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Abstract
Objectives—To determine whether quality of life (QOL) ratings are reduced in mild cognitive
impairment (MCI) and analyze correlations between QOL ratings and cognitive, neuropsychiatric
and functional indices in MCI.

Design—Cross-sectional.

Setting—Easton Center for Alzheimer’s Disease Research at UCLA.

Participants—205 individuals who met criteria for normal cognition (NC; n=97) or MCI
(n=108). The MCI group included amnestic (AMN; n=72) and non-amnestic (NON; n=36) MCI.

Measurements—QOL was assessed using subject and informant ratings on the Quality of Life-
Alzheimer’s Disease (QOL-AD) scale. Cognitive performance was assessed with the National
Alzheimer’s Disease Coordinating Center Uniform Data Set neuropsychological battery.
Neuropsychiatric symptoms were assessed with the Geriatric Depression Scale (GDS) and the
Neuropsychiatric Inventory (NPI). Functional abilities were assessed with the Functional
Activities Questionnaire (FAQ).

Results—The NC group had significantly higher QOL-AD scores than the MCI group on both
subject and informant assessments. Individual item analyses indicated that the largest group
differences were seen on the mood and memory items. Similar QOL-AD scores were seen in the
AMN and NON MCI subgroups. Multiple regression analyses within the MCI group indicated that
QOL-AD ratings were not correlated with neuropsychological performance. Subject QOL-AD
ratings were inversely correlated with GDS scores and informant QOL-AD ratings were inversely
correlated with GDS, NPI, and FAQ scores.

Conclusions—Significant declines in QOL are seen in MCI and are associated with
neuropsychiatric symptoms and functional decline. Interventions targeting mood symptoms and/or
instrumental activities of daily living may improve QOL in MCI.
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INTRODUCTION
Mild cognitive impairment (MCI) often represents a transitional period between normal
cognitive aging and early dementia. Individuals meeting criteria for MCI have subjective
cognitive complaints and objective cognitive impairment, but essentially intact activities of
daily living (1). They progress to dementia, primarily Alzheimer’s disease (AD), at higher
rates than cognitively normal elderly (2). Although diagnostic criteria for MCI focus upon
cognitive deficits, MCI is also characterized by increased neuropsychiatric symptoms (3)
and mild declines in functional abilities (4–8) that also lie on the continuum between normal
aging and early dementia.

The cognitive, behavioral, and functional symptoms seen in dementia can significantly
impact patients’ general well-being or quality of life (QOL). Although there are different
approaches to conceptualizing QOL associated with dementia (9), multiple studies using
various rating scales demonstrate decreased QOL in demented subjects relative to
cognitively normal elderly (10–13). Since symptoms consistent with incipient dementia are
present in MCI, mild reductions in QOL might also be expected in this population.
Investigators have examined different QOL indices in MCI (10, 11, 13–15) and found mixed
results, with only a single study reporting decreased QOL in MCI (15). The explanation for
these divergent results remains uncertain, but may be related to relatively small study
sample sizes and/or the use of general QOL scales that may be less sensitive to potential
QOL changes associated with MCI.

In the current study, we sought to address the potential limitations of the previous reports by
including a larger cohort of MCI subjects and measuring QOL with a widely used
assessment tool explicitly designed for older adults with cognitive impairment, the Quality
of Life-Alzheimer’s Disease (QOL-AD) scale (16). The QOL-AD was originally designed
and validated with AD patients and their caregivers (16, 17) and effectively distinguishes
demented subjects from cognitively normal age-matched elderly (12). A recent study
investigating the use of the QOL-AD in MCI reported excellent reliability and validity (18).
We hypothesized that this strategy would allow us to identify subtle QOL deficits in subjects
meeting criteria for MCI and examine QOL in amnestic and non-amnestic MCI. Since MCI
often represents incipient dementia, similar underlying factors may influence QOL in both
MCI and dementia. We explored this possibility by using multiple regression analyses to
identify associations between QOL-AD scores and demographic, cognitive,
neuropsychiatric, and functional indices.

