Chapter 5

Identifying Covert Cognition in Disorders
of Consciousness
Laura E. González-Lara and Adrian M. Owen

Abstract Several recent studies examining different aspects of residual cognitive
function in patients with disorders of consciousness (DOC) have shown that multiple tasks and modalities provide the best opportunity for patients to demonstrate
covert awareness where it exists. With a wide range of etiologies and comorbidities,
this is a very diverse population with variable cognitive and behavioral abilities.
Additional challenges include the availability of specific technology as well as the
eligibility of individual patients to be assessed with functional magnetic resonance
imaging (fMRI) or electroencephalography (EEG). A number of paradigms, in different modalities, have been developed in recent years to assess aspects of residual
cognitive function in DOC patients. These include basic auditory, visual, and tactile
processing, speech-specific processes, selective attention, executive function, and
command following. The results confirm that preserved brain function in DOC may
take a wide variety of forms, from basic auditory processing all the way up to preserved command following and communication.

Introduction
Improvements in emergency medicine and critical care have resulted in more
patients surviving severe brain injuries. Some of these patients will have a significant functional recovery, albeit with different degrees of physical and/or cognitive
impairments. Others will remain in a vegetative state (VS) or a minimally conscious
state (MCS), following a period in coma. Assessment of this latter group, patients
with disorders of consciousness (DOC), is extremely difficult, and the formal diagnosis relies on subjective interpretation of observed behavior. Moreover, this is a
very diverse population of patients with variable cognitive and behavioral abilities
that result from a wide range of etiologies and comorbidities. The difficulty of the
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assessment, coupled with inadequate experience and knowledge due, in part, to the
relative rarity of these complex conditions, contributes to an alarmingly high rate of
misdiagnosis (up to 43%) in these patient groups [1–3].
In recent years, a number of studies have used functional magnetic resonance
imaging (fMRI) and electroencephalography (EEG) to investigate different
aspects of cognitive function and search for evidence of covert awareness in
patients that are behaviorally nonresponsive at the bedside. In this chapter, we
will review some of the EEG and fMRI techniques that have been used in this
context, as well as a number of new methodological approaches that have focused
on peripheral physiological signals of emotion. Together, these tools have allowed
a range of cognitive functions to be probed in DOC, from basic auditory, visual,
and tactile processing to speech-specific processes, selective attention, executive
function, and command following. By combining different technologies and paradigms, it has been possible to explore the depth and breadth of preserved cognitive function in DOC patients.
The results suggest an urgent need for a reevaluation of the existing diagnostic
guidelines for behaviorally nonresponsive patients and for the development and formal inclusion of validated, standardized, neuroimaging procedures into those
guidelines.

Identifying Covert Cognition With fMRI
Mental Imagery
Following a severe brain injury, when the request to move a hand or a finger is followed by an appropriate motor response, the diagnosis can change from VS (no
evidence of awareness) to MCS (some evidence of awareness). Neuroimaging techniques have provided a means for identifying unique brain activation patterns that
can be used as a proxy for behavioral responses to command. For example, if a
patient can reliably activate their supplementary motor area in response to being
asked to imagine moving their hand, then that neural response carries exactly the
same explanatory weight as if the person were actually able to move their hand to
command [4–6]. Skeptics may argue that brain responses are somehow less physical, reliable, or immediate than motor responses but, as is the case with motor
responses, all of these arguments can be dispelled with careful measurement, replication, and objective verification [7–12]. For example, if a patient who was assumed
to be unaware raised his/her hand to command on just one occasion, there would
remain some doubt about the presence of awareness given the possibility that this
movement was a chance occurrence, coincident with the instruction. However, if
that same patient were able to repeat this response to command on ten occasions,
there would remain little doubt that the patient was aware. By the same token, if that
patient was able to activate his/her supplementary motor area in response to
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command (e.g., by being told to imagine hand movements) and was able to do this
on every one of ten trials, there would remain little doubt that this patient was consciously aware.
In one large study by Boly and colleagues, 34 healthy volunteers were asked to
imagine hitting a tennis ball back and forth to an imaginary coach when they heard
the word “tennis” (thereby eliciting vigorous imaginary arm movements) and to
imagine walking from room to room in their house when they heard the word
“house” (thereby eliciting imaginary spatial navigation) [8]. Imagining playing tennis was associated with robust activity in the supplementary motor area in each and
every one of the participants scanned. In contrast, imagining moving from room to
room in a house activated the parahippocampal cortices, the posterior parietal lobe,
and the lateral premotor cortices, all regions that have been shown to contribute to
imaginary, or real, spatial navigation [13]. By simply examining the responses elicited during the imagery tasks, Boly and colleagues were able to decipher which task
was being mentally “performed.” Moreover, the robustness and reliability of fMRI
responses across individuals meant that activity in these regions could be used to
confirm that the participants retained the ability to understand instructions and to
carry out different mental tasks in response to those instructions and, therefore,
were able to exhibit voluntary brain behavior in the absence of any overt action. On
this basis, Boly and colleagues argued that, like any other form of action that
requires a choice between one of several possible responses, these brain responses
are indicative of awareness, that is, to say, awareness of the various contingencies
that govern the relationship between a given stimulus (in this case, the cue word for
one of two possible imagery tasks) and a response (in this case, imagining a type of
action). To put it simply, fMRI responses of this sort can be used to measure awareness because awareness is necessary for them to occur [8].
Owen and colleagues used this same logic to demonstrate that a young woman
who fulfilled all internationally agreed criteria for VS was, in fact, consciously
aware and able to make responses of this sort using her brain activity [7, 9]. The
patient, who was involved in a complex road traffic accident and had sustained very
severe traumatic brain injuries, had remained entirely unresponsive for a period of
6 months prior to the fMRI scan. During two different scanning sessions, the patient
was instructed to perform the two mental imagery tasks described above. In each
case, she was asked to imagine playing tennis/moving around the rooms of her
home (for 30 s) when she heard the word tennis/house and to relax (for 30 s) when
she heard the word relax. When she was asked to imagine playing tennis, significant
activity was observed repeatedly in the supplementary motor area [7] that was indistinguishable from that observed in the healthy volunteers scanned by Boly et al. [8].
Moreover, when she was asked to imagine walking through her home, a significant
activity was observed in the parahippocampal gyrus, the posterior parietal cortex,
and the lateral premotor cortex which was again indistinguishable from that
observed in healthy volunteers [7, 9]. The patient’s brain activity was statistically
robust, reproducible, task appropriate (enhanced following the “tennis”/“house” cue
and returning to baseline following the “relax” cue), sustained over long time
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intervals (30 s), and repeated over each 5-min session. On this basis, it was concluded that, despite fulfilling all of the clinical criteria for a diagnosis of VS, this
patient retained the ability to understand spoken commands and to respond to them
through her brain activity, rather than through speech or movement, confirming that
she was consciously aware of herself and her surroundings. In a follow-up study of
23 patients who were behaviorally diagnosed as vegetative, Monti/Vanhaudenhuyse
and colleagues showed that four (17%) were able to generate reliable responses of
this sort in the fMRI scanner [10].
Owen and Coleman extended the general principles discussed above, by which
active mental rehearsal is used to signify awareness, to show that communication of
“yes” and “no’” responses was possible using the same approach [14]. Thus, a
healthy volunteer was able to reliably convey a “yes” response by imagining playing tennis and a “no’” response by imaging moving around his house, thereby providing the answers to simple questions posed by the experimenters using only his
brain activity. This technique was further refined by Monti/Vanhaudenhuyse and
colleagues who successfully decoded three “yes” and “no” responses from each of
16 healthy participants with 100% accuracy using only their real-time changes in
the supplementary motor area (during tennis imagery) and the parahippocampal
place area (during spatial navigation). Moreover, in one traumatic brain injury
patient, who had been repeatedly diagnosed as vegetative over a 5-year period, similar questions were posed and successfully decoded using the same approach. Thus,
this patient was able to convey biographical information that was not known to the
experimenters at the time (but was later verified as factually correct) such as his
father’s name and the last place that he had visited on vacation before his accident
5 years earlier. In contrast, and despite a re-classification to a minimally conscious
state following the fMRI scan, it remained impossible to establish any form of communication with this patient at the bedside [10].

