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Abstract

Objective: Investigate various factors related to cognitive decline and analyze
combination of factors and priority.

Methods and Results: We measured the demographic data, physical, cognitive and
executive functions of 219 older adults who were divided into 2 groups (a no cognitive
decline group and a cognitive decline group). We performed Classification and
Regression Tree (CART) analysis using the cognitive decline as dependent variables.
Conclusions: By CART, it was revealed that the combination of walking speed > 1.01
m/s and TMT-A > 107.47 seconds is a combination of strongest factors for cognitive
decline. The classification accuracy was 92.2% by CART.

Keywords
older adults, factor of cognitive decline, physical measurement, classification and

regression tree



INTRODUCTION

With an increasing aging population in Japan, the prevalence of cognitive decline is
also increasing every year. Cognitive decline affects not only older people themselves but
also the lives of families and caregivers (physical, mental, economic, etc.)!. Therefore,
preventing the decline of cognitive function is an important issue, and it is also important
to identify people who are likely to experience a decline in cognitive function, in a stage
prior to the onset of the decline.
Many studies have reported various factors related to cognitive decline such as age,
educational history, drinking history, past medical history, diabetes, hypertension,
executive function, and physical function’’. Previous studies to ascertain the level of
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physical function have measured various items such as state of gait®’, walking speed!®-!?,

312 >12 - and skeletal muscle mass index

grip strength>!?, standing balance>!?, chair stands
(SMI)!*!*. However, these studies have reported only the independent relationship
between each measurement item and cognitive decline by using a traditional linear
regression analysis method such as the logistic regression model, and the quantification
of the importance and priority of each related factor remains unknown. Furthermore, since
many older adults in clinical settings and communities have both negative and positive
cognitive decline factors, it’s difficult to use the cut-off point of previous studies properly
due to the interrelationship between factors'>. Hence, it is necessary to perform analysis
by integrating multiple factors of an individual.

Recently, several reports have used decision tree analysis as an analysis method to
show the importance and priority of various factors'®!”. Decision tree analysis has the
advantage of being able to read the results in a flowchart, and to interpret them visually.
In addition, this analysis can be used for determination of cut-points', relationship with
each factor and the quantification of the importance and priority of factors!’, therefore
this analysis is used for diagnosis judgment of disease and prediction of occurrence'>!%1%,
planning of preventive strategies'®, and effect judgment®. In this study, decision tree
analysis was used to evaluate and examine factors related to cognitive decline in a
comprehensive way. This type of analysis may be able to more accurately predict
cognitive decline.

Therefore, the purpose of this study was to examine the relationship between cognitive



decline and physical and executive function in community-dwelling older adults using
classification and regression tree (CART) analysis, and to reveal the combination,

importance, and priority of the many related factors of cognitive decline.

METHODS
Participants of Measurement Events

Physical and cognitive assessments were performed on community-dwelling older
adults in Kobe from September to November 2015. There is no single definition of ‘older
adults’ so in this study the minimum age was set at 65 years. To recruit participants,
information leaflets and posters were given to neighborhood association leaders to post
at community centers approximately two months before the testing session. The total
number of participants was Two hundred eighty one community-dwelling adults. If a
family member or caregiver accompanying a participating older adult also wanted to join
the measurement events, he/she was accepted for measurements as a token of goodwill,
even if their age was younger than 65 years. Therefore, the participants were aged from
25 to 92. Exclusion criteria for analysis were as follows: 1) less than 65 years old, 2)
consent was not obtained, 3) all measurements were not performed completely, or 4)
analysis data was missing. Two hundred and nineteen people met the criteria and were
included in the analysis.

Information about this study was provided in writing to all the participants prior to
starting the assessment, and all participants provided their informed consent. This study
was approved by the XXXX University Graduate School of Health Sciences Health
Ethical Committee.

