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Abstract
The study’s objective was to compare demographics, APOE genotypes, and rate of rise over time
in functional impairment in neuropsychologically defined language, typical, and memory
subgroups of clinical Alzheimer’s disease (AD). 1,368 participants from the National Alzheimer’s
Coordinating Center database with a diagnosis of probable AD (CDR 0.5–1.0) were included. A
language subgroup (n = 229) was defined as having language performance >1 SD worse than
memory performance. A memory subgroup (n = 213) was defined as having memory performance
>1 SD worse than language performance. A typical subgroup (n = 926) was defined as having a
difference in language and memory performance of <1 SD. Compared with the memory subgroup,
the language subgroup was 3.7 years older and more frequently self-identified as African
American (OR = 3.69). Under a dominant genetic model, the language subgroup had smaller odds
of carrying at least one APOEε4 allele relative to the memory subgroup. While this difference was
present for all ages, it was more striking at a younger age (OR = 0.19 for youngest tertile; OR =
0.52 for oldest tertile). Compared with the memory subgroup, the language subgroup rose 35%
faster on the Functional Assessment Questionnaire and 44% faster on CDR sum of boxes over
time. Among a subset of participants who underwent autopsy (n = 98), the language, memory, and
typical subgroups were equally likely to have an AD pathologic diagnosis, suggesting that
variation in non-AD pathologies across subtypes did not lead to the observed differences. The
study demonstrates that a language subgroup of AD has different demographics, genetic profile,
and disease course in addition to cognitive phenotype.
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INTRODUCTION
The histological pathology of Alzheimer’s disease (AD) is found across a wide clinical
spectrum [1]. In this paper, ‘clinical’ AD refers to the clinical presentation of patients with
AD histological pathology. While episodic memory loss is a classic early symptom of
clinical AD [2], many patients also have early deficits in other cognitive domains such as
language, executive function, or visuo-spatial function. As a result, the presentation of
clinical AD can be quite heterogeneous [3]. The spectrum of early presentations ranges from
isolated focal syndromes (including primary progressive aphasia, posterior cortical atrophy,
a dysexecutive syndrome, or a pure amnestic syndrome [1, 4]) to a mixed syndrome with
deficits in multiple cognitive domains [5]. Pathologic studies suggest that the heterogeneity
in clinical presentation might be related to the relative anatomic distribution of tau pathology
in the brain [6, 7].

It is well established that patients can meet clinical criteria for AD but demonstrate language
dysfunction that is disproportionate to their memory dysfunction. Researchers have
identified clinical AD patients during life whose major clinical characteristic is language
dysfunction, who go on to have pathological AD at autopsy, but with prominent pathology
in the cortical language networks [8, 9]. An extreme example is patients with primary
progressive aphasia (PPA) with underlying AD pathology, a phenomenon that occurs in
~30–50% of PPA cases [10, 11]. PPA patients with underlying AD pathology have
asymmetric atrophy of the language dominant hemisphere [10]. In one study of patients with
pathologically proven AD, PPA patients had a larger ratio of neurofibrillary tangles in
language-related neocortical areas relative to entorhinal cortex as compared with patients
with an amnestic presentation [7].

While these findings are informative, there has been no large study of a language subgroup
compared with a memory subgroup in AD. The majority of studies examining the
heterogeneity of clinical presentations of AD have evaluated isolated focal syndromes.
However, these syndromes account for the minority of cases as most clinical AD patients
have a mixed syndrome with deficits in multiple cognitive domains [5]. Consequently, these
studies tend to have small sample sizes and limited generalizability. By examining clinical
AD patients with disproportionate language to memory deficits, while allowing for memory
deficits to be present, one can study larger sample sizes and perhaps draw conclusions about
AD patients with predominant language deficits that cannot be gleaned studying PPA. Here
we take this approach to examine demographics, APOE status, and rise in functional
impairment in clinical AD patients with predominant language dysfunction compared with
clinical AD patients with predominant memory dysfunction.