Selective Attention
Although techniques like the ones described above require that the patient engages
in rather specific types of mental imagery (playing tennis or moving from room to
room through a house), that is not really the main point that allows consciousness to
be detected and communication to occur. All that is required to detect consciousness
is a reliable indicator that a patient can turn his or her attention to a specific scenario, because this then serves as a “neural proxy” for a physical “response to command.” By extension, if it can be shown that the patient can turn his or her attention
to two separate scenarios, then communication is possible because those two separate scenarios can be linked to “yes” responses and “no” responses, respectively.
Thus, mental imagery is not necessary at all but serves as a simple vehicle for guiding a patient’s attention one way or another.
A related and possibly simpler approach to detecting covert awareness after
brain injury, therefore, is to target processes that require the willful adoption of
“mind-sets” in carefully matched (perceptually identical) experimental and control

uwocerc@uwo.ca

5

Identifying Covert Cognition in Disorders of Consciousness

81

conditions. For example, Monti and colleagues presented healthy volunteers with a
series of neutral words and alternatively instructed them to just listen, or to count,
the number of times a given word was repeated [15]. As predicted, the counting task
revealed the frontoparietal network that has been previously associated with target
detection and working memory. When tested on this same procedure, a severely
brain injured patient produced a very similar pattern of activity, confirming that he
could wilfully adopt differential mind-sets as a function of the task conditions and
could actively maintain these mind-sets across time. These covert abilities were
entirely absent from his documented behavioral repertoire. As in the tennis/spatial
navigation examples described earlier, because the external stimuli (a series of
words) were identical in the two conditions, any difference in brain activity observed
cannot reflect an “automatic” brain response (i.e., one that can occur in the absence
of consciousness). Rather, the activity must reflect the fact that the patient has performed a particular action (albeit a “brain action”) in response to the stimuli on one
(but not the other) presentation; in this sense, the brain response is entirely analogous to a (motor) response to command and should carry the same weight with
respect to evidence of awareness.
Naci and colleagues took this general principle even further and developed a
novel tool for communicating with nonresponsive patients based on how they selectively directed their attention to sounds while in the fMRI scanner [11, 12]. It is well
established that selective attention can significantly enhance the neural representation of attended sounds [16], although most previous studies have focused on group-
level changes rather than individual responses that are crucial for work with
(individual) brain-injured patients. In the first study by Naci and colleagues, 15
healthy volunteers answered questions (e.g., “Do you have brothers or sisters?”) in
the fMRI scanner, by selectively attending to the appropriate word (“yes” or “no”),
which was played to them auditorily, interspersed with “distractor” stimuli (digits
1–9). Ninety percent of the answers were decoded correctly based on activity
changes within the attention network of the brain [11]. Moreover, the majority of
volunteers conveyed their answers with less than 3 min of scanning, which represents a significant time saving over the mental imagery methods described above
[7–9]. Indeed, a formal comparison between the two approaches revealed improved
individual success rates and an overall reduction in the scanning times required to
correctly detect responses; 100% of volunteers showed significant task-appropriate
activity in the selective attention task, compared to 87% in the motor imagery tasks.
This result is consistent with previous studies showing that a proportion of healthy
volunteers do not produce reliable brain activation during mental imagery tasks [8].
In a follow-up study, Naci and Owen used the same approach to test for residual
conscious awareness and communication abilities in three behaviorally nonresponsive, brain-injured patients [12]. As in the previous study of healthy participants,
the patients had to either “count” or “relax” as they heard a sequence of words.
The word count at the beginning of the sequence instructed the patient to count the
occurrences of a target word (yes or no), while the word relax instructed them to
relax and ignore the sequence of words. Reliable activity increases in the attention
network of the brain after the word count relative to the word relax were taken as
evidence of command following. All three patients (two of whom were diagnosed
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as being in a MCS and one as being in a VS) were able to convey their ability to
follow commands inside the fMRI scanner by following the instructions in this way.
In a stark contrast, extremely limited or a complete lack of behavioral responsivity
was observed in repeated bedside assessments of all three patients. These results
confirm that selective attention is an appropriate vehicle for detecting covert awareness in some behaviorally nonresponsive patients who are presumed to mostly or
entirely lack any cognitive abilities whatsoever [12].
In subsequent fMRI sessions, communication was attempted with two of the
patients in that study [12]. During these sessions, instead of an instruction (to count
or relax), a binary question (e.g., “Is your name John?”) preceded each sound
sequence. Thus, each patient then had to wilfully choose which word to attend to
(count) and which to ignore, depending on which answer they wished to convey to
the specific question that had been asked. Using this method, the two patients (one
diagnosed as MCS and one diagnosed as VS) were able to use selective attention to
repeatedly communicate correct answers to questions that were posed to them by
the researchers [12]. In the absence of external cues as to which word the patient
was attending to, the functional brain activation served as the only indicator of the
patient’s intentions—and in both cases led to the correct answers being decoded.
For example, when asked “Are you in a supermarket?” one patient showed significantly more activation for “no” than “yes” sequences in a network of brain areas
that had been previously activated when that patient was focusing attention on
external cues. Conversely, when asked “Are you in a hospital?” the patient showed
significantly more activation for “yes” than “no” sequences in those same brain
regions. Despite his diagnosis (VS for 12 years), the fMRI approach allowed this
patient to establish interactive communication with the research team in four different fMRI sessions. The patient’s brain responses within specific regions were
remarkably consistent and reliable across two different scanning visits, 5 months
apart, during which the patient maintained the long-standing VS diagnosis. For all
of the four questions, the patient produced a robust neural response and was able to
provide the correct answers with 100% accuracy. The patient’s brain activity in the
communication scans not only further corroborated that he was, indeed, consciously
aware but also revealed that he had far richer cognitive reserves than could be
assumed based on his clinical diagnosis. In particular, beyond the ability to pay
attention, these included autobiographical knowledge and awareness of his location
in time and space [12].

