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Abstract 

Longitudinal research suggests that genetic, lifestyle, and environmental factors enhance one’s 

risk for developing Alzheimer’s disease and related dementias (ADRD). However, it is not 

known how an accumulation of such factors impact brain functioning. One barrier to this 

research is that increased risk for ADRD affects the cerebrovascular system and, therefore, alters 

the link between neural activity and the fMRI BOLD signal. To better interpret fMRI findings, 

several steps were taken to adjust fMRI activity thereby reducing such cerebrovascular effects. 

We hypothesized that as the number of ADRD risk factors increase, brain regions within the 

medial temporal lobes and the default mode network would exhibit altered brain activity during 

an episodic memory retrieval task. Middle-aged and older adults (aged 50-74) free of dementia 

were recruited with varying levels of risk and underwent a neuropsychological battery and fMRI. 

In the memory task, participants viewed a pair of pictures. In an alternative-forced-choice test, 

participants viewed a picture cue and had to determine which of four pictures was paired with the 

cue. Increased dementia risk was positively associated with brain activity in regions of interest 

within the default mode network, the hippocampus, and the entorhinal cortex during memory 

retrieval. Whole-brain analyses revealed additional positive associations in prefrontal and 

occipito-temporal cortices. Risk factors most contributing to these elevated levels of brain 

activity included hypertension, diabetes, obesity, and cholesterol. We also ruled out confounds 

due to in-scanner performance and premorbid ability. Cumulative risk might represent early 

signs of burnout in brain regions underlying episodic memory. 

 

Keywords: Alzheimer’s disease; default mode network; dementia; episodic memory; functional 

magnetic resonance imaging; medial temporal lobe; minority health; risk factors 
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Introduction 

Alzheimer’s disease and related dementias (ADRD) are characterized by a long trajectory 

of cognitive decline, leading to the 6th most frequent cause of death for those age 65 and older in 

the United States [1]. ADRD not only impact the person affected with the disease, but also place 

a large toll on the caregivers and/or family of the person. Because of the large burden that ADRD 

place on society, significant effort has been put into understanding the origins of these diseases. 

Specifically, neuroimaging has been touted as an effective way to detect early pathology in vivo, 

such as the accumulation of beta-amyloid or tau and to reveal early alterations in how the brain 

functions decades before symptoms ever manifest [2,3]. By understanding the neural origins of 

ADRD, lifestyle interventions that strengthen vulnerable brain regions can be implemented to 

potentially delay the progress of the diseases [4]. In addition, such brain targets can be used for 

pharmaceutical treatments once they become available [5].  

Much of the histopathological and neuroimaging research has focused specifically on 

Alzheimer’s disease (AD) as opposed to other types of dementias (e.g., frontotemporal, 

semantic, vascular) likely because AD is the most common form of the disease. Studies on AD 

have discovered a clear topographical profile as to what brain regions initially develop beta-

amyloid and tau pathology. Specifically, beta-amyloid begins to accumulate in the neocortex [6], 

especially in midline prefrontal and parietal regions—many of which overlap with the default 

mode network (DMN). In contrast, tau tangles begin to accumulate in the medial temporal lobes 

starting in the entorhinal cortex [6]. These regional distributions also overlap with brain regions 

exhibiting hypometabolism [7,8] and brain shrinkage [9,10] in AD. This topological convergence 

might be due to the high level of energy consumption of these regions that has been proposed to 
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lead to an overworked neural system in some individuals and, in turn, an enhanced vulnerability 

to AD [4,11,12]. 

Whether these same brain regions are systematically related to alterations in brain 

function in ADRD is less clear. Mormino et al. [13] found that higher levels of beta-amyloid 

were associated with greater brain activity within the hippocampus during successful memory 

encoding, but other studies have not found similar results [14-17]. Nevertheless, changes in brain 

function might serve as one of the earliest biomarkers of ADRD [18]. A recent study revealed 

that pathology-related alterations in hippocampal functioning may be more easily detectable in 

the young-old (e.g., ages 60-75) than in the old-old (e.g., older than 76) [19]. This evidence 

suggests that investigating adults earlier in the adult lifespan bordering on what is classically 

defined as old age could shed additional insight into the processes giving rise to ADRD. 

Epidemiological studies already have begun investigating genetic, dispositional, and 

lifestyle factors starting in midlife that predict conversion to late-life ADRD. Other than age, two 

of the most well-known risks for AD are the presence of a first-degree relative, which doubles 

the risk of dementia [20,21], and the presence of the apolipoprotein ε4 allele, which can increase 

the risk of dementia by up to 12 times [22]. Other factors, with considerably lower public 

awareness, also have been identified [23]. Deckers et al. [24] conducted a systematic review on 

modifiable risk factors and found 11 that were well-documented and were consistent with 

knowledge from medical professionals. Some of these factors overlapped with previous research 

on middle-age adults such as hypertension, high cholesterol, obesity, and education (via level of 

cognitive activity) [25]. Other factors identified included diabetes, smoking, coronary heart 

disease, depression, low consumption of a Mediterranean diet, and high alcohol intake. Likely 

related to some of these factors, investigations into both prevalence and incidence rates provide 
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strong evidence that ethnic minorities also are at higher risk for developing ADRD [26-28]. 

Deckers et al. [24] note that many of these factors are interrelated and likely form clusters of 

ADRD risk (e.g., metabolic syndrome). Because of this inter-relatedness, some studies have used 

dementia risk scores to assess levels of clustered risk when investigating cognitive or diagnosis 

outcomes [29-32]. 

