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Abstract
Executive dysfunction remains among the most prevalent cognitive domains impaired in persons
with HIV-associated neurocognitive disorders (HAND). However, little is known specifically
about the cognitive architecture or everyday functioning implications of planning, which is an
aspect of executive functions involving the identification, organization, and completion of
sequential behaviors toward the accomplishment of a goal. The current study examined these
issues using the Tower of LondonDX in 53 individuals with HAND, 109 HIV-infected persons
without HAND, and 82 seronegative participants. The HAND+ group performed significantly
more poorly than HIV-infected individuals without HAND on number of correct moves, total
moves, execution time, time violations, and rule violations. Within the HIV+ group as a whole,
greater total move scores and rule violations were most strongly associated with executive
dysfunction. Of clinical relevance, elevated total moves and rule violations were significant,
independent predictors of self-reported declines in instrumental activities of daily living and
unemployment status in HIV. These results suggest that planning accuracy, efficiency, and rule-
bound control are impaired in HAND, and may meaningfully affect more cognitively complex
aspects of everyday living.
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Although severe forms of HIV-associated Neurocognitive Disorders (HAND) have
decreased since the widespread use of combination antiretroviral therapies (cART) in the
mid-1990’s (Ances & Clifford, 2008), executive dysfunction remains highly prevalent in
HAND (Heaton et al., 2011; Reger, Welsh, Razani, Martin, & Boone, 2002). In fact, among
individuals with well-managed HIV disease, rates of impairment in executive functions may
have actually increased relative to other cognitive domains, such as information processing
speed, in the cART era (Heaton et al., 2011). All told, impaired executive functions are
detected in approximately 50% of HIV+ individuals with neurocognitive impairment
(Heaton et al., 2011). Executive dysfunction can emerge early in the course of infection
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(Moore et al., 2011), and the severity of impairment tends to increase with advancing HIV
disease (Reger et al., 2002). Although there is no single prototypical pattern of
neurocognitive impairment in HIV, it has been argued that executive dysfunction may be a
cardinal feature of HAND in the cART era (Dawes et al., 2008). Executive functions rely
heavily on the integrity of frontostriatal circuits (Mega & Cummings, 1994), which are
commonly affected by HIV-associated neuropathologies (Everall et al., 2005). In HIV-
infected populations, deficits have been observed on a variety of different executive
functions, including measures of abstraction (Heaton et al., 1995), response inhibition (Tozzi
et al., 1999), cognitive flexibility (Carter et al., 2003), and decision-making (Martin et al.,
2004). These deficits are clinically meaningful in that executive dysfunction is among the
strongest predictors of a wide range of everyday functioning complications, including
laboratory functional skills (e.g., medication management; Heaton et al., 2004), medication
non-adherence (e.g., Hinkin et al., 2004), automobile driving (Marcotte et al., 2004), and
vocational status (e.g., van Gorp et al., 1999; Rabkin et al., 2004).

Despite significant advances in our knowledge about the prevalence, clinical correlates, and
functional impact of HIV-associated executive dysfunction over the past 20 years, we still
know very little about the construct of planning. Planning is a fundamental subcomponent of
executive functions that describes the complex and multifaceted process involving the
identification, organization and integration of the steps required to meet a particular goal
(Cohen, Bronson, & Casey, 1995). In addition to these core requirements, successful
planning also depends on a variety of related capacities such as generating and selecting
between alternatives, understanding sequential ideas, and exercising impulse control.
Memory functions, psychomotor speed, and sustained attention may also be required
(Lezak, 2004). Failure of any of these subcomponents could result in impairments on
laboratory or naturalistic planning tasks. While several planning paradigms exist, the oft-
used “tower-transfer” tasks, in which a participant must replicate target structures by
sequentially moving balls between three pegs, have been shown to sensitively identify
differences in planning and problem solving (e.g., Unterrainer & Owen, 2006). These
planning tasks (e.g., Tower of London – Drexel version or TOLDX; Culbertson & Zilmer,
2001) are based upon Shallice’s (1982) information-processing model of prefrontal
functioning. This model includes a higher-order Supervisory Attentional System (SAS) that
is used to select and monitor behavior in problem-solving tasks when automatic processes
(e.g., schema) are inadequate to meet task demands. In contrast with more naturalistic
planning paradigms (e.g., Multiple Errands Test; MET; Alderman et al., 2003), tower-
transfer tasks specifically assess a participant’s ability to solve novel problems that require
advance planning of sequences of progressively higher numbers of moves in order to
replicate the target structure. Although the nomenclature and operationalization of
“planning” varies somewhat across studies, common metrics include the number of moves
that a participant makes to solve a problem, initial planning speed (i.e., before a move is
made), solution execution speed (i.e., time from the first move until the last move), and
solution efficiency (e.g., a ratio of planning speed to accuracy). At the neural level, planning
processes recruit the prefrontal regions bilaterally (particularly the anterior medial and
dorsolateral systems), as well as the basal ganglia and posterior parietal cortex (Koechlin et
al., 2002; Newman et al., 2003; Stuss et al., 2002). Planning processes underlie the
successful completion of a variety of important everyday functioning outcomes relevant to
the management of HIV infection, including compliance with complex medication regimens
(Waldrop-Valverde et al., 2010). Planning has also been implicated in high-risk HIV
transmission-related behaviors, such as sharing injection drug use materials (Severtson et al.,
2009).

Only a few studies have investigated planning abilities in HIV, and even within the tower-
transfer paradigm, existing studies have defined and measured planning differently. Across
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studies, large disparities exist between the measures examined (e.g., problem complexity vs.
solution efficiency) and the level of demand placed on related abilities (e.g., working
memory) in order to solve each problem. Two papers in the pre-cART era provided evidence
that HIV+ individuals (particularly those with symptomatic illness) have poorer planning
abilities versus seronegative comparison subjects, and that these differences may be
moderated by the cognitive demands of the planning task. Sahakian and colleagues (1995)
found that HIV+ individuals were both less accurate and less efficient than healthy
participants when planning and executing a sequence of cognitive or motor actions. Planning
deficits were more pronounced when the minimum sequence required to complete the task
was extended beyond five moves. In the other pre-cART study, Bartok and colleagues
(1997) intensified the working memory demands of their planning task by requiring
participants to memorize the target configuration before beginning each trial. Symptomatic
HIV+ substance users solved significantly fewer problems relative to HIV+ asymptomatic
and HIV- substance users, though the groups did not significantly differ from each other in
the total number of moves (Bartok et al., 1997). The two studies in the cART-era reported
planning deficits in a single sample of HIV+ individuals as measured by the computerized
Cambridge Neuropsychological Test Automated Battery (CANTAB). Relative to a
normative standard, individuals with HIV were impaired on indices of planning accuracy
and pre-trial planning time, although task completion time fell within normal limits (Judd et
al., 2005). At two-year follow-up, significant improvement was noted particularly in
individuals who were not depressed, though whether this reflects improvement beyond the
expected effects of practice is not clear (Gibbie et al., 2006). Correlational analyses in HIV-
infected samples in the cART era show that planning is associated with other aspects of
executive functions (Gupta et al., 2010), and executively demanding aspects of episodic
memory, including prospective (Woods et al., 2007) and source (Morgan et al., 2009)
memory. HIV-associated deficits in planning might also be associated with important
everyday functioning outcomes, including vocational functioning, medication management,
and household activities (Waldrop-Valverde et al., 2010). Notably, individuals with HAND
may fail social and activity planning tasks at higher rates than a variety of other everyday
living tasks (e.g., financial management; Benedict et al., 2000).

