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Do mental processes depend from ‘localized’ brain regions or are they
‘global’ resulting from the integrated functioning of the brain as a whole?
Brain lesion studies and neuroimaging methods have given evidence of
both interpretations, allowing contemporary neuroscience to reach the
conclusion that localized regions of the brain do carry out specific
cognitive functions but they do so through multiple and complex
interactions with many other brain regions forming large-scale networks.

Focal nature of cognitive functions
Evidence for functional specialization from lesion cases
Historically, the notion that different cognitive abilities are related to the
function of specific brain regions took a relatively long time to become
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widely accepted by the scientific community (see chapter 1). Such a
concept was long resisted by ‘holistic’ perspectives of the brain which
viewed each part as contributing to all functions. It was only with the
anatomo-clinical works of Broca and Wernicke on language disorders in
the 1860s and 1870s that that the concept of functional specialization
was put on a sure footing.1 Prior to this, the first intuition that mental
functions were based in the brain had been advanced by Franz Joseph
Gall in his controversial doctrine of phrenology.2
In 1861, Broca described a patient who lost the ability to speak following
a stroke. Although able to understand language and repeat single words,
and free of significant limb weakness, this individual could not articulate
sentences or express himself in writing. Post-mortem examination
revealed a lesion in the left posterior lateral region of the frontal lobe,
subsequently termed Broca’s area.3 Broca described other similar cases,
and by inferring the correlation between post-mortem anatomical lesions
and language disorders (anatomo-clinical correlation method), he
concluded that language is localized in the left hemisphere.
About a decade later, Carl Wernicke described another case of language
disturbances following a stroke. This patient could speak fluently but in a
meaningless way and could not understand spoken or written language.
After his death, the damaged area was found to be in the posterior left
temporal lobe at the junction with the parietal lobe, subsequently termed
Wernicke’s area. On the basis of his and Broca’s findings, Wernicke
proposed a model of language as a multi-component process, in which
each component would have a specific, distinct anatomical localization.4
He distinguished a centre for motor–verbal functions, localized in the left
frontal regions, responsible for language articulation and production,
from a centre for auditory–verbal functions, localized in the left temporal
region, responsible for language perception. Lesions to the former would
cause a non-fluent aphasia with intact comprehension (Broca’s aphasia),
while lesions to the latter would cause a fluent aphasia with impaired
comprehension (Wernicke’s aphasia).
In the same decades, studies by Fritsch and Hitzig in dogs further
reinforced the notion that different functions are localized in different
cortical regions by demonstrating that the stimulation of anterior regions
of the cerebral cortex causes contralateral movements, and that their
disruption causes contralateral paralysis.5 Functional specialization was
further supported by animal studies identifying oculor-motor centres in
the frontal lobes,6 auditory centres in the temporal lobes,7 and visual
centres in the occipital lobes (see also chapter 1).8
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Many other cognitive functions were localized by investigating patients
who had suffered from focal brain lesions. One of the most famous cases
was reported by Harlow in 1848 who described Phineas Gage who, after
having sustained a frontal lobe injury, presented profoundly altered social
and interpersonal skills, to the point that people who knew him
beforehand described him as ‘no longer being Gage’. This first suggested
that frontal brain regions are involved in social behaviour.9
Another landmark case was described by Scoville and Milner in 1957.
Following bilateral temporal lobe resection in the attempt to treat his
epilepsy, a patient named Henry Molaison (famously known as HM)
became severely amnesic. He had permanently lost the ability to acquire
new information (anterograde amnesia) and recall memories of the years
immediately prior to surgery (retrograde amnesia), despite having normal
reasoning skills, language, and short-term/working memory.10 HM
provided the first evidence that the hippocampus and surrounding medial
temporal structures are essential for the consolidation of information in
long-term memory.11
Following these single case studies, the study of lesions in humans
evolved and expanded. Large groups of patients were assessed to
establish correspondences between the brain and symptoms in a more
quantitative, robust way, permitting statistical inference at the level of
population.12,13 Standardized scales to measure cognitive abilities were
developed and used to compare patients’ performance to healthy
controls.14
The lesion method is based on the assumption that if a certain brain
region is necessary for a certain function, then a lesion to that area
should lead to a deficit in that function, whereas this should not occur
when the brain region is undamaged (simple dissociation). Further
expansion of the lesion method came with the concept of double
dissociation, considered to be the strongest evidence for functional
specialization and segregation. It requires the comparison between two
patients (or groups of patients) different in terms of lesion localization: if
one patient is significantly more impaired in function A, while the other is
significantly more impaired in function B, then it is concluded that the
two functions are independently associated with the two damaged areas.
Using the double dissociation technique, several investigators including
Ennio De Renzi in stroke-lesioned patients,14,15 Freda Newcombe in
soldiers who had sustained focal and stable brain wounds during the
Second World War,16 Brenda Milner in surgical patients who had had
lobectomies,17 Gazzaniga in patients who had undergone callosotomy,18
all demonstrated differential deficits following left and right hemisphere
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lesions and specialization of the right hemisphere for visual–perceptual
and spatial tasks and left hemisphere for speech and skilled movements.
Newcombe, for example, provided the first evidence of dissociated visual–
perceptual and spatial deficits following, respectively, temporal-posterior
lesions and dorsal-parietal lesions of the right hemisphere,19 supporting
the concept of a dorsal and ventral visual stream.
Through the study of lesion cases, the concept of functional specialization
became a dominant theme in neuroscience. It is mainly thanks to this
approach that today we are able to localize deficits such as aphasia,
unilateral neglect, and impaired executive function at the bedside.
Evidence for functional specialization from structural imaging
The need to study large groups of patients together with the advent of
computer tomography (CT) and magnetic resonance imaging (MRI)
encouraged development of methods that allow comparison of lesions
across different patients,20 including transposition of brains into common,
stereotactic spaces.21 One common method consisted of identifying
regions of lesion overlap. The extent and location of damage in a group of
patients could be visualized in a colour-coded ‘lesion density map’, in
which the region damaged in the highest number of patients would be
surrounded by regions damaged by a progressively decreasing numbers
of patients.22,23
Two approaches have been used to relate symptoms to lesions. One
groups patients by location of their brain lesions and then examines
differences in symptoms. For example, a study by Grafman and
colleagues on veterans who suffered penetrating head injuries in Vietnam
showed that soldiers with lesions in the ventromedial regions of the
frontal lobes were more aggressive and violent than those with lesions in
other brain areas.24 The second approach groups patients by symptoms
and then examines lesion location. For example, Damasio and colleagues
classified patients with focal brain lesions according to whether they had
selective deficits in naming famous persons, animals, or tools. By using
lesion density maps, they showed that each of these category-specific
deficits was associated with overlapping of lesions in different temporal
lobe regions, arguing for a role of higher-order association areas outside
of classic language areas in word retrieval.25
MRI offers a higher spatial resolution than CT and allows for more
comprehensive characterization of lesions by ‘dividing’ the brain into
three-dimensional units of volume (voxels). In one of the first studies that
used a voxel-based approach, Adolphs and colleagues demonstrated
involvement of somatosensory cortices as well as the amygdala in
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emotion recognition, by comparing the voxel-based lesion density map of
patients with impaired emotion recognition with that of unimpaired cases.
The resulting difference map revealed that voxels within the
somatosensory cortex were significantly associated with impairment.26
Building on statistical approaches used in functional imaging (see next
section), recently developed techniques such as voxel-based lesion
symptom mapping (VLSM)27,28 allow for improved symptom mapping by
computing statistical tests iteratively for each and every voxel. The
technique relies on comparison of continuous or discrete behavioural
variables on patients grouped according to whether they have damage in
that given voxel and then correcting for multiple comparisons. This is an
example of a ‘mass-univariate’ approach because each voxel is assumed
to be independent of another. Importantly, VLSM does not require
patients to be grouped a priori according to lesion location or
performance cut-offs, but produces statistical values for each given voxel
indicating whether damage to that voxel has a significant effect on the
cognitive variable of interest.29,30,31,32,33
Although fundamental to study symptom–lesion associations, voxel-based
symptoms mapping methods are limited by their assumption that each