METHODS
The National Alzheimer’s Coordinating Center (NACC) developed and maintains a large
relational database of standardized clinical research data collected from the 34 NIA-funded
Alzheimer’s Disease Centers (ADCs) nationwide. The study was approved by an
institutional review board at each institution. The study is a secondary analysis of data
collected between 2005 and 2011. Recruitment, participant evaluation, and diagnostic
criteria for dementia and probable AD are detailed elsewhere [12]. Participants were
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followed at approximately 12 month intervals with similar evaluations and reassessment of
the diagnosis at each timepoint. Participants were either prevalent cases (i.e., were given an
AD diagnosis at initial visit) or incident cases (i.e., were given an AD diagnosis at a follow-
up visit). For incident cases, visits prior to the AD diagnosis were not included in this
analysis and future mention of ‘baseline’ visit refers to the initial visit at which an AD
diagnosis was made. Stratification by incident/prevalent status yielded similar effect sizes
and thus incident and prevalent cases were combined in the analysis. Because we were
interested in the early presentation of AD, we restricted our sample to participants who met
criteria for probable mild AD (CDR 0.5 or 1) at baseline visit.

Race (white, African American, American Indian or Alaska native, Pacific Islander, Asian,
or other) and presence of Hispanic/Latino ethnicity were ascertained by self-report using
two separate questions. All future references to African Americans and whites imply non-
Hispanic African Americans and non-Hispanic whites. Achieved years of education were
ascertained by self-report.

Participants were administered the ADCs’ Uniform Data Set (UDS) neuropsychological
battery at each visit. The tests include Digit Span Forward (DSF), Digit Span Backward
(DSB), Digit Symbol (DS), Trail Making Test (TMT) Part A, TMT Part B, Logical Memory
Test Story A (LMTA) Immediate Recall, LMTA Delayed Recall, Animal List Generation
(ALG), Vegetable List Generation (VLG), and the Boston Naming Test (BNT) [13].

Functional status was assessed at each evaluation using the Functional Assessment
Questionnaire (FAQ) by a research clinician based on informant interview. On the FAQ,
functional status is divided into 10 different categories. For each category, a score of 0–3
corresponds to “normal,” “has difficulty, but does by self,” “requires assistance,” or
“dependent,” respectively. A total functional score was calculated by summing the category
scores. A higher score indicates more functional impairment [14]. Functional status was also
assessed at each evaluation using the Clinical Dementia Rating (CDR) [15]. While every
participant was assigned a global CDR at each visit, CDR sum of boxes was only recorded
for a subset of participant visits.

APOE genotype was determined for a subset of participants and classified as having no
APOEε4 alleles, one APOEε4 allele, or two APOEε4 alleles.

1,368 (30%) of the 4,491 eligible participants were included in this study. Inclusion criteria
are illustrated in the flow chart in Fig. 1. Participants were excluded from the full sample
analysis if they lacked APOE genotyping or had incomplete neuropsychological data at the
baseline visit. Compared with included participants, excluded participants had greater odds
of being female (OR = 1.17, p < 0.02) and African American (OR = 2.01, p < 0.001), were
0.7 years younger (p = 0.02), and had 0.6 fewer years of education (p < 0.001).

Of the 1,368 eligible participants, 98 (7%) underwent autopsy (termed the autopsy subset in
Fig. 1). Compared with the non-autopsy subset, the autopsy subset had lower odds of being
African American (OR = 0.12, p = 0.01) and female (OR = 0.50, p = 0.001), was 3.4 years
older (p < 0.001), and had 0.9 more years of education (p = 0.01). Each autopsy participant
was given a primary pathologic diagnosis.

Of the 1,368 eligible participants, 954 (70%) also had complete FAQ data at baseline and at
least 1 follow-up visit (termed the FAQ longitudinal subset in Fig. 1). For these participants,
the mean number of visits was 3.1 (1.0 SD) and the mean length of time in the study was 2.3
years (1.1 SD). Compared with the non-FAQ longitudinal subset, the FAQ longitudinal
subset had lower odds of being female (OR = 0.65, p < 0.001), had 0.5 more years of
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education (p = 0.009), and was 0.5 years younger. They did not differ in odds of being
African American, mean number of visits, or mean length of time in the study.

