Nutrition Journal© McCaddon; licensee BioMed Central Ltd. 2006
                This article is published under license to BioMed Central Ltd. This is an Open Access article distributed under the terms of the Creative Commons Attribution License (http://​creativecommons.​org/​licenses/​by/​2.​0), which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.

              

10.1186/1475-2891-5-6

Case Report

Homocysteine and cognitive impairment; a case series in a General Practice setting

Andrew McCaddon1  
(1)Honorary Research Fellow, Wales College of Medicine, Wrexham, UK

 

 
Andrew McCaddon
Email: andrew@mccaddon.demon.co.uk



Received: 18 January 2006Accepted: 15 February 2006Published online: 15 February 2006
Abstract
Background
An elevated blood level of homocysteine is a risk factor for cognitive impairment and dementia. Homocysteine can be lowered by folate and/or vitamin B12 supplementation; antioxidants might also be required for optimal reduction in neurovascular tissue. This report presents clinical and radiological findings from administering the antioxidant N-acetylcysteine together with B vitamins to cognitively impaired patients with hyperhomocysteinaemia.

Methods
A case series (n = 7) performed in a semi-rural General Practice setting. Formal cognitive assessments were performed in five patients, and radiological assessments in one patient, before and after supplementation.

Results and discussion
The addition of N-acetylcysteine resulted in subjective clinical improvement in all patients, and an objective improvement in cognitive scores in five patients. One patient had radiological evidence of halted disease progression over a twelve month period.

Conclusion
N-acetylcysteine, together with B vitamin supplements, improves cognitive status in hyperhomocysteinaemic patients. Randomized controlled clinical trials are required to formally evaluate this treatment approach.


Electronic supplementary material
The online version of this article (doi:10.​1186/​1475-2891-5-6) contains supplementary material, which is available to authorized users.

Background
Vitamin B12 is essential for two mammalian metabolic reactions – the conversion of methylmalonyl-CoA to succinyl-CoA, and of homocysteine to methionine; the latter reaction is also folate dependent [1]. Serum levels of methylmalonic acid rise in B12 deficiency, whereas homocysteine levels rise in both folate and B12 deficiency. The advent of assays for these metabolites has facilitated the detection of early and 'subtle' deficiencies of these vitamins [2].
Of these two metabolites, homocysteine has recently attracted interest with regard to cognitive function and aging. Elevated plasma homocysteine is associated with an increased risk of vascular disease and vascular dementia [3, 4]. There are also widely confirmed reports of elevated blood levels in patients with Alzheimer's disease (AD) and mild cognitive impairment (MCI) [5–8]. Homocysteine levels predict cognitive decline in healthy elderly [9–11], and hyperhomocysteinaemia is an independent risk factor for the development of dementia, including AD [12, 13]. However, not all studies confirm a relationship between homocysteine and cognition [14–17].
Potential mechanisms by which homocysteine might influence cognition include a direct toxicity on glutamate neurotransmission and cerebrovascular endothelium, an indirect inhibition of transmethylation reactions in brain, potentiation of amyloid neurotoxicity and promotion of tau phosphorylation [18–20].
Such mechanisms suggest causality, but confirmation requires evidence from randomized controlled intervention trials. Three such trials are now underway. The VITAL trial (VITamins to slow ALzheimer's disease) is a large (n = 400) double-blind placebo-controlled trial to determine whether high-dose B vitamin supplements slow cognitive decline in subjects with established AD [21]. The VITATOPS (VITAmins TO Prevent Stroke) study is a large (n = 8,000) multi-center, randomized, double blind, placebo-controlled secondary stroke prevention trial to determine whether the addition of B-supplements to current best management reduces the incidence of recurrent vascular events in patients with stroke or transient ischaemic attacks; dementia is a secondary outcome measure [22]. VITACOG is a UK-based randomized placebo-controlled trial of B-supplements in 300 elderly participants with MCI to determine effects on brain atrophy and cognitive function (AD Smith – personal communication).
Although plasma levels of homocysteine are largely determined by vitamin B12 and folate status, antioxidant therapy might also be required for optimal reduction in neurovascular tissue [23]. This report presents the effects of administering the antioxidant N-acetylcysteine (NAC) together with B vitamins in seven cognitively impaired patients presenting to their General Practitioner (AMc) with hyperhomocysteinaemia and/or B vitamin deficiency. Patients and carers were informed of the rationale for prescribing NAC, and of its use outside the scope of its current product licence, in accordance with United Kingdom General Medical Council Guidelines [24].