voxel can be damaged independently of other voxels. It has been recently
argued that this assumption is not biologically valid, as lesions in the
human brain tend to follow patterns depending, for example, on vascular
supply in the case of stroke. It is possible that ‘collaterally damaged’
voxels may be always associated with voxels that are instead critical for a
certain deficit and therefore may systematically confound lesion–symptom
associations, suggesting that multivariate rather than mass-univariate
approaches may be better suited to identify true anatomical correlates of
deficits/symptoms.34
Structural MRI data can also be analysed with procedures that provide
subject-specific estimated maps of grey matter volume or
thickness,35,36,37,38 which are more suitable for studying subtle structural
changes and, differently from VLMS, do not rely on ‘radiologically visible’
and discrete lesions. Among them, voxel-based morphometry (VBM)
involves segmentation of the grey matter, spatial transposition of all the
subjects’ images to the same stereotactic space, and ‘modulation’ to
obtain voxel-specific values of grey matter density (or volume). These
values can then be used in regression analyses to compare groups of
individuals or perform correlations with continuous variables of
behavioural/cognitive performance. This is achieved with voxel-based
statistical analysis aimed at identifying, for example, distribution of
voxels of significant volumetric differences between two groups, or voxels
whose grey matter density significantly correlates with performance.
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VBM has been particularly useful in identifying brain–symptom
associations in neurodegenerative diseases, in which pathological
processes causing grey matter loss or atrophy are widespread and involve
different brain regions to a variable degree. They are therefore are better
represented by continuous variables rather than binary measurements,
which are more suited to define discrete lesions. In patients with
dementia or other neurodegenerative diseases, VBM has been reliably
used to identify patterns of grey matter atrophy. For example, several
VBM studies39,40,41 have found that patients with Alzheimer’s disease
(AD) have focal atrophy in the medial temporal lobes, posterior cingulate/
precuneus, and other association areas in a pattern that mirrors the
spread of neurofibrillary tangles,42 while the behavioural variant of
frontotemporal dementia (FTD) is associated with atrophy in the frontal
lobes.43,44 Semantic dementia is associated with asymmetrical anterior
temporal lobe atrophy. By contrast, progressive nonfluent aphasia is
associated with left perisylvian atrophy.45 In addition, VBM has also been
extensively used to make inferences on the association of focal atrophy
with specific cognitive deficits.46,47,48,49 As an example, a VBM
correlational analysis in patients with frontotemporal dementia reported
that severity of apathy correlated with atrophy in the right dorsolateral
prefrontal cortex, whereas severity of disinhibition correlated with
atrophy in mesolimbic structures.50
Several other MRI-based tools have been used to study volumes of a
priori defined regions of interest (ROIs) or rates of atrophy over time in
neurodegenerative diseases. In AD, ROI-based measures of hippocampal
volumes are significantly reduced compared to age-matched
controls,51,52,53,54 and the rate of change measured from serial MRIs
obtained six months or one year apart significantly increased.55,56,57,58
By the use of correlational analyses, VBM and ROI-based methods allow
for indirect inferences about the localization of specific symptoms in
patients with dementia. However, differently from lesion–symptom
mapping techniques, they do not prove the necessity of a brain region for
a specific cognitive function.
Evidence for functional specialization from functional imaging in
healthy subjects
Functional imaging has revolutionized the field of brain function mapping
over the last 20 years. Activation-based positron emission tomography
(PET) and task-based functional MRI (task fMRI) detect changes in
metabolism or blood flow while subjects are engaged in sensorimotor or
cognitive tasks and can be used to produce activation maps revealing
which parts of the brain are engaged. These functional techniques have
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allowed extension of the concept of functional localization from the study
of brain-injured patients to the study of healthy people.
PET activation studies measure focal variations in cerebral blood flow. A
radiotracer is injected in the bloodstream while the subject is engaged in
different tasks (usually an experimental condition and a control
condition), with the assumption that blood flow will increase in brain
regions where there is increased neural activity.59 Task-based fMRI relies
on the Blood Oxygen Level Dependent (BOLD) contrast, which is
dependent on local changes in cerebral blood flow, cerebral blood
volume, deoxyhaemoglobin concentration, local haematocrit, and changes
in oxygen consumption. When a brain area is more active, it consumes
more oxygen, causing an increase of blood flow and a change in the
BOLD signal.60,61 PET activation studies and task-based fMRI do not
directly measure neural activity, but instead measure changes in
parameters (metabolism and BOLD) correlated with neural activity that
occur with a delay, limiting the temporal resolution of these techniques.
PET activation studies and task-based fMRI studies do not provide
absolute measurements of physiological parameters but measure changes
that occur in response to a task relative to another task, used as a control
condition. By subtracting signal changes occurring during the control
task from those occurring during the experimental task, it is possible to
identify areas of increased activation associated with the task of interest,
assuming that areas active in both control and experimental conditions
have been cancelled out. To establish localization and strength of the
association between the experimental condition and the measured brain
changes, the functional images that have been acquired over time during
different conditions and across different subjects need to be realigned
and mapped into standard stereotactic, voxel-based spaces. Then,
methods allowing statistical inference need to be used.
The most commonly used method to identify functionally specialized brain
responses is statistical parametric mapping (SPM), which allows use of
standard statistical tests on each voxel and assembles the resulting
statistical parameters into images.62 These are then used to compare
different conditions and to identify regionally specific changes of signal
attributable to the experimental task (Fig. 2.1).63 Importantly, if a
significant associations is found, this does not mean that the identified
area is necessary for the specific function or cognitive process, nor that it
is specific for it, because it may also be involved in other functions or
tasks.
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Fig. 2.1
Schematic representation of single-session analysis of fMRI data. fMRI
data are acquired while stimuli are presented to the subject, who
performs a task in the scanner. Data are then pre-processed (including
motion correction, temporal filtering, and spatial smoothing) and entered
into a regression model (general linear model, GLM) that expresses the
observed BOLD response in terms of a linear combination of explanatory
variables (in the design matrix) derived from stimulus/task timings and
the haemodynamic response function (HRF), together with an error term.
Voxel-specific effect-size statistics describe how well the modelled
responses to the stimulus/task (explanatory variables) explain the
continuous data. Thresholding is performed in a way that accounts for
multiple comparison correction.
Courtesy of the Analysis Group of the Centre for Functional MRI of the
Brain (FMRIB) from the FSL (FMRIB Software Library) course.
Since the advent of functional imaging techniques in the late 1980s and
early 1990s, a huge number of studies have reported focal activations in
response to specific tasks across a range of cognitive domains,64
providing striking evidence for the concept of functional specialization. A
review of these studies is outside the focus of the present chapter but a
few early studies are worth considering as examples.
In a PET activation experiment, Zeki and colleagues showed that occipital
area V4 is specific for colour vision, by comparing activations obtained
during presentation of multicolour abstract images with those obtained
during presentation of the same images in black and white, and that V5
or area MT is specific for motion perception, by comparing activations
obtained during presentation of moving relative to stationary black and
white patterns (see also chapter 6 for further examples).65
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One important limitation of the subtraction method used in the early
functional activation studies is that it depends on the assumption of ‘pure
insertion’, that is, that a component process can be added into a task
without affecting other processes. To modulate possible interactions
between different cognitive components in neuroimaging experiments
and disentangle the effect that one component has on the other, more
sophisticated experimental techniques such as factorial design were
implemented.66 For language, a factorial design was used, as an example,
to compare object naming with colour naming. It allowed identification of
modality-independent naming areas in prefrontal and posterior temporal
regions, and areas involved in object recognition in bilateral anterior
temporal regions.67
The results of several functional imaging studies have challenged the
traditional view of a one-to-one correspondence between brain regions
and cognitive processes. On the one hand, single cognitive processes
frequently elicit activation of several brain regions or distributed patterns
of activations.64,68 On the other hand, activations of single brain regions
are frequently elicited by a wide range of cognitive tasks, even when
these have been carefully modulated with factorial experimental
designs.68,69 Thus, although extensively supported by lesion cases and
functional imaging studies, the concept of functional specialization alone
may not be sufficient to explain brain functioning and organization in
human.

