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Abstract. Up to 23% of newly diagnosed, non-demented, Parkinson’s disease (PD) patients experience deficits in executive functioning (EF). In fact, EF deficits may occur up to 39-months prior to the onset of motor decline. Optimal EF
requires working memory, attention, cognitive flexibility, and response inhibition underlying appropriate decision-making.
The capacity for making strategic decisions requires inhibiting imprudent decisions and are associated with noradrenergic and
dopaminergic signaling in prefrontal and orbitofrontal cortex. Catecholaminergic dysfunction and the loss of noradrenergic
and dopaminergic cell bodies early in PD progression in the aforementioned cortical areas likely contribute to EF deficits
resulting in non-strategic decision-making. Thus, detecting these deficits early in the disease process could help identify a
significant portion of individuals with PD pathology (14–60%) before frank motor impairment. A task to evaluate EF in the
domain of non-strategic decision-making might be useful to indicate the moderate loss of catecholamines that occurs early
in PD pathology prior to motor decline and cognitive impairment. In this review, we focus on the potential utility of the
Iowa Gambling Task (IGT) for this purpose, given significant overlap between in loss of dopaminergic and noradrenergic
cells bodies in early PD and the deficits in catecholamine function associated with decreased EF. As such, given the loss of
catecholamines already well-underway after PD diagnosis, we evaluate the potential utility of the IGT to identify the risk of
therapeutic non-compliance and a potential companion approach to detect PD in premotor stages.
Keywords: Iowa gambling task, Parkinson’s disease, therapeutic compliance, decision-making

BACKGROUND
Parkinson’s disease (PD) is a debilitating neurodegenerative disease whose projected prevalence in the
US is expected to rise to over one million people by
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2030 [1]. While PD is known for progressive motor
deterioration, it also produces non-motor symptoms
(NMS) [2]. These NMS can also be progressive in
severity, and yet the neurobiological basis of these
NMS remain under-investigated. Findings from the
2016 Parkinson’s Disease Foundation Community
Choice Research Award Program indicate that up
to 50% of non-demented PD patients have some
type of cognitive problems [3]. Some data suggest
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that executive functioning (EF) impairments, such
as memory problems, non-strategic decision-making,
inattention, and decreased cognitive flexibility occur
in up to ∼24% of drug naı̈ve individuals in the
prodromal pre-motor phase of PD [4]. Similarly,
Durcan et al. (2019) found 36% of PD patients experienced memory and attention problems approximately
39-months prior to motor symptom onset [5]. Anywhere from 4%–60% of PD patients (medicated and
de-novo patients alike) reportedly experience some
type of cognitive dysfunction described here as nonstrategic decision-making [6–11].
Recognizing non-strategic (i.e., careless or disadvantageous) decision-making as a cognitive marker
among other non-motor phenotypes (e.g., hyposmia,
constipation, REM disorder, etc.) may be another
way to identify a subset of individuals at-risk for
PD prior to motor decline. Without a diagnosis of
PD, a test to measure subtle impairments in decisionmaking might be useful in identifying those at-risk
for an eventual PD diagnosis. For example, cognitive functioning, therapeutic compliance, and disease
resilience are intricately woven together to affect
overall quality of life [12–15]. Once a PD diagnosis
has been made after motor decline, it is essential for
patients to adhere to medication regimens. Unfortunately, compliance can be a problem for many PD
patients when their regimen is complex and confusing [12]. If non-strategic decision-making could
be identified prior to a PD diagnosis or even with
the earliest indication of some motor decline, then
clinicians might have an opportunity to intervene earlier in the management and education of health- and
therapeutic-related risks. Earlier recognition during
PD progression could increase the patient’s and caregiver’s chances for the best quality of life possible.
An objective, emotionally salient, and well-known
test measuring decision-making in PD populations
is the Iowa Gambling Task (IGT) [16–23]. This is
just one of several neurocognitive tests that might
be used to evaluate decision-making in relation to
cognitive flexibility and response inhibition. Here,
however, we examine the IGT for its potential to identify problems with decision-making that could signal
the onset of at-risk behaviors leading to therapeutic non-compliance. In fact, in other populations the
IGT has been identified as a predictive tool for problematic health behaviors. For example, Nejtek et al.
(2013) [24] found that a single baseline IGT score
predicted future negative behaviors within 4-weeks
after testing. Specifically, in a population known to
make non-strategic decisions (i.e., comorbid bipolar