Neuroimaging studies investigating risk factors for dementia have mostly focused on 

genetic risk or cognitively normal adults harboring elevated levels of pathology. A recent review 

on family history and genetic risk factors of AD suggests that alterations in brain activity can be 

found most consistently in medial temporal lobe and parietal regions, although the direction (i.e., 

positive or negative association with increased risk) were highly variable [33]. Interestingly, 

most of these studies focused on brain activity during episodic memory encoding, thus 

emphasizing a need for more studies focusing on memory retrieval processes. We reasoned that 

because memory retrieval is the product of both encoding-specific and retrieval-specific 

processes, investigating brain activity at retrieval might evidence the most pronounced 

alterations with increased risk. Of the handful of studies that have investigated retrieval, most 

have investigated differences between carriers and non-carriers of the apolipoprotein ε4 allele. 

Greater activity in the medial temporal lobes, the prefrontal cortex, and the parietal cortex have 

been found in older adults with the ε4 allele than those without the ε4 allele [34-36]. Braskie et 

al. [37] also found increased activity in the medial temporal lobe, prefrontal cortex, and the 

parietal cortex in older adults with elevated vascular risk (high systolic blood pressure and a high 

body mass index). Other studies, not related to memory retrieval, have found evidence that 

having diabetes is associated with less deactivation of the DMN [38-40] and less activation in the 

frontal cortex [39,40].  
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We argue that previous studies investigating adults with risks for ADRD cannot be taken 

at face value. Under most circumstances, increases in the blood oxygen level dependent (BOLD) 

signal can be roughly interpreted as increases in populations of neural activity that is most 

closely aligned with local field potentials [41,42]. However, both older age and risk factors that 

alter the cerebrovascular system also alter the coupling between the BOLD signal and neural 

activity [43,44]. For example, Mohtasib et al. [45] found that age-related increases in the BOLD 

signal in the frontal cortex was due to a reduction in cerebral metabolic rate of oxygen 

consumption rather than an increase in neural activity. Instead, they concluded that aging was 

associated with a reduction in neural activity despite the apparent increases in the BOLD signal. 

Therefore, without taking into account cerebrovascular-related alterations in the BOLD signal, 

previous studies that have found an association between risks for ADRD and brain activity suffer 

challenges in interpretation of the BOLD signal, possibly leading to an overestimation of such 

associations [46,47]. 

In the present study, we moved beyond investigating single risk factors investigated in 

previous studies and propose that the accumulation of multiple risk factors provides a new 

window into early brain function alterations that put the brain at risk for developing pathology 

found in ADRD [4,48]. Towards this aim we calculated a dementia risk score and tested how 

increases in this measure were associated with brain function during episodic memory retrieval. 

Specifically, we used a paired associates memory task that relied on the retrieval of specific 

details, or recollections, that have been previously shown to engage regions in the medial 

temporal lobe, frontal cortex, and parietal cortex [49]. Critically, we also took steps to calibrate 

the BOLD signal to minimize cerebrovascular reactivity changes. First, we estimated the shape 

and timing of the BOLD response (i.e., the hemodynamic response function; HRF) using an 
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independent task for each individual [50-52]. Then, we calibrated the memory-related fMRI 

results using resting state fluctuation amplitude (RSFA) analyses [53-55]. This analysis measures 

the standard deviation of the BOLD signal and has been shown to reduce age-related vascular 

effects on the BOLD signal while leaving the majority of neuronal-related activity intact [47,56]. 

We predicted that higher dementia risk would be associated with alterations in brain function 

within the medial temporal lobes (e.g., the hippocampus and entorhinal cortex) and the DMN 

due to the known associations with the episodic memory retrieval [49] and decline in AD 

[9,11,12,18]. However, it is unclear whether the direction of the effects would be in the form of 

increased or decreased brain activity because nearly all previous studies investigating various 

risks for ADRD (including older adults with elevated beta-amyloid or tau as measured by PET or 

CSF) failed to calibrate the BOLD signal (for an exception, see [19]). Lastly, we reduced the 

likelihood of other confounding explanations by controlling for inter-individual differences in 

the in-scanner memory performance and premorbid intellectual ability. To the extent that the 

brain regions implicated with dementia risk overlapped with those associated with cognition, one 

might consider this a confound due to different levels of retrieval success or effort. 

Materials and Methods 

Participants 

Data were collected as a part of the Alabama Brain Study on Risk for Dementia to 

investigate the influence of cumulative risk factors on brain structure and brain function in adults 

free of dementia. In contrast to most samples used in cognitive aging research that consist of 

very healthy adults, participants in this study were enriched with varying levels of risk factors for 

dementia accrued throughout their lifetime [24,25,48,57,58]. Inclusion criteria included being 

right-handed, having a St. Louis University Mental Status (SLUMS) score above 19 (after 
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adjusting for education) [59], the ability to understand and comprehend English, and at least one 

of the following self-reported risks for dementia that were assessed by the initial phone screener: 

subjective memory complaints, less than a high school education, African American or Hispanic 

ethnoracial category, mild head trauma, family history of Alzheimer’s disease, current diagnosis 

of hypertension or systolic blood pressure greater than 140 mmHg, current diagnosis or a family 

history of heart disease, current diagnosis of high total cholesterol, history or current use of 

smoking tobacco, current diagnosis or family history of diabetes, and body mass index greater 

than 30 kg/m2. Exclusion criteria included being pregnant, having a prior diagnosis of dementia 

or another neurological condition, a medical history of stroke or traumatic brain injury, 

claustrophobia, history of substance abuse, or having metallic implants that are incompatible 

with MRI. All participants gave informed consent using methods approved by the institutional 

review board at The University of Alabama. Vision was normal or corrected to normal using 

MR-compatible glasses or contact lenses. All participants were monetarily reimbursed for their 

time and participation in this study. 

This study included 67 participants aged 50-74 years. Of these, 3 participants stopped 

scanning early due to: claustrophobia (2) and feeling sick (1). The HRF could not be calculated 

for 1 participant and an additional 3 participants were removed due to movement (see fMRI 

Acquisition and Preprocessing section for details), resulting in a total sample of 60 participants. 