Demographic Data

We assessed demographic data including age, gender, height, weight, educational
history (number of years from elementary school to last institution of education), number
of people living with the participant, alcohol consumption status (do not drink, rarely,
sometimes, every day), history of falling, and comorbidities, using a self-administered
questionnaire. A history of falling in the past 1 year was defined as “unintentionally
coming to the ground or some lower level and other than as a consequence of sustaining

a violent blow, loss of consciousness, sudden onset of paralysis as in stroke or an epileptic



seizure during the past 1 year”?. Comorbidities were evaluated by self-reported answers
(hypertension, diabetes, stroke, hip osteoarthritis, knee osteoarthritis, spinal canal
stenosis). These demographic data were written by the participants on their assessment-
sheet.
Physical Measurements

We performed four physical tests: SMI, grip strength, the Timed Up and Go test (TUG),
and the Short Physical Performance Battery (SPPB). Skeletal muscle of the trunk and the
limbs was measured using the Inbody 430 medical-grade body composition analyzer
(Biospace Co., Ltd., Seoul, Korea). Participants stood barefoot on two metal electrodes
and held the left and right metal grip electrodes with both upper limbs. SMI was
calculated using the following formula**: SMI (kg/m?) = appendicular skeletal muscle
mass index (kg) / height (m)?. Grip strength was measured by a Smedley-Type Hand
Dynamometer Grip D (Takei Kiki Kogyo, Tokyo, Japan). Measurements were carried out
twice on the dominant hand and the maximum value of 2 trials was used for analysis.
During the TUG?, the time was measured from standing up from a chair with a height of
approximately 45 cm with a backrest, walking around a cone 3 m away, and sitting down
again. The measurement was taken, from the signal of the "Ready go" to the patient sits
back down in the chair, and at a comfortable walking speed. The SPPB?® is composed of
three tasks: a hierarchical standing balance task (side-by-side stand, semi-tandem stand,
tandem stand), a short walk at a comfortable speed, and five repetitive chair stands (5CS).
In standing balance, the holding times of a side-by-side stand, semi-tandem stand, and
tandem stand were measured. A side-by-side stand is a standing position with the inside
of both feet in contact, a semi-tandem stand is a standing position where the inner side of
the heel on the arbitrary side is in contact with the inner side of the toe on the opposite
side. A tandem stand is a standing position with the heel on the arbitrary side and the toe
on the opposite side in contact. The subjects started from the measurement of the semi-
tandem stand, and if it was possible for subjects to hold the semi-tandem stand for 10
seconds, the position was shifted to a tandem stand measurement. If a subject could not
hold the semi-tandem stand position for 10 seconds, we changed to a side-by-side stand
measurement. To measure posture, the subjects gripped the measuring device and held

the correct position until they were stable, then were asked to release their grip and



measurement began from the time the subject released their grip. For walking speed, each
participant’s comfortable walking speed was measured. The measurement section was set
to 2.44 m (8-feet), and spare paths of 2 m were provided before and after the measurement
section. An average time of 2 measurements was calculated and converted into a speed
(m/s). In 5CS, we measured the time of five consecutive sit-to-stand actions from a chair
sitting position, as quickly as possible with a chair with a seat height of approximately 45
cm with a backrest. If it was confirmed that the knee joint did not fully extend on standing
or that the gluteal did not contact the seat surface during the sitting action, remeasurement
was performed. The score of the SPPB was calculated according to the method of
Guralnik et al*® (12 points perfect score).
Cognitive and Executive Function Measurements

