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ABSTRACT

ARTICLE HISTORY

Objective: Patients with Korsakoff’s syndrome (KS) show executive dysfunction and neuropsychiatric symptoms. This study investigates whether specific executive subcomponents (shifting,
updating, and inhibition) predict variance in neuropsychiatric
symptoms. We hypothesized that shifting deficits, in particular,
are associated with neuropsychiatric symptoms.
Method: Forty-seven patients participated (mean age 61.5; 11
women). Executive function (EF) was measured using six component-specific tasks. Neuropsychiatric symptoms were measured
with the Neuropsychiatric Inventory – Questionnaire (NPI-Q).
General cognitive functioning was assessed with the Montreal
Cognitive Assessment (MoCA). First, factor analysis was conducted
to examine shared variance across the EF tasks. Subsequently, a
regression analysis was performed with the EF factors and the
MoCA as predictors and the NPI-Q as the dependent variable. It
was also investigated whether an interaction effect between the
EF factors and the MoCA was present.
Results: The prevalence of neuropsychiatric symptoms was high
(85.7% of the KS patients showed at least one symptom). A twofactor model was extracted with a shifting-specific factor and a
combined updating/inhibition factor. The overall regression model
was not significant, and no interaction was found between the EF
factors and general cognitive functioning. However, a significant
relationship between general cognitive functioning and neuropsychiatric symptoms (r ¼ -.43; p <.01) was detected.
Conclusions: Results point at an association between neuropsychiatric symptoms and general cognitive functioning. Possibly,
diminished cognitive differentiation in these patients with severe
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cognitive dysfunction accounts for the absence of a significant
association between EF and neuropsychiatric symptoms. While
the results should be interpreted with caution due to a limited
sample size, the found association highlights the need to further
unravel the underlying cognitive mechanisms of neuropsychiatric
symptoms in patients with KS.

Introduction
Korsakoff’s syndrome (KS) results from thiamine deficiency, mainly occurring in the
context of chronic alcohol abuse and limited food intake (Nikolakaros et al., 2018;
Wijnia et al., 2016), resulting in diencephalic lesions (notably in the mammillary bodies
and thalamus; Harding et al., 2000). KS is characterized by chronic and severe cognitive impairments, including anterograde and retrograde amnesia and executive dysfunction. Other notable symptoms include neuropsychiatric symptoms, such as
confabulations, apathy, irritability, agitation, aggression, or disinhibition (Arts et al.,
2017; Gerridzen et al., 2017). A recent study examining neuropsychiatric symptoms in
281 patients with KS reported that 96.4% of the patients showed at least one neuropsychiatric symptom, with irritability/lability, agitation/aggression, and disinhibition
being most prevalent (Gerridzen et al., 2018). Neuropsychiatric symptoms are associated with higher caregiver burden (Chen et al., 2017) and more frequent use of psychotropic drugs (Maust et al., 2017). In addition, patients with KS tend to overestimate
their cognitive and functional capacities, typically having limited insight into their own
disorder (Egger et al., 2002; Gerridzen et al., 2019), whilst also being institutionalized
and dependent on daily care. This may explain the high prevalence of agitation/
aggression or disinhibition, as patients assume they do not need the provided care
and may show frustration or aggression as a result. This challenging behavior might,
in turn, be the reason for the extensively prescribed psychotropic drugs for managing
neuropsychiatric symptoms, in addition to the cognitive deficits and comorbid psychiatric illnesses (Gerridzen & Goossensen, 2014).
There is evidence that neuropsychiatric symptoms may be related to executive dysfunction. For instance, in relatively small samples of patients with Alzheimer’s disease,
associations have been found between executive dysfunction and neuropsychiatric
symptoms, especially agitation and disinhibition (Chen et al., 1998), as well as stereotypies and repetitive motor behavior (Gleichgerrcht et al., 2011). Apathy has also been
repeatedly linked to executive dysfunction (Kawagoe et al., 2017; McPherson et al.,
2002). Moreover, a proliferation of research emphasizes the relationship between
executive dysfunction, behavioral impairments and psychopathology (Snyder et al.,
2015), yet there is no general consensus on whether these are causally related.
There is abundant evidence that patients with KS show executive dysfunction
(Brion et al., 2014; Maharasingam et al., 2013; van Oort & Kessels, 2009). Executive
functions include higher-order processes such as planning, reasoning and problemsolving, which are important for regulating our thoughts, emotions and behavior
(Diamond, 2013). Typically, executive functioning is considered a multifaceted construct that can be subdivided into multiple components. Recent studies argue that
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executive subcomponents can be distinguished within a unity/diversity model with a
common executive function (common EF; previously described as an inhibition function) on the one hand, and an updating- and shifting-specific factor on the other
(Baggetta & Alexander, 2016; Friedman & Miyake, 2017). The common EF variable
reflects the ability to maintain and manage goals against all sort of distractors. This
ability is measured with a range of inhibition tasks, in which goal maintenance is
required. The shifting-specific function reflects the ability to replace goals when necessary, and the updating-specific factor reflects the ability to replace information in
working memory whilst preserving some other, relevant information. Recently, patients
with KS were found to be predominantly impaired on updating and shifting, while no
deficits in inhibition were demonstrated (Moerman – van den Brink et al., 2019).
Studying executive functions in clinical and non-clinical samples is hampered by
methodological issues such as the task impurity problem. That is, most (traditional)
measures of executive functioning are non-specific in nature, tapping into multiple
aspects of executive function as well as non-executive abilities, such as memory or
motor speed (Kessels, 2019; Packwood et al., 2011; Snyder et al., 2015). A low score on
an executive function test can thus be explained by either executive dysfunction itself
or by deficits in non-executive abilities. To minimize the influence of non-executive
abilities, Friedman (2016) recommended the use of multiple measures of executive
functioning with extraction of the common variance in these tasks (by combining
them into subdomain scores), thus resulting in a more reliable and valid measure of
the ‘pure’ executive function.
To examine the relationship between neuropsychiatric symptoms and executive dysfunction in patients with KS, we propose a theory-driven approach, focusing on the
three core executive subcomponents: shifting, updating and inhibition/common EF.
These executive subcomponents will be measured with multiple, carefully designed,
component-specific tasks of which latent variables will be composed to avoid the aforementioned problem of task-impurity. Previously we showed that KS patients were able
to complete these tasks without floor effects (Moerman – van den Brink et al., 2019). We
hypothesize a negative correlation between neuropsychiatric symptoms and the performance on executive measures. Previously we found shifting to be mostly affected in
patients with KS (Moerman – van den Brink et al., 2019). Deficits in shifting ability may
underlie perseverative behavior, problems in dual-tasking, and adaptive behavior in
general (Hatoum et al., 2018; Roberts et al., 2007), which are among the main symptoms
of patients with KS (Arts et al., 2017; Gerridzen et al., 2017). We also hypothesize that
shifting deficits will be the strongest predictor of neuropsychiatric symptoms.

