ, Paulesu E, et al. 1993. Investigation<Craik FIM, Moroz TM, Moscovitch M, Stuss
of the functional anatomy of attention using DT, Winocur G, et al. 1999. In search of the

the Stroop testNeuropsychologieé81:907— self: a positron emission tomography study.
22 Psychol. Scil0:27-35

Benton AL. 1967. Problems of test constructiorCrockett D, Campbell C, Klonoff H. 1981. In-
in the field of aphasiaCortex3:32-58 troduction: an overview of neuropsychology.

Berman KF, Ostrem JL, Randolph C, Gold J, See Filskov & Boll 1981, pp. 1-37
Goldberg TE, et al. 1995. Physiological ac-Cummings J. 1993. Frontal-subcortical circuits
tivation of a cortical network during perfor-  and human behavioArch. Neurol.50:873—
mance of the Wisconsin Card Sorting Test: 80
a positron emission tomography stutiieu- Damasio AR, Tranel D, Damasio HC. 1991.
ropsychologia33:1027-46 Somatic markers and the guidance of behav-
Blair RJR, Cipolotti L. 2000. Impaired social ior:theory and preliminary testing. See Levin
response reversal: a case of ‘acquired so- etal. 1991, pp. 217-29
ciopathy.’Brain 123:1122-41 Delis DC, Kramer JH, Kaplan E, Ober BA.



Annu. Rev. Psychol. 2002.53:401-433. Downloaded from arjournals.annualreviews.org
by UNIVERSITA ROMA LA SAPIEN on 02/25/05. For personal use only

ADULT CLINICAL NEUROPSYCHOLOGY 427

1987.California Verbal Learning Test: Adult Filskov SB, Boll TJ, eds. 19861andbook of
Version San Antonio, TX: Psychol. Corp. Clinical Neuropsychologyol. 2. New York:

Delis DC, Squire LR, Bihrle A, Massman Wiley
P. 1992. Componential analysis of problem¥ink GR, Markowitsch HJ, Reinkemeier M,
solving ability: performance of patients with  Bruckbauer T, Kessler J, Heiss W. 1996.
frontal lobe damage and amnesic patients Cerebral representation of one’s own past:
on a new sorting testNeuropsychologia  neural networks involved in autobiographi-
30:683-97 cal memory.J. Neuroscil6:4275-82

D’Esposito M, Detre JA, Alsop DC, Shin RK, Fletcher PC, Happe F, Frith U, Baker SC,
Atlas S, Grossman M. 1995. The neural ba- Dolan RJ, et al. 1995. Other minds in the
sis of the central executive system of working brain: a functional imaging study of “theory
memory.Nature378:279-81 of mind” in story comprehensioi€ognition

D’Esposito M, Postle BR. 1999. The depen- 57:109-28
dence of span and delayed-response perfaretcher PC, Shallice T, Frith CD, Frackowiak
mance on prefrontal corteleuropsycholo- RS, Dolan RJ. 1998. The functional roles of
gia 37:1303-15 prefrontal cortex in episodic memory. Il. Re-

D’Esposito M, Postle BR, Rypma B. 2000. trieval.Brain 121:1249-56
Prefrontal cortical contributions to working Freedman M, Alexander MP, Naeser MA.
memory: evidence from event-related fMRI 1984. The anatomic basis of transcortical
studies Exp. Brain Res133:3-11 motor aphasiaNeurology34:409-17

Deutsch G, Papanicolaou AC, Bourbon WTFreedman M, Black S, Ebert P, Binns M. 1998.
EisenbergHM. 1987. Cerebral blood flowev- Orbitofrontal function, object alternation and
idence of right frontal activation in attention  perseverationCereb. Corte»8:18-27
demanding tasksint. J. Neurosci.36:23— Frith CD, Frith U. 1999. Interacting minds—a
28 biological basisScience286:1692—-95

Devinsky O, Morrell MJ, Vogt BA. 1995. Fuster JM. 1985. The prefrontal cortex, medi-
Contributions of the anterior cingulate to be- ator of cross-temporal contingenci¢tum.
haviour.Brain 118:279-306 Neurobiol.4:169-79

Dias R, Robbins TW, Roberts AC. 1996. Dis-Fuster JM. 1997The Prefrontal Cortex: Ana-
sociation in prefrontal cortex of affective and  tomy, Physiology and Neuropsychology of
attentional shiftsNature380:69—-72 the Frontal Lobe New York: Raven