We measured a Mini Mental State Examination (MMSE), the Trail Making Test part A
(TMT-A), and part B (TMT-B) as cognitive functions. The MMSE consists of 0 to 30
points by short-term memory registration and recall, attention, naming, following verbal
commands, judgment, and copying a double pentagon. The subjects were divided into
two groups by MMSE score. Participants with an MMSE score of > 24 were defined as
the ‘no cognitive decline older adults’ group (N-CD group) and MMSE scores of < 24
were defined as the ‘cognitive decline older adults’ group (CD group)?”-*®. The TMT was
conducted in accordance with the report of Wagner et al?®. The TMT consists of two parts:
A and B. In the first part (TMT-A), subjects traced scattered numbers from 1 to 25 written
in circle, as quickly as possible without lifting the pencil off the paper. In the second part
of the test (TMT-B), subjects traced scattered circles with numbers and letters. The TMT-
B contains 13 circles with numbering from 1 to 13, and 12 circles with letters A through
L. Tracing the sequence proceeds from the first number to the first letter followed by the
second number and the second letter. In this study, we used the Japanese version of the
TMT-B by changing letters from the Roman alphabet to simple Japanese ‘kana’ characters.
In both parts, we measured the time to trace all circles correctly. If participants made an
error, the examiner indicated the error and directed the participant to correct the mistake
and continue the task.
Statistical Analysis

Participants’ assessment variables were analyzed using the student's t-test and ¥ test.



CART analysis was used to divide participants on the dependent variable (N-CD group
vs CD group) based on predictors identified from the univariate analyses. The
significance level was set at P <.05. Univariate analysis was performed using IBM SPSS
version 20, CART was performed using R Ver. 3. 0. 2, minimum size of end node = 5,
depth = 3. CART methodology creates a hierarchical order of selecting predictors and
determines their optimal cut-points that best classify participants into the dichotomous
outcome groups. The analysis results in classification criteria and is represented as a

hierarchical tree which facilitates simple interpretation and application in clinical settings.

RESULTS

One hundred and ninety three older participants were included in the N-CD group
(88.1%) and 26 older participants were included in the CD group (11.9%). (The average
MMSE score, N-CD group: 27.9 + 1.8 score, CD group: 22.2 £ 2.1 score). The CD group
had a significantly older age (p = 0.003), shorter education history (p = .022), many
persons living together (p = .028), lower SMI (p = .009), and a higher prevalence of
diabetes and hip OA (diabetes; p < .001, hip OA; p < .05) than the N-CD group. In
physical measurements, the CD group had lower grip strength (p = .0064), slower speed
of TUG, 5CS, walking speed, TMT-A and B (p <.001), shorter time of standing balance
(p < .001), and lower score of SPPB (p < .001). Both the TMT-A and B scores were
significantly lower in the CD group than in the N-CD group (Table 1).

CART identified 4 end nodes with 3 levels of partition and 3 partitioning variables.
Selected variables were walking speed, the TMT-A, and the TUG test. Walking speed was
the first determinant with a cut-point of 1.01 m/s (the proportion of walking speed < 1.01:
N-CD group 40.7%, CD group 59.3%; the proportion of walking speed > 1.01: N-CD
group 94.8%, CD group 5.2%). Among participants in a less than 1.01 m/s subgroup, the
TMT-A was the second determinant with a cut-point score of 107.47 seconds (the
proportion of TMT-A > 107.47: N-CD group 0%, CD group 100.0%; the proportion of
TMT-A < 107.47: N-CD group 55.0%, CD group 45.0%). Among the participants with a
TMT-A of less than 107.47 seconds, the TUG test was the third determinant with a cut-
point score of 12.29 seconds (the proportion of TUG > 12.29: N-CD group 41.7%, CD
group 58.3%; the proportion of TUG < 12.29: N-CD group 75.0%, CD group 25.0%) (Fig



1). The classification accuracy was 92.2% table by CART (Table 2).

DISCUSSION

The purpose of this study was to investigate the importance and combination of each
factor on the executive function and performance function related to cognitive decline in
community-dwelling older adults using CART analysis. We entered related factors that
were significantly correlated with cognitive decline into the analysis. The results showed
that walking speed, the time of the TMT-A test and the time of TUG were more strongly
related to cognitive decline in this order than other demographic, physical, or executive
measurements. To our knowledge, this is the first study to examine the combination,
importance, and priority of factors related to cognitive decline. This result could provide
useful data to facilitate measurements for predicting cognitive decline.