Materials and methods
Participants
Forty-seven patients with KS participated in this study, see Table 1 for details. Thirtyseven of these were inpatients of the Korsakoff Centre of Expertise of Atlant, a specialized nursing home for Korsakoff patients in Beekbergen, the Netherlands. Ten of these
were inpatients of the Centre of Excellence for Korsakoff and Alcohol-Related
Cognitive Disorders of the Vincent van Gogh Institute for Psychiatry in Venray, the
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Table 1. Descriptive statistics of the sample.
Age, M (SD)
Sex, % female
Education level, median
Abstinence in years, M (SD)
NART IQ, M (SD)
MoCA, M (SD)

N ¼ 47

Range

61.5 (6.6)
23.4
4.0
8.3 (6.5)
93.0 (19.0)
17.7 (3.9)

38  70

NPI-Q

N ¼ 42

Number of symptoms, M (SD)
 1 symptom, %
Total severity score, M (SD)
Total caregiver distress, M (SD)

3.7 (2.5)
85.7
6.1 (4.8)
6.0 (6.4)

27
0.42  30.8
64  127
10  25
09
0  17
0  23

Note. MoCA ¼ Montreal Cognitive Assessment; NART ¼ National Adult Reading Test; IQ ¼ estimate of premorbid verbal intelligence quotient; NPI-Q ¼ Neuropsychiatric Inventory – Questionnaire.

Netherlands. Data of 36 of the 47 patients were already available, as they had participated in our previous study, in which all executive tests and questionnaires were
administered (with the executive task results reported in Moerman – van den Brink
et al., 2019).
Patients were selected if they met the DSM-5 (American Psychiatric Association,
2013) criteria for alcohol-induced major neurocognitive disorder, amnestic confabulatory type (code: 291.1). Other inclusion criteria were: no additional neurological diagnosis or condition (e.g. stroke) as documented in the medical charts, and aged less
than 70 to reduce the possibility that patients are also suffering from a neurodegenerative disease. All patients were in the chronic stage of the syndrome and abstinent
from alcohol. Education level was assessed using seven categories based on level of
education (in accordance with the Dutch educational system), 1 being the lowest (less
than primary school) and 7 the highest (academic degree). The study was approved
by the Ethics Committee of the Faculty of Social Sciences of Radboud University (Ref.
no. ECSW2015-1210-343) and the institutional review boards of Korsakoff Center Atlant
(Ref. no. mdz/mp/2015-005) and the Vincent van Gogh Institute for Psychiatry (CWOP;
Ref. no. 15.04365). Written informed consent was obtained for all patients. If the
patients were not legally competent, their legal representative also signed the
informed consent form.

Instruments
All participants completed six computerized executive function tasks. These tasks were
adapted versions of the tasks Friedman et al. (2008) described and measured the
executive components shifting (Category Switch and Number Switch Tasks), updating
(Spatial 2-Back and Letter Memory Tasks) and inhibition (Stop Signal and Antisaccade
Tasks). The tasks were programmed in PsychoPy version 1.83.03 and reaction times (in
ms) were measured with a button-box. All tasks were subdivided into multiple blocks
of trials, preceded by practice trials, and only correct trials were used to calculate outcome measures. Task instructions remained visible on the screen during each trial to
avoid reduced performance due to memory deficits. The order of the tasks was counterbalanced. All tasks were extensively piloted and modified if necessary, confirming
that administering to cognitively impaired individuals was feasible, yet avoiding ceiling
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Figure 1. Schematic overview of the paradigms tapping into the three executive domains shifting,
updating and inhibition.

performance in cognitively unimpaired individuals (see Moerman – van den Brink
et al., 2019, for a more detailed description and Figure 1 for a schematic overview of
the tasks).

