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Abstract

Background: Mild cognitive impairment (MCI) is set to become a major health problem with the exponential ageing of the
world’s population. The association between MCI and autonomic dysfunction, supported by indirect evidence and rich with
clinical implications in terms of progression to dementia and increased risk of mortality and falls, has never been specifically
demonstrated.

Aim: To conduct a comprehensive assessment of autonomic function in subjects with MCl by means of power spectral
analysis (PSA) of heart rate variability (HRV) at rest and during provocative manoeuvres.

Methods: This cross-sectional study involved 80 older outpatients (aged =65) consecutively referred to a geriatric unit and
diagnosed with MCI or normal cognition (controls) based on neuropsychological testing. PSA was performed on 5-minute
electrocardiographic recordings under three conditions—supine rest with free breathing (baseline), supine rest with paced
breathing at 12 breaths/minute (parasympathetic stimulation), and active standing (orthosympathetic stimulation)—with
particular focus on the changes from baseline to stimulation of indices of sympathovagal balance: normalized low
frequency (LFn) and high frequency (HFn) powers and the LF/HF ratio. Blood pressure (BP) was measured at baseline and
during standing. Given its exploratory nature in a clinical population the study included subjects on medications with a
potential to affect HRV.

Results: There were no significant differences in HRV indices between the two groups at baseline. MCl subjects exhibited
smaller physiological changes in all three HRV indices during active standing, consistently with a dysfunction of the
orthosympathetic system. Systolic BP after 10 minutes of standing was lower in MCI| subjects, suggesting dysautonomia-
related orthostatic BP dysregulation.

Conclusions: Our study is novel in providing evidence of autonomic dysfunction in MCI. This is associated with orthostatic
BP dysregulation and the ongoing follow-up of the study population will determine its prognostic relevance as a predictor

of adverse health outcomes.
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Introduction

Mild cognitive impairment (MCI) is a clinical entity that lies
along the continuum from cognitively normal ageing to dementia
[1-3]. It is characterized by a slight cognitive impairment, greater
than expected for an individual’s age and education but not severe
enough to warrant a diagnosis of dementia, that does not
substantially interfere with functional independence, although
there may be some minimal deficits in the more complex
instrumental activities of daily living [1-3]. It stands out as a
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major public health problem because it is increasingly recognized
to be the prodromal stage of dementia, with an annual conversion
rate ranging from 5 to 15% across different studies [3] and it
affects a consistent portion of the population. In fact the
prevalence of MCI among older adults aged 65 and over has
been reported to be between 11 and 17%, i.e. from two to four
times that of dementia [4,5], and the absolute number of subjects
with MCI is bound to rise exponentially with the rapid ageing of
the population. Indeed in Italy, the third oldest country in the
world with its 20% prevalence of elderly [6], the number of older

May 2014 | Volume 9 | Issue 5 | 96656

CrossMark

click for updates


http://creativecommons.org/licenses/by/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pone.0096656&domain=pdf

adults is estimated to soar from just above 12 million in 2010 to
just above 21 million in 2043 [7].

Heart rate variability (HRV) is the physiological phenomenon
by which the heart rate (HR), far from displaying metronome-like
regularity, changes from beat to beat, producing fluctuations in the
time intervals between consecutive R waves (RR intervals) on an
electrocardiographic (ECG) recording. HRV is considered to
reflect the influence of the two limbs of the autonomic nervous
system (ANS) —orthosympathetic and parasympathetic- on sinus
node activity [8-10]. The analysis of HRV, available in most
commercial Holter devices, thus provides a simple, non-invasive
and reliable method for the assessment of autonomic function and
as such has been extensively employed in clinical research [11].

In the literature there are two main lines of indirect evidence
that suggest an association between MCI and autonomic
dysfunction. First, MCI is considered a condition of predementia
and a number of studies have demonstrated an impaired
autonomic function in dementia, whether by clinical autonomic
tests [12-16] or HRV analysis [17-21]. Also, a recent study has
shown that, within a group of patients with Alzheimer’s disease
(AD), there was a positive correlation between cognitive status and
parasympathetic HRV indices [22]. Second, MCI is characterized
by a slight cognitive impairment and several studies, although with
some exception [23], have revealed a significant association
between the performance on cognitive tests and HRV-derived
autonomic function across different age groups and conditions. In
fact a relationship between cognitive functioning and HRV has
been found in infants [24], children [25], young [26—29], middle-
aged [29,30] and older adults [31,32] as well as in subjects
suffering from anxiety [33-35]. To the best of our knowledge there
are only two studies that have addressed the issue of autonomic
function in MCI subjects relative to cognitively normal controls.
The first [36] is a transcranial Doppler study, primarily conceived
to investigate cerebrovascular reactivity to vasodilator/vasocon-
strictor stimuli, that only collaterally reports a deficient response of
the HR to hypercapnia in MCI patients. The second is a study by
Zulli et al. [19] who evaluate autonomic function by means of
HRYV analysis, but fail to highlight differences in HRV indices
between MCI and controls, possibly due to the lack of fully-
controlled conditions (24-hour out-of-hospital ECG with power
spectral analysis (PSA) performed on a 1-hour period during which
the patient was instructed to remain supine and awake) as well as
of provocative tests that may unmask a more a subtle dysauto-
nomia by challenging the ANS [37].

The potential clinical significance of autonomic dysfunction in
MCI is manifold. Reduced HRV has been found to be associated
with increased all-cause mortality in the general elderly population
[11] and in MCI subjects the relative risk of mortality, compared
to controls, has indeed been reported to vary from 1.7 to 2.3
[38,39]. Autonomic dysfunction can lead to blood pressure (BP)
dysregulation [40] which can in turn prompt syncope and falls via
hypotensive episodes [41] and potentially also through white
matter lesions (WMLs) [42,43] that impair balance and gait [44].
In fact the autonomic symptom score was documented to be a
predictor of falls in dementia [45]. Falls are an important cause of
morbidity, mortality and institutionalization in elderly people [46],
and there is emerging data on MCI as a risk factor for falls [47,48].
Moreover, particularly relevant to MCI is the hypothesis that BP
dysregulation may result in cerebral hypoperfusion and brain
damage that contribute to the progression of cognitive decline
towards overt dementia. Support to such hypothesis comes from
different works in the literature. There is a wealth of studies, in
elderly subjects spanning a wide range of cognitive states, that
report the association of BP dysregulation —in terms of absolute BP
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values, circadian BP pattern, orthostatic BP changes and BP
variability (BPV) — with both cognitive impairment [19,49-52] and
WDMLs/silent cerebral infarcts [42,43]. Also, in older adults there
is consistent evidence in favour of the role of silent cerebrovascular
damage in predicting the likelihood and rate of subsequent
cognitive decline and the risk of conversion to dementia [53], and
within a group of MCI subjects it has been shown that reduced
HRYV indices correlate with increasing WML severity [54].

Lastly, autonomic dysfunction can be affected by a broad
spectrum of medications - not only cardioactive ones [11]- and this
1s a matter of general concern in elderly subjects in whom
polypharmacy is common [55] as well as a question of specific
interest in MCI patients to whom cholinesterase inhibitors may be
prescribed on the basis of their risk of progression [3].

The aim of this study was to evaluate autonomic function in
subjects with MCI, compared with cognitively normal controls, by
means of PSA of HRV applied to a controlled experimental
protocol including two provocative tests: active standing (ortho-
sympathetic stimulation) and paced breathing at 12 breaths/min
(parasympathetic stimulation).

Methods
Study population

In this cross-sectional case-control study we considered for
inclusion 475 community-dwelling older subjects (aged =65) who
consecutively attended a first geriatric visit at the Geriatric
Outpatient Unit of the Fondazione IRCCS Ca’ Granda Ospedale
Maggiore Policlinico in Milan, Italy, from January to December
2012, to which they had been referred by their general
practitioners (GPs) for a broad spectrum of age-related health
problems. 80 subjects with a known diagnosis of dementia were
excluded while the remaining 395 were assessed for eligibility by
applying a number of exclusion criteria (see later). We thus
identified 117 eligible subjects who were all invited to undergo an
on-site neuropsychological evaluation. Of the 113 subjects who
agreed to neuropsychological testing, 23 were diagnosed with
dementia and were excluded, leaving 90 subjects with a diagnosis
of MCI or normal cognition (NC). Of these, 5 declined
participation so that the study eventually enrolled 85 subjects
m=41 MCI: cases, n=44 NC: controls), all of them recruited
from the same population (Figure 1). Since all eligible subjects
were invited to undergo neuropsychological testing independently
of cognitive functioning there was no selection of the sample in
such sense.

Exclusion criteria were: 1) non-sinus rhythm (atrial fibrillation
and other arrhythmias, paced rhythms) since HRV analysis is, by
definition, performed on sinus beats; 2) clinical conditions with an
established and significant effect on HRV: history of heart disease
(coronary artery disease (CAD), heart failure (HF)) [8], diabetes
mellitus [8], neurological and psychiatric diseases (Parkinson’s
disease, stroke, major depression) [8,56,57], and severe diseases
(respiratory, renal, hepatic, autoimmune and neoplastic) [58]; 3)
use of several cardioactive medications: beta-blockers, alpha-
blockers, centrally-acting calcium-channel blockers (CCBs), class I
and III antiarrhytmic drugs, digoxin; 4) use of several psychotropic
medications: tricyclic antidepressants, selective serotonin-nor-
adrenaline reuptake inhibitors (SNRIs), atypical antidepressants,
antipsychotics and cholinesterase inhibitors.

Among cardioactive medications we allowed diuretics, periph-
erally-acting CCBs and ACE-inhibitors (ACE-Is)/angiotensin II
receptor blockers (ARBs) while among psychotropic medications
selective serotonin reuptake inhibitors (SSRIs) and benzodiaze-
pines were permitted. In particular, we recorded as benzodiaze-
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First geriatric visit n =475

Excluded for known dementia n =80

Screened for eligibility n =395

Excluded based on exclusion criteria n =278

Eligible for NPS evaluation n=117

Declined n =4

NPS evaluationn=113

Excluded for dementia n =23

Eligible for autonomic evaluation

n=47 NC
n=9 [ h-s3ma

Declinedn=5

Autonomic evaluation

n=44NC
n=85 [ _41ma

Excluded during experimental session n=2
Excluded during HRV analysis n=3

Included in study

n=40NC
n=80 [ _40mci

Figure 1. Flow diagram of the study population. NPS: neuropsy-
chological; NC: normal cognition (controls); MCl: mild cognitive
impairment; HRV: heart rate variability.
doi:10.1371/journal.pone.0096656.9001

pine users subjects who were regular users, while intermittent users
were asked to refrain from taking benzodiazepines in the two days
prior to the neuropsychological and autonomic testing (48 hours
corresponding to the maximum overall duration of action of long-
half-life benzodiazepine diazepam) [59]. As far as the choice of
medication exclusion/inclusion criteria is concerned please see the
Discussion for details.

The diagnosis of MCI was made according to current consensus
criteria [1,2,60]: objective cognitive impairment on neuropsycho-
logical testing, essentially preserved daily functioning and absence
of dementia. The neuropsychological evaluation was based on a
comprehensive battery of neuropsychological tests investigating
different cognitive domains: 1) attention: digit cancellation [61]
and bell [62] tests; 2) memory: prose recall [61], Rey-Osterrieth
complex figure-delayed recall [63], digit span forward [64]; 3)
executive functions: digit span backward [65], trail-making tests A
and B [66], Weigl’s colour-form sorting test [61], cognitive
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estimates [67], Raven’s coloured progressive matrices [68], letter
fluency [69]; 4) language: category fluency [61], picture naming
[70], token test [61]; 5) visuospatial skills: Rey-Osterrieth complex
figure-copy [63], copy of geometric figures [61]; 6) ideomotor
praxis: De renzi’s test [71]. MCI was diagnosed in individuals who
were impaired in at least one cognitive domain. Impairment in a
cognitive domain was defined as an abnormal performance in at
least one test within that domain. Subjects were therefore classified
as MCI if they showed an abnormal performance in at least one
test of the neuropsychological battery. A test performance was
considered abnormal when it fell below the 10 th percentile of
published normative data for the Italian population [61-71], i.e.
when it corresponded to the “worst” 10% of the distribution of
scores obtained by available reference samples of cognitively
normal subjects, age-, gender- and education adjusted where
appropriate (please refer to Table S1 for the test scores and cut-
offs). The 10 th percentile threshold was selected, in accordance
with several authors (e.g [72-74]), because we believe that, relative
to the other options of 1.5 and 1 standard deviations below norms
(.e. 7 th and 16 th percentile), also commonly accepted [73], it
provides a more appropriate balance between the risk of under-
and over-diagnosing MCI.

The 85 subjects taking part in the study underwent a clinical
and autonomic assessment within one month from the neuropsy-
chological evaluation.

Clinical assessment

All subjects received a detailed clinical assessment to collect
information on those characteristics that have been shown to affect
HRV, either directly or via subclinical CAD [58,76] and/or are
relevant to a standard geriatric evaluation.

Sociodemographics (age, gender, education), lifestyle habits
(smoking, coffee and alcohol consumption, physical activity),
history of hypertension, medication history, family history of
premature CAD [77] and routine blood tests (glucose, lipid panel)
were recorded. Body mass index (BMI) was calculated as weight
(kg)/height (m?); alcohol consumption was expressed as alcohol
units/day (1 unit=10 g alcohol) based on the average alcohol
content by volume of the drinks consumed [78]; physical activity
was quantified in MET (metabolic equivalent)-hours/week (1
MET =1 kecalkg™ 'sh ') by means of a semistructured question-
naire in which MET values were assigned to different activities
[79].

