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Abstract
Cognitive and behavioural impairment in amyotrophic lateral sclerosis (ALS) negatively influences the quality of life and 
survival, and, therefore, screening for these impairments is recommended. We developed a cognitive screening tool, the 
amyotrophic lateral sclerosis–frontotemporal dementia–cognitive screen (ALS–FTD–Cog) and aimed to validate it in patients 
with ALS. During the current study, the Edinburgh Cognitive and Behavioural ALS Screen (ECAS) was published and we, 
therefore, decided to compare these two cognitive screening methods. The ALS–FTD–Cog was administered to 72 patients 
with ALS, 21 patients with behavioural variant FTD (bvFTD) and 34 healthy controls. Twenty-nine patients with ALS 
underwent the ECAS. ROC curve analyses were performed and sensitivity and specificity of the ALS–FTD–Cog and ECAS 
were calculated, with a neuropsychological examination (NPE) as the gold standard. Cognitive impairment was present in 
28% of patients with ALS. ROC curve analyses of the ALS–FTD–Cog and ECAS showed an area under the curve (AUC) of 
0.72 (95% CI 0.58–0.86) and 0.95 (95% CI 0.86–1.03), respectively. Compared to a full NPE, sensitivity and specificity of 
the ALS–FTD–Cog were 65.0% and 63.5% and of the ECAS 83.3% and 91.3%, respectively. The sensitivity and specificity 
of the ALS–FTD–Cog in patients with bvFTD were 94.4% and 100%, respectively. Test characteristics of the ALS–FTD–Cog 
were moderate, suggesting restricted practical value, as compared to a comprehensive NPE. The ECAS had an excellent 
AUC and high sensitivity and specificity, indicating that it is a valid screening instrument for cognitive impairment in ALS.
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Introduction

Cognitive impairment is present in 30–50% of patients with 
amyotrophic lateral sclerosis (ALS) and negatively influ-
ences survival and quality of life [1–4]. Investigation of cog-
nition, in addition to behaviour, is, therefore, recommended 
in patients diagnosed with ALS [5, 6].

The gold standard for measuring cognitive impairment 
is a full neuropsychological examination (NPE), which 
should be adapted to avoid bias due to impaired dexterity 
and speech [5]. An NPE is often a time-consuming proce-
dure which might be a burden for the patient and not read-
ably available in every neuromuscular clinic. Therefore, a 
concise screening tool could be useful. Currently, there are 
multiple cognitive screening tools available, but at the start 
of our study, only the ALS-cognitive behavioural screen 
(ALS-CBS) and the Penn State Screening examination of 
Frontal and Temporal dysfunction Syndromes (PSSFTS) 
were published [7–11]. These screens are concise, with an 
administration time of 5–10 min [12]. However, not all cog-
nitive domains known to be affected in ALS are included in 
these screens, i.e. tests of social cognition are lacking [13].

The aim of the current study was to investigate the clini-
cal validity of a new cognitive screening tool, the ALS–fron-
totemporal dementia–cognitive screen (ALS–FTD–Cog), 
which aims to cover the complete cognitive profile of ALS 
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[13]. It consists of four frequently used cognitive tests. We 
hypothesized that the sensitivity of the screen would be high, 
as these tests have previously been demonstrated to show 
impairment in ALS patients. Furthermore, we expected the 
screen to be feasible in patients with ALS and widely appli-
cable as the individual tests of the screen are not hampered 
by physical or speech impairment and normative data are 
available [13–16].

During our study, the Edinburgh Cognitive and Behav-
ioural ALS Screen (ECAS) was published, which has 
become a widely used screening tool for cognitive impair-
ment in ALS [9]. We, therefore, compared test character-
istics of the ALS–FTD–Cog and ECAS in a subset of our 
study sample.

Methods

Participants

Patients with ALS were recruited from our tertiary referral 
centres (Amsterdam University Medical Centers and Univer-
sity Medical Center Utrecht) in the Netherlands. All patients 
(sporadic or familial) had a diagnosis of probable or definite 
ALS[17], a symptom duration of less than 12 months and 
an upright forced vital capacity of > 70%, as described pre-
viously [18]. We also included a positive control group of 
(sporadic or familial) patients with behavioural variant FTD 
(bvFTD)[19] with or without ALS from our tertiary referral 
centre (Alzheimer Centre, Amsterdam University Medical 
Centers). A negative control group consisted of healthy con-
trols without a history of neurological or psychiatric disease, 
who were approached through social media. All participants 
had to be older than 18 years, had to have a reliable inform-
ant and had to be fluent in Dutch.

The local medical ethical committees of the participating 
hospitals approved the study. Written informed consent was 
obtained from all participants. This study was performed in 
agreement with the Declaration of Helsinki.

Procedures

The ALS–FTD–Cog

The ALS–FTD–Cog is a screening tool which consists of the 
faux pas test (FPT, social cognition), Rivermead behavioural 
memory test—story recall (RBMT, verbal memory), letter 
fluency index (LFI, executive function) and the Boston nam-
ing test (BNT, language) [13]. All tests have validated norm 
scores, adjusted for age and education. The RBMT, LFI and 
BNT have previously shown to be impaired in ALS patients 
[14–16]. Social cognition deficits have more recently been 
recognized in ALS [20, 21]. A recent meta-analysis showed 

comparable effect sizes for tests of the theory of mind and 
facial emotion recognition, suggesting that both concepts 
of social cognition are impaired in patients with ALS [22]. 
The ALS–FTD–Cog was administered during a home visit 
by a trained member of the research team, in a quiet room 
without distractions.

