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ABSTRACT 
 
Dynamic aphasia is considered to be a rare neuropsychological syndrome. Reports of cases of 
dymanic aphasia aren’t so frequent in literature. The objective of this work is to show the effects of 
the program for neuropsychological rehabilitation in a case of an adult patient with dynamic aphasia. 
The patient was a young left-handed woman who suffered bilateral damage in anterior cortical 
regions as a result of traumatic brain injury. The qualitative neuropsychological assessment 
established a clinical syndrome of dynamic aphasia (according to the classification proposed by 
A.R. Luria) together with severe spatial difficulties. The content for the neuropsychological program 
was created and applied 3 times per week during the period of 4 months, with the total of 40 
individual sessions. The tasks of the program were carried out on different levels of actions, 
including material, perceptive and verbal levels. The guided activities were used during the work of 
rehabilitation. Therapist has always provided all necessary orientation, while the execution was 
divided between patient and the therapist. Examples of execution of tasks of neuropsychological 
assessment are presented before and after the work with the program. The results pointed out 
essential changes in speech production of the patient together with successful execution of tasks for 
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visuo-spatial orientation. Positive changes were noticed in emotional sphere of the patient as she 
started to communicate in her family. High possibilities of neuropsychological rehabilitation together 
with neuroplasticity should be considered in cases of brain injury. We conclude that 
neuropsychological rehabilitation created on solid theoretical bases may improve significantly the 
level of life and social activity of patients with brain damage. 

 
 
Keywords: Brain injury; dynamic aphasia; neuropsychological assessment; neuropsychological 

rehabilitation; programs for rehabilitation. 
 
1. INTRODUCTION 
 
Dynamic aphasia is one of the types of aphasia 
according to the classification proposed by Luria 
[1]. This classification includes seven types of 
aphasia: motor efferent aphasia, motor afferent 
aphasia, sensory aphasia, amnesic aphasia, 
acoustic-amnesic aphasia, semantic aphasia and 
dynamic aphasia.  
 
Cases of dynamic aphasia are not so frequent in 
clinical practice, and cases of results of 
neuropsychological assessment together with 
results of rehabilitation were not reported in 
Spanish speaking patients. Clinical analysis of 
such cases is complex and requires of detailed 
consideration of linguistic levels of Spanish 
language.  
 
Patients suffering from 'dynamic aphasia' 
normally show markedly reduced spontaneous 
speech despite well-preserved basic language 
skills [2,3]. The first author who described such 
kind of alteration was Lichtheim [4]. This author 
has noticed that the conceptual system was 
disconnected from the language system in the 
patient. For similar cases, Kleist [5] used the 
term 'Adynamie der Sprache' as examples of the 
absence of dynamic speech in the patients after 
brain damages. 
 
Similar features of the absence of dynamic 
speech production were found in cases of 
progressive supranuclear palsy [6,7, 8], dementia 
[9], parkinsonism [10]. Some authors called 
dynamic aphasia as a kind of transcortical motor 
aphasia [11,12,13,14] or as one of the kinds of 
non-fluent aphasia [15].  
 
Known works of Luria [1,2] and his followers, 
who studied cases of patients with dynamic 
aphasia, have pointed out the absence of 
subject’s own initiative to take part in 
communicative verbal acts. The patients were 
able to answer the questions briefly, only by 
some short phrases and isolated words, but were 
unable to produce or organize long sentences. 

The articulatory aspects and phonological 
analysis of language were always well 
preserved. The patients were always able to 
repeat words, phrases and even sentences 
during the assessment. The main difficulty was 
own initiative of the patients for oral speech and 
written production. 

 
According to classification of types of aphasia 
proposed by A.R. Luria [2,16,17], the central 
mechanism of dynamic aphasia is a deficit of 
inner speech of the patients. Frequently, such 
kind of disturbances is a consequence of    
anterior cortical lesions including posterior frontal 
zones.  
 
The patients with dynamic aphasia, described by 
Luria and his followers [2,16,17], never present 
any kind of secondary motor or sensorial 
difficulties. These patients managed to name 
presented concrete objects and to recognize 
concrete images and pictures. According to 
descriptions, patients with dynamic aphasia 
normally preserve spatial orientation and they 
can draw and copy simple images and words. 
They didn’t show apraxia, neither agnosia. These 
patients could only respond to the questions 
directed to them with short answer consisting of 
two or three simple words. The patients used to 
repeat words and phrases of the questions                    
in their answers. They were unable to                    
include any new words, phrases or expressions 
in their answers. The patients were unable to 
establish any communication with other people 
because of the absence of own initiative.                    
A.R. Luria has described such patients                        
with such terms as “adynamia of                              
nervous processes” or “absence of verbal 
activity”.  
 