Identifying Covert Cognition Through EEG
Performing fMRI in severely brain-injured patients is enormously challenging; in
addition to considerations of cost and scanner availability, the physical stress
incurred by patients as they are transferred to a suitably equipped fMRI facility
may be significant. Movement artifacts often occur in imaging datasets from
patients who are unable to remain still, while metal implants, including plates and
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pins which are common in many traumatically injured populations, may rule out
fMRI altogether. EEG measures the activity of groups of cortical neurons from
scalp electrodes and is far less expensive than fMRI, both in terms of initial cost
and maintenance. EEG recordings are unaffected by any resident metallic implants
and, perhaps most importantly, can be used at the bedside [17]. In brain-injured
patients, EEG recordings are typically made in the acute period and allow for
broad assessments of cortical damage including the occurrence of brain death.
However, uncertainty about the causes of abnormal raw EEG patterns (i.e., damage to the cortex itself or to subcortical structures which influence cortical activity)
provides challenges for its use as a more precise tool for the assessment of awareness [18].
Motor imagery produces clearly distinguishable modulation of EEG sensorimotor rhythms similar to those seen during motor execution and has been the basis of
several recent attempts to detect conscious awareness after severe brain injury [19,
20]. For example, Cruse and colleagues developed a novel EEG-based classification
technique in which two mental imagery responses (squeezing the right hand or
squeezing the toes) were successfully decoded offline in 9 out of 12 healthy individuals with accuracy rates varying between 60 and 91% [21]. The same approach
was then used to attempt to detect evidence of command following the absence of
any overt behavior in a group of 16 patients who met the internationally agreed
criteria for a diagnosis of VS. Three of these patients (19%, two traumatic brain
injury and one nontraumatic brain injury) were repeatedly and reliably able to generate appropriate EEG responses to the two distinct commands (“squeeze your right
hand” or “squeeze your toes”), despite being behaviorally entirely unresponsive,
indicating that they were aware and following the task instructions. Indeed, on the
basis of such data, far broader conclusions about residual cognition can be drawn.
For example, performance of this complex task makes multiple demands on many
cognitive functions, including sustained attention (over 90-s blocks), response
selection (between the two imagery tasks), language comprehension (of the task
instructions), and working memory (to remember which task to perform across multiple trials within each block), all aspects of “top-down” cognitive control that are
usually associated with—indeed, could be said to characterize—normal conscious
awareness [22].
In a follow-up study, 23 minimally conscious state patients (15 traumatic brain
injury and 8 nontraumatic brain injury) completed the same motor imagery EEG
task. Consistent and robust responses to command were observed in the EEG of
22% of the minimally conscious state patients (5/23) [23]. Etiology had a significant impact on the ability to successfully complete this task, with 33% of traumatic
patients (5/15) returning positive EEG outcomes, compared with none of the nontraumatic patients (0/8). However, the link between etiology and projected neuroimaging outcomes remains poorly understood and must be interpreted with caution
where individual patients are concerned, as patients in both traumatic and nontraumatic groups vary widely in etiologies, neuropathology, and clinical features.
Indeed, in some cases, nontraumatic brain-injured patients have returned positive
outcomes, including one of the three patients in the aforementioned study [21].
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In a more recent study, Cruse and colleagues refined their EEG approach using a
simpler and more clinically viable paradigm that required participants to actually
try to move their hands, and, unlike the two previous studies [21, 23], 100% of the
healthy volunteers showed reliable event-related desynchronization and event-
related synchronization responses [24]. Moreover, in one of the patients studied
previously by Naci and Owen [12], who had been repeatedly diagnosed as vegetative for 12 years, reliable modulations of sensorimotor beta rhythms were observed
following commands to try to move, and these could be classified significantly at a
single-trial level [24]. This patient is the first published case of a clinically vegetative patient in whom awareness has been demonstrated using two independent
imaging methods (fMRI and EEG) in the absence of any supportive evidence from
clinical (behavioral) examination [6].
Is it possible that appropriate patterns of activity could be elicited in patients
like this in the absence of awareness? Could they somehow reflect an “automatic” response to aspects of the task instructions, such as the words “right
hand” and “toes,” and not a conscious and overt “action” on the part of the
patient? This is extremely unlikely for a number of reasons. First, the task
instructions were delivered once at the beginning of each block of tones that
signaled the time to begin each imagery trial. Any “automatic” response to the
previously presented verbal instruction would then have to abate and recur in
synchrony with these tones/cues that carried no information in themselves about
the task to be performed. Indeed, 75% of the healthy control participants tested
in the study by Cruse and colleagues returned positive EEG outcomes when
completing this motor imagery task. However, when these same individuals
were instructed not to follow the commands—i.e., not to engage in motor imagery—not one participant returned a positive EEG outcome [21]. Evidently, any
automatic brain responses generated by listening to the instructions are not sufficient for significant task performance; rather, an act of consistently timed,
volitional command following is required. In this context then, it is clear that
successful performance of these EEG tasks represents a significant cognitive
feat, not only for those patients who were presumed to be vegetative but also for
healthy control participants. That is to say, to be deemed successful, each
respondent must have consistently generated the requested mental states to
command for a prolonged period of time within each trial and must have consistently done so across numerous trials. Indeed, one behaviorally vegetative
patient was able to produce EEG responses that were classified with a success
rate of 78% [21]. In other words, consistently appropriate EEG responses were
generated across approximately 100 trials. Conversely, when assessed behaviorally using accepted standard clinical measures that were administered by experienced specialist teams, none of these patients exhibited any signs of awareness,
including visual fixation, visual pursuit, or localization to pain. These results
demonstrate that consistent responses to command—a reliable and universally
accepted indicator that a patient is not vegetative—need not be expressed behaviorally at all but, rather, can be determined accurately on the basis of EEG
responses [24].
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The success of recent EEG techniques for detecting awareness in nonresponsive
patients [21, 23, 24] paves the way for the development of a true “brain-computer
interface” (BCI) [25]—or simple, reliable communication devices—in this patient
group. It seems likely that such devices will provide a form of external control and
communication based on mappings of distinct mental states—for example, attempting right-hand movements to communicate “yes” and toe movements to communicate “no” [24]. Indeed, the degrees of freedom provided by EEG have the potential
to take this beyond the sorts of binary responses that have worked well using fMRI
[6, 10–12], to allow methods of communication that are far more functionally
expressive. The development of techniques for the real-time classification of these
forms of mental imagery [21, 23, 24] will open the door for a routine two-way communication with some of these patients, ultimately allowing them (within the constraints of BCI technologies) to share information about their inner worlds,
experiences, and needs.