All participants were recruited from the Tuscaloosa and Birmingham areas within Alabama 

through word of mouth, flyers, Facebook ads, and newsletters. Demographic characteristics of 

the final sample can be found in Table 1. Participants had an education ranging from 6 to 18 

years and had a moderate to high level of cognitive functioning as measured by the SLUMS; M = 

26.49, Range = 21 to 30).  
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Procedures 

Overall Study 

The study was distributed across two to three in-person sessions. The first session 

consisted of a cognitive battery and an assessment of health metrics. Following the cognitive 

session, participants were provided with an online survey to fill out several questionnaires. If 

needed, we offered a computer for participants to take the survey in a separate session. The last 

session consisted of the MRI scan that included a structural scan and several functional scans: 

two resting-state, a paired-associates memory encoding task, a memory recognition task, and a 

visual-motor checkerboard task. The analyses here focus on the memory recognition task. 

Cognitive Assessment 

Saint Louis University Mental Status Exam (SLUMS) 

The SLUMS was used to screen out severe cognitive deficits (e.g., possible dementia) 

[59]. The assessment consisted of 11 questions that measured a variety of cognitive domains 

including an individual’s orientation, memory, attention, and executive functioning. The 

maximum number of points possible was 30. Cut off scores for dementia depended on the 

participants education level such that participants were categorized as having possible dementia 

if they scored below 21 with a high school education or below 20 without a high school 

education. The SLUMS can distinguish between dementia and mild cognitive problems with a 

sensitivity of .96-1.00 and a specificity of .98-1.00 and outperforms other common global 

measures of cognition such as the Mini-Mental Status Exam [60]. Participants who scored in the 

dementia range based on their education level were discontinued from the research study and 

where provided information on nearby memory clinics if concerned. 
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Wide Range Achievement Test - 4 (WRAT-4) 

The WRAT-4 Word Reading subtest was administered to measure participants’ reading 

skills via pronunciation ability of increasingly more difficult words. Pronunciation ability is 

commonly used to assess one’s cognitive ability level prior to potential aging or pathologically 

related declines in ability [61]. Each score was scaled using age norms. Additional cognitive 

assessments were administered to participants following the WRAT-4 but were not used for this 

study.  

fMRI Scans 

Checkerboard Task 

The purpose of this task was to obtain a measure of each participant’s HRF in the 

occipital cortex that was time-locked to the onset of the visual stimulation. A reversing 

checkerboard (changing 8 times over 1 second) was presented for 1s in each of 20 repetitions. 

When the checkerboard was presented, the participant was instructed to view the image and tap a 

button on the MR-compatible box that was provided to them. Inter-trial intervals varied between 

8s and 16s with an average of 12s, during which the participant viewed a fixation cross. A total 

of 73 volumes were collected over a 2min span.  

Paired Associates Memory Task 

In the scanner, participants were asked to view a picture of an emotionally neutral face 

above a picture of either an object or scene for 3s either on the left or right side of the screen. To 

assist their memory, participants were told to imagine the person interacting with the object or 

within the scene. After viewing the pair of pictures, participants were asked how likely they 

think they would remember the face-object or face-scene pair and rate their prediction on a three-

point scale: likely to remember, possibly will remember, or unlikely to remember. Trials were 



 
 
DEMENTIA RISK ON RETRIEVAL ACTIVITY              11 

separated by a fixation cross of jittered duration (1.72–17.20 s). Stimuli were divided into two 

runs with each run consisting of 32 pairs of pictures and lasting for 8 min, totaling 558 volumes. 

An 11 min delay occurred between the end of the last encoding run and the beginning of 

the first retrieval run. During the alternative-forced-choice retrieval test, participants were 

presented with a previously seen face and asked to choose the correct object or scene pairing 

from five options. The options included pictures of two objects, two scenes, and a “never seen” 

option that could be chosen if participants believed they never saw the face. All four of the 

picture options were previously seen during the encoding phase. However, two of the pictures 

were always in the object category and two were always in the scene category, but only one was 

previously paired with the face during the encoding session. Each of the picture options were 

seen multiple times such that a given picture might be a lure on one memory trial, but a correct 

answer on a different memory trial. Because the lures were familiar to participants, to answer 

correctly, recollection of the face-item association must be used. Thus, accuracy on this task is 

best understood as a recollection memory score. Note that despite being provided with a “never 

seen” option, all faces were previously seen in the scanner. The location of the pair (left or right 

side of the screen) also was provided to participants for half of the trials to help cue their 

memory. The test was divided into two runs with each run consisting of 32 memory trials and 

lasting for 5 min. 

The face stimuli were taken from the Chicago Face Database Version 2.0.3 [62]. This 

database contains high-quality photos of male and female faces from different ethnoracial 

categories ranging in age from 18 to 50 years old. From this database half of the faces chosen to 

be included were of men and half were of women. Within each sex, half were African Americans 

and half were non-Hispanic White. The ethnoracial categories were chosen to represent the local 
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demographics. Pictures of the objects and scenes were taken from 

http://cvcl.mit.edu/MM/stimuli.html and have been used in several studies to assess memory [63-

65]. 

The order of items and fixations was maximized for event-related fMRI using optseq2 

program (https://surfer.nmr.mgh.harvard.edu/fswiki/optseq2). One order was created for each 

memory task run, totaling 4 runs (2 encoding and 2 retrieval). These four orders were rotated 

across retrieval cue type (left, right, no cue) across participants. 

Resting State Scans 

Two resting state scans were collected that each consisted of 175 volumes over a 5min 

span. Participants were told to close their eyes but not fall asleep.  