Network organization of cognitive functions
Towards the concept of distributed functional networks
Wernicke had first suggested that complex cognitive functions such as
language result from distributed systems of linked focal brain regions. He
proposed a model of language as a multi-component process, in which
each component has a specific anatomical localization but is connected to
the other components, reconciling evidence for functional specialization
that he and others had provided with the notion that cognitive functions
depend on integrated functioning across brain regions.4 He even
hypothesized the existence of a conduction aphasia that would be
associated with a lesion of the pathways connecting the left hemisphere
frontal and temporal lobe centres, characterized by preserved fluency
and comprehension but impaired repetition and paraphasic speech (the
use of incorrect words or phonemes while speaking).
In addition to conduction aphasia, other ‘disconnection syndromes’
resulting from damage of white matter tracts between cortical areas were
described. As an example, alexia without agraphia, in which patients are
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able to write and speak but cannot read, was first described by Dejerine
1891 and associated with lesions to the white matter in proximity of the
angular gyrus that interrupt the connections between the visual cortex
and language areas. In 1965, the anatomical bases of disconnection
syndromes were reviewed by Geschwind70,71 who provided a theoretical
framework that paved the road for modern concepts of distributed brain
networks.72 Around the same time, Alexander Luria, one of the founders
of neuropsychology, proposed a model of human mental processes based
on complex functional systems or ‘functional units’ that involved groups
of brain areas working in a coordinated, hierarchical, and organized
way.73
Related to this ideas is the notion that a lesion can cause functional
damage ‘remote’ from the anatomical site of the lesion. This concept was
extensively studied by Monakow who coined the term diaschisis—loss of
function due to transient, indirect damage to remote parts of the brain
not anatomically close to the site of the primary injury but functionally
connected to it.74 His work fostered the view of the brain as a complex,
dynamic system in which function could be lost transiently. Evidence for
diaschisis comes from functional imaging studies that show
hypometabolism in regions remote from the cortical lesion,75
demonstrating directly the existence of remote functional effects.76
These ideas led to the refutation of functional localization as the sole and
sufficient explanation of brain function. Brain–symptom correlations
started to be searched not only in specific, single brain regions but also in
larger-scale networks connecting different regions across the brain. With
the additional benefit of knowledge about anatomical structural
connections from tracing methods in the autopsied brain, Mesulam
proposed a model of brain function based on distinct, multifocal largescale functional systems.77 In his scheme, there is a spatial attention
network anchored in the posterior parietal and dorsolateral frontal
regions, a language network involving Wernicke’s and Broca’s areas, a
memory network linking the hippocampus and inferior parietal cortex, a
face/object recognition network anchored in temporal cortices, and a
working-memory/executive-function network connecting prefrontal and
inferior parietal cortices.78
Subsequently, McIntosh demonstrated the existence of networks by
measuring the covariance of activity between regions in PET activation
studies, thus identifying patterns of co-variation or functional
connectivity.79 For example, he studied people who had learned that an
auditory stimulus signalled a visual event and found activation in left
occipital visual areas when auditory stimuli were presented alone. He
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then showed that this occipital activation correlated with activation in the
prefrontal cortex and that it accounted for most of the change in occipital
activity.80
It is now widely accepted that the brain functions through large-scale
networks including multiple specialized cortical areas reciprocally
connected with parallel, bidirectional, and multisynaptic pathways. Thus
deficits can be caused either by damage to specialized cortical areas, by
damage to their connecting pathways, or both.72,81,82
Neuroimaging methods to study brain connectivity
Several methodological advances have allowed study of brain connectivity
and large-scale brain networks from different perspectives. Functional
connectivity refers to the functional relationship between brain regions
inferred by searching for correlations in the fMRI signal between two or
more brain regions (functional covariance). The structural bases of this
relationship are ultimately assumed to exist through mono- or
multisynaptic pathways.83,84
Correlations in the fMRI signal (BOLD signal) can be studied among
regional changes occurring in response to cognitive tasks but also among
regional changes that occur in the absence of tasks, while participants
are simply at rest (resting fMRI). In fact, it has been shown that the
BOLD signal not only changes as a consequence of cognitive or ‘taskrelated’ demand, but also shows low frequency spontaneous fluctuations
(0.01–0.1 Hz) that are temporally correlated and organized within specific
spatial patterns in the brain.85,86 The networks of brain regions whose
spontaneous activity rises and falls coherently have been termed resting
state networks.
To study functional correlation, a ‘seed’ voxel or anatomical ROI is
‘seeded’ to generate a correlation map showing all other regions in which
signal changes significantly correlate with those within the seed region
(seed-based correlation analysis). This approach is hypothesis-driven and
requires a priori selection of the ROI or ‘seed’. Alternatively, a more
exploratory, data-driven approach can be used to create a matrix of
correlations across each voxel/region with all other voxels/regions in the
brain. Correlation matrices can be decomposed into spatial modes using,
for instance, principal component analysis (PCA) or independent
component analysis (ICA) to identify large-scale networks or maps of
spatially independent and temporally correlated functional signals.87,88,89
Among the several resting state networks identified with ICA-based
approaches, the default mode network (DMN, Fig. 2.2A)—which includes
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posterior cingulate cortex and precuneus, the medial prefrontal cortex,
and lateral parietal regions—is considered to be specifically engaged
during task-independent introspection or self-referential thought. The
DMN was fist identified in task-related fMRI by studying task-induced
deactivations (i.e. decreases in BOLD signal during experimental
conditions compared to baseline or resting conditions).90 It can also be
identified with ‘seed-based’ methods examining correlations from regions
such as the posterior cingulate.91,92