Dias R, Robbins TW, Roberts AC. 1997. Dis-Gardiner JM. 1988. Functional aspects of rec-
sociable forms of inhibitory control within  ollective experienceMem. Cogn16:309-13
prefrontal cortex with an analog of the Wis-Gershberg FB, Shimamura AP. 1995. Impaired
consin Card Sort Test: restriction to novel use of organizational strategies in free recall
situations and independence from “on—line” following frontal lobe damageNeuropsy-
processingJ. Neuroscil7:9285-97 chologia33:1305-33

Elliott R, Dolan RJ, Frith CD. 2000. Disso- Goel V, Dolan RJ. 2001. The functional ana-
ciable functions in the medial and lateral or- tomy of humor: segregating cognitive and af-
bitofrontal cortex: evidence from humanneu- fective component®at. Neurosci4:237-38
roimaging studiesCereb. Cortex10:308-17 Goel V, Grafman J, Sadato N, Hallett M.

Eslinger PJ, Damasio AR. 1985. Severe dis- 1995. Modeling other minddNeuroReport
turbance of higher cognition after bilateral 6:1741-46
frontal lobe ablation: patient EVRNeurol- Goel V, Grafman J, Tajik J, Gana S, Danto
0gy35:1731-41 D. 1997. A study of the performance of pa-

Filskov SB, Boll TJ, eds. 198Handbook of  tients with frontal lobe lesions in a financial
Clinical Neuropsychologyol. 1. New York: planning taskBrain 120:1805-22
Wiley Goldberg G. 1985. Supplementary motor area



Annu. Rev. Psychol. 2002.53:401-433. Downloaded from arjournals.annualreviews.org
by UNIVERSITA ROMA LA SAPIEN on 02/25/05. For personal use only

428 STUSSHe LEVINE

structure and function: review and hypothe- ropsychology and Brain Function: Research
sis.Behav. Brain Sci8:567-616 Measurementand Practice ed. T Boll, BK
Golden CJ. 1981. A standardized version of Bryant, pp. 129-67. Washington, DC: Am.
Luria’s neuropsychological tests: a quantita- Psychol. Assoc.
tive and qualitative approach to neuropsychoKopelman MD, Wilson BA, Baddeley AD.
logical evaluation. See Filskov & Boll 1981, 1989. The autobiographical memory inter-
pp. 608-44 view: a new assessment of autobiographical
Goldman-Rakic PS. 1987. Circuitry of primate and personal semantic memory in amnesic
prefrontal cortex and regulation of behavior patientsJ. Clin. Exp. Neuropsychall:724—
by representational memory. Handbook of 44
Physiology: The Nervous Systerd. F Plum, Levin H, Eisenberg H, Benton A, eds. 1991.
V Mountcastle, pp. 373-417. Bethesda, MD: Frontal Lobe Function and Dysfunction
Am. Physiol. Soc. New York: Oxford Univ. Press
Goldstein K. 1934/1995The Organism: A Levine B. 1999. Self-regulation and autonoetic
Holistic Approach to Biology Derived from  conscioushess. See Tulving 1999, pp. 200—
Pathological Data in ManCambridge, MA: 14
MIT Press Levine B, Black SE, Cabeza R, Sinden M,
Hakim H, Verma NP, Greiffenstein MF. 1988. MclIntosh AR, etal. 1998a. Episodic memory
Pathogenesis of reduplicative paramnedia. and the self in a case of retrograde amnesia.
Neurol. Neurosurg. Psychiaty1:839-41 Brain 121:1951-73
Halstead WC. 1947Brain and Intelligence: Levine B, Dawson D, Boutet|, Schwartz ML,
A Quantitative Study of the Frontal Lobes Stuss DT. 2000. Assessment of strategic self-
Chicago: Univ. Chicago Press regulation in traumatic brain injury: its rela-
Happe F, Malhi GS, Checkley S. 2001. Ac- tionship to injury severity and psychosocial
quired mind blindness following frontal lobe  outcome Neuropsycholog$4:491-500
surgery? A single case study of impaired_evine B, Freedman M, Dawson D, Black SE,
‘theory of mind’ in a patient treated with  Stuss DT. 1999. Ventral frontal contribution
stereotactic anterior capsulotoneuropsy- to self-regulation: convergence of episodic
chologia39:83-90 memory and inhibitionNeurocas&:263-75
Harlow JM. 1868. Recovery after severe injuryLevine B, Stuss DT, Milberg WP. 1995a. Con-
to the headPublications Mass. Med. Soc. ceptgeneration performance in normal aging
2:327-46 and frontal dysfunction: preliminary valida-
Heaton RK, Chelune GJ, Talley JL, Kay GG, tion of a clinical testJ. Int. Neuropsychol.
Curtiss G. 1993Wisconsin Card Sorting Test  Soc.1:208
Manual: Revised and Expandéddessa, FL: Levine B, Stuss DT, Milberg WP. 1995b. Con-
Psychol. Assess. Resour. 230 pp. cept generation: validation of a test of exec-
Heilman KM, Valenstein E. 1985. Introduc- utive functioning in a normal aging popula-
tion. In Clinical Neuropsychologyed. KM tion. J. Clin. Exp. Neuropsychol7:740-58
Heilman, E Valenstein, pp. 3—-21. New York: Levine B, Stuss DT, Milberg WP. 1997. Effects
Oxford Univ. Press of aging on conditional associative learning:
Jacobsen CF. 1936. Studies of cerebral function process analyses and comparison with focal
in primates.Comp. Psychol. Monogt3:1- frontal lesionsNeuropsycholog$1:367-81
68 Levine B, Stuss DT, Milberg WP, Alexan-
Joanette Y, Goulet P, Hannequin D. 1990. der MP, Schwartz M, Macdonald R. 1998b.
Right Hemisphere and Verbal Communica- The effects of focal and diffuse brain damage
tion. New York: Springer-Verlag on strategy application: evidence from focal
Kaplan E. 1988. A process approach to neu- lesions, traumatic brain injury, and normal
ropsychological assessmentQlinical Neu- aging.J. Int. Neuropsychol. Sod:247-64