Data Analyses 

Dementia Risk Score Calculation 

We used a dementia risk score to assess the cumulative risk that participants have accrued 

throughout their lifetime [24,25,48,57,58]. This score was calculated by summing the following 

self-reported risk factors: memory problems, a family history of Alzheimer’s disease, less than a 

high school level of education, hypertension, current or family history of heart disease, current or 

family history of diabetes, obesity, high total cholesterol, mild head trauma, of African American 

or Hispanic background, current or history of tobacco use. These risk factors were chosen 

because of their consistent association with progression to dementia in either middle or old age 

and were easily approximated via self-report. Although we had a relatively small age range, we 

conducted a second dementia risk score in which adults 65 and older were given an extra risk 

point, given that aging is the largest risk factor for ADRD.  

fMRI Acquisition and Preprocessing 
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MRI data were collected using a 3T Siemens PRISMA scanner at the UAB Civitan 

International Neuroimaging Laboratory. Structural scans were acquired using high resolution T1-

weighted structural MPRAGE (parallel acquisition acceleration type= GRAPPA; acceleration 

factor= 3, TR = 5000 ms, TE = 2.93 ms, TI 1 = 700 ms, TI 2 = 2030 ms, flip angle 1 = 4 degrees, 

flip angle 2 = 5 degrees FOV = 256 mm, matrix = 240 x 256 mm2, in-plane resolution = 1.0 x 1.0 

mm2). For all functional scans, T2*-weighted images were used to estimate neural activity via 

the BOLD signal (56 interleaved axial slices, 2.5 mm thickness) using an EPI sequence (TR = 

1720 ms, TE = 35.8 ms, flip angle = 73 degrees, FOV = 260 mm, matrix = 104 x 104 mm, in-

plane resolution = 2.5 x 2.5 mm2, multi-band acceleration factor=4). Data were preprocessed 

using Statistical Parametric Mapping 12 (SPM12). Preprocessing steps included calculating and 

correcting for head movement, coregistering the structural images to the functional images, 

segmenting the structure into gray matter, white matter, and cerebral spinal fluid, normalizing to 

the MNI template (2 mm cubic voxels), and spatial smoothing (8 mm FWHM kernel). Artifact 

Detection Tools (ART) was used to detect outliers due to movement or signal intensity spikes 

[66]. 

Following preprocessing, the memory retrieval runs were further processed to remove 

artifacts. Specifically, the BOLD signal from these runs was decomposed into its spatiotemporal 

components using MELODIC [67]. Components were flagged if they were believed to be 

potential artifacts (e.g., signal around the edge of the brain, centered in ventricles, characterized 

by temporal spikes). The identified components were then regressed from the BOLD signal also 

using MELODIC. Thus, task-data motion (and other sources of artifact) was taken into account 

in two ways. First, time points of movement outliers (from ART) were dummy coded in the first 

level analysis and MELODIC was used to regress out artifact. Indeed, the number of framewise-
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displacement scans that were greater than .20 mm were reduced from a mean of 70.52 per person 

to 0.03 per person after implementing MELODIC. The maximum range of translational 

movement across all runs and participants was 0.06 mm and the maximum average root mean 

squared realignment average was 0.04 mm, both of which were well below recommended 

thresholds for movement [68,69]. Despite the lack of objective residual movement, when the 

final data sets were visually inspected, some runs continued to exhibit residual artifact (e.g., 

banding across the brain), thus leading to 11 runs across 8 participants being removed from 

further analyses. 

The two resting-state scans were further processed in preparation for the RSFA analyses 

[53]. Afni_proc.py [70] was used to despike the time series, remove the first 3 TRs, bandpass 

filter the time series between .01 and .08 Hz, demean the time series, and to regress out motion 

parameters, their derivatives, and white matter signal from the time series. RSFA analyses 

calculate the standard deviation of the BOLD signal. These analyses were implemented 

separately for each run and averaged together. 

Statistical Analyses 

To estimate each participants’ HRF, a finite impulse response function was used to model 

task-evoked brain activity in response to the flashing checkerboard. In this general linear model 

(GLM), 12 basis functions were modeled across a 21s window and outliers were entered as 

nuisance regressors. At the first level, an F-test was calculated across the 12 time points at a 

liberal threshold of p = .05 using an inclusive mask of the occipital cortex. At the peak voxel 

within this mask, parameter estimates were extracted, which were used to represent each 

participant’s new HRF. 
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For the memory retrieval task, we first conducted first level analyses under the 

assumptions of the GLM using a stick function (setting duration to 0s) and the canonical HRF. 

Two trial types of interest were included as regressors in this analysis: trials for which 

participants correctly remembered the picture pair and trials for which the participants did not 

correctly remember the picture pair. Other regressors of non-interest included outliers and 

session effects. We next conducted a first level analysis in which we substituted the canonical 

HRF (in the variable SPM.xBF.bf of the SPM.mat) with each participants’ own HRF. Each of 

the contrast images were then scaled to account for cerebrovascular reactivity differences within 

the BOLD signal. This scaling process was done by dividing the contrast images by the mean 

RSFA image from the resting-state scans. 

At the second level, we conducted two sets of analyses: a region of interest (ROI) and a 

whole-brain approach. ROIs were chosen based on the a priori predictions [4] that the medial 

temporal lobe and regions with the DMN would be the earliest affected by an accumulation of 

risk factors. Thus, we chose the left and right hippocampus and the left and right entorhinal 

cortex using masks derived from FreeSurfer v6.0 (http://surfer.nmr.mgh.harvard.edu), and a 

mask of the DMN available from previous studies [71]. As a control region, we used a medial 

occipital network mask [71]. Other researchers have used a similar control ROI to assess the 

specificity of the results [72]. Regression analyses were used to assess the relationship between 

the dementia risk score and mean BOLD signal from the contrast of correct retrieval > baseline, 

consistent with prior studies [34,35]. For these ROIs, the alpha was set to p < .05. For the whole-

brain analyses, we first assessed which brain regions were sensitive to our fMRI task by 

conducting a one-sample t-test for the contrast of correct retrieval > baseline. Next, we 

conducted a similar regression analysis to test the association between dementia risk score and 
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correct retrieval > baseline activity. All regression analyses controlled for inter-individual 

differences in episodic memory performance and lifelong differences in premorbid ability using 

the word pronunciation score from the WRAT.  