Case presentations
Case 1
A 78 year old lady presented with fatigue, anxiety and depression. She had angular cheilosis but was not anaemic (Hb 11.9, MCV 90), despite a profound vitamin B12 deficiency (11 ng/l) with normal serum and red cell folate (12 μg/l and 299 μg/L). She had parietal cell antibodies but a normal Schilling test. She '...felt better' after monthly injections of hydroxo-B12 (1,000 μg) were commenced, but nevertheless remained anxious.
A year later she developed memory impairment, with difficulty remembering names. She scored 21/30 on Mini-mental state examination (MMSE) [25]. It was felt that she had a dementia, perhaps with associated depression, and she was commenced on an antidepressant (a selective serotonin reuptake inhibitor). Her depression slowly resolved but her cognitive decline continued.
A year later she scored 18/30 on MMSE and 28/70 on the Alzheimer's disease assessment scale (ADAS-Cog) [26]. In view of her persistent dementia despite regular hydroxo-B12 injections, she was commenced on oral NAC (600 mg) daily (Zambon Italia – Vicenza). Two weeks later her husband reported a noticeable improvement in her memory. She now remembered names and faces she previously would have struggled to recall. Her MMSE improved to 21/30 and ADAS-Cog to 20/70. The areas of improvement were in scores of orientation, copying skills, word-recall, naming and commands.

Case 2
An 84 year old lady presented with a three year history of short-term memory impairment and early Parkinsonism for which she took L-dopa. She was otherwise well. She scored 12/28 on the 6 Item Cognitive Impairment Test (6CIT) [27]. Investigations revealed a total serum homocysteine (tHcy) of 20.1 μmol/L (normal range <13μmol/L), but normal serum vitamin B12 (309 ng/L), folate (9.2 μg/L) and red cell folate (464 μg/L). She was not anaemic, but had borderline hypothyroidism (TSH 9.1 μmol/L).
In view of her elevated tHcy, and despite 'normal' serum B vitamin levels, she was commenced on daily oral cyano-B12 (1000 μcg), folic acid (5 mg) and NAC (600 mg). Within one month her tHcy fell to 7.5 μmol/L. She was assessed by a Psychogeriatrician three months after her initial presentation. She now showed no significant cognitive deficits; she scored 28/30 on MMSE.
The psychogeriatrician was '...particularly impressed that she could provide the Christian names of all her five children and twelve grandchildren without any problems' and it was felt that she now had no obvious diagnosis of a dementing illness.

Case 3
A 77 year old lady presented with a six month history of confusion and memory loss. An aunt had early-onset AD. On examination she was disorientated to time and had demonstrable memory impairment. She was vitamin B12 deficient (172 ng/L) but with normal serum and red cell folate (10.1 μg/L and 321 μg/l, respectively).
She commenced monthly intramuscular hydroxo-B12 injections (1,000 μg) but continued to deteriorate. She became fatigued and developed visual hallucinations and persecutory ideas. She had naming difficulties, her repetition was poor, and she had constructional dyspraxia. It was felt she had probable AD. She was admitted for care, scoring only 13/30 on MMSE. She was commenced on an acetylcholinesterase inhibitor with slight initial improvement (15/30). Nevertheless her condition continued to deteriorate. She developed dysphagia and weight loss due to a grade III oesophagitis.
Oral NAC (600 mg daily) was added to her treatment and her family and carers noticed a significant improvement. She became more alert and recognised her close family; a formal cognitive assessment was not performed in view of the severity of her dementia and associated physical condition. Sadly she died from a bronchopneumonia several weeks later.