Of the 1,368 eligible participants, 547 (40%) had complete CDR sum of boxes at baseline
and at least 1 follow-up visit (termed the CDR longitudinal subset in Fig. 1). For these
participants, the mean number of visits was 3.1 (1.0 SD) and the mean length of time in the
study was 2.3 years (1.1 SD). Compared with the non-CDR longitudinal subset, the CDR
longitudinal subset had lower odds of being female (OR = 0.68, p < 0.001), had 0.5 more
years of education (p = 0.002), and was 2.4 years younger (p < 0.001). They did not differ in
odds of being African American, mean number of visits, or mean length of time in the study.

A recent factor analysis of the UDS cognitive battery in the NACC dataset identified four
neuropsychological factors: executive, memory, language, and attention [16]. The executive
factor consisted of TMT A, TMT B, and DS. The memory factor consisted of LMTA
immediate recall and LMTA delayed recall. The language factor consisted of BNT, ALG,
and VLG. The attention factor consisted of DSF and DSB. In our current study, participants
were classified into one of three subgroups: language, typical, or memory. Classification
was carried out as follows: Among included participants, a mean and SD were calculated for
each test in the UDS. These values were used to calculate Z scores on each test for each
participant. Composite scores for each factor were calculated for each participant by
averaging the z-scores on the tests that make up the factor. Participants were considered
members of the language subgroup if their composite language score was ≥1 SD below their
composite memory score. Participants were considered members of the memory subgroup if
their composite memory score was ≥1 SD below their composite language score.
Participants were considered members of the typical subgroup if their composite memory
and language scores differed by <1 SD. We chose to call this subgroup ‘typical’ because the
majority of cases fell into this phenotypic subgroup, reflecting the fact that AD patients
generally present with both memory and language deficits [3].

Statistical analyses
Among the pathologic subset, a Fisher’s exact test was used to compare the odds of an AD
pathologic diagnosis in the language, typical, and memory subgroups.

In the full sample, a one-way ANOVA was used to compare mean age at baseline, years of
education, and Mini-Mental State Exam (MMSE) at baseline in the language, typical and
memory subgroups. An independent samples t-test was used for post-hoc pairwise analysis.
A Pearson Chi Squared test was used to compare gender, race, and APOEε4 status in the
language, typical and memory subgroups, both across all three groups and pairwise. For all
pairwise comparisons, Bonferroni corrected statistical significance was reached at α =
0.017. Variables achieving significant results were included in regression models to
determine the extent to which differences across subgroups remained after adjusting for
variables hypothesized to contribute to the variance in the outcome variable. A dominant
genetic model was used for APOEε4 analysis because it demonstrated the largest OR
compared with an additive or recessive model [17]. To account for the multiple models
tested, Bonferroni corrected statistical significance was reached at α = 0.017.

Generalized estimating equations (GEE) [18] were used to model the relationship over time
of each subgroup with two outcome variables: total FAQ score and CDR sum of boxes. GEE
take into account multiple visits per subject and that characteristics of the same individual
are likely correlated over time. The repeated measures for each subject are treated as a
cluster. Predictor variables included: time (years from baseline), subgroup (language,
memory, or typical), and the time × subgroup interaction. The following time stationary
covariates were also included in the model: age at first evaluation, education, African
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American race, and APOE genotype. We tested whether the outcome variables at baseline
and the rate of change over time of the outcome variables differed in the language and
typical subgroups as compared with the memory subgroup. All statistical analyses were
carried out using SPSS [19].

RESULTS
Among the 1,368 participants, 229 met criteria for the language subgroup, 213 met criteria
for the memory subgroup, and 926 met criteria for the typical subgroup. Participant
demographic, clinical, and genetic characteristics are given in Table 1.

The mean composite language score was 0.818 ± 0.483, −0.063 ± 0.680, and −0.506 ± 0.891
for the memory, typical, and language subgroups, respectively. The mean composite
memory score was −0.578 ± 0.392, −0.155 ± 0.649 and 1.165 ± 1.181 for the memory,
typical, and language subgroups, respectively.