All analyses excluded voxels with low signal-to-noise in the fMRI signal due to 

susceptibility artifact in the nasal passages and ear canals. Note that the premorbid ability score 

was lost for one participant. This missing value was imputed using a regression equation derived 

from the other participants similar to other studies [73]. Specifically, the following factors were 

used to predict the premorbid ability score: dementia risk, age, sex, years of education, whether 

non-Hispanic White, and fMRI memory accuracy. The resulting model was significant, F(6,52) 

= 11.24, p < .001, and explained 56.46% of the variance in premorbid ability. The beta-

coefficients from this model were then used to predict the missing value for the participant. This 

strategy allowed us to include all available fMRI data for all analyses. For the whole-brain 

analyses, an alpha was set to .005 with 50 contiguous voxels. For comparison purposes, we also 

present the results at the different stages of corrections on the BOLD signal: canonical HRF, 

after using the participants’ own HRF, and after scaling the contrasts by the participants’ mean 

RSFA images. 

To better understand which risk factors contributed the most weight to the brain effects 

that were found, we conducted a partial least squares (PLS) regression analysis using the 

ExPosition package in R [74]. We chose this method because risk factors often are highly related 

to one another and PLS capitalizes on the shared variance across factors to explain the majority 

of the covariance in the data. For this analysis, two matrices were created: one that represented 

each risk (including age) for each participant and one that represented extracted beta-coefficients 

in each brain region from the fMRI results for each participant. The cross product of these two 
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matrices were decomposed into mutually orthogonal latent variables using singular value 

decomposition. The latent variable scores represented the weights of risk factor that contributed 

to increases or decreases in the BOLD signal for each brain region. 

Results 

Participant Demographics 

 The four participants that were removed from the analyses had lower premorbid ability 

scores (84.25 vs. 103.91, p = .037), and were more likely to be an ethnic minority (100% vs. 

33%, p = .007) compared with participants that were retained in the study. Demographic 

information for the final set of participants can be found in Table 1. Participants had a dementia 

risk score that ranged from 1 to 8. Greater dementia risk was associated with poorer memory 

performance in the fMRI task (r (58) = -.28, p = .028), consistent with prior work suggesting that 

the chosen risk factors are associated with cognitive decline. However, greater risk was not 

associated with older age (r (58) = .03, p = .82) and age was not associated with memory 

performance (r (58) = -.19, p = .14). When modifying the dementia risk score to include age 65 

or above as an additional risk, this second dementia risk score was marginally related to age (r 

(58) = .23, p = .081) and continued to be associated with memory performance (r (58) = -.28, p = 

.031). 

Region of Interest Analyses 

 In separate regression analyses, we tested the association between accumulated dementia 

risk on mean BOLD signal in five ROIs (Table 2, Figure 1). We found a significant positive 

association between dementia risk and mean BOLD signal in the DMN (p = .042), left entorhinal 

cortex (p = .036), and left hippocampus (p = .029). The left hippocampal association was 

strongest for voxels in posterior regions of the hippocampus (Figure 2). No significant 
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association was found in the right lateral ROIs nor the medial occipital network that served as a 

control (all p’s > .25). When adjusting the risk score to include an extra risk if aged 65 or older, 

the patterns of correlations remained the same. 

Whole-Brain Analyses 

A whole-brain analysis on correct retrieval trials revealed large clusters of brain activity 

in lateral prefrontal cortex, dorsolateral parietal cortex, occipital cortex, ventral temporal cortex, 

and the medial temporal lobes (see Figure 3). Deactivations were found in medial prefrontal 

cortex, posterior cingulate cortex, ventrolateral parietal cortex, and lateral temporal cortex. 

Association Between Dementia Risk and Brain Activity 

To test how cumulative risk for dementia was associated with brain function, a regression 

analysis was conducted with the dementia risk score (regardless of age) as the predictor variable 

in a whole-brain analysis on the BOLD signal during correct memory trials at retrieval (see 

Figure 4, Figure 5, and Table 3). Across the three different stages of the analyses (canonical 

HRF, using the participant’s own HRF, and the RSFA scaling), only positive associations were 

found between dementia risk and BOLD signal largely in frontal and occipital cortices. In 

relation to the stages of the BOLD signal correction, using the participants’ HRF increased the 

sensitivity to find significant clusters compared to when the canonical HRF was used. After 

scaling the BOLD signal using RSFA, many of the previously significant clusters were no longer 

significant. Brain regions that remained significant after full calibration of the BOLD signal 

included right dorsal anterior cingulate gyrus (BA 32), left mid cingulate gyrus (BA 24), right 

ventral striatum, and right lingual gyrus (BA 19). No brain regions exhibited reversals in the 

direction of brain activity (e.g., positive associations in one analysis and negative associations in 
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the same region in another analysis). These brain regions were primarily right lateralized and 

associated with executive control and visual object recognition [71,75]. 

Associations Between Dementia Risk, Brain Activity, and Age 

 When adjusting the risk score to include an extra risk if aged 65 or older, only positive 

associations between dementia risk and BOLD signal were found, which largely overlapped with 

the previous analysis, but also included several new clusters (Figure 6A). These clusters included 

right middle frontal gyrus (BA 10), right superior medial frontal gyrus (BA 8), left ventral 

striatum, left fusiform gyrus (BA 37), right inferior occipital cortex (BA 18), and right superior 

occipital cortex (BA 19). These new regions spanned both the left and right hemispheres and 

included brain areas underlying attention and visual processing [71,75].  