METHODS
Research participants

Subjects were drawn from an ongoing research study coordinated through the Easton Center
for Alzheimer’s Disease Research at UCLA. Participants meeting criteria for MCI (n=108)
were recruited from patients assessed in the Memory Disorders Clinics at the UCLA
Medical Center, Olive View-UCLA Medical Center, and Marina Campus of the Centinela-
Freeman Medical Center. The normal comparison group (NC; n=97) included individuals
initially seen in the Memory Disorders Clinics or recruited from the community who
performed in the normal range on all neuropsychological assessments, irrespective of
subjective cognitive complaints. Written consent, approved by the Institutional Review
Boards at UCLA and participating medical centers, was obtained from each subject and
informant.
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Inclusion criteria included a multi-disciplinary evaluation resulting in a diagnosis of MCI or
normal cognition. Exclusion criteria included: 1) age < 50, 2) diagnosis of dementia by
Diagnostic and Statistical Manual of Mental Disorders, 4th edition (DSM-IV) criteria (19) or
diagnosis of AD by National Institute of Neurological and Communicative Disorders and
Stroke/Alzheimer’s Disease and Related Disorders Association (NINCDS/ADRDA) criteria
(20), and 3) MRI or CT of the brain demonstrating any major focal lesions (mild to
moderate microvascular ischemic changes or isolated lacunes noted on clinical
neuroradiology reports were permitted).

Evaluations included neuropsychological testing, physician interview, and neurological
examination. MCI was a consensus diagnosis based on modified Petersen criteria: 1)
subjective cognitive complaint, 2) essentially intact activities of daily living, 3) objective
cognitive impairment, and 4) not demented (1). Cognitive performance was assessed for
diagnostic purposes in the domains of memory, attention, language, visuospatial, and
executive function using a battery of neuropsychological tests as previously described (21).
Subjects were considered cognitively impaired if performance on at least one test in any
domain was ≥ 1.5 SD below published age and education adjusted normative means. MCI
was further sub-classified as amnestic or non-amnestic based on the presence or absence of
memory impairment. Global cognitive functioning was assessed using the Mini-Mental
Status Examination [MMSE (22)]. Interviews included questions regarding performance of
basic and instrumental activities of daily living (ADLs). The presence of essentially intact
ADLs was determined through consensus clinician judgment during a subsequent multi-
disciplinary conference.

Assessment tools
QOL was assessed using the QOL-AD (16), which is separately administered to subjects and
informants and asks them to rate subjects’ QOL in 13 domains [physical health, energy
level, mood, living situation, memory, relationships with family, marriage (i.e. relationship
with spouse), relationships with friends, self as a whole, ability to do chores around the
house, ability to do things for fun, money (i.e. financial situation), and life as a whole] on a
4-point scale (1: poor; 2: fair; 3: good; 4: excellent). QOL ratings were analyzed using 1)
total QOL-AD scores (only included subjects with valid responses for all items) and 2)
average QOL-AD item scores (included all subjects). Higher scores on these indices indicate
better QOL.