Case 4
An 87 year old retired school headmistress presented with a three year history of gradually deteriorating short-term memory and general 'confusion'; she frequently mislaid things and often wandered, forgetting her way home. She had a past medical history of diverticular disease and an osteoarthritic hip, but was otherwise well.
On examination it was felt she was suffering from a senile dementia of moderate severity although no formal cognitive scores were recorded. Routine investigations were normal other than a highly elevated tHcy of 27.5 μmol/L.
She was commenced on folic acid 5 mg daily and oral hydroxo-B12 1,000 mcg daily, together with NAC 600 mg daily. Her tHcy fell to 6.6 μmol/L six-months later, at which time she felt generally well although she remained mildly confused. Her daughter commented on a marked improvement in her general behaviour, although she remained forgetful at times. Three years later she remains very well and continues to be cared for at home with no major difficulties.

Case 5
An 84 year old lady presented with a two year history of increasing forgetfulness and confusion and no significant previous illnesses. She was cared for at home by her daughter. On formal examination she was disorientated in time and place with demonstrable short-term memory impairment.
It was felt she had a moderate dementia; she scored 55 out of 70 on an ADAS-Cog assessment. Blood investigations were normal other than an elevated tHcy of 16.4 μmol/L and low red cell folate (157μg/l) (serum vitamin B12 and folate were 281 ng/L and 4.4 μg/l respectively.) She was not anaemic (Hb 12.7).
She was commenced on daily oral cyano-B12 (150 μg daily) folic acid (5 mg) and NAC (600 mg) daily. One month later she had gained ten points on ADAS-Cog score. Her daughter also reported that she was '...generally more settled and content, and less likely to wander.'

Case 6
A 71 year old retired engineer presented with a ten year history of gradually progressive short-term memory impairment. His wife had become concerned because he had recently lost his way driving to a regular address. He complained of losing objects and forgetting people's names.
His father had died of senile dementia aged 74, with symptoms developing at aged 60 years. The patient himself had a past medical history of hypertension controlled by beta-blocker. On cognitive examination he scored poorly on 6CIT (12/28). Routine blood investigations revealed elevated tHcy (15.6 μmol/L) with normal serum vitamin B12 (368 ng/L), folate (9.3μg/L) and red cell folate (492 μg/L).
He was commenced on daily oral cyano-B12 (1,000 μg) folate (5 mg) and NAC (600 mg). His wife reported a "...definite and immediate improvement" within two weeks of commencing treatment. His tHcy fell to 9.6 μmol/L. He was seen by a Psychogeriatrician one month later. He now scored 28/30 on MMSE with a CAMCOG of 115/125, indicating only a mild cognitive deficit [28]. A diagnosis of "age-related cognitive impairment" was made. He has continued on this treatment for the last two years and continues to score well on cognitive assessments. He scored 27/30 on his most recent assessment and has now commenced an acetylcholinesterase inhibitor in addition to B vitamin and NAC supplementation.

Case 7
A 75 year old retired College Lecturer presented with a four year history of increasing forgetfulness. In particular he frequently mislaid things, and had occasional difficulty remembering people's names. His wife had become concerned about his ability to drive. He had a past medical history of prostatic carcinoma treated with radiotherapy, anxiety/depression, and gastro-oesophageal reflux, but was generally well in himself.
On cognitive examination he was disorientated in time and had demonstrable short term memory impairment. He scored 8/28 on 6CIT and 16/39 on TICS-m [29]. An MRI scan showed several foci consistent with small vessel disease (Figure 1). Blood investigations revealed raised tHcy of 14.6 μmol/L, borderline low serum B12 (191 ng/L), but normal folate (11.7 μg/L) and red cell folate (692 μg/L).[image: A12937_2006_Article_90_Fig1_HTML.jpg]
Figure 1
Initial radiological findings in Case 7: T2 weighted MRI scans of Case 7 showing extent of white matter disease in January 2005