To clarify whether this second dementia risk score that included age revealed brain 

regions associated with “pure” age effects or whether the effects might represent differences in 

physiology that led to compounded risks, we also assessed the effects of age while controlling 

for dementia risk (not including age), memory performance, and premorbid ability (Table 4, 

Figure 6B, and Figure 7). This analysis revealed only positive associations with age, but no 

clusters were significant that overlapped with the dementia risk score that included age. These 

age-specific effects were found in right precentral gyrus (BA 3/4), left postcentral gyrus (BA 

3/4), right supramarginal gyrus (BA 40), bilateral inferior parietal cortex (BA 40), left middle 

occipital cortex (BA 19), and the left cerebellum. These regions have been implicated in 

somatosensory processing, motor processing, and attention [71,75]. These age-related increases 

also have been found in lifespan samples of middle-aged and older adults [76]. 

Contributions of Specific Risk Factors for Dementia 
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 PLS analyses were next conducted on each brain region found to be significantly 

associated with either of the dementia risk scores using the fully calibrated BOLD signal (Figure 

8). The first latent variable explained 70.81% of the covariance and described overall increases 

in the BOLD signal across all brain regions with the posterior brain regions having the greatest 

weight. These increases in BOLD signal were most highly associated with the presence of 

hypertension, diabetes, obesity, heart disease, and high cholesterol (in order of contribution to 

the model). The second latent variable explained 14.50% of the covariance and expressed a more 

subtle pattern. Individuals who self-reported being a minority, had diabetes, low education, and 

smoked exhibited increased BOLD signal in prefrontal brain regions and decreased BOLD signal 

in occipital and medial temporal brain regions. In contrast, individuals who reported having a 

family history of ADRD and were obese showed increased BOLD signal in occipital and medial 

temporal brain regions and decreased BOLD signal in prefrontal regions.    

Discussion 

Recent advances in neuroimaging now allow scientists and clinicians to detect ADRD 

pathology in vivo among cognitively normal adults [7,77]. Longitudinal studies conducted in 

older adults with elevated biomarkers of pathology using these measures have indicated a high 

likelihood of subsequent cognitive decline [78,79] and conversion to AD [80] relative to those 

without elevated biomarkers. Models of AD progression propose that an overburdened neural 

system might bring about the accumulation of AD-related pathology [4,11,12]. However, such 

neuroimaging research has not uncovered which individuals are most vulnerable to an 

overburdened neural system and subsequently accumulate pathology in the first place. Building 

from epidemiological research on risk factors for dementia starting in midlife, we tested the 

extent that greater dementia risk might set the stage for a toxic brain environment that fosters 
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such pathologic processes in high-risk brain regions spanning the medial temporal lobe and the 

DMN [4]. Consistent with these theoretical ideas, we found that greater risk for dementia was 

associated with inter-individual differences in brain activity in the hippocampus and entorhinal 

cortex in the medial temporal lobe and the DMN. We also found increases in prefrontal and 

occipital cortices with greater dementia risk. These regions were significant while controlling for 

memory performance and premorbid intellectual abilities, suggesting that these findings were not 

likely due to differential levels of cognitive ability or effort. 

Dementia Risk is Associated with Elevated Brain Activity 

We found that increases in dementia risk were exclusively associated with increases in 

brain activity. Previous studies investigating memory retrieval-related differences in brain 

activity comparing risk groups (e.g., the presence of the apolipoprotein ε4 allele, vascular risk, 

diabetes) also found risk-related increases across the brain [34-37]. However, none of these 

previous studies calibrated the BOLD signal for differences in cerebrovascular reactivity that 

likely differentially affect adults with greater risk for ADRD. When not calibrating the BOLD 

signal, we found more brain regions that showed similar increases including the insula, 

cerebellum, occipital cortex, precentral gyrus, and middle frontal gyrus. This additional activity 

suggests that many previous studies might have overestimated the number of brain regions that 

are associated with risk and/or reported stronger relationships than reality. Although somewhat 

encouraging, we did not find that the direction of any of the BOLD signal effects completely 

reversed direction [45].  

 Although we found increased BOLD signal in medial temporal regions and the DMN as 

we hypothesized, the effects in these regions were much weaker than those found in the 

prefrontal and occipital cortices. In fact, none of the regions from our ROI analysis survived the 
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more stringent threshold in the whole-brain analysis. Part of the reason is the heterogeneity of the 

direction of the effects within these ROIs as exemplified by the left hippocampus (Figure 2). 

Whereas the posterior hippocampus showed positive associations with dementia risk, mid-

hippocampal voxels showed a numerically negative association. Although this negative effect 

was not significant, this finding might hint at a cause for some of the mixed effects found in the 

literature [33]. Nonetheless, we were successful in garnering some evidence that increased 

dementia risk would selectively target hub regions. Notably, we found additional unexpected 

brain regions associated with dementia risk. These additional brain regions associated with 

dementia risk might reflect different mechanisms of brain alterations. We found that the dorsal 

anterior cingulate cortex, lingual gyrus, and occipital cortex also showed associations with 

dementia risk. On the one hand, the anterior cingulate cortex might be classified as a critical 

region because it has been shown to be reliably activated across a variety of tasks as indicated by 

a large-scale meta-analysis [81]. On the other hand, these regions might have been significant 

because they were most sensitive to our task demands due to the high level of cognitive control 

needed and the necessity of recollection-based processes that reactivate sensory regions during 

the memory test to reject familiar lures [82,83].  

An alternative explanation for these widespread effects is that the risk factors may 

represent different profiles of dementia risk. The risk factors assessed in the current study do not 

distinguish between different types of dementia (e.g., AD, vascular dementia, frontotemporal 

dementia). Some individuals might be at higher risk for dementias that target the frontal cortex 

(e.g., frontotemporal dementia) whereas others might be more at risk for dementias that target 

the medial temporal lobe (e.g., AD). A hint of this possibility is found from the PLS analysis. 