Shifting
The Category Switch Task is designed to measure shifting ability by switching between
two tasks: categorizing words into living/nonliving objects versus categorizing the
same words into larger/smaller than a soccer ball. 150 ms before each trial, a cue (a
picture of a heart for ‘living/nonliving’ and a soccer ball for ‘larger/smaller than a soccer ball’) indicated which instruction should be followed. The dependent variable was
the switch cost, calculated as the difference between the median reaction time (RT) of
the correct switch trials and the median RT of the correct no-switch trials.
The Number Letter Switch Task also contained switching between two tasks: to
indicate whether a number-letter pair (e.g. 4 G, K3) was even/odd or to indicate the
same number-letter pair as a vowel/consonant. The position of the number-letter pair
(above or below a line) served as a cue for which task to be performed. Switch cost
operated as the dependent variable.
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Updating
The Spatial 2-Back Task was designed to measure updating ability. In this task, ten
squares were placed in a circle. In each trial, one square was briefly highlighted for
500 ms, after which participants had to respond if this square was the same as the
one highlighted two trials earlier. Participants were instructed to remember a series of
two target locations, while constantly adding a new target location and ignoring the
last target location. The dependent variable was the percentage of correct answers.
The Letter Memory Task also required constant updating of information. In this
task, a letter was presented on the screen for 2,500 ms after which another letter was
presented. After each letter, participants were required to verbally rehearse the last
two letters presented. The dependent variable was the percentage of correct answers
(as measured by the researcher).
Inhibition
The Antisaccade Task was designed to measure inhibition. In this task, participants
were required to attend to the opposite direction of a briefly presented (150 ms) black
square (22  22 mm), thus inhibiting the automatic tendency to make a saccade to
that cue. After this cue, an open square with an arrow (16 mm) was presented at the
opposite side for 175 ms, followed by a grey square masking the arrow. Participants
were instructed to indicate whether the arrow was pointing to the left or to the right.
We measured the percentage of correct answers as the dependent variable.
In the Stop Signal Task, participant first had to categorize a series of words as being
an animal or non-animal as fast as possible. After 98 trials, they were instructed not to
respond when they heard a tone (100 ms). This signal was presented in 25% of target
trials at one of three possible times: 50 ms before the participant’s average reaction
time (calculated from the practice trials); 225 ms before the average reaction time or
50 ms after the onset of the trial. The dependent variable was the stop-signal RT, calculated following Friedman et al. (2008).
Neuropsychiatric symptoms
Neuropsychiatric symptoms were measured using the validated Dutch version of the
Neuropsychiatric Inventory – Questionnaire (NPI-Q; Kaufer et al., 2000; De Jonghe
et al., 2003). The NPI-Q is a brief informant version of the standard NPI and measures
12 domains of neuropsychiatric symptom. Caregiver/informants were first asked to
indicate whether a symptom is present with “yes” or “no”. In the case of “yes”, informants rated the severity of that symptom on a 3-point Likert scale (“mild”, “moderate”
or “severe”). Total severity score is the sum of individual severity scores and can range
from 0  36. The NPI-Q is widely used and has acceptable psychometric properties
(Kaufer et al., 2000; Tate, 2010). Although informant reports have a potential bias, for
instance ratings being affected by the quality of the relationship to the patient, the
informant’s perspective is likely to be more valid than the ratings from the patients
with KS, as they typically lack insight into their own disorder, thus providing a less
valid estimate of their neuropsychiatric symptoms (Arts et al., 2017; Gerridzen et al.,
2019; Walvoort et al., 2016).
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Table 2. Descriptive results of the executive function tasks.
N
Shifting
Category Switch, ms
Number Letter Switch, ms
Updating
Spatial 2-Back, % correct
Letter Memory, % correct
Inhibition
Antisaccade, % correct
Stop Signal, ms
a

45
46

M
1,265
1,611

SD

Min

Max

1,215
1,131

661
3

5464
4037

Skewnessa

Kurtosisa

1.39
0.86

2.83
.20

45
47

55.0
76.3

16.9
26.5

10.4
11.1

77.1
100

1.34
.72

1.22
.29

47
45

74.5
540

9.5
146

50.0
297

85.2
963

.99
.44

.31
.19

For accuracy measures, skewness and kurtosis are calculated from arcsine transformed scores.

Other measures
Intelligence was estimated using the Dutch version of the National Adult Reading Test
(NART; Schmand et al., 1992). General cognitive functioning was measured with the
validated Dutch version of the Montreal Cognitive Assessment, version 7.1 (MoCA;
Nasreddine et al., 2005).

Procedure
Patients were invited to participate if they fulfilled the inclusion criteria. Assessment
sessions lasted up to 1.5 hours and were subdivided into blocks of 30 minutes, if
necessary. The MoCA was completed prior to the assessment of the executive tasks.
Professional caregivers (patients’ primary nurses), who knew the patient well, completed the NPI-Q and provided other data such as demographics, medication use,
abstinence period and medical history.

Data analysis
Results were analyzed using the IBM Statistical Package for the Social Sciences (SPSS)
Version 25. Details on the analyses of the executive tasks are described in Moerman –
van den Brink et al. (2019). First, a factor analysis was conducted using principal axis
factoring and direct oblimin rotation on the six experimental tasks to examine shared
variance of the executive function tasks. Subsequently, factor scores were created
using regression. Next, a regression analysis was performed to examine whether
neuropsychiatric symptoms can be predicted by executive functioning, with the MoCA
and the executive factor scores as predictors and the NPI-Q total score as the dependent variable. In addition, two interaction effects were calculated to examine whether
the MoCA moderates the relationship between the executive subcomponents and
neuropsychiatric symptoms, by multiplying the z-scores of the MoCA and each factor
score and adding this score as a predictor in the aforementioned regression analysis.
We checked the assumptions of normality for all measures (by examining the P-P plots
and the skewness and kurtosis statistics), and checked the specific assumptions for factor analysis and multiple regression analysis (e.g. linearity, homoscedastity, and the
absence of multicollinearity).
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Table 3. Intercorrelations (Pearson’s r) between the z-scores of the executive function
tasks (N ¼ 45).
Category Switch
Number Letter Switch
r
.49
N
45
Letter Memory
r
.08
N
45
Spatial 2-Back
r
.13
N
45
Antisaccade
r
.03
N
45
Stop Signal
r
.22
N
45


Number Letter Switch

Letter Memory

Spatial 2-Back

Antisaccade

.26
47
.17
47

.32
45

.28
47

.27
47

.50
45

.053
45

.23
45

.27
45

.01
45

p < .05.
p < .001.