He was commenced on daily oral cyano-B12 (1000 μg), folic acid (5 mg) and NAC (600 mg). After one month he had gained five points on TICS-m (21/39). His tHcy fell to 8.3 μmol/L. He was personally delighted with the treatment. His wife commented that "...he was becoming very forgetful, quite retiring, quiet, sleepy all the time, not interested in his food or in life. Now, there's a marked improvement. We can discuss the news without any problem. He's reading again. He's interested in life once more."
One year later, he remains well and has successfully regained his driving license following a formal assessment. A repeat MRI scan showed no significant progression in the extent or size of the focal areas of abnormality in the deep white matter, and no change in ventricular configuration (Figure 2).[image: A12937_2006_Article_90_Fig2_HTML.jpg]
Figure 2
Follow-up radiological findings in Case 7: T2 weighted MRI scans of Case 7 showing extent of white matter disease in January 2006







Conclusion
These reports demonstrate the apparent clinical efficacy of the addition of NAC to B vitamin regimes in hyperhomocysteinaemic patients with cognitive impairment. NAC was well-tolerated in all patients; there were no reported side-effects. Three similar case reports were described earlier [30]. There is one previous study of NAC treatment alone in AD patients [31]. This found a favourable effect of NAC on nearly every outcome measure, although significant differences were obtained only for a subset of cognitive tasks.
There is now strong evidence that elevated blood levels of homocysteine are associated with dementia in general, including both vascular dementia and AD [32]. However, the mechanism underlying this association remains unclear. It may be due to a combination of adverse affects of homocysteine on neurovascular tissue, in addition to impairment of neurotransmitter synthesis due to defects in methyl group metabolism [19, 20]. The clinical responses to NAC in these cases suggest that homocysteine might also be a surrogate marker for the effects of oxidative stress in these tissues [23].
NAC might act as an antioxidant, reducing the effects of oxidative stress on the methionine synthase reaction [33] (Figure 3). Additionally, it might facilitate intracellular vitamin B12 processing by increasing levels of reduced glutathione (Figure 4). Reduced glutathione is required for the conversion of cyano-B12 and hydroxo-B12 to glutathionyl-B12, prior to reduction to the enzymatically active forms of the vitamin by cobalamin reductase [34]. NAC also increases urinary excretion of homocysteine, leading Ventura et al to suggest that this approach may be an important associative or alternative therapy for hyperhomocysteinaemia [35].[image: A12937_2006_Article_90_Fig3_HTML.jpg]
Figure 3
Details of the methionine synthase reaction: Homocysteine reacts with the methyl group of methionine synthase-bound methyl-B12 to produce methionine and an unstable intermediate form of B12, cob(I)alamin. Cob(I)alamin then reacts with methyl-folate (CH3-THF) to generate free folate (THF) and regenerate methyl-B12. The vitamin shuttles between methyl-B12 and cob(I)alamin states. Cob(I)alamin is occasionally deactivated by oxidation to cob(II)alamin. Reductive remethylation of Cob(II)alamin requires a methyl group donated by S-adenosylmethionine. Deactivation usually occurs every few hundred cycles, but AD and age-related oxidative stress might augment this process [23].
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Figure 4
NAC and intracellular B
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                         processing: Potential role of the glutathione precursor NAC in intracellular vitamin B12 metabolism (GSH = reduced glutathione).





The radiological findings in Case 7 are notable. Elevated homocysteine levels are associated with brain atrophy and white matter lesions [6, 36, 37]. The annual estimate of progression of white matter lesions in cognitively intact elderly individuals is approximately 0.6 mL/year [38, 39]. Though not formally quantified, the apparent halting of disease progression in Case 7 is of significance. Follow-up scans were not performed in the earlier cases.
A notable feature in all cases was the complete absence of anaemia. Indeed, despite the clear association between metabolic evidence of B12 and/or folate deficiency and dementia, anaemia and macrocytosis are invariably absent in these patients [40]. The dissociation between the neuropsychiatric and haematological features of these deficiencies suggests that they may not always share a common pathogenesis. Hyperhomocysteinaemia in these patients potentially arises from oxidative depletion of vitamin B12 and folate [23, 41]. Such depletion is, of course, subtly different from our current concepts of classical deficiency due to malnutrition or malabsorption.
The epidemiological evidence is now of sufficient strength that elevated levels of homocysteine should be considered a potential risk factor for dementia in elderly patients [42]. At the very least, clinicians should determine the folate and vitamin B12 status of these patients, irrespective of whether or not there is a macrocytic anaemia.
Randomized controlled clinical trials are required to formally evaluate the apparent beneficial effects of this synergistic approach to cognitively impaired hyperhomocysteinaemic patients. However, these initial studies suggest that disturbances of vitamin B12 and folate metabolism may indeed be an important remediable factor in the aetiology of these fascinating but devastating diseases.