Additional cognitive, neuropsychiatric, and functional assessments were performed to
determine which clinical factors were associated with subject and informant QOL ratings.
Cognitive functioning was examined using measures included in the National Alzheimer’s
Coordinating Center (NACC) Uniform Data Set (UDS) neuropsychological battery, which
consists of Wechsler Memory Scale–Revised (WMS-R) Logical Memory IA and IIA,
WMS-R forward and reverse digit span, verbal category fluency for animals and vegetables,
Trail-Making Test Parts A and B, Wechsler Adult Intelligence Scale–Revised (WAIS-R)
Digit Symbol, and the 30 odd-numbered items of the Boston Naming Test (23). Of note, the
third editions of the WMS and WAIS tests were administered and scores were prorated to
match the revised versions of the same tests included in the NACC. Namely, the WMS-3
version of the Digit Span subtest contains different digits and the WAIS-3 version of the
Digit Symbol subtest was timed for 120 seconds instead of 90 seconds; therefore, the score
was divided by 120 and then multiplied by 90 to derive a WAIS-R equivalent score. For
each subject, z scores on each test were calculated using the large set of normative data from
cognitively normal participants included in the NACC UDS and averaged to generate
composite z scores for each of the four cognitive domains (executive/processing
speed,memory, language, and attention) and for overall cognitive performance as previously
described (8).
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Informant ratings of neuropsychiatric symptoms were obtained with the Neuropsychiatric
Inventory [NPI (24)], which measures the presence, frequency, and severity of 12 categories
of behavioral disturbances. Composite scores for each category were calculated by
multiplying frequency and severity scores. The NPI full scale score represents the sum total
of all category-specific composite scores, with higher scores indicative of more frequent/
severe neuropsychiatric symptoms. Subjects’ ratings of their own depressive symptoms were
obtained with the Geriatric Depression Scale [GDS (25)], a 30-item questionnaire. Higher
scores on the GDS suggest more depressive symptomatology.

Instrumental activities of daily living (IADLs) were assessed with the Functional Activities
Questionnaire [FAQ (26)], which incorporates informant ratings of subjects’ performance on
10 categories of IADLs, with higher scores denoting increasing impairment. Activities that
could not be rated because the subject never performed them prior to developing cognitive
difficulties or because the informant had insufficient information to provide a valid response
were not scored. Since not all subjects had data for all items, overall FAQ performance was
evaluated using the average score across FAQ items with valid responses (mean FAQ item
score) as previously described (8).

Data analyses
Statistical analyses were performed using SPSS 16.0 for Mac (SPSS Inc., Chicago IL).
Demographic, QOL, cognitive, neuropsychiatric, and FAQ data were compared between
groups using unpaired t-tests (for continuous variables) or chi-squared tests (for categorical
variables) with Bonferroni correction for multiple comparisons where appropriate. Effect
sizes were calculated using Cohen’s d statistic. Pearson’s correlation coefficients were
calculated to determine concordance between subject and informant QOL ratings. Multiple
regression models were used to determine the relative contributions of demographic,
cognitive, neuropsychiatric, and functional variables to QOL indices.

RESULTS
Demographic, cognitive, neuropsychiatric, and functional comparisons between the NC and
MCI groups are shown in Table 1. The two groups were similar in age, level of education,
and gender and ethnic distribution. Analyses of cognitive data indicated that the MCI group
performed more poorly on the MMSE and in each of the domains that were assessed. The
MCI group exhibited greater neuropsychiatric symptomatology (as measured by the NPI),
but did not report higher levels of depression (as measured by the GDS). The MCI group
also exhibited poorer performance of IADLs (as measured by the FAQ).

Global QOL-AD indices for the NC and MCI groups are shown in Figure 1. Analyses of
total QOL-AD scores (Figure 1A; includes only subjects with valid data for all items)
indicated that overall QOL was significantly impaired in the MCI group when using either
subject [t(166)=2.07, p=0.04; d=0.32] or informant [t(171)=3.63, p<0.001; d=0.55] ratings.
Analyses of average QOL-AD item scores (Figure 1B; includes all subjects) also
demonstrated impaired overall QOL in the MCI group with either subject [t(203)=2.46,
p=0.015; d=0.35] or informant [t(203)=3.68, p<0.001; d=0.52] ratings.

In the overall study sample, subject and informant ratings were moderately well correlated
[total QOL-AD: r(165)=0.57; average QOL-AD item: r(205)=0.58; both p’s<0.001]. When
the NC and MCI groups were separately analyzed, correlations between subject and
informant ratings were numerically higher in the MCI group [total QOL-AD: r(90)=0.64;
average QOL-AD item: r(108)=0.65; both p’s<0.001] than in the NC group [total QOL-AD:
r(75)=0.44; average QOL-AD item: r(97)=0.46; both p’s<0.001]. However, differences
between the correlation coefficients seen in the two groups did not reach statistical
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significance [total QOL-AD: z(163)=1.73, p=0.083; average QOL-AD item: z(203)=1.92,
p=0.055]. Furthermore, paired t-test comparisons of subject and informant ratings also failed
to show significant differences on global QOL-AD indices in the overall study sample or in
the individual groups (all p’s>0.10).

