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This paper describes a new 13-item self- and caregiver-report measure of Quality
of Life (QoL) in Alzheimer’s Disease (AD), the QoL-AD, and describes the
relationship of QoL to demographic characteristics, cognitive and functional status,
depression, and pleasant activity level in 77 AD subjects. Each AD subject and a
family caregiver completed the assessment. Internal consistency and test-retest
reliability, assessed over a 1-week interval, were adequate on both patient- and
caregiver-report QoL-AD measures. Validity, as indicated by correlational analysis
of QoL-AD scores and other measures that assessed cognitive and functional
ability, mood, and pleasant events, was also good. Multivariate modeling indicated
that high QoL-AD scores were explained by low levels of depressive symptoms,
more independent functioning in Activities of Daily Living, and more years of
education. The QoL-AD is a promising measure for future investigations of quality
of life in persons with AD.

Alzheimer’s Disease (AD) affects afflicted individuals’ quality of life in profound
ways. As cognitive and functional abilities are lost, individuals with dementia become
unable to engage in many of the activities that once gave them a sense of purpose or
pleasure (Logsdon & Teri, 1997; Teri & Logsdon, 1991). Behavior and social skills may
also deteriorate, precipitating interpersonal conflict that causes the individual with AD
to become socially isolated or avoided (Pearson, Teri, Reifler, & Raskind, 1989;
Reisberg et al., 1987; Reisberg, Franssen, Sclan, Kluger, & Ferris, 1989; Teri, Borson,
Kiyak, & Yamagishi, 1989; Teri, Larson, & Reifler, 1988). This, in turn, impacts the
emotional state (Logsdon & Teri, 1997; Teri & Uomoto, 1991; Teri, Logsdon, Wagner,
& Uomoto, 1994).

As new treatments to improve cognitive function, delay decline, and treat behavior
problems have recently become available for AD, many investigators and clinicians
have recognized that, in addition to specific symptom amelioration, it is important to
evaluate the extent to which an intervention improves the quality of life (QoL) of the
person being treated. Whitehouse and Rabins (1992) go so far as to describe quality of
life as “not an isolated concept to be included as one of many measurements of the
benefits of our care, but rather . . . it is the central goal of our professional activity,
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driving the organization of both our clinical and our research efforts” (p. 136). Yetlittle
has been done to assess QoL of individuals with dementia.

To date, only one published study has empirically investigated QoL in AD. This
investigation by Albert and colleagues (1996) indicates that family and institutional
caregivers of AD patients in nursing homes show good agreement on ratings of patient
QoL, including positive and negative affect and frequency and enjoyment of activities,
but this investigation did not include patient ratings of their own QoL.

The purpose of the current investigation was threefold. The first purpose was to
develop and provide psychometric data on a new scale that assess perceived QoL in AD
patients. The scale was designed to tap the domains identified as important to QoL,
including interpersonal, environmental, functional, physical, and psychological status
(Birren & Deutchman, 1991; Lawton, 1983, 1991, 1994).

The second purpose was to examine the ability of AD patients and caregivers to
provide a reliable and valid report of these subjective states, and to identify the point
at which the patient’s cognitive impairment would begin to impact measurement
reliability. A comparison of patient and caregiver reports of patient QoL is also included
to determine the extent to which caregivers and patients agree or disagree in their
assessments. It has been found that in reporting depressive symptoms, patients consis-
tently report fewer symptoms in themselves than their caregivers report for them
(Moye, Robiner, & Mackenzie, 1993; Teri & Wagner, 1991) and that patients report
their functioning on activities of daily living as higher than their caregivers report
(Kiyak, Teri, & Borson, 1994). It is important to evaluate differences in responses of
caregivers and patients in rating patient QoL, to identify possible biases that impact the
accuracy of caregiver and patient reports. It was hypothesized that both mildly and
moderately cognitively impaired subjects would be able to reliably report their own
QoL, and that individuals with severely impaired cognitive function would be unable
to do so. In addition, it is important to consider the primary caregiver’s perception of
the patient’s QoL, because as the disease progresses and the patient’s communication
skills become more and more limited, the caregiver must report on how the patient is
functioning in a variety of areas.