Neuropsychological examination

A full neuropsychological examination was performed in 
the outpatient clinic in all participants, as described previ-
ously, within 4 weeks from the administration of the screen 
[18]. Cognitive tests were chosen that were not hampered by 
motor or speech disabilities, or adaptations were made (see 
online supplemental material). Alternate forms of the BNT, 
LFI and RBMT were used in the neuropsychological exami-
nation and the ALS–FTD–Cog. Test scores were considered 
abnormal when below the 5th percentile, demographically 
corrected. Cognitive impairment was defined according to 
the Strong criteria [5]. Therefore, only tests of fluency, lan-
guage, executive functions and social cognition were taken 
into consideration. Participants were considered to be cog-
nitively impaired when they had impaired letter fluency, or 
impairment on at least two non-overlapping executive func-
tions tests or two non-overlapping language tests [5].

ECAS

A subset of patients with ALS, diagnosed at the outpatient 
neurology clinic of the University Medical Center Utrecht, 
underwent the ECAS within three months of the administra-
tion of the ALS–FTD–Cog. The ECAS was administered by 
a trained member of the research team. The ECAS (13 items) 
consists of an ALS-specific and ALS-non-specific part. The 
ALS-specific part consists of tests of language, fluency and 
executive functions. The ALS-non-specific part consists of 
tests of memory and visuospatial functions. The two parts 
combined produce an ECAS total score. The ECAS was 
considered abnormal when below predefined cut-off values 
(ECAS total score ≤ 105 points and ECAS ALS-specific 
score ≤ 77 points) [9].

Other measures

Behavioural impairment was assessed in all participants 
with the ALS-FTD-Questionnaire (ALS-FTD-Q) and the 
Motor Neuron Disease Behaviour scale (MiND-B) [23, 24]. 
Disease severity and respiratory function were measured in 
ALS patients with the ALS functional rating scale-revised 
(ALSFRS-R) and forced vital capacity (FVC), respectively 
[25]. Affective symptoms were measured with the Hospital 
Anxiety and Depression Scale (HADS) in all participants 
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[26]. For a detailed description of all measures, see online 
supplemental material.

Clinimetric evaluation of the ALS–FTD–Cog

The gold standard for cognitive impairment was the neu-
ropsychological examination. Cognitive impairment was 
defined as impaired letter fluency and/or impairment on at 
least two non-overlapping executive functions tests and/or 
two non-overlapping language tests, according to the Strong 
criteria [5].

Tentative cut-off scores of the ALS–FTD–Cog were 
investigated by two means in patients with ALS:

1.	 The ALS–FTD–Cog was considered abnormal when ≥ 1 
test was below the 5th percentile, demographically cor-
rected. The sensitivity and specificity were calculated, 
as compared to the neuropsychological examination.

2.	 A ROC curve analysis was performed for the ALS–
FTD–Cog mean T score (mean of T scores of all four 
items). Youden’s J statistic was used to determine the 
optimal cut-off value.

For comparison, the sensitivity and specificity of the 
ECAS were calculated in a subset of patients with ALS, 
using cut-off scores as described above [9].

Sensitivity and specificity of the ALS–FTD–Cog were 
also calculated in the bvFTD and healthy control group. We 
expected to find a high percentage of cognitive impairment 
in patients with bvFTD and a low percentage in the healthy 
control group.

We also assessed associations of the ALS–FTD–Cog with 
other measures. We, therefore, calculated correlations of 
the ALS–FTD–Cog with measures of cognition (NPE total 
score, i.e. the sum of T scores of all items, the ECAS total 
score and the ECAS ALS-specific score), behaviour (ALS-
FTD-Q and MiND-B), physical impairment (ALSFRS-R 
and FVC) and affective symptoms (HADS).

Statistical analysis

The sensitivity and specificity of the ALS–FTD–Cog, ECAS 
total score and ECAS ALS-specific score were calculated 
by means of contingency tables. Furthermore, ROC curve 
analyses were performed of the ALS–FTD–Cog mean T 
score, the ECAS total score and ECAS ALS-specific score, 
and Youden’s J statistic was calculated. The correlations 
between cognitive (ALS–FTD–Cog (mean T score), NPE 
(total T score), ECAS total score and ECAS ALS-specific 
score), behavioural (ALS-FTD-Q and MiND-B) and other 
measures (ALSFRS-R, FVC, HADS anxiety and HADS 
depression) were expressed as Spearman rank correlation 
coefficients (rs). Multiple imputation was performed with 

iterative Markov chain Monte Carlo method for missing neu-
ropsychological test results (30/1524 data points (2.0%)). 
Statistical significance level was set at p = 0.05. Analyses 
were performed in PASW statistics, version 26 (SPSS).

Results

Participants

We included 72 ALS patients, 21 bvFTD patients (of whom 
5 had concurrent ALS) and 34 healthy controls (Table 1 and 
online supplemental material). A subset of 29 ALS patients 
(40.3%), age- and education matched with the healthy con-
trols, had been administered the ECAS.

Cognitive test results

Twenty ALS patients (27.8%) had cognitive impairment, 
based on the NPE and the Strong criteria, mostly in the 
social cognition (n = 20) and executive functions (n = 12) 
domains (online supplemental material).

Thirty-two ALS patients (44.4%) were impaired on one 
(n = 23) or more (n = 9) tests of the ALS–FTD–Cog (online 
supplemental material). The faux pas test (social cognition) 
was most frequently impaired (n = 28).

Respectively, nine and seven patients with ALS (out of 
29, 31.0% and 24.1%) had an abnormal ECAS total score and 
ECAS ALS-specific score. Five of these patients had cog-
nitive impairment on the neuropsychological examination.