Emerging Approaches
False-negative findings in functional neuroimaging studies are common, even in
healthy volunteers, and they present particular difficulties in this patient population.
For example, a patient may fall asleep during the scan or may not have properly
heard or understood the task instructions, leading to an erroneous negative result.
Indeed, in the study by Monti/Vanhaudenhuyse and colleagues, no wilful fMRI
responses were observed in 19 of 23 patients—whether these are true negative findings (i.e., those 19 patients were indeed vegetative) or false-negative findings (i.e.,
some of those patients were conscious, but this was not detected on the day of the
scan) cannot be determined [10]. Accordingly, negative fMRI and EEG findings in
patients should never be used as evidence for impaired cognitive function or lack of
awareness.
Furthermore, inconsistent responses, either through behavioral or neuroimaging
assessments, add to the challenge of assessing patients who may have varying
degrees of awareness over time. In the first study to evaluate convergence and divergence of fMRI and EEG findings in this group of patients, Gibson and colleagues
concluded that the application of multiple paradigms gives patients the best opportunity for demonstrating covert awareness [26]. In that study, six patients were evaluated using standard clinical behavioral assessments, EEG, and fMRI. During the
fMRI assessments, patients were asked to perform either a motor imagery task
(playing tennis) or a spatial navigation imagery task (moving through a familiar
place) as previously described [6, 7, 10, 27]. During the EEG assessments, two
types of motor imagery were used, a conventional one (i.e., squeezing a hand)
[21, 24] and a familiar one (an action the patients had experience with prior to their
injury) [28]. Event-related desynchronizations were only observed in some of the
patients during the conventional imagery task but were not produced by any patients
during the familiar task. One patient demonstrated command following using both
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fMRI and EEG. Two patients showed significant and anatomically appropriate
fMRI activation during the spatial navigation task, although there was no evidence
of activation during the motor imagery tasks with either fMRI or EEG. Conversely,
one patient produced EEG event-related desynchronizations during conventional
motor imagery task, but no significant activation was observed during any of the
fMRI tasks. In the last two patients, there was no evidence of reliable activation during any of the tasks using either fMRI or EEG [26]. The results of this study emphasize the importance of using a battery of assessments to investigate covert awareness.
The exact source of the variability observed in this group is not entirely clear,
although the locus of injury in each patient is a likely factor, as is daily variations in
arousal level and motivation. By using multiple tools, all patients have the best
opportunity to demonstrate residual cognitive abilities (where they exist) via one or
more of these methods.
The approaches discussed so far all illustrate the use of active (e.g., wilful) tasks
in the assessment of covert awareness after serious brain injury. The neural responses
required are not produced automatically by the eliciting stimulus but, rather, depend
on time-dependent and sustained responses generated by the participants themselves. Such behavior (albeit neural “behavior”) provides a proxy for a motor action
and is, therefore, an appropriate vehicle for reportable awareness [29].
To further investigate alternative approaches to this problem, Gibson and colleagues recently developed a paradigm that does not use visual stimuli nor depend
solely on auditory stimuli [30]. They assessed somatosensory-selective attention by
eliciting steady-state evoked potentials (SSEP) and measuring event-related potentials (ERP) in 14 patients using a vibrotactile stimulus. A hierarchical approach was
used to probe SSEP, bottom-up attention (P3a ERP), and top-down attention (P3b
ERP) using an oddball paradigm; the results were compared to those obtained
through the fMRI motor imagery, spatial navigation [4, 5, 7, 8, 10], and selective
auditory attention [11, 12] paradigms, described above. Gibson and colleagues
found SSEPs in all 14 patients, indicating a basic sensory response to the vibrotactile stimulus. Furthermore, bottom-up attention ERPs (P3a) were detected in eight
patients. While top-down ERPs (P3b) were not detected in any of the patients; all of
the patients who showed P3a effects also demonstrated evidence of command following, either through behavioral or fMRI responses (Fig. 5.1). The relationship
between P3a and command following suggests an overlap of the neural attention
networks responsible for these different types of output. However, the fact that the
P3a can be elicited without the patient being required to follow any instructions
suggests that this paradigm may serve as a passive assessment with lower cognitive
demands than active orienting of attention.