Another possibility of explanation of such verbal 
difficulties would be absence of proper initiative 
for verbal communication as a consequence of 
brain damage. Such behavior always contrasted 
with features of personality and activity of the 
patients in their day-to-day life before the 
accidents. 
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Luria has proposed and approved the ways for 
descriptions of clinical picture of dynamic 
aphasia together with strategies of 
neuropsychological rehabilitation was founded by 
Luria and his school [2,16,17].  
 

It is important to notice that Luria’s contribution to 
neuropsychological assessment of patients with 
aphasia excluded psychometric methods and 
statistical analysis of the data. The methods of 
clinical qualitative testing were developed and 
proposed for Russian speaking patients in the 
works published by Luria [2,16,17]. The data of 
such qualitative assessment permitted to 
establish the central mechanism of dynamic 
aphasia as “speech adynamy” or poor verbal 
communicative initiative. These findings always 
served as the basis for future rehabilitation, 
which was focused on re-organization                          
of communicative activity and stimulation                       
of verbal initiative proposed by therapist                         
in individual sessions. Positive results of such 
neuropsychological treatment were 
communicated in diverse publications [2,16,17].  
 

In Luria’s historical cultural model, the treatment 
is directed to the cause of patient’s difficulties 
and to improvement of communicative activity               
in contrast with the treatment of                            
isolated cognitive functions, pharmacological 
treatment [18,19,20] or behavioral management 
[21,22,23]. 
  
It is possible to suppose that one of fundamental 
principles of neuropsychological rehabilitation of 
dynamic aphasia is that guided stimulation of 
damaged neural networks in communicative 
situations allows faster and more accurate 
language processing [24, 25]. Some models of 
parallel language processing in artificial 
intelligence systems support this assumption 
[26]. 
 

According to some theoretical positions of Luria’s 
conception [2], it is possible to suppose the 
presence of some specific difficulties with 
different kinds of intellectual actions in cases of 
dynamic aphasia. Such actions might be written 
production of patients with dynamic aphasia. 
Written speech is too difficult task for such 
patients and requires verbal initiative and proper 
organization at the level ofcomplex coherent text. 
On the contrast, copy is accessible for patients, 
as it frequently represents only reproductive 
operation.  
 
Other severe difficulties with verbal tasks might 
be also found, such as grammar and lexical 

operations [17]. Comprehension of complex 
verbal texts and the realization of complex logic 
and intellectual tasks are other examples of 
difficult tasks for the patients with dynamic 
aphasia. They are unable to fulfil all the 
mentioned tasks by themselves. External help is 
usually helpful and offers an important possibility 
for successful rehabilitation [27]. Such difficulties 
might be similar to those of the patients with 
frontal lesions with primary difficulties with 
programming and control and without any kind of 
aphasia. It would be possible even to consider 
that dynamic aphasia is a kind of a variant of a 
mild fontal syndrome. The difference is that 
normally, the patients with primary difficulties in 
programming and control are unable to fulfil 
intellectual tasks even after external help [2]. 
 
In particular cases of aphasia as a consequence 
of brain injury, it is difficult to propose 
generalized treatments. Each type of aphasia 
includes specific brain mechanisms, which might 
be affected by different manners. Participation of 
brain cortical mechanisms requires precise 
methods of neuropsychological assessment. 
Qualitative neuropsychological assessment 
might detect central mechanisms in each case of 
aphasia, which isn’t often used by specialists. 
Unfortunately, specialists in clinic 
neuropsychology don’t take part yet in 
interdisciplinary teams for assessment of patients 
and detailed diagnosis [28]. Quantitative 
methods of assessment don’t permit to 
identification of the central mechanisms in cases 
of aphasia. 
 

2. OBJECTIVE 
 

The objective of this work is to present the 
effects of neuropsychological rehabilitation as a 
case study of young female left handed patient 
who suffered bilateral brain injury and received a 
diagnosis of dynamic aphasia.  
 

2.1 Case Analysis 
 

The method of our study is a method of clinical 
“Case Study” of unique patient based on 
qualitative neuropsychological assessment by 
presentation of specific tasks during interaction 
with therapist [2,11,14]. 
 