Results
Table 1 shows the descriptive statistics of the NPI-Q. Most frequently reported symptoms included agitation/aggression (58.1%), irritability/lability (55.8%) and apathy
(48.8%). Descriptive statistics for the executive functioning tasks are presented in
Table 2. Table 3 shows three significant correlations, one between both shifting tasks,
one between both updating tasks, and one between an updating (Spatial 2-Back task)
and an inhibition task (Antisaccade task). The normality assumption was met and no
violations of linearity, homoscedastity or multicollinearity were found.
A factor analysis was conducted on the executive function measures. The KaiserMeyer-Olkin measure was .55, which is acceptable. Based on eigenvalues >1 and the
scree plot, a two-factor model was extracted. Table 4 shows the factor loadings after
rotation. Factor 1 represents the shifting ability, while factor 2 is a combined representation of updating and inhibition.
Table 5 shows the relationship between the executive function factors, the MoCA
and the NPI-Q. Only the MoCA was significantly related to the NPI-Q. Also, a significant
relationship was found between the MoCA and the Updating/inhibition factor. A regression analysis was executed with the NPI-Q as the criterion variable, with the MoCA and
two executive factors as predictors. Additionally, to examine whether the MoCA serves
as a moderator between the EF predictors and the NPI-Q, two interaction variables
(MoCA  Shifting; MoCA  Updating/Inhibition) were added as predictors to the analysis.
The model was not statistically significant (F(5,39) ¼ 1.62; p ¼ .18), see Table 6.

Discussion
The aim of the present study was to examine the relationship between executive dysfunction and neuropsychiatric symptoms in patients with KS. With regards to the
included executive functions, factor analysis resulted in a two-factor model with a
combined factor of updating/inhibition, and a shifting factor. We did not observe any
significant relations between these two executive factors on the one hand, and
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Table 4. Summary of factor analysis for the executive function measures.
Category Switch task
Number Letter Switch task
Letter Memory task
Spatial 2-Back task
Antisaccade task
Stop Signal task

Shifting

Updating/Inhibition

.798
.702
.018
.088
.155
.246

.108
.192
.488
.734
.529
.290

Note. Factor loadings >.40 appear in bold. N ¼ 44.

Table 5. Correlations (Pearson’s r) between general cognitive functioning, executive functioning
and neuropsychiatric symptoms in patients with Korsakoff’s syndrome.
MoCA
Shifting
r
N
Updating/inhibition
r
N
NPI-Q
r
N

Shifting

Updating/inhibition

.10
44
.38
44

.03
44

.43
43

.03
40

.01
40
Note. MoCA ¼ Montreal Cognitive Assessment; NPI-Q ¼ Neuropsychiatric Inventory – Questionnaire. p < .05
p < .01.

Table 6. Linear model of predictors of neuropsychiatric symptoms and their interaction effects.
Constant
MoCA
Shifting
Updating/inhibition
MoCA  Shifting
MoCA  Updating/inhibition

B

SE B

6.18
1.88
.31
.30
.83
.82

.77
.79
.92
.94
.91
.82

b

p

.39
.06
.06
.15
.16

<.001
.023
.740
.748
.372
.325

Note. R2 ¼ .19; N ¼ 40; MoCA ¼ Montreal Cognitive Assessment.