Annu. Rev. Psychol. 2002.53:401-433. Downloaded from arjournals.annualreviews.org
by UNIVERSITA ROMA LA SAPIEN on 02/25/05. For personal use only

ADULT CLINICAL NEUROPSYCHOLOGY 429

Lezak MD. 1983 Neuropsychological Assess- after frontal lesions in monkeys. See Warren
ment New York: Oxford Univ. Press & Akert 1964, pp. 219-41

Lezak MD. 1995Neuropsychological Assess-Moscovitch M. 1992. A neuropsychological
ment New York: Oxford Univ. Press. 2nd ed. model of memory and consciousnesNeu-

Loftus EF, Prickrell JE. 1995. The formulation ropsychology of Memoryed. L Squire, N
of false memoriesP?sychol. Ann25:720-25 Butters, pp. 5-22. New York: Guilford

Luria AR. 1973.The Working Brain. An Intro- Moscovitch M, Melo B. 1997. Strategic re-

duction to Neuropsychologilew York: Ba- trieval and the frontal lobes: evidence from

sic Books confabulation and amnesileuropsycholo-
Luria AR. 1980.Higher Cortical Functioning gia 35:1017-34

in Man. New York: Basic Books Moscovitch M, Winocur G. 1992. The neu-

Luria AR, Majovski LV. 1977. Basic ap- ropsychology of memory and aging. The
proaches used in American and Soviet clini- Handbook of Aging and Cognitiored. TA
cal neuropsychologyam. Psychol32:959— Salthouse, FIM Craik, pp. 315-72. Hillsdale,
68 NJ: Erlbaum

MacLeod CM. 1991. Half a century of researchMoscovitch M, Winocur G. 1995. Frontal
on the Stroop effect: an integrative review. lobes, memory and agingnn. NY Acad. Sci.
Psychol. Bull.109:163-203 769:119-50

Malloy P, Duffy J. 1994. The frontal lobes Moscovitch M, Yaschyshyn T, Ziegler M,
in neuropsychiatric disorders. See Boller & NadelL.1999. Remote episodic memory and
Grafman 1994, pp. 203-33 retrograde amnesia: Was Endel Tulving right

Melo B, Winocur G, Moscovitch M. 1999. all along? See Tulving 1999, pp. 331-45
Memory distortion in people with amnesiaNagahamaY, Okada T, KatsumiY, Hayashi T,
and frontal-lobe damage&Cogn. Neuropsy-  Yamauchi H, etal. 2001. Dissociable mecha-

chol.16:343-59 nisms of attentional control within the human
Mesulam M-M. 1985Principles of Behavioral ~ prefrontal cortexCereb. Cortex11:85-92
Neurology Philadelphia: Davis Nauta WJH. 1971. The problem of the frontal
Mesulam M-M. 1986. Frontal cortex and be- lobe: a reinterpretation]. Psychiatry Res.
havior.Ann. Neurol19:320-25 8:167-87