Neuropsychological qualitative assessment took 
place before and after participation of the patient 
in the program of neuropsychological 
rehabilitation. The rehabilitation program was 
designed and applied by therapeutic work with 
the patient in individual sessions during a period 
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of four months. Both assessment and 
rehabilitation were accomplished within the 
Program of Neuropsychological Diagnosis and 
Rehabilitation of Faculty of Psychology of Puebla 
Autonomous University. The patient  assisted the 
clinic of University Hospital of Puebla 
Autonomous University as a participant of social 
service. The patient herself and her family were 
highly interested in the process of 
neuropsychological rehabilitation and have 
signed their agreement for assessment and 
treatment. 
 

The young female patient, 21 years old, left 
handed, student of the first semester of Physical 
Rehabilitation was included in the study. The 
patient suffered severe brain damage in a traffic 
accident in anterior cortical left region. Computed 
axial tomography revealed damage in left frontal 
and temporal regions with contralateral uptake 
and subcortical participation of medial zone. EEG 
study applied to the patient permitted to conclude 
bilateral cortical frontal affectation, both on 
cortical and subcortical level.  

 

2.2 Initial Neuropsychological Assess-
ment 

 

Neuropsychological assessment was carried out 
three months and a half after the accident. The 
assessment was applied in eight individual 
sessions of one hour each. After completing 
initial assessment, the program of 
neuropsychological rehabilitation was created 
and applied in forty individual sessions of one 
hour each during four months. Finally, after the 
work with the program or rehabilitation, another 
neuropsychological assessment was applied and 
the qualitative results were compared with the 
data of initial assessment.  
 

Protocols for Brief Neuropsychological 
Assessment for Adults [29] and 
Neuropsychological Assessment for Patients with 
Aphasia were used during initial assessment 
[30]. The first of the mentioned protocols 
evaluates functional stage of neuropsychological 
mechanisms such as regulation and control, 
motor sequential organization, spatial, kinestesic 
and phonological integration. The second 
protocol permits to establish specific form of 
aphasia. 
 

During initial assessment, the patient wasn’t able 
to remember or express any details occurred 
after the accident, so the effects of post traumatic 
amnesia were present during initial assessment. 
As the consequence of severe brain injury, the 

patient lost the capacity of oral expression and 
orientation in space and time. The primary motor 
sphere was strongly altered; the patient wasn’t 
able to walk and used the stroller. The patient 
presented paresis in her left leg and hand. 
Emotional expression was totally plain, the 
patient refused to use bath, to go to the toilet, to 
eat and to interact with parents including her own 
daughter.  
 

Initial Neuropsychological Assessment pointed 
out conservation of the following mechanisms of 
patient’s activity: phonemic and phonemic 
discrimination, motor organization of praxis, 
kinesthesis perception, programming and control 
of voluntary activity and elementary retention 
(memory) in all modalities: tactil, auditive and 
visual. Comprehension and repetition of common 
isolated words and direct sentences including 
orders were preserved.  
 

Important difficulties were found with oral and 
written production. The patient wasn’t able to 
start her verbal production by herself; she was 
inactive and had no initiative for verbal 
communication; facial expression was poor. All 
such data permitted to assume the absence of 
verbal initiative which unabled patient’s verbal 
communication as the central defect of dynamic 
aphasia, described by Luria [2]. The Table 1 
shows an example of oral answers of the patient 
to the questions in a dialogue. 
 

Table 1. Narrative task during assessment 
 

Narration: What have you done yesterday? 
1. Indifferent gestures and no answer.  
Are you interested in something you can tell 
me? 
2. “Something “ 

 

Aditionnaly, serious difficulties were also 
observed in all tasks, which included spatial 
orientation. The tasks for assessments of visual 
and spatial orientation were selected [30, 31]. 
These tasks included complex intellectual logic 
actions, which were applied on concrete, 
perceptive and verbal levels [32, 16, 33]. The 
tasks included logic sequences, classifications, 
reading and understanding of texts and 
sentences, proverbs, elaboration of plans for 
texts, problem solutions, selection of titles for 
texts and analysis of artistic paintings [34, 35, 
36]. The patient showed sever difficulties in all 
tasks, which included spatial orientation. At the 
same time, the patient has no primary difficulties 
in logic or intellectual tasks, where she had to 
show the right answer between given
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A. Model B. Execution of the patient 
 

Figure. 1. Rotation in constructive task during initial assessment 
 

options and in the tasks free of spatial relations 
between the elements of the task. 

 
It is interesting to notice, that the patient was 
able to understand sentences and phrases with 
spatial and temporal prepositions, but she wasn’t 
able to copy any figure, rotation and absence of 
spatial orientation was detected in all 
constructive tasks (Figure. 1). The patient’s 
construction shows the clear presence of spatial 
rotation of the model. 
 
