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The historical review of «psychiatric personality disor-
ders» reveals the lack of convergence of those disorders
with the organic personality disorder (OPD). Only the
psychopathy concept has been used as a psychopa-
thological phenotype for one of the groups of OPD, the so-
called «pseudopsychopaths». These patients have been des-
cribed from the beginning of the xx™ century under the
heading of «frontal lobe syndromen». It was only with the
development of the psychiatric nosologies, towards the
middle of the Xx™" century, that the term «organic persona-
lity disorder» started to be used.

The accumulation of knowledge about the different
prefrontal areas and the development of neuropsychologi-
cal models that try to explain social behavior have opened
new ways of understanding this syndrome. The orbitofron-
tal cortex has been identified as one of the key structures in
behavioral and emotional regulation. Recognition of emo-
tions in voices and faces, empathy, appreciation of humor,
tasks that show «theory of mind» are some of the dimen-
sions included in the examination of the non-cognitive
functions of the prefrontal cortex.

Key words:
Organic personality disorder. Frontal lobe syndrome. Prefrontal cortex. Emotion. Empathy.
«Theory of mind».

Actas Esp Psiquiatr 2007;35(2):115-121

El trastorno organico de la personalidad:
analisis conceptual y estrategias para
la investigacion

La revision historica del concepto de trastorno de la
personalidad en psiquiatria pone de manifiesto que dicha
categoria no converge ni da pie al concepto actual de
trastorno organico de la personalidad (TOP); solamente
el concepto de psicopatia sirve de vifieta fenomenologica
que sera utilizada para la descripcion de algunos de los
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TOP como «seudopsicopaticos». Estos pacientes han sido
descritos desde principios del siglo XX bajo el paraguas
del sindrome del I6bulo frontal; a mediados del siglo XX,
con el desarrollo de las nosologias psiquiatricas se adop-
té el término trastorno organico de la personalidad para
caracterizarlos.

El fraccionamiento de la corteza prefrontal y el des-
arrollo de modelos neuropsicolégicos que tratan de ex-
plicar la conducta social han abierto nuevas posibilida-
des de exploracion y comprension de esta patologia. La
distincion anatomofuncional entre corteza ventral y cor-
teza dorsolateral sefiala a la primera como responsable
de la modulacién emocional y conductual. La evaluacion
del reconocimiento de emociones en voces y caras, de la
empatia, del sentido del humor y de la «teoria de la men-
te» son algunas de las nuevas herramientas de que dispo-
nemos para explorar las funciones no cognitivas de la
corteza prefrontal.

Palabras clave:

Trastorno organico de personalidad. Sindrome del [6bulo frontal. Cértex prefrontral. Emo-
cion. Empatia. «Teoria de la menten.

INTRODUCTION

The tenth edition of the International Classification of
Disease (ICD-10) includes «organic personality disorder
(OPD)» (FO7.0) among its list of diagnoses’. The equivalent
category in the DSM-IV receives the name of «change of
personality due to medical disease» (310.1)%

The definition of this disorder is not simple. In the
ICD-10, reference is made to specific alterations of the emo-
tions, impulses, needs and more complex cognitive process-
es such as activity planning and forecast of social and per-
sonal consequences. In the DSM-IV description, the most
frequent changes are mentioned as «affective instability,
poor impulse control, outbursts of aggression or rage,
apathy, suspiciousness or paranoid ideation». The subtypes
(labile, disinhibited, aggressive, apathetic, paranoid) appear
in both classifications, although only in the version called
«research criteria» in the ICD-10. Both its provisionality and
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the need to investigate the validity of the different clinical
profiles proposed are stressed in this version. Both nosologic
systems stress the need for evidence of brain disease to make
the diagnosis. The DSM-IV also includes a criterion referring
to the necessary impact of the picture in form of significant
occupational or social impairment.

In spite of the clear recognition that this diagnostic cate-
gory has in the psychiatric nosologies and in the scales used
to evaluate post-traumatic sequels®, the research done on it
is very limited. In this review, a conceptual framework is
proposed for investigation on the organic personality disor-
der. The authors are psychiatrists and neuropsychologists
who work in multidisciplinary services monographically de-
dicated to rehabilitation and evaluation of patients with ac-
quired brain damage. The objectives of this reflection are
the following:

— Initiate a conceptual analysis of the organic persona-
lity disorder as a diagnostic category.

— Review the alternative forms of approaching the
description and typing of these patients developed
by psychiatrists, neurologists and neuropsycholo-
gists.

