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ABSTRACT

Cognitive dysfunction caused by cerebral stroke in different degrees throws patients into troubles in daily life. It,
therefore, has been a great challenge about how to develop a positive and accurate diagnosis and treatment
program against cognitive impairments and in favor of rehabilitation of patients after cerebral stroke. This paper
investigates 128 cases of stroke patients randomly chosen and included into the traditional rehabilitation and
computer-aided training groups who respectively received routine drug and traditional cognitive rehabilitation
therapies for 4 weeks, except that the computer-aided training group also underwent a computer-aided cognitive
exercises. A Montreal Cognitive Assessment (MOCA) was introduced for rating both groups. After a comparative
analysis was conducted on the results, it turns out that, after cerebral stroke of patients, whether the traditional
cognitive rehabilitation therapy or the computer-aided cognitive therapy they received, the cognitive dysfunction
can be relieved, but the computer-aided training process, as an adjuvant therapy, has a more significant efficacy
against this symptom. It is proved that the Computer Aided Technology (CAT) has played a great role in the
rehabilitation of patients with cognitive dysfunction after cerebral stroke, which attributes to its strong targeted
therapy, practicality, time-saving and less effort, and good scientificity. Not only that, it also has a great practical
significance for clinical cognitive rehabilitation.
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Introduction The etiology of cognitive dysfunction

According to statistics (Go, 2013), there are about
25 million patients who suffer from cerebral
stroke in the world, while the incidence of stroke
in China (Ferrucci, 1996) is on the rise by more
than 1 million cases per year. As a disease with
the highest neurological morbidity, stroke not
only impairs the patient's motor homeostasis but
also hampers their language expression. Nearly
50% -75% of patients appears cognitive
dysfunction in varying degrees (Tatemichi,
1994), especially within one year after they
stroke (Tham, 2002), thus they are exposed to
greater risk and danger.
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(Patel, 2003) is that the brain injury or cerebral
stroke disrupts brain tissue structure, further
causing varying degrees of impairment to the
cerebral cortex, so that some symptoms occur in
the patients such as memory loss, inattention,
language expression stagnation, etc. (Kauhanen,
2000). These impairments of cognitive function
area (Sachdev, 2006) not only worsen the quality
of patient's daily life, but also pose a heavy
psychological and financial burden on the
families of patients. It, therefore, is imperative to
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timely diagnose cognitive impairment of patients
after stroke, and make a systematic, targeted post-
rehabilitation treatment on ordinary patients for
their cognitive and physical recoveries.

However, at present, doctors and patients’
families mainly concern their clinical verbal and
motor function recoveries, the impairment to the
patient's cognitive function (Petersen, 2001) can
not be timely perceived; or those patients with
cognitive dysfunctions can not actively cooperate
with treatment, even the efficacy of training
therapy falls well short of the expected goal
(Iwashyna, 2010); for the above reasons, the
incidence of cognitive disorder and dementia
within 3 months after cerebral stroke reaches as
high as 56.8% and 23.5%. Currently, the top
priority is to evaluate the extent of cognitive
dysfunction in stroke patients in clinical
treatment, which will not only help understand
the patient's physical conditions but also develop
a reasonable therapeutic regimen based on the
diagnosis results (Nasreddine, 2005).

Additionally, cognitive rehabilitation
(Kneebone, 2016) is such a process that patients
continually re-learn to improve and regain
impaired functions such as attention, memory,
disturbance of thoughts and perceptions.
Therapies include one-to-one manpower
cognitive and computer-aided cognitive training
treatments, while the latter (Cully, 2013) is
widely applied in the cognitive rehabilitation for
patients after stroke because of its strong
pertinence, scientificity and systematicity.

Currently, the popularity of cognitive
rehabilitation in China is much lower than that in
developed countries such as Europe and the
United States (Toglia, 2011). Most of medical
institutions just concern the recoveries of
patient's verbal and motor functions, thus
dismiss the cognitive rehabilitation as the
unimportant. This paper aims at the impact of
cognitive training therapies on cognitive
functions of patients after cerebral stroke,
statistically analyzes the effect of computer-aided
training therapy on cognitive improvement of
randomly selected patients with stroke in
relation to the manpower cognitive training
therapy, while observing their performance
before and after training with Montreal Cognitive
assessment (Cumming, 2011).