Target organ damage, in terms of left ventricular hypertrophy
and carotid atherosclerosis, was also evaluated. Patients who did
not have a recent (within the past year) echocardiogram or carotid
Doppler scan underwent instrumental examination.

Functional status was assessed by means of the scales for the
Basic Activities of Daily Living (BADL) [80] and for the
Instrumental Activities of Daily Living (IADL) [81]; comorbidity
by means of the Cumulative Illness Rating Scale (CIRS) severity
(CIRS-s) and morbidity (CIRS-m) scores [82]; anxiety symptoms
by means of the State Trait Personality Inventory-Trait anxiety
subscale (STPI-T) [83]; depressive symptoms by means of the
Geriatric Depression Scale short (15-item) version (GDS-s) [84].
The Mini Mental State Examination (MMSE) [85], corrected for
age and education, was used to provide an estimate of global
cognitive functioning, but, due to its recognized poor sensitivity to
early cognitive impairment [3], it was not included in the battery
of diagnostic tests for MCI.

Autonomic assessment

The autonomic assessment was carried out in a quiet room, with
dimmed lighting and a comfortable temperature (22-24°C),
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between 8:30 and 11:30 a.m. in order to minimize the effect of
circadian changes in HRV [86]. Patients were instructed to
consume a light breakfast and refrain from caffeinated beverages,
alcohol, smoking and vigorous physical activity in the 12 hours
prior to testing. After a standard 12-lead ECG, three-channel
ECG recordings for HRV analysis were obtained by means of a
digital Holter recorder (Spider View, Sorin Group Company).

The protocol was composed of three stages (Figure 2): 1) supine
rest with free breathing (baseline): 15 minutes during which the
subjects were asked to remain awake, silent and still, breathing
spontaneously. To allow for stabilization only the last 5 minutes
were analysed; 2) active standing (orthosympathetic stimulation)
[8-10]: 10 minutes during which the subjects were asked to remain
still and silent, after standing upright in as smooth a motion as
possible. We chose to analyse the last 5 minutes since 5 minutes is
the time believed to be necessary for adjustment of autonomic
function to posture [87] and lies at the upper range of the
stabilization period adopted by most HRV studies involving
orthostatic testing (e.g. [21,22,88]). We opted for an active rather
than passive standing test because the former is more easily
implemented in routine geriatric clinical practice and there is
evidence that the two manoeuvres are comparable in terms of
changes in autonomic balance [89]; 3) supine paced breathing at
12 breaths/min (0.2 Hz) (parasympathetic stimulation) [10]: 15
minutes during which the subjects breathed, as regularly as
possible and with a “comfortable” tidal volume, according to an
electronic metronome set at 24 acoustic signals per minute (2.5 s
inspiration, 2.5 s expiration). Given the nature of our study
population, this stage was made as simple as possible: the first 10
minutes were devoted to familiarization with the breathing
protocol, without recording, and throughout the subjects were
not asked to directly synchronize their breathing rhythm with the
metronome but to follow voice indications from the experimenters.
Within the 12-20 breaths/min respiratory rate range, associated
with an enhancement of parasympathetic modulation [10], we
chose the lowest respiratory rate because in a preliminary
investigation we found it was the easiest for our subjects to
maintain.

BP and HR were recorded at the end of the baseline period,
after 1, 3, 5 and 10 minutes of active standing and at the end of the
paced breathing, using a validated digital spyghmomanometer
over the brachial artery (OMRON MS6). Orthostatic hypotension
(OH) was defined as a drop in systolic BP (SBP) =20 mm Hg and/
or a drop in diastolic BP (DBP) =10 mm Hg [90] relative to
baseline in at least one orthostatic recording; we extended the
recording period beyond 3 minutes since milder autonomic
dysfunction has been associated with delayed OH [91].

Since respiratory rate is a potent determinant of HRV [92], the
spontaneous respiratory rate was visually assessed during the
baseline and active standing periods. Subjects with a respiratory

SUPINE REST WITH FREE BREATHING

ACTIVE STANDING
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rate =9 breaths/min (= 0.15 Hz) were excluded due to the
overlapping of the low- and high-frequency bands which precludes
proper interpretation of PSA [93]. Based on the fact that
emotional stress can have a confounding effect on HRV [8] and
can be influenced by cognitive status, at the end of the active
standing and paced breathing periods subjects were asked to rate
their level of stress on a visual analogue scale (VAS) from 0 (no
stress) to 100 (maximum stress).

HRV analysis

HRYV analysis was performed in the frequency domain (PSA) on
each of three 5-minute ECG recordings (baseline, active standing,
paced breathing), in accordance with the guidelines of the Task
Force of the European Society of Cardiology and the North
American Society of Pacing and Electrophysiology [8]. We used
commercially available software (Synescope version 3.10, Sorin
Group Company) which carries out PSA by means of the Fast
Fourier Transform (FFT), after linear interpolation/resampling at
4 Hz of the discrete event series (to obtain a regularly time-
sampled signal) and filtering with a Hanning window (to attenuate
leakage effects). Although the software automatically detect non-
sinus beats, the recordings were always manually overread by
experienced investigators — blinded to the subjects’ cognitive
status- in order to ensure correct QRS complex classification and
rhythm identification. The software corrects for ectopics by
eliminating one RR interval before and after each non-sinus beat
and replacing them with RR intervals computed by linear
interpolation based on the surrounding normal beats [8]. This
method is more appropriate than simple deletion (i.e. removal of
the two non-normal RR intervals without replacement) because
the latter leads to loss of data which may be critical in the case of
short-term recordings and is also associated with a phase shift to
which frequency-domain measures are particularly sensitive [94].
Since there is no clear indication in the literature as to the amount
of ectopic beats that it is acceptable to remove or remove and
interpolate [95,96], with the exclusion threshold ranging from 1%
[97] to 20% [98] of the total number of beats in different studies,
we chose the most restrictive criterion. This is in line with the
suggestion by Kamath et al. [95] that in a short-term study (less
than 5 minutes) there should be no more than two to three ectopic
beats. Thus, recordings with excessive supraventricular or
ventricular ectopy- i.e. ectopic beats >1% of total beats - were
excluded from analysis, as were those with other arrhythmias.

The resulting spectral indices were: 1) very low frequency power
(VLF, =0.04 Hz), low frequency power (LF, 0.04-0.15 Hz), high
frequency power (HF, 0.15-0.4 Hz) and total power (TP, =
0.4 Hz) which are expressed in absolute units (ms?) and are
computed by integrating the area under the power spectrum
within the specified frequency range; 2) normalized LI (LFn) and
high frequency (HFn) power which are expressed in normalized

SUPINE REST WITH PACED BREATHING

baseline 12 breaths/min
15 min 10 min 15 min
| 1 1
5 min 5 min familiarization ' 5 iin
HRV analysis HRV analysis HRV analysis

Figure 2. Timeline of the three stages of the experimental protocol. HRV: heart rate variability.

doi:10.1371/journal.pone.0096656.9g002
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units (n.u.) and correspond to the absolute power divided by TP
minus VLF and multiplied by 100; and 3) the LF/HF ratio which
is the ratio of LF to HF. Two methodological issued deserve
mention herein. First, we chose to mainly focus on those indices
that better reflect the reciprocal interaction between the two
branches of the ANS: LFn (an index of orthosympathetic
modulation), HFn (an index of parasympathetic modulation) and
the LF/HF ratio (an index of sympathovagal balance) [9].

TP, LF and HF were considered only for the sake of comparison
with other studies because they suffer from some limitations. TP is
an index of overall autonomic modulation and as such does not
allow to separately assess the behaviour of the ortho- and
parasympathetic limbs of the ANS. LF and HF are influenced
by changes in TP in the same direction, which prevents
appreciation of the fractional distribution of the energy (e.g. both
decrease, albeit to different extents, during tilt) [8,9]. Indeed the
interpretation of the LF component is controversial: according to
some investigators it is an index of predominant orthosympathetic
modulation while others regard it as index of mixed ortho- and
parasympathetic modulation [8]. Although HF is an index of
predominant parasympathetic modulation [8,9] there is evidence
in the literature that HFn provides more accurate information on
the state (activation/withdrawal) of the parasympathetic nervous
system. In fact it has been shown that HFn, relative to HF, is
characterized by a stronger (negative) correlation with the angle of
tilt during graded orthostatic tilt [99] and with muscle sympathetic
nerve activity quantified by microneurography during pharmaco-
logically-induced BP changes [100]. VLF, whose physiological
significance is still uncertain and probably related to the renin-
angiotensin-aldosterone system, thermoregulation and vasomotor
activity [9], was not taken into account.

Second, LFn, HFn and the LF/HF ratio were considered in
cach of the three stages of the protocol (baseline, active standing
and paced breathing) but particular attention was devoted to their
changes from baseline to stimulation : ALFn, AHFn, ALF/HF.
These latter indices represent the response to the manoeuvre and
are especially sensitive measures of autonomic modulation,
extensively used in HRV studies (e.g. [88,101-105]) because they
explore the dynamic range of the ANS [37,88].

Statistical analysis

Data are reported as mean (standard deviation) for continuous
variables and number (percentage) for categorical variables. The
comparison between the two groups was carried out by means of:
1) the chi-squared test or Fisher’s exact test for categorical
variables; and 2) the independent samples Student’s t-test or the
Mann-Whitney U-test for continuous variables with a normal and
non-normal distribution respectively; the normality of the data was
assessed by using the Shapiro-Wilk test. In particular, HRV
indices that were not normally distributed (HFn and LF/HF) were
normalized by logarithmic transformation to base 10 (Ig) in order
to apply parametric statistics. Inflation of type I error due to
multiple testing was controlled for by means of the Benjamini-
Hochberg procedure [106] with the False Discovery Rate (FDR)
set at the conventional level for alpha (q = 5%). This was preferred
to the Bonferroni correction because the latter is known to be
overly conservative in the case of highly correlated variables, like
ours, leading to an undue loss in statistical power (i.e. an increase
in false negatives) which would be inappropriate also given the
exploratory nature of the study [107]. Multiple linear regression
was used to adjust for potential confounders, which were chosen
among the variables that were different between the two groups
(i.e. CIRS and VAS-stress scores) and/or are particularly relevant
to HRV or BP (ie. medication use and HR). Specifically, the
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standing (and A standing) HRV indices were corrected for the
CIRS-m and the standing VAS-stress scores, for medication use
(ACE-Is/ARBs, diuretics, peripherally-acting CCBs, SSR1Is, ben-
zodiazepines) and for the average standing HR. Similarly, the
paced breathing HRV indices were corrected for the CIRS-m and
the paced breathing VAS-stress scores, for medication use and for
the HR at the end of paced breathing. The SBP after 10 minutes
of standing was corrected for the CIRS-m and VAS-stress standing
scores as well as for antihypertensive medication use (ACE-Is/
ARB:s, diuretics, peripherally-acting CCBs). As far as comorbidity
was concerned only the CIRS-m score was entered in the analyses
to avoid redundancy (CIRS-m and CIRS-s being strongly
correlated, Spearman’s rho=0.822, p<0.001). All variables
satisfied the assumptions of normality (non-significance of the
Shapiro-Wilk test), homoscedasticity (non-significance of Levene’s
test) and no-multicollinearity (variance inflation factor, VIF <5)
[108]. A p value =0.05 was considered statistically significant.
Analyses were performed by means of the statistical package SPSS
version 19.0 for Windows (SPSS Inc., Chicago, IL).

Ethics Statement

This study was conducted in accordance with the Declaration of
Helsinki and was approved by the ethics committee of the
Fondazione IRCCS Ca’ Granda Ospedale Maggiore Policlinico in
Milan, Italy. All participants gave written informed consent to
participation in the study.

Results

Of the 85 participants, 5 were excluded during the experimental
session (n=1 baseline respiratory rate < 9 breaths/min, n=1
postural vasovagal reaction) or the HRV analysis (n=1 paroxys-
mal supraventricular tachycardia, n=2 excessive ectopic beats),
thus the study ultimately included 80 subjects, 40 with MCI and
40 with NC (control group) (Figure 1). It is important to note that,
during paced breathing, all subjects breathed at the target
respiratory rate of 12 breaths/min, as demonstrated by the centre
frequency of the HF peak (0.2 Hz) on PSA.

The 80 subjects included were not significantly different from
the 475 subjects considered for inclusion in terms of age (78.6 vs
78.5 years, p=0.958), smoking habits (3.8% vs 4.6% smokers,
p=1.000) and use of most allowed medications (ACE-Is/ARBs
48.8% vs 46.1%, p=0.661; peripherally-acting CCBs 13.8% vs
19.6%, p=0.216; SSRIs 27.5% vs 31.2%, p=10.511; benzodiaz-
epines 18.8% vs 26.7%, p=0.130). They were more frequently
females (75.0% vs 55.2%, p=0.001), had a borderline higher
education (10.9 vs 10.0 years of schooling, p=0.046), better
functional status (BADL score 5.5 vs 5.2, p=10.006; IADL score
7.1 vs 5.3, p<0.001), better cognitive functioning (MMSE score
27.7 vs 25.5, p<0.001), lesser comorbidity (CIRS-s score 1.5 vs
1.6, p<0.001; CIRS-m score 2.1 vs 2.5, p=10.019), consumed a
smaller number of medications (3.6 vs 5.3, p<<0.001) and used less
diuretics (20.0% vs 32.8%, p =0.022); the prevalence of hyper-
tension also tended to be lower in the study group, although the
difference just failed to attain statistical significance (56.3% vs
67.2%, p=0.057).