— Based on this revision, suggest research strategies that
may contribute to the advance of knowledge in this
area.

PERSONALITY AND ITS DISORDERS
IN PSYCHIATRIC NOSOLOGY

«Personality», «constitution», «character», «tempera-
menty», «self», voneself», are some of the terms used to re-
fer to the psychological characteristics that underline the
behavior of each person and makes him/her a psychologi-
cally unique and differentiated individual. The detailed re-
view of the history of each one of them goes beyond the
aims of this study, but may be consulted in the work of
Berrios*®.

The term «personality» was dominant and this originated
to a great degree in the work of Kurt Schneider entitled
«Die psychopathischen Personlichkeiten»S. The repercussion
of this work condemned the terms «constitution» and «tem-
perament» to a certain ostracism. The latter term continues
to be used and refers to the aspects contributing to shape
the personality and that are more biologically determined,
almost always by genetic inheritance.

The origin of personality disorder
as diagnostic category

During the xvill century, mental diseases were considered
as intellect disorders. It was Pinel” who introduced the con-
cept of mental disorder with conservation of the intellect,

thus breaking with the purely intellectualistic view of mad-
ness. Manie sans delire” describes an affective disorder (with
intact intellect), characterized by fury, aggressiveness, emo-
tional instability and social maladjustment*8. Esquirol® ad-
hered to this reflection, proposing the category of mono-
mania that implied partial alteration of reason, emotion
and will.

This conceptual definition reflects something that was
occurring on the diagnostic level, differentiation between
abnormalities of behavior and other forms of «madness»
such as schizophrenic psychosis, mania, depression or de-
mentia. Two centuries later, psychopathy was constituted
regarding this diagnostic group.

Towards a modern concept of psychopathy

Craft'® proposed the first operative definition of psycho-
pathy as an antisocial disorder in which the primary traits
were absence of emotion in regards to others and tendency
to act impulsively. The secondary traits included aggressive-
ness, lack of shame or remorse, incapacity to learn from ex-
perience and reduction of motivation. In this first defini-
tion, the extraordinary phenomenological similarity with
the present OPD criteria stands out. Practically the only dif-
ference is that a demonstrated organic lesion is not men-
tioned as cause of the clinical syndrome. A few years later,
Cleckley™ established sixteen criteria in his definition of
psychopathy, most of which have been included in the
diagnostic criteria for the Antisocial Personality Disorder
(301.7) of the DSM-IV.

Psychopathy and organicity

While the history of personality disorders, and more spe-
cifically that of antisocial disorder, does not lead us towards
the OPD category, antisocial patients with a history of cri-
minality have been studied under the hypothesis of the
existence of prefrontal dysfunction'>'#. Comparison be-
tween convicts with psychopathy and prisoners without psy-
chopathy provides significant differences in tests sensitive
to ventral frontal functioning (go/no go tasks, odor identifi-
cation tasks), while no differences are observed in tests that
assess dorsolateral functioning or retrorolandic functions'®.
The presence of orbitofrontal dysfunction, accompanying
the psychopathic behavior profile, and in absence of evi-
dence of brain injury, explains the diffuse and heterogene-
ous concept of «minimum cerebral dysfunction» as hypo-
thetical etiological substrate of the mentioned dysfunction
and its behavioral correlates.

*With manie, Pinel is not referring to the present concept of mania but rather
to a persistent state of florid psychosis characterized by aggressiveness and
fury. Délire also is not equivalent to the present delusion, but rather refers to
a disorder of intellect, emotion or will, but rather, in this period, especially of
reasoning.
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Apathy: concept and history

From the phenomenological point of view, in addition to
disinhibited and pseudopsychopathic behavior, apathy is
the other great symptom or syndrome that fills the organic
personality disorder with content. The term «apathy» gives
the name to one of the subtypes and significantly contribu-
tes to the global concept.

Its history is dilated. It was introduced into psychiatric li-
terature at the beginning of the XX century with the mea-
ning of indifference due to the disappearance of emotions.
Until the first World War, lack of will, called «abulia», and
lack of emotions or «apathy» were considered as different
and dissociable symptoms. The disappearance of the con-
cept of apathy as loss of emotions caused a restriction of
the use of this term in the frontal lobe syndrome scope. Re-
surgence of it in the 1970's and 1980's gave rise to a single
mixed concept of apathy in which both concepts are com-
bined'®. Its usage within the frontal lobe syndrome has a
close relationship that has given rise to its prominent role in
the present concept of organic personality disorder.

