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A Quick Test of cognitive speed is sensitive in detecting early treatment response in Alzheimer's disease
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Abstract
Introduction
There is a great need for quick tests that identify treatment response in Alzheimer's disease (AD) to determine who benefits from the treatment. In this study, A Quick Test of cognitive speed (AQT) was compared with the mini-mental state examination (MMSE) in the evaluation of treatment outcome in AD.

Methods
75 patients with mild to moderate AD at a memory clinic were assessed with AQT and the MMSE at a pretreatment visit, at baseline and after 8 weeks of treatment with cholinesterase inhibitors (ChEI) initiated at baseline. Changes in the mean test scores before and after treatment were compared, as well as the number of treatment responders detected by each test, according to a reliable change index (RCI).

Results
After 8 weeks of treatment, the AQT improvement, expressed as a percentage, was significantly greater than that of the MMSE (P = 0.026). According to the RCI, the cut-offs to define a responder were ≥16 seconds improvement on AQT and ≥3 points on the MMSE after 8 weeks. With these cut-offs, both tests falsely classified ≤5% as responders during the pretreatment period. After 8 weeks of treatment, AQT detected significantly more responders than the MMSE (34% compared with 17%; P = 0.024). After 6 months of treatment, the 8-week AQT responders still showed a significantly better treatment response than the AQT nonresponders (22.3 seconds in mean difference; P < 0.001).

Conclusions
AQT detects twice as many treatment responders as the MMSE. It seems that AQT can, already after 8 weeks, identify the AD patients who will continue to benefit from ChEI treatment.
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Abbreviations
ACPAmerican College of Physicians


ADAlzheimer's disease


AQTA Quick Test of cognitive speed


AQT-CA Quick Test of cognitive speed-Color (subtest 1)


AQT-CFA Quick Test of cognitive speed-Color Form (subtest 3)


AQT-FA Quick Test of cognitive speed-Form (subtest 2)


ChEIcholinesterase inhibitors


CIconfidence interval


MMSEthe Mini-Mental State Examination


NICENational Institute for Health and Clinical Excellence


NINCD-ADRDANational Institute of Neurological and Communicative Disorders and Stroke and the Alzheimer's Disease and Related Disorders Association



                    r
                  correlation coefficient


RCIReliable Change Index


SDstandard deviation.




Introduction
An estimated population of more than 29 million people worldwide suffered from dementia in 2005 at a cost of US $315 billion [1]. Of all dementia cases, approximately 60% to 70% have Alzheimer's disease (AD) [2, 3]. The treatment of AD consists mainly of cholinesterase inhibitors (ChEI), which improve behavior, activities of daily living, and cognitive functions in AD patients [4]. However, not every patient benefits from this treatment. To enhance the drug efficacy and its cost benefits in AD populations, the published guidelines on drug therapy emphasize the importance of identifying those who have responded positively to the treatment [5–7]. Because of the vast number of patients with AD, the evaluation will predominantly have to be conducted in primary care centers, and a simple and quick evaluation test is therefore desirable. The test should also be reliable and sensitive to the specific cognitive changes caused by the treatment.
A possible candidate for this kind of test is A Quick Test of cognitive speed (AQT), which is a well-validated, sensitive screening tool for cognitive impairment and AD [8] (Figure 1). The AQT takes 3 to 5 minutes to administer, has no ceiling or floor effect, and is independent of gender, education, and culture [9, 10]. Previous studies have shown that the AQT activates temporoparietal cortical areas, which are the major brain regions affected in AD [11]. Moreover, one of the main functions measured by the AQT is attention [12], which is the cognitive function that often improves the most from ChEI treatment in AD [13, 14]. This makes the AQT a promising test for detecting treatment response in AD. The most common test for evaluating ChEI treatment is the Mini-Mental State Examination (MMSE) [15]. It is also the recommended cognitive test for the evaluation of treatment with ChEI, according to the National Institute for Health and Clinical Excellence (NICE) [5]. This makes MMSE a suitable reference test to compare with the AQT.[image: A13195_2010_Article_36_Fig1_HTML.jpg]
Figure 1A sample of AQT. Each original test plate contains 40 figures. The patient is instructed to quickly name the color of each figure on the first test plate (AQT-C), the form on the second plate (AQT-F), and the color and form on the third plate (AQT-CF) [8]. Only AQT-CF results were analyzed in this study.




An optimal cognitive evaluation test of treatment response will, at a given cut-off, classify very few patients as treatment responders when no treatment is given and as many as possible when treatment is given. To define the cut-off for treatment response, one must consider factors such as cognitive fluctuation of the patients, low test reliability, training effect, and so on. These factors cause changes in test score that are not caused by the treatment and therefore must be accounted for. The most common way of doing that is by establishing a reliable change index (RCI) [16]. RCI is a statistical analysis for detecting individually significant change, and it has been used in more than 500 medical studies.
The aim of this study was to1.Compare the changes of AQT and the MMSE before and after ChEI treatment in AD patients.