Comparing demographic characteristics in the full sample
Gender did not differ between the memory, typical, and language subgroups in the bivariate
analysis. There were statistically significant differences between the subgroups in mean age
at first visit, African American race, and mean years of education in the bivariate analyses.
Therefore, multivariable regression analyses were used to model the relationship of these
variables with subgroup type adjusting for covariates. Members of the language subgroup
were on average 3.71 years older and were 3.69 times more likely to identify as African
American than members of the memory subgroup after adjusting for covariates. Members of
the typical subgroup were on average 2.07 years older and were 1.99 times more likely to
identify as African American than members of the memory subgroup after adjusting for
covariates. Mean years of education did not differ in the subgroups after adjusting for
covariates (Tables 1 and 2).

Comparing APOEε4 status in the full sample
The odds of having at least one APOEε4 allele differed between the memory, typical, and
language subgroups in the bivariate analysis. Therefore, multivariable logistic regression
was used to model the relationship of APOEε4 with subgroup adjusting for covariates. An
age by genotype interaction term was included in the model because a previous study
indicated that the effect of APOEε4 on memory and language function was more
pronounced in early-onset AD compared with late-onset AD [20]. There was sufficient
evidence to suggest that age was an effect modifier for genotype both for the language
subgroup relative to the memory subgroup (p = 0.01) and for the typical subgroup relative to
the memory subgroup (p = 0.05). To evaluate this interaction, we stratified the analysis by
age tertiles. After adjusting for covariates, the OR for being an APOEε4 carrier in the
language subgroup relative to the memory subgroup was 0.19 for the youngest tertile (age
<74.1) compared with 0.52 for the oldest tertile (age >80.7). After adjusting for covariates,
the OR for being an APOEε4 carrier in the typical subgroup relative to the memory
subgroup was 0.37 for the youngest tertile compared with 0.77 for the oldest tertile (Tables 1
and 3).

Comparing MMSE at baseline in the full sample
There were statistically significant differences between the memory, typical, and language
subgroups in baseline MMSE in the bivariate analyses. Therefore, multivariable linear
regression was used to model the relationship of MMSE with subgroup type adjusting for
covariates. Compared with the memory subgroup, the language subgroup scored 0.7 points
higher on the MMSE at baseline after adjusting for covariates (p = 0.02). Compared with the
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typical subgroup, the language subgroup scored 1.1 points lower on the MMSE at baseline
after adjusting for covariates (p < 0.001). The typical subgroup did not differ from the
memory subgroup at baseline after adjusting for covariates (p = 0.10). Covariates in this
model included age, gender, African American race, years of education, and APOEε4 carrier
status.

Comparing baseline function and rate of change in function over time in the FAQ
longitudinal subset

In the GEE model with outcome variable total FAQ score, typical and language subgroup
effects were not significant indicating that compared with the memory subgroup, the typical
subgroup and the memory subgroup did not differ in total FAQ score at baseline after
adjusting for covariates. As expected, there was a significant time effect indicating that total
FAQ score for the memory subgroup increased over time after adjusting for covariates.
There was a significant interaction effect between time and the language subgroup
indicating that compared with the memory subgroup, the language subgroup demonstrated a
faster rise in total FAQ score. The language subgroup rose 35% faster than the memory
subgroup. The rate of rise for the typical subgroup fell between that of the memory and
language subgroups, but did not significantly differ from either of them (Table 4A and Fig.
2A).

Comparing baseline function and rate of change in function over time in the CDR
longitudinal subset

When the above analysis was repeated using outcome variable CDR sum of boxes, the
subgroups behaved similarly. There were no significant differences at baseline between the
subgroups. Compared with the memory subgroup, the language subgroup rose 44% faster.
While the standardized effect size was actually larger than the standardized effect size for
total FAQ score, the difference was not statistically significant (p = 0.10) possibly due to the
fewer number of participants with CDR sum of boxes data. The rate of rise for the typical
subgroup fell between that of the memory and language subgroups, but did not significantly
differ from either of them (Table 4B and Fig. 2B).