Milberg WP, Hebben N, Kaplan E. 1986. A Nauta WJH. 1973. Connections of the frontal
Boston Process approach to Neuropsycho- lobe with the limbic system. IrSurgical
logical Assessment. IiNeuropsychological ~ Approaches in Psychiatned. LV Laitinen,
Assessment of Neuropsychiatric Disorders KE Livingston, pp. 303—14. Baltimore: Univ.
ed. | Grant, KM Adams, pp. 65-86. New Park Press
York: Oxford Univ. Press Nauta WJH. 1979. Expanding borders of the

Milner B. 1963. Effects of different brain le-  limbic system concept. IfFfunctional Neu-
sions on card sorting: the role of the frontal rosurgery ed. T Rasmussen, pp. 7-23. New
lobes.Arch. Neurol.9:100-10 York: Raven

Milner B. 1964. Some effects of frontal lobec-Norman DA, Shallice T. 1986. Attention to
tomy in man. See Warren & Akert 1964, pp. action: willed and automatic control of beha-
313-35 viour. InConsciousness and Self-Regulation

Milner B, Corsi P, Leonard G. 1991. Frontal- ed. GE Schwartz, D Shapiro, pp. 1-18. New
lobe contribution to recency judgements. York: Plenum
Neuropsychologi29:601-18 Oscar-Berman M, McNamara P, Freedman

Milner B, Petrides M, Smith ML. 1985. Frontal M. 1991. Delayed-response tasks: parallels
lobes and the temporal organization of mem- between experimental ablation studies and
ory. Hum. Neurobiol4:137-42 findings in patients with frontal lesions. See

Mishkin M. 1964. Perseveration of central sets Levin et al. 1991, pp. 256—72



Annu. Rev. Psychol. 2002.53:401-433. Downloaded from arjournals.annualreviews.org
by UNIVERSITA ROMA LA SAPIEN on 02/25/05. For personal use only

430 STUSSHe LEVINE

Owen AM, Downes JJ, Sahakian BJ, Polkey E.1993a. Dissociation of human mid-dorso-
CE, Robbins TW. 1990. Planning and spa- lateral from posterior dorsolateral frontal
tial working memory following frontal lobe  cortex in memory processindgroc. Natl.
lesions in manNeuropsychologi28:1021-  Acad. Sci. USR0:873-77
34 Petrides M, Alivisatos B, Meyer E, Evans

Owen AM, Evans AC, Petrides M. 1996. AC. 1993b. Functional activation of the hu-
Evidence for a two-stage model of spatial man frontal cortex during the performance
working memory processing within the lat-  of verbal working memory task&roc. Natl.
eral frontal cortex: a positron emission to- Acad. Sci. US®0:878-82
mography studyCereb. Cortex6:31-38 Pick A. 1903. On reduplicative paramnesia.

Owen AM, Roberts AC, Hodges JR, Summers Brain 26:260-67
BA, Polkey CE, Robbins TW. 1993. Con- Reitan RM, Davidson L. 1974Clinical Neu-
trasting mechanisms of impaired attentional ropsychologyNew York: Wiley
set-shifting in patients with frontal lobe dam-Reitan RM, Wolfson D. 1995. Category Test
age or Parkinson’s disea®rain 116:1159— and Trail Making Test as measures of frontal
79 lobe functionsClin. Neuropsychol9:50-56

Pandya DN, Barnes CL. 1987. ArchitectureReuckert L, Grafman J. 1996. Sustained at-
and connections of the frontal lobe. The tention deficits in patients with right frontal
Frontal Lobes Revisiteed. E Perecman, pp.  lesions.Neuropsychologi&4:953-63
41-72. New York: IRBN Press Reuckert L, Grafman J. 1998. Sustained atten-

Pandya DN, Yeterian EH. 1996. Morphologi- tion deficits in patients with lesions of poste-
cal correlations of human and monkey frontal  rior cortex.Neuropsychologi@6:653—60
lobes. InNeurobiology of Decision Making Robbins TW, James M, Owen AM, Sahakian
ed. AR Damasio, H Damasio, Y Christen, pp. BJ, McInnes L, Rabbitt P. 1994. Cambridge