Table 1 shows the baseline characteristics of the study subjects.
There were no significant differences between the two groups in
most factors, including cardiovascular (CV) risk ones, potentially
affecting autonomic function: sociodemographics, BMI, lifestyle
habits, routine blood tests, prevalence of hypertension and target
organ damage, family history of premature CAD, total number
and main classes of medications, anxiety and depressive symptoms,

BP values and respiratory rate (all p >0.1). In the MCI group,
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relative to controls, baseline HR was significantly higher
(p=0.035) and CIRS-s and CIRS-m scores were significantly
lower (p=0.029 and p =0.006 respectively). As expected, MMSE
and IADL scores were significantly lower in the MCI group (p<
0.001 and p=0.006 respectively). All subjects had normal blood
levels of vitamin B12, folate and thyroid hormones. None had
ischaemic ECG changes, pathological echocardiographic findings
(except for slight valvular disease which is common in older
people) or haemodinamically significant carotid stenosis. The
neuropsychological test results are reported in Table SI and
indicate, as expected, a significantly poorer performance of MCI
subjects on tests across all cognitive domains (all p<<0.04).

Table 2 shows the characteristics of the subjects during the
experimental session. After correction for multiple testing, the
MCI group exhibited a significantly lower SBP after 10 minutes of
standing (p = 0.047), a significantly higher HR at the end of paced
breathing (p =0.018), a significantly lower standing VAS-stress
score (p=0.041) and a marginally lower paced breathing VAS-
stress score (p = 0.055). It should be remarked that the respiratory
rate was comparable between the two groups, both in the standing
position (p=0.201) and in the change from baseline to standing
(p=10.526).

Table 3 displays the results of the PSA of HRV for the three
main indices considered in our study: LFn, HFn and LF/HF. TP,
LF and HF can be found in Table S2 and did not show statistically
significant differences between the two groups (independent
samples t-tests on log;p - transformed data, all p >0.1). Since
the HRV indices are presented untransformed for descriptive
purposes, please refer to Table S3 for the log jo-transformed
values.

After correction for multiple testing, there were a number of
significant differences in the HRV indices between the two groups,
which were confirmed after adjustment for potential confounders.
Notably, significant differences in the HRV indices between the
two groups were not found in baseline conditions, but only during
and in response to the provocative tests. During active standing, in
MCI subjects compared to controls, LFn and LF/HF were
significantly lower (p =0.018 and p=0.021 respectively) and HFn
was significantly higher (p=0.049). In terms of the response to
active standing, in MCI subjects ALFn and ALF/HF were
significantly less positive (p =0.041 and p = 0.004 respectively) and
AHFn was significantly less negative (p=0.018) —i.e. the physio-
logical increase/decrease in HRV indices was significantly smaller.
During paced breathing, in MCI subjects relative to controls, LFn
and LF/HF were significantly higher (p=0.041 and p=0.049
respectively). These differences remained significant (standing:
LFn p=0.009, HFn p=0.018, LF/HF p = 0.006; A standing: LFn
p=0.012, HFn p =0.003, LF/HF p<<0.001; paced breathing: LFn
p=0.006, LF/HF p=0.039) after adjustment for potential
confounders (CIRS-m and VAS-stress scores, medication use
and HR; please refer to the Statistical analysis for full details)

In terms of the response to paced breathing there were no
significant differences between MCI subjects and controls—i.e. the
physiological decrease in LI'n and LF/HF and the physiological
increase in HFn were similar (p =0.092, p=0.154 and p=0.422
respectively). Figure 3 illustrates that the SBP after 10 minutes of
standing was still significantly lower (p =0.021) in the MCI group
following adjustment for potential confounders (CIRS-m and
VAS-stress standing scores as well as antihypertensive medication
use).
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Discussion

To the best of our knowledge this is the first study, based on a
reliable and comprehensive assessment of autonomic function by
means of PSA of HRV in different conditions, to demonstrate
autonomic dysfunction in subjects with MCI compared to
cognitively normal controls. In particular, there are two main
findings. First, the autonomic dysfunction is not detectable in
baseline conditions but becomes manifest only during and in
response to the provocative tests and is consistent with an
asymmetric involvement of the two branches of the ANS, ie. a
preferential impairment of the orthosympathetic component.
Second, it is associated with orthostatic BP dysregulation.

The lack of significant differences in HRV indices between the
two groups in baseline conditions is in line with the previous report
by Zulli et al. [19], but contrasts with the results of studies in
subjects with AD that show autonomic impairment already in the
resting supine state [18,19,21]. It is therefore reasonable to
suppose that MCI is characterized by a milder autonomic
dysfunction that is revealed only when the ANS is challenged.
The higher baseline HR observed in MCI subjects should
therefore not be interpreted as an expression of dysautonomia,
but is likely to be a spurious finding in the context of multiple
testing, also because no differences in resting HR relative to
controls have been found in MCI [19,36] or even AD subjects
[13,15,18,19,21].

As far as the provocative tests were concerned, in MCI subjects
during active standing LFn and LF/HF were lower and HFn was
higher, indicating a shift of sympathovagal balance towards
parasympathetic modulation, whereas during paced breathing
LFn and LF/HF were higher, indicating a shift of sympathovagal
balance towards orthosympathetic modulation (which translated
into an increased HR relative to controls at the end of this part of
the experimental session).

Most important, when focusing on the A HRV indices — which
represent the changes in HRV from baseline to stimulation and
enable the crucial assessment of the dynamic range of the ANS
[37,88]— the two branches of the ANS appear to be differentially
affected. In response to active standing the physiological increase
in LFn and LF/HF and the physiological decrease in HFn were
smaller in MCI subjects, reflecting a dysfunction of the
orthosympathetic system, which is the limb of the ANS gauged
by this test. This is consonant with findings in subjects with
dementia (AD): Giubilei at al. found a marked blunting of the
response to head-up tilt [18] and de Vilhena et al., although not
directly evaluating variations in HRV indices, provide data that
show unchanged LFn and HFn in the transition from the supine to
the active standing position [21]. In response to paced breathing
the physiological increase in HFn and the physiological decrease in
LFn and LF/HF were not significantly different between the two
groups, suggesting that in MCI subjects there is no dysfunction of
the parasympathetic system, which is the limb of the ANS
explored by this test. Since there are no studies employing paced
breathing protocols and HRV analysis not only in MCI but also in
dementia, these results are more difficult to place into context, but
impaired clinical parasympathetic tests like the HR response to
deep breathing [13] have been described in subjects with AD as
well as with other forms of dementia [16]. Thus, it can be
presumed that parasympathetic dysfunction sets in at a more
advanced stage of cognitive decline. However, it must also be
stressed that there is inconsistency in the literature as to the HR
response of AD subjects to deep breathing, maybe due to
methodological discrepancies across different studies, with reports
of no differences relative to controls [12,15,16]. Therefore, an
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Table 1. Baseline characteristics of the study subjects

Variable NC (n=40) MCI (n=40) p

Age (years) 77.8 (4.5) 79.4 (5.3) 0.145 °
Gender, female 33 (82.5) 27 (67.5) 0.121¢
Education (years) 11.4 (4.4) 10.5 (4.4) 0.279 €
BMI (kg/m?) 24.1 (3.0) 246 (3.2) 0431°
Hypertension 21 (52.5) 24 (60.0) 0.499 ¢
SBP (mm Hg) 134.8 (19.2) 129.0 (17.4) 0.158 °
DBP (mm Hg) 75.2 (8.7) 73.6 (8.3) 0.404 °
Heart rate (beats/min) 65.2 (8.7) 69.6 (9.6) 0.035 P
Respiratory rate (cycles/min) 14.0 (2.4) 15.0 (2.8) 0.104 °
Smoking 2 (5.0) 1(2.5) 1.000 ©
Alcohol (AU/day) 1.3 (1.6) 1.3 (1.5) 0.968 ©
Coffee (cups/day) 1.5 (1.0 1.3 (1.1) 0317 ¢
Physical activity (MET-hours/week) 68.4 (39.3) 57.6 (39.8) 0.144 ©
Family history of premature CAD 7 (17.5) 7 (17.5) 1.000 ¢
Glucose (mg/dl) 87.7 (9.8) 91.5 (10.0) 0.107 ®
Total cholesterol (mg/dl) 2229 (37.8) 227.0 (33.9) 0.635°
LDL cholesterol (mg/dl) 137.6 (33.0) 139.7 (28.0) 0.768 °
HDL cholesterol (mg/dl) 69.2 (20.5) 65.8 (18.2) 0.470 ©
Triglycerides (mg/dl) 104.0 (32.4) 106.7 (36.4) 0.745 °
Target organ damage

LVH-echocardiography 16 (40.0) 20 (50.0) 0.369 ¢
Carotid atherosclerosis

Thickening (IMT >0.9 mm) 35 (87.5) 30 (75.0) 0.152 ¢
plaque/s 33 (82.5) 29 (72.5) 0.284 ¢
Number of medications 33 (1.7) 3.8 (22) 0311°
Antihypertensive medications

ACE-Is/ARBs 16 (40.0) 23 (57.5) 0.117 ¢
Diuretics 7(17.5) 9 (22.5) 0.576 ¢
CCBs (peripherally-acting) 3 (7.5) 8 (20.0) 0.105 ¢
Psychotropic medications

SSRIs 9 (22.5) 13 (32.5) 0317 ¢
Benzodiazepines ? 8 (20.0) 7 (17.5) 0775 ¢
BADL score 5.5 (0.5) 5.6 (0.6) 0.325 ¢
IADL score 74 (1.2) 6.7 (1.6) 0.006 ©
MMSE score 28.6 (1.0) 26.8 (2.0) <0.001 ®
CIRS-s score 1.6 (0.2) 1.4 (0.2) 0.029 °
CIRS-m score 2.5 (1.3) 1.7 (1.1) 0.006 €
STPI-T score 19.5 (5.7) 19.6 (5.7) 0.843 ©
GDS-s score 34 (3.1) 32(28) 0.747 ©

Continuous variables are expressed as mean (SD), categorical variables are expressed as n (%). Significant results are shown in bold typeface.

“Refers to regular use. Intermittent users (n=2 in each group) were asked to refrain from use in the two days prior to testing;

PStudent’s t-test;

“‘Mann-Whitney’s U-test;

dChi—squared test;

€Fisher’s exact test. NC: normal cognition (controls); MCl: mild cognitive impairment; BMI: body mass index; SBP: systolic blood pressure; DBP: diastolic blood pressure;
AU: alcohol units (1 AU=10 g of alcohol); MET: metabolic equivalent (energy expenditure index, 1 MET= 1 kcalekg ™~ 'sh™"); CAD: coronary artery disease; LDL: low
density lipoprotein; HDL: high density lipoprotein; LVH: left ventricular hypertrophy; IMT: intima-media thickness; ACE-Is: angiotensin converting enzyme inhibitors;
ARBs: angiotensin Il receptor blockers; CCBs: calcium-channel blockers; SSRls: selective serotonin reuptake inhibitors; BADL: basic activities of daily living (score range 0-
6, higher scores indicate greater functional independence); IADL: instrumental activities of daily living (score range 0-8, higher scores indicate greater functional
independence); MMSE: mini mental state examination (score range 0-30, higher scores indicate better cognitive function); CIRS-s: cumulative illness rating scale severity
(score range 1-5, higher scores indicate greater comorbidity); CIRS-m: cumulative illness rating scale morbidity (score range 0-13, higher scores indicate more severe
comorbidity); STPI-T: state trait personality inventory- trait anxiety subscale (score range 10-40, higher scores indicate greater trait anxiety); GDS-s: geriatric depression
scale short form (score range 0-15, higher scores indicate greater depressive symptoms).

doi:10.1371/journal.pone.0096656.t001
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alternative hypothesis could be that there occurs no parasympa-
thetic dysfunction in either MCI or dementia.

Whatever the case, our findings suggest that in subjects with
MCI there is a preferential impairment of the orthosympathetic
limb of the ANS. The pathophysiological mechanism mediating
the association between MCI and such pattern of autonomic
dysfunction could be right insular damage. In fact the insula is a
key hub of the central autonomic network (CAN), a complex
network of central nervous system units that is implicated both in
cognitive functioning and in the regulation of ANS output via
projections on preganglionic parasympathetic and orthosympa-
thetic neurons of the dorsal motor nucleus of the vagus and the
intermediolateral cell columns of the spinal cord [109]. It is
acknowledged, based on histopathological and neuroimaging
studies, that the insulae are affected in the early preclinical stages
of dementia [110,111] and there is emerging evidence that the
right insula may be the most involved [112,113]. It is generally
accepted that the right insula is predominantly responsible for
orthosympathetic GV control, as testified by a body of functional
neuroimaging and cardiovascular data in healthy young volunteers
[114,115], as well as patients with epilepsy [116], with tinnitus
[117] and, despite some amount of controversy, with stroke [116].
In addition, it has more recently been shown that in non demented
older adults free of significant C'V disease an absolute reduction in
right insular blood flow on functional magnetic resonance imaging
was significantly associated with a greater drop in SBP during a sit-
stand manoeuvre [113].