According to the ALS–FTD–Cog, twelve patients were 
classified as cognitively impaired, all of whom had no cogni-
tive impairment on the NPE. According to the ECAS total 
score and ECAS ALS-specific score, one and three patients, 
respectively, were classified as cognitively impaired, all of 
whom had no cognitive impairment on the NPE (Table 2).

Eighteen patients with (ALS-)bvFTD (86%) had cognitive 
impairment based on the neuropsychological examination, 
mostly in the domains social cognition (n = 18), executive 
functions (n = 18) and verbal memory (n = 15). Seventeen 
of these patients had an abnormal ALS–FTD–Cog. One 
healthy control (2.9%) had cognitive impairment based on 
the neuropsychological examination, in the domains social 
cognition and executive functions.

According to the ALS-FTD-Q, ten patients with ALS 
(13.9%) had mild behavioural impairment and six patients 
(8.3%) fulfilled the criteria for bvFTD [19]. Twelve patients 
(out of 57, 21.1%) had behavioural impairment according 
to the MIND-B [24].
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Test characteristics of the ALS–FTD–Cog

The median administration time in ALS patients was 
40 min (range 28–61). The scores on the subtests of the 
ALS–FTD–Cog are shown in the supplemental material for 
all participant groups.

Sensitivity and specificity

When ≥ 1 impaired test of the ALS–FTD–Cog was con-
sidered abnormal, the sensitivity and specificity in ALS 
patients using the NPE as gold standard were 65.0% and 
63.5%, respectively (online supplemental material). The sen-
sitivity and specificity in (ALS-)bvFTD patients were 94.4% 
and 100%, respectively.

The ROC curve analysis of the ALS–FTD–Cog mean T 
score showed an AUC of 0.72 (95% CI 0.58–0.86), with a 
Youden’s J statistic of 0.4. The optimal cut-off value was 
46.9, with a corresponding sensitivity of 65% and specificity 
of 75% (Table 3).

The sensitivity of both the ECAS total score and ECAS 
ALS-specific score was 83.3% in ALS patients, using the 
NPE as the gold standard. The specificity of the ECAS total 
and ALS-specific score in ALS patients was 82.6% and 
91.3%, respectively (online supplemental material). The 
ROC curve analyses of the ECAS total score and ECAS 
ALS-specific score showed an AUC of 0.90 (95% CI 
0.78–1.01) and 0.95 (95% CI 0.86–1.03), respectively, with a 
Youden’s J statistic of 0.83 and 0.78, respectively (Table 3).

Table 1   Participant 
characteristics

Data are presented as mean (SD) or median (range), when appropriate
l limb onset, b bulbar onset, lb both limb and bulbar onset, ALSFRS-R ALS functional rating scale—
revised, FVC (%pred) forced vital capacity, percentage of predicted value, n/a not applicable. Statistical 
differences were examined between each of the patient groups and HC
*p < 0.05; **p < 0.001; ^C9orf72 mutation status was missing in 11 patients (total cohort), 2 patients 
(ECAS cohort) and 8 bvFTD patients. ^^To date (checked on 22 November 2020) 66 ALS patients are 
deceased. #ALS N = 57, HC N = 26, FTD N = 19. ##ALS N = 21. The participants who were administered 
the ECAS were patients who visited the out-patient clinic of the University Medical Center Utrecht, and 
therefore can be considered a random (geographic) sample. The mean interval between the administration 
of the ALS–FTD–Cog and ECAS was 41 days (SD 25). A part of the current cohort has been published 
previously [18]

ALS bvFTD HC

Total (n = 72) ECAS sample 
(n = 29/72)

(n = 21) (n = 34)

Age 62.6 (10.0)* 62.0 (8.7) 64.6 (10.0)* 58.4 (10.1)
Sex (m/f) 50/22* 20/9* 17/4* 14/20
Education (years) 14.0 (3.0) 14.2 (2.6) 14.5 (2.2) 14.9 (1.9)
Disease duration (months) 9.0 (4–16) 9.0 (5–13) 29.0 (9–166) n/a
Site of onset (l/b/lb) 48/22/2 21/6/2 n/a n/a
ALSFRS-R 40.0 (28–47) 40.0 (30–47) n/a n/a
FVC (%pred) 92.5 (15.8) 93.8 (15.3) n/a n/a
HADS anxiety 4.0 (0–13)* 4.0 (0–12) 5.0 (0–12) 3.0 (0–7)
HADS depression 2.0 (0–11)* 2.0 (0–10) 3.0 (0–8)* 0.5 (0–8)
C9orf72 mutation 4^ 2^ 3^ n/a
Survival (mo) 25.5 (7–67)^^ 27.0 (15–67) n/a n/a
ALS-FTD-Q 13.3 (10.3)** 9.3 (7.4) 43.8 (12.7)** 6.4 (6.8)
MiND-B# 34.3 (3.0)* 35.0 (1.5)* 26.4 (6.3)** 35.7 (0,8)

Table 2   Cognitive impairment 
in ALS patients (n = 29) based 
on NPE, ALS–FTD–Cog and 
ECAS

NPE neuropsychological examination, ALS–FTD–Cog amyotrophic lateral sclerosis–frontotemporal 
dementia–cognitive screen, ECAS Edinburgh Cognitive and Behavioural ALS Screen

NPE ALS–FTD–Cog ECAS total ECAS ALS specific

Cognitive impairment 6 (20.7%) 12 (41.4%) 7 (24.1%) 9 (31.0%)
No cognitive impairment 23 (79.3%) 17 (58.6%) 22 (75.9%) 20 (69.0%)
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Associations of ALS–FTD–Cog with measures of cognition, 
behaviour, physical impairment and affective symptoms

The correlation of the ALS–FTD–Cog scores with the NPE 
was moderate (rs 0.54, p < 0.001) and weak with the ECAS 
total score and ECAS ALS-specific score (rs 0.34, p = 0.08 
and rs 0.25, p = 0.2, respectively. The correlation of the NPE 
with the ECAS total score and ALS-specific score was mod-
erate (rs 0.51 and rs 0.49, respectively, p < 0.01). Correla-
tions of the ALS–FTD–Cog scores with the ALS-FTD-Q, 
ALSFRS-R, FVC, HADS anxiety and HADS depression 
were weak (online supplementary material).