Comparing pathologic diagnosis
Among the 98 autopsy cases, 17 met criteria for the language subgroup, 12 met criteria for
the memory subgroup, and 69 met criteria for the typical subgroup. The subgroups did not
differ in odds of having a pathologic diagnosis of AD (Table 5).

DISCUSSION
While episodic memory deficits are a classic early symptom of clinical AD, the cognitive
presentation can be quite heterogeneous. In this study, we compared demographics, APOE
status, and functional decline in language, typical, and memory subgroups of clinical AD.
We restricted our analysis to participants with initially mild AD (CDR 0.5 or 1) because
identification of cognitive subgroups can be challenging later in the disease course.

The memory subgroup accounted for about 1/6 of the study sample. While this might seem
surprising because most patients with clinical AD have memory deficits, in fact many
patients also have language dysfunction [3]. For this reason, a relative measure of language
to memory function was used in this study. The memory subgroup does not represent
“typical” AD, but rather a relatively focal presentation used to create a clear distinction from
the language subgroup. Rather, the intermediate subgroup, that we term “typical,” with
relatively equivalent language and memory dysfunction, has the most common presentation,
accounting for two-thirds of the study sample. While this subgroup is typical with respect to
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memory and language, we acknowledge that it might include focal presentations like
posterior cortical atrophy or a dysexecutive syndrome that are not considered typical clinical
presentations of AD, but that lack a relative difference in memory and language function.

Even though all study participants had a clinical diagnosis of Probable AD, we investigated
the possibility that the language subgroup might have disproportionate non-AD pathology
(most likely frontotemporal lobar degeneration (FTLD)). However, in the subset of study
participants who underwent autopsy, there was no difference in odds of AD pathology
across the memory, typical, and language subgroups. Further, out of 98 autopsy cases, there
were only 3 cases of FTLD, none of which was a member of the language subgroup.
Interestingly, the language subgroup had a surprisingly large number of pathologic Lewy
body cases (5 cases, 29%). On closer inspection, these 5 cases also had AD pathology
contributing, although Lewy body disease was the primary pathologic diagnosis. These
findings suggest that variation in non-AD pathologies across subtypes did not lead to the
observed demographic, genetic, and longitudinal differences.

Multiple studies have suggested that early onset AD patients more commonly have an
atypical presentation compared with late onset AD patients [21, 22]. The reverse—that
atypical presentations tend to occur at a younger age—has been less studied, but may not be
uniformly true. We and others have shown that a dysexecutive subgroup of AD presented at
a younger age than a memory subgroup [23, 24]. However, Alladi et al. found no difference
in age between typical and atypical presentations of pathologically proven AD [1].
Moreover, in the current study, the language subgroup was on average 3.7 years older than
the memory subgroup and 1.6 years older than the typical subgroup after adjusting for
covariates. Taken together, these studies suggest that distinct atypical clinical presentations
of AD may present at different ages, some older and some younger than typical AD.
Therefore, making generalizations about the age of onset of atypical clinical presentations of
AD might not be informative.

While multiple studies have investigated the neuropsychological profiles of African
Americans with AD, atypical clinical presentations in African Americans have hardly been
studied. Our current finding, that African Americans have greater odds of presenting with a
language presentation, is certainly interesting, but should be viewed with reasonable
skepticism. In crude analyses in the literature, African Americans with AD demonstrated
lower scores on tests of language compared with whites [25, 26]. However, these findings
were significantly attenuated when the analysis was adjusted for literacy levels [27].
Replication studies that include literacy levels as a covariate would be worthwhile.