 

2.Compare the ability of AQT and the MMSE to detect treatment responders according to cut-offs calculated by RCI analyzes.

 




Materials and methods
Patients
The AD patients were enrolled from a part of the Swedish Alzheimer's Treatment Study (SATS) located in the town of Malmö, Sweden [17]. SATS is a prospective, open-label study in routine clinical settings, which have collected patients who have been referred to the Memory Clinic at Malmö University Hospital and have met the criteria for AD according to NINCDS-ADRDA [18]. In addition to a clinical examination by physicians specializing in dementia disorders, the patients were examined with brain computed tomography, routine blood samples, and cerebrospinal fluid analysis. After the baseline visit, treatment with rivastigmine, donepezil, or galantamine was initiated. The patients were followed up in a structured program with assessments at baseline, 8 weeks, 6 months, and semiannually thereafter. For patients to be enrolled from SATS to this study, they had to have MMSE and AQT color-form (AQT-CF) scores from a visit at a predefined time period of 1 to 6 months before baseline, the baseline visit, and the visit at 8 weeks after baseline. The MMSE and AQT scores had to be from the same occasions. Only patients with an MMSE score of 13 points or more and an AQT-CF score of 190 seconds or less at baseline were included because test changes are difficult to assess in patients with very poor test performance, because of low reliability [19]. The cut-offs were predefined and not based on the current study population, which otherwise could introduce selection bias. The inclusion criteria generated a study population of 75 AD patients. They had been followed at the clinic over a mean ± standard deviation (SD) period of 32 ± 19 months and had been reviewed by the study doctors S.P. and O.H. from a longitudinal perspective in regard to diagnosis accuracy. All patients lived at home and had a mean age of 77 ± 6.7 years. Seventy-one percent were women. Sixty-five percent were treated with galantamine, 18% with rivastigmine, and 17% with donepezil. The mean doses of the drugs during the 8 weeks of treatment were 9.9 mg, 3.7 mg, and 5.4 mg, respectively.
A written informed consent was obtained from all patients and proxies. The study was approved by the ethics committee of Lund University, Sweden, and was carried out in accordance with the Helsinki Declaration.

MMSE and AQT
Specialized dementia nurses administered both tests according to standardized guidelines to maximize interrater reliability. The attention part of the MMSE was scored by the serial subtraction of 7 from 100 [20]. The backward spelling was used if the patient could not perform simple arithmetic exercises [21].
AQT measures attention and cognitive speed, has shown high test-retest reliability (r = 0.91 to 0.95), and exhibits no habituation or learning in repeated trials over 10 minutes [22]. AQT-CF has been validated against WAIS-III P IQ (r = -0.61; P < 0.01), MMSE (r = -0.72; P < 0.01) and ADAS-cog (r = 0.63; P < 0.01; correlation made after 6 months of ChEI treatment in AD) [12, 23]. It has shown no significant correlation with the Trail Making Test (TMT), verbal association fluency (FAS), or Rey Complex Figure Test (RCFT) [12]. The test scores constitute the number of seconds it takes for a patient to complete each test plate (Figure 1). The test was performed in Swedish, which has produced the same results as a test performed in English [10]. Only AQT-CF was analyzed in this study because it is the most validated and sensitive part of AQT and contains the cognitive measures that are mostly associated with AD [22].