and substance use), Nejtek and colleagues (2013) [24]
showed that the IGT predicted future relapse even
after 8- to 19-weeks of abstinence and scores were
not influenced by dopaminergic medication effects.
Moreover, non-strategic decision-making was evident, as net losses were based on emotional-salience
and the overriding thrill of winning rather than
strategy [24]. Although there are several clinical
investigations of the IGT in various stages of PD, the
results are mixed; and to our knowledge, the IGT has
not been characterized as a possible tool to predict
therapeutic non-compliance nor the possibility of PD
prior to clinical diagnosis.
Here, we also summarize the current neurobiological evidence that deficient catecholamine function or
signaling can influence cognitive domains that lead
to non-strategic decision-making which can be interrogated by the IGT [16–24]. We point out that given
the loss of these same catecholamine neuron populations, beginning early in PD and being progressive in
nature, there is strong plausible neurobiological basis
to expect that deficits in EF, specifically decisionmaking in those at-risk for PD, could be evaluated
with the IGT. We discuss what the outcomes of IGT
use in the PD literature are in the context of deficient
catecholamine signaling, and how this may bring new
opportunities to increase our understanding about the
possible applicability of the IGT in relation to the
issue of therapeutic noncompliance. Given that PD
risk is greater in males, we also examine the possibilities and pitfalls of using the IGT to explain
evidence for differences in non-strategic decisionmaking between men and women and how this may
be applicable, or not, in the context of PD.
Brief overview of the IGT
The IGT was originally developed as a clinical
research tool, to assess cognitive flexibility associated with real-world decision-making in patients
with neurodegenerative disease secondary to ventromedial prefrontal cortex (PFC) lesions [16–18].
Over time, accumulating evidence indicated that the
IGT also activated the orbitofrontal cortex (OFC)
and the amygdala involved with emotionally-salient
decision-making associated with response inhibition and perceptions of rewards versus punishments
[19–23]. Since its inception, the IGT has been a
reliable approach in examining the influence of emotionally salient reward-based risk-taking on making
decisions that invariably lead to negative consequences [16–24].
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Participants are instructed to consecutively choose
cards from four different decks that are assigned a
monetary gain or loss over the course of 100 trials.
The goal is to win as much money as possible. Unbeknownst to the participant, two of the four decks are
preset to pair low dollar winning cards with more
frequent high dollar losing cards. Cards in two of
the decks have higher monetary gains and will generate losses greater than that of the amount gained,
whereas cards in the two other decks will have less
monetary gain and will also have equal losses. Over
the course of 100 trials, the goal is to have a positive
net dollar amount at the end of the task. Thus, a player
must show cognitive flexibility in their learning ability that will enable them to adopt a strategy to avoid
the card decks that most often result in higher dollar
losses while figuring out that the low winning cards
ultimately result in a positive net gain over time.
A player with an intact OFC, amygdala, and PFC
will learn over the course of 100 trials to adopt a
decisional strategy to avoid the card decks that yield
high dollar wins paired with higher dollar losses.
Gaining a net profit at the end of the task requires
response inhibition and strategic decision-making.
This is something that is difficult for risk-takers
and those who have neuropathology in the aforementioned brain structures, even after given multiple
test-taking opportunities [21, 24]. The IGT has also
been shown to predict disease trajectories such as
substance relapse in psychiatric disorders associated
with inherent dopaminergic dysfunction [24]. Importantly, this vulnerability was present, independent of
the subjects’ positive response to antipsychotics [24].
Taken together, these data suggest that the IGT has
potential to reveal an individual’s propensity towards
making non-strategic decision-making, and may be
used in clinically-based evaluations.