Acknowledgements
Written consent was obtained from patients, or their relatives, for publication of these case reports. I would like to thank the MRI Scan Department, Wrexham Maelor Hospital, for performing the radiological assessments.

References
1.
Stover PJ: Physiology of folate and vitamin B12 in health and disease. Nutr Rev. 2004, 62: S3-12.CrossRefPubMed

2.
Carmel R: Subtle cobalamin deficiency. Ann Intern Med. 1996, 124: 338-340.CrossRefPubMed

3.
Homocysteine and risk of ischemic heart disease and stroke: a meta-analysis. JAMA. 2002, 288: 2015-2022.

4.
Lehmann M, Gottfries CG, Regland B: Identification of cognitive impairment in the elderly: homocysteine is an early marker. Dement Geriatr Cogn Disord. 1999, 10: 12-20.CrossRefPubMed

5.
McCaddon A, Davies G, Hudson P, Tandy S, Cattell H: Total serum homocysteine in senile dementia of Alzheimer type. Int J Geriatr Psychiatry. 1998, 13: 235-239.CrossRefPubMed

6.
Clarke R, Smith AD, Jobst KA, Refsum H, Sutton L, Ueland PM: Folate, vitamin B12, and serum total homocysteine levels in confirmed Alzheimer disease. Arch Neurol. 1998, 55: 1449-1455.CrossRefPubMed

7.
Joosten E, Lesaffre E, Riezler R, Ghekiere V, Dereymaeker L, Pelemans W, Dejaeger E: Is metabolic evidence for vitamin B-12 and folate deficiency more frequent in elderly patients with Alzheimer's disease?. J Gerontol A Biol Sci Med Sci. 1997, 52: M76-M79.CrossRefPubMed

8.
Ravaglia G, Forti P, Maioli F, Muscari A, Sacchetti L, Arnone G, Nativio V, Talerico T, Mariani E: Homocysteine and cognitive function in healthy elderly community dwellers in Italy. Am J Clin Nutr. 2003, 77: 668-673.PubMed

9.
McCaddon A, Hudson P, Davies G, Hughes A, Williams JH, Wilkinson C: Homocysteine and cognitive decline in healthy elderly. Dement Geriatr Cogn Disord. 2001, 12: 309-313.CrossRefPubMed

10.
Tucker KL, Qiao N, Scott T, Rosenberg I, Spiro AIII: High homocysteine and low B vitamins predict cognitive decline in aging men: the Veterans Affairs Normative Aging Study. Am J Clin Nutr. 2005, 82: 627-635.PubMed

11.
Nurk E, Refsum H, Tell GS, Engedal K, Vollset SE, Ueland PM, Nygaard HA, Smith AD: Plasma total homocysteine and memory in the elderly: The Hordaland Homocysteine study. Ann Neurol. 2005, 58: 847-857.CrossRefPubMed

12.
Seshadri S, Beiser A, Selhub J, Jacques PF, Rosenberg IH, D'Agostino RB, Wilson PW, Wolf PA: Plasma homocysteine as a risk factor for dementia and Alzheimer's disease. N Engl J Med. 2002, 346: 476-483.CrossRefPubMed

13.
Ravaglia G, Forti P, Maioli F, Martelli M, Servadei L, Brunetti N, Porcellini E, Licastro F: Homocysteine and folate as risk factors for dementia and Alzheimer disease. Am J Clin Nutr. 2005, 82: 636-643.PubMed