The third purpose of this investigation was to evaluate the influence of demographic
factors (including patient and caregiver age, education, gender, income, relationship, and
living situation) on QoL in AD, and whether QoL ratings could be explained by
cognitive status, functional ability, mood, or level of participation in pleasant events. It was
hypothesized that higher cognitive and functional status, fewer depressive symptoms,
and higher levels of participation in pleasant events would be related to better QoL.

METHOD
Subjects

Subjects were recruited from an ongoing patient registry of individuals with AD
(Larsonetal., 1990). This investigation included 77 AD patients who were community-
dwelling, ambulatory, and had an actively involved caregiver who lived with them or
spent every day with them. All subjects met National Institute of Neurological and
Communicative Disease and Stroke and the Alzheimer’s Disease and Related Disorders
Association (NINCDS-ADRDA) criteria for “probable” or “possible” AD (McKhann
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et al., 1984), based on a comprehensive diagnostic evaluation (Larson et al., 1990).

Patients’ mean age was 78.3 years (SD = 6.1), educational level was 12.7 years
(SD = 3.4), and mean MMSE score was 17.1 (SD = 5.6). Fifty-three percent were male,
47% were female, 86% were Caucasian and 14% were African American. Caregivers’
mean age was 69.8 years (SD = 13.8), and educational level was 13.7 years (SD = 2.7).
Sixty-six percent of caregivers were female, 34% were male; 76% of caregivers were
spouses, 10% were children, and 14% were other close relatives or friends who lived
with and cared for the patient. Ninety-five percent of patients and caregivers lived
together, 5% did not live together but saw each other every day.

Measures

The following measures were collected by an experienced interviewer (BA in psychology
and 1 year experience interviewing older adults), who interviewed subjects in their homes.

Mini-Mental State Exam. The Mini-Mental State Exam (MMSE; Folstein, Folstein,
& McHugh, 1975), one of the most widely used cognitive screening instruments,
provides a total score, ranging from 0-30, with lower scores indicative of greater
cognitive impairment.

Physical and Instrumental Self-Maintenance Scale. The Physical and Instrumental
Self-Maintenance Scale (Lawton & Brody, 1969) is a 16-item caregiver-report measure
that provides an assessment of basic activities of daily living (ADLs), such as bathing
and dressing, and more complex instrumental activities (IADLs) such as shopping,
transportation, and home management.

Hamilton Depression Rating Scale. The Hamilton Depression Rating Scale (HDRS;
Hamilton, 1960; 1967) assesses the frequency and severity of various depression
symptoms. It has been used with AD patients to identify individuals who may have
major depressive disorder (Logsdon & Teri, 1995). In this investigation, the HDRS was
administered to caregivers to assess symptoms of depression both in their patients and
in themselves.

Geriatric Depression Scale. The Geriatric Depression Scale (GDS; Yesavage et al.,
1983) is a 30-item, self-report measure that is useful and reliable with older adults in
residential care settings (Parmelee, Lawton, & Katz, 1989) and as a caregiver-report
measure for AD patients (Logsdon & Teri, 1995). For this investigation, caregivers
completed the questionnaire about their patients, and AD patients independently
completed the GDS. Caregivers completed the measure as a questionnaire; patients
were interviewed and asked to respond orally to the statements read to them, with their
responses recorded by the interviewer.

Pleasant Events Schedule-AD-Short Form. The Pleasant Events Schedule-AD-
Short Form (PES-AD; Logsdon & Teri, 1997; Teri & Logsdon, 1991) asks caregivers
to rate whether their patient now enjoys each of 20 activities, whether the patient
enjoyed it in the past, and how frequently the patient engaged in each activity during the
prior month. In a prior investigation, the PES-AD was demonstrated to have good
internal consistency and to correlate with diagnosis and severity of depression in AD
patients (Logsdon & Teri, 1997).