informant-based reports of neuropsychiatric symptoms on the other. General cognitive
functioning was found to be related to neuropsychiatric symptoms. Finally, we did not
find a moderating effect of the MoCA between executive dysfunction and neuropsychiatric symptoms.
In the current patient sample, neuropsychiatric symptoms were very common
(85.7% of the patients with KS showed at least one symptom), this prevalence was
slightly lower than the 96.4% rate in a sample of KS patients reported by Gerridzen
et al. (2018). For comparison, a systematic review of inpatients with dementia shows a
mean prevalence rate of 82% of patients having at least one neuropsychiatric symptom (Selbaek et al., 2013). In addition to the brain dysfunction in KS, alcohol use disorder itself co-occurs with other psychiatric conditions (Hasin et al., 2007). These
combined factors may explain the high prevalence of the neuropsychiatric symptoms
found in KS samples, because some of these symptoms will also occur in the context
of a psychiatric disorder.
With respect to executive functions, we found a two-factor model instead of a
three- or nested-factor model previously described by Friedman and Miyake (2017). In
accordance with earlier findings (Klauer et al., 2010), shifting could be dissociated from
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updating and working memory in the current study, with moderate inter-task correlations (.49) between the two shifting tasks and factor loadings > .70. This is in contrast
to updating and inhibition, which could not be differentiated in the current patient
sample. A two-factor model of executive function may reflect more unidimensionality
within executive function organization in patients with KS than in healthy controls,
which is in line with the idea that individuals with lower mental abilities show less differentiated cognitive profiles, also known as Spearman’s law of diminishing returns
(Spearman, 1927). Low test performances in people with lower mental abilities (due to
younger age, lower intelligence or neurological disorders) might thus reflect a (diminished) general ability (g) rather than specific cognitive impairment. The unity/diversity
model seems to capture the organization of executive functions mainly in cognitively
healthy adult populations, which may not be applicable in lower-ability groups
(Biesmans et al., 2019; Janssen et al., 2013; Karr et al., 2018). Earlier studies that found
a significant association between executive dysfunction and neuropsychiatric symptoms (Brodaty et al., 2012; McPherson et al., 2002) did not take general cognitive functioning into account and used executive measures that could be argued to be task
impure. The problem with the latter is that task-impure measures are likely influenced
by other abilities such as processing speed, which are related to general cognitive
functioning (Floyd et al., 2010; Salthouse, 2005). Studies that did control for general
cognitive functioning found significant associations between general cognitive functioning and neuropsychiatric symptoms or apathy, but not for specific executive function measures (Brodaty et al., 2005; Senanarong et al., 2005). Current results suggest
similar associations, since general cognitive functioning was correlated to neuropsychiatric symptoms, while the executive measures were not. Notwithstanding the results
of the overall regression model, the correlation between general cognitive functioning
and neuropsychiatric symptoms (r ¼ .43; p < .01; see Table 5), and the magnitude
of the standardized beta coefficient of general cognitive functioning (b ¼ .39; p ¼
.023; see Table 6) confirms the association between general cognitive functioning and
neuropsychiatric symptoms.
Some issues concerning task selection should be discussed. Executive dysfunction
was measured with experimental tasks for which the psychometric properties (such as
reliability and predictive validity) are unknown. However, the tasks used were adapted
versions of Friedman et al. (2008), which are widely used to study executive dysfunction and to overcome task-impurity (Friedman, 2016; Snyder et al., 2015). Task adjustments for the current study resulted in a decrease in length and complexity, but did
not, in our view, change the nature and validity of the tasks. Additionally, patients as
well as cognitively unimpaired controls were able to complete the tasks without floor
effects (Moerman – van den Brink et al., 2019). In addition, we did not use the tasks
themselves as predictors in our model, but utilized their aggregated measures (established through factor analysis) in order to rule out non-executive task demands such
as processing speed, or reading ability as much as possible. Another point of discussion concerns the measurement of neuropsychiatric symptoms. The NPI-Q was
designed to measure neuropsychiatric symptoms from a broad spectrum (Tiel et al.,
2015). It is possible that executive dysfunction is related to some neuropsychiatric
symptoms (Gerridzen et al., 2018), but not to others. Moreover, the distinct
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neuropsychiatric symptoms are rated on a 3-point scale and are considered unidimensional, which might not be the case for all neuropsychiatric symptoms. Apathy, for
instance, can be considered a multifaceted construct, with the presence of identifiable
subtypes (Husain & Roiser, 2018; Radakovic & Abrahams, 2018C; Robert et al., 2010).
Previous investigations aimed to identify clusters of neuropsychiatric symptoms on the
NPI, such as ‘hyperactivity’, ‘psychosis’, ‘affective syndrome’ and ‘apathy’ (Aalten et al.,
2008). We did not include clusters of the NPI-Q in our analyses due to the modest
sample size. Sample size should also be taken into account when interpreting the
non-significant results of the model, since general effects may have reached significance if a larger sample size was used. Given the modest sample size, we argue that
our results are somewhat equivocal and should be treated with caution. However,
while limited from an epidemiological perspective, our sample size of 47 patients with
KS is still one of the largest KS samples to date in which detailed cognitive measurements have been performed (with study samples typically consisting of 15 to 25 cases;
e.g. El Haj & Nandrino, 2018; Brion et al., 2017; Laniepce et al., 2019). Another point
regarding our sample is that some clinical details are not available, such as the age at
which KS was diagnosed or the average amount of alcohol consumed previously.
However, such information is extremely difficult to validly obtain in patients with KS
as most patients are not able to reproduce this information correctly and in many
cases there are no relatives who can give this sort of information. It is recommended
that future studies, ideally in larger samples, should focus on more in-depth measures
of neuropsychiatric and behavioral symptoms.
In sum, neuropsychiatric symptoms are highly prevalent in KS patients, in addition
to profound executive deficits (Moerman – van den Brink et al., 2019). A two-factor
model of executive function, with shifting and a combined factor of updating/inhibition, was not related to the presence and severity of neuropsychiatric symptoms.
General cognitive functioning is found to be related to neuropsychiatric
symptoms. Patients with severe cognitive deficits tend to have more neuropsychiatric
symptoms. We argue that in patients with KS diminished cognitive differentiation may
account for the absence of significant association between executive function and
neuropsychiatric symptoms. The high prevalence of both cognitive and behavioral
problems in KS motivates the need to investigate both constructs in more detail to
develop better treatments or compensatory strategies for patients.

Acknowledgements
The authors thank Karina Burger, Leonie Mengerink and Melissa van Zeist for assisting in data
collection. We are also grateful to Giovanni ten Brink for his statistical advice.

Disclosure statement
No potential conflict of interest was reported by the authors.

Funding
This work was partially supported by funding from the Topcare Foundation [Date: 2015-10-19].