The present study extends this relatively small and heterogeneous literature by examining
the component processes, cognitive correlates, and everyday functioning implications of
planning in a large, well-characterized sample of HIV-infected individuals using a
standardized clinical task. As noted above, planning is a multifaceted construct containing
multiple subcomponents at which failure can impair performance (Berg et al., 2010).
However, several key component processes of planning (e.g., impulsivity, rule-bound
control) have not yet been examined in detail in the cART era. The current study
investigated the relationship between these component processes of planning in HIV-
infected persons with and without HAND as compared to seronegative individuals using a
standardized test of higher-order problem solving ability (i.e., the Tower of LondonDX)
administered within a larger neuropsychological battery containing measures of attention,
memory, motor, and executive abilities, along with assessments of important everyday
functioning outcomes (e.g., employment). An array of clinical studies have indicated that the
TOLDX is sensitive to a complex set of cognitive processes, including planning, working
memory, mental flexibility, attention allocation, and response inhibition (Culbertson &
Zillmer, 2001). We hypothesized that HAND would be associated with lower scores on
planning indices of efficiency, speed, and impulsivity, which in turn would be associated
with executive dysfunction, more severe HIV disease, and poorer everyday functioning.
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Method
Participants

The current study was approved by the institution’s human research protections program and
all participants provided written, informed consent. A total of 244 volunteers were recruited
from the San Diego community and local HIV clinics for this study. Participants’ serostatus
was determined by enzyme-linked immunosorbent assays and confirmed by a Western Blot
test, resulting in a sample of 162 persons infected with HIV and 82 seronegative comparison
participants. Within the HIV+ group, participants were classified as either HAND– (N =
109) or HAND+ (N = 53) in accordance with Frascati research guidelines (see Antinori et
al., 2007) based on a diagnosis derived from a comprehensive neuromedical, psychiatric,
and standardized neurocognitive assessment. A diagnosis of HAND required evidence of
impairment (i.e., 1+SD below the normative mean) in ≥ 2 neurocognitive domains as
determined by blinded clinical ratings (Woods et al., 2004). Scores on the planning task
were not used in the determination of HAND. Domains and associated measures
contributing to the determination of HAND included executive functions (Trail Making –
Test Part B [TMT; Reitan & Wolfson, 1985]; Action Fluency Test [Woods et al., 2005]),
learning (California Verbal Learning Test – Second Edition [CVLT-II; Delis, Kramer,
Kaplan, & Ober, 2000] Trials 1–5; Logical Memory I subtest of the Weschler Memory
Scale-III [WMS-III; Psychological Corporation, 1997]), memory (CVLT-II Recognition
Discriminability; WMS-III Logical Memory II), motor (Grooved Pegboard; Kløve,1963),
attention (CVLT-II Trial 1 total; Digit Span subtest of the Wechsler Adult Intelligence Scale
[WAIS-III; Psychological Corporation, 1997]), and processing speed (Trail Making Test –
Part A [TMT; Reitan & Wolfson, 1985]). Individuals with histories of severe psychiatric
illness (e.g., schizophrenia or bipolar disorder), neurological disease (e.g., seizure disorders,
closed head injuries with loss of consciousness greater than 15 minutes, CNS opportunistic
infection), or verbal IQ estimates < 70 (based on the Wechsler Test of Adult Reading;
Psychological Corporation, 2001) were excluded from the analysis. Additionally, substance-
related exclusion criteria included meeting Diagnostic and Statistical Manual-IV (DSM-IV)
criteria for current (i.e., within the last 30 days) substance abuse or dependence as
determined by Composite International Diagnostic Interview (Version 2.1; World Health
Organization, 1998), a urine toxicology screen positive for illicit substances (aside from
marijuana), or a Breathalyzer test positive for alcohol on the day of evaluation. Hepatitis C
(HCV) serostatus was determined using standard clinical antibody detection.

All groups were comparable on demographic factors and rates of current major depressive
disorder (ps > 0.10; see Table 1). However, the HIV- sample had lower rates of lifetime
major depressive disorder (p < .01) as measured by the CIDI and lower self-reported mood
disturbance on the Profile of Mood States (POMS; McNair, Lorr, & Droppleman, 1981)
questionnaire (p = .03). Rates of lifetime alcohol, cannabis, methamphetamine, cocaine, and
other illicit substances were comparable between the groups, though opioid dependence was
lower in HAND+ participants (p < .05). Rates of HCV infection significantly differed
between the three groups (p < .05), and were highest in the HAND+ group. However, rates
did not significantly differ between the HIV+ samples (HAND+ and HAND-; ps > .10) or
between the HIV- and HAND- samples (p > .10). The HIV+ samples did not differ in
estimated duration of infection, AIDS diagnoses, cART status, current or nadir CD4 count,
or viral load (ps > .10).

Materials and Procedure
Tower of London - Drexel Version—All participants completed the Tower of London –
Drexel Version (TOLDX; Culbertson & Zillmer, 2001). Though similar to the original
Tower of London test developed by Shallice (1982), the TOLDX offers several modifications
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in both administration and scoring, including the addition of more difficult items, the
elimination of repeated trials for failed problems (to decrease possible practice effects), and
6- and 7-move test problem configurations (for more detailed information, see Culbertson &
Zillmer, 2001). Test administration, recording, and scoring procedures for this study
followed guidelines outlined by the TOLDX Technical Manual (Culbertson & Zillmer,
2001). The TOLDX provides scores for seven different variables which represent different
aspects of an individual’s planning performance, including: total correct, total moves, total
problem solving time, initiation time and execution time, time violations, and rule
violations. Per the authors of the task (Culbertson & Zillmer, 2001), these represent different
but overlapping aspects of executive planning and problem-solving. For the purposes of the
current study, five indices reflecting accuracy, efficiency, flexibility, and speed were
selected for analysis (Total Correct, Total Moves, Initiation Time, Execution Time, and Rule
Violations), as these were considered to be meaningful and somewhat distinct aspects of
performance. Raw scores for each variable were used in data analyses in order to keep all
cognitive variables on the same metric when examining their intercorrelations. Additionally,
some recent studies have suggested that raw scores (uncorrected by demographics) may be
more strongly associated with measures of functional status (Silverberg & Millis, 2009),
which was a major aim of this investigation.

General Neuropsychological Assessment—The neuropsychological battery was
comprised of standardized clinical and research tests. The tests delineated above (see
Participants section) were used to make the determination of HAND in individuals with
HIV. The following measures were used to investigate potential relationships between
planning abilities and neurocognitive performance across domains. These domains and their
associated tests included the following: (a) retrospective learning and memory (CVLT-II;
WMS-III Logical Memory subtest); (b) speed of information processing (TMT Part A; (c)
executive functions (TMT Part B; action fluency test); (d) attention/working memory (Digit
Span subtest of the WAIS-III; trial 1 total on the CVLT-II); (e) motor skills (Grooved
Pegboard Test). Raw scores were converted into population-based z-scores derived from the
HIV+ (N = 162) sample, then averaged across tests in each domain to create composite z-
scores for each neurocognitive domain.

Everyday Functioning Assessment—Participants also completed a modified version
of the Lawton and Brody Activities of Daily Living Scale (Lawton & Brody, 1969). This
instrument is designed to assess participants’ current functioning and identify declines
relative to their best ever level of functioning in areas related to routine daily tasks.
Participants rated each item on a three (0–2) or four (0–3) point scale, with higher scores
indicating poorer functioning. Modified from the procedure cited in Vigil et al. (2008),
activities were classified as either instrumental (i.e., medication management, finance
management, social and activity planning, childcare, transportation, telephone, groceries,
cooking, shopping) or physical (i.e., bathing, dressing, home repairs, housekeeping, laundry)
activities of daily living. Those who reported declines in two or more domains were
classified as impaired in either instrumental (25% of the HIV+ sample) or physical activities
of daily living (22% of the HIV+ sample). Current occupational status was determined as
part of a semi-structured neurobehavioral interview. Each participant was classified as either
‘employed’ (n= 50) or ‘unemployed’ (n=95, which included 50 persons on disability).
Students (n = 6), part-time workers (n = 7), and retired (n = 13) individuals were excluded
from employment-related analysis.