Discussion

We investigated the clinical validity of a new cogni-
tive screening tool, the ALS–FTD–Cog in a cohort of 
ALS patients with a short disease duration (symptom 
onset < 12 months) with a prevalence of cognitive impair-
ment of nearly 30%, which is comparable to large popu-
lation-based cohort studies [27, 28]. The sensitivity and 
specificity of the ALS–FTD–Cog in ALS patients were 
moderate and do not justify its use in clinical practice. The 
sensitivity and specificity of the ALS–FTD–Cog in bvFTD 
patients were high, indicating that the screen detects cogni-
tive impairment as seen in bvFTD. In a subset of 29 patients, 
a high sensitivity and specificity of another, widely used 
cognitive screening instrument, the ECAS, was found.

Screening for cognitive impairment

A screening test should be easy to administer and score, 
widely applicable, time efficient with a high sensitivity to 
select patients who may need further testing, and a high 
specificity to preclude unnecessary further testing. The 
ALS–FTD–Cog is easy to administer although basic train-
ing in administering and scoring cognitive tests is needed. 
The ALS–FTD–Cog is widely applicable as it is composed 

of internationally validated tests with available normative 
data. The administration time is quite long (40 min) which 
is similar to the ECAS [12].

However,  t he  modera te  sens i t iv i ty  of  the 
ALS–FTD–Cog (65%) indicates that it is less suitable as 
a screening tool. This could be caused by multiple fac-
tors. First, we might have included the wrong tests in the 
screen. The faux pas test, a measure of theory of mind, 
proved difficult to interpret for both the participant and the 
administrator. In our study, most participants, including 
healthy controls, had problems attributing only one emo-
tion to the situation at hand. This led to a high number of 
abnormal empathy scores. When we would have excluded 
the empathy score from the screen and only consider the 
faux pas total score, this would have resulted in a decrease 
in the sensitivity. A recent study of social cognition in 
bvFTD and other neurodegenerative and psychiatric dis-
orders found that the faux pas test does not differentiate 
bvFTD patients from the other participant groups. How-
ever, the Ekman 60 faces test, which was included in our 
NPE, but not in the screen, showed a high discriminating 
rate in a previous study [29]. The discriminating rate of 
the Ekman 60 faces test was also shown in a meta-analysis, 
comparing patients with bvFTD to patients with Alzhei-
mer’s disease and healthy controls [30]. In ALS, especially 
the recognition of disgust and surprise seems impaired 
[22].

Another test that may have caused a limited sensitiv-
ity of our screen is the Rivermead behavioural memory 
test (RBMT). The current consensus criteria for cognitive 
impairment in ALS do not include memory impairment [5]. 
Our selection of tests was based on our meta-analysis of 
the cognitive profile of ALS that showed a large effect size 
for verbal memory impairment and evidence from multi-
ple imaging and pathological studies showing hippocampal 
involvement in ALS [13, 31–34]. In the current study, the 
RBMT was abnormal in 8 patients (11.1%), of whom 7 also 
had abnormal tests in the executive domain, which reflects 
the low prevalence of isolated memory impairment in ALS 

Table 3   ROC curve analysis and Youden’s J statistic of the ALS–FTD–Cog and ECAS

ALS–FTD–Cog amyotrophic lateral sclerosis–frontotemporal dementia–cognitive screen, ECAS Edinburgh Cognitive and Behavioural ALS 
Screen, ALS amyotrophic lateral sclerosis, bvFTD behavioural variant frontotemporal dementia, HC healthy controls, AUC​ area under the curve
Youden’s J statistic is calculated with the formula sensitivity + specificity−1

ALS (n = 74) ALS (n = 29) bvFTD (n = 21) HC (n = 34)

ALS–FTD–Cog mean T score AUC​ 0.72 (0.58–0.86) 0.60 (0.30–0.90) 0.78 (0.56–0.99) 0.61 (0.44–0.77)
Youden’s J 0.4 0.33 0.61 0.61

ECAS total AUC​ n/a 0.90 (0.78–1.01) n/a n/a
Youden’s J n/a 0.83 n/a n/a

ECAS ALS specific AUC​ n/a 0.95 (0.86–1.03) n/a n/a
Youden’s J n/a 0.78 n/a n/a
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[28]. Thus, the RBMT had limited added value for the detec-
tion of cognitive impairment in ALS, although it increases 
the internal consistency of the screen.