Assessing test changes: Reliable Change Index
RCI provides a confidence interval (CI), which represents the predicted changes that would occur if a patient's test score does not change significantly from one assessment to another. The most commonly used CI is 90% [24–27], which was also used in this study. With this CI, about 5% in a stable control group will show a test improvement (according to a cut-off value based on the RCI), even when no intervention or real change has occurred. The RCI is calculated from a control group by considering the test-retest reliability, SD, and a systematic bias of the score change between the first and second test occasion (for example, training effect or disease progression) [24]. The formulae that describe this can be found in Additional file 1. Instead of calculating the RCI based on changes in a healthy control group, the RCI was calculated from the changes of the AD patients during the untreated period. The MMSE and AQT changes from before baseline to baseline were thus used to calculate an interval of "normal" test changes when no treatment was given (that is, the RCI). Test changes during the treatment period greater than the RCI were considered to be due to treatment effect. By using the same population as controls (the period from before baseline to baseline) and as cases (the period from baseline to postbaseline), one eliminates many confounding factors such as test-score variability (which is more pronounced in AD than in healthy controls), age, disease progression, gender, and so on.
Because of the clinical nature of this study, the test interval before treatment varied from 1 to 6 months, with a mean ± SD interval of 3.7 ± 1.2 months. Because of the progressive nature of AD, a longer prebaseline test interval would likely show a greater deterioration. Therefore, an approximated score at 8 weeks before baseline was calculated for each patient. The 8 weeks prebaseline score was calculated in the following way: 8 × (baseline score - prebaseline score)/Number of weeks between the prebaseline and baseline visit. These approximated scores were then used to calculate the test changes during 8 weeks before treatment (baseline score - 8 weeks prebaseline score), which provided a single test-retest interval to be compared with the changes after 8 weeks of treatment.
For patients with a test interval of 1 to 3 months before baseline, the mean 8 weeks prebaseline MMSE score was 22.7 ± 3.3 points, and the mean 8 weeks prebaseline AQT-CF score was 97.3 ± 22.8 seconds. Those with an interval of 4 to 6 months before baseline had a mean 8 weeks prebaseline MMSE score of 23.1 ± 3.1 points and a mean prebaseline AQT-CF score of 99.4 ± 21.4 seconds. No significant differences were found between the groups regarding the calculated 8 weeks prebaseline MMSE and AQT scores (P > 0.50). Consequently, the fact that AQT and the MMSE were administered at different intervals before treatment did not seem to have any impact on the calculated 8 weeks prebaseline scores. Previous RCI studies have also used a varied interval between test occasions, but without correcting for this (calculating a single test-retest interval) or testing the homogeneity of the group [24, 26, 27]. We believe our method provides a more valid RCI result because the calculations are based on the same interval (8 weeks without treatment) to which it is going to be applied (8 weeks with treatment).

Statistical analysis
The RCI was calculated as described in previous studies (see Additional file 1) [27]. Variables that followed a normal distribution were analyzed with parametric statistics, and significantly skewed variables, with nonparametric statistics. The MMSE and AQT changes were assessed with the Wilcoxon matched-pairs signed ranks test. The test changes expressed as percentages were analyzed with the paired t test. The McNemar test was used when comparing the number of MMSE and AQT responders. Linear relations were examined by using Pearson correlation. The statistical analyses were performed by using Statistical Package for Social Sciences (SPSS) software (version 17.0; SPSS Inc., Chicago, IL).


Results
Changes in test scores
The MMSE and AQT scores are shown in Table 1. It is important to note that a negative AQT change and a positive MMSE change stand for improvement. During the 8-week pre-baseline period when the patients had not yet received any treatment, mean AQT deteriorated significantly by 2.6 seconds (P < 0.05), whereas the mean MMSE deteriorated nonsignificantly by -0.29 points (P = 0.09). After 8 weeks of treatment, the mean AQT score improved by -9.7 seconds compared with baseline (P < 0.0001), and the mean MMSE score improved 0.6 points (P < 0.05; Table 1).Table 1Mean MMSE and AQT values ± standard deviation


	Variable
	8 weeks before baselinee
	Baseline
	8 weeks after baseline

	 	
                              n
                              = 75
                            
	
                              n
                              = 75
                            
	
                              n
                              = 75
                            

	The MMSE, points
	23.0 ± 3.1
	22.7 ± 3.0a
	23.3 ± 3.5b*

	AQT Color-Form, seconds
	98.8 ± 21.6
	101.5 ± 24.9c*
	91.8 ± 28.4d*


aP = 0.088 compared with 8 weeks before baseline. bP = 0.047 compared with baseline. cP = 0.045 compared with 8 weeks before baseline. dP < 0.0001 compared with baseline. eCalculated value for all 75 patients according the description in Materials and methods. *Significant change.
Calculated with the Wilcoxon test. MMSE, the Mini-Mental State Examination (0 to 30 points); a higher score indicates better cognition. AQT, A Quick Test of cognitive speed (measured in seconds); less time indicates better cognition.



To compare the test changes of MMSE and AQT in a statistical manner, the score changes of each patient must be expressed as a percentage of the previous score because the tests consist of different scales (Figure 2). When just comparing the AQT and MMSE changes after treatment, AQT indicated a somewhat more pronounced improvement than did the MMSE (P = 0.06). However, it is important to account for the individual disease-progression rate (score change before treatment) because this affects the degree of change in test scores after treatment. The individual test changes of AQT and MMSE during the 8 weeks before treatment were thus subtracted from the changes after 8 weeks of treatment. This meant that if a patient deteriorated 5% in a test score before treatment and improved 10% after treatment, the total treatment effect was an improvement of 15% (assuming that the patient would continue to deteriorate 5% during the 8 weeks after baseline if no treatment had been given). After correcting for individual disease progression, AQT improved by 10.8%, and the MMSE improved by 3.7% (Figure 2) When analyzing these values, the improvement of AQT was significantly greater than that of the MMSE (95% CI of the difference: 0.9% to 13.3%; P = 0.026).[image: A13195_2010_Article_36_Fig2_HTML.jpg]
Figure 2Mean values of the score changes expressed as percentages. The lines show the changes from 8 weeks before baseline to baseline and from baseline to 8 weeks after baseline. Dashed lines represent assumed deterioration without treatment. Error bars represent standard error of the mean. 
                            1
                          Comparison of the AQT and MMSE improvements after treatment when accounting for disease progression (calculated with paired samples t test).