Passive Paradigms
While “active” paradigms have proven themselves to be an effective means for
assessing residual awareness in some nonresponsive patients, it remains likely that
many patients will lack the necessary cognitive resources for carrying out these
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Fig. 5.1 Fourteen patients with diagnosis
of VS, MCS, EMCS, and LIS were assessed
using a vibrotactile stimulus. The results
were compared to those obtained through
the fMRI motor imagery, spatial navigation,
and selective auditory attention paradigms.
SSEPs were present in all 14 patients.
Bottom-up attention ERPs (P3a) were
detected in eight patients who also
demonstrated evidence of command
following either through behavioral or fMRI
responses. Reprinted from Gibson RM,
Chennu S, Fernández-Espejo D, Naci L,
Owen AM, and Cruse D. Somatosensory
attention identifies both overt and covert
awareness in disorders of consciousness.
Ann Neurol 80(3):412–23 2016, with
permission from John Wiley & Sons, Inc.
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tasks in the scanner and will therefore fail to exhibit signs of awareness even when
it may exist. To further address this issue, Naci and colleagues have used a richly
evocative stimulus—a highly suspenseful movie—to capture attention naturally in
the absence of structured instruction [31]. In order to establish whether some DOC
patients experience the world in a way that is similar to healthy individuals (despite
their outward appearance), Naci and colleagues investigated whether a common
neural basis can account for how different individuals form similar conscious experiences, and if so, whether it could be used to interpret those experiences without
recourse to self-report in behaviorally nonresponsive patients. They reasoned that
executive function, in particular, might provide an empirical window by which the
cognitive aspect of human conscious experience can be quantified. By their very
nature, engaging movies are designed to give viewers a shared conscious experience
driven, in part, by the recruitment of similar executive processes, as each viewer
continuously integrates their observations, analyses, and predictions while filtering
out any distractions, leading to an ongoing involvement in the movie’s plot [31].
When healthy participants viewed a highly engaging short movie by Alfred
Hitchcock—the so-called Master of Suspense—in the fMRI scanner, they displayed highly synchronized brain activity in supramodal frontal and parietal
regions, which support executive function [32, 33]. The movie’s executive
demands, assessed quantitatively with a dual-task procedure [34] in an independent group, predicted activity in frontal and parietal regions of the healthy participants, who had watched the movie without a secondary task in the scanner. Also,
the movie’s suspense ratings, provided by a third independent healthy group,
demonstrated that individual participants had a similar qualitative experience of
the movie, which also predicted activity in the frontal and parietal regions.
Together, these results suggested that the movie’s executive demands drove brain
activity in frontal and parietal regions and, furthermore, that the synchronization
of this activity across individuals underpinned their similar experience. By extension, the degree to which each individual’s frontoparietal brain activity could be
predicted from the rest of the group’s represented a reliable neural index of how
similar his/her cognitive experience was to the others’.
Naci and colleagues then applied this approach to two entirely behaviorally nonresponsive patients with unknown levels of consciousness, in order to examine and
quantify their experience of the world. fMRI data was acquired from the two patients,
as they freely viewed the same Hitchcock movie [31]. One patient, who had remained
behaviorally nonresponsive for a 16-year period prior to scanning, demonstrated a
highly similar brain response to that of the three independent control groups. The
patient’s brain activity in frontal and parietal regions was tightly synchronized with
the healthy participants’ over time, and crucially, it reflected the executive demands
of specific events in the movie, as measured both quantitatively and qualitatively in
healthy individuals. This suggested that the patient could continuously engage in
complex thoughts about real-world events unfolding over time and, thus, that he was
consciously aware. Moreover, the patient’s brain response suggested that his conscious experience was highly similar to that of each and every healthy participant,
including his moment-to-moment perception of the movie content, as well as his
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executive engagement with its plot. These processes are likely to include updating
the contents of working memory (e.g., to follow the plot), relating events in the
movie to past experiences (e.g., to appreciate that a gun is a dangerous weapon), and
coding the foreshadowing cues (i.e., events that might have future relevance to the
plot) characteristic of movies of this type [31]. No such responses in frontal and
parietal regions were observed in the second patient, despite similar behavioral and
clinical profiles.
A problem with this approach is that sustained visual fixation and tracking are
not preserved in most patients who have a VS diagnosis [35]. To address this challenge, Naci and colleagues developed an auditory-only task using the composite
soundtrack from an early and suspenseful scene from the movie “Taken” to investigate executive function [36]. In this short audio story, both speech and other sound
effects are important for the development of the plot. Like the previous study, this
auditory paradigm does not require that participants follow instructions but engage
attention naturally through lifelike sounds and speech. Highly correlated activity
patterns, including frontoparietal regions, were recorded across the brain of 15
healthy individuals suggesting that this audio-story paradigm is suitable for investigating executive function in behaviorally nonresponsive patients who may have
impaired vision but preserved auditory function [36]. Indeed, in a remarkable case
of recovery from the vegetative state, a patient who had been vegetative for several
months following an anoxic brain injury produced responses in frontal and parietal
regions during this auditory task that were very similar to those of healthy controls
(Fig. 5.2). At the time, this data was the only information available to the investigators that the patient was anything other than vegetative. Yet 7 months later, the
patient had recovered to the point that he was able to talk and walk (with assistance)
and was preparing to return to school. At that time, he was able to report a remarkably detailed account of his evaluation 7 months earlier (when he had appeared to