WHAT NEURAL AREAS AND
MECHANISMS OF PD ARE PROBED BY
THE IGT?
In addition to the OFC and PFC areas that are activated in the process of reward-based decision-making
that could be measured by the IGT in humans, the
ventral striatum has also been implicated in decisions involving risk and reward in animal PD models
[18–20, 25, 26]. These regions are innervated by
noradrenergic terminals originating from the locus
ceruleus (LC) [27, 28], dopaminergic terminals originating from the substantia nigra (pars compacta
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SNc), and the ventral tegmental area (VTA) [29–31].
Deficits in norepinephrine (NE) and dopamine (DA)
signaling in these three key areas have been identified as contributors to deficits in domains of EF
that lead to non-strategic, disadvantageous decisionmaking [29–38].
Emerging animal PD models and clinical PD studies clearly show loss of these three catecholaminergic
neuronal populations contributing to disease symptom characteristics [39, 40]. Conceivably, the neural
loss in PD constitutes a composite neurobiological signature that is associated with non-strategic
decision-making. Taken together, the IGT might be an
additional diagnostic tool in the clinical armamentarium to identify problems in strategic decision-making
in those who might be at-risk for PD or therapeutic
non-compliance.
So far, there is substantial evidence showing that
normal dopaminergic and noradrenergic function
is necessary for advantageous, strategic decisionmaking. Animal models employ lesioning techniques, direct circuit modulation, or pharmacological
interrogations to assess behaviors, making them
highly valuable to disentangle the neuronal pathways
and neurotransmitter signaling involved in decisionmaking. As such, evaluating the neurobiological basis
of decision-making strategies and outcomes in animal
models should employ behavioral methods that have
face validity in comparison to human studies [30, 41,
42]. Given the evidence that deficits in dopaminergic and noradrenergic signaling impair advantageous
and strategic decision-making, the question arises as
to whether these deficits could also be interrogated
in PD patients with the IGT. If so, when does DA
and NE loss in PD arise to a magnitude sufficient
to impair decision-making that could be detected by
the IGT, particularly in the preclinical, prodromal, or
early stages of PD? Evidence of impaired decisionmaking prior to a PD diagnosis or onset of motor
decline could, at the very least, signal the need to
initiate interventions to slow PD progression, particularly if other reliable biomarkers or phenotypes of
PD are present.
The primary neuropathological basis for impaired
motor function in PD is nigrostriatal DA neuron loss.
It is well-established that the loss of DA markers
in the nigrostriatal terminals in the striatum must
reach near 80% prior to the onset of motor impairment [43–45]. Prior to this remarkable magnitude of
nigrostriatal DA loss, it is conceivable that less than
80% nigrostriatal DA loss may impair EF components, if nigrostriatal DA also subserves a component
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of executive functioning (EF) related to decisionmaking. In fact, nigrostriatal DA function does affect
context-related reward or visual stimuli related to
working memory, given recent evidence of its innervation of the PFC [31, 35, 36]. Thus, it is plausible
that some level of nigrostriatal DA loss will diminish
DA signaling in the PFC, thereby influencing components of EF and specifically decision-making [35,
36]. In fact, PD animal model results support this possibility, as loss of DA to levels less than necessary for
motor impairment adversely impact responsivity to
salient cues or reversal learning [26, 33]. Therefore,
loss of nigrostriatal neurons in the prodromal or early
stages of PD could play a pivotal role in facilitating EF
deficits adversely affecting decision-making before
dopamine replacement therapy has been initiated.
Until recently, it was thought that PD pathology
largely affected only the nigrostriatal DA neurons and
spared the more medially-located DA neurons of the
VTA. However, more recent evidence clearly shows
loss of DA innervation originating from the VTA [46,
47], ranging from 40–77%. Our understanding of how
DA loss from the VTA affects EF related to decisionmaking centers upon the clear evidence that efferent
projections from the VTA innervate regions involved
with EF, including nucleus accumbens, amygdala
(AMY), and medial PFC, wherein DA has profound
influence on physiological function of neuronal circuits therein [34–36]. In particular, DA function in
the PFC plays a major role in goal-directed behaviors
requiring strategic decision-making. For example,
interpreting the relevance of stimuli in the decisionmaking process, controlling spontaneous impulses to
act without foresight, and deciding whether or not to
engage in a goal-directed response is subserved by
DA function in the PFC [30, 35, 48]. Moreover, if the
stimuli had any sort of emotional tone, for example
obtaining a reward, then the OFC and AMY would
also be involved.
Animal models suggest that loss of DA in cortical
regions, arising from PD-related loss of these neurons from the VTA, would impair EF involved in
strategic decision-making and could therefore lead to
outcomes that are ultimately disadvantageous. In the
context of PD progression, loss of DA in the VTA is
detected within 2 years of PD diagnosis (Hoehn Yahr
stage 1-2), and at least according to a recent human
imaging study, this loss is comparable to that in the
SN during that time [47]. Since DA loss is greater
in the terminal regions in ventral striatum (more than
twice the effect size between PD and control) than the
VTA itself at this time point [47], it is conceivable that