Treatment responders according to the Reliable Change Index
The Reliable Change Index (RCI) results are summarized in Figure 3. The test-retest reliability (Pearson correlation) used in the RCI formula was based on the baseline and 8-week pre-baseline occasions. The correlation coefficient of AQT was 0.87 (P < 0.001), and for the MMSE, 0.86 (P < 0.001). The 90% CI to state if a significant change had occurred on an individual basis (the RCI) was -15.5 to +20.5 seconds for AQT. That is, if a patient improved more than -15.5 seconds, a significant improvement had occurred (clinically this meant that everyone with a -16-second improvement, because only whole seconds were measured). Patients who improved significantly were denoted "responders". For the MMSE, the RCI was -2.99 to +2.41 points (that is, those with at least a +3-point improvement were responders). After 8 weeks of treatment, AQT detected 26 treatment responders (34%), whereas the MMSE detected 13 (17%) treatment responders (Figure 3). As expected according to the RCI, both test cut-offs falsely classified ≤5% responders during the pretreatment period (Figure 3). A "false responder" in this case is a patient who improved more than the RCI during the period when no treatment was given. After treatment, ≤5% of all the patients deteriorated more than the RCI of AQT and the MMSE, which also is just as expected.[image: A13195_2010_Article_36_Fig3_HTML.jpg]
Figure 3Responders. Percentage responders after 8 weeks without treatment and after 8 weeks with treatment according to cut-offs derived from RCI. Details on the RCI analysis can be found in Additional file 1. Calculated with the McNemar test.




Unsurprisingly, the AQT-treatment responders showed greater improvement after 8 weeks of treatment compared with the nonresponders in mean AQT score (P < 0.0001). However, a major significant difference in mean AQT change between the groups was still found after 6 months of treatment. The AD patients who were classified as treatment responders by AQT after 8 weeks of treatment showed a mean improvement of -19.3 ± 22.3 seconds on AQT after 6 months of treatment. The nonresponders, conversely, deteriorated 3.3 ± 13.5 seconds over the 6-month treatment period. Thus, the AQT responders at the 8-week visit continued clearly to show a better treatment response at the 6-month visit compared with the nonresponders (P < 0.0001).


Discussion
In this study, we evaluated AQT as a test for detecting early ChEI treatment response in AD and compared it with the MMSE. After 8 weeks of treatment, AQT had improved significantly more than the MMSE when accounting for disease progression (Figure 2). Further, AQT identified twice as many treatment responders as did the MMSE (34% compared with 17%; p = 0.02; Figure 3). The increased number of responders cannot be explained by low reliability or random changes of AQT scores, because AQT classified only 5% (false) responders during the 8-week period before treatment (Figure 3). Finally, when comparing the AQT responders and nonresponders from the 8-week visit, the responders still showed a significantly better treatment response after 6 months of treatment. This indicates that AQT detects early treatment responders who seem to continue to benefit from ChEI treatment.
Evaluation of treatment
Good clinical practice and cost-benefit considerations require that all AD patients be evaluated before and after the initiation of treatment to determine whether the treatment shall continue [5]. The most common test for this evaluation in clinical practice is the MMSE, and this is also the recommended test according to the NICE guidelines [5]. In clinical trials, the ADAS-cog is the most commonly used cognitive test [28, 29]. It measures a broader span of cognitive functions, but has the disadvantage of taking 45 minutes to administer compared with 3 to 5 minutes for AQT and 10 to 15 minutes for the MMSE. Because of the length of the ADAS-cog, it cannot really be regarded as a brief cognitive test suitable for clinical practice. ADAS-cog and the MMSE are well studied for ChEI evaluation of AD, but no previous studies of AQT were performed in this context. However, in a recent randomized, placebo-controlled, multinational study, AQT was used to evaluate the treatment effect of memantine on dementia with Lewy bodies and Parkinson disease dementia [30]. In that study, both AQT and the global cognitive measure CGIC improved significantly after 24 weeks of treatment, compared with placebo, whereas the MMSE failed to improve significantly.