Methods
Study objects
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The objects in the study were those stroke
(cerebral infarction and cerebral hemorrhage)
patients in the neurology department of a
hospital. There is no obvious difference in ages,
genders, education levels and stroke types
between the two groups, the experiment group
and the control group, which are comparable.
After admission, they have ever been received
brain CT or MRI examinations. After each patient
is scored with the Montreal Cognitive Assessment
(MoCA), those who get a score of less than 20 are
confirmed as patients with cognitive disorder or
defect. On the principle of patient's voluntary, a
total of 128 cases were randomly chosen for
computer-aided training experiment group (62
cases) and the traditional rehabilitation training
control group (66 cases), provided that they can
do simple computer operations. MOCA is
introduced for rating the two groups of patients
before and after training, coupled with further
investigation and statistical analysis conducted
on these patients. The general conditions of two
groups of patients are shown in the following
table (1):

Criteria for case inclusion and exclusion

The standard conditions for case inclusion and
exclusion are given in the following tables (1) and
(2), respectively.

Training program
(1) Training therapy for All selected cases
In order to ensure the patient's stable condition,
vital signs, all patients will first receive a regular
drug therapy, and then a series of "one-to-one"
rehabilitation training therapy such as placement
of limbs, joint motion, teeter torture, strength
training, etc. Experienced doctors in the
rehabilitation  section  will design an
individualized progressive training procedure
according to actual conditions of each patient.
The training therapy lasts for four weeks. To
ensure the availability of the results, both groups
of patients are trained by the one group of
medical workers.
(2)Training methods for computer-aided training
group

For computer-aided training group, in
addition to the traditional rehabilitation training,
they also accept the computer-aided cognitive
training therapy for 30 minutes a day, six days a
week, and four weeks as one course of treatment.
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Table 1. The Basic Information of Two Groups of Patients

M/F Age Years of Clinical Diagnosis
Group Quantity (Qua.) (Years, % + 5) Education Cerebral Cerebral
’ ' (Years, x £+ s) Infarction Hemorrhage

Computer Training Group 62 40/22 61.50+12.34 10.50+2.45 48 (77.4) 14 (22.6)
Traditional Training Group 66 46/20 62.35+10.34 11.2243.08 50 ((75.7) 16 (24.2)
Table 2. The Basic Information of Two Groups of Patients

Factors Computer Training Group Traditional Training Group X%/t p Value
M/F 40/22 46/20 x%=0.03 0.960
Age (Years) 61.50+ 12.34 62.35+ 10.34 t=0.578 0.565
Years of Education (Years) 10.50+ 2.45 11.22+3.08 t=-0.115 0.908
Clinical diagnosis (CI/CH) 48/14 50/16 x%=0.016 0.898

Statistical method

In line with diagnostic criteria for stroke developed by the Fourth National
Conference on cerebrovascular disease

)

The Montreal Cognitive Assessment Rating Scale scores less than 20 points

The age between 18 to 80 years old

The Patients could check and participate in training process

Patients know common Chinese characters and able to complete a simple
computer operation

Sign the informed consent form

’

Figure 1. The Standard Constrain for Choosing Patients

) The patients cann't follow the training process

The patients who have cognitive imparment and communication
disorders will severely affect the examination and rehabilitation

|
( ) The patients who suffering from other serious diseases such as heart,

liver, lung, kidney and cancer

) The Patients who has mental illness history

4

Figure 2. The Exclusion criteria for Choosing Patients

A special computer-aided cognitive training
program is developed by a professional doctor
for each patient based on the patient's scores
rated with MOCA, and the training procedures
should be consistent, and gradually completed
from easy to difficult. It is mainly targeted to the
following aspects as shown in Fig. 3.

Cognitive function assessment method

The MOCA is enabled for both groups before
training, and repeat this process after 4 weeks.
The scores of MOCA before and after training are
compared. Those patients who have accepted an
education of less than 12 years should be added 1
point.
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A SPSS17.0 statistical software is used to analyze
all data.