It can also be speculated that the pathophysiological substrate of
the attenuated orthosympathetic activation and parasympathetic
withdrawal in MCI subjects during active standing is a lesion of
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Table 2. Characteristics of the study subjects during the experimental session

Variable NC (n=40) MCI (n=40) p q

SBP after 1 min standing (mm Hg) 134.7 (20.3) 127.2 (18.0) 0.088 ° 0.157

DBP after 1 min standing (mm Hg) 82.1 (10.0) 78.1 (10.1) 0.080 * 0.156

Heart rate after 1 min standing (beats/min) 71.6 (11.0) 75.7 (11.3) 0115 " 0.185

SBP after 3 min standing (mm Hg) 137.7 (18.9) 129.0 (16.7) 0.034 7 0.092

DBP after 3 min standing (mm Hg) 82.1 (10.4) 78.7 (8.5) 0.111° 0.185

Heart rate after 3 min standing (beats/min) 68.8 (9.6) 73.3 (10.0) 0.047 * 0.103

SBP after 5 min standing (mm Hg) 134.8 (20.5) 128.1 (16.6) 0.115 2 0.185

DBP after 5 min standing (mm Hg) 81.7 (10.1) 78.6 (9.0) 0.150 ® 0.194

Heart rate after 5 min standing (beats/min) 69.5 (11.3) 73.6 (9.8) 0.085 ? 0.157

SBP after 10 min standing (mm Hg) 135.2 (21.4) 124.4 (16.0) 0.012° 0.047

DBP after 10 min standing (mm Hg) 822 (11.2) 78.7 (8.8) 0.122° 0.185

Heart rate after 10 min standing (beats/min) 70.9 (10.6) 74.5 (9.9 0.119° 0.185
Orthostatic hypotension 4 (10) 7 (17.5) 0.330 ¢ 0.385

SBP end of paced breathing (mm Hg) 146.0 (19.9) 139.1 (20.5) 0.132°? 0.185

DBP end of paced breathing (mm Hg) 84.3 (9.8) 81.6 (10.6) 0.249 @ 0.301

Heart rate end of paced breathing (beats/min) 57.9 (6.9) 63.7 (8.1) 0.001 ? 0.018
Respiratory rate standing (cycles/min) 14.9 (2.7) 15.9 (3.1) 0.161 * 0.201

A Respiratory rate (cycles/min) 0.9 (1.9) 0.9 (1.6) 0.496 ° 0.526

VAS stress score standing 33.7 (22.4) 20.4 (20.4) 0.007 ° 0.041

VAS stress score paced breathing 42.2 (23.6) 28.5 (23.3) 0.019 ° 0.055
Continuous variables are expressed as mean (SD), categorical variables are expressed as n (%). Significant results are shown in bold typeface. ? Student’s t-test; ® Mann-
Whitney's U-test; © Chi-squared test; 9 correction for multiple testing by means of the Benjamini-Hochberg procedure with a 5% False Discovery Rate (FDR). NC: normal
cognition (controls); MCI: mild cognitive impairment; SBP: systolic blood pressure; DBP: diastolic blood pressure; A respiratory rate: respiratory rate standing- respiratory
rate baseline; VAS: visual analogue scale (score range 0-100, higher scores indicate greater stress).

doi:10.1371/journal.pone.0096656.t002

the locus coeruleus (LC). Indeed the LC, another component of
the CAN, is among the first brain sites undergoing histopatholog-
ical changes in MCI [118] and is activated by BP reductions [119],
producing an increase in orthosympathetic and a decrease in
parasympathetic activity [120].

In subjects with MCI the SBP after 10 minutes of active
standing was lower than in controls, suggesting orthostatic BP
dyregulation. This corroborates results from previous scant
research in the area of BP regulation in MCI, indicating a
three-fold increase in the prevalence of OH in MCI compared to
cognitively normal subjects [51] and a higher prevalence of MCI
relative to normal cognition in subjects with abnormal nocturnal
BP profiles [50]. However, unlike Mehrabian et al. [39] we found
that the difference in the prevalence of OH in the two groups,
although in the expected direction (i.e. prevalence of OH about
1.8-fold higher in MCI), was not statistically significant. Such
discrepancy is very likely explained by the much smaller sample
size of our study coupled with the fact that OH is a binary yes/no
variable based on an arbitrary threshold definition and as such is
less sensitive in capturing differences between the groups than is a
continuous variable like standing SBP.

Orthostatic BP dysregulation could hold particular clinical
significance in elderly subjects in whom a shift of the cerebral
autoregulation curve towards higher BP values increases vulner-
ability to cerebral hypoperfusion [121]. Indeed it has been shown
that even in healthy elderly without OH there was a significant
decrease in cortical oxygenation during 10 minutes of active
standing when compared with young subjects with the same
postural BP change [122].
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Figure 3. Systolic blood pressure after 10 minutes of active
standing in the two groups of subjects. Bars represent the mean
and error bars represent one standard deviation (SD). ? adjustment for
potential confounders by means of multiple linear regression (see text
for details). SBP: systolic blood pressure; NC: normal cognition
(controls); MCI: mild cognitive impairment.
doi:10.1371/journal.pone.0096656.9003
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Table 3. Power spectral analysis of heart rate variability in the two groups of subjects

Variable NC (n=40) MCI (n=40) P q® adjusted p ©

LFn (n.u)

baseline 48.7 (18.1) 49.2 (20.0) 0.910 0.910

standing 65.8 (17.0) 52.7 (20.0) 0.002 0.018 0.009

paced breathing 38.1 (18.0) 49.1 (18.7) 0.009 0.041 0.006

A standing 17.1 (16.8) 3.6 (25.7) 0.007 0.041 0.012

A paced breathing —10.6 (20.7) —0.1 (23.1) 0.036 0.092

HFn (n.u) @

baseline 30.9 (15.7) 27.5 (13.1) 0.430 0.470

standing 18.5 (10.3) 26.2 (14.3) 0.015 0.049 0.018

paced breathing 47.7 (18.5) 386 (17.3) 0.035 0.092

A standing —12.5 (14.2) —1.4 (13.4) 0.001 0.018 0.003

A paced breathing 16.7 (20.0) 11.0 (17.1) 0.374 0.422

LF/HF @

baseline 24 (2.2) 27 (2.7) 0.605 0.623

standing 5.2 (3.8) 34 (33) 0.003 0.021 0.006

paced breathing 1.2 (1.5) 1.8 (1.5) 0.014 0.049 0.039

A standing 2.8 (2.6) 0.7 (3.0 <0.001 0.004 <0.001

A paced breathing —1.2 (2.0) —0.9 (2.8) 0.075 0.154

HRV indices, expressed as mean (SD), in baseline conditions and during and in response to (A) provocative tests (active standing, paced breathing). Significant results
are shown in bold typeface.

?statistical analyses performed on log ;¢ - transformed variable;

beorrection for multiple testing by means of the Benjamini-Hochberg procedure with a 5% False Discovery Rate (FDR);

adjustment for potential confounders by means of multiple linear regression (see text for details). NC: normal cognition (controls); MCI: mild cognitive impairment; n.u.:
normalized units; LFn: low frequency power (normalized); HFn: high frequency power (normalized); LF/HF: LF to HF ratio; A standing: standing HRV index - baseline HRV
index; A paced breathing: paced breathing HRV index - baseline HRV index.

doi:10.1371/journal.pone.0096656.t003

It could therefore be conjectured that MCI leads to dysauto-
nomia through a disruption in central autonomic control,
wherever the site of the lesion within the CAN, and that a vicious
circle might thereby ensue by which dysautonomia-associated
orthostatic SBP dysregulation may result in cerebral hypoperfu-
sion and brain damage that contribute to the progression of
cognitive decline towards overt dementia. This latter possibility is
of considerable clinical interest in the quest for predictors of
evolution to dementia and deserves some discussion. It is true that
in the literature there is a lack of direct evidence that
dysautonomia causes cognitive decline since the studies investi-
gating HRV in dementia or MCI [16-22,54] are cross-sectional
and the prospective analyses from the study by Britton et al. [23]
reveal only a weak association between HRV at baseline and
changes in cognition at follow-up. However, Britton et al. focus on
a population at lower risk of cognitive decline (middle-aged adults
not selected for cognitive impairment) and do not carry out
detailed neuropsychological testing. Also, the literature provides
several distinct pieces of evidence that fit in well with the
hypothesis that dysautonomia may accelerate cognitive decline via
orthostatic BP dysregulation and WMLs. In a sample of geriatric
patients a SBP <130 mm Hg was demonstrated to be an
independent predictor of WMLs [42]. In MCI subjects a greater
WML burden increased the likelithood and rate of cognitive
decline [123] as well as the risk of conversion to dementia [124].
To close the circle, large prospective population-based studies in
older adults have shown that a baseline SBP <130 mm Hg [125]
or <110 mm Hg [126] was associated with worse cognitive
performance at follow-up and that an increase in SBP decreased
the risk of developing dementia in people on antihypertensive
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medication (per 10 mm Hg: relative risk=0.93) [127]. Further-
more, within a group of MCI subjects, reduced HRV indices have
been reported to positively correlate with WML severity [54].
Finally, cerebral hypoperfusion [128] and right insular atrophy
[129] were observed on neuroimaging in converting versus stable
MCI subjects.

Also, it can be supposed that in MCI subjects dysautonomia-
associated orthostatic SBP dysregulation could play a role in the
increased risk of falls [47,48] and subsequent morbidity and
mortality, through haemodynamic changes [41] which may be
superimposed on a background of gait and balance disturbances
due to WMLs [44] possibly induced by the lower SBP [42].

The ongoing follow-up of our study population will be
important to better clarify the clinical relevance of autonomic
dysfunction (and orthostatic BP dysregulation) in terms of the
likelihood and rate of progression to dementia, the incidence of
falls and the risk of mortality, be it fall-related or more generally
associated with the disruption of the homeostasis-maintaining
function of the ANS [11]. Along this avenue of research, which
needs the contribution of further and larger studies, autonomic
dysfunction could prove to be a predictor of adverse health
outcomes in MCI subjects and autonomic assessment could then
be used to help identify high-risk individuals to whom appropriate
interventions should be targeted.

Among the strengths of our study- including fully controlled
experimental conditions, the use of provocative tests to differen-
tially challenge the two branches of the ANS and performance of
PSA according to rigorous methodological standards- was the fact
that we collected information on a number of potential
confounders and adjusted for them when appropriate. These
included drug history, comorbidity and protocol-induced emo-
tional stress. With regard to the latter two items it is worth
mentioning that both CIRS and VAS-stress scores were lower (or
marginally lower) in MCI subjects than in controls. The lesser
comorbidity found in subjects with MCI could stem from the
nature of our sample, consisting of older adults referred to a
Geriatric Unit for specialist care by their GPs. In fact it may be
assumed that referral for suspected cognitive disturbances is a
routine practice while geriatric evaluation for other clinical
conditions is deemed necessary only when they are multiple or
particularly severe. The lower levels of stress reported by MCI
subjects could be attributed to different reasons. Difficulty in using
the VAS scale does not appear plausible because this simple scale
has been successfully employed for the rating of quality of life in
individuals with mild to moderate AD [130]. A greater tendency to
understate stress is also unlikely since the two groups did not differ
in scores on the short form of the Marlowe-Crowne scale [131]
that investigates socially desirable responding (20.1£2.8 MCI vs
19.722.6 NC, p=0.539, data not shown). It therefore appears
that patients with MCI actually experience less stress. Although we
are not aware of studies comparing individuals with MCI and NC
on their response to specific stressors, it is known that apathy is one
of the most frequent behavioural symptoms in MCI [132] and
emotional blunting might reduce the appraisal of stress. Also,
subjects with MCI often display anosognosia for cognitive deficits
[133] and in a sample of older adults spanning the cognitive
spectrum it has been demostrated that anosognosia for dementia
positively correlated with anosognosia for perceived stress [134].

There are some limitations to our study. Its cross-sectional
design precludes conclusions on the direction of causality in the
association between MCI and autonomic dysfunction, which can
only be elucidated by longitudinal studies. As previously
mentioned, the follow-up of the study population will also be
particularly important to better clarify the prognostic significance
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of autonomic dysfunction (and orthostatic BP dysregulation) in
terms of adverse health outcomes, and is currently under way.

Medication use by the study participants is a critical issue which
requires discussion. Since this is an exploratory study of a clinical
population — and specifically of older adults, which implies a
particularly high rate of comorbidity-related polypharmacy — the
inclusion of medication users is consonant with the nature of the
study. In fact, given that many drugs have a presumed impact on
the ANS, the approach of excluding all medications that may
affect HRV (e.g. [18,21,22], would have yielded a sample of
subjects not representative of the underlying population. On the
other hand, including all medications (e.g. [36,54]) would have
resulted in an undue pharmacological influence on HRV. Thus,
we chose to exclude some medications while accepting others
(please see Methods for the exclusion/inclusion criteria), in line
with previous studies on HRV involving subjects likely to be on
polypharmacy because of general age-related comorbidity (e.g.
[19,135-139]) or specific clinical conditions like heart disease (e.g.
[137,140,141]). Although the allowed medications (ACE-Is/ARBs,
diuretics, peripherally-acting CCBs, SSRIs, benzodiazepines) can
be considered a source of confounding, and although a subgroup
analysis excluding them is not feasible on account of the marked
decrease in sample size (n=12 NC vs n=10 MCI) and hence in
statistical power, it should be remarked that there was no
significant difference between the two groups in the prevalence
of use of each of these classes of medications, enabling meaningful
comparisons to be made. Moreover, the statistical analyses were
also corrected for medication use. Therefore it seems reasonable to
suppose that medication use is not inappropriately interfering with
our findings. This line of reasoning holds true for all the
medications mentioned but could be of even more relevance in
the case of psychotropic medications with a potential to affect both
HRYV and cognition. Indeed, as far as benzodiazepines were
concerned, since they can be taken not only regularly but also as
needed, in order to ensure that benzodiazepine use was
predictable, thereby enabling comparison between groups, only
regular users were allowed while intermittent users were asked to
refrain from benzodiazepine consumption prior to testing (please
see Methods and Table 1).