Healthy group

auditory

fronto-parietal

Patient

Fig. 5.2 (Top row) Fifteen healthy volunteers show highly correlated activity patterns, including
frontoparietal regions while listening to a suspenseful short audio story. (Bottom row) A patient,
who at the time the data was acquired had a VS diagnosis though later had a remarkable recovery,
produced responses in frontal and parietal regions very similar to those of healthy controls
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be entirely vegetative), including details of the plot of the movie soundtrack that he
had been exposed to during the fMRI scan.
Fiacconi and Owen have recently used an entirely different approach to examine
peripheral physiological signals of emotional functioning in 36 healthy controls and
2 behaviorally nonresponsive patients [37]. They measured facial electromyography (EMG) while participants listened to sentences, half of which were jokes and
half of which were non-jokes. Greater zygomatic and reduced corrugator muscle
activity was observed when comparing jokes to non-jokes in 31 of the healthy volunteers (86%). Using EMG to detect peripheral changes in this way has clinical and
practical advantages over techniques like fMRI and EEG, as it is relatively inexpensive and very portable. Accordingly, one of the patients, who had been behaviorally
nonresponsive for almost 17 years, exhibited an increased zygomatic response and
decreased corrugator response, similar to healthy volunteers, when comparing jokes
and non-jokes (Fig. 5.3). Because high-level language processes are required to

Fig. 5.3 (Top row) Facial EMG of healthy participants shows greater zygomatic and reduced corrugator muscle activity when comparing jokes to non-jokes. (Bottom row) A patient, who had been
behaviorally nonresponsive for almost 17 years, exhibited an increased zygomatic response and
decreased corrugator response, similar to healthy volunteers, when comparing jokes and non-
jokes. Adapted from Fiacconi CM and Owen AM. Using facial electromyography to detect preserved emotional processing in disorders of consciousness: A proof-of-principle study. Clin
Neurophysiol 127(9):3000–6 2016, with permission from Elsevier
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“get” a joke, the peripheral changes in muscle activity observed can be used to confirm that both speech perception and language comprehension are preserved in
behaviorally nonresponsive patients. Moreover, the preservation of the zygomatic
muscle responses to jokes implies that the emotional processes involved in appreciating humor remain intact despite the patient’s brain injury.

Implications
Diagnostic Implications
An obvious clinical consequence of the emergence of novel neuroimaging techniques that permit the identification of covert awareness and communication in the
absence of any behavioral response is the possibility of improved diagnosis after
severe brain injury. It is notable that in one of the cases described above, the patient
was repeatedly and rigorously assessed by experienced teams and showed no behavioral sign of awareness on any of these occasions—indeed, this continued to be the
case even after awareness had been established unequivocally with both fMRI and
EEG [6, 12, 24]. Technically, however, he was not misdiagnosed (as VS), in the
sense that any error of judgment was made, because the accepted diagnostic criteria
are based on behavior, and no behavioral marker of awareness was missed.
Nevertheless, the existing criteria did not accurately capture his actual state of
awareness, and in this sense, his VS diagnosis was clearly incorrect. What then is
the appropriate diagnostic label for such patients and who can follow commands
with a measurable brain response but physically remain entirely nonresponsive?
The term “nonbehavioral minimally conscious state” has been suggested [38],
although because attention, language comprehension, and working memory are
demonstrably preserved in these patients, we have argued that “minimally conscious” does not adequately describe their residual cognitive abilities [6, 12].
Indeed, the patient described above was consistently and reliably able to communicate (using fMRI), which places him well beyond the diagnostic criteria describing
the minimally conscious state. The term “functional locked-in syndrome” has also
been proposed for patients who demonstrate consistent and reliable communication
using solely adjunctive technologies [39, 40]. In its classical clinical presentation,
“locked-in syndrome” refers to patients who are left with only vertical eye movements and/or blinking, which often permits rudimentary communication. Cognitive
function, however, is generally fully preserved, at least in those cases where the
lesion is limited to the ventral pons [41]. Patients like the one described here are
clearly “locked in” in the general sense of the term but do not have many of the same
neuropathological and clinical features of the classic locked-in syndrome. Moreover,
at present, there is still considerable uncertainty about the full extent of residual
cognitive function in such patients and, thus, about the suitability of the term “functional locked-in syndrome.” This is precisely the sort of question that can be
explored with neuroimaging techniques.
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Decision-Making
An obvious application for approaches of this sort is to begin to involve some of
these patients in the decision-making processes involved in their own therapeutic
care and management. To date, this has only been achieved successfully in one
patient, who had been repeatedly diagnosed as vegetative for 12 years following a
traumatic brain injury [6]. The patient was a male who, at the age of 26, had suffered
a severe closed head injury in a motor vehicle accident. On admission to a hospital,
he had a Glasgow Coma Scale [42] score of 4, meaning that he was unable to open
his eyes or produce any sound, and his only response was extension to painful stimulation. Over the next 12 years, the patient was assessed regularly by experienced
neurologists and multidisciplinary teams, and throughout this period, his behavior
remained consistent with the internationally accepted criteria for the VS. Indeed,
over a 14-month period, a total of 20 standardized behavioral assessments were
performed by a multidisciplinary team, at different times of the day and in different
postural positions, using the Coma Recovery Scale – Revised [43], and his diagnosis was unchanged throughout. Twelve years and 2 months after his accident, the
patient was first scanned using the fMRI mental imagery approach described before
[7, 10]. The patient was able to provide correct answers to multiple externally verifiable questions, including his own name, his whereabouts, the name of his personal
support worker (who he had only encountered in the years following his accident),
the current date, and other basic factual information (e.g., whether a banana is yellow). Two non-verifiable questions were then posed, including one pertaining to his
care preferences (e.g., whether he liked watching (ice) hockey games on TV) and
another to details about his current clinical condition (e.g., whether he was in any
physical pain). Within the time constraints of the scanning visits, the majority of
responses to these questions were verified in independent sessions that posed the
reverse questions (e.g., “Is your name Mike?” vs. “Is your name Scott?”). In all,
answers to 12 different questions were obtained across several sessions, despite the
fact that the patient remained entirely physically nonresponsive at the bedside [6].
Schnakers developed a standardized neuropsychological assessment for lockedin syndrome that uses simple eye movements as responses (in most cases to provide
“yes”/“no” answers to questions) [41]. There is no technical or theoretical reason
why a similar approach could not be used with neuroimaging tools in entirely nonresponsive patients, although the data would take considerably longer to acquire. To
this end, Hampshire and colleagues used fMRI to assess complex logical reasoning
ability in a patient who was assumed to be in a vegetative state [44]. Adapting a
verbal reasoning paradigm from Baddeley [45], Hampshire and colleagues presented participants with statements describing the ordering of two objects: a face
and a house. Participants were instructed to deduce which of the objects was in front
and to visualize the object in their mind. For example, if they heard the statement
“the face is not followed by a house,” the correct answer would be “house.”
Conversely, if they heard “the face precedes the house,” the correct answer would be
“face.” The patient engaged the same brain regions as healthy individuals in response
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Vegetative State