Second, the moderate clinimetric properties of the 
ALS–FTD–Cog might be related to the inclusion of a lim-
ited number of tests. We included four complete neuropsy-
chological tests in the ALS–FTD–Cog, instead of a higher 
number of separate items of (sub)tests, hypothesizing that 
the availability of demographically corrected normative data 
would result in feasibility (no need to generate new norma-
tive scores) and a high sensitivity. In comparison, the ECAS 
includes separate items of 13 neuropsychological tests [9]. 
This approach leads to the investigation of different facets of 
multiple cognitive domains, of which the potential benefit, 
i.e. a higher sensitivity, has been suggested previously [12]. 
However, the scoring of such a screening tool is not based 
on established normative data and the weight of the scores 
of the different tests is seemingly random. The reported sen-
sitivity and specificity of the ECAS range between 50 and 
100% and 80 and 95%, respectively [12, 35–37]. In our small 
study population, the previously reported high sensitivity 
of the ECAS was confirmed when using the original cut-off 
values. In combination with previous studies which have 
shown good clinimetric properties of the ECAS, our results 
indicate that the ECAS is a valid screening instrument for 
cognitive impairment in ALS.

Future directions of the ALS–FTD–Cog

Even though we do not recommend the use of the 
ALS–FTD–Cog in ALS patients, we did find excellent 
clinimetric properties of the screen in our group of bvFTD 
patients. However, cognitive screens are most informative 
at the moment of diagnosis, whereas our bvFTD patients 
had a more advanced disease stage, reflected by a disease 
duration ranging from 9 to 166 months and severe cognitive 
impairment based on the NPE. We recommend examining 
the clinimetric properties of the ALS–FTD–Cog in a group 
of newly diagnosed bvFTD patients.

Limitations

The ALS–FTD–Cog was developed before the publication 
of the Strong criteria for cognitive impairment in ALS [5]. 
The screen includes only one test per cognitive domain, and, 
therefore, it is not possible to fulfil the Strong criteria (which 
require abnormal scores on two executive or language tests), 
except for verbal fluency impairment.

Less than half of the ALS patients were administered 
the ECAS (40.3%), because it was not yet published at the 
beginning of our study. Also, a small minority of partici-
pants had missing data on the neuropsychological examina-
tion for which multiple imputation was used.

Conclusion

The ALS–FTD–Cog had moderate sensitivity and specific-
ity in our cohort of patients with ALS when compared to 
the gold standard and we do not recommend its clinical 
use in patients with ALS, although the clinimetric proper-
ties in bvFTD patients are excellent. Regarding the ECAS, 
we were able to corroborate a previously reported high 
sensitivity and specificity in a small subset of patients, 
indicating that it is a valid screening tool for cognitive 
impairment in ALS.

Supplementary Information  The online version contains supplemen-
tary material available at https​://doi.org/10.1007/s0041​5-021-10423​-x.

Author contributions  EB: study concept, acquisition of data, analy-
sis and interpretation of the data, statistical analysis, and drafting/
revising the manuscript for content. RG: study concept, acquisition of 
data, analysis and interpretation of the data, and drafting/revising the 
manuscript for content. MV: study concept and supervision, analysis 
and interpretation of the data, and drafting/revising the manuscript for 
content. MAE: analysis and interpretation of the data, and drafting/
revising the manuscript for content. YALP: study concept, analysis 
and interpretation of the data, and drafting/revising the manuscript for 
content. BAS: study concept and supervision, analysis and interpreta-
tion of the data, and drafting/revising the manuscript for content. JR: 
study concept and supervision, analysis and interpretation of the data, 
and drafting/revising the manuscript for content.

Funding  This study was funded by the ALS foundation Netherlands 
(2013-19).

Availability of data and material  Data are available upon request.

Compliance with ethical standards 

Conflicts of interest  None of the authors reports a conflict of interest.

Ethics approval  The local medical ethical committees of the participat-
ing hospitals approved the study.

Informed consent  Written informed consent was obtained from all 
participants.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creat​iveco​mmons​.org/licen​ses/by/4.0/.

https://doi.org/10.1007/s00415-021-10423-x
http://creativecommons.org/licenses/by/4.0/


2539Journal of Neurology (2021) 268:2533–2540	

1 3

References

	 1.	 Caga J, Hsieh S, Lillo P, Dudley K, Mioshi E (2019) The impact 
of cognitive and behavioral symptoms on ALS patients and their 
caregivers. Front Neurol 10:192. https​://doi.org/10.3389/fneur​
.2019.00192​

	 2.	 Chio A, Vignola A, Mastro E, Giudici AD, Iazzolino B, Calvo 
A, Moglia C, Montuschi A (2010) Neurobehavioral symptoms 
in ALS are negatively related to caregivers’ burden and quality 
of life. Eur J Neurol 17(10):1298–1303. https​://doi.org/10.111
1/j.1468-1331.2010.03016​.x

	 3.	 Govaarts R, Beeldman E, Kampelmacher MJ, van Tol MJ, van den 
Berg LH, van der Kooi AJ, Wijkstra PJ, Zijnen-Suyker M, Cobben 
NA, Schmand BA, de Haan RJ, de Visser M, Raaphorst J (2016) 
The frontotemporal syndrome of ALS is associated with poor sur-
vival. J Neurol 263(12):2476–2483. https​://doi.org/10.1007/s0041​
5-016-8290-1

	 4.	 Xu Z, Alruwaili ARS, Henderson RD, McCombe PA (2017) 
Screening for cognitive and behavioural impairment in amyo-
trophic lateral sclerosis: frequency of abnormality and effect 
on survival. J Neurol Sci 376:16–23. https​://doi.org/10.1016/j.
jns.2017.02.061

	 5.	 Strong MJ, Abrahams S, Goldstein LH, Woolley S, McLaughlin 
P, Snowden J, Mioshi E, Roberts-South A, Benatar M, Horto-
baGyi T, Rosenfeld J, Silani V, Ince PG, Turner MR (2017) 
Amyotrophic lateral sclerosis - frontotemporal spectrum disor-
der (ALS-FTSD): revised diagnostic criteria. Amyotroph Lat-
eral Scler Frontotemporal Degener 18(3–4):153–174. https​://
doi.org/10.1080/21678​421.2016.12677​68