As to the medication selection criteria, even if we acknowledge
there may be some degree of arbitrariness in our choice of
exclusion/inclusion criteria it is worth noting that we strived to
make it as objective as possible by grounding it in the literature. To
this end we decided to exclude medications which have been
consistently and significantly shown to affect HRV: beta-blockers
[8,142], alpha-blockers [143,144]), centrally-acting CCBs [145—
150]), class I and class III antiarrhytmic drugs [8,142], digoxin
[142], tryciclic antidepressants [57,151,152], antipsychotics [153—
155], SNRIs [56,152] and cholinesterase inhibitors [18,156].
Atypical antidepressants (e.g. mirtazapine, trazodone) were also
excluded because very few studies exist on their effect on HRV
and results are conflicting [57,151,157-159]. We instead allowed
medications whose influence on HRV has consistently been found
to be nil to limited — selective serotonin reuptake inhibitors (SSR1Is)
[56,57,151,152] and diuretics [160,161] - or remains controversial
despite a rather large body of research- peripherally-acting CCBs
[148,149,161-164] and benzodiazepines [154,165-169].

Although benzodiazepines have the potential to affect the
activity of the central ANS, since it contains GABAergic neurons
[170], their impact on HRV can be considered at least
controversial. In fact the oral benzodiazepines, used for the
treatment of insomnia and anxiety in community-dwelling
subjects, unlike the intravenous ones [171,172] have mostly been
reported to have no effect on HRV [165,167,169], with some
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exception [166,168]. Moreover, a recent and larger study in
patients with schizophrenia [154], making no distinction between
routes of administration, demonstrated that daily benzodiazepine
dose was not associated with frequency-domain measures of HRV.

Finally, ACE-inhibitors (ACE-Is)/angiotensin II receptor block-
ers (ARBs) were also permitted. Despite the fact that the literature
is largely in favour of an effect of these medications on HRV
[142,163,173,174], with only some occasional evidence of no
effect [160-162], we still believed it would be reasonable to allow
them based on the notion that hypertension has a very high
prevalence in the elderly [175] and that they are the most
commonly prescribed antihypertensives [176], meaning that their
exclusion would greatly detract from the generalizability of our
findings.

Since the exclusion/inclusion criteria include several cardioac-
tive medications often employed as antihypertensives, their
application could also be having an impact on the hypertensive
subjects in the study population. With regard to the exclusion
criteria, excluding some antihypertensive medications could mean
selecting untreated (i.e. unrecognized) hypertensives as well as
hypertensives treated with a lesser number of medications-
uncontrolled and potentially uncontrolled hypertensives respec-
tively. Although such possibility cannot be definitely ruled out
because the study, with a single baseline BP measurement and no
24-hour ambulatory BP monitoring [177], was not designed to
diagnose hypertension or to assess its pharmacological control, two
points are worth making. First, if there actually are unrecognized
hypertensives we would not expect them to be differently
distributed within the two groups. Moreover, the 56% prevalence
of hypertension found in the study population is very close to the
66% reported when investigating an ambulatory elderly popula-
tion [178], considering that in our case some of the hypertensives
were lost due to exclusion criteria; this seems to suggests that
unrecognized hypertension is not a major problem in our study,
consistently with the fact that it enrolled older adults accessing
secondary care who are likely to have been screened for high BP
by their GPs. Second, hypertensives treated with a lesser number
of medications are not necessarily uncontrolled hypertensives; on
the contrary they may be subjects whose hypertension is more
amenable to therapy. With regard to the inclusion criteria,
allowing medications with cither consistent (e.g. ACE-Is/ARBs) or
controversial (e.g. peripherally-acting CCBs) evidence of an effect
on HRV could also be a methodological concern. In fact, while it
is recognized that untreated hypertension is characterized by
dysautonomia [9] the autonomic profile of treated hypertensives
appears to depend on the medication used, beyond its BP-lowering
effect (e.g. [148-150,160,163,174]). Therefore, it could be
objected that, although all subjects recorded as hypertensives in
our study were known hypertensives on stable treatment and there
was no significant difference in the prevalence of hypertension
between the two groups, their autonomic status could differ.
However, this does not seem to be the case because, as already
discussed, medication use was similar in MCI and NC subjects and
it was also adjusted for in statistical analyses.

As to the question of how representative the study sample is of a
clinical and/or community-dwelling elderly population, some
issues should be borne in mind. The use of exclusion criteria
mevitably implies that the subjects enrolled cannot be fully
representative of the population considered for inclusion. In fact,
even though we limited exclusion criteria as much as possible, the
80 subjects included differed from the overall 475 in terms of
several characteristics. On account of the exclusion of a number of
medications and clinical conditions (including dementia), they
showed less comorbidity and polypharmacy as well as better
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functional and cognitive status, as expected. The borderline higher
education could be a consequence of the exclusion of individuals
suffering from dementia since there is a recognized inverse
relationship between education and risk of dementia [179]. The
female predominance might stem from the higher prevalence
among males of excluded CV diseases such as CAD and HF [180].
The lower prevalence of diuretic use can speculatively be ascribed
to the fact that diuretics are mainstay of HF treatment in the
elderly [181] and HF was excluded. Furthermore, the generaliz-
ability of our findings to the older community-dwelling population
at large may be limited by the nature of the recruited population
(i.e. outpatients attending a Geriatric Unit) which may have biased
the sample towards subjects with poorer cognitive status and worse
health. However, with regard to cognitive status, although some
degree of bias cannot be excluded, it is important to note that our
Geriatric Unit does not exclusively address cognitive disturbances
but a wide variety of age-related health problems and that in our
experimental design subjects were invited to undergo on-site
neuropsychological testing independently of cognitive functioning
and responded with a very high participation rate (113 out of 117,
1.e. about 97%, agreed to testing). Also, as far as overall health was
concerned, selection bias probably operated in two opposite
directions, with outpatients referred to the Geriatric Unit having
worse health but then being selected for better health based on the
exclusion criteria.

The sample size was relatively small and, although in line with
or indeed larger than that of other HRV studies on subjects with
MCI and AD [18,19,21,54] it did not allow us to investigate
autonomic function across different MCI subtypes [1].

The diagnosis of MCI was based on current consensus criteria:
objective cognitive impairment documented by neuropsycholog-
ical testing, essentially preserved functional independence and
absence of dementia. Consistently with most other studies [75] we
did not take into account the subjective and longitudinal criteria.
The first is defined by a cognitive concern reported by the patient
and/or an informant and whether it should be adopted is a matter
of debate [75,182]. In fact patients with MCI often lack self-
awareness [75,133,183] while subjects who complain about
cognition may be depressed or anxious [75,184]. Although
informant reports have generally been shown to correlate well
with objective cognitive performance in MCI, their clinical use is
hampered by the lack of validated rating instruments and the
potential bias stemming from the informant’s personal character-
istics [183] including the fact that MCI caregivers are mostly
spouses [185] and thus older adults who may themselves be
cognitively impaired. The second criterion corresponds to an
objective cognitive decline over time and its omission is due to the
cross-sectional design of the study. Prospective neuropsychological
testing could probably have improved the accuracy of MCI
classification by providing evidence of intraindividual change in
cognition. However, recent guidelines recognize that an MCI
diagnosis will likely need to be given without the benefit of serial
cognitive assessments [60]. Also, it should be noted that whereas
declining cognition is suggestive of MCI, the reverse may not be
true- 1.e. a significant proportion of MCI patients actually remain
stable at follow-up [186].

Tidal volume was not controlled or measured, but subjects were
simply asked to breathe normally during baseline conditions and
active standing and at a “‘comfortable” tidal volume during paced
breathing. Although this is a potential methodological issue, it is
bound to have little practical meaning since there is no reason to
assume that tidal volume was different in the two groups and it is
acknowledged that, compared to respiratory rate (which was
indeed taken into account) tidal volume is a much less potent
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determinant of HF [92] with negligible effects within the
physiological breathing range [93]. Also, controlling or measuring
tidal volume would have increased the stress and complexity of the
protocol. On such grounds, in our study, like in the vast majority
of HRV publications [93], tidal volume was not considered.

Lastly, it can also be argued that the presence of subjects with
bradycardia may be affecting our findings by reducing the number
of beats available for analysis. However, ectopics were edited by
linear interpolation rather than simple deletion (please see HRV
analysis), implying no loss of data from the 5-minute recordings,
and it has been reported that PSA on data segments 3 to 5 minutes
long provides reliable results, regardless of whether the subject has
a high or low basal HR [187]. In addition, corrections for HR
were performed in the statistical analyses.

Conclusions

To the best of our knowledge this is the first study, based on a
reliable and comprehensive assessment of autonomic function by
means of PSA of HRV in different conditions, to demonstrate
autonomic dysfunction in subjects with MCI compared to
cognitively normal controls, after adjustment for potential
confounders. The autonomic dysfunction was not detectable in
baseline conditions but only during and in response to provocative
tests, was consistent with orthosympathetic impairment, and was
associated with orthostatic BP dysregulation. The underlying
physiopathological mechanism could be disruption of central
autonomic control due to right insular or locus coeruleus damage.
The potential clinical relevance of autonomic dysfunction in MCI
is manifold, as there is convincing evidence it may play a role in
progression to dementia, in the increased risk of mortality and

References
1. Winblad B, Palmer K, Kivipelto M, Jelic V, Fratiglioni L, et al. (2004) Mild

cognitive impairment-beyond controversies, towards a consensus: report of the
International Working Group on Mild Cognitive Impairment. J Intern Med
256: 240-246.

2. Portet F, Ousset PJ, Visser PJ, Frisoni GB, Nobili F, et al. (2006) Mild cognitive
impairment (MCI) in medical practice: a critical review of the concept and new
diagnostic procedure. Report of the MCI Working Group of the European
Consortium on Alzheimer’s Disease. J Neurol Neurosurg Psychiatry 77: 714—
718.

3. Petersen RC (2011) Clinical practice: Mild cognitive impairment. N Engl J Med
364: 2227-34.

4. Di Carlo A, Baldereschi M, Amaducci L., Maggi S, Grigoletto F, et al. (2000)
Cognitive impairment without dementia in older people: prevalence, vascular
risk factors, impact on disability. The Italian Longitudinal Study on Aging.
J Am Geriatr Soc 48: 775-782.

5. Graham JE, Rockwood K, Beattie BL, Eastwood R, Gauthier S, et al. (1997)
Prevalence and severity of cognitive impairment with and without dementia in
an elderly population. Lancet 349: 1793-1796.

6. Federal Interagency Forum on Aging Related Statistics: Older Americans
2012: Key Indicators of Well Being (2012) Available: http://www.agingstats.
gov.Accessed June 8 2013.

7. 11 Futuro Demografico del Paese: previsioni regionali della popolazione
residente al 2065 (2011) Available: http://www.istat.it. Accessed June 8 2013.

8. Task Force of the European Society of Cardiology and the North American
Society of Pacing and Electrophysiology (1996) Heart rate variability: standards
of measurement, physiological interpretation and clinical use. Circulation 93:
1043-1065.

9. Lombardi F, Malliani A, Pagani M, Cerutti S (1996) Heart rate variability and

its sympatho-vagal modulation. Cardiovasc Res 32: 208-216.

. Malliani A, Pagani M, Lombardi F, Cerutti S (1991) Cardiovascular neural
regulation explored in the frequency domain. Circulation 84: 482-492.

11. Nicolini P, Ciulla MM, De Asmundis C, Magrini F, Brugada P (2012) The
prognostic value of heart rate variability in the elderly, changing the
perspective: from sympathovagal balance to chaos theory. Pacing Clin
Electrophysiol 35: 622-638.

. Elmstahl S, Petersson M, Lilja B, Samuelsson SM, Rosén I, et al. (1992)
Autonomic cardiovascular responses to tilting in patients with Alzheimer’s
disease and in healthy elderly women. Age Ageing 21: 301-307.

. Wang §J, Liao KK, Fuh JL, Lin KN, Wu ZA, et al. (1994) Cardiovascular

autonomic functions in Alzheimer’s disease. Age Ageing 23: 400-404.

PLOS ONE | www.plosone.org

12

Autonomic Dysfunction in Mild Cognitive Impairment

falls, and it may be affected by pharmacological treatments.
Longitudinal studies will be required to assess the direction of
causality and to better clarify the prognostic significance of the
autonomic dysfunction in terms of adverse health outcomes.

Supporting Information

Table S1 Neuropsychological test scores by cognitive
domain in the two groups of subjects.

(DOCX)

Table S2 Total power and absolute low- and high-
frequency powers in the two groups of subjects.

(DOCX)

Table S3 Log 1o — transformed HRYV indices in the two
groups of subjects.

(DOCX)

Acknowledgments

The authors would like to thank Dr. S. Inglese for her help with the
neuropsychological testing. They are also very grateful to Mr. Ivan Paroni
from Sorin Milan for his technical assistance.