Future evaluation issues
In the future, it is likely that more patients with mild cognitive impairment (MCI) will be included in therapeutic trials and treated in clinical practice. It is then essential to have a sensitive test with no ceiling effect. The MMSE and the ADAS-cog have detected in MCI studies significant cognitive changes [31, 32], but they have also been criticized for their ceiling effects and inability to detect small cognitive changes [28]. In the only study in which AQT has been used to evaluate MCI treatment, AQT improved significantly, whereas the other cognitive tests failed to do so (WAIS III Digit Span, WAIS-R NI Spatial Span, Digit Symbol Modalities, and Rey's Complex Figure Test) [33]. Further, AQT has no ceiling effect and, in this study, was able to significantly detect the subtle disease progress of AD during the nontreatment period of 8 weeks (Table 1). Although the results are promising, more studies are needed to warrant the sensitivity of AQT to cognitive change and to systematically compare it with the MMSE and the ADAS-cog.
Another important future issue is that by 2040, it is predicted that 71% of all dementia patients will be in developing countries [34]. Therefore, the International Psychogeriatric Association (IPA) and the Alzheimer's Association have pointed out the need for a culturally independent test [7, 28]. AQT has so far been validated in Western, Arabic, and African countries and does not exhibit any culturally dependent questions or exercises [8, 9, 35], whereas the MMSE is affected by ethnicity [36, 37].

Detecting treatment responders
In the present study, we evaluated the treatment response after 8 weeks. Previously, it was shown that 4 to 8 weeks of AD treatment results in a significant treatment effect compared with placebo [38–41]. This supports our evaluation of treatment effects already after 8 weeks. It is also is in agreement with the guidelines by NICE and the American College of Physicians (ACP) [5, 7]. When evaluating the treatment response, the ACP has suggested that a 3-point change in the MMSE indicates a clinically significant change [7]. This is also the same result as the present study found to indicate a significant change (Figure 3). Unfortunately, no comparable studies are available regarding individual change on AQT.
This study used a statistical method (RCI) to determine treatment responders according to the MMSE and AQT. The clinical relevance of an MMSE improvement of at least 3 points or an AQT improvement of at least 16 seconds is uncertain. In the entire population, the clinical relevance of a mean AQT improvement of 10.8% and a mean MMSE improvement of 3.7% is also uncertain. It is important to note that these values were only used to compare the MMSE and AQT as evaluation instruments. To determine a clinically meaningful AQT or MMSE change, a minimal clinically important difference (MCID) must be defined. One approach to determine the MCID for AD could be to measure the natural history of decline over 12 months or longer in a large group of patients by using AQT, the MMSE, and a global rating of the cognitive performance. A definition of MCID could then be the percentage of change on the MMSE or AQT that is anchored against the natural history of global change in AD.
According to the cut-off values, AQT detected significantly more responders after 8 weeks of treatment than did the MMSE (34% compared with 17%; P = 0.026), while falsely detecting 5% responders when no treatment was given (Figure 3). This indicates that AQT is a more-sensitive evaluation tool, which is further emphasized by the changes on a group level. AQT improved significantly more after treatment than did the MMSE when accounting for disease progression (Figure 2). The more-pronounced sensitivity of AQT compared with the MMSE might be explained by their different scales and the different cognitive functions that are measured. Studies have shown that ChEI mostly improves attention [13, 14], which is one of the main cognitive domains measured by AQT. It is possible that the treatment response in our study could have been higher if all ChEI doses had been increased after 4 weeks of treatment (the dose was often increased after 8 weeks). This should, however, not affect the comparison between AQT and the MMSE.
Intuitively, it seems that patients who exhibit the right characteristics initially to have a positive treatment response would continue to benefit from the medication. This assumption has been debated, and to determine whether it is true, the reliability and validity of the evaluation instrument must be high. In our study, we found that the AD patients who were classified as treatment responders by AQT after 8 weeks of treatment still performed significantly better on AQT after 6 months, compared with the patients classified as nonresponders after 8 weeks (22.6 seconds in mean difference; P < 0.0001). This indicates that AQT might be used after 8 weeks of ChEI treatment to identify those who will continue to benefit from the treatment.
Two advantages of this study are that the treatment was evaluated prospectively and that the same population was used both as controls and as cases. The latter is the most important factor for reliable RCI results, as most confounding factors are eliminated. A shortcoming was that this was not a randomized study with a placebo group, but instead a study with a control group. The treatment effect can therefore not with certainty be separated from the placebo effect. However, placebo treatment in clinical trials of AD patients has not resulted in significant improvements of any cognitive tests [38–41]. Furthermore, the lack of a placebo group should not affect the comparison of the MMSE and AQT.