DA loss would be similar in other VTA efferent targets, notably the PFC. As such, the loss of DA from
the VTA could affect the PD patient’s ability at the
early stage or even prodromal phase to discern stimuli
that are particularly relevant for advantageous outcomes versus stimuli leading to negative outcomes.
From the perspective of using the IGT, persons with
or at-risk for PD may therefore demonstrate a diminished ability to inhibit poor choices by choosing cards
that are not associated with an advantageous, longterm gain arising, in part, from early stages of VTA
neuron loss.
The locus ceruleus is the only source of NE efferents that project to brain areas in decision-making;
the prefrontal cortex [27, 28]. The LC can also be
divided into subpopulations [49]. While it is not clear
whether certain subpopulations of LC neurons are
affected in PD, very recent evidence shows definitive
LC loss early in the disease process [50–52]. Based
upon the evidence that EF is affected in 30–40% of
early stage or prodromal PD [4, 5], it is very likely
that PD pathology involves LC subpopulations subserving EF. In fact, the magnitude of LC neuron loss
in de novo PD (Hoehn and Yahr stage 1-2) correlates to the severity of EF impairment [50]. The loss
of LC neurons in early stage PD may even contribute in nigrostriatal neuron loss [53, 54]. Thus,
deficits in EF or decision-making may arise from
the loss of LC neurons themselves or the impact of
their loss on nigrostriatal neurons early in the disease
process.
Advantageous outcomes in decision-making in
goal-oriented behavior require attention shift and
memory retrieval needed for response inhibition
and LC neuron function affects these cognitive
domains needed to assign significance to a stimulus
[32, 55, 56]. This optimizes behavioral performance
and adaptions in decision-making necessary during
changing or ambiguous environmental cues [27, 37,
38]. Given the evidence for LC neuron loss and
EF-related impairments early in PD [50], examining the behavioral impact of LC lesion in animal
models could reveal whether similar deficits in EF
arise. Early work indicated that NE loss in the cortex impaired behavior related to selective attention
and arousal [56]. Many years later, work in early
stage PD shows that mild impairment in cognitive
flexibility correlates with loss of LC neurons [50].
Thus, improving NE signaling in the cortical regions
would be expected to improve EF. In fact, blocking
NE uptake with atomoxetine in rat and primate models augments NE function, and improves attention
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in orienting to context-specific tasks and response
inhibition [57, 58]. In PD patients at mild-tomoderate stage (Hoehn and Yahr 2,3), atomoxetine
improved tasks related to response inhibition and did
so with increased functionality of relevant cortical
areas [59]. In summary, very recent evidence in the
early to mid-stage PD patient indicates that the loss
of LC neurons may impairs EF underlying response
disinhibition and non-strategic decision-making. In
substantiating a role for NE function in EF, the IGT
could be useful to identify those at-risk for PD in the
preclinical phase, and those in a very early or prodromal phase of PD, particularly if used in combination
with other indications of established indices of risk
phenotype (to be discussed in brief below).
In conclusion, animal models clearly show that
impairments in NE or DA function in the PFC
and OFC are associated with EF deficits that contribute to disadvantageous decision-making. Loss of
dopaminergic and noradrenergic cell bodies in the
SN, VTA, and LC occurs in PD, and more recent
evidence substantiates loss of each neuronal population in early stage PD. Such loss could impair EF
domains related to decision-making in early stage
PD, which is now recently reported in prodromal PD
[4, 5]. Although significant progress has been made
in identifying risk factors that strongly predict PD
in the prodromal phase, a firm diagnosis of PD currently requires the onset of motor impairment – at
which point substantial loss of these neuron populations has already occurred. Given the recent evidence
that specific populations of nigrostriatal neurons target the PFC, it is plausible that their loss could
also adversely affect EF (and thus possibly detected)
prior to onset of motor impairment, although notably
the metric for the magnitude of loss of these specific populations required for EF deficits has not
been established, as it has for the onset of motor
impairment [44, 45]. We therefore propose that an
additional measure to help establish the criteria for
identifying pre-motor symptoms related to the loss of
these neurons might be to substantiate impairments
to decision-making. Figure 1 illustrates the progressive loss of the aforementioned neuronal populations
resulting in DA and NE signaling deficits in the cortical regions with the expected impact upon specific
domains of EF affecting decision-making that may
be measured with the IGT. In combination with other
markers of PD, exploring the applicability of the IGT
may help detect problematic decision-making before
frank motor impairment, which is tied to loss of DA
and NE neurons.
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CLINICAL LITERATURE SEARCH
The online database Scopus was used to identify relevant studies using the year of publication
range 1999–2019. A flow diagram shows search and
inclusion/exclusion criteria (Fig. 2). Searching for
‘Parkinson’s disease’ yielded 117,136 results, using
the key term ‘Iowa Gambling Task’ resulted in 1,267
results and we found 97 studies using the search term
‘Bechara Gambling Task’. When ‘Iowa Gambling
Task’ AND ‘Parkinson’s disease’ were combined, we
found 47 results and when changing the combination to ‘Bechara Gambling Task’ AND ‘Parkinson’s
disease’ we found 1 result. Case reports, conference abstracts, group sizes of less than 10, and those
specifically examining Pathological Gambling as an
Impulse Control Disorder were excluded. From this,
17 studies met our search criteria that focused on
decision-making in PD patients using the IGT. We
found no PD studies using the IGT to predict therapeutic compliance.
IS THERE A ROLE FOR USING THE IGT
TO PREDICT THERAPEUTIC
COMPLIANCE IN PD?
Roughly 17% of PD patients have problems with
response inhibition [60, 61], which is likely to be
associated with deficient catecholamine signaling in
the cortical regions subserving decision-making, as
suggested by previous studies [29, 30, 36, 39, 46,
47, 52, 55, 58, 59]. Therapeutic non-compliance is
a major issue in the PD patient, as only 3–10%
of PD patients adhere to multiple dosing intervals inherent in DRT regimens [12, 61]. With five
or more years of multiple dosing regimens, compliance drops to roughly 3% with up to 70% of
PD patients self-discontinuing DA therapy [12, 61].
Moreover, these PD patients have an increased risk
for life-threatening complications such as malignant
syndrome or parkinsonism-hyperpyrexia syndrome
(similar to neuroleptic malignant syndrome) with
mortality rates up to 4% [62]. Arguably, the decision
to self-discontinue or modify a therapeutic regimen may be related to the inability to foresee or
learn from the adverse consequences thereof. Therefore, approaches to parse out the patient’s potential
inability to weigh the consequences of this decision
are critically important. At present, no prospective
study in PD patients with adequate controls for
disease duration and medication history exists to
show whether or not the IGT could possibly identify
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Fig. 1. Impact of catecholamine cell body loss in Parkinson’s disease on noradrenergic and dopaminergic signaling in cortical and subcortical
regions and executive functions. A schematic of Parkinson’s progression is presented by the arrow, wherein intact functions (green color) in
executive function (EF) are subserved by an intact population of cell bodies to the left of the arrow for each cell body region depicted; locus
ceruleus (LC), substantia nigra pars compacta (SNc), and ventral tegmental area (VTA). As loss of these neurons begins at the early (and likely
prodromal) stages of the disease (depicted in color by transition between green and red in the Parkinson’s progression arrow), progressively
less neurotransmitter (norepinephrine (NE) and dopamine (DA)) is released in the targeted cortical (prefrontal (PFC) and orbitofrontal
(OFC)) and subcortical (caudate, putamen, amygdala (AMY), and nucleus accumbens (NAc)) regions. In turn, these deficits in NE and DA
release lead to deficits in EF, including decreased ability to inhibit choices that lead to disadvantageous outcomes, impaired attention to
relevant stimuli associated with advantageous outcomes, impairment in recognizing reward saliency, and perseveration in decision-making
that leads to disadvantageous outcomes.