Fig. 2.2
Resting state networks (RSNs). Spatial maps of resting state networks
(RSNs) obtained using independent component analysis (ICA). The three
most informative orthogonal slices for each RSN are shown. A) DMN; B)
ventromedial visual RSN; C) dorsolateral visual RSN; D) auditory RSN; E)
orbitofrontal RSN; F) left frontoparietal RSN; G) right frontoparietal RSN.
Coordinates are in MNI.
Reproduced from Biological Psychiatry, 74(5), Zamboni G, Wilcock GK,
Douaud G, et al. Resting functional connectivity reveals residual
functional activity in Alzheimer’s disease, pp. 375–83, Copyright (2013),
with permission from Elsevier.
In addition to the DMN, other commonly identified networks are the
‘executive control’ networks linking dorsofrontal and parietal regions, the
‘salience’ network linking anterior cingulate to insular and limbic regions,
and networks related to primary visual, auditory, and sensorimotor
regions (Fig. 2.2).86,88,89,93,94 Resting state networks (RSN) have been
shown to be consistent across subjects95 and to match activations found
in task-based fMRI studies, suggesting that they reflect functionally
significant brain networks.96,97,98
Effective connectivity represents another way to study functional
correlations and network function. Different from functional connectivity,
this method incorporates additional information such as anatomical
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constraints and considers interactions of several brain regions
simultaneously. It is aimed at explicitly quantifying the influence that one
region has on another and establish whether their connections are causal
and have a specific directionality (from region A to area B rather than B
to A).100 Effective connectivity approaches include dynamic causal
modelling (DCM) that allows testing of specific models of how different
parts of a functional network are dynamically linked and coupled. DCM is
less ‘model-free’ and more hypothesis-driven (and more computationally
sophisticated) than functional connectivity. It tests dynamic interactions
and is therefore task-dependent and condition-specific, and has been
mainly applied to task-based fMRI studies, although it has been recently
extended to modelling of resting-state data and comparing multiple
different models.101,102
The principles used to investigate functional and effective connectivity
from fMRI data can also be applied to data obtained with
neurophysiological techniques such as electro-encephalography (EEG)
and magnetoencephalography (MEG), allowing mapping of networks at
high temporal resolution as well as studying frequency band-specific
interactions.103,104
Structural connectivity refers to the white matter connections between
brain regions. These can be visualized with tracing methods in animals or
ex vivo methods in autopsied human brains, or inferred in vivo with
structural imaging techniques such as diffusion tensor imaging (DTI). DTI
can be used to estimate the structural integrity of brain connections (i.e.
axons and fibre tracts) by measuring diffusion of water molecules through
tissues.105 It provides measures of fractional anisotropy (FA), a
particularly sensitive index of microstructural integrity of cerebral white
matter, and of radial and axial diffusivity, which give indications of axonal
damage and demyelination, respectively. Common methods to assess
structural disruption are voxel-wise106 or diffusion tensor imaging
tractography (see chapter 8).107 Structural connectivity can also be
estimated by studying the correlation among regional structural
measures such as local cortical thickness and volume across subjects
(anatomical covariance), in a way similar to functional connectivity.108,109
Structural covariance does not demand existence of a direct anatomical
connection between the regions whose structural measures are
correlated. As with functional covariance, the identified connections
might not reflect axonal pathways and caution is required in interpreting
the results. Nevertheless, networks identified using this approach have
been found to reflect genetic influences as well as experience-related
plasticity reliably.110
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Brain networks derived from all the methods described above can be
examined using graph theory in which connectivity elements (single brain
regions or maps of resting state networks) are defined as network nodes
and their mutual relationships as network edges. In this way, brain
networks can be mathematically described as graphs which, in their
simplest form, correspond to correlations matrices representing the
strength of edges between pairs of nodes. At the highest level of
abstraction, even the whole brain can be defined as a network and its
properties described in terms of number of edges per node, resistance to
damage, efficiency, hierarchy, and sub-networks, among other graph
theory measures.111,112 Although graph-theoretical approaches have
several limitations, including the high dependence on how nodes are
initially defined (with structural atlas-based or functional parcellations)
and their high degree of abstraction, they have the potential of becoming
more meaningful and interpretable in the near future.113
Large-networks abnormalities in neurodegenerative diseases
Connectivity methods have now been applied to neurological diseases.
This has been particularly promising in the context of neurodegenerative
diseases, which are associated with gradual and specific patterns of
progression of pathology across the brain. Indeed, it has been
increasingly suggested that different pathologies target specific largescale networks.114,115
Since its identification, the DMN has been shown to be particularly
relevant for AD, since it includes regions know to be vulnerable to
atrophy, amyloid deposition, and reduced metabolism in patients with
AD.116 DMN functional connectivity is reduced in patients with AD
compared to healthy controls.117 Similarly, ROI-based studies using the
hippocampus or the posterior cingulate as ‘seeds’ show decreased
functional connectivity with regions of the DMN such as the medial
prefrontal cortex, but increased functional connectivity with frontal and
frontoparietal regions.118,119,120,121
More recent studies that used ICA-based methods confirm that patients
with AD have significant decreased functional integrity and connectivity
in regions of the DMN.122,123,124,125 Among them, the few studies that
also explored other resting state networks99 found that that functional
connectivity within frontal and frontoparietal networks is increased in
patients with AD relative to controls, thus having the opposite
connectivity effect than the DMN.99,123,124,126 Importantly, these most
recent studies examined changes in functional connectivity occurring
over and above the structural changes that occur in neurodegenerative
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diseases by including VBM measures of atrophy as a covariate of no
interest.
A number of resting-state fMRI studies have explored functional
connectivity in other neurodegenerative diseases. For example, in
patients with behavioural variant of frontotemporal dementia, functional
connectivity was decreased in the salience network and increased in the
DMN, a pattern opposite to the one found in patients with AD.127 In
patients with Parkinson’s disease, functional connectivity is reduced in a
network involving basal ganglia, and normalizes upon administration of
dopaminergic medication.128
Do resting state networks identified with resting fMRI relate to actual
brain functioning in response to cognitive demand? In healthy people, it
has been increasingly shown that functional networks at rest reflect those
utilized ‘actively’ during execution of tasks.96,97,98 A recent study which
combined resting and task-based fMRI also showed that this is true in
patients, suggesting changes in functional connectivity secondary to
neurodegenerative disease might directly reflect residual cognitive
functioning in patients.99 Effective connectivity has also been used in
neurodegenerative diseases.129
In a seminal study combining anatomical covariance and functional
connectivity,130 Seeley and colleagues investigated patterns of atrophy of
five different neurodegenerative syndromes (Alzheimer’s disease,
corticobasal degeneration, and the three variants of frontotemporal
dementia) shown in blue in Figure 2.3). Using the identified regions of
greater atrophy in each disease as a ‘seed’, they then showed that in
healthy people, seed-based covariance patterns of structural (Fig. 2.3,
green) and functional (Fig. 2.3, yellow) measures mirrored syndromespecific patterns of atrophy. This suggested that networks of functional
and structural connectivity in the healthy brain are differentially
vulnerable to specific neurodegenerative disease. More precisely, AD
affects the DMN, the behavioural variant of frontotemporal dementia
affects the salience network, semantic dementia targets the left temporal
polar network, progressive non-fluent aphasia the left frontoparietal
network, and corticobasal degeneration the sensory-motor network.
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Fig. 2.3
Results of the study from Seeley, et al.130 Syndrome-specific atrophy
patterns (in blue), whose cortical maxima (circled) provided seed ROIs for
functional (in yellow) and structural (in green) covariance analyses in a
group of healthy controls.
Reproduced from Neuron, 62(1), Seeley WW, Crawford RK, Zhou J, Miller
BL, Greicius MD, Neurodegenerative diseases target large-scale human
brain networks, pp. 42–52, Copyright (2009), with permission from
Elsevier.
In a subsequent study, the same authors further explored network
properties of each region found to be atrophic in the five
neurodegenerative diseases to identify regions whose normal functional
connectivity profile best overlapped with disease-specific patterns of
atrophy (which they termed ‘epicentres’). They then used graphtheoretical methods to explore possible models of disease spread and
reported evidence for a model of trans-neuronal spread from highly
vulnerable disease epicentres that, in healthy people, represent highly
connected nodes or network hubs.131
Graph theory principles have also been applied to measures of cortical
thickness covariance to explore network properties in patients with AD.
Patients with AD have increased local connectivity of nodes (increased
clustering) but decreased global efficiency (increased edges length
between connected nodes), suggesting that AD is characterized by a
deficit in long-range connectivity and associated with a reversion to less
optimal connectivity and more localized connections.132 AD patients also
showed changes in the efficiency of specific nodes, with significant
decreased efficiency in heteromodal temporal and parietal regions, and
increased efficiency in frontal and occipital regions, in line with findings
from functional connectivity.
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One recent study specifically tested if network hubs, identified using DTI,
in the normal brain are indeed vulnerable to specific brain disorders.133
Analysis of data from published MRI studies suggests these hubs are
atrophic across twenty-six different neurological and psychiatric
conditions. More precisely, nine diseases including AD and schizophrenia
have atrophy located in specific highly connected regions; that is,
temporal lobe hubs were specifically associated with AD, whereas frontal
and temporal cortical hubs were associated with schizophrenia. Similar
results were obtained when highly connected hubs were derived from
functional connectivity calculated from a meta-analysis of task-related
functional imaging studies, rather than from DTI. The authors concluded
that highly connected regions within networks identified with different
connectivity modalities are more likely to be anatomically affected by
brain disorders.
Future directions
The contraposition between the concepts of functional specialization and
connectivity has been a major theme in the history of neuroscience. While
evidence discussed in the first part of this chapter demonstrates the
existence of functionally specialized areas, a growing body of knowledge
discussed in the second part shows the importance of connections for
brain functioning. Network approaches account for connectivity and
nodal or regional specialization, offering the promise to reconcile these
seemingly opposing perspectives.134 Several worldwide initiatives have
been recently set up with the aim of describing comprehensively all
macroscopic functional and structural connections of the healthy brain,
by mapping what has been termed ‘human connectomes’135 (for a
complete list of current research projects into macroscale connectomics,
see reference 136). Some argue that this will help to attain a fundamental
understanding of brain architecture and its relation with cognition and
behaviour. Ultimately, it is hoped that it will be clinically useful to obtain
individual-relevant reliable indices that can be used for identification of
people at risk of specific diseases, prognostication, and measurement of
treatment response.