Measurement data are expressed as mean
+ standard deviation; all tests, if P <0.05, have a
statistical meaning, and the MOCA scores of two
groups before and after training are tested with
independent samples t and pared samples t.

Study results

Patient profiles

A total of 128 cases were included, including 42
females and 86 males, at the ages of 48 - 75. After
statistical analysis of two groups of cases, the
values p are all greater than 0.05, and there are
no statistical deviations. The general conditions
of the two groups of cases do not differ
significantly. Data from comparison with each
other is shown in the following table (2):

Figure 3. The Example of Training Process

Comparison of MOCA scores of two groups of cases
before and after training

Prior to training, independent samples t test is
conducted on both traditional rehabilitation and
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computer-aided training groups in accordance
with several items in MOCA, and the P-values are
greater than 0.05. This means there is no
statistical difference. The MOCA scores for both
groups are shown in Table (3) below, but their
total score of MOCA is marked without significant
deviation.

Figure 4. The Example of Computer Assistant Training Process

The MOCA scores of the two groups after
four weeks of training therapy are given in the
following table (4). The results show that the
average score of the computer-aided cognitive
training group is higher than that of the
traditional rehabilitation training group, and
after the independent sample t test, the scores of
memory, visual-space executive competence and
attention are also higher. The p-values for both
naming and orientation and other items are less
than 0.05, having a statistical meaning. The p-
values for abstraction and language are greater
than 0.05, having a statistical difference.

Table 3. The MOCA Results of the Two Groups before Training

Delay
Memory

Vision and

Space Executive
Function

Abstraction
Ability

Attention Orientation

Figure 5. The Items in Computer Assistant Training Process

Comparison of MOCA scores of traditional
rehabilitation group before and after training
After four weeks of rudimentary rehabilitation
training therapy for traditional group, including
placement of limbs, posture alteration, strength
training, joint motion and motor homeostasis,
they reach a significant improvement in MOCA
scores compared with that before training. While
pared samples t-test is conducted on MOCA
before and after training, and it is found after
analysis that in addition to language competence
whose score p is greater than 0.05, there is no
significantly statistical difference. The p values of
remaining items including memory, visual-space
executive function, abstraction, attention, naming
and orientation and the overall score are all less
than 0.05 with statistical significance, as shown in
the following table (5).

Vision and .
Group e Space Executive Abstr_a _ctlon Attention Name Language | Orientation Lzl
Memory . Ability score
Function
Computer
L 2.02+1.46 2.43+1.60 0.53+0.75 3.02+1.46 | 2.02+0.76 | 0.54+0.85 | 4.05+1.22 14.5543.55
Training Group
Traditional 2.36+1.22 2.73+1.74 0.82+1.22 | 3.09+1.16 | 1.99+0.73 | 0.83+0.72 | 3.9840.90 | 15.76+3.40
Training Group
t Value 1.245 0.950 2.020 0.262 -0.135 1.630 -0.082 1.695
P Value 0.214 0.338 0.052 0.794 0.889 0.112 0.932 0.095
Table 4. The MOCA Results of the Two Groups After 4-weeks Training
Vision and Space .
Group e Executive Abstr_a _ctlon Attention Name Language | Orientation | Total score
Memory X Ability
Function
Computer
L 3.84+1.20 4.13+1.10 1.65+0.54 | 4.79+£1.20 | 2.86+0.43 | 1.43+1.00 | 5.68+0.64 24.59+3.34
Training Group
Traditional 3.30£0.98 3.5820.80 1544050 | 3.3740.95 | 2.5540.50 | 1364079 | 4.59+078 | 20.76+2.69
Training Group
t Value -2.565 -2.658 -1.140 -5.060 -3.225 -0.642 -7.164 -6.350
P Value 0.012 0.009 0.524 0.001 0.002 0.524 0.000 0.000
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Table 5. The MOCA results of Traditional Group before and after Trainin;