Individuals who were identified as an ethnic minority, had diabetes and low education, and 
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smoked exhibited a stronger increase in prefrontal brain activity whereas those who were obese 

and had a family history of AD exhibited stronger increases in occipital and medial temporal 

activity. Following these two potential groups of participants longitudinally and characterizing 

differential cognitive trajectories would confirm such heterogenous effects. 

Implications for Understanding the Trajectory of ADRD 

 Overall, the findings are consistent with the observation by Sperling and colleagues in 

which preclinical AD and early mild cognitive impairment are characterized by increases in 

brain activity, and it is only in late mild cognitive impairment and diagnosed AD in which 

decreases in brain activity are seen in the medial temporal lobes in the shape of an inverted-U 

[3,84, 85]. The main difference in those observations and the data reported here is that our 

participants were generally younger (starting at 50 years of age) and many would not be 

classified as being in preclinical AD because the accumulation of pathology and beginning of 

neurodegeneration is often found in later decades of life [86]. Notably, some of these positive 

associations were found in the posterior hippocampus, which has been implicated in the retrieval 

and/or representation of detailed spatiotemporal information from past events (i.e., recollections) 

[49,83,87]. Recollection deficits might occur earlier in the AD trajectory than other types of 

memory deficits such as familiarity or gist processing [88,89]. Thus, the present findings suggest 

that these abnormal increases in brain activity can occur before one is in the preclinical stages of 

the disease and might target recollection processes. 

In a new model of neurocognitive disorders, we have proposed that the many 

dispositional and lifestyle factors that have developed over one’s lifetime in addition to the 

exposure to environmental demands and stressors affect the balance of neuroprotection vs. 

toxicity of the brain’s microenvironment [4]. The general idea is that these factors might make 
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the brain more prone to burnout and thus more vulnerable to pathogenesis. Specifically, such a 

burnout might compromise the neuronal processes that help to restore and maintain normal brain 

functioning. We hypothesized that candidate regions that would be most vulnerable would be 

those that have a high energy consumption and high interconnectivity with other brain regions, 

including the DMN and the medial temporal lobes [11,12]. We found preliminary support for 

this model and found associations with brain regions associated with executive control and visual 

object processing [71,75]. Lastly, the present results offer some clues as to which risk factors 

might have the most negative impact on the balance of neuroprotection vs. toxicity. Factors that 

directly impact the cardiovascular system (e.g., hypertension), the glucose metabolic system 

(e.g., diabetes), and the lipid metabolism system (e.g., obesity, cholesterol) had the largest 

impact on overall increases in brain activity [73,90]. Future studies including a greater number of 

risk factors and/or weighting the relative importance of risk factors might increase the sensitivity 

to find more brain regions that vary with dementia risk. 

Limitations 

The present study also has several limitations. First, while this study is one of the first to 

investigate the associations with brain function and cumulative risk factors for dementia, not all 

risk factors were included in our dementia risk score. We did not include genetic information, 

eating habits, levels of depression, alcohol intake, among others. For this study, we included 

factors that were relatively reliable as a self-report measure and were simple to assess. Another 

limitation is that we did not have any biomarker data to assess the presence of AD-related 

pathology such as beta-amyloid or tau. Excluding participants with AD-related pathology would 

confirm that these elevations in brain activity begin occurring before preclinical stages and might 

even be a casual contributor to the development of pathology [4,12].  
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The present study also did not address protective factors that are proposed to be critical in 

offsetting the toxic effects of risk factors on the brain [4]. A recent attempt at redefining 

“reserve” describes it as an accumulation of genetic and environmental factors that mitigate 

neural decline by aging or age-related diseases [91]. This new definition fits well with our 

model. One prediction from both our notion of neuroprotective effects and reserve are that the 

increases in brain activity associated with dementia risk (as shown here) should be reduced when 

factoring in protective factors. Consistent with this idea, studies have found that higher IQ and 

education can be associated with lower brain activity [92]. Similarly, an experimental 

manipulation of lifestyle engagement found that older adults who engaged in challenging 

cognitive activities (e.g., digital photography), and thereby potentially increasing reserve, 

evidenced reduced brain activity during low task demands [93]. 

Conclusion 

The present study found evidence that middle-aged and older adults with an accumulation 

of risk factors for dementia exhibit early alterations in brain function. Because many risk factors 

for dementia also affect the cerebrovascular system such as hypertension, diabetes, high 

cholesterol, and smoking, fMRI BOLD activity has the potential to be confounded by non-

neuronal factors. Importantly, multiple steps were taken to minimize such non-neuronal 

influences in the fMRI analyses. While such precautions are still infrequently implemented in 

studies of aging and disease, they are critical to appropriately interpret fMRI findings in older 

adults and other at-risk populations. Indeed, the present study found that not calibrating the 

BOLD signal would lead to an overestimation of the breadth of these effects. Nevertheless, for a 

subset of brain regions, convergence was found with previous studies as to which brain regions 
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are affected by elevated risk for dementia and offer consistent brain regions to target in lifestyle 

interventions or future pharmaceutical treatments. 

 

 
  



 
 
DEMENTIA RISK ON RETRIEVAL ACTIVITY              27 

Acknowledgements 

Thanks to Will Freeman and Caroline Bloodworth for help in programming the fMRI tasks, Tara 

Richardson and William Miller for scheduling participants, and Deborah Eakin for generating 

ideas on the memory task design. This study was funded by The University of Alabama and the 

University of Alabama, Birmingham given to I.M.M. 

 

Conflict of Interest/Disclosure Statement 

The authors have no conflict of interest to report. 

 

 
 

  



 
 
DEMENTIA RISK ON RETRIEVAL ACTIVITY              28 

References 

[1] Kochanek KD, Murphy SL, Xu J, Tejada-Vera B (2016) Deaths: final data for 2014. Natl 

Vital Stat Rep 65, 1-122. 