Conclusions
In conclusion, AQT, a quick test of cognitive speed and attention, seems to be twice as sensitive as the MMSE in detecting early treatment response to ChEI in AD patients. The early responders detected by AQT continued to benefit from ChEI after 6 months of treatment. This indicates the potential usefulness of AQT when evaluating treatment effects in clinical routine, especially in primary care units. Moreover AQT may be important when evaluating new treatments in the early stages of AD, because of its sensitivity and lack of ceiling effect. Further studies are needed to compare the treatment response detected by AQT and brief cognitive tests other than the MMSE.

Acknowledgements
Funding was obtained from Skåne University Hospital, Malmö, Sweden.

References
1.
Wimo A, Winblad B, Jonsson L: An estimate of the total worldwide societal costs of dementia in 2005. Alzheimer's Dementia. 2007, 3: 81-91. 10.1016/j.jalz.2007.02.001.CrossRefPubMed

2.
Cummings JL: Alzheimer's disease management. J Clin Psychiatry. 1998, 59 (Suppl 13): 4-5.PubMed

3.
Hendrie HC: Epidemiology of dementia and Alzheimer's disease. Am J Geriatr Psychiatry. 1998, 6: S3-18. 10.1097/00019442-199821001-00002.CrossRefPubMed

4.
Birks J: Cholinesterase inhibitors for Alzheimer's disease. Cochrane Database Syst Rev. 2006, CD005593-

5.
National Institute for Health and Clinical Excellence: Alzheimer's Disease: Donepezil, Galantamine, Rivastigmine (Review) and Memantine: Guidance (amended August 2009). 2007, TA111. London: National Institute for Health and Clinical Excellence

6.
Katona C, Livingston G, Cooper C, Ames D, Brodaty H, Chiu E: International Psychogeriatric Association consensus statement on defining and measuring treatment benefits in dementia. Int Psychogeriatr. 2007, 19: 345-354. 10.1017/S1041610207005145.CrossRefPubMed

7.
Qaseem A, Snow V, Cross JT, Forciea MA, Hopkins R, Shekelle P, Adelman A, Mehr D, Schellhase K, Campos-Outcalt D, Santaguida P, Owens DK: Current pharmacologic treatment of dementia: a clinical practice guideline from the American College of Physicians and the American Academy of Family Physicians. Ann Intern Med. 2008, 148: 370-378.CrossRefPubMed

8.
Jacobson JM, Nielsen NP, Minthon L, Warkentin S, Wiig EH: Multiple rapid automatic naming measures of cognition: normal performance and effects of aging. Percept Motor Skills. 2004, 98: 739-753. 10.2466/pms.98.3.739-753.CrossRefPubMed

9.
Nielsen NP, Wiig EH: Alzheimer's Quick Test cognitive screening criteria for West African speakers of Krio. Age Ageing. 2006, 35: 503-507. 10.1093/ageing/afl058.CrossRefPubMed

10.
Wiig EH, Nielsen NP, Minthon L, Warkentin S: A Quick Test of Cognitive Speed. 2002, San Antonio, TX: Pearson

11.
Wiig EH, Nielsen NP, Minthon L, McPeek D, Said K, Warkentin S: Parietal lobe activation in rapid, automatized naming by adults. Percept Motor Skills. 2002, 94: 1230-1244.CrossRefPubMed

12.
Nielsen NP, Ringstrom R, Wiig EH, Minthon L: Associations between AQT processing speed and neuropsychological tests in neuropsychiatric patients. Am J Alzheimers Dis Other Demen. 2007, 22: 202-210. 10.1177/1089253206300417.CrossRefPubMed

13.
Foldi NS, White RE, Schaefer LA: Detecting effects of donepezil on visual selective attention using signal detection parameters in Alzheimer's disease. Int J Geriatr Psychiatry. 2005, 20: 485-488. 10.1002/gps.1319.CrossRefPubMed

14.
Vellas B, Cunha L, Gertz HJ, De Deyn PP, Wesnes K, Hammond G, Schwalen S: Early onset effects of galantamine treatment on attention in patients with Alzheimer's disease. Curr Med Res Opin. 2005, 21: 1423-1429. 10.1185/030079905X61884.CrossRefPubMed

15.
Folstein MF, Folstein SE, McHugh PR: "Mini-mental state": a practical method for grading the cognitive state of patients for the clinician. J Psychiatr Res. 1975, 12: 189-198. 10.1016/0022-3956(75)90026-6.CrossRefPubMed

16.
Strauss E, Sherman E, Spreen O: A Compendium of Neuropsychological Tests. 2006, Oxford: Oxford University Press, 3

17.
Wallin AK, Andreasen N, Eriksson S, Batsman S, Nasman B, Ekdahl A, Kilander L, Grut M, Ryden M, Wallin A, Jonsson M, Olofsson H, Londos E, Wattmo C, Eriksdotter Jonhagen M, Minthon L, Swedish Alzheimer Treatment Study Group: Donepezil in Alzheimer's disease: what to expect after 3 years of treatment in a routine clinical setting. Dement Geriatr Cogn Disord. 2007, 23: 150-160. 10.1159/000098052.CrossRefPubMed