Data Analysis—Due to the non-normality of the TOLDX raw scores (Shapiro-Wilk test ps
< 0.01), all primary between-group analyses were conducted using nonparametric tests.
Between-group post-hoc analyses were restricted to the HAND+ group to minimize the
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probability of committing a Type I error. First, a series of omnibus and follow-up pairwise
Wilcoxon Ranked Sum tests and Cohen’s d statistics were used to compare TOLDX

variables across HIV-, HAND-, and HAND+ groups. Next, a planned series of regressions
were conducted to examine the unique effects of study group on TOLDX variables,
accounting for the effects of potentially confounding factors on which any of the groups
differed (i.e., lifetime MDD, Hepatitis C status). A separate series of planned regressions
were conducted in the HIV+ group in order to determine the relationships between planning
component processes and population-based Z-scores across cognitive domains. Finally,
logistic regressions were used to determine whether planning abilities significantly and
independently predicted dependence in activities of daily living and employment status,
taking into account current major depressive disorder, AIDS diagnoses, and global cognitive
status. As a post-hoc analysis, Spearman’s nonparametric correlations (ρ) were used to
examine interrelationships between TOLDX variables within the HIV+ sample, as well as
associations between TOLDX performance and medical (e.g., nadir and current CD4 count)
and psychiatric variables (e.g., affective distress). A critical value of .01 was chosen to
correct for multiple comparisons for these exploratory analyses, while the critical alpha was
set to 0.05 for all hypothesis-driven analyses.

Results
Between-Group Effects on TOLDX

Table 2 presents the means, standard deviations, and Hedge’s g effect sizes for the TOLDX

variables across the three study groups. Significant omnibus group differences were
observed on TOLDX performance indices, including number of problems solved within the
allotted moves, total moves minus minimum moves, execution time, total time, time
violations, and rule violations (all ps < .05). Planned follow-up multiple regression analyses
indicated that the group effect remained significant (ps < .05) even when HCV status and
lifetime MDD were included in the models. Relative to the HAND- group, the HAND+
group had significantly fewer problems solved correctly, more total moves, took more time
to complete the task, and had more time and rule violations (ps < .05). Relative to the HIV-
group, the HAND+ group had significantly fewer correct moves, took more time to
complete the task, and had more rule violations (ps < .05).

Cognitive Correlates of TOLDX in HIV
A correlation matrix between ToL indices and cognitive domain performance is presented in
Table 4. Executive domain performance was significantly associated with TOLDX total
correct (ρ = .34; p < .05), total moves (ρ = −0.38, p < .05), and execution time (ρ = −0.46; p
< .01). Memory domain performance was significantly associated with execution time (ρ = .
27, p < .05), and motor domain performance was significantly associated with initiation time
(ρ = .28, p < .05) and execution time (ρ = .49, p < .01). Attention/working memory domain
performance was not significantly associated with any TOLDX index (ps > .10). Regression
analyses showed that executive (B = 0.51, p = .001) and motor (B = −0.55, p = .020) domain
z-scores significantly predicted TOLDX total correct in the HIV+ group as a whole (N = 162,
overall model adjusted R2 = .14, p = .021). Executive (B = −0.47, p = .003) domain
performance also significantly predicted TOLDX total moves (overall model adjusted R2 = .
10, p = .044). Though the model predicting rule violations did not reach statistical
significance (adjusted R2 = .08, p = .109), executive domain z-score emerged as a significant
predictor (B = −0.40, p = .016). Models predicting execution time and initiation time were
not statistically significant (both ps > .10).
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Intercorrelations of TOLDX Variables in HIV
As a post-hoc analysis, Spearman’s nonparametric correlations (ρ) between planning
component processes were conducted in order to determine the interrelatedness of
component processes in HIV+ individuals. Results are displayed in Table 4. Notably, total
moves and total correct were strongly related (ρ = −.90, p < .01), but total moves
demonstrated negative associations with initiation time (ρ = −0.35) and positive association
with execution time (ρ= 0.80). Total correct was positively associated with initiation time (ρ
= .44) and negatively associated with execution time (ρ = −0.66). Rule violations were
moderately and positively correlated with total moves and execution time (ρ = 0.48 and
0.43, respectively; ps < .01). Initiation time and execution time, however, were not
significantly correlated (p > .10).

Clinical Correlates of TOLDX in HIV
TOLDX performance indices were not associated with biomarkers of HIV disease severity
(e.g., current or nadir CD4 counts). Similarly, TOLDX performance was not associated with
global affective distress as measured by the POMS or histories of substance use disorders
(all ps > .10).

Everyday Functioning and TOLDX in HIV
Table 3 displays results of three sets logistic regressions predicting declines in 1)
instrumental activities of daily living, 2) physical activities of daily living, and 3)
employment status. One representative variable from each component of planning (total
moves, rule violations, and execution time) was included in these logistic regressions along
with AIDS status, current MDD, and global cognitive performance (mean z-score). Total
moves, rule violations, and execution time were all significant independent predictors of
impairment in instrumental activities of daily living in HIV+ individuals (ps < .05).
However, these models and TOLDX variables were not significantly predictive of impaired
physical activities of daily living (overall and TOLDX ps > .19). A final set of logistic
regressions indicated that total moves (p < .02) and rule violations (p < .02) were significant
independent predictors of employment status, while execution time approached significance
(p < .09).

Discussion
Although executive dysfunction is prevalent in HIV, few studies in the cART era have
focused specifically on planning. Additionally, the existing studies have defined and
measured planning differently, as well as required varying levels of related abilities (e.g.,
working memory) even within the same experimental paradigms. All of these factors limit
the generalizability of findings across this relatively small body of work. The current study
carefully defined and investigated the dissociable component processes, cognitive correlates,
and everyday functioning implications of sequential planning and problem-solving using a
standardized clinical task in a large, well-characterized cohort of persons infected with HIV.
As we had hypothesized, HAND+ individuals evidenced difficulties in multiple aspects of
planning. As measured by the TOLDX, individuals with HAND were less accurate (solved
fewer problems), efficient (excess moves), and flexible (rule violations), as well as generally
slower (reflected by task execution time) in solving complex visuomotor problems. These
differences in planning were not attributable to demographic factors, substance use
characteristics, HIV disease severity, or factors that differed between the groups including
HCV status and major depressive disorder. Therefore, it is reasonable to attribute the
differences observed to HAND.
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Overall, our data suggest that planning deficits in HAND are characterized by decreased
efficiency and accuracy in problem-solving, as well as deficient rule-bound control.
Interestingly, all groups spent approximately equivalent amounts of time devoted to initial
planning. Nevertheless, the HAND group took much longer to complete the task, made
significantly more total moves, and solved fewer problems. This pattern of performance
suggests that the HAND cohort may have initiated problem solving somewhat impulsively
and prior to having formed an effective plan. Consistent with this interpretation, longer
initial planning time was negatively correlated with task execution time. Moreover, HAND+
individuals also demonstrated a substantially greater propensity to commit rule violations
relative to the other groups. Specifically, HAND+ individuals are approximately three times
more likely to commit more than one rule violation relative to HIV- individuals (OR = 2.83,
95% CI = 1.38, 5.93). These rule violation errors are atypical in healthy individuals, and
suggest that HAND+ individuals may demonstrate increased difficulty with self-monitoring
and inhibiting incorrect responses. The rules imposed by this particular task necessitate
accurate performance monitoring, so attending to the qualitative aspects of task performance
(e.g., specific error types indicating impaired rule-guided behavior) may help in
distinguishing between clinical groups with overall planning performance deficits.
Typically, rule violation errors tend to be elevated in populations with compromised frontal
lobe integrity, such as those with lateral prefrontal cortex lesions (e.g., Yochim et al., 2009)
and frontotemporal dementias (e.g., Carey et al., 2008). It has been suggested that the frontal
lobes may play a special role in error monitoring, so the preferential frontostriatal pathology
in HIV may represent increased risk of acquiring these particular deficits in addition to
overall deficits in planning abilities. However, these observed group deficits should be
interpreted in the context of our separation of (and focus on) HAND, which is the
neurobehavioral hallmark of neuroAIDS. Given that only one-third to one-half of
individuals with HIV demonstrate cognitive impairment, the clinical relevance of
neurocognitive research in HIV can be enhanced by honing in on particulary at-risk
subcohorts such as persons with HAND. Although one might argue that this decreases the
specificity of observed findings to HIV factors, it simultaneously increases sensitivity to the
condition of interest. Indeed, this approach is similar to research in many other conditions
that are defined by the presence of neurocognitive impairment (e.g., Alzheimer’s disease,
Mild Cognitive Impairment).