THE CLINICAL NEUROPSYCHOLOGIST

751

ORCID
Wiltine G. Moerman – van den Brink
http://orcid.org/0000-0002-3056-542X
Roy P. C. Kessels
http://orcid.org/0000-0001-9500-9793

References
Aalten, P., Verhey, F. R. J., Boziki, M., Brugnolo, A., Bullock, R., Byrne, E. J., Camus, V., Caputo, M.,
Collins, D., De Deyn, P. P., Elina, K., Frisoni, G., Holmes, C., Hurt, C., Marriott, A., Mecocci, P.,
Nobili, F., Ousset, P. J., Reynish, E., … Robert, P. H. (2008). Consistency of neuropsychiatric
syndromes across dementias: Results from the European Alzheimer Disease Consortium.
Dementia and Geriatric Cognitive Disorders, 25(1), 1–8. doi:10.1159/000111082
American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders.
(5th ed.). American Psychiatric Association.
Arts, N. J. M., Walvoort, S. J. W., & Kessels, R. P. C. (2017). Korsakoff’s syndrome: A critical review.
Neuropsychiatric Disease and Treatment, 13, 2875–2890. doi:10.2147/NDT.S130078
Baggetta, P., & Alexander, P. (2016). Conceptualization and operationalization of executive function. Mind, Brain, and Education, 10(1), 10–33. doi:10.1111/mbe.12100
Biesmans, K. E., van Aken, L., Frunt, E. M. J., Wingberm€
uhle, P. A. M., & Egger, J. I. M. (2019).
Inhibition, shifting and updating in relation to psychometric intelligence across ability groups
in the psychiatric population. Journal of Intellectual Disability Research, 63(2), 149–160. doi:10.
1111/jir.12559
Brion, M., D’Hondt, F., Lannoy, S., Pitel, A., Davidoff, D. A., & Maurage, P. (2017). Crossmodal
processing of emotions in alcohol-dependence and Korsakoff syndrome. Cognitive
Neuropsychiatry, 22(5), 436–451. doi:10.1080/13546805.2017.1373639
Brion, M., Pitel, A., Beaunieux, H., & Maurage, P. (2014). Revisiting the continuum hypothesis:
Toward an in-depth exploration of executive functions in Korsakoff syndrome. Frontiers in
Human Neuroscience, 8, 498. doi:10.3389/fnhum.2014.00498
Brodaty, H., Heffernan, M., Draper, B., Reppermund, S., Kochan, N. A., Slavin, M. J., Trollor, J. N., &
Sachdev, P. S. (2012). Neuropsychiatric symptoms in older people with and without cognitive
impairment. Journal of Alzheimer’s Disease, 31(2), 411–420. doi:10.3233/JAD-2012-120169
Brodaty, H., Sachdev, P., Withall, A., Altendorf, A., Valenzuela, M., & Lorentz, L. (2005). Frequency
and clinical, neuropsychological and neuroimaging correlates of apathy following stroke: The
Sydney Stroke Study. Psychological Medicine, 35(12), 1707–1716. doi:10.1017/
S0033291705006173
Chen, C. T., Chang, C.-C., Chang, W.-N., Tsai, N.-W., Huang, C.-C., Chang, Y.-T., Wang, H.-C., Kung,
C.-T., Su, Y.-J., Lin, W.-C., Cheng, B.-C., Su, C.-M., Hsiao, S.-Y., Hsu, C.-W., & Lu, C.-H. (2017).
Neuropsychiatric symptoms in Alzheimer’s disease: Associations with caregiver burden and
treatment outcome. QJM: An International Journal of Medicine, 110(9), 565–570. doi:10.1093/
qjmed/hcx077
Chen, S., Sultzer, D., Hinkin, C., Mahler, M., & Cummings, J. (1998). Executive dysfunction in
Alzheimer’s disease: Association with neuropsychiatric symptoms and functional impairment.
The Journal of Neuropsychiatry and Clinical Neurosciences, 10(4), 426–432. doi:10.1176/jnp.10.
4.426
Diamond, A. (2013). Executive functions. Annual Review of Psychology, 64(1), 135–168. doi:10.
1146/annurev-psych-113011-143750
Egger, J., Mey de, H., Wester, A., & Derksen, J. (2002). Korsakoff’s syndrome on the MMPI-2. Acta
Neuropsychiatrica, 14(5), 231–236. doi:10.1034/j.1601-5215.2002.140506.x
El Haj, M., & Nandrino, J. L. (2018). Seeing life through rose-colored spectacles: Autobiographical
memory as experienced in Korsakoff’s syndrome. Consciousness and Cognition, 60, 9–16. doi:
10.1016/j.concog.2018.02.007
Floyd, R., Bergeron, R., Hamilton, G., & Parra, G. (2010). How do executive functions fit with the
Cattell-Horn-Carroll model? Some evidence from a joint factor analysis of the Delis-Kaplan