patients who may be at-risk for therapeutic noncompliance.
However, we might infer the utility of the IGT in
this capacity from the currently available data from
17 clinical PD studies. Of these, the study designs,
the patient disease longevity and severity were varied.
Thus, it would be logical to presume a varying degree
of DA and NE loss in these patients, as well as varying
amount or type of DRT. These factors make it difficult to interpret what an IGT outcome would mean for
gauging therapeutic compliance. However, it would
be inferred that the greater the disease severity the
greater likelihood of catecholamine deficiency and
therefore decreased IGT performance. Table 1 illustrates that the use of the IGT in PD patients currently
shows inconsistent outcomes regarding performance,
which may be related to the aforementioned issue of
controlling for disease longevity and severity. The

majority of these studies investigated patients with a
PD diagnosis ranging from 3–15-years (mean = 7.6
years) and stages ranging from de novo Stage 1 to
stage 4.5 [60, 63–78]. Thus, it is likely that cortical
loss of NE or DA innervation may be well-advanced.
The neurobiological evidence presented earlier suggests that too little DA or NE in the cortical regions
would conceivably impair strategic decision-making.
Of the 17 studies we reviewed, ten studies (two
with DBS in the studies) reported that PD patients
in the ON DRT state still performed worse than
healthy controls [63, 67, 70–78] and one study
showed a trend toward significantly worse scores
[66]. Therefore, on the assumption that therapeutic
non-compliance would be present in these patients
(a current unknown), this would support that deficient catecholamine levels were present despite DRT
being on-board. However, we also found three stud-
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Fig. 2. Flow Diagram of Literature Search.

ies reporting no significant differences between PD
patients in the ON DRT state and healthy controls
[65, 68, 69]. This may suggest that the DRT therapy
could have elevated DA levels sufficiently enough
to mitigate non-strategic decision-making. If these
studies did evaluate under OFF DRT, and found difference between control and PD, this would further
support that deficient catecholamine signaling contributes to non-strategic decision-making. Finally,
one study compared two PD groups with and without impulse control disorder and found no IGT
differences, suggesting that a tendency toward nonstrategic decision-making may be inherent in PD
patients, notably the patients in this study were faradvanced in years post-diagnosis [60]. One study
compared DBS to non DBS and healthy controls and

found the non-DBS PD groups in the ON DRT state
performed comparably to healthy controls [63] and
specific OFF DRT results were unclear. One study
examined de novo PD patients and found no significant differences with healthy controls [64]. We
argue a cross-over design comparing IGT performance in the ON and OFF DRT states would further
support the hypothesized contribution of decreased
catecholamine signaling in the cortical regions in IGT
performance. Three of the studies that found significant differences between PD patients and healthy
controls had a crossover design so that decisionmaking in patients in the ON and OFF DRT states
could be examined [63, 67, 70]. One study showed
that patients in OFF DRT performed worse than ON
DRT [70].