THE FRONTAL LOBE SYNDROME (FLS)

The study of the personality disorders in patients with
frontal lesions greatly owes its development to the case of
Phineas Gage'’-"%. In 1848, a bar crossed through his head
and injured prefrontal areas of both hemispheres. John
Martyn Harlow, the physician who saw him, described a sur-
prising recovery with preservation of the intellectual func-
tions, but the personality change caught his attention. «Ga-
ge's behavior was now characterized by irritability,
childlessness, obstinacy, lack of consideration towards others,
impatience and lack of impulse control».

The evidence that linked prefrontal lesion with persona-
lity disorder began to be clearly seen at the beginning of
the XX century, giving rise to the use of the term «frontal lobe
syndrome». In his discussion on the frontal lobe symp-
toms, Moritz Jastrowitz?® described a type of dementia in
patients with frontal tumors that was characterized by a rare
and cheerful agitation that he named with the term «mo-
rian. He stressed the inconstancy of the symptoms, the diffi-
culty to describe them and the fact that only some patients
with frontal lesions had it. The syndrome could also be seen
in the initial phases of general paralysis, in dementias and in
alcoholic patients.

Oppenheim knew the work of Jastrowitz when he publi-
shed his article on the clinical manifestations of brain tu-
mors?'. In the section on frontal tumors, he indicated
«psychic abnormality» as a sign with diagnostic value of lo-
cation. Instead of speaking of «moria» or insipidness, he des-
cribed a special «addiction to trivial jokes having a sarcastic
nature» that he called Witzelsucht. The four patients who
had this picture had right frontal lobe tumors, three of

them with invasion to mesial and basal regions. Welt, who
published a case of a depressed frontal fracture with beha-
vior change that abated after a few months, indicated that
the orbital disease was a necessary but not sufficient condi-
tion for the debut of a personality disorder??. In his review
of the literature, an overwhelming majority of the cases
with this presentation had orbital damage, normally docu-
mented by necropsy. However, on the other hand, many
other cases with orbital lesion did not have this personality
disorder.

During the first half of the XX century, there was access to
a large number of cases of prefrontal lesion, many of them as
a consequence of war wounds. The association between pre-
frontal cortex lesion and personality disorder was reinforced,
but the diversity of the clinical presentations has entailed a
serious difficulty since then for the formation of theories on
psychic functions or disturbed basic cognitive functions and
the reactive or adaptive mechanisms they give rise to.

The impossibility of forming a syndromic definition with
a small number of characteristic symptoms became the
main guarantee against the disappearance of the term
«frontal lobe syndrome.» The miscellaneous behavior, affec-
tive and cognitive disorders that may occur in association
with prefrontal lesion continues to be known with an ana-
tomical coined term instead of being substituted by another
name closer to the phenomenological. As Duffy and Camp-
bell accurately stated, this is probably the explanation
which, in the first place, may be called an «inherited anach-
ronism of a strict and old-fashioned localization» (p. 379)%.

FRACTIONING OF THE PREFRONTAL CORTEX
AND ITS SYNDROMES

Stuss et al. have recently summarized their work on pa-
tients with lesions located in different prefrontal regions?*.
The results are the product of simultaneously refining the
differentiation of cognitive processes and location of le-
sions in the front cortex. From this anatomical-functional
point of view, there were four resulting large frontal subdi-
visions, left and right dorsolateral, a single inferior medial
region and another superior medial region.

Emotional and/or behavior disorders are especially pre-
sent when the lesions affect the inferior medial region
(traditionally known as orbitofrontal or ventral bilateral; a
neurobiological substrate of the inhibition and reward pro-
cesses, essential for behavioral self-regulation’?®, Dama-
sio's hypothesis of somatic marker indicates the orbitofron-
tal region as responsible for the formation of emotional
biases acquired by conditioning'8, that orient future re-
sponses to reexperience of a stimulus or situation.

Cummings also dissected the prefrontal cortex, describ-
ing five frontal-subcortical circuits, three of which are re-
lated with behavior syndromes?627:
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— A prefrontal dorsolateral circuit, whose lesion gives rise
to a dysexecutive syndrome.

— A lateral orbitofrontal circuit, whose lesion gives rise
to a syndrome that includes disinhibition, lack of con-
cern, irritability, euphoria, lack of tact, emotional labi-
lity and behavior dependent on external clues.

— Anterior cingulate circuit, related with a syndrome
characterized by apathy and akinetic mutism in the
severest cases.