Quality of Life-AD. The Quality of Life-AD (QoL-AD) was developed for this
investigation. This measure obtains a rating of the patient’s QoL from both the patient
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and the caregiver. Items for the QoL-AD were selected based on a review of relevant
literature on QoL in older adults and on the assessment of QoL in other chronically ill
populations. (For more information about relevant literature and domains of QoL,
please refer to the Introduction to this special issue.) To optimize the measure’s
usefulness with mildly to moderately impaired AD patients, it uses simple and straight-
forward language and responses, with detailed instructions for the interviewer. During
its development, the QoL-AD was reviewed by AD patients and caregivers, cognitively
intact older adults, and experts in the field of geriatrics and gerontology, in order to
maximize construct validity and to ensure that it addresses aspects of QoL that are
particularly important to individuals with AD. Based on their feedback, an item on
“energy level” was added and an item about “ability to perform tasks” was broken into
two items: “ability to do chores around the house” and “ability to do things for fun.”
After administering the measure to 20 pilot subjects (patients and caregivers from the
University of Washington Geriatric and Family Services Clinic), interviewer instruc-
tions were expanded and clarified based on recommendations of interviewers and
caregivers. Response options were simplified to a 4-choice multiple choice format that
is consistent across all questions, because this type of response was easier for patients
to consistently follow than a Likert-type scale or more open-ended response. Patients
were best able to complete the measure in interview format. Interviewers use a set of
explicit instructions to avoid influencing the patient’s responses; patients follow along
on their own copy of the measure, and may respond verbally while the interviewer
circles the response on the form, or may circle their own response. Caregivers were able
to complete the measure as a questionnaire, with assistance from the interviewer if there
was a question they didn’t understand or if they were not sure how to respond.
Caregivers in the pilot group required very little assistance.

In summary, the QoL-AD includes the patient’s and caregiver’s appraisal of the
patient’s physical condition, mood, interpersonal relationships, ability to participate in
meaningful activities, financial situation, and an overall assessment of self as a whole
and life quality as a whole. The measure has 13 items, rated on a 4-point scale, with “1”
being poor and “4” being excellent. Total scores range from 13 to 52. Separate scores
are calculated for patient and caregiver reports. These reports can also be combined into
a single composite QoL score that incorporates both patient and caregiver ratings of the
patient’s QoL. Since the patient’s QoL is the focus of the evaluation, a weighted
composite QoL-AD score is calculated by multiplying the patient score by 2, adding the
caregiver score, and dividing the sum by 3, to produce a composite score that weights
the patient rating more heavily than the caregiver rating. The composite score consists
of the same range of possible scores as the patient and caregiver report forms alone. (A
copy of the measure, along with instructions for administration and a more detailed
description of the instrument development process is available from the first author.)

RESULTS
Reliability of the QoL-AD

Table 1 shows the internal consistency of the QoL-AD. The correlation of each item
with the total QoL-AD score, the correlation of each item with the single item on which
subjects rated “life as a whole,” and coefficient alpha are shown for both patient and
caregiver report versions of the QoL-AD. Overall coefficient alpha levels for both
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TABLE 1. Item~Total Correlation and Coefficient Alpha of

the Quality of Life—AD Scale
Patient Correlations Caregiver Correlations

Item (Total) “Life as a Whole” (Total) “Life as a Whole”

1. Physical health .58 .53 .47 .29

2. Energy .67 .39 47 .38

3. Mood .61 .52 .59 40

4. Living situation .65 .59 45 .22

5. Memory 42 24 .34 13

6. Family 41 .29 47 .27

7. Marriage .58 41 .63 .36

8. Friends .46 43 .60 .40

9. Self. .60 .35 .58 .55
10. Ability to do chores .56 .56 49 .37
11. Ability to do things

for fun .54 .54 .53 40

12. Money .53 43 .39 44
13. Life as a whole .67 — .54 —
Coefficient Alpha .88 .87

patient and caregiver reports were well within the acceptable range (.88 and .87,
respectively), indicating that the items did indeed measure a cohesive construct. In
addition, correlations of each item with the single item where subjects rated “life as a
whole” were good.