Reference

Study Design

Group Description

Years of
PD Diagnosis
(mean +/– SD)

Hoehn & Yahr
(mean +/– SD)

Biars et al. [60]

Case control

No significant group differences

Case Control

13.2 + /– 7.1
11.9 + /– 7.1
7.37 + /– 4.26

not reported

Evens et al. [63]

PD+ICD (n = 24)
PD (n = 24)
PD-w/DBS (n = 33)

2.39 + /– 0.59

Significant differences between both PD DBS
groups vs. HC; no PD group differences

Poletti et al. [64]

Case control

Gescheidt et al. [65]

Case control

Gescheidt et al. [66]

Case control

Czernecki et al. [67]

Crossover ON/OFF

Mimura et al. [68]
Euteneur et al. [69]
Castrioto et al. [70]

Case control
Case control
Crossover, ON/OFF/DBS

PD-ON (n = 18) HC (n = 20)
PD-ON (n = 21) HC (n = 23)
PD-ON/OFF/DBS (n = 20)

Delazer et al. [71]

Case control

HC (n = 24)
PD-ON (n = 10)

Kobayakawa et al. [72]

Case control

PDD-ON (n = 10)
HC (n = 20)
PD-ON (n = 20) HC (n = 37)

Kobayakawa et al. [73]

Case control

Kobayakawa et al. [74]
Ibarrexte-Bilboa et al. [75]

Case control
Case control

Pagonabarraga et al. [76]

Case control

Mapelli et al. [77]

Case control

Xi et al. [78]

Case control

PD-ON (n = 14)
HC (n = 32)
PD-ON (n = 34) HC (n = 22)
PD-ON (n = 24)
HC (n = 24)
PD-ON (n = 35)
HC (n = 31)
PD-ON (n = 15)
HC (n = 15)
PD-ON (n = 15)
HC (n = 15)

IGT Total Scores

3.17 + /– 0.51
not reported

No significant group differences

1.97 + /–0.55

No significant group differences

1.68 + /– 0.58

PD had lower scores, but statistics inconclusive

not reported
7.1 + /– 6.1
10.3 + /– 3.8

ON–2.2 + /– 0.1
OFF–3.8 + /– 0.1
Stage 2 –3
Stage 1–3
not reported

No significant group differences in 1st IGT test.
Significant differences in 2nd IGT test
No significant group differences
No significant group differences
PD in pre-DBS OFF state had significantly
lower scores than HC

5.25 + /– 6.38

1.8 + /– 0.6

PD and PDD groups performed similarly. Both
had significantly lower IGT scores than HC.

8 + /– 4.83

2.5 + /– 0.6

6.3 + /– 3.4

1.9 + /– 0.6

5.6 + /– 2.7

1.4 + /– 0.6

PD group had significantly lower IGT scores in
last half but not first half
PD group had significantly lower scores than HC

6.4 + /– 3.4
3.06 + /– 1.6

1.52 + /– 0.75
1.73 + /– 0.4

PD group had significantly lower scores than HC
PD group had significantly lower scores than HC