	 6.	 Goldstein LH, Abrahams S (2013) Changes in cognition and 
behaviour in amyotrophic lateral sclerosis: nature of impairment 
and implications for assessment. Lancet Neurol 12(4):368–380. 
https​://doi.org/10.1016/S1474​-4422(13)70026​-7

	 7.	 Woolley SC, York MK, Moore DH, Strutt AM, Murphy J, 
Schulz PE, Katz JS (2010) Detecting frontotemporal dysfunc-
tion in ALS: utility of the ALS Cognitive Behavioral Screen 
(ALS-CBS). AmyotrophLateral Scler 11(3):303–311. https​://
doi.org/10.3109/17482​96100​37279​54

	 8.	 Flaherty-Craig C, Brothers A, Dearman B, Eslinger P, Sim-
mons Z (2009) Penn State screen exam for the detection of 
frontal and temporal dysfunction syndromes: application to 
ALS. Amyotroph Lateral Scler 10(2):107–112. https​://doi.
org/10.1080/17482​96080​23789​80

	 9.	 Abrahams S, Newton J, Niven E, Foley J, Bak TH (2013) 
Screening for cognition and behaviour changes in ALS. 
Amyotroph Lateral Scler Frontotemporal Degener. https​://doi.
org/10.3109/21678​421.2013.80578​4

	10.	 Hu WT, Shelnutt M, Wilson A, Yarab N, Kelly C, Grossman M, 
Libon DJ, Khan J, Lah JJ, Levey AI, Glass J (2013) Behavior 
matters–cognitive predictors of survival in amyotrophic lateral 
sclerosis. PLoS ONE 8(2):e57584. https​://doi.org/10.1371/journ​
al.pone.00575​84

	11.	 Murphy J, Ahmed F, Lomen-Hoerth C (2015) The UCSF screen-
ing exam effectively screens cognitive and behavioral impair-
ment in patients with ALS. Amyotroph Lateral Scler Frontotem-
poral Degener 16(1–2):24–30. https​://doi.org/10.3109/21678​
421.2014.96087​3

	12.	 Gosselt IK, Nijboer TCW, Van Es MA (2020) An overview of 
screening instruments for cognition and behavior in patients 
with ALS: selecting the appropriate tool for clinical practice. 
Amyotroph Lateral Scler Frontotemporal Degener 2020:1–13. 
https​://doi.org/10.1080/21678​421.2020.17324​24

	13.	 Beeldman E, Raaphorst J, Klein Twennaar M, de Visser M, 
Schmand BA, de Haan RJ (2016) The cognitive profile of 
ALS: a systematic review and meta-analysis update. J Neurol 

Neurosurg Psychiatry 6:611–619. https​://doi.org/10.1136/jnnp-
2015-31073​4

	14.	 Taylor LJ, Brown RG, Tsermentseli S, Al-Chalabi A, Shaw CE, 
Ellis CM, Leigh PN, Goldstein LH (2013) Is language impairment 
more common than executive dysfunction in amyotrophic lateral 
sclerosis? J Neurol Neurosurg Psychiatry 84(5):494–498. https​://
doi.org/10.1136/jnnp-2012-30352​6

	15.	 Abrahams S, Leigh PN, Harvey A, Vythelingum GN, Grise D, 
Goldstein LH (2000) Verbal fluency and executive dysfunc-
tion in amyotrophic lateral sclerosis (ALS). Neuropsychologia 
38(6):734–747

	16.	 Raaphorst J, van Tol MJ, de Visser M, van der Kooi AJ, Majoie 
CB, van den Berg LH, Schmand B, Veltman DJ (2015) Prose 
memory impairment in amyotrophic lateral sclerosis patients is 
related to hippocampus volume. Eur J Neurol 22(3):547–554. 
https​://doi.org/10.1111/ene.12615​

	17.	 Brooks BR, Miller RG, Swash M, Munsat TL (2000) El Escorial 
revisited: revised criteria for the diagnosis of amyotrophic lateral 
sclerosis. Amyotroph Lateral Scler Other Motor Neuron Disord 
1(5):293–299

	18.	 Beeldman E, Govaarts R, de Visser M, Klein Twennaar M, van der 
Kooi AJ, van den Berg LH, Veldink JH, Pijnenburg YAL, de Haan 
RJ, Schmand BA, Raaphorst J (2020) Progression of cognitive and 
behavioural impairment in early amyotrophic lateral sclerosis. J 
Neurol Neurosurg Psychiatry. https​://doi.org/10.1136/jnnp-2020-
32299​2

	19.	 Rascovsky K, Hodges JR, Knopman D, Mendez MF, Kramer JH, 
Neuhaus J, van Swieten JC, Seelaar H, Dopper EG, Onyike CU, 
Hillis AE, Josephs KA, Boeve BF, Kertesz A, Seeley WW, Rankin 
KP, Johnson JK, Gorno-Tempini ML, Rosen H, Prioleau-Latham 
CE, Lee A, Kipps CM, Lillo P, Piguet O, Rohrer JD, Rossor MN, 
Warren JD, Fox NC, Galasko D, Salmon DP, Black SE, Mesulam 
M, Weintraub S, Dickerson BC, Diehl-Schmid J, Pasquier F, Der-
amecourt V, Lebert F, Pijnenburg Y, Chow TW, Manes F, Graf-
man J, Cappa SF, Freedman M, Grossman M, Miller BL (2011) 
Sensitivity of revised diagnostic criteria for the behavioural vari-
ant of frontotemporal dementia. Brain 134(Pt 9):2456–2477. https​
://doi.org/10.1093/brain​/awr17​9