All these authors have gone deeper into and somehow
overcome the original formulation of the executive func-
tions proposed by Lezak?8: «capacities that permit an effec-
tive, creative and socially accepted behavior.» Their contri-
butions suggest that behavior disorders characteristics of
FLS are the result of failures, among others, in the emotion-
situation-consequence association systems, of non-recogni-
tion of emotions in the other, of the equivalents to the be-
haviors used in social situations, and of disruptions in
mechanisms of initiation to action??, The generic term of
executive functions has been substituted or complemented
by another series of concepts among which that of social
cognition stands out at present.

RESEARCH STRATEGIES WITHIN
NEUROPSYCHIATRY

Before formulating the research strategies, it may be
useful to consider three of the confounding sources that
have harmed the progress of knowledge in this area. Pro-
bably, the most important is the identification of concepts
that belong to different levels of analysis of reality: anato-
mic, neuropsychologic, psychopathologic and even nosolo-
gic. The most obvious is the indiscriminated use of the
terms «frontal functions» and «executive functions»°. There
is much evidence of executive function disorders, or at least
of very poor performance in the tests designed to measure
these functions, in patients with lesions in other areas of
the brain®', and that disorders secondary to frontal lesions
are difficult to classify as dysexecutive syndromes: oculo-
motor disorders, apathy, self-consciousness disorders. The
terms «frontal lobe syndrome,» «organic personality disor-
der» and dysexecutive syndrome» are also used as pseudos-
ynonymous. Although the overlapping between them is un-
deniable®?, it is important to recognize that their
conceptual limits differ as they are marked by the level of
analysis in which they are generated: anatomic for the
«frontal lobe syndrome» psychopathological and nosologi-
cal for the «organic personality disorder» and neuropsycho-
logical for the «dysexecutive syndrome.»

The second scope of confusion refers to the multiple
terms, sometimes interchangeable, that are used in the
study of the organic personality changes: antisocial beha-
vior'?, psychopathy'®, social and moral behavior®?, neuro-
behavioral  symptoms33,  characterological  changes®*,

psychosocial adjustment3®, psychosocial functioning, perso-
nality disorders®® and organic personality disorder®’. This ma-
kes defining syndromes and conceptual and terminologic
consensus difficult.

Fractioning course of the prefrontal region on the one
hand, the recent development of the neuropsychological
models of social behavior (occupied by the lax concept of
executive functions until recently) and the phenomenologi-
cal variability of the organic personality syndromes have
complicated the study of the relationship between these
three levels of knowledge. Figure 1 attempts to represent
the conceptual course that is presently occurring (fig. 1).

Finally, the psychopathological study of these patients
uses personality concept as a reference. This is a complex
psychological construct that includes volitive, emotional
and cognitive components that articulate and generate
usual behavior patterns. The relationship between persona-
lity and neurobiological substrates is confusing. When we
speak of a personality disorder, the situation is very differ-
ent from when we must face the patient with a memory,
speech or face recognition disorder. In the latter situations,
the relationship between neuroanatomy, neuropsychology
of normal functioning and psychopathological alteration is
much better defined than in the case of personality disor-
ders. In the future, it is foreseeable that the personality
construct may be explained on another analysis level by
means of mediating variables that have a more direct rela-
tionship with neurobiology. Investigation in this area will

® Frontal lobe
(and its dysfunctions)

® Executive functions
(dysexecutive syndrome)

® Personality
(organic personality disorders)

|

‘ DLPFC | Other areas ‘

VPFC |

Attentional control Emotional reactivity

Episodic memory Humor | Social cognition
Working memory Empathy, consciousness
Disinhibition
Apathy Psychopathy

Figure 1 Representation of the evolution from a
model that establishes an identity relationship between the
anatomic, neuropsychological and psycho(patho)logical le-
vel towards another in which each one of these levels has
evolved, has been subdivided, and in which the relationship
between levels is complicated. DLPFC: dorsolateral prefron-
tal cortex; VPFC: ventral prefrontal cortex.
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then be more fruitful. Concepts such as impulsiveness,
apathy, empathy, theory of mind may be needed to occupy
this intermediate analysis level between personality and
brain.