Firstly, walking speed was chosen as the strongest factor related to cognitive decline.
Many studies have reported the association between walking speed and cognitive decline.
Tabbarah et al 2 reported a significant association with walking speed and cognitive
function in a 7-year longitudinal examination of 70-79 year old persons. Michelle et al*
investigated changes of cognitive functions and walking speed in community-dwelling
elderly aged 70-89 years and showed that both cognitive function score and walking speed
decreased with time. Furthermore, this study indicated that cognitive function declines as
the walking speed becomes slower®®. These results support our results, whereas few
previous studies stated the priorities of exercise performance measurements associated
with cognitive decline. The current study is the first to suggest that walking speed is the
strongest factor to identify cognitive decline than other exercise performance
measurements.

Secondly, the completion time of the TMT-A test was selected as a strong factor related

to cognitive decline, whereas the TMT-B was not. Previous studies®!-*?

which reported
the association between cognitive decline and executive function showed that only the
TMT-A, not B, was associated with cognitive decline. Patrick et al*! examined the number
and type of dysfunctions and related factors in elderly people with amnestic mild
cognitive impairment (MCI), mild Alzheimer disease (AD), and non-dementia. As a result,

cognitive decline is accompanied by a decrease of hippocampus volume and a decrease



of the TMT-A which is an evaluation index of processing speed. Sonke et al*? conducted
morphological cranial MRI scans and neuropsychological examinations on amnesic MCI,
mild AD and non-demented persons aged 45-95 years, followed by tracking for
approximately 2 years, and there was a significant decrease in the MMSE and the TMT-
A in only mild AD. Regarding the association between cognitive decline and the TMT-A,
the current study was consistent with previous studies!2. On the other hand, Chen et al**
reported that the TMT-B had a higher rate ratio to predict the detection of early AD than
the TMT-A. Our results are inconsistent with that study. However, the difference of rate
ratio between the TMT-A and B was slight (rate ratio: TMT-A 3.00 vs TMT-B 3.72).
Therefore, further study might be needed to reveal which TMT is more useful to predict
cognitive decline depending on the characteristics of subjects.

Finally, the time of the TUG test was selected as another strong factor related to

13* reported that physical performances such as time of

cognitive decline. McGough et a
the TUG test and walking speed were related to executive functions. A study>’
investigating the relationship of short-term memory ability and a movement test in
community-dwelling elderly showed that a fast speed of walking and the TUG were
related to cognitive impairment as defined by a three-word recall task of the MMSE. The
current study is consistent with these previous reports. Regarding the priority between

walking speed and TUG speed, Eggermont et al®

investigated walking speed and the
TUG test in older persons with MCI, AD and no cognitive impairment older persons, and
showed that a 4 m walking speed was significantly lower in the MCI and AD groups than
in no cognitive impairment persons, while the TUG result was significantly lower in the
AD group than in the no cognitive impairment persons, but not in the MCI group. This
result suggested that walking speed was more effective than the TUG test to identify
cognitive impairment in the elderly. This study explains the difference of utility between
the TUG test and walking speed to identify cognitive decline, therefore, the TUG test may
be selected as a lower determinant than walking speed in this study.

The classification accuracy in this study was higher than the previous research!'®-2%37,
which was a very useful result. Compared to N-CD, CD group has older and lower
educational background®*®, living with living with many, diabetes*® suffering a high

proportion, SPPB (balance and grip strength) decrease® It was. As a reason for living



together, family caregiver is considered®.
Although these results are consistent with previous studies, they were not identified as a
cause of cognitive decline in analysis by CART.