13-46. New York: Springer-Verlag Neuropsychological Test Automated Battery
Papez J. 1937. A proposed mechanism of emo- (CANTAB): a factor analytic study of a large
tion. Arch. Neurol. Psychiatr38:725-43 sample of normal elderly volunteeB3emen-

Pardo JV, Fox PT, Raichle ME. 1991. Lo- tia5:266-81
calization of a human system for sustainedRobertson IH, Manly T, Andrade J, Badde-
attention by positron emission tomography. ley BT, Yiend J. 1997. ‘Oops!’": performance
Nature349:61-64 correlates of everyday attentional failures in
Pardo JV, Pardo PJ, Janer KW, Raichle ME. traumatic brain injured and normal subjects.
1990. The anterior cingulate cortex mediates Neuropsychologi®5:747-58
processing selection in the Stroop attentionaRobertson IH, Ward T, Ridgeway V, Nimmo-
conflict paradigmProc. Natl. Acad. Sci. USA  Smith |. 1991.The Test of Everyday Atten-
87:256-59 tion. Bury St. Edmunds, UK: Thames Valley
Perret E. 1974. The left frontal lobe of man and Test Co.
the suppression of habitual responses in veRogers RD, Andrews TC, Grasby PM, Brooks
bal categorical behavioNeuropsychologia  DJ, Robbins TW. 2000. Contrasting corti-

12:323-30 cal and subcortical activations produced by
Petrides M. 1989. Frontal lobes and memory. attentional-set shifting and reversal learning
See Boller & Grafman 1989, pp. 75-90 in humansJ. Cogn. Neuroscil2:142—62

Petrides M, Alivisatos B, Evans AC. 1995.Rogers RD, Everitt BJ, Baldacchino A,
Functional activation of the human ventrolat- Blackshaw AJ, Swainson R, et al. 1999a.
eral frontal cortex during mnemonic retrieval Dissociable deficits in the decision-making
of verbal informationProc. Nat. Acad. Sci.  cognition of chronic amphetamine abusers,
USA92:5803-7 opiate abusers, patients with focal damage

Petrides M, Alivisatos B, Evans AC, Meyer to prefrontal cortex, and tryptophan-depleted



Annu. Rev. Psychol. 2002.53:401-433. Downloaded from arjournals.annualreviews.org
by UNIVERSITA ROMA LA SAPIEN on 02/25/05. For personal use only

ADULT CLINICAL NEUROPSYCHOLOGY 431

normal volunteers: evidence for monoamin-Shallice T, Burgess PW. 1991. Deficits in strat-
ergic mechanisms\europsychopharmacol-  egy application following frontal lobe dam-
0gy20:322-39 age in manBrain 114:727-41

Rogers RD, Owen AM, Middleton HC, Shallice T, Burgess PW. 1993. Supervisory
Williams EJ, Pickard JD, et al. 1999b. control of action and thought selection. In
Choosing between small, likely rewards and Attention: SelectionAwarenessand Con-
large, unlikely rewards activates inferior trol: A Tribute to Donald Broadbented. A
and orbital prefrontal cortexJ. Neurosci. Baddeley, L Weiskrantz, pp. 171-87. Oxford:

19:9029-38 Clarendon
Rolls ET. 2000. The orbitofrontal cortex andShammi P, Stuss DT. 1999. Humour appreci-
reward.Cereb. Cortext0:284-94 ation: a role of the right frontal lobd3rain