8.4 + /– 5

2.2 + /– 0.6

PD group had significantly lower scores than HC

4.8 + /– 3.4

not reported

PD group had significantly lower scores than HC

4.33 + /– 5.05

1.97 + /– 0.67

PD group had significantly lower scores than HC

PD, Parkinson’s disease; HC, Healthy Control; PDD, Parkinson’s disease with dementia; ICD, impulse control disorder; DRT+, dopamine replacement therapy+concomittant meds; DBS, deep
brain stimulation.
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PD- nonDBS (n = 33)
15.27 + /– 5.37
HC (n = 34)
n/a
PD-de novo (n = 30)
not reported
HC (n = 25)
PD-ON (n = 18)
6.33 + /– 2.87
HC (n = 18)
PD-ON (n = 19)
11.32 + /– 6.42
HC (n = 20)
PD-ON/OFF (n = 23) HC (n = 28) 14.9 + /– 1.2
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Clinical Investigations of the IGT Used in PD Patients on DRT Except One De Novo Study (Poletti et al.)
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The neurobiological evidence suggests that
decreased cognitive flexibility and increased disinhibition are the most likely contributors promoting
decisions to self-discontinue prescribed medications
as a function of catecholamine imbalances and neuronal loss in key brain areas associated with EF. To
illustrate, Fig. 1, shows the how the progressive neuropathology in PD may decrease response inhibition
leading to cognitive inflexibility and non-strategic
decision-making. Studies specifically designed to
investigate therapeutic compliance and IGT performance among PD patients in the ON vs. OFF
states vs. healthy controls in combination with samples of peripheral catecholamine biomarkers would
arguably provide a clearer picture of the relationship
between decisional capacity, catecholamine function,
and therapeutic compliance. As it stands now, it is
impossible to infer the potential for therapeutic compliance or non-compliance with the available data
from these clinical trials. The findings that patients
ON DRT still results in worse performance on the IGT
compared to healthy controls indicate two possibilities: 1) that DA deficiencies in cortical regions may
be too severe to be replenished to extent to improve
strategic-decision making, or 2) deficient NE signaling in PD may be a stronger driving mechanism of
impaired decision-making than previously realized.
Thus, it is important to re-examine Fig. 1 and
the preclinical and translational data in relation to
imaging studies in PD patients undergoing the IGT.
Particularly, Kobayakawa et al. (2017) [72] captured
brain region activation during the IGT in PD patients
in comparison to healthy controls and found lateral
and medial orbitofrontal atrophy that significantly
correlated with non-strategic decision-making in the
PD group. Moreover, imaging research has shown
reduced volume, function, and activation in these
brain areas are associated with disinhibition which
may suggest the use of the IGT to identify problematic and disadvantageous decision-making in PD
populations [65, 72, 79].
As previously discussed, both DA and NE work
hand-in-hand towards regulating reward-perception,
response inhibition, and cognitive flexibility in particular brain areas that are associated with increased
spontaneity and careless decision-making. These
characteristics have strong potential to influence medication non-compliance. To this point, baseline IGT
net total scores have been shown to predict future substance relapse in non-PD populations [24, 80–81].
Importantly, Stevens et al. (2014) [82] found that
the IGT predicted patients who dropped out of treat-
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ment prematurely. Both Nejtek et al. (2013) [24]
and Stevens et al. (2014) [82] found that patients
who either relapsed or dropped out of treatment were
unable to learn to inhibit disadvantageous decisions
on the IGT, even after multiple test administrations
at different time points.
Given the evidence that a single assessment using
the IGT can predict relapse and treatment compliance in other patient populations, this test may have
potential to identify individuals who might be prone
to spontaneously self-discontinue their medications.
We argue more controlled studies that evaluate IGT
performance in the ON and OFF states will help
strengthen the premise that a certain deficiency in cortical catecholamine levels may predict the likelihood
of therapeutic non-compliance in the PD patient.
Thus, more work is also warranted to examine cognitive characteristics in preclinical, prodromal PD,
and PD patients to identify those who may be at-risk
for therapeutic non-compliance. The little available
clinical data examining the use of the IGT in PD
populations provides a glimpse of its possible utility.
Prospective studies that control for disease duration,
disease severity, and DRT therapy levels, and possibly include cortical catecholamine image analysis
would go a long way to help advance our knowledge
to ascertain decision-making correlates medication
response and compliance.

DO MEN AND WOMEN WITH PD
PERFORM THE IGT DIFFERENTLY?
The prevalence and incidence of PD is approximately two-fold higher in men than women with
women diagnosed at older ages than men [83–86].
In the early stages of PD, sex differences in PD
motor symptom phenotype include men more often
presenting with bradykinesia while tremors and postural instability are generally observed in women
[86–88]. While sex differences in PD motor symptomatology are known, the influence of sex on
executive functioning is understudied. However,
since the seminal work of Maccoby and Jacklin
[89], it is well-documented in healthy populations
across the lifespan that females have better verbal
memory, faster psychomotor and processing speed
than males; and males have better visuospatial memory, spatial recognition, and mental rotation than
females [90–92]. The same EF differences hold true
for women and men with PD. The available data suggests that women with PD have better verbal memory

414

M.F. Salvatore et al. / Iowa Gambling Task in Parkinson’s Disease?

[86], executive and global cognitive functioning than
men [93–98]. Conversely, men with PD have better visuospatial memory than women [93, 99–103].
Data suggest that women learn verbal lists faster,
have more efficient frontostriatal DA regulation, and
higher DA receptor expression in the striatum that
may be associated with higher estrogen levels [86,
104]. The intersection of catecholamines and estrogen in PD patients presents an interesting perspective
in possibly explaining the sex differences in decisionmaking in the PD population [100, 104–109].
Although non-strategic decision-making is more
common in men with PD than in women [11,
109–112], both sexes may exhibit risk-taking behaviors (e.g., pathological gambling, compulsive buying,
etc.) while temporal discounting (e.g., inability to
delay gratification) is more associated with men than
women [6, 11, 109–111, 113]. In PD populations,
although both sexes may exhibit some non-strategic
decision-making [77, 78, 113], there remains a need
to determine the extent to which this cognitive domain
influences clinical outcomes in men compared to
women. The general consensus in healthy adult populations performing the IGT is that men learn the
strategy of choosing advantageous cards quicker than
women, but over time women catch up to the strategy and the end net result is the same for both sexes
[114–116]. Thus, performance on the IGT in the PD
population may not be uniquely reflective of PD as
overall sex differences in cognitive functioning exists
even in healthy controls.
To our knowledge, there are no studies specifically examining sex differences in IGT performance
in patients with PD in relation to advancing a clinical
perspective for sex-specific therapeutic compliance.
In contrast, some data suggests that women with PD
may have latent complications associated with DA
therapy [116] that may influence careless decisionmaking. However, it is currently not possible to
determine the clinical applicability of IGT performance in relation to predicting the apparent sex
differences found in PD. Although men with PD may
have a higher risk for making non-strategic decisions
than women, it is unclear whether or not this translates into men having more problems with therapeutic
compliance and disease resiliency.