We subsequently sought to determine which individual QOL-AD items were primarily
responsible for lower global QOL-AD indices in the MCI group. Subject ratings of
individual QOL-AD items are shown in Figure 2A. After Bonferroni correction (13
comparisons; critical p=0.004), the MCI group was found to have poorer subject-rated QOL
for the mood [t(203)=4.14, p<0.001; d=0.58] and memory [t(203)=3.49, p=0.001; d=0.49]
items. A small number of subject ratings were absent for the family (1 MCI subject) and
marriage (21 NC and 15 MCI subjects) items. Individual item analyses were also performed
for informant QOL-AD ratings (Figure 2B), which revealed significantly impaired QOL in
the MCI group for the mood [t(202)=3.43, p=0.001; d=0.48], memory [t(203)=4.91,
p<0.001; d=0.69], ability to do things for fun [t(203)=3.65, p<0.001; d=0.52], and life as a
whole [t(203)=3.16, p=0.002; d=0.45] items. A small number of informant ratings were
absent for the mood (1 MCI subject), family (3 MCI subjects), and marriage (16 NC and 12
MCI subjects) items.

Since the MCI group had lower QOL-AD scores for the memory item and included both
amnestic (AMN) and non-amnestic (NON) subjects, we performed additional analyses to
determine whether QOL differed between these subgroups. Demographic, cognitive,
neuropsychiatric, and functional data for the AMN and NON subgroups are shown in Table
2. The AMN and NON subgroups were similar across all variables except for the expected
poorer memory performance in the AMN group (which also resulted in lower overall
composite cognitive z-scores). However, analyses of global QOL-AD indices did not reveal
significant differences between the MCI subgroups using subject total QOL-AD scores
[mean AMN=40.97 (SD=5.61); NON=42.47 (5.22); t(90)=−1.25, p=0.21], informant total
QOL-AD scores [AMN=40.66 (6.02); NON=41.94 (6.03); t(91)=−0.98, p=0.33], subject
average QOL-AD item scores [AMN=3.14 (0.46); NON=3.26 (0.39); t(106)=−1.38,
p=0.17], or informant average QOL-AD item scores [AMN=3.13 (0.47); NON=3.24 (0.46);
t(106)=−1.07, p=0.29]. Comparisons of individual QOL-AD items also did not reveal
significant differences between the AMN and NON subgroups. Although there was a trend
towards lower scores on the memory item in the AMN subgroup using either subject
[AMN=2.26 (0.81); NON=2.64 (0.83); t(106)=−2.26, p=0.026] or informant [AMN=2.33
(0.73); NON=2.78 (0.87); t(106)=−2.80, p=0.006] ratings, neither of these findings survived
Bonferroni correction (13 comparisons; critical p=0.004).

The MCI group had lower cognitive z-scores, more neuropsychiatric symptoms (i.e. higher
NPI and GDS scores), and poorer IADL performance (i.e. higher FAQ scores) than the NC
group (Table 1). We wanted to determine which of these deficits were most closely
associated with decreased QOL in the MCI group. Therefore, we performed multiple
regression analyses on subject- and informant-rated average QOL-AD item scores in the
MCI group and included the following variables: age, education, executive/processing speed
z-score, memory z-score, language z-score, attention z-score, GDS score, NPI full scale
score, and average FAQ item score. The results of these analyses are shown in Table 3. The
only significant predictor of subject-rated average QOL-AD item scores was the GDS score,
which was inversely correlated with overall QOL. Significant predictors of informant-rated
average QOL-AD item scores included the average FAQ item score, the NPI full scale
score, and the GDS score, each of which was also inversely correlated with overall QOL.
Notably, none of the cognitive testing z-scores were significant predictors of overall QOL.
In the MCI group, the z-scores for separate cognitive domains were all significantly
correlated (all r’s>0.25, all p’s≤0.005), raising the possibility that multicollinearity might
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obscure the effects of cognitive performance on QOL. Therefore, we conducted additional
multiple regression analyses substituting either the MMSE or the composite cognitive z-
score for domain-specific z-scores. The inclusion of these global cognitive variables did not
significantly alter our findings (data not shown).