Table 2 shows the mean scores reported by patients and caregivers on each QoL-AD
item, along with the Spearman correlation between patient and caregiver reports on
each item and the Pearson correlation for the total measure. As can be seen, patients and
caregivers achieved fairly good agreement on items related to mood, energy, physical
health, and self, while agreement on items most affected by the patient’s dementia,
including memory and ability to do chores, was lower. This is consistent with prior
findings that subjects with dementia rated their functional abilities higher than their
caregivers rated them (Kiyak, Teri, & Borson, 1994; Magaziner, Simonsick, Kashner,
& Hebel, 1988). Agreement on the total score was adequate (r = .40, p > .001), particularly
for a subjective scale with no behavioral anchors. It may be that the different methods
of administration lowered the correlation between patient and caregiver reports.

Finally, test-retest reliability was evaluated on a subset of 30 patient-caregiver pairs,
at a one week interval. Intra-class correlation coefficients were within the acceptable
range (ICC = .76 for patients and .92 for caregivers).

Validity of the QoL-AD

Table 3 shows the correlation of QoL-AD scores with other constructs, including
cognitive status, activities of daily living and instrumental activities of daily living,
depression, and pleasant events. Patient QoL-AD scores were modestly correlated with
MMSE scores (r= .24, p < .05), with higher scores on the MMSE related to higher QoL
ratings. Interestingly, caregiver ratings on the QoL-AD were not correlated with patient
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TABLE 2. Mean Scores, Standard Deviations, and Correlations
for Patient and Caregiver Reports on QoL-AD Items

Item Patient Report Caregiver Report Correlation®
1. Physical health 2.84 (.78) 2.80 (.77 35%*
2. Energy 2.70 (71 2,12 (.82) A45xxF
3. Mood 2.82 77) 2.39  (.80) AQ***
4. Living situation 3.31 (.61) 3.19 (61 21
5. Memory 2.26 70 143 (.60) 13
6. Family 339 (.61) 312 (.68) 24%
7. Marriage 342 (.61) 3.16  (.70) 21
8. Friends 3.00 (.67) 2.61  (.88) 26%
9. Self 2.81 (.69) 2.63 (.63) 31F#F
10. Ability to do chores  2.69 (.78) 2.05  (.73) .04
11. Ability to do things

for fun 3.06 (.68) 2.68 (.76) .20
12. Money 2.66 (.74) 244  (.81) 29%*
13. Life as a whole 3.06 (.69) 2.73  (.58) 22%
Total Score 38.03 (5.81) 3335 (5.91) AQF**

s§pearman correlations are given for items; Pearson correlation is given for the total score.
*p < 05, ¥*p < .01. ***p < .001.

TABLE 3. Validity of the QoL-AD: Correlation With Related Measures

Patient Report Caregiver Report Composite
QoL-AD QoL-AD QoL-AD

Mini-Mental State Exam 0.24* 0.02 0.19
Activities of Daily Living® -0.33** -0.32%%* -0.37%**
Instrumental Activities of Daily Living®* -0.12 -0.08 -0.13
Hamilton Depression Rating Scale- -0.43%*%* -0.25% -0.43%%*
Patient Depression
Geriatric Depression Scale -0.56%** -0.14 -0.49%**
(Patient report about self)
Geriatric Depression Scale -0.40%** -0.57*** -0.53%%*
(Caregiver report about patient)
Pleasant Event Scale-AD 0.30** 0.41%** 0.40%**
Hamilton Depression Rating Scale- 0.00 -0.23* -0.07

