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TABLE 2. Differences in Cognitive Profile Beiween Initial
Assessments and Follow- Up in People Who Developed Dementia

TABLE 3. Comparison Between Initial Assessments and
Follow-Up Among Patients With Cognitive Improvement

Significant Change
in Dementia Group
Between 3 and 15

Dementia Cases

3 mo 15 mo mao After Stroke,* P
Orientation 9.4 (0.5) 8.0(1.2) 0.02
Language comprehension 8.1(1.1) 7.9(0.9) 0.61
Language expressiont 14.8(2.2) 14.0(21) 0.31
Memory total 19.4 3.7) 16.7 (3.7) 0.015
Attention 4.8 (2.6) 3.3(2.3) 0.11
Praxis 9.9 (2.6) 8.2 (3.5) 0.15
Calculation 1.6 {0.5) 1.4 (0.5) 0.41
Abstract thinking 47 (2.4) 5.5(2.3) 0.34
Perception 6.5(1.1) 6.5(1.4) 1.00
Executive function 10.8(3.5) 120(37) 0.45
MMSE 25.4(2.6) 20.7 (3.1) 0.004
CAMCOG total 79.2(11.9) 71.5(12.0) 0.09
Boston Naming Test 443(8.9) 42.0(11.5) 0.59
FAS 17.1(14.3) 15.4(11.9) 0.88

Significant Change

Improvers in Improvers Group
Between 3 and 15
Baseline 1y mo After Stroke,T P
Orientationt 8.8(1.2) 9.5(1.2) 0.02
Language comprehension 8.1 (1.0) 7.8(1.7) 0.60
Language expression 15.5(3.0) 17.1 (1.6) 0.025
Memaory total 20.3(3.5) 21.3(3.7) 0.05
Attentiont 49(1.7) 5.9 (1.6) 0.045
Praxis 10.3(1.5) 10.3(1.7) 0.78
Calculation 1.7 (0.5) 1.7 (0.5) 0.66
Abstract thinking 3.5(2.3) 5.7 (2.1) 0.002
Perception 7.0(1.4) 6.3 (1.6) 0.046
Executive function 10.8(3.9) 14.22(4.7) 0.01
MMSE 23.1 (2.5) 26.9 (2.8) 0.00
CAMCOG totalt 79.1 (9.3) 85.7 (7.5) 0.00
Boston Naming Test 45.9 (6.8) 46.7 (9.4) 0.12
FAS 21.6(11.1)  23.2(12.7) 0.56

Values in parentheses are SD.

“Wilcoxon signed-rank test. tMann-Whitney tests did not indicate any
significant baseline differences between dementia and stable cases in baseline
scores except for language expression (P=0.01) and number vigilance mean
(P=0.032).
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Values in parentheses are SD.

*Wilcoxon signed-rank test.

tMann-Whitney tests did not indicate any significant differences between
improvers and stable cases in initial scores except for attention (P=0.02), ori-
entation (P=0.03), and total CAMCOG (P=0.04).
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