We also investigated the contribution of cognitive, neuropsychiatric, and functional
variables to QOL in the NC group using the same multiple regression analyses. None of the
included variables were significantly associated with subject QOL-AD ratings (all
p’s>0.05), and only the executive functioning z-score (β=0.293, t(81)=2.61, p=0.011) was
significantly associated with informant QOL-AD ratings.

DISCUSSION
Our results indicate that individuals meeting criteria for MCI have modest decreases in QOL
relative to age-matched cognitively normal elderly. Reductions in global QOL-AD indices
in our MCI cohort were driven by decreased ratings for the mood and memory items on both
subject and informant questionnaires. These findings are consistent with a prior study that
showed impaired psychological (but not physical, social relationship, or environmental)
QOL in MCI subjects using the short version of the World Health Organization Quality of
Life (WHOQOL-BREF) assessment tool (15). QOL deficits in MCI may not have been
apparent in other earlier reports because of their relatively small (n<40) MCI cohorts (10,
11,13) and/or their use of generic QOL instruments, such as the Linear Analogue Self
Assessment scale (13) or the COOP/Wonca charts (14), that may be less sensitive to QOL
related to cognitive impairment. Therefore, the current study examined a larger MCI cohort
(n=108) with the QOL-AD, which targets QOL deficits associated with cognitive
impairment in the elderly population.

Total QOL-AD scores in the overall cohort were quite high (Figure 1). Our NC group had
slightly higher scores than a previous report that included QOL-AD scores for cognitively
normal elderly [mean subject rating 41.1, mean informant rating 38.9 (12)]. Similarly, QOL-
AD scores in our MCI group were higher than those reported for AD patients, which range
from 29.1 to 40.7 for subject ratings and 24.7 to 35.9 for informant ratings (27, 28), and
higher than those reported in a recent study of MCI subjects [mean subject rating 29.8, mean
informant rating 29.1; (18)]. QOL-AD studies have been performed several countries, and
the wide range of reported results may be related to cultural influences on QOL ratings. The
average magnitudes of measured declines in total QOL-AD scores in MCI were relatively
modest: −1.71 with subject ratings and −3.21 with informant ratings (scale ranges from 13–
52). Calculated effect sizes were in the small to medium range, which parallel the relatively
modest cognitive, behavioral and functional impairments reported in other studies of MCI.