The purpose of this study was to investigate the importance and combination of each
factor on the executive function and performance function related to cognitive decline in
community-dwelling older adults using CART analysis. We entered related factors that
were significantly correlated with cognitive decline into a CART analysis. The results
showed that walking speed, the time of the TMT-A test and the time of the TUG test were
more strongly related to cognitive decline in this order than other demographic, physical,
or executive measurements. To our knowledge, this is the first study to examine the
combination, importance, and priority of factors related to cognitive decline. This result
could provide useful data to facilitate measurements for predicting cognitive decline.
Limitations

This study identified factors related to cognitive decline and analyzed the combination
(relevance) of each factor. The results of the current study may be useful as a screening
tool for identifying cognitive decline in community-dwelling older adults. However, this
study has some limitations. First, subjects of this study were voluntary participants, thus
the results might be different in other older subjects such as patients in hospitals or
facilities who could not voluntarily participate in measurements in this study. Second,
because demographic data was written by the participants themselves, demographic data,
in particular their medical history, might not be accurate. Third, this study was a cross-
sectional study. Thus, we could not demonstrate the causal relationship of results. Fourth,
although we selected only time of the TMT as an executive function, other executive
function tests were not used. Therefore, longitudinal studies for this association may be
necessary to develop this result. In addition, further studies examining participants in
other place such as hospitals, facilities and so on, and adding other executive function
tests such as the Digit Symbol Substitution Test, Letter Verbal Fluency Test, Category

Verbal Fluency Test might be needed to generalize this result.

ACKNOWLEDGEMENTS
The participants are thanked for their contribution to the study.



REFERENCES

1. Meiland FJ, Kat MG, van Tilburg W, Jonker C, Droes RM. The emotional impact of
psychiatric symptoms in dementia on partner caregivers: do caregiver, patient, and
situation characteristics make a difference?. Alzheimer Dis Assoc Disord.
2005;19(4):195-201.

2. Laurin D, Verreault R, Lindsay J, MacPherson K, Rockwood K. Physical activity and
risk of cognitive impairment and dementia in elderly persons. Arch Neurol.
2001;58(3):498-504.

3. Podewils LJ, Guallar E, Kuller LH, Fried LP, Lopez OL, Carlson M, et al. Physical
activity, APOE genotype, and dementia risk: findings from the Cardiovascular Health
Cognition Study. Am J Epidemiol. 2005;161(7):639-651.

4. Verghese J, Lipton RB, Katz MJ, Hall CB, Derby CA, Kuslansky G, et al. Leisure
activities and the risk of dementia in the elderly. N Engl J Med. 2003;348(25):2508-2516.
5. Larson EB, Wang L, Bowen JD, McCormick WC, Teri L, Crane P, et al. Exercise is
associated with reduced risk for incident dementia among persons 65 years of age and
older. Ann Inter Med. 2006;144(2):73-81.

6. Scarmeas N, Levy G, Tang MX, Manly J, Stern Y. Influence of leisure activity on the
incidence of Alzheimer’s disease. Neurology. 2001;57(12):2236-2242.

7. Lindsay J, Laurin D, Verreault R, Hébert R, Helliwell B, Hill GB, et al. Risk factors
for Alzheimer’s disease: a prospective analysis from the Canadian Study of Health and
Aging. Am J Epidemiol. 2002;156(5):445-453.

8. Montero-Odasso M, Verghese J, Beauchet O, Hausdorft JM. Gait and cognition: a
complementary approach to understanding brain function and the risk of falling. J Am
Geriatr Soc. 2012;60(11):2127-2136.

9. Beauchet O, Allali, G, Montero-Odasso M, Sejdi¢ E, Fantino B, Annweiler C. Motor
phenotype of decline in cognitive performance among community-dwellers without
dementia: population-based study and meta-analysis. PloS one. 2014;9(6):¢99318.

10. Verghese J, Wang C, Lipton RB, Holtzer R. Motoric cognitive risk syndrome and the
risk of dementia. J Gerontol A Biol Sci Med Sci. 2012;68(4):412-418.