Deficits in planning accuracy and efficiency were most strongly related to executive
dysfunction, and to a lesser extent, impairment in fine-motor skills and memory. While
executive performance also significantly predicted rule violations (overall model approached
significance), executive dysfunction was not predictive of initial planning time. Task
execution time was significantly associated with executive domain performance. These
findings suggest that planning impairments coincide with deficits in other important higher-
order functions subserved by the frontal regions and basal ganglia (the regions that are
preferentially affected by HIV infection). This is consistent with existing studies (e.g., Gupta
et al., 2010, Sahakian et al., 1995) that have demonstrated associations between planning
performance and other executive tasks, including spatial working memory and attentional
set shifting using visual discrimination paradigms. The current study expands this literature
by identifying robust relationships between planning and measures of cognitive flexibility
and verbal fluency, which requires rapid, rule-guided retrieval from semantic memory
stores. This is also the first study to show associations between motor ability and planning
performance, which may be less surprising due to the speed and coordination aspects of the
TOLDX in general. Interestingly, in addition to the intuitive association between motor
domain performance and execution time, a relationship emerged between motor
performance and a non-speeded factor. Specifically, motor performance predicted the
number of problems solved correctly on the first try, and did not significantly predict how

Cattie et al. Page 8

J Clin Exp Neuropsychol. Author manuscript; available in PMC 2013 November 01.

$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text



quickly the task was completed. Impaired motor performance, then, may slow task progress,
thereby increasing the cognitive load and the difficulty of the task (Sahakian et al., 1995).

We were somewhat surprised that the memory and working memory/attention domains did
not significantly predict planning component processes, especially since others (e.g., Cohen
et al., 1996) have emphasized the potential role of memory in Tower of London
performance. However, this lack of association may be attributable to the current study’s
omission of spatial (vs. verbal) episodic and working memory tasks. It may also be that our
population represents individuals with more well-managed HIV disease, as our findings of
null associations between memory and planning are more consistent with recent studies in
healthy adult populations (e.g., Unterrainer et al., 2004). Finally, other studies (e.g., Bartok
et al., 1997) may also have observed a more substantial contribution of memory due to the
specific spatial memory demands of the planning task (e.g., recall of the target configuration
during trials).

Results of the current study suggest that impaired planning performance has important
implications for the day-to-day lives of individuals with HIV. Specifically, less accurate and
efficient planners were more likely to be unemployed and to report declines in other
instrumental activities of daily living (e.g., financial and medication management). These
robust associations reflect the relevance of planning performance to the specific demands of
complex tasks of daily living, which often require the resolution of novel multifaceted
problems and the organization and execution of multiple steps. Importantly, we observed
relationships between everyday functioning, planning efficiency and rule-bound control,
while speed was not implicated. This suggests that the diminished capacity to successfully
and efficiently navigate these situations, more so than the speed with which this takes place,
may threaten an individual’s ability to live and work independently. The specificity of these
relationships with higher-level processes is supported by the lack of association between
planning and declines in basic ADL tasks (e.g., bathing and dressing). Of note, these
planning indices were uniquely predictive of instrumental activities of daily living as well as
employment, adding predictive value above and beyond the influence of HIV disease
severity, current depressive symptoms, and even global cognitive performance. Taken
together, these results suggest that planning impairments may be useful predictors of
everyday tasks relevant to independent living in persons infected with HIV.

Several limitations of the current study may be addressed prospectively in the future. For
instance, future designs might also incorporate additional neuropsychological measures, as
our analyses of planning correlates were hampered by the limitations of our executive
battery (e.g., we did not include other executive tasks requiring abstraction). This particular
planning task is also relatively difficult, suggesting that the analysis of planning in
combination with more demanding naturalistic and performance-based everyday functioning
correlates (e.g., employment performance reviews; driving simulator performance or
infractions) may be more of interest than with simpler tasks. The inclusion of other-report
and/or performance-based measures may also help to address the inherent limitations of self-
report measures of everyday functioning. However, recent data suggests that self-report
measures reasonably (albeit still imperfectly) approximate objective indicators of everyday
functioning, as demonstrated by a 76% classification concordance rate in a large HIV-
infected sample (Blackstone et al., 2012). Additionally, this study included only a single,
clinical planning task: the TOLDX. While this task yields measures of accuracy, efficiency,
flexibility, and speed, several of these indices are significantly intercorrelated and
undoubtedly reflect related processes. Whereas we believe the selected indices to be
meaningful and somewhat distinct indicators, future studies may choose to replicate the
procedures of Berg, Byrd, McNamara, & Case (2010) to determine whether their observed
multi-factor structure is consistent in HIV samples. Moreover, the use of a clinical task
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based on older theoretical models of planning limits our ability to test novel conceptual
hypotheses regarding planning in HIV. Although this measurement caveat limits the
theoretical impact of our work, it arguably increases the clinical applicability of our
findings, particularly with regard to the prediction of everyday functioning outcomes. Future
studies may also benefit from using this task to inform theory-driven hypothesis generation
and testing using modern models of planning (e.g., neural network models of complex
problem solving; Polk et al., 2002). They might also incorporate mazes or measures of social
and activity planning in order to determine the impact of HIV on other laboratory and
naturalistic measures of planning. Finally, while the current study includes a high proportion
of men, this is nevertheless reflective of the current HIV epidemic in the United States.
Future studies might recruit more gender-balanced samples in order to examine possible
gender differences (or interactions) in planning in HIV.