Reduced QOL-AD ratings in the MCI group relative to the NC group were seen with both
subject and informant responses, which were moderately well correlated. However, group
differences were more robust with informant ratings. Analyses of global QOL-AD indices
did not reveal an effect of rater or a group × rater interaction, although there was a trend
towards stronger correlations between subject and informant ratings in the MCI group
relative to the NC group. Caregivers of patients with dementia frequently report lower
patient QOL ratings than patients themselves (29). This discrepancy has been noted in
previous studies utilizing the QOL-AD scale (28, 30–32), increases with dementia severity
(16), and correlates with anosognosia (30), which may explain the better subject/informant
agreement in our MCI cohort, which would be expected to have milder cognitive deficits
and greater insight than cohorts of persons with dementia.
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Previous studies have not compared QOL between amnestic and non-amnestic MCI. Given
the higher rates of progression to dementia in amnestic MCI relative to non-amnestic MCI
(33–36), we expected to find impaired QOL in the AMN group relative to the NON group.
Although global QOL-AD indices were numerically lower in the AMN group than the NON
group, these differences failed to reach statistical significance. One interpretation of these
results, supported by the absence of significant correlations between cognitive performance
and QOL-AD ratings, is that memory performance, which represents the key difference
between the AMN and NON groups (Table 2), plays a relatively minor role in global QOL.
Alternatively, it also possible that the QOL-AD scale, though likely more sensitive than
generic instruments for identifying reductions in QOL in MCI, may still be insufficiently
sensitive for the detection of smaller QOL differences expected between amnestic and non-
amnestic MCI, particularly because our AMN vs. NON comparisons were relatively
underpowered relative to our MCI vs. NC comparisons. The similarity in average FAQ item
scores between our AMN and NON subjects may have also affected our ability to detect a
difference in QOL-AD ratings between these subgroups. A previous study conducted with a
much larger MCI sample found significantly higher FAQ scores (i.e. impaired IADL
performance) in amnestic MCI than in non-amnestic MCI (8). Since average FAQ item
scores were inversely associated with informant-rated average QOL item scores in the
current study, the relatively preserved functional performance of our AMN group may have
further limited the sensitivity of our analyses.

Multiple linear regression analyses in the MCI group indicated that both subject and
informant QOL-AD ratings correlated with depressive symptoms, while informant QOL-AD
ratings additionally correlated with a broader spectrum of behavioral symptoms and IADL
performance. Conversely, QOL-AD scores were not significantly associated with cognitive
performance. These results parallel QOL-AD findings from cohorts of patients with
dementia, most of which have also suggested that QOL correlates better with mood,
behavioral, and/or functional disturbances rather than severity of cognitive impairment (12,
28, 30–32, 37–39). In contrast, when the same multiple regression analyses were applied to
our NC group, a distinctly different pattern emerged. One possible conclusion from these
findings is that non-cognitive symptoms may be primarily responsible for decreased QOL in
MCI. Alternatively, our results could indicate that the QOL-AD, NPI, GDS, and FAQ
simply represent different overlapping approaches for measuring the same underlying
phenomena.

A number of factors may limit the interpretation of our findings. The QOL-AD was
designed and validated in cohorts comprised of patients with dementia (16, 17). Therefore,
QOL-AD scores may be less applicable to MCI, although a recent study suggests this
instrument may have sufficient validity and reliability in MCI (18). Effect sizes for global
QOL deficits in our MCI cohort were modest in magnitude, and when subject ratings were
analyzed, only the mood and memory items differed significantly between the NC and MCI
groups. It is possible that these results reflect MCI subjects’ retained insight into their
symptoms rather than actual QOL deficits. This distinction remains difficult to determine,
particularly given the different approaches to conceptualizing and measuring QOL in
cognitively impaired individuals (29). However, the numerically lower subject ratings on
other QOL-AD items in MCI group relative to the NC group, the reasonable concordance
between subject and informant ratings, and the different patterns of predictors for global
QOL-AD indices between the NC and MCI groups all appear to support our conclusion of
reduced in QOL in MCI. The NACC neuropsychological battery is relatively limited in
scope (8) and in particular, does not assess visuospatial function (23). Therefore, our
multiple linear regression analyses may have been less sensitive to the contributions of
cognitive impairment to perceived QOL. Nevertheless, when a variable assessing
visuospatial abilities (Rey Complex Figure copy score) was added to our regression models
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(data not shown), it was not significantly associated with average QOL-AD item scores and
did not affect the overall results of the models.