11. Verghese J, Annweiler C, Ayers E, Barzilai N, Beauchet O, Bennett DA, et al. Motoric

10



cognitive risk syndrome Multicountry prevalence and dementia risk. Neurology.
2014;83(8):718-726.

12. Tabbarah M, Crimmins EM, Seeman TE. The relationship between cognitive and
physical performance: MacArthur Studies of Successful Aging. J Gerontol A Biol Sci Med
Sci. 2002;57(4):M228-M235.

13. Nourhashémi F, Andrieu S, Gillette-Guyonnet S, Reynish E, Albaréde JL, Grandjean
H, et al. Is there a relationship between fat-free soft tissue mass and low cognitive
function? Results from a study of 7,105 women. J Am Geriatr Soc. 2002;50(11):1796-
1801.

14. Burns JM, Johnson DK, Watts A, Swerdlow RH, Brooks WM. Reduced lean mass in
early Alzheimer disease and its association with brain atrophy. Arch Neurol.
2010;67(4):428-433.

15. Leclerc BS, Bégin C, Cadieux E, Goulet L, Allaire JF, Meloche J, et al. A classification
and regression tree for predicting recurrent falling among community-dwelling seniors
using home-care services. Can J Public Health. 2009;100:263-267.

16. Bryant MS, Rintala DH, Graham JE, Hou JG, Protas EJ. Determinants of use of a
walking device in persons with Parkinson's disease. Arch Phys Med Rehabil.
2014;95(10):1940-1945.

17. Delbaere K, Close JC, Heim J, Sachdev PS, Brodaty H, Slavin MJ, et al. A
multifactorial approach to understanding fall risk in older people. J Am Geriatr Soc.
2010;58(9):1679-1685.

18. Esteban C, Arostegui I, Moraza J, Aburto M, Quintana JM, Pérez-1zquierdo J, et al.
Development of a decision tree to assess the severity and prognosis of stable COPD. Eur
Respir J. 2011;38(6):1294-1300.

19. Calvo-Lobo C Pacheco-da-Costa S Martinez-Martinez J Rodriguez-Sanz D Cuesta-
Alvaro P Lopez-Lopez D. Dry needling on the infraspinatus latent and active myofascial
trigger points in older adults with nonspecific shoulder pain: a randomized clinical trial.
J Geriatr Phys Ther. 2018;41(1):1-13.

20. Luk KD, Wan TW, Wong YW, Cheung KM, Chan KY, Cheng AC, et al. A
multidisciplinary rehabilitation programme for patients with chronic low back pain: a
prospective study. J Orthop Surg. 2010;18(2):131-138.

11



21. Allore H, Tinetti ME, Araujo KL, Hardy S, Peduzzi P. A case study found that a
regression tree outperformed multiple linear regression in predicting the relationship
between impairments and Social and Productive Activities scores. J Clin Epidemiol.
2005;58(2):154-161.

22. Fisher SR, Graham JE, Brown CJ, Galloway RV, Ottenbacher KJ, Allman RM, et al.
Factors that differentiate level of ambulation in hospitalised older adults. Age ageing.
2011;41(1):107-111.

23. Gibson MJ. The prevention of falls in later life: a report of the Kellogg International
Work Group on the prevention of falls by the elderly. Dan Med Bull. 1987;34(4):1-24.
24. Nishiguchi S, Yamada M, Fukutani N, Adachi D, Tashiro Y, Hotta T, et al. Differential
association of frailty with cognitive decline and sarcopenia in community-dwelling older
adults. J Am Med Dir Assoc. 2015;16(2):120-124.

25.Podsiadlo D, Richardson S. The Time “Up & Go”: A Test of Basic Functional Mobility
for Frail Elderly Persons. J Am Geriatr Soc. 1991;39(2):142-148.

26. Guralnik JM, Simonsick EM, Ferrucci L, Glynn RJ, Berkman LF, Blazer DG, et al. A
short physical performance battery assessing lower extremity function: association with
self-reported disability and prediction of mortality and nursing home admission. J
Gerontol. 1994;49(2):M85-M94.