References
1. Broca P. Localisations des fonctions cérébrales. Siège de la faculté du
langage articulé. Bulletin de la Société d’Anthropologie. 1863; tome IV:
200–08.
2. Gall FJ and Spurzheim G. Anatomie et Physiologie du Système nerveux
en général et du cerveau en particulier avec des observations sur la
Page 17 of 28

PRINTED FROM OXFORD MEDICINE ONLINE (www.oxfordmedicine.com). © Oxford
University Press, 2015. All Rights Reserved. Under the terms of the licence agreement, an
individual user may print out a PDF of a single chapter of a title in Oxford Medicine Online for
personal use (for details see Privacy Policy).
Subscriber: Giovanna Zamboni; date: 08 September 2016

Functional specialization and network connectivity in
brain function

possibilité de reconnaître plusieurs dispositions intellectuelles et morales
de l’homme et des animaux par la configuration de leur têtes. Paris:
Schoell, 1810.
3. Broca P. Perte de la parole, ramollissement chronique et destruction
partielle du lobe antérieur gauche [Sur le siège de la faculté du langage.]
Bulletin de la Société d’Anthropologie. 1861;tome II:235–8.
4. Wernicke C. Der aphasische Symptomencomplex: Eine psychologische
Studie auf anatomischer Basis. Breslau: Cohn und Weigert, 1874.
5. Fritsch G and Hitzig E. Über die elektrische Erregbarkeit des
Grosshirn. Archive für Anatomie, Physiologie und wissenschaftliche
Medicin. 1870:300–32.
6. Ferrier D. Experimental researches in cerebral physiology and
pathology. West Riding Lunatic Asylum Med Rep. 1973:30–96.
7. Luciani L. On the sensorial localization in the cortex cerebri. Brain.
1884;26:145–61.
8. Munk H. Weitere Mittheilungen zur Physiologie der Grosshirnrinde.
Verhandlungen der Physiologischen Gesellschaft zu Berlin. 1878.
9. Damasio H, Grabowski T, Frank R, et al. The return of Phineas Gage:
Clues about the brain from the skull of a famous patient. Science.
1994;264:1102–05.
10. Scoville WB and Milner B. Loss of recent memory after bilateral
hippocampal lesions. J Neurol Neurosur Ps. 1957;20:11–21.
11. Squire LR and Zola-Morgan S. The medial temporal lobe memory
system. Science. 1991;253:1380–6.
12. De Renzi E. Caratteristiche e problemi della neuropsicologia. Archivio
di psicologia, neurologia e psichiatria. 1967;28:422–40.
13. Benton AL. The Fiction of the ‘Gerstmann Syndrome’. J Neurol
Neurosur Ps. 1961;24:176–81.
14. De Renzi E and Nichelli P. Verbal and non-verbal short-term memory
impairment following hemispheric damage. Cortex. 1975;11:341–54.
15. De Renzi E. Asimmetrie emisferiche nella rappresentazione non
verbali. Atti del XVI Congresso Nazionale di Neurologi. Rome 1967.

Page 18 of 28

PRINTED FROM OXFORD MEDICINE ONLINE (www.oxfordmedicine.com). © Oxford
University Press, 2015. All Rights Reserved. Under the terms of the licence agreement, an
individual user may print out a PDF of a single chapter of a title in Oxford Medicine Online for
personal use (for details see Privacy Policy).
Subscriber: Giovanna Zamboni; date: 08 September 2016

Functional specialization and network connectivity in
brain function

16. Newcombe F. Missile Wounds of the Brain: A Study of Psychological
Deficits. London: Oxford University Press, 1969.
17. Milner B. Interhemispheric differences in the localization of
psychological processes in man. Brit Med Bull. 1971;27:272–7.
18. Gazzaniga MS and Sperry RW. Language after section of the cerebral
commissures. Brain. 1967;90:131–48.
19. Newcombe F. Dissociated visual perceptual and spatial deficits in
focal lesions of the right hemisphere. J Neurol Neurosur Ps. 1969;32:73–
81.
20. Damasio H and Damasio AR. Lesion Analysis in Neuropsychology.
Oxford: Oxford University Press, 1989.
21. Talairach J and Tournoux P. Co-planar stereotaxic atlas of the human
brain: 3-dimensional proportional system: An approach to medical
cerebral imaging. Stuttgart: Thieme Medical, 1988.
22. Frank RJ, Damasio H, and Grabowski TJ. Brainvox: An interactive,
multimodal visualization and analysis system for neuroanatomical
imaging. Neuroimage. 1997;5:13–30.
23. Damasio H and Frank R. Three-dimensional in vivo mapping of brain
lesions in humans. Arch Neurol–Chicago. 1992;49:137–43.
24. Grafman J, Schwab K, Warden D, et al. Frontal lobe injuries, violence,
and aggression: a report of the Vietnam Head Injury Study. Neurology.
1996;46:1231–8.
25. Damasio H, Grabowski TJ, Tranel D, et al. A neural basis for lexical
retrieval. Nature. 1996;380:499–505.
26. Adolphs R, Damasio H, Tranel D, et al. A role for somatosensory
cortices in the visual recognition of emotion as revealed by threedimensional lesion mapping. J Neurosci. 2000;20:2683–90.
27. Bates E, Wilson SM, and Saygin AP, et al. Voxel-based lesion-symptom
mapping. Nature Neurosci. 2003;6:448–50.
28. Karnath HO, Fruhmann Berger M, Kuker W, et al. The anatomy of
spatial neglect based on voxelwise statistical analysis: A study of 140
patients. Cereb Cortex. 2004;14:1164–72.