Control

“The face is not followed by the house”

Fig. 5.4 A patient (right) engaged the same brain regions as healthy individuals (left) in response
to reasoning task demand during a verbal reasoning paradigm to assess complex logical
reasoning

to the reasoning task demand (Fig. 5.4). This result was consistent with the patient’s
positive outcome in the fMRI command-following task [7, 8] and suggested that,
despite the long-standing clinical diagnosis of vegetative state, he was not only
consciously aware but, critically, retained capacity for higher-order cognition, in
particular, for solving logically complex verbal problems.
In summary, using neuroimaging techniques, we are beginning to determine not
only whether any given patient is conscious but also to infer what the contents of
that conscious experience might actually be, thus revealing important practical and
ethical implications for the patient’s standard of care and quality of life [46].

Conclusions
In the last few years, neuroimaging methods—most notably fMRI and EEG—have
been brought to bear on one of the most complex and challenging questions in clinical medicine, that of detecting residual cognitive function, and even covert awareness, in patients who have sustained severe brain injuries. The results demonstrate
that responses need no longer be physical responses in the traditional sense (e.g., the
blink of an eye or the squeezing of a hand) but can now include responses that occur
entirely within the brain itself. The recent use of reproducible and robust task-
dependent fMRI responses as a form of “communication” in patients who are
assumed to be vegetative [6, 10, 12] represents an important milestone in this process. In some cases, these patients have been able to communicate information that
was not known by the experimenters at the time, yet could be independently verified
later, as being factually correct and true [10, 12]. More importantly perhaps, in one
case, a patient has used these methods to answer clinically and therapeutically relevant questions (including “Are you in any pain?”) that could not be answered in
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any other way, including via third party [6]. Further refinement of other tools such
as EEG and EMG, which are relatively more portable and cost effective, will
undoubtedly move this field even closer to a true brain-computer interface.
Ultimately, this development may increase the opportunities for communication in
behaviorally nonresponsive patients with covert awareness and potentially allow
them to participate in quality-of-life decisions [46].
Acknowledgments This work was funded by generous awards to Adrian M. Owen from the
Canada Excellence Research Chair (CERC) Program, the Canadian Institutes of Health Research
(CIHR), the Natural Sciences and Engineering Research Council of Canada (NSERC), the Canada
First Research Excellence Fund (CFREF), and the James S. McDonnell Foundation.

References
1. Childs NL, Mercer WN, Childs HW. Accuracy of diagnosis of persistent vegetative state.
Neurology. 1993;43(8):1465–7.
2. Andrews K, Murphy L, Munday R, Littlewood C. Misdiagnosis of the vegetative state: retrospective study in a rehabilitation unit. BMJ. 1996;313(7048):13–6.
3. Schnakers C, Vanhaudenhuyse A, Giacino J, Ventura M, Boly M, Majerus S, et al. Diagnostic
accuracy of the vegetative and minimally conscious state: clinical consensus versus standardized neurobehavioral assessment. BMC Neurol. 2009;9:35.
4. Owen AM, Coleman MR. Functional neuroimaging of the vegetative state. Nat Rev Neurosci.
2008;9(3):235–43.
5. Owen AM. Detecting consciousness: a unique role for neuroimaging. Annu Rev Psychol.
2013;64:109–33.
6. Fernández-Espejo D, Owen AM. Detecting awareness after severe brain injury. Nat Rev
Neurosci. 2013;14(11):801–9.
7. Owen AM, Coleman MR, Boly M, Davis MH, Laureys S, Pickard JD. Detecting awareness in
the vegetative state. Science. 2006;313(5792):1402.
8. Boly M, Coleman MR, Davis MH, Hampshire A, Bor D, Moonen G, et al. When thoughts
become action: an fMRI paradigm to study volitional brain activity in non-communicative
brain injured patients. NeuroImage. 2007;36(3):979–92.
9. Owen AM, Coleman MR, Boly M, Davis MH, Laureys S, Jolles D, et al. Response to comments on “detecting awareness in the vegetative state”. Science. 2007;315(5816):1221–1.
10. Monti MM, Vanhaudenhuyse A, Coleman MR, Boly M, Pickard JD, Tshibanda L, et al. Willful
modulation of brain activity in disorders of consciousness. N Engl J Med. 2010;362(7):
579–89.
11. Naci L, Cusack R, Jia VZ, Owen AM. The brain’s silent messenger: using selective attention
to decode human thought for brain-based communication. J Neurosci. 2013;33(22):9385–93.
12. Naci L, Owen AM. Making every word count for nonresponsive patients. JAMA Neurol.
2013;70(10):1235–41.
13. Aguirre GK, Detre JA, Alsop DC, D’Esposito M. The parahippocampus subserves topographical learning in man. Cereb Cortex. 1996;6(6):823–9.
14. Owen AM, Coleman MR. Detecting awareness in the vegetative state. Ann N Y Acad Sci.
2008;1129:130–8.
15. Monti MM, Coleman MR, Owen AM. Executive functions in the absence of behavior: functional imaging of the minimally conscious state. Prog Brain Res. 2009;177:249–60.
16. Bidet-Caulet A, Fischer C, Besle J, Aguera P-E, Giard M-H, Bertrand O. Effects of selective
attention on the electrophysiological representation of concurrent sounds in the human auditory cortex. J Neurosci. 2007;27(35):9252–61.