Caregiver Depression

“Physical and Instrumental Self-Maintenance Scale.
*p <.05. **p<.0l. ¥**p <. 001

MMSE scores. On the Physical and Instrumental-Self Maintenance Scales, the Activi-
ties of Daily Living score was significantly correlated with both the patient and
caregiver ratings on the QoL-AD (r’s =-.33 and -.32, respectively, p < .01), indicating
that patients with the greatest impairment had lower QoL ratings. However, the
Instrumental Activities of Daily Living score, which assesses less severe levels of
functional impairment was not significantly correlated with the QoL-AD.
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Depression correlated most highly with the QoL-AD. Patient report QoL-AD was
significantly correlated with patient HDRS score (r = -.43, p < .001) and patient and
caregiver reports on the GDS (r=-.56 and -.40, respectively, p < .001). Caregiverreport
QoL-AD was also correlated with patient HDRS (r = -.25, p < .05) and with caregiver-
report GDS (r=-.57, p <.001). Both patient and caregiver reports on the QoL-AD were
significantly correlated with caregiver reports of pleasant events (r = .30, p < .01 and
r=.41, p <.001, respectively). Interestingly, caregiver depression (rated on the HDRS)
was correlated with caregiver report QoL-AD (r = -.23, p < .05), but not with patient
report QoL-AD scores.

For the composite QoL-AD score, a similar pattern of results was seen, with QoL
most highly correlated with depression (r = -.43 to -.53) and pleasant events (r = .40),
followed by ADL scores (r =-.37). The composite QoL-AD score was not significantly
correlated with MMSE scores, IADLs, or caregiver depression.

Impact of Cognitive Impairment on Reliability and Validity of the QoL-AD

In order to evaluate the impact of patient cognitive status on ability to complete the
QoL-AD, reliability and validity analyses were repeated with subjects divided into two
groups according to their MMSE scores. Subjects with scores of less than 18 on the
MMSE were placed in the “lower cognitive” group (n = 41), while those with scores of
18 or higher were placed in the “higher cognitive” group (n = 36). Table 4 shows the
results of this analysis. For the “lower cognitive” (moderately impaired) group, the
mean MMSE score was 13 (SD = 3; range 4-17), the mean patient report QoL-AD score
was 36 (SD = 6; range 25-50), and coefficient alpha for the patient report QoL-AD was
.90. For the “higher cognitive” (mildly impaired) group, the mean MMSE score was 22
(SD = 3; range 18-28), the patient QoL-AD was 40 (SD = 5; range 28-50), and
coefficient alpha was .81. The correlation of patient QoL-AD with caregiver QoL-AD
was .42 for the more impaired group, and .31 for the less impaired group. Thus,
moderate levels of cognitive impairment did not have a negative impact on reliability
or validity.

TABLE 4. Correlation of Patient Report QoL-AD With Related Measures

Moderate Impairment Mild Impairment
MMSE < 18 MMSE 2 18

Activities of Daily Living® -0.30* -0.07
Instrumental Activities of Daily Living? -0.11 0.23
Hamilton Depression Rating Scale-
Patient Depression -0.51%x* -0.22
Geriatric Depression Scale
(Patient report about self) -0.54%*% -0.54% %%
Geriatric Depression Scale
(Caregiver report about patient) -0.44%* -0.21
Pleasant Event Scale-AD 0.44** 0.07
Hamilton Depression Rating Scale-
Caregiver Depression 0.01 0.01
Caregiver QoL-AD 0.42%* 0.31

*Physical and Instrumental Self-Maintenance Scale.
* p<.05. **p < .01. ***p< .001.
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Characteristics of Quality of Life in Alzheimer’s Disease

It was expected that QoL would be related to a variety of patient and caregiver
characteristics. To determine which, if any, variables were related to QoL-AD scores,
a series of correlations and regression analyses was conducted. To reduce the number
of potential variables in the regression analysis, correlations were calculated for all
demographic, cognitive, functional, and depression variables. Of the demographic
variables, only patient educational level and caregiver educational level were signifi-
cantly correlated with patient or caregiver reports on the QoL-AD. Correlations with
other measures are shown in Table 3.

Stepwise linear regression analyses were conducted for the patient, caregiver, and
composite ratings of QoL-AD, entering all theoretically relevant predictor variables
(listed in Table 3), and two significantly correlated demographic variables (patient and
caregiver education) as candidates for the models. Standardized regression coefficients
for the models are shown in Table 5. The presence of depressive symptoms was the best
predictor of QoL-AD scores. As hypothesized, individuals with fewer depressive
symptoms reported higher QoL. More independent ADL functioning was also hypoth-
esized to be related to higher QoL; this was confirmed. Educational level of the patient
was the only demographic variable that was related to QoL, with more years of
education related to higher QoL. Other variables hypothesized to relate to QoL,
including IADL and MMSE scores, did not add significant predictive value to the
model.