Identifying the mechanisms of planning impairments in HIV and relationships with
everyday functioning outcomes represent initial steps. Future work may also incorporate
possible associations between planning and neurobehavioral symptoms (e.g., impulsivity),
HIV-related pathology in prefrontal regions, and the temporal course after infection. The
nature of HIV disease itself exacerbates the risks associated with some of the previously
identified correlates of impaired planning (e.g., difficulty managing complex medication
regimens [Waldrop-Valverde et al., 2010] and increased engagement in risky behaviors that
increase chances of transmission [Severtson et al., 2009]). Medication nonadherence may
contribute to higher viral loads, thereby increasing the transmission risk in individuals who
may be concurrently engaging in more high-risk behaviors. However, future work may
address these risks through intervention. Planning interventions have already been
effectively utilized in community and clinical samples in order to improve adherence in
cardiac and orthopedic rehabilitation patients (e.g., Schwarzer et al., 2008), enhance diabetes
management (e.g., Griffin et al., 2011) and improve compliance with physical activity
interventions (Dishman, Sallis, & Orenstein, 1985). As planning has been found to be
independent of medication-related literacy and numeracy in predicting medication
management abilities, perhaps efforts to reduce the pill burden and facilitate user-friendly
labeling in HIV could occur in combination with brief, targeted planning interventions.
Physicians might initiate the opportunity for individuals with HIV to problem-solve in areas
that may affect their medication adherence (e.g., determine the best time of day or event-
related cue for taking medications, plan pharmacy trips for refills in advance, and
incorporate them into calendars or other assistive devices). Though planning impairments
may confer risks to health status, adherence, and independent functioning,
neuropsychologists and physicians may well be able to further explicate these relationships
and implement interventions to improve outcomes.

Acknowledgments
This study was supported by R01-MH073419, P30-MH62512, and T32-DA031098. The San Diego HIV
Neurobehavioral Research Center [HNRC] group is affiliated with the University of California, San Diego, the
Naval Hospital, San Diego, and the Veterans Affairs San Diego Healthcare System, and includes: Director: Igor
Grant, M.D.; Co-Directors: J. Hampton Atkinson, M.D., Ronald J. Ellis, M.D., Ph.D., and J. Allen McCutchan,
M.D.; Center Manager: Thomas D. Marcotte, Ph.D.; Jennifer Marquie-Beck, M.P.H.; Melanie Sherman;
Neuromedical Component: Ronald J. Ellis, M.D., Ph.D. (P.I.), J. Allen McCutchan, M.D., Scott Letendre, M.D.,
Edmund Capparelli, Pharm.D., Rachel Schrier, Ph.D., Terry Alexander, R.N., Debra Rosario, M.P.H., Shannon
LeBlanc; Neurobehavioral Component: Robert K. Heaton, Ph.D. (P.I.), Steven Paul Woods, Psy.D., Mariana
Cherner, Ph.D., David J. Moore, Ph.D., Matthew Dawson; Neuroimaging Component: Terry Jernigan, Ph.D. (P.I.),
Christine Fennema-Notestine, Ph.D., Sarah L. Archibald, M.A., John Hesselink, M.D., Jacopo Annese, Ph.D.,
Michael J. Taylor, Ph.D.; Neurobiology Component: Eliezer Masliah, M.D. (P.I.), Cristian Achim, M.D., Ph.D., Ian
Everall, FRCPsych., FRCPath., Ph.D. (Consultant); Neurovirology Component: Douglas Richman, M.D., (P.I.),
David M. Smith, M.D.; International Component: J. Allen McCutchan, M.D., (P.I.); Developmental Component:
Cristian Achim, M.D., Ph.D.; (P.I.), Stuart Lipton, M.D., Ph.D.; Participant Accrual and Retention Unit: J.
Hampton Atkinson, M.D. (P.I.), Rodney von Jaeger, M.P.H.; Data Management Unit: Anthony C. Gamst, Ph.D.

Cattie et al. Page 10

J Clin Exp Neuropsychol. Author manuscript; available in PMC 2013 November 01.

$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text



(P.I.), Clint Cushman (Data Systems Manager); Statistics Unit: Ian Abramson, Ph.D. (P.I.), Florin Vaida, Ph.D.,
Reena Deutsch, Ph.D., Anya Umlauf, M.S., Tanya Wolfson, M.A. The views expressed in this article are those of
the authors and do not reflect the official policy or position of the Department of the Navy, Department of Defense,
nor the United States Government.

References
American Psychiatric Association. Diagnostic and statistical manual of mental disorders. 4.

Washington, DC: Author; 1994.

Ances BM, Clifford DB. HIV-Associated Neurocognitive Disorders and the Impact of Combination
Antiretroviral Therapies. [Review]. Current Neurology and Neuroscience Reports. 2008; 8(6):455–
461. [PubMed: 18957181]

Antinori A, Arendt G, Becker JT, Brew BJ, Byrd DA, Cherner M, Wojna VE. Updated research
nosology for HIV-associated neurocognitive disorders. Neurology. 2007; 69(18):1789–1799.
[PubMed: 17914061]

Bartok JA, Martin EM, Pitrak DL, Novak RM, Pursell KJ, Mullane KM, Harrow M. Working memory
deficits in HIV-seropositive drug users. Journal of the International Neuropsychological Society.
1997; 3(5):451–456. [PubMed: 9322404]

Benedict RH, Mezhir JJ, Walsh K, Hewitt RG. Impact of human immunodeficiency virus type-1-
associated cognitive dysfunction on activities of daily living and quality of life. Archives of Clinical
Neuropsychology. 2000; 15(6):535–544. [PubMed: 14590207]

Berg WK, Byrd D, McNamara JP, Case K. Deconstructing the tower: Parameters and predictors of
problem difficulty on the Tower of London task. Brain & Cognition. 2010; 72:472–482. [PubMed:
20167413]

Carey CL, Woods SP, Damon J, Halabi C, Dean D, Delis DC, et al. Discriminant validity and
neuroanatomical correlates of rule monitoring in frontotemporal dementia and Alzheimer’s disease.
Neuropsychologia. 2008; 46(4):1081–1087. [PubMed: 18093623]

Carey CL, Woods SP, Rippeth JD, Heaton RK, Grant I. the HNRC Group. Prospective memory in
HIV-1 infection. Journal of Clinical and Experimental Neuropsychology. 2006; 28(4):536–48.
[PubMed: 16676475]

Carter SL, Rourke SB, Murji S, Shore D, Rourke BP. Cognitive complaints, depression, medical
symptoms, and their association with neuropsychological functioning in HIV infection: a structural
equation model analysis. Neuropsychology. 2003; 17(3):410–419. [PubMed: 12959507]

Cohen GN, Bronson MB, Casey MB. Planning as a factor in school achievement. Journal of Applied
Developmental Psychology. 1995; 16(3):405–428.

Culbertson, WC.; Zillmer, EA. The Tower of London DX (TOL-DX) manual. North Tonawanda, NY:
Multi-Health Systems; 2001.

Dawes S, Suarez P, Casey CY, Cherner M, Marcotte TD, Letendre S. HNRC Group. Variable patterns
of neuropsychological performance in HIV-1 infection. Journal of Clinical and Experimental
Neuropsychology. 2008; 30(6):613–626. [PubMed: 18608689]

Delis, DC.; Kramer, JH.; Kaplan, E.; Ober, BA. The California Verbal Learning Test. 2. San Antonio,
TX: The Psychological Corporation; 2000.

Dishman RK, Sallis JF, Orenstein DR. The determinants of physical activity and exercise. Public
Health Reports. 1985; 100(2):158–171. [PubMed: 3920714]

Everall IP, Hansen LA, Masliah E. The shifting patterns of HIV encephalitis neuropathology.
Neurotoxicity Research. 2005; 8(1–2):51–61. [PubMed: 16260385]

Gibbie T, Mijch A, Ellen S, Hoy J, Hutchison C, Wright E, Judd F. Depression and neurocognitive
performance in individuals with HIV/AIDS: 2-year follow-up. HIV Medicine. 2006; 7(2):112–
121. [PubMed: 16420256]

Griffin SJ, Simmons RK, Williams KM, Prevost AT, Hardeman W, Grant J. ADDITION-Plus Study
Team. Protocol for the ADDITION-Plus study: a randomised controlled trial of an individually-
tailored behaviour change intervention among people with recently diagnosed type 2 diabetes
under intensive UK general practice care. BMC Public Health. 2011; 11:211. [PubMed:
21463520]

Cattie et al. Page 11

J Clin Exp Neuropsychol. Author manuscript; available in PMC 2013 November 01.