27. Anderson TM, Sachdev PS, Brodaty H, Trollor JN, Andrews G. Effects of
sociodemographic and health variables on Mini-Mental State Exam scores in older
Australians. Am J Geriatr Psychiatry. 2007;15(6):467-476.

28. Brodaty H, Heffernan M, Kochan NA, Draper B, Trollor JN, Reppermund S, et al.
Mild cognitive impairment in a community sample: the Sydney Memory and Ageing
Study. Alzheimers Dement. 2013;9(3):310-317.

29. Wagner S, Helmreich I, Dahmen N, Lieb K, Tadi¢ A. Reliability of three alternate
forms of the trail making tests a and B. Arch Clin Neuropsychol. 2011;26(4):314-321.
30. Mielke MM, Roberts RO, Savica R, Cha R, Drubach DI, Christianson T, et al.
Assessing the temporal relationship between cognition and gait: slow gait predicts
cognitive decline in the Mayo Clinic Study of Aging. J Gerontol A Biol Sci Med Sci.
2012;68(8):929-937.

31. Brown PJ, Devanand DP, Liu X, Caccappolo E. Functional impairment in elderly

12



patients with mild cognitive impairment and mild Alzheimer disease. Arch Gen
Psychiatry. 2011;68(6):617-626.

32. Arlt S, Buchert R, Spies L, Eichenlaub M, Lehmbeck JT, Jahn H. Association between
fully automated MRI-based volumetry of different brain regions and neuropsychological
test performance in patients with amnestic mild cognitive impairment and Alzheimer’s
disease. Eur Arch Psychiatry Clin Neurosci. 2013;263(4):335-344.

33. Chen P, Ratcliff G, Belle SH, Cauley JA, DeKosky ST, Ganguli M. Patterns of
cognitive decline in presymptomatic Alzheimer disease: a prospective community study.
Arch Gen Psychiatry. 2001;58(9):853-858.

34. McGough EL, Kelly VE, Logsdon RG, McCurry SM, Cochrane BB, Engel JM, et al.
Associations between physical performance and executive function in older adults with
mild cognitive impairment: gait speed and the timed “up & go” test. Phys Ther.
2011;91(8):1198-1207.

35. Bramell-Risberg E, Jarnlo GB, Elmstahl S. Separate physical tests of lower
extremities and postural control are associated with cognitive impairment. Results from
the general population study Good Aging in Skane (GAS-SNAC). Clin Interv Aging,
2012;7:195-205.

36. Eggermont LH, Gavett BE, Volkers KM, Blankevoort CG, Scherder EJ, Jefferson AL,
et al. Lower-extremity function in cognitively healthy aging, mild cognitive impairment,
and Alzheimer's disease. Arch Phys Med Rehabil. 2010;91(4):584-588.

37. Thomas E, Silman AJ, Croft PR, Papageorgiou AC, Jayson MI, Macfarlane GlJ.
Predicting who develops chronic low back pain in primary care: a prospective study. Bmij.
1999;318(7199): 1662-1667.

38. Cukierman T, Gerstein HC, Williamson JD. Cognitive decline and dementia in
diabetes—systematic overview of prospective observational studies. Diabetologia.
2005;48(12):2460-2469.

39. Nieto ML, Albert SM, Morrow LA, Saxton J. Cognitive status and physical function
in older African Americans. J Am Geriatr Soc. 2008;56(11):2014-2019

40. Van Mierlo LD, Meiland FJ, Van der Roest HG, Drées RM. Personalised caregiver
support: effectiveness of psychosocial interventions in subgroups of caregivers of people
with dementia. Int J Geriatr Psychiatry. 2012;27(1):1-14.

13



Table 1.

Characteristics of cognitive decline in community-dwelling older adults.