Results of qualitative assessment permitted to 
conclude predominant syndrome of dynamic 
aphasia together with severe difficulties in spatial 
orientation.  

 
2.3 Neuropsychological Rehabilitation 

Program 
 
The program of neuropsychological rehabilitation 
was created on the basis of theoretic and 
methodological proposals of Luria’s 
neuropsychological approach, which consider 
central mechanisms of each patient with aphasia 
[34,35,36]. In our patient, central mechanisms 
were related to the absence of verbal initiative 
together with strong difficulties with spatial 
orientation. All tasks of rehabilitation were 
directed to progressive development of these two 
weak mechanisms.  

 
All tasks were presented in every session with 
modified content but same structure and purpose 
of the tasks. Al tasks were presented with 
external verbal and non-verbal help and 
explanation of the therapist. 

2.4 Stages of Neuropsychological 
Rehabilitation  

 
Stage 1 
 
Objective: To re-establish visual image with 
support of verbal oral initiative for communication 
and programming of language production. 
 

2.4.1 Main tasks 
 

1. The tasks for completing of images of 
concrete objects; completing of half parts 
of images, selection of missing parts of 
images; selection of correspondent images 
according to a variety of external shapes. 
Firstly, symmetric figures were presented, 
later on the patient started to work with 
more complex asymmetric images. 

2. Work with thematic series of picture and 
cards. The patient had to listen carefully to 
oral description of actions and details of 
pictures and tried to complete (verbally) 
some phrases correspondent to the 
pictures by herself. The therapist had to 
help the patient all the time by presenting 
oral examples and initial parts of phrases. 
Firstly, pictures with small quantity of 
details were presented; later on, the 
pictures became more complex. 

3. Work with spatial positions of images. The 
patient had to determine correct positions 
of images according to different 
alternatives. On that purpose, the images 
were presented in different options of 
wrong and correct spatial position.  The 
visual stimuli became more complex during 
the progress of the patient.  
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4. Work with super located images. The 
patient had to select and to name the 
images with the help of the therapist.  

5. The work with a big piece of paper, in 
which the patient had to “form” different 
figures and geometric shapes with the help 
of external “points”. 

6. Selection of shapes for images. The 
patient had to select the appropriate 
shapes for different objects and figures. 
The visual stimuli became more complex 
during the progress of the patient. 

7. Different kinds of constructive tasks. The 
models with analysis of all positions and 
details were constantly used during the 
work.  

8. The patient became more independent 
during this work, as she presented more 
initiation and more interest according to 
her own success. 

 
Stage 2 
 
Objective: to re-establish written language. The 
external language of the therapist was constantly 
used as orientation at this stage. 
 
2.4.2 Main tasks 
 

1. Drawings of shapes and objects. Different 
geometric shapes and figures were drawn 
on the floor. The patient had to follow the 
movement of her hand with the eyes to 
obtain the same shape and to draw it 
independently. Later on, same shapes 
were drawn on the paper or on the 
blackboard. The patient had to express her 
movements and to name all the shapes 
orally. Afterwards, she was asked to put 
down the mane of the shapes. 

2. Work with the shapes of the letters. Same 
procedure was offered with shapes of 
letters. Different sizes of capital and small 
letters were used, starting from the biggest 
size. 

3. Work with proportions of elements of 
letters. The patient had to mark letters, 
which don’t differ in the positions in relation 
to the base line: m, s, o, r, etc. Later on, 
letters with changes of the basic position 
are included: 1) p, q, y, g; 2) d, h, l, t, b, k, 
etc. The patient has to mark the letter, 
which were higher or lower than the letters, 
which occupied only the basic line. 

4. Work with structure of the words. The 
patient had to write each letter of the word 
on the red line, inside the square for 

marking the limits of letters. The line and 
the square were drawn firstly by the 
therapist and later by the patient herself. 
Firstly, the patient could only make the 
copy of the letters and words. Later on, 
she started to work independently. 

5. Drawing of constructed objects. The 
patients had to construct different objects 
according to presented models. After 
construction, she was asked to draw the 
objects on paper according to the basic 
coordinates. 

 
Stage 3 
 
Objective: to re-establish oral expression. 
 
2.4.3 Main tasks 

 
1. Production of sentences with the help of 

content of thematic series and pictures. In 
these tasks, the therapist was the one who 
always presented a verb, while the patient 
had to complete the sentences with the 
nouns and other grammar categories. The 
patient had to establish different logic and 
grammar connections for the same word 
and to use it in different contexts (for 
different pictures). 