752

W. G. MOERMAN–VANDENBRINK ET AL.

executive function system and the Woodcock-Johnson III tests of cognitive abilities.
Psychology in the Schools, 47, 721–738. doi:10.1002/pits.20500
Friedman, N. (2016). Research on individual differences in executive functions. Linguistic
Approaches to Bilingualism, 6(5), 535–548. doi:10.1075/lab.15041.fri
Friedman, N., & Miyake, A. (2017). Unity and diversity of executive functions: individual differences as a window on cognitive structure. Cortex, 86, 186–204. doi:10.1016/j.cortex.2016.04.023
Friedman, N., Miyake, A., Young, S., DeFries, J., Corley, R., & Hewitt, J. (2008). Individual differences in executive functions are almost entirely genetic in origin. Journal of Experimental
Psychology: General, 137(2), 201–225. doi:10.1037/0096-3445.137.2.201
Gerridzen, I. J., & Goossensen, M. A. (2014). Patients with Korsakoff syndrome in nursing homes:
Characteristics, comorbidity and use of psychotropic drugs. International Psychogeriatrics,
26(1), 115–121. doi:10.1017/S1041610213001543
Gerridzen, I. J., Hertogh, C. M., Depla, M. F., Veenhuizen, R. B., Verschuur, E. M. L., & Joling, K. J.
(2018). Neuropsychiatric symptoms in people with Korsakoff syndrome and other alcoholrelated cognitive disorders living in specialized long-term care facilities: Prevalence, severity,
and associated caregiver distress. Journal of the American Medical Directors Association, 19(3),
240–247. doi:10.1016/j.jamda.2017.09.013
Gerridzen, I. J., Joling, K. J., Depla, M. F., Veenhuizen, R. B., Verschuur, E. M. L., Twisk, J., &
Hertogh, C. M. (2019). Awareness and its relationships with neuropsychiatric symptoms in
people with Korsakoff syndrome or other alcohol-related cognitive disorders living in specialized nursing homes. International Journal of Geriatric Psychiatry, 34(6), 836–845. doi:10.1002/
gps.5093
Gerridzen, I. J., Moerman-van den Brink, W. G., Depla, M. F., Verschuur, E. M. L., Veenhuizen,
R. B., Wouden, J. C., Hertogh, C. M., & Joling, K. J. (2017). Prevalence and severity of behavioural symptoms in patients with Korsakoff syndrome and other alcohol-related cognitive disorders: a systematic review. International Journal of Geriatric Psychiatry, 32(3), 256–273. doi:10.
1002/gps.4636
Gleichgerrcht, E., Chade, A., Torralva, T., Roca, M., & Manes, F. (2011). Comparing the neuropsychiatric profile of patients with Alzheimer disease who present spared versus impaired
executive functioning. Current Gerontology and Geriatrics Research, 2011, 1–5. doi:10.1155/
2011/514059
Harding, A., Halliday, G., Caine, D., & Kril, J. (2000). Degeneration of anterior thalamic nuclei differentiates alcoholics with amnesia. Brain, 123(1), 141–154. doi:10.1093/brain/123.1.141
Hasin, D., Stinson, F., Ogburn, E., & Grant, B. (2007). Prevalence, correlates, disability, and comorbidity of DSM-IV alcohol abuse and dependence in the United States: results from the
national epidemiologic survey on alcohol and related conditions. Archives of General
Psychiatry, 64(7), 830–842. doi:10.1001/archpsyc.64.7.830
Hatoum, A. S., Rhee, S. H., Corley, R. P., Hewitt, J. K., & Friedman, N. P. (2018). Do executive functions explain the covariance between internalizing and externalizing behaviors? Development
and Psychopathology, 30(4), 1371–1317. doi:10.1017/S0954579417001602
Husain, M., & Roiser, J. P. (2018). Neuroscience of apathy and anhedonia: A transdiagnostic
approach. Nature Reviews Neuroscience, 19, 470–484. doi:10.1038/s41583-018-0029-9
Janssen, G., Aken, L. v., Mey, H. d., Witteman, C., & Egger, J. (2013). Decline of executive function
in a clinical population: age, psychopathology, and test performance on the Cambridge
Neuropsychological Test Automated Battery (CANTAB). Applied Neuropsychology: Adult, 21(3),
210–219. doi:10.1080/09084282.2013.793191
Jonghe, J. F. d., Kat, M. G., Kalisvaart, C. J., & Boelaarts, L. (2003). Neuropsychiatric Inventory vragenlijstversie (NPI-Q): Validiteitsaspecten van de Nederlandse versie [Neuropsychiatric
Inventory Questionnaire (NPI-Q). A validity study of the Dutch form]. Tijdschrift Voor Gerontologie
en Geriatrie, 34, 74–77.
Karr, J., Areshenkoff, C., Rast, P., Hofer, S., Iverson, G., & Garcia-Barrera, M. (2018). The unity and
diversity of executive functions: A systematic review and re-analysis of latent variable studies.
Psychological Bulletin, 144(11), 1147–1185. doi:10.1037/bul0000160