$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text



Gupta S, Woods SP, Weber E, Dawson MS, Grant I. the HNRC Group. Is prospective memory a
dissociable cognitive function in HIV infection? Journal of Clinical and Experimental
Neuropsychology. 2010; 32(8):898–908. [PubMed: 20425662]

Heaton RK, Grant I, Butters N, White DA, Kirson D, Atkinson JH, Ellis RJ. The HNRC 500:
Neuropsychology of HIV infection at different disease stages. Journal of the International
Neuropsychological Society. 1995; 1(3):231–251. [PubMed: 9375218]

Heaton RK, Marcotte TD, Mindt MR, Sadek J, Moore DJ, Bentley H. the HNRC Group. The impact of
HIV-associated neuropsychological impairment on everyday functioning. Journal of the
International Neuropsychological Society. 2004; 10(3):317–331. [PubMed: 15147590]

Hinkin CH, Hardy DJ, Mason KI, Castellon SA, Durvasula RS, Lam MN, Stefaniak M. Medication
adherence in HIV-infected adults: effect of patient age, cognitive status, and substance abuse.
AIDS. 2004; 18(Suppl 1):S19–25. [PubMed: 15075494]

Judd F, Komiti A, Chua P, Mijch A, Hoy J, Grech P, Williams B. Nature of depression in patients with
HIV/AIDS. Australian and New Zealand Journal of Psychiatry. 2005; 39(9):826–832. [PubMed:
16168041]

Kløve, H. Grooved Pegboard. Indiana: Lafayette Instruments; 1963.

Koechlin E, Corrado G, Pietrini P, Grafman J. Dissociating the role of the medial and lateral anterior
prefrontal cortex in human planning. Proceedings of the National Academy of Sciences of the
United States of America. 2000; 97(13):7651–7656. [PubMed: 10852964]

Lezak, MD. Neuropsychological assessment. 4. New York: Oxford Univ. Press; 2004.

Marcotte TD, Wolfson T, Rosenthal TJ, Heaton RK, Gonzalez R, Ellis RJ. the HNRC Group. A
multimodal assessment of driving performance in HIV infection. Neurology. 2004; 63(8):1417–
1422. [PubMed: 15505158]

Martin EM, Nixon H, Pitrack DL, Weddington W, Rains NA, Nunnally G, Bechara A. Characteristics
of prospective memory deficits in HIV-seropositive substance-dependent individuals: preliminary
observations. Journal of Clinical and Experimental Neuropsychology. 2007; 29(5):496–504.
[PubMed: 17564915]

McNair, DM.; Lorr, M.; Droppleman, LF. Manual for the Profile of Mood States. San Diego, CA:
Educational and Industrial Testing Services; 1981.

Mega MS, Cummings JL. Frontal-subcortical circuits and neuropsychiatric disorders. The Journal of
Neuropsychiatry and Clinical Neurosciences. 1994; 6(4):358–370. [PubMed: 7841807]

Moore DJ, Arce M, Moseley S, McCutchan JA, Marquie-Beck J, Franklin DR. the HNRC Group.
Family history of dementia predicts worse neuropsychological functioning among HIV-infected
persons. The Journal of Neuropsychiatry and Clinical Neurosciences. 2011; 23(3):316–323.
[PubMed: 21948893]

Morgan EE, Woods SP, Weber E, Dawson MS, Carey CL, Moran LM. the HNRC Group. HIV-
associated episodic memory impairment: evidence of a possible differential deficit in source
memory for complex visual stimuli. The Journal of Neuropsychiatry and Clinical Neurosciences.
2009; 21(2):189–198. [PubMed: 19622690]

Newman SD, Carpenter PA, Varma S, Just MA. Frontal and parietal participation in problem solving
in the Tower of London: fMRI and computational modeling of planning and high-level perception.
Neuropsychologia. 2003; 41(12):1668–1682. [PubMed: 12887991]

Polk TA, Simen P, Lewis RL, Freedman E. A computational approach to control in complex cognition.
Cognitive Brain Research. 2002; 15(1):71–83. [PubMed: 12433383]

Psychological Corporation. WAIS-III and WMS-III Technical Manual. San Antonio, TX: Author;
1997.

Rabkin JG, McElhiney M, Ferrando SJ, Van Gorp W, Hsing S. Predictors of employment of men with
HIV/AIDS: A longitudinal study. Psychosomatic Medicine. 2004; 66:72–78. [PubMed: 14747640]

Reger M, Welsh R, Razani J, Martin DJ, Boone KB. A meta-analysis of the neuropsychological
sequelae of HIV infection. Journal of the International Neuropsychological Society. 2002; 8(3):
410–424. [PubMed: 11939699]

Sahakian BJ, Elliott R, Low N, Mehta M, Clark RT, Pozniak AL. Neuropsychological deficits in tests
of executive function in asymptomatic and symptomatic HIV-1 seropositive men. Psychological
Medicine. 1995; 25(6):1233–1246. [PubMed: 8637953]

Cattie et al. Page 12

J Clin Exp Neuropsychol. Author manuscript; available in PMC 2013 November 01.

$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text



Schwarzer R. Modeling health behavior change: How to predict and modify the adoption and
maintenance of health behaviors. Applied Psychology: an International Review. 2008; 57(1):1–29.

Severtson SG, Mitchell MM, Mancha BE, Latimer WW. The association between planning abilities
and sharing injection drug use equipment among injection drug users in Baltimore, MD. Journal of
Substance Use. 2009; 14(5):325–333.

Stuss DT, Levine B. Adult clinical neuropsychology: lessons from studies of the frontal lobes. Annual
Review of Psychology. 2002; 53:401–433.

Tozzi V, Balestra P, Galgani S, Narciso P, Ferri F, Sebastiani G, Benedetto A. Positive and sustained
effects of highly active antiretroviral therapy on HIV-1-associated neurocognitive impairment.
AIDS. 1999; 13(14):1889–1897. [PubMed: 10513647]

Unterrainer JM, Rahm B, Kaller CP, Leonhart R, Quiske K, Halsband U. Planning abilities and the
Tower of London: Is the task measuring a discrete cognitive function? Journal of Clinical and
Experimental Neuropsychology. 2004; 26(6):846–856. [PubMed: 15370380]

Unterrainer JM, Owen AM. Planning and problem solving: From neuropsychology to functional
neuroimaging. Journal of Physiology – Paris. 2006; 99:308–317.

Van Gorp WG, Baerwald JP, Ferrando SJ, McElhiney MC, Rabkin JG. The relationship between
employment and neuropsychological impairment in HIV infection. Journal of the International
Neuropsychological Society. 1999; 5(6):534–539. [PubMed: 10561934]

Waldrop-Valverde D, Jones DL, Gould F, Kumar M, Ownby RL. Neurocognition, health-related
reading literacy, and numeracy in medication management for HIV infection. AIDS Patient Care
and STDS. 2010; 24(8):477–484. [PubMed: 20662594]

Woods SP, Iudicello JE, Moran LM, Carey CL, Dawson MS, Grant I. the HNRC Group. HIV-
associated Prospective Memory Impairment Increases Risk of Dependence in Everyday
Functioning. Neuropsychology. 2008; 22(1):110–117. [PubMed: 18211160]

Woods SP, Rippeth JD, Frol AB, Levy JK, Ryan E, Soukup VM, Heaton RK. Interrater reliability of
clinical ratings and neurocognitive diagnoses in HIV. Journal of Clinical and Experimental
Neuropsychology. 2004; 26(6):759–778. [PubMed: 15370374]

Woods SP, Scott JC, Sires DA, Grant I, Heaton RK, Troster AI. Action (verb) fluency: test-retest
reliability, normative standards, and construct validity. Journal of the International
Neuropsychological Society. 2005; 11(4):408–41. [PubMed: 16209421]

Cattie et al. Page 13

J Clin Exp Neuropsychol. Author manuscript; available in PMC 2013 November 01.