MOCA Score Score before Training Score after Training Difference t Value p Value
Delay memory 2.36%1.22 3.3040.98 0.9440.89 2.025 0.032
Vision and space executive function 2.73+1.74 3.58+0.80 0.85+0.90 4.102 0.000
Abstraction ability 0.824+1.22 1.54+0.50 0.72+0.68 4.861 0.000
Attention 3.09+1.16 3.374£0.95 0.4840.85 3.722 0.000
Name 1.9940.73 2.55+0.50 0.66+0.68 2.114 0.034
Language 0.8340.72 1.36%0.79 0.5340.78 1.838 0.075
Orientation 3.9840.90 4.5910.78 0.61+0.83 2.456 0.014
Total score 15.76£3.40 20.76+2.69 5.00+£1.89 17.589 0.000
Table 6. The MOCA results of Computer Group before and after Training
MOCA Score Score before Training Score after Training Difference t Value p Value

Delay memory 2.02+1.46 3.84+1.20 1.82+1.14 7.852 0.000
Vision and space executive function 2.43+1.60 4.13+£1.10 1.70+1.20 6.374 0.000
Abstraction ability 0.53%0.75 1.65+0.54 1.1240.76 6.858 0.000
Attention 3.02+1.46 4.79+1.20 1.77+1.14 7.485 0.000
Name 2.02+0.76 2.86+0.43 0.8440.80 4.935 0.000
Language 0.54+0.85 1.43+1.00 0.89+0.85 4.118 0.000
Orientation 4.05+1.22 5.68+0.64 1.63+1.14 6.752 0.000
Total score 14.55+3.55 24.59+3.34 10.04+2.53 23.012 0.000
Comparison of MOCA scores of computer-aided Discussion

group before and after training

For computer-aided training group, after four
weeks of training therapy, its MOCA scores are
improved more significantly than that before
training. A pared samples t-test analysis is also
conducted on MOCA before and after training, it
turns out that the p-values of memory, visual-
space executive function, abstraction, attention,
naming, language competence and orientation, as
well as the overall score, are all less than 0.05
with significantly statistical differences, as shown
in Table (6) ;

MOCA Result of Two Groups

W Traditional Group (Before) Computer Group (Before)

5 Traditional Group (After) Computer Group (After)

2

Delaymemory Visionand  Abstraction
space ability
executive
function

Attention Name language  Orientation

Figure 6. The MOCA Results between Two Groups
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Theoretical basis for rehabilitation of cognitive
dysfunction after stroke

Brain neural network is more complex. Different
areas in the brain exercise different functions but
are also closely linked. The clinical stroke
patients manifest different symptoms of
dysfunction, but the retained nerve tissue and
partial function make it possible to restructure
the neurological functions of patients.
Consequently, the plasticity of neural system
underlies the rehabilitation of cognitive
dysfunction of stroke patients theoretically. The
plasticity of the neural system refers to the
partial or complete reconstruction of impaired
neurological function after the brain functions
are restructured by repeated stimulation and
learning process. An increasing number of
evidences have suggested this possibility. In
nerve cell of adult brain, only 20% of the nerve
cells are usually activated, the rest are all in a
dormant or idle state; at the time of the incidence
of cerebrovascular disease, these dormant nerve
cells and meridians will be activated by some
means to make the brain functions recovery.
Currently, the mainstream theories mainly
include substitution theory, synaptic adjustment,
germination theory and distant inhibition theory,
etc.

In recent years, the development of
functional imaging has also provided human with
technical support for observation about how
human brain structure changes. A large number
of clinical researches and experiments show that
with long-term spontaneous recovery and
constant external stimuli, patient's cerebral
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cortex structure and function can gradually
change. It is possible for them to reach functional
reorganization. This has proved that cognitive
training therapy can activate the corresponding
encephalic regions to make the function of the
cranial nerves restore to normal level and
achieve the neural plasticity.

Rehabilitation = measures
dysfunction after stroke
Currently, the rehabilitation training therapy
against cognitive dysfunction in stroke patients is
mainly one-to-one manpower type aiming at a
certain cognitive area of the patients, for
example, some training therapies for memory
include picture memory method, story-telling
method, recitation method and so on; some for
the calculation competence have manual
calculations, mental arithmetic and so on. Study
shows that these trainings indeed improve the
cognitive competence of patients but the artificial
cognitive training therapy is due to time-
consuming and labor-intensity, relatively low in
efficacy. Even more, the training therapy efficacy
is poor and greatly impacted by therapists.