2. Elaboration of sentences according to 
cards with isolated words (nouns) and 
correction. The patient had to form 
sentences with the words given by 
therapist. The words were given in 
separate cards. In other exercises, the 
words were written with grammar mistakes 
(according to Spanish grammar rules). The 
patient was encouraged to find and to 
correct mistakes. 

3. Elaboration of sentences according to 
cards with isolated auxiliary words 
(articles, prepositions) and correction. The 
patient had to complete phrases using 
articles, prepositions and conjunctions. 
Some words are omitted in sentences and 
the patient has to fill the missing words. 
Spaces with missing words were marked in 
order to guarantee constant orientation 
and help with correct execution. 

4. Word order. Some instructions and verbal 
series were given in cards in wrong order. 
The patient had to establish and to correct 
the order of the words in sentences. 

5. Creation of own sentences. The patient 
had to construct the sentence according to 
thematic pictures. External cards were 
used for these tasks. The cards were 
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empty and the objective of the cards was 
to stress the necessity of the presence of 
verbal element in the sentence. Each card 
corresponded to a word inside the 
sentence.  

 

As alternative, cards with questions were used in 
order to obtain the whole correct sentences 
according to picture. The questions were: Who? 
Where? What? What with? Together with what? 
Doing what?  
 

The patient became more and more independent 
in her verbal production during this stage. 
 

3. RESULTS 
 

During the work with proposed tasks, the patient 
has shown significant changes in her behavior, 
marked by the appearance of general and verbal 
initiative and verbal productive oral expressions. 
The following examples evidence the progress of 
the patient (Figures 2-7). The tasks of initial and 
final neuropsychological assessment are 
presented below. Qualitatively better execution 
could be noticed in the tasks of final assessment. 
All executions of the tasks during final 
assessment show better organization on the 
paper, better distribution of elements and details 

of the images and better usage of the shapes of 
the objects. It wasn’t possible to recognize the 
drawings and writing produced during initial 
assessment. On the contrary, the drawing and 
writing during final assessment are presented 
correctly.  
 
The Figure. 2 shows the progress in the task of 
the copy of a graphic sequence. The execution in 
initial tasks shows a tendency to perseverations 
and impossibility of following the patron together 
with the absence of clear shapes of the 
sequence. After rehabilitation, on the right side of 
the Figure. 2 we can see better effort to 
represent the shape of the sequence and the 
absence of perseverations.  

 
The Figure. 3 shows the changes in the task of 
copy of a house. In the final task the shape of the 
house is correct, while it wasn’t recognizable in 
the initial representation.  
 
The Figure. 4 shows the drawing of animals by 
patient before and after rehabilitation and it is 
possible to recognize clearly a horse               
after rehabilitation with better representation of 
the shape of the animal and the details of the 
face. 

 

  
 

Figure. 2. Copy and continuation of the graphic sequence before and after rehabilitation 
 

  
 

Figure. 3. Copy of a house before and after rehabilitation 



Figure. 4. Task of the drawing of animals before and after rehabilitation.

 

Figure. 5. The drawing of a “watch” before and after rehabilitation
 
The Figure. 5 represents the drawing of a watch 
and we can also notice positive changes in the 
patient’s execution. The shape of the watch in 
much better and the order of the digits are 
recognizable after rehabilitation. The same 
situation might be observed in the Fig
were we see the positive drawing of a table after 
rehabilitation and severe spatial difficulties 
with the shape of the table before 
rehabilitation. 
 
The Figure. 7 shows changes in the handwriting 
of the patient, which wasn’t acce
rehabilitation. After rehabilitation, the patient was 
able to write letters and words correctly. The 
lines were marked as an external help for 
marking the limits of the general shapes of the 
letter by therapist. 
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. Task of the drawing of animals before and after rehabilitation.
Example of a “horse” 

 
 

. The drawing of a “watch” before and after rehabilitation 

represents the drawing of a watch 
and we can also notice positive changes in the 
patient’s execution. The shape of the watch in 
much better and the order of the digits are 
recognizable after rehabilitation. The same 
situation might be observed in the Figure. 6, 
were we see the positive drawing of a table after 
rehabilitation and severe spatial difficulties                
with the shape of the table before      

shows changes in the handwriting 
of the patient, which wasn’t accessible before 
rehabilitation. After rehabilitation, the patient was 
able to write letters and words correctly. The 
lines were marked as an external help for 
marking the limits of the general shapes of the 

No narration was accessible before rehabilitation 
(Table 1). The Table 2 shows the oral answer of 
the patient to the question of the therapist. We 
can notice that the answer is rather long and 
coherent. 
 