Rossini ED, Karl MA. 1994. The Trail Making  122:657-66
Test A and B: a technical note on structuralStone VE, Baron-Cohen S, Knight RT. 1998.
nonequivalencd?ercept. Mot. Skillg8:625— Frontal lobe contributions to theory of mind.
26 J. Cogn. Neuroscil0:640-56
Rourke BP, Brown GG. 1986. Clinical neu-Stroop JR. 1935. Studies of interference in se-
ropsychology and behavioral neurology: rial verbal reactionJ. Exp. Psycholl8:643—
similarities and differences. See Filskov & 62
Boll 1986, pp. 3-41 Stuss DT. 1991. Self, awareness, and the frontal
Russell EW. 1986. The psychometric founda- lobes: a neuropsychological perspective. In
tion of clinical neuropsychology. See Filskov  The Self: Interdisciplinary Approachesd.
& Boll 1986, pp. 45-80 J Strauss, GR Goethals, pp. 255-77. New
Russell EW, Neuringer C, Goldstein G. 1970. York: Springer-Verlag
Assessment of Brain Damage: A Neuropsystuss DT, Alexander M. 1999. Affectively
chological Key ApproachNew York: Wiley burnt in: a proposed role of the right frontal
Saint Cyr J, Bronstein Y, Cummings J. lobe. See Tulving 1999, pp. 215-27
2002. Neurobehavioural consequences dtuss DT, Alexander MP.2000. The anatomical
neurosurgical treatments and focal lesions basis of affective behavior, emotion and self-
of frontal-subcortical circuits. See Stuss & awareness: a specific role of the right frontal
Knight 2002. In press lobe. In Affective Minds. The 13th Toyota
Schacter DL, Curran T. 1995. The cognitive Conferenceed. G Hantano, N Okada, H Tan-
neuroscience of false memorid@sychiatr. abe, pp. 13-25. Amsterdam: Elsevier Sci.
Ann.25:726-30 Stuss DT, Alexander MP, Hamer L, Palumbo
Schacter DL, Curran T, Galluccio L, Mil- C, DempsterR, etal. 1998. The effects of fo-
berg WP, Bates JF. 1996. False recognition calanteriorand posterior brain lesions on ver-
and the right frontal lobe: a case stulieu- bal fluencyJ. Int. Neuropsychol. So4:265—
ropsychologia34:793-808 78
Schwartz MF, Buxbaum LJ, Montgomery Stuss DT, Alexander MP, LiebermanA, Levine
MW, Fitzpatrick-DeSalme E, Hart T, etal. H. 1978. An extraordinary form of confabu-
1999. Naturalistic action production follow- lation. Neurology28:1166—72
ing right hemisphere strokdleuropsycholo- Stuss DT, Alexander MP, Palumbo CL, Buckle

gia 37:51-66 L, Sayer L, Pogue J. 1994. Organizational
Shallice T. 2001. Editorial: ‘theory of mind’and  strategies of patients with unilateral or bilat-
the prefrontal cortexBrain 124:247-48 eral frontal lobe injury in word list learning

Shallice T, Burgess P. 1996. The domain of tasks.Neuropsycholog$:355-73
supervisory processes and temporal organBtuss DT, Benson DF. 198Bhe Frontal Lobes
zation of behaviourPhilos. Trans. R. Soc.  New York: Raven
London Ser. BB51:1405-11 Stuss DT, Benson DF, Kaplan EF, Weir



Annu. Rev. Psychol. 2002.53:401-433. Downloaded from arjournals.annualreviews.org
by UNIVERSITA ROMA LA SAPIEN on 02/25/05. For personal use only

432 STUSSHe LEVINE

WS, Della Malva C. 1981. Leucotomized frontal and posterior lesionsleuropsycholo-

and nonleucotomized schizophrenics: com- gia 37:1005-27

parison on tests of attentioBiol. Psychiatry Stuss DT, Trites RL. 1977. Classification of

16:1085-100 neurological status using multiple discrim-
Stuss DT, Benson DF, Kaplan EF, Weir WS, inant function analysis of neuropsychologi-

Naeser MA, et al. 1983. The involvement cal test scoresl. Consult. Clin. Psycho#5:

of orbitofrontal cerebrum in cognitive tasks. 145

Neuropsychologi®1:235-48 Tiihonen J, Kuikka J, Kupila J, Partanen K,
Stuss DT, Bisschop SM, Alexander MP, Vainio P, et al. 1994. Increase in cerebral

Levine B, Katz D, lzukawa D. 2001a. The blood flow of right prefrontal cortex in man

Trail Making Test: a study in focal lesion pa-  during orgasmNeurosci. Lett170:241-43

tients.Psychol. Asses$3:230-39 Troyer AK, Moscovitch M, Winocur G,
Stuss DT, Floden D, Alexander MP, Levine B, Alexander MP, Stuss D. 1998. Clustering

Katz D. 2001b. Stroop performance in focal and switching on verbal fluency: the effects

lesion patients: dissociation of processes and of focal frontal- and temporal-lobe lesions.

frontal lobe lesion locatiorNeuropsycholo- ~ Neuropsychologi®&6:499-504

gia39:771-86 Tulving E. 1985. Memory and consciousness.
Stuss DT, Gallup GG, Alexander MP. 2001c. Can. Psychol26:1-12

The frontal lobes are necessary for ‘theory offulving E, ed. 1999.Memory Conscious-

mind’. Brain 124:279-86 nessand the Brain: The Tallinn Conference
Stuss DT, Kaplan EF, Benson DF, Weir WS, Philadelphia: Psychology Press