Page 19 of 28

PRINTED FROM OXFORD MEDICINE ONLINE (www.oxfordmedicine.com). © Oxford
University Press, 2015. All Rights Reserved. Under the terms of the licence agreement, an
individual user may print out a PDF of a single chapter of a title in Oxford Medicine Online for
personal use (for details see Privacy Policy).
Subscriber: Giovanna Zamboni; date: 08 September 2016

Functional specialization and network connectivity in
brain function

29. Walker GM, Schwartz MF, Kimberg DY, et al. Support for anterior
temporal involvement in semantic error production in aphasia: New
evidence from VLSM. Brain and Lang. 2011;117:110–22.
30. Baldo JV, Katseff S, and Dronkers NF. Brain Regions Underlying
Repetition and Auditory-Verbal Short-term Memory Deficits in Aphasia:
evidence from Voxel-based Lesion Symptom Mapping. Aphasiology.
2012;26:338–54.
31. van Asselen M, Kessels RP, Frijns CJ, et al. Object-location memory: A
lesion-behavior mapping study in stroke patients. Brain Cognition.
2009;71:287–94.
32. Barbey AK, Colom R, Solomon J, et al. An integrative architecture for
general intelligence and executive function revealed by lesion mapping.
Brain. 2012;135:1154–64.
33. Knutson KM, Rakowsky ST, Solomon J, et al. Injured brain regions
associated with anxiety in Vietnam veterans. Neuropsychologia.
2013;51:686–94.
34. Mah YH, Husain M, Rees G, et al. Human brain lesion-deficit
inference remapped. Brain. 2014;137:2522–31.
35. Thompson PM, Mega MS, Woods RP, et al. Cortical change in
Alzheimer’s disease detected with a disease-specific population-based
brain atlas. Cereb Cortex. 2001;11:1–16.
36. Ashburner J and Friston KJ. Voxel-based morphometry—the methods.
Neuroimage. 2000;11:805–21.
37. Ashburner J and Friston KJ. Why voxel-based morphometry should be
used. Neuroimage. 2001;14:1238–43.
38. MacDonald D, Kabani N, Avis D, et al. Automated 3-D extraction of
inner and outer surfaces of cerebral cortex from MRI. Neuroimage.
2000;12:340–56.
39. Scahill RI, Schott JM, Stevens JM, et al. Mapping the evolution of
regional atrophy in Alzheimer’s disease: Unbiased analysis of fluidregistered serial MRI. Proc Natl Acad Sci USA. 2002;99:4703–07.
40. Busatto GF, Diniz BS, and Zanetti MV. Voxel-based morphometry in
Alzheimer’s disease. Expert Rev Neurother. 2008;8:1691–702.

Page 20 of 28

PRINTED FROM OXFORD MEDICINE ONLINE (www.oxfordmedicine.com). © Oxford
University Press, 2015. All Rights Reserved. Under the terms of the licence agreement, an
individual user may print out a PDF of a single chapter of a title in Oxford Medicine Online for
personal use (for details see Privacy Policy).
Subscriber: Giovanna Zamboni; date: 08 September 2016

Functional specialization and network connectivity in
brain function

41. Fennema-Notestine C, Hagler DJ, Jr, et al. Structural MRI biomarkers
for preclinical and mild Alzheimer’s disease. Hum Brain Mapp.
2009;30:3238–53.
42. Braak H and Braak E. Neuropathological stageing of Alzheimerrelated changes. Acta Neuropathol. 1991;82:239–59.
43. Rosen HJ, Gorno-Tempini ML, Goldman WP, et al. Patterns of brain
atrophy in frontotemporal dementia and semantic dementia. Neurology.
2002;58:198–208.
44. Rosen HJ, Kramer JH, Gorno-Tempini ML, et al. Patterns of cerebral
atrophy in primary progressive aphasia. Am J Geriatr Psychiat.
2002;10:89–97.
45. Gorno-Tempini ML, Dronkers NF, Rankin KP, et al. Cognition and
anatomy in three variants of primary progressive aphasia. Ann Neurol.
2004;55:335–46.
46. Rosen HJ, Allison SC, Schauer GF, et al. Neuroanatomical correlates
of behavioural disorders in dementia. Brain. 2005;128:2612–25.
47. Whitwell JL, Sampson EL, Loy CT, et al. VBM signatures of abnormal
eating behaviours in frontotemporal lobar degeneration. Neuroimage.
2007;35:207–13.
48. Sarazin M, Chauvire V, Gerardin E, et al. The amnestic syndrome of
hippocampal type in Alzheimer’s disease: an MRI study. J Alzheimers Dis.
2010;22:285–94.
49. Boddaert N, Chabane N, Gervais H, et al. Superior temporal sulcus
anatomical abnormalities in childhood autism: a voxel-based
morphometry MRI study. Neuroimage. 2004;23:364–9.
50. Zamboni G, Huey ED, Krueger F, et al. Apathy and disinhibition in
frontotemporal dementia: Insights into their neural correlates. Neurology.
2008;71:736–42.
51. Kesslak JP, Nalcioglu O, and Cotman CW. Quantification of magnetic
resonance scans for hippocampal and parahippocampal atrophy in
Alzheimer’s disease. Neurology. 1991;41:51–4.
52. Jack CR, Jr., Petersen RC, O’Brien PC, et al. MR-based hippocampal
volumetry in the diagnosis of Alzheimer’s disease. Neurology.
1992;42:183–8.

Page 21 of 28

PRINTED FROM OXFORD MEDICINE ONLINE (www.oxfordmedicine.com). © Oxford
University Press, 2015. All Rights Reserved. Under the terms of the licence agreement, an
individual user may print out a PDF of a single chapter of a title in Oxford Medicine Online for
personal use (for details see Privacy Policy).
Subscriber: Giovanna Zamboni; date: 08 September 2016

Functional specialization and network connectivity in
brain function

53. Jack CR, Jr, Petersen RC, Xu YC, et al. Medial temporal atrophy on
MRI in normal aging and very mild Alzheimer’s disease. Neurology.
1997;49:786–94.
54. Chan D, Fox NC, Scahill RI, et al. Patterns of temporal lobe atrophy in
semantic dementia and Alzheimer’s disease. Ann Neurol. 2001;49:433–42.
55. Fox NC, Freeborough PA, and Rossor MN. Visualisation and
quantification of rates of atrophy in Alzheimer’s disease. Lancet.
1996;348:94–7.
56. Jack CR, Jr., Petersen RC, Xu Y, et al. Rates of hippocampal atrophy
correlate with change in clinical status in aging and AD. Neurology.
2000;55:484–9.
57. Barnes J, Boyes RG, Lewis EB, et al. Automatic calculation of
hippocampal atrophy rates using a hippocampal template and the
boundary shift integral. Neurobiol Aging. 2007;28:1657–63.
58. Barnes J, Foster J, Boyes RG, et al. A comparison of methods for the
automated calculation of volumes and atrophy rates in the hippocampus.
Neuroimage. 2008;40:1655–71.
59. Fox PT and Mintun MA. Noninvasive functional brain mapping by
change-distribution analysis of averaged PET images of H215O tissue
activity. J Nucl Med. 1989;30:141–9.
60. Ogawa S, Menon RS, Tank DW, et al. Functional brain mapping by
blood oxygenation level-dependent contrast magnetic resonance imaging.
A comparison of signal characteristics with a biophysical model. Biophys
J. 1993;64:803–12.
61. Ogawa S, Tank DW, Menon R, et al. Intrinsic signal changes
accompanying sensory stimulation: functional brain mapping with
magnetic resonance imaging. Proc Natl Acad Sci USA. 1992;89:5951–5.
62. Friston KJ, Ashburner JT, Stefan JK, et al. Statistical Parametric
Mapping: The Analysis of Functional Brain Images, 1st edn. London:
Academic Press, 2007.
63. Friston KJ, Holmes A, Poline JB, et al. Detecting activations in PET
and fMRI: levels of inference and power. Neuroimage. 1996;4:223–35.
64. Cabeza R and Nyberg L. Imaging cognition II: An empirical review of
275 PET and fMRI studies. J Cognitive Neurosci. 2000;12:1–47.