Another example of oral production is analysis of 
the content of artistic picture (Fig
patient (Table 3). Such complex production 
wasn’t accessible before rehabilitation.
 
Results of final assessment, in comparison with 
initial assessment, have shown better distribution 
of graphic elements of the drawin
handwriting of the patient. It was possible to 
notice better organization of space and 
proportions of the images. No rotation or 
inversion mistakes might be found. Verbal 
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. Task of the drawing of animals before and after rehabilitation. 

 

 

fore rehabilitation 
(Table 1). The Table 2 shows the oral answer of 
the patient to the question of the therapist. We 
can notice that the answer is rather long and 

Another example of oral production is analysis of 
(Figure. 8) by the 

patient (Table 3). Such complex production 
wasn’t accessible before rehabilitation. 

Results of final assessment, in comparison with 
initial assessment, have shown better distribution 
of graphic elements of the drawings and 
handwriting of the patient. It was possible to 
notice better organization of space and 
proportions of the images. No rotation or 
inversion mistakes might be found. Verbal 
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Figure. 6. Drawing of a “table” before and after rehabilitation 
 

 
 
 

 

 
 

Figure. 7. Handwriting before and after rehabilitation 
 

Table 2. Narration after rehabilitation 
  

What did you do yesterday? (Transcription according to answer in Spanish) 
“I woke up and got downstairs for breakfast with my mother and my daughter. We had eggs for breakfast. 
Later I helped my mother to bath Jimena (patient’s Little daughter), and they helped me to bath. My mother 
took my daughter to school and I stood at home to watch television. After that I eat with my father and my 
brother and sisters who came to visit me. My sister helped me with my daughter to do home tasks. Next they 
helped me with `physic therapy, and walked a Little, I get often tired, but I have to look forward, it is for my 
daughter”.  

 

Table 3. Analysis and work with artistic picture before and after rehabilitation 
 

What can we see on this picture? 
Picture Initial Assessment Final Assessment 
 
 
A girl with 
basket of 
flowers. 

(Showing a girl) 
“She is waiting …” 
 
(Therapist: What or whom 
is she waiting?) 
 
“I do not know…” 

“This is a picture of an ancient city and there is a girl (shows the 
girl) who sells flowers with a big basket, may be, she is walking 
from one pace to another to find people and to offer her flowers”. 
 
(No help from the therapist was used during execution). 



 
 
 
 

Solovieva and Quintanar; INDJ, 11(4): 1-15, 2018; Article no.INDJ.42633 
 
 

 
10 

 

 
 

Figure 8. Artistic picture used for the task 
 
responses became longer and precise. The 
patient was able to answer with complete 
coherent sentences, which wasn’t observed in 
initial assessment. The patient became able to 
fulfil tasks of writing and complete the answers to 
the open questions according to the content of 
thematic and artistic images. Such answers were 
completely absent during initial assessment. It is 
possible to notice positive progress with verbal 
and general intellectual initiative together with 
consolidation of visual and spatial orientation. 
The Table 4 resumes positive changes in 
assessment of the patient before and after 
rehabilitation. 
 

4. DISCUSSION 
 
Regarding aphasia syndrome, Luria [37] 
proposed clinic classification according to the 
central functional mechanism for each form of 
aphasia [38]. Such central mechanism might be 

detected by qualitative clinic assessment and 
syndrome analysis [1]. In the case of dynamic 
aphasia, Tsvetkova [39] has stressed the 
affectation of dynamic psychological programs 
for speech production or lack of creative internal 
schemes of expression. Reading and writing, as 
active productive process is also affected. Simple 
sensorial and motor acts are preserved in this 
syndrome, which includes simple perception, 
discrimination, articulation and coping. The 
central deficit is related to the lost of initiative for 
productive communication; in some cases, the 
patients present lack of motor and general 
activity [3]. The patients might show slow 
movements and slow face expressions [40,41, 
17]. Precisely those were the difficulties 
presented by our patient during initial 
assessment. Understanding of oral speech was 
preserved, but the patient was unable to show 
any kind of productive forms of verbal and non-
verbal communication.  