Author Contributions

Conceived and designed the experiments: PN MMC GM FM. Performed
the experiments: PN MMC PR CA EP. Analyzed the data: PN MMC GM
DC. Wrote the paper: PN. Reviewed the manuscript: DM. Contributed to
the revision of the manuscript with important intellectual content: FL.

. Algotsson A, Viitanen M, Winblad B, Solders G (1995) Autonomic dysfunction
in Alzheimer’s disease. Acta Neurol Scand 91: 14-18.

. Idiaquez J, Sandoval E, Seguel A (2002) Association between neuropsychiatric
and autonomic dysfunction in Alzheimer’s disease. Clin Auton Res 12: 43-46.

. Allan LM, Ballard CG, Allen J, Murray A, Davidson AW, McKeith IG, et al.
(2007) Autonomic dysfunction in dementia. J Neurol Neurosurg Psychiatry 78:
671-677.

. Aharon-Peretz J, Harel T, Revach M, Ben-Haim SA (1992) Increased
sympathetic and decreased parasympathetic cardiac innervation in patients
with Alzheimer’s disease. Arch Neurol 49: 919-922.

. Giubilei F, Strano S, Imbimbo BP, Tisei P, Calcagnini G, et al. (1998) Cardiac
autonomic dysfunction in patients with Alzheimer disease: possible pathoge-
netic mechanisms. Alzheimer Dis Assoc Disord 12: 356-361.

. Zulli R, Nicosia F, Borroni B, Agosti C, Prometti P, et al. (2005) QT dispersion

and heart rate variability abnormalities in Alzheimer’s disease and in mild

cognitive impairment. J Am Geriatr Soc 53: 2135-2139.

Kim DH, Lipsitz LA, Ferrucci L, Varadhan R, Guralnik JM, et al. (2006)

Association between reduced heart rate variability and cognitive impairment in

older disabled women in the community: Women’s Health and Aging Study I. J

Am Geriatr Soc 54: 1751-1757.

de Vilhena Toledo MA, Junqueira LF Jr (2008) Cardiac sympathovagal

modulation evaluated by short-term heart interval variability is subtly impaired

in Alzheimer’s disease. Geriatr Gerontol Int 8: 109-118.

Toledo MA, Junqueira LF Jr (2010) Cardiac autonomic modulation and

cognitive status in Alzheimer’s disease. Clin Auton Res 20: 11-17.

Britton A, Singh-Manoux A, Hnatkova K, Malik M, Marmot MG et al. (2008)

he association between heart rate variability and cognitive impairment in

middle-aged men and women. The Whitehall II cohort study. Neuroepide-

miology 31(2): 115-121.

. Richards JE, Casey BJ (1991) Heart rate variability during attention phases in
young infants. Psychophysiology 28(11): 43-53.

. Suess PE, Porges SW, Plude DJ (1994) Cardiac vagal tone and sustained
attention in school-age children. Psychophysiology 31(1): 17-22.

. Hansen AL, Johnsen BH, Thayer JF (2003) Vagal influence on working
memory and attention. Int J Psychophysiol 48(3): 263-274.

. Hansen AL, Johnsen BH, Sollers JJ 3rd, Stenvik K, Thayer JF (2004) Heart
rate variability and its relation to prefrontal cognitive function: the effects of
training and detraining. Eur J Appl Physiol 93(3): 263-272.

20.

21.

22.

23.

May 2014 | Volume 9 | Issue 5 | 96656


http://www.agingstats.gov
http://www.agingstats.gov
http://www.istat.it

28.

31

32.

34.

36.

38.

39.

40.

41.

42,

44.

45.

46.

47.

48.

49.

50.

51,

54.

55.

56.

Hansen AL, Johnsen BH, Thayer JF (2009) Relationship between heart rate
variability and cognitive function during threat of shock. Anxiety Stress Coping
22: 77-89.

. Mathewson KJ, Jetha MK, Drmic IE, Bryson SE, Goldberg JO, et al. (2010)

Autonomic predictors of Stroop performance in young and middle-aged adults
(2010). Int J Psychophysiol 76(3): 123-129.

. Shah AJ, Su S, Veledar E, Bremner JD, Goldstein FC, et al. (2011) Is heart rate

variability related to memory performance in middle-aged men? Psychosom
Med 73: 475-82.

Yang AC, Tsai SJ, Hong CJ, Yang CH, Hsieh CH, et al. (2008) Association
between heart rate variability and cognitive function in elderly community-
dwelling men without dementia: a preliminary report. J Am Geriatr Soc 56:
958-960.

Al Hazzouri AZ, Haan MN, Deng Y, Neuhaus J, Yaffe K (2014) Reduced
Heart Rate Variability Is Associated With Worse Cognitive Performance in
Elderly Mexican Americans. Hypertension 63(1): 181-187.

. Johnsen BH, Thayer JF, Laberg JC, Wormnes B, Raadal M, et al. (2003)

Attentional and physiological characteristics of patients with dental anxiety.
J Anxiety Disord 17(1): 75-87.

Hovland A, Pallesen S, Hammar ;\, Hansen AL, Thayer JF, et al. (2012) The
relationships among heart rate variability, executive functions, and clinical
variables in patients with panic disorder. Int J Psychophysiol 86(3): 269-275.

. Havnen A, Hovland A, Haug ET, Hansen B, Kvale G (2013) Sleep and heart

rate variability in patients with obsessive-compulsive disorder: preliminary
findings. Clinical Neuropsychiatry 10 (3) Suppl 1: 56-60.

Anzola GP, Galluzzi S, Mazzucco S, Frisoni GB (2011) Autonomic dysfunction
in mild cognitive impairment: a transcranial Doppler study. Acta Neurol Scand
124: 403-409.

. Montano N, Porta A, Cogliati C, Costantino G, Tobaldini E, et al. (2009)

Heart rate variability explored in the frequency domain: a tool to investigate
the link between heart and behavior. Neurosci Biobehav Rev 33: 71-80.
Frisoni GB, Fratiglioni L, Fastbom J, Viitanen M, Winblad B (1999) Mortality
in nondemented subjects with cognitive impairment: the influence of health-
related factors. Am J Epidemiol 150: 1031-1044.

Tuokko H, Frerichs R, Graham J, Rockwood K, Kristjansson B, et al. (2003)
Five-year follow-up of cognitive impairment with no dementia. Arch Neurol
60: 577-582.

Joyner MJ, Charkoudian N, Wallin BG (2008) A sympathetic view of the
sympathetic nervous system and human blood pressure regulation. Exp Physiol
93: 715-724.

Brignole M (2006) Distinguishing syncopal from non-syncopal causes of fall in
older people. Age Ageing 35 (Suppl 2): 1i46-ii50.

Raiha I, Tarvonen S, Kurki T, Rajala T, Sourander L (1993) Relationship
between vascular factors and white matter low attenuation of the brain. Acta
Neurol Scand 87: 286-289.

. Sierra C (2011) Associations between Ambulatory Blood Pressure Parameters

and Cerebral White Matter Lesions. Int J Hypertens 2011: 478710.

Zheng ]JJ, Delbaere K, Close JC, Sachdev PS, Lord SR (2011) Impact of white
matter lesions on physical functioning and fall risk in older people: a systematic
review. Stroke 42: 2086-2090.

Allan LM, Ballard CG, Rowan EN, Kenny RA (2009) Incidence and
prediction of falls in dementia: a prospective study in older people. PLoS One
4: e5521.

Tinetti ME, Kumar C (2010) The patient who falls: “It’s always a trade-off”.
JAMA 303: 258 266.

Liu-Ambrose TY, Ashe MC, Graf P, Beattic BL, Khan KM (2008) Increased
risk of falling in older community-dwelling women with mild cognitive
impairment. Phys Ther 88: 1482-1491.

Delbaere K, Kochan NA, Close JC, Menant JC, Sturnieks DL, et al. (2012)
Mild cognitive impairment as a predictor of falls in community-dwelling older
people. Am J Geriatr Psychiatry 20: 845-853.

Qiu C, Winblad B, Fratiglioni L. (2005) The age-dependent relation of blood
pressure to cognitive function and dementia. Lancet Neurol 4: 487-499.

Guo H, Tabara Y, Igase M, Yamamoto M, Ochi N, et al. (2010) Abnormal
nocturnal blood pressure profile is associated with mild cognitive impairment in
the elderly: the J-SHIPP study. Hypertens Res 33: 32-36.

Mehrabian S, Duron E, Labouree F, Rollot F, Bune A, et al. (2010)
Relationship between orthostatic hypotension and cognitive impairment in the
elderly. J Neurol Sci 299: 45—48.

. Jung HW, Kim KI (2013) Blood pressure variability and cognitive function in

the elderly. Pulse 1: 29-34.

. Debette S, Markus HS (2010) The clinical importance of white matter

hyperintensities on brain magnetic resonance imaging: systematic review and
meta-analysis. BMJ 341: c3666.

Galluzzi S, Nicosia F, Geroldi C, Alicandri A, Bonetti M, et al. (2009) Cardiac
autonomic dysfunction is associated with white matter lesions in patients with
mild cognitive impairment. J Gerontol A Biol Sci Med Sci 64: 1312-1315.
Nobili A, Franchi C, Pasina L, Tettamanti M, Baviera M, et al. (2011) Drug
utilization and polypharmacy in an Italian elderly population: the EPIFARM-
elderly project. Pharmacoepidemiol Drug Saf 20: 488-496.

Koschke M, Boettger MK, Schulz S, Berger S, Terhaar ], et al. (2009)
Autonomy of autonomic dysfunction in major depression. Psychosom Med 71:
852-860.

PLOS ONE | www.plosone.org

13

57.

58.

59.

60.

61.

62.

63.

65.

66.

67.

68.

69.

73.

74.

75.

76.

78.

80.

81.

82.

83.

84.

Autonomic Dysfunction in Mild Cognitive Impairment

Kemp AH, Quintana DS, Gray MA, Felmingham KL, Brown K, et al. (2010)
Impact of depression and antidepressant treatment on heart rate variability: a
review and meta-analysis. Biol Psychiatry 67: 1067-74.

Uusitalo AL, Vanninen E, Levilahti E, Batti¢ MC, Videman T,et al (2007)
Role of genetic and environmental influences on heart rate variability in
middle-aged men. Am J Physiol Heart Circ Physiol 293: H1013-1022.

Rang HP, Dale MM, Ritter JM (1999) Pharmacology, 4" edition. Edinburgh:
Churchill Livingstone. 830 pp.

Albert MS, DeKosky ST, Dickson D, Dubois B, Feldman HH, et al. (2011) The
diagnosis of mild cognitive impairment due to Alzheimer’s disease:recommen-
dations from the National Institute on Aging-Alzheimer’s Association work-
groups on diagnostic guidelines for Alzheimer’s disease. Alzheimers Dement
7(3): 270-279.

Spinnler H, Tognoni G (1987) Italian standardization and classification of
Neuropsychological tests. The Italian Group on the Neuropsychological Study
of Aging. Ital J Neurol Sci Suppl 8: 1-120.

Vallar G, Rusconi M L, Fontana S, Musicco M (1994) Three clinical tests for
the assessment of visuo-spatial exploration. Norms from 212 normal subjects.
Archivio di Psicologia, Neurologia e Psichiatria 55(4): 827-841.

Caffarra P, Vezzadini G, Dieci F, Zonato F, Venneri A (2002) Rey-Osterrieth
complex figure: normative values in an Italian population sample. Neurol Sci

22: 443-447.

. Orsini A, Grossi D, Capitani E, Laiacona M, Papagno C, et al. (1987) Verbal

and spatial immediate memory span: normative data from 1355 adults and
1112 children. Ital J Neurol Sci 8: 539-548.

Monaco M, Costa A, Caltagirone C, Carlesimo GA (2013) Forward and
backward span for verbal and visuo-spatial data: standardization and
normative data from an Italian adult population. Neurol Sci 34(5): 749-754.
Giovagnoli AR, Del Pesce M, Mascheroni S, Simoncelli M, Laiacona M, et al.
(1996) Trail making test: normative values from 287 normal adult controls.
Ital J Neurol Sci 17: 305-309.

Della Sala S, MacPherson SE, Phillips LH, Sacco L, Spinnler H (2003) How
many camels are there in Italy? Cognitive estimates standardised on the Italian
population. Neurol Sci 24: 10-15.

Basso A, Capitani E, Laiacona M (1987) Raven’s coloured progressive
matrices: normative values on 305 adult normal controls. Funct Neurol 2(2):
189-194.

Novelli G, Papagno C, Capitani E, Laiacona M, Vallar G, et al. (1986) Three
clinical tests for the assessment of lexical retrieval and production: norms from
320 normal subjects. Arch Psicol Neurol Psichiatr 47: 477-506.

. Laiacona M, Barbarotto R, Trivelli C, Capitani E (1993) Dissociazioni

semantiche e intercategoriali:descrizione di una batteria standardizzata e dati
normativi. Arch Psicol Neurol Psichiatr 54: 209-248.

. De Renzi E, Motti F, Nichelli P (1980) Imitating gestures. A quantitative

approach to ideomotor apraxia. Arch Neurol 37: 6-10.

. Geroldi C, Rossi R, Calvagna C, Testa C, Bresciani L, et al. (2006) Medial

temporal atrophy but not memory deficit predicts progression to dementia in
patients with mild cognitive impairment. ] Neurol Neurosurg Psychiatry 77(11):
1219-1222.