INTEGRATING THE FINDINGS
It is evident that many PD patients will have
decision-making problems during the course of

their illness. Non-strategic decision-making may be
applied to therapeutic complications associated with
medication non-compliance leading to poor health
trajectories overall. As there are emerging reliable
physiological, image-based, and genetic biomarkers
associated with predicting risks for prodromal and
early stage PD [117, 118], the IGT may be a useful
companion to detect non-strategic decision-making
already on-board prior to motor impairment. Of the
phenotypic markers related to prodromal PD, the
most well-documented and conclusive markers of
prodromal PD is REM sleep behavior disorder (RBD)
[117, 118]. Given the emphasis on RBD as a predictive marker of prodromal PD, we found one study that
that described IGT outcomes in RBD patients that
might provide a rationale for examining the IGT’s
applicability in PD.
In a non-PD sample, Delazer et al. (2012) [119]
used a neuropsychological battery measuring various domains of EF in RBD patients compared
to healthy age- and education-matched controls to
exclude cognitive impairment in their sample. The
researchers then used the IGT to specifically measure non-strategic decision-making, the Information
Sampling Task, Intra/Extra Dimensional Shift task,
One Touch Stockings of Cambridge (similar to Tower
of London), and the Go-NoGo Task to measure
cognitive impulsivity and complex problem solving.
The outcomes of this study showed that only the
IGT revealed significant group differences in RBD
compared to age-matched controls, as RBD patients
made significantly more non-strategic, disadvantageous decisions. This study indicates that the IGT
may identify subtle cognitive problems by interrogating strategy-based decisional capacity in PD patients
that might not otherwise be revealed with other types
of neuropsychological tests specifically designed to
diagnose cognitive impairment. For example, many
of the neuropsychological tests require adequately
intact motor functioning (e.g., Trail-making Tests A
and B, Rey Osterrieth Complex Figure Test, Block
design, Bells Test, etc.) while others depend on visual
color accuracy (e.g., Wisconsin Card Sorting Task,
Stroop Color Word Test, etc.). As a computerized test
that does not depend on visuospatial capabilities nor
color accuracy, the IGT may be a viable alternative
assessment tool especially when decision-making is
of particular interest.
The most recent and interesting data elucidating
decisional capacity in PD suggests that there is significant loss of noradrenergic functions from the LC
and DA loss from the SN impacting its connection to
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the PFC. This new finding of the SN-PFC connection
expands the traditional view of the roles DA and VTA
alone may have played in EF and decision-making
in PD populations. Now, accumulating evidence is
pointing towards a combined contribution of LC and
NE with nigrostriatal and mesolimbic DA signaling in
the OFC and PFC that are critically important neural
factors underlying cognitive flexibility and response
inhibition necessary for strategic decision-making.
The significant relationships among cognitive
and motor functioning, therapeutic compliance, and
disease resilience present a clinically challenging
rationale for using the IGT to assess decision-making
prior to global cognitive or motor decline. However,
in the absence of frank cognitive and motor impairment, the IGT may have the potential to evaluate
an individual’s capacity to make strategic decisions
prior to a firm PD diagnosis. Particularly relevant to
PD patients is the high mortality rate associated with
therapeutic non-compliance with complex DA treatment regimens that depends on a patients’ ability to
make strategic decisions while inhibiting impulses
to self-discontinue or adjust their medication regimen. Although more research is needed, when all
other domains of cognitive functioning are intact, the
IGT may help identify subtle, non-strategic decisionmaking in those at-risk for preclinical or prodromal
PD and therapeutic non-compliance.

CONCLUSION
Evidence of impairments to catecholamine function can be interrogated at multiple levels, including
CNS-imaging and serum analysis. These biomarkers,
if seen in conjunction with subtle cognitive impairments seen in premotor and early-stage PD or with
other indicators of compromised peripheral functions
such as dysautomnia [120], would increase the likelihood of detecting PD pathology or identify the
clinical issue facing the PD patient, which as we discussed, include therapeutic non-compliance. As such,
the IGT is argued to be a useful companion in this
regard.
This review presents the currently available data
from animal models and human studies investigating
the neurobiology of EF in PD and the applicability of
the IGT to reveal decisional capacity associated with
the neural areas, pathways, and/or catecholamine
dysfunction underlying PD neuropathology. Using
the IGT to identify potential problems with therapeutic compliance due to the high rate of mortality
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in PD resulting from decisions to self-discontinue
or self-adjust DRT is worthy of future research. We
also found that the available data indicates that the
IGT interrogates the same neural areas involved in
PD neuropathology. Here, we have summarized the
available data that may point researchers toward a
more unified approach concerning the applicability
of using the IGT in PD, towards identifying risks
for preclinical or prodromal PD (if used alongside
other well-established markers), and therapeutic noncompliance. However, the IGT may not differentiate
or predict decisional capacity in men versus women
with PD.
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