DISCUSSION

The proposed QoL-AD is a brief, easily administered assessment of QoL in AD. This
investigation provides psychometric data for both a patient-interview version and a
caregiver-questionnaire version of the measure, and it provides a method for calculat-

TABLE 5. Stepwise Multiple Regression to Identify Factors
Associated With Quality of Life in AD

Patient Report  Caregiver Report Composite

QoL-AD QoL-AD QoL-AD
Variables in the Equation B B2 pe
Patient Education 0.320%** 0.275** 0.356%***
Geriatric Depression Scale -0.566%*** — -0.360%***
(Patient report)
Geriatric Depression Scale — -0.548**** -0.326%**
(Caregiver report)
Activities of Daily Living -0.260%* -0.201* -0.281%**
Adjusted R? 0.485 0.429 0.567

*3 = Standardized Regression Coefficient.
*p <.05. **p < .01, ***p <.001+.
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ing a composite score that combines both the patient and caregiver reports and is scaled
in the same way as the individual reports. Each version of the measure appears to be
reliable and valid. Further, patients appear able to provide a subjective assessment of
their own QoL, and although patient and caregiver reports are related, they are not
identical. It also appeared that caregiver depression may have influenced caregiver
ratings of the patient’s QoL, with depressed caregivers rating patient QoL lower than
nondepressed caregivers. As QoL receives increasing attention in descriptive and
treatment outcome research, the QoL-AD provides a useful tool for obtaining an
assessment of the patient’s QoL from both the patient and the caregiver.

The current investigation also provides data about factors related to QoL in AD. The
factor most strongly associated with QoL-AD scores was depressive symptoms. Individuals
with fewer depressive symptoms reported higher QoL. This is consistent with a recent
investigation of social support, functional status, and QoL in nondemented older adults
(Newsom & Schulz, 1996) which found that depression and life satisfaction ratings were
highly correlated (r = -.44). More independent functioning in activities of daily living was
also predictive of higher QoL in the present sample. Of the demographic variables
examined, education was the only one that was related to QoL-AD scores, with more years
of education related to higher QoL. Since education may be related to a number of other
factors, including income, range of interests, and reading level, additional research is
needed to clarify how educational achievement impacts QoL.

Although MMSE scores were modestly correlated with patient QoL-AD scores,
cognitive status was not a significant predictor of QoL in the regression analysis. This
is not to say that cognitive impairment does not affect QoL, but it does suggest that
certain ADL losses are more significant to QoL than are purely cognitive changes, and
that once the ADL scores were entered into the regression equation, MMSE did not add
predictive value. The ability to perform more complex IADLs was not correlated with
QoL. More investigation is needed to clarify the relationship between the ability to
perform activities and QoL, and to determine whether the inability to independently
perform IADLs (such as shopping, doing laundry, housework) is less disturbing to most
individuals than is the inability to dress and bathe without assistance.

In the current investigation of QoL in community-residing AD patients, only 5
patients were unable to complete the QoL-AD interview. All 5 had MMSE scores of less
than 10. In no case was a subject in the current sample with an MMSE score greater than
10 unable to complete the measure.

Finally, the frequency of pleasant events was related to QoL, with patients who engage
in more pleasant events obtaining higher QoL-AD scores. Althou gh the PES-AD score was
not significant in the regression equation, once the impact of depression was explained, the
correlation suggests that pleasant events may be important to QoL in AD.

In conclusion, the QoL-AD is a promising measure for investigations of QoL in AD.
Itis brief, readily accepted by individuals with AD and their caregivers, can be reliably
used by individuals with MMSE scores between 10-28, and provides both the patient’s
and caregiver’s assessments of QoL. Investigations currently under way will provide
additional data regarding changes in QoL over time, and the relationship between QoL
and behavioral disturbances. Future investigations will also address the impact of the
quality of the patient-caregiver interpersonal relationship on QoL, and evaluate changes
in QoL with both pharmacological and behavioral treatments. The increasing recogni-
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tion of QoL as an important outcome variable in research with individuals with AD, and
the development of measures such as the QoL-AD, marks an important milestone in AD
research, which will encourage and allow a more global and clinically relevant
assessment of individuals with AD.