14.
Luchsinger JA, Tang MX, Shea S, Miller J, Green R, Mayeux R: Plasma homocysteine levels and risk of Alzheimer disease. Neurology. 2004, 62: 1972-1976.CrossRefPubMed

15.
Ravaglia G, Forti P, Maioli F, Zanardi V, Dalmonte E, Grossi G, Cucinotta D, Macini P, Caldarera M: Blood homocysteine and vitamin B levels are not associated with cognitive skills in healthy normally ageing subjects. J Nutr Health Aging. 2000, 4: 218-222.PubMed

16.
Ravaglia G, Forti P, Maioli F, Vettori C, Grossi G, Bargossi AM, Caldarera M, Franceschi C, Facchini A, Mariani E, Cavalli G: Elevated plasma homocysteine levels in centenarians are not associated with cognitive impairment. Mech Ageing Dev. 2000, 121: 251-261.CrossRefPubMed

17.
Manders M, Vasse E, De Groot LC, van Staveren WA, Bindels JG, Blom HJ, Hoefnagels WH: Homocysteine and cognitive function in institutionalised elderly A cross-sectional analysis. Eur J Nutr. 2005

18.
Sachdev PS: Homocysteine and brain atrophy. Prog Neuropsychopharmacol Biol Psychiatry. 2005

19.
McCaddon A: Homocysteine and cognition - "Mechanisms". Homocysteine Metabolism. Proceedings of the 4th International Conference on Homocysteine Metabolism 2003, Basel. Edited by: Fowler B. 2005, SPS Publications, 109-122. 1

20.
Mattson MP, Shea TB: Folate and homocysteine metabolism in neural plasticity and neurodegenerative disorders. Trends Neurosci. 2003, 26: 137-146.CrossRefPubMed

21.
Aisen PS, Egelko S, Andrews H, Diaz-Arrastia R, Weiner M, DeCarli C, Jagust W, Miller JW, Green R, Bell K, Sano M: A pilot study of vitamins to lower plasma homocysteine levels in Alzheimer disease. Am J Geriatr Psychiatry. 2003, 11: 246-249.CrossRefPubMed

22.
Group VITATOPST: The VITATOPS (Vitamins to Prevent Stroke) Trial: rationale and design of an international, large, simple, randomised trial of homocysteine-lowering multivitamin therapy in patients with recent transient ischaemic attack or stroke. Cerebrovasc Dis. 2002, 13: 120-126.CrossRef

23.
McCaddon A, Regland B, Hudson P, Davies G: Functional vitamin B(12) deficiency and Alzheimer disease. Neurology. 2002, 58: 1395-1399.CrossRefPubMed

24.
Council GM: Good Medical Practice. 2001, [http://​www.​gmc-uk.​org/​guidance/​good_​medical_​practice/​index.​asp]

25.
Folstein MF, Folstein SE, McHugh PR: "Mini-mental state". A practical method for grading the cognitive state of patients for the clinician. J Psychiatr Res. 1975, 12: 189-198.CrossRefPubMed

26.
Rosen WG, Mohs RC, Davis KL: A new rating scale for Alzheimer's disease. Am J Psychiatry. 1984, 141: 1356-1364.CrossRefPubMed

27.
Brooke P, Bullock R: Validation of a 6 item cognitive impairment test with a view to primary care usage. Int J Geriatr Psychiatry. 1999, 14: 936-940.CrossRefPubMed

28.
Huppert FA, Brayne C, Gill C, Paykel ES, Beardsall L: CAMCOG--a concise neuropsychological test to assist dementia diagnosis: socio-demographic determinants in an elderly population sample. Br J Clin Psychol. 1995, 34 ( Pt 4): 529-541.CrossRef

29.
Gallo JJ, Breitner JC: Alzheimer's disease in the NAS-NRC Registry of aging twin veterans, IV. Performance characteristics of a two-stage telephone screening procedure for Alzheimer's dementia. Psychol Med. 1995, 25: 1211-1219.CrossRefPubMed

30.
McCaddon A, Davies G: Co-administration of N-acetylcysteine, vitamin B12 and folate in cognitively impaired hyperhomocysteinaemic patients. Int J Geriatr Psychiatry. 2005, 20: 998-1000.CrossRefPubMed