Taken together, our data suggest modest declines in QOL are present in MCI and most
closely associated with neuropsychiatric and functional changes. These findings, which
require confirmation in larger MCI samples, are concordant with previous studies of QOL in
dementia and consistent with the hypothesis that MCI lies on the continuum between normal
cognitive aging and dementia. QOL indices may be more sensitive than standard cognitive
assessments to clinically relevant outcomes after experimental interventions (40). Our
results suggest that interventions targeting behavioral or functional symptoms in MCI may
be most effective in improving QOL for these individuals.
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Figure 1.
A) Total QOL-AD scores and B) average QOL-AD item scores in the NC and MCI groups.
Error bars represent standard error of the mean. The number of subjects used for each
analysis is indicated at the base of each bar. **p<0.05 vs. NC; **p<0.001 vs. NC.
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Figure 2.
Individual QOL-AD item scores in the NC and MCI groups using A) subject and B)
informant ratings. Error bars represent standard error of the mean. *p<0.004 vs. NC.
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Table 1

Demographic, neuropsychological, neuropsychiatric, and functional data for the normal control (NC) and mild
cognitive impairment (MCI) cohorts. Standard deviations are shown in parentheses. Scattered data points were
missing for some variables, resulting in different degrees of freedom (df) for different comparisons.

NC MCI t/χ2 p

N 97 108 -- --

Demographics

 Age 70.1 (8.6) 72.0 (9.5) −1.53a 0.13

 Years of education 16.5 (2.9) 15.9 (3.1) 1.56a 0.12

 MMSE 28.8 (1.3) 27.1 (2.6) 5.73a <0.001

 % Male 53.6% 43.5% 2.08a 0.15

 % Caucasian 77.3% 72.2% 0.70a 0.40

Cognitive Performance

 Executive/Speed z 0.05 (0.70) −0.90 (1.37) 6.03b <0.001

 Memory z −0.02 (0.97) −1.32 (1.20) 8.36c <0.001

 Language z 0.09 (0.65) −0.48 (0.86) 5.26d <0.001

 Attention z 0.01 (0.83) −0.45 (0.90) 3.79e <0.001

 Composite Cognitive z 0.04 (0.51) −0.78 (0.81) 8.33f <0.001

Neuropsychiatric Symptoms

 NPI full scale score 1.59 (4.17) 3.89 (8.32) −2.43c 0.016

 GDS 1.85 (3.16) 2.44 (3.16) −1.34e 0.18

Functional Abilities

 Avg FAQ item 0.06 (0.24) 0.16 (0.24) −3.17e 0.002

a
df=203;

b
df=197;

c
df=199;

d
df=196;

e
df=202;

f
df=190
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Table 2

Demographic, neuropsychological, neuropsychiatric, and functional data for the amnestic (AMN) and non-
amnestic (NON) MCI subgroups. Standard deviations are shown in parentheses. Scattered data points were
missing for some variables, resulting in different degrees of freedom (df) for different comparisons.

AMN NON t/χ2 p

N 72 36 -- --

Demographics

 Age 72.2 (9.4) 71.7 (9.7) 0.24a 0.81

 Years of education 15.8 (2.9) 16.0 (3.4) −0.27a 0.79

 MMSE 26.8 (2.8) 27.8 (2.1) −1.75b 0.08

 % Male 41.7% 47.2% 0.30a 0.58

 % Caucasian 76.4% 63.9% 1.87a 0.17

Cognitive Performance

 Executive/Speed z −0.97 (1.45) −0.76 (1.18) −0.73c 0.46

 Memory z −1.66 (1.18) −0.64 (0.91) −4.55d <0.001

 Language z −0.57 (0.92) −0.32 (0.71) −1.38e 0.17

 Attention z −0.47 (0.91) −0.41 (0.87) −0.33b 0.74

 Composite Cognitive z −0.90 (0.85) −0.55 (0.68) −2.04f 0.044

Neuropsychiatric Symptoms

 NPI full scale score 4.46 (9.39) 2.71 (5.52) 1.02b 0.31

 GDS 2.63 (3.38) 2.06 (2.67) 0.89b 0.37

Functional Abilities

 Avg FAQ item 0.17 (0.22) 0.16 (0.28) 0.24b 0.81

a
df=106;

b
df=105;

c
df=102;

d
df=104;

e
df=100;

f
df=97
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