REFERENCES

Albert, S. M., Del Castillo-Castaneda, C., Sano, M., Jacobs, D. M., Marder, K., Bell,
K., Bylsma, F., Lafleche, G., Brandt, J., Atbert, M., & Stern, Y. (1996). Quality of
life in patients with Alzheimer’s disease as reported by patient proxies. Journal of
the American Geriatrics Society, 44, 1342-1347.

Birren, J. E., & Deutchman, D. E. (1991). Concepts and content of quality of life in the
later years: An overview. In J. E. Birren, J. E. Lubben, J.C. Rowe, & D. E.
Deutchman (Eds.), The concept and measurement of quality of life in the frail
elderly (pp. 344-360). New York: Academic Press, Inc.

Folstein, M. F., Folstein, S. E., & McHugh, P. R. (1975). Mini-Mental State Exam: A
practical method for grading the cognitive state of patients for the clinician.
Journal of Psychiatric Research, 12, 221-231.

Hamilton, M. (1960). A rating scale for depression. Journal of Neurology, Neurosur-
gery, and Psychiatry, 23, 56-62.

Hamilton M. (1967). Development of a rating scale for primary depressive illness.
British Journal of Social and Clinical Psychology, 6, 278-296.

Kiyak, H. A., Teri, L., & Borson, S. (1994). Physical and functional health assessment
in normal aging and in Alzheimer’s disease: Self-reports vs. family reports. The
Gerontologist, 34, 324-330.

Larson, E. B., Kukull, W. A., Teri, L., McCormick, W. C., Pfanschmidt, M., van Belle,
G., & Sumi, M. (1990). University of Washington Alzheimer’s Disease Patient
Registry (ADPR): 1987-1988. Aging: Clinical and Experimental Research, 2,
404-408.

Lawton, M. P. (1983). The dimensions of well-being. Experimental Aging Research,
9(2), 65-72.

Lawton, M. P. (1991). A multidimensional view of quality of life in frail elders. In
1. E. Birren, J. E. Lubben, J. C. Rowe, & D. E. Deutchman (Eds.), The concept and
measurement of quality of life in the frail elderly (pp. 4-27). New York: Academic
Press, Inc.

Lawton, M. P. (1994). Quality of life in Alzheimer disease. Alzheimer Disease and
Associated Disorders, 8, 138-150.

Lawton, M. P., & Brody, E. (1969). Assessment of older people: Self-maintaining and
instrumental activities of daily living. The Gerontologist, 9, 179-185.

Logsdon, R. G., & Teri, L. (1995). Depression in Alzheimer’s disease patients:
Caregivers as surrogate reporters. Journal of the American Geriatrics Society, 43,
150-155.

Logsdon, R. G., & Teri, L. (1997). The Pleasant Events Schedule-AD: Psychometric
properties of long and short forms and an investigation of its association to
depression and cognition in Alzheimer’s disease patients. The Gerontologist,
37(1), 40-45.




QoL-AD 31

Magaziner, M., Simonsick, E. M., Kashner, T. M., & Hebel, J. R. (1988). Patient-proxy
response comparability on measures of patient health and functional status. Jour-
nal of Clinical Epidemiology, 41, 1065-1074.

McKhann, B., Drachman, D., Folstein, M. F., Katzman, R., Price, D., & Stadlan, E. M.
(1984). Clinical diagnosis of Alzheimer’s disease: Report of the NINCDS-ADRDA
work group under the auspices of Department of Health & Human Services Task
Force on Alzheimer’s disease. Neurology, 34, 939-944,

Moye, J., Robiner, W. N., & Mackenzie, T. B. (1993). Depression in Alzheimer
patients: Discrepancies between patient and caregiver reports. Alzheimer Disease
and Associated Disorders, 7, 187-201.