 
Table 4. Main changes during fulfillment of the tasks of assessment 

 
Neuropsychological assessment 

Tasks Initial Assessment Final Assessment 
Drawings  
 

Difficulties or absence of the shapes Positive changes in representation of the shapes 
and elements of objects, recognizable drawings 

Writing  Impossibility Attempts of writing of letters and words with 
external marked lines 

Oral  
production 

Only by repetition Proper sentences and attempts of narration 

General 
attitude 

Negative attitude to all tasks, especially 
to all kind of graphic tasks, whipping, 
poor initiative and communication 

Acceptation of graphic tasks, good mood, positive 
relation with family and rehabilitation, participation 
in day-to-day activities at home 
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It is important to stress that there is no evidence 
reported cases of dynamic aphasia in left-handed 
Spanish speaking patients [27]. It is important to 
continue with the usage of Luria’s conception of 
qualitative clinic analysis of cases with aphasia 
while working with the patients in different 
linguistic contexts.  
 
In particular case of dynamic aphasia, the feature 
of the absence of verbal communicative initiative 
is an important clinic feature, which might be 
found during fulfilment of different verbal and 
non-verbal tasks in situations of communication 
between the patient and neuropsychologist. The 
authors express the necessity of presentation 
and publication of particular clinic cases to 
academic international community within 
qualitative clinic tradition of Luria’s conception.  
 
The main difference between dynamic aphasia 
and “frontal syndrome” were very expressive 
speech difficulties of the patients with dynamic 
aphasia. On the contrary, patients with “frontal 
syndrome” or patients with severe difficulties in 
programming and control, in Luria’s terms, didn’t 
show pronounced speech defects but defects 
with complex intellectual and logic tasks. It is 
important to mention that it is possible to discuss 
possible secondary affectation of programming 
and control in patients with dynamic aphasia. 
Light difficulties with programming and control 
might be found in these patients as a 
consequence of frontal lesion.  
 
Our patient presented difficulties in intellectual 
tasks (constructions and logic sequence) only if 
these tasks included spatial relations. The 
reason of the difficulties in intellectual tasks was 
difficulties with spatial orientation and not with 
programming and control. Our argument to 
defend this position is the fact that the patient 
could overcome her difficulties after proposed 
program of rehabilitation, which was directed to 
speech initiative and to reorganization of spatial 
orientation. According to the literature and our 
own clinical experience, such quick positive 
effects are rare in patients with the 
predominance of frontal syndrome [16,40]. 
 
In our opinion, according to Luria’s approach, it is 
necessary to find unique central mechanism of 
difficulties of each patient and to make the 
decision about diagnosis. From this point of view, 
poor verbal initiative with adequate repetition 
should help for diagnosis of dynamic aphasia 
instead of “fontal syndrome” without aphasia. 
The progress of the patient during rehabilitation 

permits to approve diagnosis of dynamic aphasia 
as a predominant syndrome of the patient 
together with the presence of strong spatial 
difficulties. Patients with predominant deficits of 
“executive functions” after frontal lesions 
normally don’t show such positive results after 
rehabilitation [16]. 
 
One of the most remarkable facts of our study is 
that the patient was left-handed. As we have 
mentioned, there are no cases of patient with 
dynamic aphasia in Spanish speaking patients, 
neither data of successful rehabilitation. There is 
no mention of cases of patients of dynamic 
aphasia in left-handed patients at all. It is 
important to stress that after Broca works [41], 
the majority of researchers were convinced that 
right hemisphere is dominant for speech in left-
handed patients. Later research has shown that 
predominantly left-handed subjects do not show 
an inverted representation of brain cognitive 
functions [42,43].  
 
The majority of published reports have found that 
96-99% of right-handed and only 60% of left 
handed have shown left dominance for verbal 
processes. The rest of left-handed patients may 
present right dominance or mixt dominance for 
speech processes [43,44,45,46,47]. This fact 
may help to understand why left-handed subjects 
might present aphasia syndromes after brain 
injury in left hemisphere. At the same time, their 
difficulties might be not so severe as in right-
handed patients. The best prognosis for 
rehabilitation might be noticed in patients with 
mixture dominance for speech processes [44].  
 
The incidence of aphasia in left-handed subjects 
after brain damage in the right hemisphere is 
approximately 30% [48]. In addition, it has been 
proposed that the spatial difficulties in cases of 
crossed aphasia might appear in 50% [49]. Some 
authors have reported the presence of the verbal 
problems in left-handed patients who suffered 
injury in right hemisphere [50,51,52]. These 
studies illustrate that motor speech functions in 
left-handed subjects might be related to the 
functions of right hemisphere.  
 
