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• Executive functioning (EF) involves top-down regulation of behavior, emotion, and 
cognition, and is called for in non-routine situations where habitual responses and 
prior experiences are insufficient.  

• Executive dysfunction (ED) is common in a vast array of neurological and 
neuropsychiatric conditions (Bonelli & Cummings, 2007).  

• Identifying and characterizing ED poses one of the most common and challenging 
issues in clinical neuropsychology, since executive problems are both multifaceted 
and most prominent in unstructured environments.  

• It is well-established that patients with ED may have severe problems in 
occupational, leisure, social, and emotional domains, despite normal or near-
normal neuropsychological test profiles  

 

• Indeed, performance-based tests have been suggested to account for less than 
half of the variance in everyday executive functioning (Chaytor & Schmitter-Edgecombe, 
2003).  

 

 

Background–deficits in executive functioning (EF) 



• Collection of self- and informant-reported data can provide valuable additional 
information  

• The correspondence between test measures and questionnaires of EF has 
however repeatedly been shown to be low.  

• It has been suggested that questionnaires measure ED more at the behavioral 
than at the cognitive level (Anderson, Parmenter, & Mok, 2002), and that performance- 
based and rating measures of EF assess different aspects of cognitive and 
behavioral functioning that independently contribute to clinical problems 
(Toplak, West, & Stanovich, 2013).  

• This suggests that questionnaires do measure EF, just other dimensions or 
levels of the construct, which are more sensitive to difficulties of daily living. 
However, verification of this assumption requires knowledge of the 
relationship between rating scales of EF and other self-report measures 
specifically targeting other functional domains, such as emotional distress. 

 

One solution: Questionnaire use 



The Behavior Rating Inventory of Executive Function 
Adult version  (BRIEF-A) 
• Despite a growing body of empirical studies involving the BRIEF-A, there is still a paucity 

of publications compared to the child version.  

• BRIEF-A scores of patients with focal frontal lesions have been shown to be strongly 
correlated with emotional distress, but not with cognitive test measures (Løvstad et al., 

2012).  

• A recent Norwegian TBI-study demonstrated that depressive symptoms, but not 
neuropsychological test results, predicted BRIEF-A scores 2–5 years post TBI (Finnanger et 

al., 2015).  

• No studies have compared symptom levels across clinical populations with known ED.  

• There is also a need to explore whether the BRIEF-A normative data are appropriate 
across cultural settings, as studies involving both the BRIEF (Hovik et al., 2014), and the 
BRIEF-A in Norway (Grane et al., 2014; Løvstad et al., 2012; Sølsnes et al., 2014), have indicated mean 
scores below the U.S. normative mean of T = 50 in healthy respondents.  

 



 

 

1. Study EF in daily living using the BRIEF-A in neurological and neuropsychiatric 
clinical samples as well as in a large Norwegian healthy comparison group 
(HCG)  

 

1. To explore the association between the BRIEF-A and self-reported 
psychological distress 

 

1. To explore the applicability of the U.S. normative data in a Northern-
European country.  

 

Main aims of current study 



Collaboration between researchers in Norway who have applied the BRIEF-A, 
neuropsychological tests of intelligence (IQ) and EF, and measures of 
psychological functioning in adult patients: 

 

Samples 



• BRIEF-A  

• full-scale IQ (all four (PFC), or the Vocabulary and Matrix Reasoning subtests 
(CC, BD-II, BPD, PD, sTBI) of the WASI, or the WAIS-III (ADHD)  

• Letter-Number Sequencing (WAIS-III) 

• Color Word Interference Test (CWIT) conditions 1–4 from D-KEFS 

• Overall EF index score established based on Z-scores on Letter-Number 
Sequencing (working memory), and CWIT3 minus 1 (inhibition), and CWIT4 
minus 1 (switching)  

• The Symptom Checklist-90-Revised (SCL-90-R) was applied by all studies 
except the sTBI study, where SCL-5, and the Hospital Anxiety and Depression 
Scale (HAD) were applied 

 

Common measures across studies 



Question 1:  Level of dysexecutive symptoms?  
 