In recent years, computer-aided
cognitive training therapy has been sprung up in
some foreign countries. As it features simple and
efficient process, high enjoyment, rich subjects,
easy acceptance, and obvious efficacy and so on,
this therapy has been finding wider and wider
application in the clinical practice.

against  cognitive

Efficacy of CAT on cognitive rehabilitation after
stroke

The CA cognitive training therapy has been
widely applied in the rehabilitation of stroke
patients for its numerous advantages. The results
in this study reveal that patients who have
received a computer-aided cognitive training
therapy have a  significantly improved
performance in memory, visual-space executive
function, attention, orientation and the overall
score more than those untrained patients, and
their values p from statistical analysis are less
than 0.05 with statistical differences; their scores
also have a significant difference from those of
the traditional training group, which means that
the computer-aided cognitive training therapy is
more effective against defects of patients in some
aspects such as memory, attention and other
functions, and the overall cognitive competence
has also improved greatly. These results coincide
with the current clinical practices. Zhou Huichang
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et al investigated this and believed that
computer-aided cognitive training therapy can
improve vascular cognitive dysfunction by
learning activity and stimuli on cerebral cortex,
thus to enhance the quality of life of patients. Du
Xiaoxia et al. carried out a special computer-aided
training therapy for stroke patients and found
that it not only had a good efficacy against defects
of the attention itself, but also helped the overall
cognitive recovery. These results have proved the
effectiveness of computer-aided training therapy
on the attention recovery.

The MOCA scores of both groups before
and after training are shown in Fig. (5). The study
discovers that computer aided cognitive training
therapy remarkably improves MOCA scores not
only in attention, memory and visual-space
executive function, but also in language and
abstract thinking, and all of them are meaningful
statistically. It follows that the computer-aided
cognitive training therapy can improve the
patient's speech disorder and enhance the
abstract thinking competence, for example,
studies have shown that computer-based
cognitive training therapy can improve patient's
thinking competence and directional power by
showing them a large number of different images
and videos to enhance their interests in training.

However, in relation to the traditional
rehabilitation training group, the computer-aided
training group does not show any significant
difference in the improvement of speech and
abstract thinking competence, but this was not
completely consistent with the clinical practices.
The reason for this may be that the two groups of
patients have different pathogenic sites in stroke.
Deng Xiaoying's findings suggested that patients
with cerebral infarction in the basal ganglia may
appear the signs of poor abstraction and
attention. However, this study did not divide the
stroke sites and the impaired areas in the two
groups. Moreover, the application of the MOCA
also had certain limitations and misdiagnosis.

As above, it turns out that patients with
stroke can improve their cognitive competence in
some specific aspects by means of appropriate
cognitive rehabilitation training in favor of
restoring their overall cognitive function. In
addition, in virtue of the computer-aided training
therapy, patients' memory, attention, orientation
and other functions have been improved more
significantly to help the recoveries of patients in
limb functions and social activities more rapidly.
As computer technology grows in popularity and
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the rehabilitation technology becomes mature
gradually, the computer aided technology will
play an increasingly important role in post-stroke
rehabilitation training therapy. Although the
MOCA has a relatively high sensitivity to mild
vascular cognitive impairment of patients, certain
misdiagnosis may be caused by the MOCA due to
some limitations in application. As this study is
subjected to other objective conditions and
unexhaustive information, it only aims at
comprehensive training for patients, rather than
individual exercises specially designed for them.
It could be said that the results of this paper are
relatively ambiguous, there is still need to further
explore and study the treatment of cognitive
dysfunction.

Conclusions

This paper probes into assessment on the
cognitive functions of stroke patients with the
traditional rehabilitation and computer-aided
cognitive training therapies, and draws the
following conclusions:

(1) After stroke, whether adopting the
traditional artificial rehabilitation training or
computer-aided cognitive training therapies, the
patient's cognitive dysfunction can be improved.

(2) After stroke, the efficacy of computer-
aided therapy is better against impairments of
patients’ memory, visual function, attention and
overall rehabilitation than that of the traditional
rehabilitation therapy.

Acknowledgements

Public welfare Technology Application Research
Program of Science Technology Department of
Zhejiang Province (2015C33184).