THE CLINICAL NEUROPSYCHOLOGIST

753

Kaufer, D. I., Cummings, J. L., Ketchel, P., Smith, V., MacMillan, A., Shelley, T., Lopez, O. L., &
DeKosky, S. T. (2000). Validation of the NPI-Q, a brief clinical form of the neuropsychiatric
inventory. The Journal of Neuropsychiatry and Clinical Neurosciences, 12(2), 233–239. doi:10.
1176/jnp.12.2.233
Kawagoe, T., Onoda, K., & Yamaguchi, S. (2017). Apathy and executive function in healthy elderly-resting state fMRI study. Frontiers in Aging Neuroscience, 9, 124. doi:10.3389/fnagi.2017.
00124
Kessels, R. (2019). Improving precision in neuropsychological assessment: Bridging the gap
between classic paper-and-pencil tests and paradigms from cognitive neuroscience. The
Clinical Neuropsychologist, 33(2), 357–368. doi:10.1080/13854046.2018.1518489
Klauer, K. C., Schmitz, F., Teige-Mocigemba, S., & Voss, A. (2010). Understanding the role of
executive control in the Implicit Association Test: why flexible people have small IAT effects.
Quarterly Journal of Experimental Psychology, 63(3), 595–619. doi:10.1080/17470210903076826
Laniepce, A., Segobin, S., Lannuzel, C., Boudehent, C., Ritz, L., Urso, L., Vabret, F., Eustache, F.,
Beaunieux, H., Rauchs, G., & Pitel, A. -L. (2019). Neuropsychological and neuroimaging examinations of self-reported sleep quality in alcohol use disorder with and without Korsakoff’s syndrome. Alcoholism: Clinical and Experimental Research, 43(5), 952–964. doi:10.1111/acer.13997
Maharasingam, M., Macniven, J., & Mason, O. (2013). Executive functioning in chronic alcoholism
and Korsakoff syndrome. Journal of Clinical and Experimental Neuropsychology, 35(5), 501–508.
doi:10.1080/13803395.2013.795527
Maust, D. T., Langa, K. M., Blow, F. C., & Kales, H. C. (2017). Psychotropic use and associated
neuropsychiatric symptoms among patients with dementia in the USA. International Journal
of Geriatric Psychiatry, 32(2), 164–174. doi:10.1002/gps.4452
McPherson, S., Fairbanks, L., Tiken, S., Cummings, J., & Back-Madruga, C. (2002). Apathy and
executive function in Alzheimer’s disease. Journal of the International Neuropsychological
Society, 8(3), 373–381. doi:10.1017/S1355617702813182
Moerman-van den Brink, W. G., Van Aken, L., Verschuur, E. M. L., Walvoort, S. J. W., Egger,
J. I. M., & Kessels, R. P. C. (2019). Executive dysfunction in patients with Korsakoff’s syndrome:
A theory-driven approach. Alcohol and Alcoholism, 54(1), 23–29. doi:10.1093/alcalc/agy078
Nasreddine, Z. S., Phillips, N. A., Bedirian, V., Charbonneau, S., Whitehead, V., Collin, I.,
Cummings, J. L., & Chertkow, H. (2005). The Montreal Cognitive Assessment, MoCA: A brief
screening tool for mild cognitive impairment. Journal of the American Geriatrics Society, 53(4),
695–699. doi:10.1111/j.1532-5415.2005.53221.x
Nikolakaros, G., Kurki, T., Paju, J., Papageorgiou, S. G., Vataja, R., & Ilonen, T. (2018). Korsakoff
syndrome in non-alcoholic psychiatric patients. Variable cognitive presentation and impaired
frontotemporal connectivity. Frontiers in Psychiatry, 9, 204. doi:10.3389/fpsyt.2018.00204
Oort, R. v., & Kessels, R. P. C. (2009). Executive dysfunction in Korsakoff’s syndrome: Time to
revise the DSM criteria for alcohol-induced persisting amnestic disorder? International Journal
of Psychiatry in Clinical Practice, 13, 78–81. doi:10.1080/13651500802308290
Packwood, S., Hodgetts, H., & Tremblay, S. (2011). A multiperspective approach to the conceptualization of executive functions. Journal of Clinical and Experimental Neuropsychology, 33(4),
456–471. doi:10.1080/13803395.2010.533157
Robert, P., Mulin, E., David, R., & Mallea, P. (2010). Apathy diagnosis, assessment, and treatment
in Alzheimer’s disease. CNS Neuroscience & Therapeutics, 16(5), 263–271. doi:10.1111/j.17555949.2009.00132.x
Roberts, M. E., Tchanturia, K., Stahl, D., Southgate, L., & Treasure, J. (2007). A systematic review
and meta-analysis of set-shifting ability in eating disorders. Psychological Medicine, 37(8),
1075–1084. doi:10.1017/S0033291707009877
Salthouse, T. (2005). Relations between cognitive abilities and measures of executive functioning. Neuropsychology, 19(4), 532–545. doi:10.1037/0894-4105.19.4.532
Schmand, B., Lindeboom, J., & Van Harskamp, F. (1992). Nederlandse Leestest voor Volwassenen:
Handleiding [Dutch Adult Reading Test: Manual]. Swets & Zeitlinger.

754

W. G. MOERMAN–VANDENBRINK ET AL.

Selbæk, G., Engedal, K., & Bergh, S. (2013). The prevalence and course of neuropsychiatric symptoms in nursing home patients with dementia: A systematic review. Journal of the American
Medical Directors Association, 14(3), 161–169. doi:10.1016/j.jamda.2012.09.027
Senanarong, V., Poungvarin, N., Jamjumras, P., Sriboonroung, A., Danchaivijit, C.,
Udomphanthuruk, S., & Cummings, J. (2005). Neuropsychiatric symptoms, functional impairment and executive ability in Thai patients with Alzheimer’s disease. International
Psychogeriatrics, 17(1), 81–90. doi:10.1017/S1041610205000980
Snyder, H. R., Miyake, A., & Hankin, B. L. (2015). Advancing understanding of executive function
impairments and psychopathology: Bridging the gap between clinical and cognitive
approaches. Frontiers in Psychology, 6, 328. doi:10.3389/fpsyg.2015.00328
Spearman, C. (1927). The abilities of man: Their nature and measurement. Macmillan.
Tate, R. L. (2010). A compendium of tests, scales and questionnaires: The practitioner’s guide to
measuring outcomes after acquired brain impairments. Psychology Press.
Tiel, C., Sudo, F., Alves, G., Ericeira-Valente, L., Moreira, D., Laks, J., & Engelhardt, E. (2015).
Neuropsychiatric symptoms in vascular cognitive impairment: A systematic review. Dementia
& Neuropsychologia, 9, 230–236. doi:10.1590/1980-57642015dn93000004
Walvoort, S. J. W., van der Heijden, D., Kessels, R. P. C., & Egger, J. I. M. (2016). Measuring illness
insight in patients with alcohol-related cognitive dysfunction using the Q8 questionnaire: A
validation study. Neuropsychiatric Disease and Treatment, 12, 1609–1615. doi:10.2147/NDT.
S104442
Wijnia, J. W., Oudman, E., van Gool, W. A., Wierdsma, A. I., Bresser, E. L., Bakker, J., van de Wiel,
A., & Mulder, C. L. (2016). Severe infections are common in thiamine deficiency and may be
related to cognitive outcomes: A cohort study of 68 patients with Wernicke-Korsakoff syndrome. Psychosomatics, 57(6), 624–633. doi:10.1016/j.psym.2016.06.004