$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text



$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text

Cattie et al. Page 14

Ta
bl

e 
1

D
em

og
ra

ph
ic

, P
sy

ch
ia

tr
ic

, a
nd

 M
ed

ic
al

 C
ha

ra
ct

er
is

tic
s 

of
 th

e 
St

ud
y 

Pa
rt

ic
ip

an
ts

 (
n 

=
 2

44
)

V
ar

ia
bl

e
H

IV
− 

(n
 =

 8
2)

H
IV

+

p
H

A
N

D
− 

(n
 =

 1
09

)
H

A
N

D
+ 

(n
 =

 5
3)

D
em

og
ra

ph
ic

s

 
A

ge
 (

ye
ar

s)
45

.5
 (

13
.2

)
45

.7
 (

10
.0

)
45

.4
 (

10
.9

)
.8

23

 
E

du
ca

tio
n 

(y
ea

rs
)

13
.2

 (
1.

9)
12

.8
 (

2.
0)

12
.9

 (
2.

8)
.4

13

 
Se

x 
(%

 f
em

al
e)

25
.6

13
.8

17
.0

.1
07

 
E

th
ni

ci
ty

 (
%

 C
au

ca
si

an
)

52
.4

56
.9

56
.6

.8
11

Ps
yc

hi
at

ri
c

 
C

ur
re

nt
 m

aj
or

 d
ep

re
ss

iv
e 

di
so

rd
er

 (
%

)
3.

7
13

.0
11

.5
.0

86

 
M

aj
or

 d
ep

re
ss

iv
e 

di
so

rd
er

 (
%

) 
a

30
.9

51
.9

57
.7

.0
03

 
G

en
er

al
iz

ed
 a

nx
ie

ty
 d

is
or

de
r 

(%
)a

3.
7

9.
3

11
.5

.2
03

 
Su

bs
ta

nc
e 

de
pe

nd
en

ce
 (

%
) 

a
51

.2
56

.0
54

.7
.8

05

 
PO

M
S 

to
ta

lb
38

 (
23

, 6
0)

46
 (

23
, 6

7)
53

 (
34

, 8
4)

.0
25

M
ed

ic
al

 
H

ep
at

iti
s 

C
 (

%
)

11
.0

15
.2

26
.9

.0
48

H
IV

 D
is

ea
se

 
H

IV
 d

ur
at

io
n 

(y
ea

rs
)

–
13

.3
 (

7.
9)

12
.6

 (
7.

5)
.6

40

 
A

ID
S 

(%
)

–
54

.1
50

.9
.7

03

 
H

A
A

R
T

 (
%

)
–

88
.1

88
.5

.9
15

 
N

ad
ir

 C
D

4b
 (

ce
lls

/μ
l)

–
20

0 
(5

2,
 3

12
)

20
0 

(6
7,

 3
63

)
.5

69

 
C

ur
re

nt
 C

D
4b

 (
ce

lls
/μ

l)
–

50
1 

(3
30

, 7
25

)
52

7 
(3

72
, 8

02
)

.2
69

 
pl

as
m

a 
H

IV
 R

N
A

 lo
g 1

0 
(%

 d
et

ec
ta

bl
e)

–
29

.3
23

.1
.4

13

N
ot

e.
 W

T
A

R
 =

 W
ec

hs
le

r 
T

es
t o

f 
A

du
lt 

R
ea

di
ng

. P
O

M
S 

=
 P

ro
fi

le
 o

f 
M

oo
d 

St
at

es
. H

A
A

R
T

 =
 h

ig
hl

y-
ac

tiv
e 

an
tir

et
ro

vi
ra

l t
he

ra
py

. H
A

N
D

 =
 H

IV
-a

ss
oc

ia
te

d 
ne

ur
oc

og
ni

tiv
e 

di
so

rd
er

.

a D
en

ot
es

 a
ny

 li
fe

tim
e 

di
ag

no
si

s.

b M
ed

ia
n 

(i
nt

er
qu

ar
til

e 
ra

ng
e)

J Clin Exp Neuropsychol. Author manuscript; available in PMC 2013 November 01.



$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text

Cattie et al. Page 15

Ta
bl

e 
2

T
ow

er
 o

f 
L

on
do

nD
X

 P
er

fo
rm

an
ce

 in
 th

e 
St

ud
y 

Sa
m

pl
es

 (
n 

=
 2

44
)

T
O

L
D

X
 V

ar
ia

bl
e

H
IV

− 
(n

 =
 8

2)
H

IV
+

p
H

ed
ge

’s
 g

H
A

N
D

− 
(n

 =
 1

09
)

H
A

N
D

+ 
(n

 =
 5

3)
H

IV
− 

vs
. H

A
N

D
+

H
A

N
D

− 
vs

. H
A

N
D

+

T
ot

al
 C

or
re

ct
4 

(2
, 6

)
5 

(3
, 7

)
4 

(2
, 6

)
.0

02
−

0.
18

−
0.

53
*

T
ot

al
 M

ov
es

34
 (

23
, 4

3)
23

 (
11

, 4
3)

36
 (

18
, 5

1)
.0

11
0.

32
0.

49
*

T
ot

al
 P

ro
bl

em
 S

ol
vi

ng
 T

im
e

31
6 

(2
21

, 3
86

)
30

5 
(2

25
, 3

67
)

34
9 

(2
97

, 4
66

)
.0

03
0.

51
*

0.
58

*

 
T

ot
al

 I
ni

tia
tio

n 
T

im
e

73
 (

51
, 1

19
)

80
 (

57
, 1

29
)

78
 (

52
, 1

26
)

.6
58

−
0.

04
−

0.
06

 
T

ot
al

 E
xe

cu
tio

n 
T

im
e

21
2 

(1
64

, 2
76

)
20

1 
(1

45
, 2

69
)

27
1 

(2
00

, 3
73

)
<

.0
01

0.
53

*
0.

70
*

 
T

im
e 

V
io

la
tio

ns
1 

(0
, 2

)
1 

(0
, 2

)
1 

(1
, 3

)
.0

08
0.

29
0.

50
*

R
ul

e 
V

io
la

tio
ns

a
0.

6 
(1

.2
)

0.
6 

(1
.6

)
1.

7 
(3

.0
)

.0
01

−
0.

49
*

−
0.

47
*

N
ot

e.
 T

O
L

D
X

 =
 T

ow
er

 o
f 

L
on

do
nD

X
. D

at
a 

ar
e 

pr
es

en
te

d 
as

 m
ed

ia
n 

va
lu

es
 w

ith
 th

e 
in

te
rq

ua
rt

ile
 r

an
ge

 in
 p

ar
en

th
es

es
 u

nl
es

s 
ot

he
rw

is
e 

in
di

ca
te

d.

a D
at

a 
ar

e 
pr

es
en

te
d 

as
 m

ea
ns

 a
nd

 s
ta

nd
ar

d 
de

vi
at

io
ns

.

* p 
<

.0
5.

J Clin Exp Neuropsychol. Author manuscript; available in PMC 2013 November 01.