Solfrizzi V, Panza F, Colacicco AM, D’Introno A, Capurso C, et al Italian
Longitudinal Study on Aging Working Group (2004) Vascular risk factors,
incidence of MCI, and rates of progression to dementia. Neurology 63(10):
1882-1891.

Delano-Wood L, Stricker NH, Sorg SF, Nation DA, Jak AJ et al. (2012)
Posterior cingulum white matter disruption and its associations with verbal
memory and stroke risk in mild cognitive impairment. J Alzheimers Dis 29(3):
589-603.

Luck T, Luppa M, Briel S, Riedel-Heller SG (2010) Incidence of mild cognitive
impairment: a systematic review. Dement Geriatr Cogn Disord 29(2): 164-175.
Tsuji H, Venditti FJ Jr, Manders ES, Evans JC, Larson MG, et al. (1996)
Determinants of heart rate variability. ] Am Coll Cardiol 28: 1539-1546.

. National Cholesterol Education Program (NCEP) Expert Panel on Detection,

Evaluation, and Treatment of High Blood Cholesterol in Adults (Adult
Treatment Panel III): Third Report of the National Cholesterol Education
Program (NCEP) Expert Panel on Detection, Evaluation, and Treatment of
High Blood Cholesterol in Adults (Adult Treatment Panel III) final report
(2002) Circulation 106: 3143-3421.

Kerr WC, Stockwell T (2012) Understanding standard drinks and drinking
guidelines. Drug Alcohol Rev 31: 200-205.

. Ainsworth BE, Haskell WL, Herrmann SD, Meckes N, Bassett DR Jr, et al.

(2011) 2011 Compendium of Physical Activities: a second update of codes and
MET values. Med Sci Sports Exerc 43: 1575-1581.

Katz S, Downs TD, Cash HR, Grotz RC (1970) Progress in development of the
index of ADL. Gerontologist 10: 20-30.

Lawton MP, Brody EM (1969) Assessment of older people: self-maintaining
and instrumental activities of daily living. Gerontologist 9: 179-186.
Parmelee PA, Thuras PD, Katz IR, Lawton MP (1995) Validation of the
umulative Illness Rating Scale in a geriatric residential population. J Am
Geriatr Soc 43: 130-137.

Spielberger CD, Gorsuch RL, Lushene RE (1970) State-Trait Anxiety
Inventory: Test Manual Palo Alto (CA): Consulting Psychologist Press.
Sheikh JI, Yesavage JA (1986) Geriatric Depression Scale (GDS):recent

evidence and development of a shorter version. Clin Gerontol 5: 165-173.

May 2014 | Volume 9 | Issue 5 | 96656



85.

87.

88.

89.

90.

91.

93.

94.

95.

96.

97.

98.

99.

100.

101.

102.

103.

104.

105.

106.

107.

108.

109.

110.

111.

112.

Folstein MF, Folstein SE, McHugh PR (1975) “Mini-mental state”. A practical
method for grading the cognitive state of patients for the clinician. J Psychiatr
Res 12: 189-198.

. Yamasaki Y, Kodama M, Matsuhisa M, Kishimoto M, Ozaki H, et al. (1996)

Diurnal heart rate variability in healthy subjects: effects of aging and sex
difference. Am J Physiol 271: H303-310.

Appenzeller O, Oribe E (1997) The Autonomic Nervous System: An
Introduction to Basic and Clinical Concepts. New York: Elsevier Science.
Laitinen T, Niskanen L, Geelen G, Linsimies E, Hartikainen J (2004) Age
dependency of cardiovascular autonomic responses to head-up tilt in healthy
subjects. J Appl Physiol 96: 2333-2340.

Bloomfield DM, Kaufman ES, Bigger JT Jr, Fleiss J, Rolnitzky L, et al. (1997)
Passive head-up tilt and actively standing up produce similar overall changes in
autonomic balance. Am Heart J 134: 316-320.

Freeman R, Wieling W, Axelrod FB, Benditt DG, Benarroch E, et al. (2011)
Consensus statement on the definition of orthostatic hypotension, neutrally
mediated syncope and the postural tachycardia syndrome. Clin Auton Res 21:
69-72.

Gibbons CH, Freeman R (2006) Delayed orthostatic hypotension: a frequent
cause of orthostatic intolerance. Neurology 67: 28-32.

. Berntson GG, Bigger JT Jr, Eckberg DL, Grossman P, Kaufmann PG, et al.

(1997) Heart rate variability: origins, methods, and interpretive caveats.
Psychophysiology 34: 623-648.

Brown TE, Beightol LA, Koh J, Eckberg DL (1993) Important influence of
respiration on human R-R interval power spectra is largely ignored. J Appl
Physiol 75: 2310-2317.

Bilchick KC, Berger RD (2006) Heart rate variability. J Cardiovasc Electro-
physiol 17(6):691-694.

Kamath MV, Fallen EL (1995) Correction of the heart rate variability signal for
ectopics and missing beats. In: Malik M, Camm AJ, editors. Heart Rate
Variability. Armonk, NY: Futura Publishing Company. pp 75-85.

Reed MJ, Robertson CE, Addison PS (2005) Heart rate variability
measurements and the prediction of ventricular arrhythmias. QJM 98(2):
87-95.

Piccirillo G, Bucca C, Bauco C, Cinti AM, Michele D, et al. (1998) Power
spectral analysis of heart rate in subjects over a hundred years old. Int J Cardiol
63: 53-61.

Stein PK, Domitrovich PP, Huikuri HV, Kleiger RE (2005) Traditional and
nonlinear heart rate variability are cach independently associated with
mortality after myocardial infarction. J Cardiovasc Electrophysiol 16(1): 13-20.
Montano N, Ruscone TG, Porta A, Lombardi I, Pagani M, et al. (1994) Power
spectrum analysis of heart rate variability to assess the changes in
sympathovagal balance during graded orthostatic tilt. Circulation 90(4):
1826-31.

Pagani M, Montano N, Porta A, Malliani A, Abboud FM, et al. (1997)
Relationship between spectral components of cardiovascular variabilities and
direct measures of muscle sympathetic nerve activity in humans. Circulation
95(6): 1441-1448.

Pagani M, Malfatto G, Pierini S, Casati R, Masu AM,et al (1988) Spectral
analysis of heart rate variability in the assessment of autonomic diabetic
neuropathy. J Auton Nerv Syst 23: 143-153.

Carnethon MR, Liao D, Evans GW, Cascio WE, Chambless LE, et al. (2002)
Correlates of the shift in heart rate variability with an active postural change in
a healthy population sample: The Atherosclerosis Risk In Communities study.
Am Heart J 143: 808-813.

Srinivasan K, Sucharita S, Vaz M (2002) Effect of standing on short term heart
rate variability across age. Clin Physiol Funct Imaging 22: 404-408.

Gilder M, Ramsbottom R (2008) Change in heart rate variability following
orthostasis relates to volume of exercise in healthy women. Auton Neurosci
143: 73-76.

Kikuchi M, Hanaoka A, Kidani T, Remijn GB, Minabe Y, et al. (2009) Heart
rate variability in drug-naive patients with panic disorder and major depressive
disorder. Prog Neuropsychopharmacol Biol Psychiatry 33: 1474-1478.
Benjamini Y, Hochberg Y (1995) Controlling the false discovery rate: a
practical and powerful approach to multiple testing. ] R Stat Soc Series B Stat
Methodol 57(1): 289-300.

Perneger TV (1998) What’s wrong with Bonferroni adjustments. BM]J
316(7139): 1236-1238.

Menard S (1995) Applied logistic regression analysis. Sage University Paper
Series on Quantitative Applications in the Social Sciences 07-106. Thousand
Oaks, CA: Sage.

Thayer JF, Hansen AL, Saus-Rose E, Johnsen BH (2009) Heart rate variability,
prefrontal neural function, and cognitive performance: the neurovisceral
integration perspective on self-regulation, adaptation, and health. Ann Behav
Med 37: 141-153.

Braak H, Braak E (1998) Evolution of neuronal changes in the course of
Alzheimer’s disease. J Neural Transm Suppl 53: 127-140.

Fan Y, Resnick SM, Wu X, Davatzikos C (2008) Structural and functional
biomarkers of prodromal Alzheimer’s disease: a high-dimensional pattern
classification study. Neuroimage 41: 277-285.

Xie C, Bai F, Yu H, Shi Y, Yuan Y, et al. (2012) Abnormal insula functional
network is associated with episodic memory decline in amnestic mild cognitive
impairment. Neuroimage 63: 320-327.

PLOS ONE | www.plosone.org

113.

114.

115.

116.

117.

118.

119.

120.

121.

122.

123.

124.

125.

126.

127.

128.

129.

130.

131.

132.

133.

134.

135.

136.

138.

139.

140.

Autonomic Dysfunction in Mild Cognitive Impairment

Royall DR, Gao JH, Kellogg DL Jr (2006) Insular Alzheimer’s disease
pathology as a cause of “age-related” autonomic dysfunction and mortality in
the non-demented elderly. Med Hypotheses 67: 747-758.

Critchley HD, Corfield DR, Chandler MP, Mathias CJ, Dolan RJ (2000)
Cerebral correlates of autonomic cardiovascular arousal: a functional
neuroimaging investigation in humans. J Physiol 523: 259-270.

Critchley HD, Elliott R, Mathias CJ, Dolan RJ (2000) Neural activity relating
to generation and representation of galvanic skin conductance responses: a
functional magnetic resonance imaging study. J Neurosci 20: 3033-3040.
Oppenheimer S (2006) Cerebrogenic cardiac arrhythmias: cortical lateraliza-
tion and clinical significance. Clin Auton Res 16: 6-11.

Vanneste S, De Ridder D (2013) Brain areas controlling heart rate variability in
tinnitus and tinnitus-related distress. PLoS One 8(3):¢59728.

Mufson EJ, Binder L, Counts SE, DeKosky ST, de Toledo-Morrell L, et al.
(2012) Mild cognitive impairment: pathology and mechanisms. Acta Neuro-
pathol 123: 13-30.

Murase S, Inui K, Nosaka S (1994) Baroreceptor inhibition of the locus
coeruleus noradrenergic neurons. Neuroscience 61: 635-643.

Samuels ER, Szabadi E (2008) Functional neuroanatomy of the noradrenergic
locus coeruleus: its roles in the regulation of arousal and autonomic function
part I: principles of functional organisation. Curr Neuropharmacol 6: 235-253.
Brown WR, Thore CR (2011) Review: cerebral microvascular pathology in
ageing and neurodegeneration. Neuropathol Appl Neurobiol 37: 56-74.
Mehagnoul-Schipper DJ, Vloet LC, Colier WN, Hoefnagels WH, Jansen RW
(2000) Ceerebral oxygenation declines in healthy elderly subjects in response to
assuming the upright position. Stroke 31: 1615-1620.

Debette S, Bombois S, Bruandet A, Delbeuck X, Lepoittevin S, et al. (2007)
Subcortical hyperintensities are associated with cognitive decline in patients
with mild cognitive impairment. Stroke 38: 2924-2930.

Bombois S, Debette S, Bruandet A, Delbeuck X, Delmaire C, et al. (2008)
Vascular subcortical hyperintensities predict conversion to vascular and mixed
dementia in MCI patients. Stroke 39: 2046-2051.

Guo Z, Fratiglioni L, Winblad B, Viitanen M (1997) Blood pressure and
performance on the Mini-Mental State Examination in the very old. Cross-
sectional and longitudinal data from the Kungsholmen Project. Am J Epidemiol
145: 1106-1113.

Bohannon AD, Fillenbaum GG, Pieper CF, Hanlon JT, Blazer DG (2002)
Relationship of race/ethnicity and blood pressure to change in cognitive
function. J Am Geriatr Soc 50: 424-429.

Ruitenberg A, Skoog I, Ott A, Aevarsson O, Witteman JC, et al. (2001) Blood
pressure and risk of dementia: results from the Rotterdam study and the
Gothenburg H-70 Study. Dement Geriatr Cogn Disord 12: 33-39.

Park KW, Yoon H]J, Kang DY, Kim BC, Kim S et al. (2012) Regional cerebral
blood flow differences in patients with mild cognitive impairment between
those who did and did not develop Alzheimer’s disease. Psychiatry Res 203:
201-216.

Risacher SL, Saykin AJ, West JD, Shen L, Firpi HA, et al. and the Alzheimer’s
Disease Neuroimaging Initiative (ADNI) (2009) Baseline MRI predictors of
conversion from MCI to probable AD in the ADNI cohort. Curr Alzheimer
Res 6: 347-361.

Naglie G, Tomlinson G, Tansey C, Irvine J, Ritvo P, et al. (2006) Utility-based
Quality of Life measures in Alzheimer’s disease. Qual Life Res 15: 631-643.
Strahan R, Gerbasi KC (1972) Short, homogeneous versions of the Marlowe-
Crowne social desirability scale. ] Clin Psychol 28: 191-193.

Geda YE, Roberts RO, Knopman DS, Petersen RC, Christianson TJ, et al.
(2008) Prevalence of neuropsychiatric symptoms in mild cognitive impairment
and normal cognitive aging: population-based study. Arch Gen Psychiatry 65:
1193-1198.