Newsom, J. T., & Schulz, R. (1996). Social support as a mediator in the relation between
functional status and quality of life in older adults. Psychology and Aging, 11,
34-44.

Parmelee, P. A., Lawton, M. P., & Katz, I. R. (1989). Psychometric properties of the
Geriatric Depression Scale among the institutionalized aged. Psychological As-
sessment, 1, 331-338.

Pearson, J. L., Teri, L., Reifler, B. V., & Raskind, M. A. (1989). Functional status and
cognitive impairment in Alzheimer’s patients with and without depression. Journal
of the American Geriatrics Society, 37, 1117-1121.

Reisberg, B., Borenstein, J., Salob, S. P., Ferris, S. H., Franssen, E., & Georgotas, A.
(1987). Behavioral symptoms in Alzheimer’s disease: Phenomenology and treat-
ment. Journal of Clinical Psychiatry, 48 (supplement), 9-15.

Reisberg, B., Franssen, E. Sclan, S. G., Kluger, A. & Ferris, S. H. (1989). Stage specific
incidence of potentially remediable behavioral symptoms in aging and Alzheimer’s
disease: A study of 120 patients using the BEHAVE-AD. Bulletin of Clinical
Neuroscience, 54, 95-112.

Teri, L., Borson, S., Kiyak, H. A., & Yamagishi, M. (1989). Behavioral disturbance,
cognitive dysfunction, and functional skill: Prevalence and relationship in
Alzheimer’s disease. Journal of the American Geriatrics Society, 37, 109-116.

Teri, L., Larson, E. B., & Reifler, B. V. (1988). Behavioral disturbance in dementia of
the Alzheimer’s type. Journal of the American Geriatrics Society, 36, 1-6.

Teri, L., & Logsdon, R. G. (1991). Identifying pleasant activities for Alzheimer’s
disease patients: The Pleasant Events Schedule-AD. The Gerontologist, 31,
124-127.

Teri, L., Logsdon, R. G., Wagner, A., & Uomoto, J. (1994). The caregiver role in
behavioral treatment of depression in dementia patients. In E. Light, B. Lebowitz,
& G. Niederehe (Eds.), Stress effects on family caregivers of Alzheimer’s patients
(185-204), NY: Springer Publishing Co.

Teri, L., & Uomoto, J. (1991). Reducing excess disability in dementia patients: Training
caregivers to manage patient depression. Clinical Gerontologist, 10, 49-63.

Teri, L., & Wagner, A. (1991). Assessment of depression in patients with Alzheimer’s
Disease: Concordance between informants. Psychology and Aging, 6, 280-285.

Whitehouse, P. J., & Rabins, P. V. (1992). Quality of life and dementia. Alzheimer
Disease and Associated Disorders, 6, 135-137.

Yesavage, J. A., Brink, T. L., Rose, T. L., Lum, O., Huang, V., Adey, M., & Leirer, V. O.
(1983). Development and validation of a geriatric depression screening scale:
A preliminary report. Journal of Psychiatric Research, 17, 37-49



32 R. G. Logsdon e al.

Acknowledgments. This investigation was supported by grants from the Alzheimer’s Association
(FSA-95-009) and the National Institute on Aging (AG-10845-04, AG-13757). Portions of it
were presented at the Annual Meetings of the Gerontological Society of America, Washington,
DC, November 20, 1996 and Cincinnati, OH, November 18, 1997. We are indebted to colleagues
Soo Borson, MD, M. Powell Lawton, PhD, Murray Raskind, MD, Peter Vitaliano, PhD, Myron
Weiner, MD, and Peter Whitehouse, MD, PhD, and to the patients and caregivers of the Geriatric
and Family Services Clinic, who contributed their efforts and expertise to the development and
testing of the QoL-AD. We also gratefully acknowledge the contributions of Amy Moore, MS,
who served as project manager, and Kari Mae Hickman, BA, and Julie Sorenson Starks, MD, who
interviewed subjects and assisted with data entry.

Offprints. Requests for offprints should be directed to Rebecca G. Logsdon, PhD, Department
of Psychosocial & Community Health, Box 357263, University of Washington, Seattle, WA
98195-7263.