Two PPA studies have investigated whether APOEε4 status impacts clinical presentation of
patients with pathological AD. Rogalski et al. found that PPA patients have a lower
frequency of the APOEε4 allele compared with Probable AD patients. However, most of
these patients did not have a pathological diagnosis. Given that at least 50% of PPA patients
have non-AD pathology [10, 11], interpretation of this finding is limited in this context. In
31 PPA patients that did have a pathological diagnosis, APOEε4 frequency did not differ
between those with and without underlying AD pathology [28]. Gefen et al. found that
APOEε4 frequency did not differ when five PPA patients with underlying AD pathology
were compared with normal controls [7]. Our study of only participants with Probable AD
takes a different approach to investigate whether APOEε4 impacts language function in AD.
After adjusting for covariates, under a dominant genetic model, members of the language
subgroup had lower odds of having at least one APOEε4 allele relative to the memory
subgroup. This finding further supports data indicating that APOE impacts the clinical
presentation of AD. Indeed, multiple studies have shown that clinical AD patients who are
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carriers of the APOEε4 allele have more impairment in memory and less impairment in
naming, mental speed, and executive function than non-carriers [20, 23, 24, 29–32].

Interestingly, we also found an APOEε4–age interaction. After adjusting for covariates, the
OR for being an APOEε4 carrier in the language subgroup relative to the memory subgroup
for age <74.1 (youngest tertile) was nearly a third the OR for age >80.7 (oldest tertile).
Similarly, the OR for being an APOEε4 carrier in the typical subgroup relative to the
memory subgroup for age <74.1 (youngest tertile) was less than half the OR for age >80.7
(oldest tertile). These findings are consistent with previous studies showing that the effect of
APOEε4 on memory and language function was more pronounced in early-onset AD
compared with late-onset AD [20, 30].

After controlling for covariates, the language subgroup was less cognitively impaired on the
MMSE at baseline compared with the memory subgroup, though with a small effect size
(0.7 MMSE points). While this might suggest that the memory subgroup was later in their
disease course, this is unlikely the case. When we compared a global cognition composite
score based on all UDS neuropsychological tests, the language subgroup was no longer less
impaired than the memory subgroup (data not shown). Further, there was no baseline
difference between the subgroups on CDR sum of boxes or on the FAQ after controlling for
covariates. More likely, the difference between the language and memory subgroups on the
MMSE at baseline is due to intrinsic properties of the MMSE. Specifically, the MMSE
language items are less sensitive for early dementia and have lower correlation with
performance on neuropsychological testing compared with the MMSE memory item [33].

After controlling for covariates, compared with the memory subgroup, the language
subgroup demonstrated a faster rise in functional impairment on both the FAQ and the CDR.
On average, members of the language subgroup would take about 5 years to undergo a
similar amount of cognitive decline as members of the memory subgroup would undergo in
7 years. The rate of rise for the typical subgroup fell between that of the memory and
language subgroups. If the slope for the typical subgroup represents the typical rate of
functional decline in AD, then our data suggests that an atypical memory variant will have
slower than typical decline while an atypical language variant will have faster than typical
decline. An analysis of rate of functional decline in a language subgroup of AD has not been
performed previously. Age, APOEε4 status, race, and years of education have all been
implicated in the rate of decline in AD [34–38]. Differences in rate of decline between the
language and memory subgroups persisted despite including these covariates, suggesting
that these two groups differ not only in the cognitive phenotype, but in aspects of disease
course as well.

A possible weakness of the study was that participant demographics and clinical criteria may
have lacked uniformity given the heterogeneity of the 34 ADCs contributing to the NACC
database. However, the heterogeneity allows for greater generalizability to other
populations. Another possible weakness is the lack of non-verbal memory tests in the UDS.
Deficits on verbal memory tests could result from language deficits. Our use of a relative
measure of language to memory deficits, at least in part, addresses this issue.

This study illustrates that demographic, genetic, and longitudinal characteristics of a
language subgroup of AD differ from a memory subgroup. We suspect that APOE as well as
other unknown genetic and environmental factors impact the anatomic distribution of AD
pathology, which in turn influences the neuropsychological presentation. These factors may
also affect age-of-onset and disease course. Future studies should investigate additional non-
APOE mediated susceptibility factors that contribute to language dysfunction in AD. Well
defined AD clinical phenotypes likely will have value in differential diagnosis and
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prognostication in clinical practice and in uniform patient recruitment for genetic studies and
clinical trials.
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Fig. 1.
Flow chart for participant inclusion.
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Fig. 2.
Rise in total FAQ score (A) and CDR sum of boxes (B) over time in years in the language,
typical and memory subgroups.
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Table 2