Page 22 of 28

PRINTED FROM OXFORD MEDICINE ONLINE (www.oxfordmedicine.com). © Oxford
University Press, 2015. All Rights Reserved. Under the terms of the licence agreement, an
individual user may print out a PDF of a single chapter of a title in Oxford Medicine Online for
personal use (for details see Privacy Policy).
Subscriber: Giovanna Zamboni; date: 08 September 2016

Functional specialization and network connectivity in
brain function

65. Zeki S, Watson JD, Lueck CJ, et al. A direct demonstration of
functional specialization in human visual cortex. J Neurosci. 1991;11:641–
9.
66. Friston KJ, Price CJ, Fletcher P, et al. The trouble with cognitive
subtraction. Neuroimage. 1996;4:97–104.
67. Price CJ, Moore CJ, Humphreys GW, et al. The neural regions
sustaining object recognition and naming. Proc Roy Soc Lond (Biol).
1996;263:1501–07.
68. Price CJ and Friston KJ. Functional ontologies for cognition: The
systematic definition of structure and function. Cognitive Neuropsych.
2005;22:262–75.
69. Fedorenko E, Duncan J, and Kanwisher N. Broad domain generality in
focal regions of frontal and parietal cortex. Proc Natl Acad Sci USA.
2013;110:16616–21.
70. Geschwind N. Disconnexion syndromes in animals and man. II. Brain.
1965;88:585–644.
71. Geschwind N. Disconnexion syndromes in animals and man. I. Brain.
1965;88:237–94.
72. Catani M and Ffytche DH. The rises and falls of disconnection
syndromes. Brain. 2005;128:2224–39.
73. Lurii͡a AR and Haigh B. The Working Brain: An Introduction to
Neuropsychology. New York: Basic Books, 1973.
74. Monakow CV. Die Lokalisation im Grosshirn und der Abbau der
Funktion durch kortikale Herde. Wiesbaden: J.F. Bergmann, 1914.
75. Price CJ, Warburton EA, Moore CJ, et al. Dynamic diaschisis:
anatomically remote and context-sensitive human brain lesions. J
Cognitive Neurosc. 2001;13:419–29.
76. Carrera E and Tononi G. Diaschisis: past, present, future. Brain.
2014;137:2408–22.
77. Mesulam MM. Large-scale neurocognitive networks and distributed
processing for attention, language, and memory. Ann Neurol.
1990;28:597–613.
78. Mesulam MM. From sensation to cognition. Brain. 1998;121 (Pt 6):
1013–52.
Page 23 of 28

PRINTED FROM OXFORD MEDICINE ONLINE (www.oxfordmedicine.com). © Oxford
University Press, 2015. All Rights Reserved. Under the terms of the licence agreement, an
individual user may print out a PDF of a single chapter of a title in Oxford Medicine Online for
personal use (for details see Privacy Policy).
Subscriber: Giovanna Zamboni; date: 08 September 2016

Functional specialization and network connectivity in
brain function

79. McIntosh AR, Grady CL, Ungerleider LG, et al. Network analysis of
cortical visual pathways mapped with PET. J Neurosci. 1994;14:655–66.
80. McIntosh AR, Cabeza RE, and Lobaugh NJ. Analysis of neural
interactions explains the activation of occipital cortex by an auditory
stimulus. J Neurophysiol. 1998;80:2790–6.
81. Sporns O, Chialvo DR, Kaiser M, et al. Organization, development and
function of complex brain networks. Trends Cogn Sci. 2004;8:418–25.
82. Bressler SL and Menon V. Large-scale brain networks in cognition:
Emerging methods and principles. Trends Cogn Sci. 2010;14:277–90.
83. Honey CJ, Sporns O, Cammoun L, et al. Predicting human restingstate functional connectivity from structural connectivity. Proc Natl Acad
Sci USA. 2009;106:2035–40.
84. Greicius MD, Supekar K, Menon V, et al. Resting-state functional
connectivity reflects structural connectivity in the default mode network.
Cereb Cortex. 2009;19:72–8.
85. Gusnard DA and Raichle ME. Searching for a baseline: functional
imaging and the resting human brain. Nature Rev Neurosci. 2001;2:685–
94.
86. Fox MD and Raichle ME. Spontaneous fluctuations in brain activity
observed with functional magnetic resonance imaging. Nature Rev
Neurosci. 2007;8:700–11.
87. Beckmann CF and Smith SM. Probabilistic independent component
analysis for functional magnetic resonance imaging. IEEE T Med Imaging.
2004;23:137–52.
88. Beckmann CF, DeLuca M, Devlin JT, et al. Investigations into restingstate connectivity using independent component analysis. Philos Trans R
Soc Lond B Biol Sci. 2005;360:1001–13.
89. De Luca M, Beckmann CF, De Stefano N, et al. fMRI resting state
networks define distinct modes of long-distance interactions in the human
brain. Neuroimage. 2006;29:1359–67.
90. Raichle ME, MacLeod AM, Snyder AZ, et al. A default mode of brain
function. Proc Natl Acad Sci USA. 2001;98:676–82.

Page 24 of 28

PRINTED FROM OXFORD MEDICINE ONLINE (www.oxfordmedicine.com). © Oxford
University Press, 2015. All Rights Reserved. Under the terms of the licence agreement, an
individual user may print out a PDF of a single chapter of a title in Oxford Medicine Online for
personal use (for details see Privacy Policy).
Subscriber: Giovanna Zamboni; date: 08 September 2016

Functional specialization and network connectivity in
brain function

91. Greicius MD, Krasnow B, Reiss AL, et al. Functional connectivity in
the resting brain: a network analysis of the default mode hypothesis. Proc
Natl Acad Sci USA. 2003;100:253–8.
92. Andrews-Hanna JR, Reidler JS, Sepulcre J, et al. Functional-anatomic
fractionation of the brain’s default network. Neuron. 65:550–62.
93. Seeley WW, Menon V, Schatzberg AF, et al. Dissociable intrinsic
connectivity networks for salience processing and executive control. J
Neurosci. 2007;27:2349–56.
94. Damoiseaux JS, Beckmann CF, Arigita EJ, et al. Reduced resting-state
brain activity in the ‘default network’ in normal aging. Cereb Cortex.
2008;18:1856–64.
95. Yeo BT, Krienen FM, Sepulcre J, et al. The organization of the human
cerebral cortex estimated by intrinsic functional connectivity. J
Neurophysiol. 2011;106:1125–65.
96. Smith SM, Fox PT, Miller KL, et al. Correspondence of the brain’s
functional architecture during activation and rest. Proc Natl Acad Sci
USA. 2009;106:13040–5.
97. Laird AR, Eickhoff SB, Rottschy C, et al. Networks of task coactivations. Neuroimage. 2013;80:505–14.
98. Laird AR, Fox PM, Eickhoff SB, et al. Behavioral interpretations of
intrinsic connectivity networks. J Cognitive Neurosci. 2011;23:4022–37.
99. Zamboni G, Wilcock GK, Douaud G, et al. Resting functional
connectivity reveals residual functional activity in Alzheimer’s disease.
Biol Psychiat. 2013;74:375–83.
100. Friston KJ. Functional and effective connectivity: a review. Brain
Connectivity. 2011;1:13–36.
101. Friston KJ, Li B, Daunizeau J, et al. Network discovery with DCM.
Neuroimage. 2011;56:1202–21.
102. Stephan KE, Weiskopf N, Drysdale PM, et al. Comparing
hemodynamic models with DCM. Neuroimage. 2007;38:387–401.
103. Varela F, Lachaux JP, Rodriguez E, et al. The brainweb: phase
synchronization and large-scale integration. Nature Rev Neurosci.
2001;2:229–39.