Psychiatry focuses its interest on treatment, relief and
care of patients with mental disorders. This should thus be
the axis of any investigational activity. To be able to fulfill
this aspiration, descriptive and diagnostic tools that make it
possible to measure the reality observed must be developed
and it must be assessed if the pharmacological, neurops-
ychological, psychotherapeutical or psychosocial strategies
used are of any use. On the contrary to depression or an-
xiety or to the universe of the psychotic, the scales deve-
loped to assess behavioral and personality changes secondary
to brain lesion are limited3®. Scales that overlap with the
OPD but that are not constructed from this reference frame-
work have been published®?. Consequently, desirable diag-
nostic refinement is not occurring due to the absence of
empiric psychopathologic data.

Research strategies that are suggested distinguish be-
tween single case studies and studies of series of patients.

Single case studies

These are detailed longitudinal descriptions that docu-
ment, in the first place, the natural history of the psychopa-
thology of patients who, having suffered any brain lesion,
come to the clinician basically with a personality change. As
far as possible, in addition to the etiology, an attempt is
made to document the site and extension of the lesion by
structural or functional neuroimaging techniques. A third
type of information having maximum interest is that shaped
by the results of tests that measure attention, executive
functioning and the new tests designed to capture informa-
tion on neuropsychology of social behavior: theory of the
mind, recognition of emotions in faces and voices, and
grasping of humor, irony or ambiguous sentences.

These three types of variables - psychopathological, neu-
ropsychological and neuroanatomical - may be studied alone
or in combination, ideally as a longitudinal study, that
can document changes in each one of them and in the rela-
tionship they have between them.

Comparison between patients having very different
psychopathological profile (for example, apathic versus
uninhibited) could explain if there are differentiated neu-
ropsychological mechanisms and neuroanatomic substrates
for these types of behavioral changes.

This method can also study response to specific thera-
peutic interventions, both pharmacological and psychothe-
rapeutical®24041 Any strict study on therapeutic efficacy
with larger samples should have previously undergone suc-
cessful single case trials.

Studies of series of patients

The study with large samples of patients allows for the
validation of global psychopathological scales of OPD or
psychopathological dimensions of interest: disinhibition,
apathy, design or adaptation of this type of instruments
must include psychometric studies of validity, reliability and
sensitivity to change. The samples also make it possible to
study comorbidity between subtypes and their relationship
with etiology (basically traumatic, vascular and tumoral),
site and neuropsychological performance.

CONCLUSIONS

OPD is a diagnostic category that has been scarcely in-
vestigated in psychiatry. Its nosological location is differen-
tiated from the non-organic base personality disorders. This
is a reflection of a different historic development in which
the etiological variable (known organicity) has been the do-
minant nosologic criterion in detriment of the phenomeno-
logical criterion.

Personality disorders began their differentiation at the
beginning of the XX century when mental diseases with
conservation of intellect began to be recognized. Different
authors stressed will, impulse or emotion disorders. The
psychopathy concept has served as a reference to the mo-
dern formulation of personality disorders.

The relationship between frontal lesions and behavior or
personality disorders was clearly established at the end of
the XIX century. Variability in the clinical presentation, from
absence of disorder to different behavioral, emotional and
cognitive disorders, has made it impossible to disregard the
term «frontal lobe syndrome» and definitively substitute it
with another or others closer to the clinical typing. In the
middle of the XX century, psychiatric nosological systems
began to be developed and the frontal lobe syndrome en-
ded up being translated as «organic personality disorder».
This term has not reached the generalized acceptation that
other psychiatric categories such as schizophrenia or bipo-
lar disorder, for example, have had. Other disciplines conti-
nue to refer to these patients as persons who have a frontal
lobe syndrome, prefrontal syndrome, neurobehavioral disor-
der or dysexecutive syndrome.

To a large degree, the study of these patients has been
done by neurologists and neuropsychologists in recent
decades. They have followed two different, but conver-
gent, lines of work: on the one hand, those who have
tried to identify clinical syndromes that correspond with
lesions in different areas or circuits that involve the pre-
frontal region; on the other, those who stress the need to
propose new neuropsychological models that may explain
the main social behavior disorders. A present review of
these theoretical models can be consulted in Sdnchez Cu-
billo et al.?%.
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Finally, it is difficult to venture a future to this diagnos-
tic category. The proposal of diagnostic subtypes of OPD,
prefrontal syndromes and the advances in their neurops-
ychological understanding seem to announce a differentia-
tion in subsyndromes more than an integration with the re-
maining personality disorders. The neurobiology of the
personality is a task that has hardly been initiated and its
development also depends on the nosological course of its
disorders. It is desirable for psychiatry to join the investiga-
tor efforts of other disciplines, since its psychopathological
contribution may be extraordinarily useful for the progress
of knowledge in this area.
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