	20.	 Girardi A, Macpherson SE, Abrahams S (2011) Deficits in emo-
tional and social cognition in amyotrophic lateral sclerosis. Neu-
ropsychology 25(1):53–65. https​://doi.org/10.1037/a0020​357

	21.	 Meier SL, Charleston AJ, Tippett LJ (2010) Cognitive and behav-
ioural deficits associated with the orbitomedial prefrontal cortex 
in amyotrophic lateral sclerosis. Brain 133(11):3444–3457. https​
://doi.org/10.1093/brain​/awq25​4

	22.	 Bora E (2017) Meta-analysis of social cognition in amyotrophic 
lateral sclerosis. Cortex 88:1–7. https​://doi.org/10.1016/j.corte​
x.2016.11.012

	23.	 Raaphorst J, Beeldman E, Schmand B, Berkhout J, Linssen WH, 
van den Berg LH, Pijnenburg YA, Grupstra HF, Weikamp JG, 
Schelhaas HJ, Papma JM, van Swieten JC, de Visser M, de Haan 
RJ (2012) The ALS-FTD-Q: a new screening tool for behavioral 
disturbances in ALS. Neurology 79(13):1377–1383

	24.	 Mioshi E, Hsieh S, Caga J, Ramsey E, Chen K, Lillo P, Simon 
N, Vucic S, Hornberger M, Hodges JR, Kiernan MC (2014) A 
novel tool to detect behavioural symptoms in ALS. Amyotroph 
Lateral Scler Frontotemporal Degener 15(3–4):298–304. https​://
doi.org/10.3109/21678​421.2014.89692​7

	25.	 Cedarbaum JM, Stambler N, Malta E, Fuller C, Hilt D, Thur-
mond B, Nakanishi A (1999) The ALSFRS-R: a revised ALS 
functional rating scale that incorporates assessments of respira-
tory function. BDNF ALS Study Group (Phase III). J Neurol Sci 
169(1–2):13–21

	26.	 Spinhoven P, Ormel J, Sloekers PP, Kempen GI, Speckens AE, 
Van Hemert AM (1997) A validation study of the Hospital 

https://doi.org/10.3389/fneur.2019.00192
https://doi.org/10.3389/fneur.2019.00192
https://doi.org/10.1111/j.1468-1331.2010.03016.x
https://doi.org/10.1111/j.1468-1331.2010.03016.x
https://doi.org/10.1007/s00415-016-8290-1
https://doi.org/10.1007/s00415-016-8290-1
https://doi.org/10.1016/j.jns.2017.02.061
https://doi.org/10.1016/j.jns.2017.02.061
https://doi.org/10.1080/21678421.2016.1267768
https://doi.org/10.1080/21678421.2016.1267768
https://doi.org/10.1016/S1474-4422(13)70026-7
https://doi.org/10.3109/17482961003727954
https://doi.org/10.3109/17482961003727954
https://doi.org/10.1080/17482960802378980
https://doi.org/10.1080/17482960802378980
https://doi.org/10.3109/21678421.2013.805784
https://doi.org/10.3109/21678421.2013.805784
https://doi.org/10.1371/journal.pone.0057584
https://doi.org/10.1371/journal.pone.0057584
https://doi.org/10.3109/21678421.2014.960873
https://doi.org/10.3109/21678421.2014.960873
https://doi.org/10.1080/21678421.2020.1732424
https://doi.org/10.1136/jnnp-2015-310734
https://doi.org/10.1136/jnnp-2015-310734
https://doi.org/10.1136/jnnp-2012-303526
https://doi.org/10.1136/jnnp-2012-303526
https://doi.org/10.1111/ene.12615
https://doi.org/10.1136/jnnp-2020-322992
https://doi.org/10.1136/jnnp-2020-322992
https://doi.org/10.1093/brain/awr179
https://doi.org/10.1093/brain/awr179
https://doi.org/10.1037/a0020357
https://doi.org/10.1093/brain/awq254
https://doi.org/10.1093/brain/awq254
https://doi.org/10.1016/j.cortex.2016.11.012
https://doi.org/10.1016/j.cortex.2016.11.012
https://doi.org/10.3109/21678421.2014.896927
https://doi.org/10.3109/21678421.2014.896927


2540	 Journal of Neurology (2021) 268:2533–2540

1 3

Anxiety and Depression Scale (HADS) in different groups of 
Dutch subjects. Psychol Med 27(2):363–370

	27.	 Crockford C, Newton J, Lonergan K, Chiwera T, Booth T, Chan-
dran S, Colville S, Heverin M, Mays I, Pal S, Pender N, Pinto-
Grau M, Radakovic R, Shaw CE, Stephenson L, Swingler R, 
Vajda A, Al-Chalabi A, Hardiman O, Abrahams S (2018) ALS-
specific cognitive and behavior changes associated with advanc-
ing disease stage in ALS. Neurology. https​://doi.org/10.1212/
WNL.00000​00000​00631​7

	28.	 Phukan J, Elamin M, Bede P, Jordan N, Gallagher L, Byrne S, 
Lynch C, Pender N, Hardiman O (2012) The syndrome of cogni-
tive impairment in amyotrophic lateral sclerosis: a population-
based study. J Neurol Neurosurg Psychiatry 83(1):102–108. https​
://doi.org/10.1136/jnnp-2011-30018​8