18.
McKhann G, Drachman D, Folstein M, Katzman R, Price D, Stadlan EM: Clinical diagnosis of Alzheimer's disease: report of the NINCDS-ADRDA Work Group under the auspices of Department of Health and Human Services Task Force on Alzheimer's Disease. Neurology. 1984, 34: 939-944.CrossRefPubMed

19.
Tombaugh TN, McIntyre NJ: The mini-mental state examination: a comprehensive review. J Am Geriatr Soc. 1992, 40: 922-935.CrossRefPubMed

20.
Espino DV, Lichtenstein MJ, Palmer RF, Hazuda HP: Evaluation of the mini-mental state examination's internal consistency in a community-based sample of Mexican-American and European-American elders: results from the San Antonio Longitudinal Study of Aging. J Am Geriatr Soc. 2004, 52: 822-827. 10.1111/j.1532-5415.2004.52226.x.CrossRefPubMed

21.
Karzmark P: Validity of the serial seven procedure. Int J Geriatr Psychiatry. 2000, 15: 677-679. 10.1002/1099-1166(200008)15:8<677::AID-GPS177>3.0.CO;2-4.CrossRefPubMed

22.
Wiig EH, Nielsen NP, Londos E, Minthon L: A Quick Test of cognitive speed as a measure of normal aging and aging with dementia. Handbook of cognitive aging: causes, processes and effects. Edited by: Gariépy Q, Ménard R. 2010, New York: Nova Science Publishers Inc, chapter 5: 151-179.

23.
Wiig EH, Annas P, Basun H, Andreasen N, Lannfelt L, Zetterberg H, Blennow K, Minthon L: The stability of AQT processing speed, ADAS-Cog and MMSE during acetylcholinesterase inhibitor treatment in Alzheimer's disease. Acta Neurol Scand. 2010, 121: 186-193. 10.1111/j.1600-0404.2009.01160.x.CrossRefPubMed

24.
Chelune GJ, Naugle RI, Lüders H, Sedlak J, Awad IA: Individual change after epilepsy surgery: practice effects and base-rate information. Neuropsychology. 1993, 7: 41-52. 10.1037/0894-4105.7.1.41.CrossRef

25.
Heaton RK, Temkin N, Dikmen S, Avitable N, Taylor MJ, Marcotte TD, Grant I: Detecting change: a comparison of three neuropsychological methods, using normal and clinical samples. Arch Clin Neuropsychol. 2001, 16: 75-91.CrossRefPubMed

26.
Temkin NR, Heaton RK, Grant I, Dikmen SS: Detecting significant change in neuropsychological test performance: a comparison of four models. J Int Neuropsychol Soc. 1999, 5: 357-369. 10.1017/S1355617799544068.CrossRefPubMed

27.
Tombaugh TN: Test-retest reliable coefficients and 5-year change scores for the MMSE and 3MS. Arch Clin Neuropsychol. 2005, 20: 485-503. 10.1016/j.acn.2004.11.004.CrossRefPubMed

28.
Black R, Greenberg B, Ryan JM, Posner H, Seeburger J, Amatniek J, Resnick M, Mohs R, Miller DS, Saumier D, Carrillo MC, Stern Y: Scales as outcome measures for Alzheimer's disease. Alzheimers Dement. 2009, 5: 324-339. 10.1016/j.jalz.2009.05.667.CrossRefPubMed

29.
Rosen WG, Mohs RC, Davis KL: A new rating scale for Alzheimer's disease. Am J Psychiatry. 1984, 141: 1356-1364.CrossRefPubMed

30.
Aarsland D, Ballard C, Walker Z, Bostrom F, Alves G, Kossakowski K, Leroi I, Pozo-Rodriguez F, Minthon L, Londos E: Memantine in patients with Parkinson's disease dementia or dementia with Lewy bodies: a double-blind, placebo-controlled, multicentre trial. Lancet Neurol. 2009, 8: 613-618. 10.1016/S1474-4422(09)70146-2.CrossRefPubMed

31.
Petersen RC, Thomas RG, Grundman M, Bennett D, Doody R, Ferris S, Galasko D, Jin S, Kaye J, Levey A, Pfeiffer E, Sano M, van Dyck CH, Thal LJ, Alzheimer's Disease Cooperative Study Group: Vitamin E and donepezil for the treatment of mild cognitive impairment. N Engl J Med. 2005, 352: 2379-2388. 10.1056/NEJMoa050151.CrossRefPubMed