Regression models for demographics

A1

Outcome Covariates Predictor b p

Mean age at baseline Gender, years of education, African American race, APOEε4 carrier
status, MMSE

Typical subgroup 2.07 0.001

Language subgroup 3.71 <0.001

B2

OR p

African American Age, gender, years of education, APOEε4 carrier status, MMSE Typical subgroup 1.99 0.08

language subgroup 3.69 0.003

C3

b p

Mean years of education Age, gender, African American race, APOEε4 carrier status, MMSE Typical subgroup −0.08 0.73

Language subgroup 0.26 0.37

1
Linear regression model: btypical is the difference in mean age at baseline of the typical subgroup compared with the memory subgroup after

adjusting for covariates. blanguage is the difference in mean age at baseline of the language subgroup compared with the memory subgroup after

adjusting for covariates.

2
Logistic regression model: ORtypical is the odds members of the typical subgroup identify as African American relative to the odds members of

the memory subgroup identify as African American after adjusting for covariates. ORlanguage is the odds members of the language subgroup

identify as African American relative to the odds members of the memory subgroup identify as African American after adjusting for covariates.

3
Linear regression model: btypical is the difference in mean years of education of the typical subgroup compared with the memory subgroup

adjusting for covariates. blanguage is the difference in mean years of education of the language subgroup compared with the memory subgroup

adjusting for covariates.
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Table 4

GEE models for Functional Assessment Questionnaire (FAQ) and Clinical Dementia Rating (CDR) sum of
boxes.

Effect b p

A) Total FAQ score1

Time 2.31 <0.001

Typical subgroup 0.09 0.89

Language subgroup −1.21 0.14

Time × typical subgroup 0.37 0.16

Time × language subgroup 0.81 0.02

B) CDR sum of boxes2

Time 1.12 <0.001

Typical subgroup 0.21 0.32

Language subgroup −0.14 0.66

Time × typical subgroup 0.28 0.20

Time × language subgroup 0.49 0.10

1
btime is the rate of change in total FAQ score (points/year) for the memory subgroup. btypical is the difference in total FAQ score in the typical

subgroup compared with the memory subgroup at base-line (time = 0). blanguage is the difference in total FAQ score in the language subgroup

compared with the memory subgroup at baseline (time = 0). btime × typical is the difference in rate of change in total FAQ score in the typical

subgroup compared with the memory subgroup. btime × language is the difference in rate of change in total FAQ score in the language subgroup

compared with the memory subgroup. The following covariates are adjusted for in the model: age at first visit, years of education, APOEε4 status
and African American race.

2
btime is the rate of change in CDR sum of boxes (points/year) for the memory subgroup. btypical is the difference in CDR sum of boxes in the

typical subgroup compared with the memory subgroup at base-line (time = 0). blanguage is the difference in CDR sum of boxes in the language

subgroup compared with the memory subgroup at baseline (time = 0). btime × typical is the difference in rate of change in CDR sum of boxes in

the typical subgroup compared with the memory subgroup. btime × language is the difference in rate of change in CDR sum of boxes in the

language subgroup compared with the memory subgroup. The following covariates are adjusted for in the model: age at first visit, years of
education, APOEε4 status and African American race.
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Table 5

Primary pathologic diagnoses within each subgroup for the pathologic subset

Pathologic diagnosis Memory subgroup (n = 12) Neither subgroup (n = 69) Language subgroup (n = 17)

Normal (%) 1 (8) 1 (1) 1 (6)

AD (%) 8 (67) 53 (77) 11 (65)

Lewy body disease (%) 0 3 (4) 5 (29)

Vascular dementia (%) 0 2 (3) 0

Frontotemporal lobar degeneration (%) 1 (8) 2 (3) 0

Hippocampal sclerosis (%) 0 6 (9) 0

Prion disease (%) 0 0 0

Other (%) 2 (17) 2 (3) 0

The odds of a pathologic diagnosis of AD did not differ in the 3 subgroups (p = 0.48) using Fisher’s exact test.
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