Chiulli S, Sarazin FF. 1982. Evidence forTulving E, Kapur S, Craik FIM, Moscov-

the involvement of orbitofrontal cortex in itch M, Houle S. 1994. Hemispheric encod-

memory functions: an interference effedt. ing/retrieval asymmetry in episodic mem-

Comp. Physiol. Psycha$6:913-25 ory: positron emission tomography findings.
Stuss DT, Knight RT, eds. 200Principles of Proc. Natl. Acad. Sci. USA1:2016-20

Frontal Lobe FunctionsNew York: Oxford Vendrell P, Junque C, PujolJ, Jurado MA, Mo-

Univ. Press. In press letJ, Grafman J. 1995. The role of prefrontal
Stuss DT, Levine B, Alexander MP, Hong J, regions inthe Stroop taskleuropsychologia

Palumbo C, etal. 2000. Wisconsin Card Sort- 33:341-52

ing Test performance in patients with focalWalsh KW. 1987.Neuropsychology: A Clini-

frontal and posterior brain damage: effects cal Approach Edinburgh: Churchill Living-

of lesion location and test structure on sepa- stone. 2nd ed.

rable cognitive processdsdeuropsychologia Warren JM, Akert K, eds. 1964The Frontal

38:388—-402 Granular Cortex and BehavioNew York:
Stuss DT, Picton TW, Alexander MP. McGraw-Hill

2001d. Consciousness, self-awareness, aftdatanabe M. 1998. Cognitive and motivational

the frontal lobes. INThe Frontal Lobes and  operations in primate prefrontal neurons.

Neuropsychiatric lllnessed. S Salloway, P Rev. NeuroscB:225-41

Malloy, J Duffy, pp. 101-12. Washington, Wechsler D. 1997a\Vechsler Adult Intelligence

DC: Am. Psychiatr. Press Scale—Third EditionSan Antonio, TX: Psy-
Stuss DT, Shallice T, Alexander MP, Picton T. chol. Corp.

1995. A multidisciplinary approach to ante-Wechsler D. 19978/Mechsler Memory Scale—

rior attentional functionsAnn. NY Acad. Sci.  Third Edition Boston: Psychol. Corp.

769:191-212 Wernicke C. 1874.Des Aphasische Symp-
Stuss DT, Toth JP, Franchi D, Alexander MP, tomenkomplexBreslau, Poland: Cohn &

Tipper S, Craik FIM. 1999. Dissociation of Weigart

attentional processes in patients with focaWheeler MA, Stuss DT, Tulving E. 1995.



Annu. Rev. Psychol. 2002.53:401-433. Downloaded from arjournals.annualreviews.org
by UNIVERSITA ROMA LA SAPIEN on 02/25/05. For personal use only

ADULT CLINICAL NEUROPSYCHOLOGY 433

Frontal lobe damage produces episodi®VinnerE, BrownellH, Happe F, Blum A, Pin-

memory impairmentJ. Int. Neuropsychol.  cus D. 1998. Distinguishing lies from jokes:

Soc.1:525-36 theory of mind deficits and discourse inter-
Wheeler MA, Stuss DT, Tulving E. 1997. To- pretation in right hemisphere brain-damaged

ward atheory of episodic memory: the frontal patientsBrain Lang.62:89-106

lobes and autonoetic consciousn&ss/chol. Wise R, Chollet F, Hadar U, Friston K,

Bull. 121:331-54 Hoffner E, Frackowiak RS. 1991. Distri-

Wilkins AJ, Shallice T, McCarthy R. 1987. bution of cortical neural networks involved
Frontal lesions and sustained attentiNieu- in word comprehension and word retrieval.
ropsychologia?25:359-65 Brain 15:1803-17



Annu. Rev. Psychol. 2002.53:401-433. Downloaded from arjournals.annualreviews.org
by UNIVERSITA ROMA LA SAPIEN on 02/25/05. For personal use only,

AN Annual Review of Psychology
Volume 53, 2002

CONTENTS

Frontispiece—FEndel Tulving

PREFATORY
Episodic Memory: From Mind to Brain, Endel Tulving

GENETICS OF BEHAVIOR
Genetic Contributions to Addiction, John C. Crabbe

BrAaIN IMAGING/COGNITIVE NEUROSCIENCE

Child-Clinical/Pediatric Neuropsychology: Some Recent Advances,

Byron P. Rourke, S. A. Ahmad, D. W. Collins, B. A. Hayman-Abello,
S. E. Hayman-Abello, and E. M. Warriner