References

Curry AD, Ryan SR, Malik A, Zeno D, Willcockson IU.
Development of a computer-aided training program for
brief cognitive-behavioral therapy in primary care.
Academic Psychiatry 2013; 37(2):120-24.

Cumming TB, Bernhardt ], Linden T. The montreal cognitive
assessment: short cognitive evaluation in a large stroke
trial. Stroke 2011; 42(9): 2642-44.

Ferrucci L, Guralnik JM, Salive ME, Pahor M, Corti MC, Baroni
A. Cognitive impairment and risk of stroke in the older
population. Journal of the American Geriatrics Society
1996; 44(11): 1410-11.

Go AS, Mozaffarian D, Roger VL, Benjamin E], Berry ]D,

elSSN 1303-5150

@

Borden WB, Bravata DM, Dai S, Ford ES, Fox CS, Franco S.
Heart disease and stroke statistics—2013 update.
Circulation 2013;127(1):e6-245.

Hulme A, Maclennan, W], Ritchie RT, John VA, Shotton PA.
Baclofen in the elderly stroke patient its side-effects and
pharmacokinetics. European Journal of Clinical
Pharmacology 1985; 29(4): 467-69.

Iwashyna TJ, Ely EW, Smith DM, Langa KM. Long-term
cognitive impairment and functional disability among
survivors of severe sepsis. JAMA 2010;304(16):1787-94.

Kauhanen ML, Korpelainen JT, Hiltunen P, Maattd R,
Mononen H, Brusin E, Sotaniemi KA, Myllyla VV. Aphasia,
depression, and non-verbal cognitive impairment in
ischaemic stroke. Cerebrovascular Diseases 2000;
10(6):455-61.

Kneebone II. A framework to support cognitive behavior
therapy for emotional disorder after stroke. Cognitive &
Behavioral Practice 2016; 23(1): 99-109.

Nasreddine ZS, Phillips NA, Bédirian V, Charbonneau S,
Whitehead V, Collin I. The montreal -cognitive
assessment, moca: a brief screening tool for mild
cognitive impairment. Journal of the American Geriatrics
Society 2005; 53(4): 695-99.

Pasi M, Salvadori E, Poggesi A, Inzitari D, Pantoni L. Factors
predicting the montreal cognitive assessment (moca)
applicability and performances in a stroke unit. Journal
of Neurology 2013; 260(6): 1518-26.

Patel M, Coshall C, Rudd AG, Wolfe CD. Natural history of
cognitive impairment after stroke and factors associated
with its recovery. Clinical Rehabilitation 2003;
17(2):158-66.

Petersen RC, Stevens ]JC, Ganguli M, Tangalos EG, Cummings
JL, DeKosky ST. Practice parameter: Early detection of
dementia: Mild cognitive impairment (an evidence-based
review) Report of the Quality Standards Subcommittee
of the American Academy of Neurology. Neurology 2001;
56(9):1133-42.

Sachdev PS, Brodaty H, Valenzuela M], Lorentz L, Looi ]C,
Berman K. Clinical determinants of dementia and mild
cognitive impairment following ischaemic stroke: the
sydney stroke study. Dementia & Geriatric Cognitive
Disorders 2006; 21(5-6): 275-83.

Tatemichi TK, Desmond DW, Stern, Y, Paik M, Sano M,
Bagiella E. Cognitive impairment after stroke: frequency,
patterns, and relationship to functional abilities. Journal
of Neurology Neurosurgery & Psychiatry 1994; 57(2):
202-07.

Tham W, Auchus AP, Thong M, Goh ML, Chang HM, Wong
MC, Chen CP. Progression of cognitive impairment after
stroke: one year results from a longitudinal study of
Singaporean stroke patients. Journal of the Neurological
Sciences 2002; 203:49-52.

Toglia ], Fitzgerald KA, O'Dell MW, Mastrogiovanni AR, Lin
CD. The Mini-Mental State Examination and Montreal
Cognitive Assessment in persons with mild subacute
stroke: relationship to functional outcome. Archives of
Physical Medicine and Rehabilitation 2011;92(5):792-
98.

www.neuroquantology.com

92