31.
Adair JC, Knoefel JE, Morgan N: Controlled trial of N-acetylcysteine for patients with probable Alzheimer's disease. Neurology. 2001, 57: 1515-1517.CrossRefPubMed

32.
Bottiglieri T, Diaz-Arrastia R: Hyperhomocysteinemia and cognitive function: more than just a casual link?. Am J Clin Nutr. 2005, 82: 493-494.PubMed

33.
Gulati S, Chen Z, Brody LC, Rosenblatt DS, Banerjee R: Defects in auxiliary redox proteins lead to functional methionine synthase deficiency. J Biol Chem. 1997, 272: 19171-19175.CrossRefPubMed

34.
Pezacka EH: Identification and characterization of two enzymes involved in the intracellular metabolism of cobalamin. Cyanocobalamin beta-ligand transferase and microsomal cob(III)alamin reductase. Biochim Biophys Acta. 1993, 1157: 167-177.CrossRefPubMed

35.
Ventura P, Panini R, Abbati G, Marchetti G, Salvioli G: Urinary and Plasma Homocysteine and Cysteine Levels during Prolonged Oral N-Acetylcysteine Therapy. Pharmacology. 2003, 68: 105-114.CrossRefPubMed

36.
Hogervorst E, Ribeiro HM, Molyneux A, Budge M, Smith AD: Plasma homocysteine levels, cerebrovascular risk factors, and cerebral white matter changes (leukoaraiosis) in patients with Alzheimer disease. Arch Neurol. 2002, 59: 787-793.CrossRefPubMed

37.
Den Heijer T, Vermeer SE, Clarke R, Oudkerk M, Koudstaal PJ, Hofman A, Breteler MM: Homocysteine and brain atrophy on MRI of non-demented elderly. Brain. 2003, 126: 170-175.CrossRefPubMed

38.
Prins ND, van Straaten EC, van Dijk EJ, Simoni M, van Schijndel RA, Vrooman HA, Koudstaal PJ, Scheltens P, Breteler MM, Barkhof F: Measuring progression of cerebral white matter lesions on MRI: visual rating and volumetrics. Neurology. 2004, 62: 1533-1539.CrossRefPubMed

39.
Garde E, Lykke ME, Rostrup E, Paulson OB: Decline in intelligence is associated with progression in white matter hyperintensity volume. J Neurol Neurosurg Psychiatry. 2005, 76: 1289-1291.CrossRefPubMedPubMedCentral

40.
McCaddon A, Tandy S, Hudson P, Gray R, Davies G, Hill D, Duguid J: Absence of macrocytic anaemia in Alzheimer's disease. Clin Lab Haematol. 2004, 26: 259-263.CrossRefPubMed

41.
Fuchs D, Jaeger M, Widner B, Wirleitner B, Artner-Dworzak E, Leblhuber F: Is hyperhomocysteinemia due to the oxidative depletion of folate rather than to insufficient dietary intake?. Clin Chem Lab Med. 2001, 39: 691-694.CrossRefPubMed

42.
Reutens S, Sachdev P: Homocysteine in neuropsychiatric disorders of the elderly. Int J Geriatr Psychiatry. 2002, 17: 859-864.CrossRefPubMed



Competing interests
I am a Scientific Advisor and shareholder of COBALZ Limited – a UK based company developing alternative oral formulations of vitamin B12, including formulations with NAC as an additional compound.


OEBPS/sidebar.gif





OEBPS/A12937_2006_Article_90_Fig3_HTML.jpg
Homocysteine Methionine

CH3\/

PN
} 4

stress

= <> -

THF






OEBPS/A12937_2006_Article_90_Fig2_HTML.jpg
JAN 06 T2W





OEBPS/contact.gif





OEBPS/A12937_2006_Article_90_Fig4_HTML.jpg
: NAC

GSH

OH
< co >

NAD + GSH

Nu

GS
I





OEBPS/A12937_2006_Article_90_Fig1_HTML.jpg
JAN 05 T2w™S