AUDITION AND ITS B10LOGICAL BASES
Change Detection, Ronald A. Rensink

MEMORY

Remembering Over the Short-Term: The Case Against the Standard

Model, James S. Nairne

JUDGMENT AND DECISION MAKING
Rationality, Eldar Shafir and Robyn A. LeBoeuf

BioLoGIcAL AND GENETIC PROCESSES IN DEVELOPMENT
Gene-Environment Interplay in Relation to Emotional and
Behavioral Disturbance, Michael Rutter and Judy Silberg
DEVELOPMENT IN SOCIETAL CONTEXT
Socioeconomic Status and Child Development, Robert H. Bradley
and Robert F. Corwyn
Moobp DISORDERS
Depression: Perspectives from Affective Neuroscience, Richard J.
Davidson, Diego Pizzagalli, Jack B. Nitschke, and Katherine Putnam
PsycHOPATHOLOGY: VARIOUS DISORDERS
Causes of Eating Disorders, Janet Polivy and C. Peter Herman

vi

XVi

435

309

245

53

491

463

371

545

187



Annu. Rev. Psychol. 2002.53:401-433. Downloaded from arjournals.annualreviews.org
by UNIVERSITA ROMA LA SAPIEN on 02/25/05. For personal use only,

CONTENTS

Insomnia: Conceptual Issues in the Development, Maintenance
and Treatment of Sleep Disorder in Adults, Colin A. Espie
CLINICAL ASSESSMENT
Clinical Assessment, James M. Wood, Howard N. Garb,
Scott O. Lilienfeld, and M. Teresa Nezworski
ApuLr CrLiNicAL NEUROPSYCHOLOGY
Adult Clinical Neuropsychology: Lessons from Studies of the
Frontal Lobes, Donald T. Stuss and Brian Levine
SELF AND IDENTITY
Self and Social Identity, Naomi Ellemers, Russell Spears,
and Bertjan Doosje
ALTRUISM AND AGGRESSION
Human Aggression, Craig A. Anderson and Brad J. Bushman
INTERGROUP RELATIONS, STIGMA, STEREOTYPING, PREJUDICE,
DISCRIMINATION
Intergroup Bias, Miles Hewstone, Mark Rubin, and Hazel Willis

CULTURAL INFLUENCES
Cultural Influences on Personality, Harry C. Triandis
and Eunkook M. Suh
ORGANIZATIONAL PSYCHOLOGY OR ORGANIZATIONAL BEHAVIOR
Organizational Behavior: Affect in the Workplace, Arthur Brief
and Howard Weiss
LEARNING AND PERFORMANCE IN EDUCATIONAL SETTINGS
Motivational Beliefs, Values, and Goals, Jacquelynne S. Eccles
and Allan Wigfield
PsycHoB1oLOGICAL FAcTORS IN HEALTH

Emotions, Morbidity, and Mortality: New Perspectives from
Psychoneuroimmunology, Janice K. Kiecolt-Glaser, Lynanne
McGuire, Theodore F. Robles, and Ronald Glaser

PsYCHOPHYSIOLOGICAL DISORDERS AND PsycHOLOGICAL EFFECTS
ON MEDpICAL DISORDERS
Effects of Psychological and Social Factors on Organic Disease:
A Critical Assessment of Research on Coronary Heart Disease,
David S. Krantz and Melissa K. McCeney

vii

215

519

401

161

27

575

133

279

109

83

341



Annu. Rev. Psychol. 2002.53:401-433. Downloaded from arjournals.annualreviews.org
by UNIVERSITA ROMA LA SAPIEN on 02/25/05. For personal use only,

viii CONTENTS

ANALYSIS OF LATENT VARIABLES

Latent Variables in Psychology and the Social Sciences,
Kenneth A. Bollen

INDEXES

Author Index

Subject Index

Cumulative Index of Contributing Authors, Volumes 43-53
Cumulative Index of Chapter Titles, Volumes 43-53

ERRATA

Online log of corrections to the Annual Review of Psychology corrections:

Steven Regeser Lopez and Peter J. Guarnaccia

Cultural Psychopathology: Uncovering the Social World
of Mental Illness

Annu. Rev. Psychol. 2000, Vol. 51: 571-598.
http://psych.annualreviews.org/errata.shtml

605

635
679
705
709