Page 25 of 28

PRINTED FROM OXFORD MEDICINE ONLINE (www.oxfordmedicine.com). © Oxford
University Press, 2015. All Rights Reserved. Under the terms of the licence agreement, an
individual user may print out a PDF of a single chapter of a title in Oxford Medicine Online for
personal use (for details see Privacy Policy).
Subscriber: Giovanna Zamboni; date: 08 September 2016

Functional specialization and network connectivity in
brain function

104. Stam CJ. Use of magnetoencephalography (MEG) to study functional
brain networks in neurodegenerative disorders. J Neuro Sci.
2010;289:128–34.
105. Moseley ME, Cohen Y, Kucharczyk J, et al. Diffusion-weighted MR
imaging of anisotropic water diffusion in cat central nervous system.
Radiology. 1990;176:439–45.
106. Smith SM, Jenkinson M, Johansen-Berg H, et al. Tract-based spatial
statistics: voxelwise analysis of multi-subject diffusion data. Neuroimage.
2006;31:1487–505.
107. Catani M and Thiebaut de Schotten M. A diffusion tensor imaging
tractography atlas for virtual in vivo dissections. Cortex. 2008;44:1105–
32.
108. He Y, Chen ZJ, and Evans AC. Small-world anatomical networks in
the human brain revealed by cortical thickness from MRI. Cereb Cortex.
2007;17:2407–19.
109. Mechelli A, Friston KJ, Frackowiak RS, et al. Structural covariance in
the human cortex. J Neurosci. 2005;25:8303–10.
110. Evans AC. Networks of anatomical covariance. Neuroimage.
2013;80:489–504.
111. Bullmore E and Sporns O. Complex brain networks: Graph
theoretical analysis of structural and functional systems. Nature Rev
Neurosci. 2009;10:186–98.
112. Rubinov M and Sporns O. Complex network measures of brain
connectivity: Uses and interpretations. Neuroimage. 2010;52:1059–69.
113. Smith SM, Vidaurre D, Beckmann CF, et al. Functional connectomics
from resting-state fMRI. Trends Cogn Sci. 2013;17:666–82.
114. Pievani M, de Haan W, Wu T, et al. Functional network disruption in
the degenerative dementias. Lancet Neurol. 2011;10:829–43.
115. Rowe JB. Connectivity Analysis is Essential to Understand
Neurological Disorders. Frontiers in Systems Neuroscience. 2010;4.
116. Buckner RL, Snyder AZ, Shannon BJ, et al. Molecular, structural, and
functional characterization of Alzheimer’s disease: Evidence for a
relationship between default activity, amyloid, and memory. J Neurosci.
2005;25:7709–17.
Page 26 of 28

PRINTED FROM OXFORD MEDICINE ONLINE (www.oxfordmedicine.com). © Oxford
University Press, 2015. All Rights Reserved. Under the terms of the licence agreement, an
individual user may print out a PDF of a single chapter of a title in Oxford Medicine Online for
personal use (for details see Privacy Policy).
Subscriber: Giovanna Zamboni; date: 08 September 2016

Functional specialization and network connectivity in
brain function

117. Greicius MD, Srivastava G, Reiss AL, et al. Default-mode network
activity distinguishes Alzheimer’s disease from healthy aging: Evidence
from functional MRI. Proc Natl Acad Sci USA. 2004;101:4637–42.
118. Wang L, Zang Y, He Y, et al. Changes in hippocampal connectivity in
the early stages of Alzheimer’s disease: evidence from resting state fMRI.
Neuroimage. 2006;31:496–504.
119. Allen G, Barnard H, McColl R, et al. Reduced hippocampal functional
connectivity in Alzheimer disease. Arch Neurol–Chicago. 2007;64:1482–7.
120. Zhang HY, Wang SJ, Xing J, et al. Detection of PCC functional
connectivity characteristics in resting-state fMRI in mild Alzheimer’s
disease. Behav Brain Res. 2009;197:103–8.
121. Zhang HY, Wang SJ, Liu B, et al. Resting brain connectivity: changes
during the progress of Alzheimer disease. Radiology. 2010;256:598–606.
122. Gili T, Cercignani M, Serra L, et al. Regional brain atrophy and
functional disconnection across Alzheimer’s disease evolution. J Neurol
Neurosur Ps. 2011;82:58–66.
123. Agosta F, Pievani M, Geroldi C, et al. Resting state fMRI in
Alzheimer’s disease: Beyond the default mode network. Neurobiol Aging.
2012; Aug;33(8):1564–78.
124. Damoiseaux JS, Prater KE, Miller BL, et al. Functional connectivity
tracks clinical deterioration in Alzheimer’s disease. Neurobiol Aging.
2012 Apr;33(4):828.e19–30.
125. Binnewijzend MA, Schoonheim MM, Sanz-Arigita E, et al. Restingstate fMRI changes in Alzheimer’s disease and mild cognitive impairment.
Neurobiol Aging. 2011;33:2018–28.
126. Jones DT, Machulda MM, Vemuri P, et al. Age-related changes in the
default mode network are more advanced in Alzheimer disease.
Neurology. 2011;77:1524–31.
127. Zhou J, Greicius MD, Gennatas ED, et al. Divergent network
connectivity changes in behavioural variant frontotemporal dementia and
Alzheimer’s disease. Brain. 2010;133:1352–67.
128. Szewczyk-Krolikowski K, Menke RA, Rolinski M, et al. Functional
connectivity in the basal ganglia network differentiates PD patients from
controls. Neurology. 2014 Jul 15;83(3):208–14.

Page 27 of 28

PRINTED FROM OXFORD MEDICINE ONLINE (www.oxfordmedicine.com). © Oxford
University Press, 2015. All Rights Reserved. Under the terms of the licence agreement, an
individual user may print out a PDF of a single chapter of a title in Oxford Medicine Online for
personal use (for details see Privacy Policy).
Subscriber: Giovanna Zamboni; date: 08 September 2016

Functional specialization and network connectivity in
brain function

129. Rowe JB, Hughes LE, Barker RA, et al. Dynamic causal modelling of
effective connectivity from fMRI: Are results reproducible and sensitive to
Parkinson’s disease and its treatment? Neuroimage. 2010;52:1015–26.
130. Seeley WW, Crawford RK, Zhou J, et al. Neurodegenerative diseases
target large-scale human brain networks. Neuron. 2009;62:42–52.
131. Zhou J, Gennatas ED, Kramer JH, et al. Predicting regional
neurodegeneration from the healthy brain functional connectome.
Neuron. 2012;73:1216–27.
132. He Y, Chen Z, and Evans A. Structural insights into aberrant
topological patterns of large-scale cortical networks in Alzheimer’s
disease. J Neurosci. 2008;28:4756–66.
133. Crossley NA, Mechelli A, Scott J, et al. The hubs of the human
connectome are generally implicated in the anatomy of brain disorders.
Brain. 2014;137:2382–95.
134. Sporns O. Structure and function of complex brain networks.
Dialogues in Clinical Neuroscience. 2013;15:247–62.
135. Sporns O, Tononi G, and Kotter R. The human connectome: A
structural description of the human brain. PLoS Computational Biology.
2005;1:e42.
136. Craddock RC, Jbabdi S, Yan CG, et al. Imaging human connectomes
at the macroscale. Nature Methods. 2013;10:524–39.

Page 28 of 28

PRINTED FROM OXFORD MEDICINE ONLINE (www.oxfordmedicine.com). © Oxford
University Press, 2015. All Rights Reserved. Under the terms of the licence agreement, an
individual user may print out a PDF of a single chapter of a title in Oxford Medicine Online for
personal use (for details see Privacy Policy).
Subscriber: Giovanna Zamboni; date: 08 September 2016