Galeone F, Pappalardo S, Chieffi S, Iavarone A, Carlomagno S (2011)
Anosognosia for memory deficit in amnestic mild cognitive impairment and
Alzheimer’s disease. Int J Geriatr Psychiatry 26(7): 695-701.
Arsenault-Lapierre G, Whitechead V, Lupien S, Chertkow H (2012) Effects of
anosognosia on perceived stress and cortisol levels in Alzheimer’s disease.
Int J Alzheimers Dis 2012:209570.

Allan LM, Kerr SR, Ballard CG, Allen J, Murray A, et al. (2005) Autonomic
function assessed by heart rate variability is normal in Alzheimer’s disease and
vascular dementia. Dement Geriatr Cogn Disord 19(2-3): 140-144.

Ruiz GA, Madoery C, Arnaldo F, Menéndez C, Tentori MC (2000)
Frequency-domain analysis of heart rate variability during positive and
negative head-up tilt test: importance of age. Pacing Clin Electrophysiol
23(3): 325-332.

. Wu GQ, Arzeno NM, Shen LL, Tang DK, Zheng DA, et al. (2009) Chaotic

signatures of heart rate variability and its power spectrum in health, aging and
heart failure. PLoS One 4(2): e4323.

Bravi A, Green G, Longtin A, Seely AJ (2012) Monitoring and identification of
sepsis development through a composite measure of heart rate variability. PLoS
One 7(9): e45666.

Liu YC, Hung CS, Wu YW, Lee YC, Lin YH,et al. (2013) Influence of non-
alcoholic fatty liver discase on autonomic changes evaluated by the time
domain, frequency domain, and symbolic dynamics of heart rate variability.
PLoS One 8(4):e 61803.

Gentlesk PJ, Wiley T, Taylor AJ (2005) A prospective evaluation of the effect of
simvastatin on heart rate variability in non-ischemic cardiomyopathy. Am

Heart J 150(3):478-483.

May 2014 | Volume 9 | Issue 5 | 96656



141.

142.

143.

144.

145.

146.

147.

148.

149.

160.

161.

162.

163.

Folino AF, Tokajuk B, Porta A, Romano S, Cerutti S, et al. (2005) Autonomic
modulation and clinical outcome in patients with chronic heart failure.
Int J Cardiol 100(2): 247-251.

Stein PK, Mietus JE,Goldeberger AL (2005) Heart rate variability: uses other
than myocardial infarction. UpToDate. Available: http://www.uptodate.com.
Accessed November 15 2013.

Yasuda G, Hasegawa K, Kuji T, Ogawa N, Shimura G, et al. (2005) Effects of
doxazosin on ambulatory blood pressure and sympathetic nervous activity in
hypertensive Type 2 diabetic patients with overt nephropathy. Diabet Med
22(10): 1394-400.

Guzik P, Wykretowicz A, Krauze T, Piskorski J, Adamska K, et al. (2008) Add-
on therapy with a nighttime dose of doxazosin in patients with uncontrolled
hypertension: effects on autonomic modulation of the cardiovascular system.
Hypertens Res 31(3): 443-53.

Frey AW, Miiller C, Dambacher M, Theisen K (1995) Increased vagal activity
after administration of the calcium antagonist diltiazem in patients with
coronary heart disease. Z Kardiol 84(2): 105-111.

Yamasaki F, Sato T, Sugimoto K, Takata J, Chikamori T, et al. (1998) Effect of
diltiazem on sympathetic hyperactivity in patients with vasospastic angina as
assessed by spectral analysis of arterial pressure and heart rate variability.
Am ] Cardiol 81(2): 137-40.

Kawano Y, Makino Y, Okuda N, Takishita S, Omae T (2000) Effects of
diltiazem retard on ambulatory blood pressure and heart rate variability in
patients with essential hypertension. Blood Press Monit 5(3): 181-185.
Lefrandt JD, Heitmann J, Sevre K, Castellano M, Hausberg M, et al. (2001)
The effects of dihydropyridine and phenylalkylamine calcium antagonist classes
on autonomic function in hypertension: the VAMPHYRE study.
Am J Hypertens 14: 1083-1089.

Sahin I, Kosar F, Altunkan S, Giinaydin M (2004) Comparison of the effects of
amlodipine and verapamil on autonomic activity in hypertensive patients.

Eur J Intern Med 15(4): 225-230.

. Zhang Q), Lu XN, Sun NL (2007) Effects of Verapamil and Metoprolol on

heart rate variability in patients with coronary heart disease. Beijing Da Xue
Xue Bao 39(6): 610-613.

. van Zyl LT, Hasegawa T, Nagata K (2008) Effects of antidepressant treatment

on heart rate variability in major depression: a quantitative review.
Biopsychosoc Med 2:12.

. Licht CM, de Geus EJ, van Dyck R, Penninx BW (2010) Longitudinal evidence

for unfavorable effects of antidepressants on heart rate variability. Biol
Psychiatry 68(9): 861-868.

. Chang JS, Yoo CS, Yi SH, Hong KH, Lee YS, et al. (2010) Changes in heart

rate dynamics of patients with schizophrenia treated with risperidone. Prog
Neuropsychopharmacol Biol Psychiatry 34(6): 924-929.

. Iwamoto Y, Kawanishi C, Kishida I, Furuno T, Fujibayashi M, et al. (2012)

Dose-dependent effect of antipsychotic drugs on autonomic nervous system
activity in schizophrenia. BMC Psychiatry 12:199.

. Huang WL, Chang LR, Kuo TB, Lin YH, Chen YZ, et al. (2013) Impact of

antipsychotics and anticholinergics on autonomic modulation in patients with
schizophrenia. J Clin Psychopharmacol 33(2): 170-177.

. da Costa Dias FL, Ferreira Lisboa da Silva RM, de Moraes EN, Caramelli P

(2013) Cholinesterase Inhibitors Modulate Autonomic Function in Patients
with Alzheimers Disease and Mixed Dementia. Curr Alzheimer Res 10: 476—
481.

. Chen CJ, Kuo TB, Tseng Y], Yang CC (2009) Combined cardiac sympathetic

excitation and vagal impairment in patients with non-organic erectile
dysfunction. Clin Neurophysiol 120(2): 348-352.

. Shell WE, May LA, Bullias DH, Pavlik SL, Silver DS (2012) Sentra PM (a

Medical Food) and Trazodone in the Management of Sleep Disorders. J Cent
Nerv Syst Dis 4: 65-72.

. Terhardt J, Lederbogen F, Feuerhack A, Hamann-Weber B, Gilles M, et al.

(2013) Heart rate variability during antidepressant treatment with venlafaxine
and mirtazapine. Clin Neuropharmacol 36(6): 198-202.

Salo TM, Kantola I, Voipio-Pulkki LM, Pelttari L, Viikari JS (1999) The effect
of four different antihypertensive medications on cardiovascular regulation in
hypertensive sleep apneic patients-assessment by spectral analysis of heart rate
and blood pressure variability. Eur J Clin Pharmacol 55(3): 191-198.
Pavithran P, Prakash ES, Dutta TK, Madanmohan T (2010) Effect of
antihypertensive drug therapy on short-term heart rate variability in newly
diagnosed essential hypertension. Clin Exp Pharmacol Physiol 37: ¢107-e113.
Bilge AK, Atilgan D, Tiikek T, Ozcan M, Ozben B, et al. (2005) Effects of
amlodipine and fosinopril on heart rate variability and left ventricular mass in
mild-to-moderate essential hypertension. Int J Clin Pract 59(3): 306-310.
Karas M, Lacourciere Y, LeBlanc AR, Nadeau R, Dubé B,et al. (2005) Effect
of the renin-angiotensin system or calcium channel blockade on the circadian
variation of heart rate variability, blood pressure and circulating catechol-
amines in hypertensive patients. J Hypertens 23(6): 1251-1260.

PLOS ONE | www.plosone.org

15

164.

165.

166.

167.

168.

169.

170.

171.

172.

173.

174.

175.

176.

177.

178.

179.

180.

181.

182.

183.

184.

186.

187.

Autonomic Dysfunction in Mild Cognitive Impairment

Lindqvist M, Kahan T, Melcher A, Ekholm M, Hjemdahl P (2007) Long-term
calcium antagonist treatment of human hypertension with mibefradil or
amlodipine increases sympathetic nerve activity. J Hypertens 25(1): 169-175.
McLeod DR, Hoehn-Saric R, Porges SW, Zimmerli WD (1992) Effects of
alprazolam and imipramine on parasympathetic cardiac control in patients
with generalized anxiety disorder. Psychopharmacology 107(4): 535-540.
Ikeda T, Doi M, Morita K, Ikeda K (1994) Effects of midazolam and diazepam
as premedication on heart rate variability in surgical patients. Br J Anaesth
73(4): 479-483.

Jobert M, Poiseau E, Jihnig P, Gaillard P, Schulz H (1995) ECG activity in the
sleep of insomniac patients under the influence of lormetazepam and zopiclone.
Neuropsychobiology 31(4): 204-209.

Tulen JH, Man in’t Veld AJ (1998) Noninvasive indices of autonomic
regulation after alprazolam and lorazepam: effects on sympathovagal balance.
J Cardiovasc Pharmacol 32(2):183-190.

Wolf DL, Desjardins PJ, Black PM, Francom SR, Mohanlal RW, et al. (2003)
Anticipatory anxiety in moderately to highly-anxious oral surgery patients as
ascreening model for anxiolytics: evaluation of alprazolam. J Clin Psycho-
pharmacol 23(1): 51-57.

Tonhajzerova I, Ondrejka I, Turianikova Z, Javorka K, Calkovska A et al.
(2012) Heart rate variability: an index of the heart-brain interaction. In:
Yamada T editor. Tachycardia. InTech. pp 185-202.

Tulen JH, Mulder G, Pepplinkhuizen L, Man in ’t Veld AJ, van Steenis HG, et
al. (1994) Psychopharmacology 114(1): 81-89.

Agelink MW, Majewski TB, Andrich J, Mueck-Weymann M (2002) Short-term
effects of intravenous benzodiazepines on autonomic neurocardiac regulation
in humans: a comparison between midazolam, diazepam, and lorazepam. Crit
Care Med 30(5): 997-1006.

Routledge HC, Chowdhary S, Townend JN (2002) Heart rate variability- a
therapeutic target? J Clin Pharm Ther 27(2): 85-92.

Menezes Ada S Jr, Moreira HG, Daher MT (2004) Analysis of heart rate
variability in hypertensive patients before and after treatment with angiotensin
II-converting enzyme inhibitors. Arq Bras Cardiol 83(2): 169-72.

Prencipe M, Casini AR, Santini M, Ferretti C, Scaldaferri N, et al. (2000)
Prevalence, awareness, treatment and control of hypertension in the elderly:
results from a population survey. ] Hum Hypertens 14: 825-830.

Costa FV, Degli Esposti L, Cerra C, Veronesi C, Buda S (2009) Trends in
Prescription and Determinants of Persistence to Antihypertensive Therapy :
The PAPEETE Study. High Blood Press Cardiovasc Prev 16: 167-176.
Mancia G, Fagard R, Narkiewicz K, Redan J, Zanchetti A et al. (2013) 2013
Practice guidelines for the management of arterial hypertension of the
European Society of Hypertension (ESH) and the European Society of
Cardiology (ESC): ESH/ESC Task Force for the Management of Arterial
Hypertension. J Hypertens 31(10): 1925-1938.

Davidson RA, Hale WE, Moore MT, May FE, Marks RG, et al. (2000)
Incidence of hypertension in an ambulatory elderly population. J Am Geriatr
Soc 37(9): 861-866.

Meng X, D’Arcy C (2012) Education and dementia in the context of the
cognitive reserve hypothesis: a systematic review with meta-analyses and
qualitative analyses. PLoS One 7(6):¢38268.

Schwartz JB, Zipes DP (2008) Cardiovascular disease in the elderly. In: Libby
P, Bonow RO, Mann DL, Zipes DP, editors. Braunwald’s heart disease: a
textbook of cardiovascular medicine, 8" ed. Philadelphia: Saunders Elsevier.
pp 1923-1953.

Komajda M, Follath F, Swedberg K, Cleland J, Aguilar JC, et al. (2003) The
EuroHeart Failure Survey programme—a survey on the quality of care among
patients with heart failure in Europe. Part 2: treatment. Cohen-Solal A, Dietz
R, Eur Heart J 24(5): 464—474.

Petersen RC (2004) Mild cognitive impairment as a diagnostic entity. J Intern
Med 256(3:183-94.

Schinka JA. Use of informants to identify mild cognitive impairment in older
adults (2010) Curr Psychiatry Rep. 12(1):4-12.

Petersen RC, Smith GE, Waring SC, Ivnik R], Tangalos EG, et al. (1999) Mild
cognitive impairment: clinical characterization and outcome. Arch Neurol

56(3): 303-308.

. Pfeifer L, Drobetz R, Fankhauser S, Mortby ME, Maercker A, et al. (2013)

Caregiver rating bias in mild cognitive impairment and mild Alzheimer’s
disease: impact of caregiver burden and depression on dyadic rating
discrepancy across domains. Int Psychogeriatr 25(8):1345-55.

Ganguli M, Snitz BE, Saxton JA, Chang CC, Lee CW, et al. (2011) Outcomes
of mild cognitive impairment by definition: a population study. Arch Neurol
68(6): 761-767.

Parati G, Saul JP, Di Rienzo M, Mancia G (1995) Spectral analysis of blood
pressure and heart rate variability in evaluating cardiovascular regulation. A

critical appraisal. Hypertension 25(6):1276-1286.

May 2014 | Volume 9 | Issue 5 | 96656


http://www.uptodate.com