The patient in our study has presented very 
particular clinic picture with both sever dynamic 
aphasia and severe disturbance of visual and 
spatial functions as a consequence of bilateral 
frontal brain injury in left-handed subject. In this 
particularly case, together with all clinic features 
of dynamic aphasia described by Luria, strong 
difficulties with all tasks of drawing and writing, 
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construction and spatial and visual recognition 
were detected during initial assessment. The 
errors with spatial rotation and inversion of 
perceptive images were typical errors in the 
majority of perceptual tasks. At the end of the 
process of rehabilitation, the patient managed to 
fulfill all the mentioned tasks correctly, as the 
errors of rotation and inversion have completely 
disappeared. The patient became able to 
accomplish orientation at home, in the street and 
in other situations and has become much more 
independent in her day-do-day life.  
 
Regarding the process of elaboration and 
application of the program of rehabilitation, it is 
important to stress that initial execution and 
responses of the patient were very important. 
Qualitative analysis of errors and difficulties of 
the patient was the main source for organization 
of the tasks inside the applied program. For 
example, the absence of any kind of own 
initiative for oral expression and rejection of 
participation in verbal tasks, obliged to choose 
spatial constructive and drawing tasks in order to 
provide positive initiative. Later on, it was 
possible to pass to written language and reading. 
Only after this training, the possibility for active 
usage of oral speech was restored. The patient 
has noticed own advances and positive changes 
in activity. So, we might say that in specific cases 
of patients, the tasks for rehabilitation of oral 
speech might follow the work with constructive, 
drawing tasks and oral expressions in dialogs.  
 
Individual approach is an important advantage of 
qualitative methods for assessment and 
rehabilitation with patients. Precise and detailed 
analysis of the kinds of patient’s difficulties on 
different levels of actions (concrete, perceptive 
and verbal) helped to propose useful tasks, 
especially regarding spatial orientation. The work 
only with verbal initiative with exclusion of spatial 
tasks wouldn’t be enough for positive 
rehabilitation of our patient. 
 
The authors are convinced that proper selection 
of visual and constructive tasks during initial 
stages has permitted to guarantee recuperation 
of communicative initiative and optimization of 
the mood of the patient and her verbal productive 
activity [53]. Orientation and external help 
provided by the therapist was organized on 
specific cards, which included structure and 
steps for each task during the sessions of 
neuropsychological rehabilitation [54]. The active 
usage of orientation cards during fulfillment of the 
tasks was of great help and permitted positive 

transition of planning, execution and control 
during the work. Such orientation cards were 
used regularly during initial stages of the 
program and became unnecessary during final 
steps, while the patient as become more and 
more independent. These considerations 
contrasts with some studies, in which the tasks 
are proposed for the production of sentences, 
without providing any type of help and only in 
situations of constant mechanic repetition [55]. 
Proposed program of rehabilitation was created 
on the basis of concepts of cultural activity                
[39,36,16,56,57,58], which takes into account 
motives and interests of the patients. Such 
methodology is mostly new in Mexico and other 
countries of Latin America.  
 
We believe that qualitative neuropsychological 
assessment is the basis for the elaboration of the 
stages of rehabilitation [59,60]. In this particular 
case, the program considered the tasks for 
general activation and visual and spatial 
functions, which have permitted to achieve 
notable progress in both speech production and 
intellectual construction tasks. Activation of 
spatial tasks helped to activate general initiative 
for any kind of activity, which helped also for 
activation of the verbal initiative of the patient. 
Our results show the essential relation between 
verbal and non-verbal process [61] and the 
necessity of inclusion of a variety of tasks in 
cases of aphasia in adults with bilateral damage. 
According to the work with the program of 
rehabilitation, positive changes were achieved in 
expressive language, reading and written 
production. The patient became able to produce 
complex sentences according to proposed 
communication and solution of intellectual tasks. 
The oral speech of the patient showed the 
coherence and communicative initiative.  
 

5. CONCLUSIONS 
 

1. Left-handed patients with bilateral brain 
damage might present dynamic aphasia 
together with complex visuo-spatial 
difficulties. 

2. It is possible to offer appropriate measures 
for general cognitive rehabilitation together 
with the overcoming of the difficulties with 
verbal initiative. The most severe 
symptoms of dynamic aphasia have 
disappeared as the result of the work with 
the program of rehabilitation. 

3. Strait relation between qualitative 
procedures of neuropsychological 
assessment and rehabilitation are 
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essential for success while working with 
adults with brain injury. The data of 
qualitative assessment help to establish 
individual process of rehabilitation. 
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