	29.	 Gossink F, Schouws S, Krudop W, Scheltens P, Stek M, Pijnen-
burg Y, Dols A (2018) Social cognition differentiates behavio-
ral variant frontotemporal dementia from other neurodegenera-
tive diseases and psychiatric disorders. Am J Geriatr Psychiatry 
26(5):569–579. https​://doi.org/10.1016/j.jagp.2017.12.008

	30.	 Bora E, Velakoulis D, Walterfang M (2016) Meta-analysis of 
facial emotion recognition in behavioral variant frontotemporal 
dementia: comparison with Alzheimer disease and healthy con-
trols. J Geriatr Psychiatry Neurol 29(4):205–211. https​://doi.
org/10.1177/08919​88716​64037​5

	31.	 Abdulla S, Machts J, Kaufmann J, Patrick K, Kollewe K, Dengler 
R, Heinze HJ, Petri S, Vielhaber S, Nestor PJ (2014) Hippocampal 
degeneration in patients with amyotrophic lateral sclerosis. Neu-
robiol Aging 35(11):2639–2645. https​://doi.org/10.1016/j.neuro​
biola​ging.2014.05.035

	32.	 Bede P, Elamin M, Byrne S, McLaughlin RL, Kenna K, 
Vajda A, Pender N, Bradley DG, Hardiman O (2013) Basal 

ganglia involvement in amyotrophic lateral sclerosis. Neurology 
81(24):2107–2115. https​://doi.org/10.1212/01.wnl.00004​37313​
.80913​.2c

	33.	 Machts J, Loewe K, Kaufmann J, Jakubiczka S, Abdulla S, Petri 
S, Dengler R, Heinze HJ, Vielhaber S, Schoenfeld MA, Bede P 
(2015) Basal ganglia pathology in ALS is associated with neu-
ropsychological deficits. Neurology 85(15):1301–1309. https​://
doi.org/10.1212/WNL.00000​00000​00201​7

	34.	 Wightman G, Anderson VE, Martin J, Swash M, Anderton BH, 
Neary D, Mann D, Luthert P, Leigh PN (1992) Hippocampal and 
neocortical ubiquitin-immunoreactive inclusions in amyotrophic 
lateral sclerosis with dementia. Neurosci Lett 139(2):269–274. 
https​://doi.org/10.1016/0304-3940(92)90569​-s

	35.	 Lule D, Burkhardt C, Abdulla S, Bohm S, Kollewe K, Uttner I, 
Abrahams S, Bak TH, Petri S, Weber M, Ludolph AC (2015) 
The Edinburgh cognitive and behavioural amyotrophic lateral 
sclerosis screen: a cross-sectional comparison of established 
screening tools in a German-Swiss population. Amyotroph Lat-
eral Scler Frontotemporal Degener 16(1–2):16–23. https​://doi.
org/10.3109/21678​421.2014.95945​1

	36.	 Mora JS, Salas T, Fernandez MC, Rodriguez-Castillo V, Marin S, 
Chaverri D, Rodriguez-Santos F (2018) Spanish adaptation of the 
Edinburgh cognitive and behavioral amyotrophic lateral sclerosis 
screen (ECAS). Amyotroph Lateral Scler Frontotemporal Degener 
19(1–2):74–79. https​://doi.org/10.1080/21678​421.2017.14069​52

	37.	 Niven E, Newton J, Foley J, Colville S, Swingler R, Chandran S, 
Bak TH, Abrahams S (2015) Validation of the Edinburgh Cog-
nitive and Behavioural Amyotrophic Lateral Sclerosis Screen 
(ECAS): a cognitive tool for motor disorders. Amyotrophic Lat-
eral Sclerosis and Frontotemporal Degeneration 16(3–4):172–179. 
https​://doi.org/10.3109/21678​421.2015.10304​30

https://doi.org/10.1212/WNL.0000000000006317
https://doi.org/10.1212/WNL.0000000000006317
https://doi.org/10.1136/jnnp-2011-300188
https://doi.org/10.1136/jnnp-2011-300188
https://doi.org/10.1016/j.jagp.2017.12.008
https://doi.org/10.1177/0891988716640375
https://doi.org/10.1177/0891988716640375
https://doi.org/10.1016/j.neurobiolaging.2014.05.035
https://doi.org/10.1016/j.neurobiolaging.2014.05.035
https://doi.org/10.1212/01.wnl.0000437313.80913.2c
https://doi.org/10.1212/01.wnl.0000437313.80913.2c
https://doi.org/10.1212/WNL.0000000000002017
https://doi.org/10.1212/WNL.0000000000002017
https://doi.org/10.1016/0304-3940(92)90569-s
https://doi.org/10.3109/21678421.2014.959451
https://doi.org/10.3109/21678421.2014.959451
https://doi.org/10.1080/21678421.2017.1406952
https://doi.org/10.3109/21678421.2015.1030430

	Screening for cognition in amyotrophic lateral sclerosis: test characteristics of a new screen
	Abstract
	Introduction
	Methods
	Participants
	Procedures
	The ALS–FTD–Cog
	Neuropsychological examination
	ECAS
	Other measures

	Clinimetric evaluation of the ALS–FTD–Cog
	Statistical analysis

	Results
	Participants
	Cognitive test results
	Test characteristics of the ALS–FTD–Cog
	Sensitivity and specificity
	Associations of ALS–FTD–Cog with measures of cognition, behaviour, physical impairment and affective symptoms


	Discussion
	Screening for cognitive impairment
	Future directions of the ALS–FTD–Cog
	Limitations

	Conclusion
	References