Mean (SD) or Number (%0)

Variables N-CD group (n = 193) CD group (n = 26) P value

MMSE, score 27.9 (1.8) 22.2(2.1) <.001°
Age, yr 72.4 (6.6) 76.6 (7.6) .003"
Gender, male 56 (29.0) 6 (23.1) 646°
Height, cm 155.9 (7.7) 152.8 (8.2) .055"
Weight, kg 53.4(9.0) 53.7.(9.7) .871°
BMI, kg/m’ 22.0 (3.2) 22.7(3.4) 286"
Educational history, yr 12.2 (2.2) 11.1 (2.5) .022%
Alcohol consumption status

not drink 99 (51.3) 13 (50.0)

rarely 31 (16.1) 7(26.9) 462°

sometimes 30 (15.5) 2(7.7)

every day 33 (17.1) 4 (15.4)
History of falling, yes 36 (18.7) 9 (34.6) 073"
No. of people living together 1.2 (0.9) 1.7 (1.1) .028*
SMI, kg/m’ 7.6 (1.7) 6.5 (1.8) .001°
Hypertension, yes 64 (33.2) 13 (50.0) 124°
Diabetes, yes 14 (7.3) 6 (23.1) 019°
Stroke, yes 3(1.6) 2(7.7) 108"
Hip OA, yes 10 (5.2) 5(19.2) 021°
Knee OA, yes 26 (13.5) 4 (15.4) 763"
Spinal canal stenosis, yes 13 (6.7) 4 (15.4) 126°
Grip strength, kg 26.4 (6.9) 22.5(6.8) .006"
TUG, s 8.1(2.0) 12.0 (4.2) <.001*
5CS, s 8.2(3.2) 10.9 (4.4) <.001*
Tandem Standing Balance, possih 170 (88.1) 15 (57.7) <.001°
Walking speed, m/s 1.4 (0.2) 1.0 (0.3) <.001*
SPPB, score 11.6 (1.0) 10.5 (1.8) <.001°
TMT-A, s 75.3 (25.6) 100.6 (43.3) <.001°
TMT-B, s 110.7 (51.6) 157.7 (62.6) <.001%

Abbreviations: N-CD group, no cognitive decline older adults group; CD group, cognitive decline older adults group;

MMSE, Mini Mental State Examination; BMI, Body Mass Index; SMI, Skeletal muscle Mass Index; OA, osteoarthritis;
TUG, Timed Up and Go Test; 5CS, 5 Chair Stand; SPPB, Short Physical Performance Battery;
TMT-A, Trail Making Test partA; TMT-B, Trail Making Test partB.

student's t-test
bxz test




Table 2. Misclassification Table for Persons with Impaired Cognitive Decline

Actual no. of Participants

MMSE < 24 MMSE =24 Total
_ [ MmsE <24 14 5 19
Predicted no. of =0 o> o4 12 188 200
Participants
Total 26 193 219

Abbreviations: MMSE, Mini Mental State Examination.
risk estimate = 0.078 (classification accuracy = 0.922)
standard error of risk estimate = 0.19




=107.47

<1.01

N-CD group: 88.1 % n=193
CD group: 11.9% n=26

|
/\

=1.01

N-CD group: 40.7 % n=11
CD group: 59.3% n=16

Walking speed, m/s
—

<107.47

TMT-A, s

N-CD group: 0.0% n=0
CD group: 100.0 % n=7

_—

=12.29

N-CD group: 55.0% n=11

CD group: 45.0% n=9

N-CD group: 41.7 % n=5
CD group: 58.3% n=7

N-CD group: 94.8% n=182
CDgroup:5.2% n=10

<12.29

N-CD group: 75.0% n=6
CD group: 25.0% n=2

Abbreviationsno: N-CD group, cognitive decline older adults group; CD group, cognitive decline older adults group; TUG, Timed Up and Go Test; TMT-A, Trail Making Test partA

Figure 1.

Extraction of factors related to cognitive decline by classification and regression tree.