$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text

Cattie et al. Page 16

Ta
bl

e 
3

Pr
ed

ic
to

rs
 o

f 
E

m
pl

oy
m

en
t S

ta
tu

s 
an

d 
E

ve
ry

da
y 

L
iv

in
g 

Im
pa

ir
m

en
t i

n 
H

IV
 (

n 
=

14
3)

O
ut

co
m

e
V

ar
ia

bl
e

χ
2

U
ni

t 
od

ds
 r

at
io

95
%

 C
I

p

E
m

pl
oy

m
en

t
Fu

ll 
M

od
el

13
.9

85
0.

00
7

 
T

O
L

D
X

 T
ot

al
 M

ov
es

1.
02

0
1.

00
4 

– 
1.

03
9

0.
01

5

 
 

A
ID

S 
st

at
us

2.
32

4
1.

12
7 

– 
4.

89
6

0.
02

2

 
 

C
og

ni
tiv

e 
Z

0.
62

6
0.

06
7 

– 
5.

83
2

0.
67

9

 
 

C
ur

re
nt

 M
D

D
2.

63
0

0.
78

1 
– 

12
.0

67
0.

12
4

E
m

pl
oy

m
en

t
Fu

ll 
M

od
el

11
.0

93
0.

02
0

 
T

O
L

D
X

 E
xe

cu
ti

on
 T

im
e

1.
00

3
0.

75
3 

– 
18

6.
31

0
0.

08
4

 
 

A
ID

S 
st

at
us

2.
17

2
1.

06
3 

– 
4.

51
6

0.
03

3

 
 

C
og

ni
tiv

e 
Z

0.
77

3
0.

05
7 

– 
4.

72
1

0.
56

2

 
 

C
ur

re
nt

 M
D

D
2.

57
0.

77
4 

– 
11

.9
00

0.
13

1

E
m

pl
oy

m
en

t
Fu

ll 
M

od
el

14
.1

17
0.

00
7

 
T

O
L

D
X

 R
ul

e 
vi

ol
at

io
ns

1.
32

2
1.

04
6 

– 
1.

86
4

0.
01

4

 
 

A
ID

S 
st

at
us

2.
27

0
1.

10
4 

– 
4.

74
3

0.
02

5

 
 

C
og

ni
tiv

e 
Z

0.
81

2
0.

33
4 

– 
1.

96
9

0.
64

4

 
 

C
ur

re
nt

 M
D

D
3.

02
4

0.
09

0 
– 

13
.8

98
0.

07
6

IA
D

L
 I

m
pa

ir
m

en
t

Fu
ll 

M
od

el
9.

54
0

0.
04

9

 
T

O
L

D
X

 T
ot

al
 M

ov
es

0.
98

4
0.

96
8 

– 
1.

00
0

0.
04

7

 
 

A
ID

S 
st

at
us

0.
55

9
0.

24
3 

– 
1.

24
5

0.
55

0

 
 

C
og

ni
tiv

e 
Z

1.
33

3
0.

52
0 

– 
3.

51
0

0.
55

0

 
 

C
ur

re
nt

 M
D

D
0.

37
9

0.
13

1 
– 

1.
11

1
0.

07
0

IA
D

L
 I

m
pa

ir
m

en
t

Fu
ll 

M
od

el
10

.1
58

0.
04

9

 
T

O
L

D
X

 E
xe

cu
ti

on
 T

im
e

0.
99

7
0.

99
4 

– 
1.

00
0

0.
03

4

 
 

A
ID

S 
st

at
us

0.
57

4
0.

24
9 

– 
1.

27
8

0.
17

5

 
 

C
og

ni
tiv

e 
Z

1.
42

9
0.

55
8 

– 
3.

78
6

0.
45

8

 
 

C
ur

re
nt

 M
D

D
0.

38
3

0.
13

3 
– 

1.
11

9
0.

07
8

IA
D

L
 I

m
pa

ir
m

en
t

Fu
ll 

M
od

el
11

.9
00

0.
01

2

 
T

O
L

D
X

 R
ul

e 
V

io
la

ti
on

s
0.

81
5

0.
67

2 
– 

0.
95

7
0.

01
2

 
 

A
ID

S 
st

at
us

0.
56

2
0.

16
5 

– 
0.

24
1

0.
16

5

J Clin Exp Neuropsychol. Author manuscript; available in PMC 2013 November 01.



$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text

Cattie et al. Page 17

O
ut

co
m

e
V

ar
ia

bl
e

χ
2

U
ni

t 
od

ds
 r

at
io

95
%

 C
I

p

 
 

C
og

ni
tiv

e 
Z

1.
42

3
0.

54
7 

– 
3.

81
7

0.
47

1

 
 

C
ur

re
nt

 M
D

D
0.

33
3

0.
11

4 
– 

0.
98

6
0.

04
3

PA
D

L
 I

m
pa

ir
m

en
t

Fu
ll 

M
od

el
5.

22
8

0.
26

5

 
T

O
L

D
X

 T
ot

al
 M

ov
es

0.
99

5
0.

97
9 

– 
1.

01
3

0.
59

6

 
 

A
ID

S 
st

at
us

0.
55

2
0.

23
3 

– 
1.

25
8

0.
16

4

 
 

C
og

ni
tiv

e 
Z

0.
83

1
0.

31
9 

– 
2.

16
7

0.
70

4

 
 

C
ur

re
nt

 M
D

D
0.

44
4

0.
15

5 
– 

1.
33

8
0.

14
4

PA
D

L
 I

m
pa

ir
m

en
t

Fu
ll 

M
od

el
5.

23
5

0.
26

4

 
T

O
L

D
X

 E
xe

cu
ti

on
 T

im
e

1.
00

0
0.

32
6 

– 
2.

20
8

0.
59

4

 
 

A
ID

S 
st

at
us

0.
55

7
0.

23
6 

– 
1.

26
5

0.
16

3

 
 

C
og

ni
tiv

e 
Z

0.
84

8
0.

32
6 

– 
2.

20
8

0.
73

3

 
 

C
ur

re
nt

 M
D

D
0.

44
4

0.
15

6 
– 

1.
33

7
0.

14
4

PA
D

L
 I

m
pa

ir
m

en
t

Fu
ll 

M
od

el
6.

18
4

0.
18

6

 
T

O
L

D
X

 R
ul

e 
V

io
la

ti
on

s
0.

91
3

0.
77

5 
– 

1.
08

0
0.

26
7

 
 

A
ID

S 
st

at
us

0.
55

2
0.

23
2 

– 
1.

25
9

0.
15

9

 
 

C
og

ni
tiv

e 
Z

0.
85

4
0.

32
6 

– 
2.

24
2

0.
74

7

 
 

C
ur

re
nt

 M
D

D
0.

41
7

0.
14

4 
– 

1.
26

7
0.

11
9

N
ot

e.
 p

 <
 .0

5.
 A

D
L

s 
=

 A
ct

iv
iti

es
 o

f 
D

ai
ly

 L
iv

in
g.

 U
ni

t o
dd

s 
ra

tio
 =

 e
ff

ec
t f

or
 e

ve
ry

 u
ni

t i
nc

re
as

e 
in

 th
e 

pr
ed

ic
to

r.

J Clin Exp Neuropsychol. Author manuscript; available in PMC 2013 November 01.



$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text

Cattie et al. Page 18

Table 4

Spearman’s ρ Correlations between ToLDX Planning Indices and Neurocognitive Domains in HIV (n = 162)

ToLDX Variable Executive Z Memory Z Attention/Working Memory Z Motor Z

Total Correct 0.34* 0.05 0.06 −0.06

Total Moves −0.38* 0.10 0.01 −0.05

Total Initiation Time −0.07 0.22 0.12 0.28*

Total Execution Time −0.46** 0.27* −0.10 −0.49**

Rule Violations −0.26 0.11 −0.08 −0.23

Note.

*
p < .05.

**
p < .01.
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