32.
Doody RS, Ferris SH, Salloway S, Sun Y, Goldman R, Watkins WE, Xu Y, Murthy AK: Donepezil treatment of patients with MCI: a 48-week randomized, placebo-controlled trial. Neurology. 2009, 72: 1555-1561. 10.1212/01.wnl.0000344650.95823.03.CrossRefPubMed

33.
Londos E, Boschian K, Linden A, Persson C, Minthon L, Lexell J: Effects of a goal-oriented rehabilitation program in mild cognitive impairment: a pilot study. Am J Alzheimers Dis Other Dementia. 2008, 23: 177-183. 10.1177/1533317507312622.CrossRef

34.
Ferri CP, Prince M, Brayne C, Brodaty H, Fratiglioni L, Ganguli M, Hall K, Hasegawa K, Hendrie H, Huang Y, Jorm A, Mathers C, Menezes PR, Rimmer E, Scazufca M, Alzheimer's Disease International: Global prevalence of dementia: a Delphi consensus study. Lancet. 2005, 366: 2112-2117. 10.1016/S0140-6736(05)67889-0.PubMedCentralCrossRefPubMed

35.
Radford N, McPherson G, Cannon C: A descriptive study of Alzheimer's screening results for minority populations. American Speech-Language-Hearing Association Convention, Poster 162. 2007, Boston, MA

36.
Mulgrew CL, Morgenstern N, Shetterly SM, Baxter J, Baron AE, Hamman RF: Cognitive functioning and impairment among rural elderly Hispanics and non-Hispanic whites as assessed by the Mini-Mental State Examination. J Gerontol B Psychol Sci Soc Sci. 1999, 54: P223-230.CrossRefPubMed

37.
Shadlen MF, Larson EB, Gibbons L, McCormick WC, Teri L: Alzheimer's disease symptom severity in blacks and whites. J Am Geriatr Soc. 1999, 47: 482-486.CrossRefPubMed

38.
Burns A, Rossor M, Hecker J, Gauthier S, Petit H, Moller HJ, Rogers SL, Friedhoff LT: The effects of donepezil in Alzheimer's disease: results from a multinational trial. Dement Geriatr Cogn Disord. 1999, 10: 237-244. 10.1159/000017126.CrossRefPubMed

39.
Seltzer B, Zolnouni P, Nunez M, Goldman R, Kumar D, Ieni J, Richardson S: Efficacy of donepezil in early-stage Alzheimer disease: a randomized placebo-controlled trial. Arch Neurol. 2004, 61: 1852-1856. 10.1001/archneur.61.12.1852.CrossRefPubMed

40.
Tariot PN, Cummings JL, Katz IR, Mintzer J, Perdomo CA, Schwam EM, Whalen E: A randomized, double-blind, placebo-controlled study of the efficacy and safety of donepezil in patients with Alzheimer's disease in the nursing home setting. J Am Geriatr Soc. 2001, 49: 1590-1599. 10.1111/j.1532-5415.2001.49266.x.CrossRefPubMed

41.
Wilcock GK, Lilienfeld S, Gaens E: Efficacy and safety of galantamine in patients with mild to moderate Alzheimer's disease: multicentre randomised controlled trial: Galantamine International-1 Study Group. BMJ. 2000, 321: 1445-1449. 10.1136/bmj.321.7274.1445.PubMedCentralCrossRefPubMed



Competing interests
The authors declare that they have no competing interests.

Authors' contributions
SP participated in the design of the study, performed the statistical analysis, and drafted the manuscript. LM and EL participated in the design and coordination of the study and revised the manuscript. CW revised the statistical analysis and the manuscript. OH participated in the design of the study, helped out in the statistical analysis, and revised the manuscript. All authors read and approved the final manuscript.


OEBPS/sidebar.gif





OEBPS/A13195_2010_Article_36_Fig3_HTML.jpg
Responders

Treatment responders
p=0.026
I_I_I

False responders

p=0.69
l_l_l

. 8weeks 8 weeks
without treatment  with treatment

. AQT cutoff value > 16 sec improvement

. MMSE cutoff value > 3 p improvement





OEBPS/A13195_2010_Article_36_Fig2_HTML.jpg
N=75
10% —&— AQT

8%
6%

—10.89%
4%
p=0.026'

2%

Improvement

3.7%

[
0% ===

8 weeks Baseline After 8 weeks
before treatment of treatment





OEBPS/contact.gif





OEBPS/A13195_2010_Article_36_Fig1_HTML.jpg
AQT

Test Plate 1 Test Plate 2 Test Plate 3
HO R R —E—AO®—H1—/,0
N B B R EY B EORY N |
B HEE—04A0 —0OAO

Color Form Color - Form

© 2009 Pearson Education, Inc.TX, USA