Question 1:  Level of dysexecutive symptoms?  
 



• no significant correlations where found between IQ, neuropsychological tests 
or the EF Index, and BRIEF-A. The only significant finding was a positive 
correlation between CWIT1 and BRI in the PD group. 

 

• The SCL-90-R GSI, Anxiety and Depression measures correlated significantly 
with all BRIEF-A indexes in the HCG, PFC, PD and CC group 

• Likewise, the GEC, BRI, and MI correlated with the SCL-5, HAD total, HAD 
anxiety, and HAD depression scores in the sTBI group  

• For patients with ADHD, the SCL-90-R GSI only correlated significantly with 
BRIEF-A GEC and BRI,and anxiety correlated with the BRI. The only significant 
correlations seen in the BP-II and BPD groups, was between SCL-90-R GSI and 
the BRI.  

 

 

Question 2: Relationship between BRIEF-A and 
psychological distress?  



• the HCG group tended to have index T-scores in the mid-40 range, with the 
95% confidence interval falling below the expected normative mean of T = 50 
for all three indexes for both self- and informant rated BRIEF-A protocols.  

 

• While patients with neurological conditions (sTBI, PD, CC, and PFC lesions) had 
index T-scores in the 50-55 range, the neuropsychiatric subgroups (ADHD, BD-
II, and BPD) rated themselves around or above the recommended clinical 
cutoff score of T = 65 

Question 3: BRIEF-A score levels in a large 
Northern-European healthy comparison sample 



Question 3: BRIEF-A score levels in a large Northern-
European healthy comparison sample 



• patients with neuropsychiatric disorders reported more ED in everyday life, 
and higher levels of emotional distress than patients with neurological 
conditions and healthy participants.  

• as expected from previous studies, self- and informant reported EF showed 
weak or no correlations with cognitive test performance.  

• self-reported EF and emotional symptom levels were strongly inter-correlated 
in neurological groups and healthy participants, an association that was 
weaker or non-existent in the neuropsychiatric groups, despite the latter 
reporting high symptom load in both domains.  

• healthy Norwegian respondents had BRIEF-A scores 1/2–3/4 SD below the U.S. 
normative mean.  

 

Summary 



• A recent survey among Norwegian neuropsychologists indicates that the 
BRIEF-A has become very popular, with 43% using the BRIEF-A on a regular 
basis (Egeland et al., in revision).  

• Any measure that increases the ability of neuropsychological assessments to 
capture symptoms of ED is welcomed by clinicians and probably contributes to 
the eagerness to implement measures such as the BRIEF-A.  

• However, in assessing self-reported everyday EF functioning rather than 
cognitive functioning at an impairment level, there is a risk that other factors 
than ED, such as emotional symptom load, affect the scores.  

• Highly interesting findings in this regard are described in a sample with mild 
TBI (Donders, Oh, & Gable, 2015), where not neuropsychological functioning, but 
having a history of out-patient psychiatric treatment was associated with 
higher symptom reports on the BRIEF-A, particularly related to emotional 
dysregulation (Donders & Strong, 2016).  

 

Conclusions 



• BRIEF-A scores should be interpreted with caution, and a T-score of 65 should 
not be considered an absolute threshold to consider symptoms to be of 
clinical interest, as patient scores of, for example, 56–64 might be in an actual 
clinical range.  

 But: 
• A recent Norwegian study found somewhat higher mean values in their healthy 

comparison group (Finnanger et al., 2015).  

• The current results should be interpreted with caution, as the HCG was not recruited to 
a normative study, but to studies with other aims. We cannot rule out the possibility of 
these comparison groups being biased toward reporting low symptom load.  

– Need European norms! 

• The findings suggest that the BRIEF-A might not be a pure measure of 
everyday executive functioning, but also reflects general psychological 
adjustment.  

 

 

Conclusions 



Thank you for your attention! 
Thank you to my wonderful colleagues and co-authors! 