uwocerc@uwo.ca

5

Identifying Covert Cognition in Disorders of Consciousness

95

17. Vaughan TM, McFarland DJ, Schalk G, Sarnacki WA, Krusienski DJ, Sellers EW, et al. The
Wadsworth BCI research and development program: at home with BCI. IEEE Trans Neural
Syst Rehabil Eng. 2006;14(2):229–33.
18. Kulkarni VP, Lin K, Benbadis SR. EEG findings in the persistent vegetative state. J Clin
Neurophysiol. 2007;24(6):433–7.
19. Wolpaw JR, McFarland DJ, Neat GW, Forneris CA. An EEG-based brain-computer interface
for cursor control. Electroencephalogr Clin Neurophysiol. 1991;78(3):252–9.
20. Cincotti F, Mattia D, Babiloni C, Carducci F, Salinari S, Bianchi L, et al. The use of EEG
modifications due to motor imagery for brain-computer interfaces. IEEE Trans Neural Syst
Rehabil Eng. 2003;11(2):131–3.
21. Cruse D, Chennu S, Chatelle C, Bekinschtein TA, Fernández-Espejo D, Pickard JD, et al.
Bedside detection of awareness in the vegetative state: a cohort study. Lancet. 2011;378(9809):
2088–94.
22. Naccache L. Psychology. Is she conscious? Science. 2006;313(5792):1395–6.
23. Cruse D, Chennu S, Chatelle C, Fernández-Espejo D, Bekinschtein TA, Pickard JD, et al.
Relationship between etiology and covert cognition in the minimally conscious state.
Neurology. 2012;78(11):816–22.
24. Cruse D, Chennu S, Fernández-Espejo D, Payne WL, Young GB, Owen AM. Detecting awareness in the vegetative state: electroencephalographic evidence for attempted movements to
command. PLoS One. 2012;7(11):e49933.
25. Birbaumer N. Breaking the silence: brain-computer interfaces (BCI) for communication and
motor control. Psychophysiology. 2006;43(6):517–32.
26. Gibson RM, Fernández-Espejo D, Gonzalez-Lara LE, Kwan BY, Lee DH, Owen AM, et al.
Multiple tasks and neuroimaging modalities increase the likelihood of detecting covert awareness in patients with disorders of consciousness. Front Hum Neurosci. 2014;8:950. http://
journal.frontiersin.org/article/10.3389/fnhum.2014.00950/abstract
27. Fernández-Espejo D, Norton L, Owen AM. The clinical utility of fMRI for identifying covert
awareness in the vegetative state: a comparison of sensitivity between 3T and 1.5T. Zhang N,
editor. PLoS One. 2014;9(4):e95082.
28. Gibson RM, Chennu S, Owen AM, Cruse D. Complexity and familiarity enhance single-trial
detectability of imagined movements with electroencephalography. Clin Neurophysiol.
2014;125(8):1556–67.
29. Zeman A. The problem of unreportable awareness. Prog Brain Res. 2009;177:1–9.
30. Gibson RM, Chennu S, Fernández-Espejo D, Naci L, Owen AM, Cruse D. Somatosensory
attention identifies both overt and covert awareness in disorders of consciousness. Ann Neurol.
2016;80(3):412–23.
31. Naci L, Cusack R, Anello M, Owen AM. A common neural code for similar conscious experiences in different individuals. Proc Natl Acad Sci U S A. 2014;111(39):14277–82.
32. Barbey AK, Colom R, Solomon J, Krueger F, Forbes C, Grafman J. An integrative architecture
for general intelligence and executive function revealed by lesion mapping. Brain. 2012;135(4):
1154–64.
33. Duncan J. The multiple-demand (MD) system of the primate brain: mental programs for intelligent behaviour. Trends Cogn Sci. 2010;14(4):172–9.
34. Robertson IH, Manly T, Andrade J, Baddeley BT, Yiend J. “Oops!”: performance correlates of
everyday attentional failures in traumatic brain injured and normal subjects. Neuropsychologia.
1997;35(6):747–58.
35. Medical aspects of the persistent vegetative state (1). The Multi-Society Task Force on PVS. N
Engl J Med. 1994;330(21):1499–508.
36. Naci L, Sinai L, Owen AM. Detecting and interpreting conscious experiences in behaviorally
non-responsive patients. Neuroimage. 2017;145(Pt B):304–13. http://linkinghub.elsevier.com/
retrieve/pii/S1053811915010964
37. Fiacconi CM, Owen AM. Using facial electromyography to detect preserved emotional processing in disorders of consciousness: a proof-of-principle study. Clin Neurophysiol.
2016;127(9):3000–6.

uwocerc@uwo.ca

96

L.E. González-Lara and A.M. Owen

38. Fins JJ, Schiff ND. Shades of gray: new insights into the vegetative state. Hast Cent Rep.
2006;36(6):8.
39. Giacino JT, Schnakers C, Rodriguez-Moreno D, Kalmar K, Schiff N, Hirsch J. Behavioral
assessment in patients with disorders of consciousness: gold standard or fool’s gold? Prog
Brain Res. 2009;177:33–48.
40. Laureys S, Schiff ND. Coma and consciousness: paradigms (re)framed by neuroimaging.
NeuroImage. 2012;61(2):478–91.
41. Schnakers C, Majerus S, Goldman S, Boly M, Eeckhout P, Gay S, et al. Cognitive function in
the locked-in syndrome. J Neurol. 2008;255(3):323–30.
42. Teasdale G, Jennett B. Assessment of coma and impaired consciousness. A practical scale.
Lancet. 1974;2(7872):81–4.
43. Giacino JT, Kalmar K, Whyte J. The JFK coma recovery scale-revised: measurement characteristics and diagnostic utility. Arch Phys Med Rehabil. 2004;85(12):2020–9.
44. Hampshire A, Parkin BL, Cusack R, Espejo DF, Allanson J, Kamau E, et al. Assessing residual
reasoning ability in overtly non-communicative patients using fMRI. Neuroimage Clin.
2012;2:174–83.
45. Baddeley AD. A 3 min reasoning test based on grammatical transformation. Psychon Sci.
1968;10(10):341–2.
46. Peterson A, Naci L, Weijer C, Cruse D, Fernández-Espejo D, Graham M, et al. Assessing
decision-making capacity in the behaviorally nonresponsive patient with residual covert
awareness. AJOB Neurosci. 2013;4(4):3–14.

uwocerc@uwo.ca