[2] Jack CR Jr, Knopman DS, Jagust WJ, Petersen RC, Weiner MW, Aisen PS, Shaw LM, 

Vemuri P, Wiste HJ, Weigand SD, Lesnick TG, Pankratz VS, Donohue MC, Trojanowski 

JQ (2013) Tracking pathophysiological processes in Alzheimer's disease: an updated 

hypothetical model of dynamic biomarkers. Lancet Neurol 12, 207-216. 

[3] Sperling RA, Aisen PS, Beckett LA, Bennett DA, Craft S, Fagan AM, Iwatsubo T, Jack CR 

Jr, Kaye J, Montine TJ, Park DC, Reiman EM, Rowe CC, Siemers E, Stern Y, Yaffe K, 

Carrillo MC, Thies B, Morrison-Bogorad M, Wagster MV, Phelps CH (2011) Toward 

defining the preclinical stages of Alzheimer’s disease: Recommendations from the 

National Institute on Aging-Alzheimer's Association workgroups on diagnostic 

guidelines for Alzheimer's disease. Alzheimers Dement 7, 280-292. 

[4] McDonough IM, Allen RS (2018) Biological markers of aging and mental health: A seed and 

soil model of neurocognitive disorders. Aging Ment Health 23, 793-799. 

[5] Sperling R, Mormino E, Johnson K (2014) The evolution of preclinical Alzheimer’s disease: 

implications for prevention trials. Neuron 84, 608-622. 

[6] Braak H, Thal DR, Ghebremedhin E, Del Tredici K (2011) Stages of the pathologic process 

in Alzheimer disease: age categories from 1 to 100 years. J Neuropathol Exp Neurol 70, 

960-969. 

[7] Klunk WE, Engler H, Nordberg A, Wang Y, Blomqvist G, Holt DP, Bergström M, 

Savitcheva I, Huang GF, Estrada S, Ausén B, Debnath ML, Barletta J, Price JC, Sandell 

J, Lopresti BJ, Wall A, Koivisto P, Antoni G, Mathis CA, Långström B (2004) Imaging 



 
 
DEMENTIA RISK ON RETRIEVAL ACTIVITY              29 

brain amyloid in Alzheimer's disease with Pittsburgh Compound‐B. Ann Neurol 55, 306-

319. 

[8] Oh H, Madison C, Baker S, Rabinovici G, Jagust W (2016) Dynamic relationships between 

age, amyloid-β deposition, and glucose metabolism link to the regional vulnerability to 

Alzheimer’s disease. Brain 139, 2275-2289. 

[9] Buckner RL, Snyder AZ, Shannon BJ, LaRossa G, Sachs R, Fotenos AF, Sheline YI, Klunk 

WE, Mathis CA, Morris JC, Mintun MA (2005) Molecular, structural, and functional 

characterization of Alzheimer's disease: evidence for a relationship between default 

activity, amyloid, and memory. J Neurosci 25, 7709-7717. 

[10] Seeley WW, Crawford RK, Zhou J, Miller BL, Greicius MD (2009) Neurodegenerative 

diseases target large-scale human brain networks. Neuron 62, 42-52. 

[11] Buckner RL, Sepulcre J, Talukdar T, Krienen FM, Liu H, Hedden T, Andrews-Hanna JR, 

Sperling RA, Johnson KA (2009) Cortical hubs revealed by intrinsic functional 

connectivity: mapping, assessment of stability, and relation to Alzheimer's disease. J 

Neurosci 29, 1860-1873. 

[12] Jones DT, Knopman DS, Gunter JL, Graff-Radford J, Vemuri P, Boeve BF, Petersen RC, 

Weiner MW, Jack CR Jr (2016) Cascading network failure across the Alzheimer’s 

disease spectrum. Brain 139, 547-562. 

[13] Mormino EC, Brandel MG, Madison CM, Marks S, Baker SL, Jagust WJ (2012) Aβ 

deposition in aging is associated with increases in brain activation during successful 

memory encoding. Cereb Cortex 22, 1813-1823. 



 
 
DEMENTIA RISK ON RETRIEVAL ACTIVITY              30 

[14] Elman JA, Oh H, Madison CM, Baker SL, Vogel JW, Marks SM, Crowley S, O’Neil JP, 

Jagust WJ (2014) Neural compensation in older people with brain amyloid-β deposition. 

Nat Neurosci 17, 1316-1318. 

[15] Huijbers W, Mormino EC, Wigman SE, Ward AM, Vannini P, McLaren DG, Becker JA, 

Schultz AP, Hedden T, Johnson KA, Sperling, RA (2014) Amyloid deposition is linked 

to aberrant entorhinal activity among cognitively normal older adults. J Neurosci 34, 

5200-5210. 

[16] Kennedy KM, Rodrigue KM, Devous Sr MD, Hebrank AC, Bischof GN, Park DC (2012) 

Effects of beta-amyloid accumulation on neural function during encoding across the adult 

lifespan. Neuroimage 62, 1-8. 

[17] Sperling RA, LaViolette PS, O'Keefe K, O'Brien J, Rentz DM, Pihlajamaki M, Marshall G, 

Hyman BT, Selkoe DJ, Hedden T, Buckner RL, Beck JA, Johnson KA (2009) Amyloid 

deposition is associated with impaired default network function in older persons without 

dementia. Neuron 63, 178-188. 

[18] Sperling R (2011) The potential of functional MRI as a biomarker in early Alzheimer's 

disease. Neurobiol Aging 32, S37-S43. 

[19] Song Z, McDonough IM, Liu P, Lu H, Park DC (2016) Cortical amyloid burden and age 

moderate hippocampal activity in cognitively-normal adults. Neuroimage Clin 12, 78-84. 

[20] Fratiglioni L (1993) Epidemiology of Alzheimer's disease: Issues of etiology and validity. 

Acta Neurol Scand 87, 1-70. 

[21] Van Duijn CM, Clayton D, Chandra V, Fratiglioni L, Graves AB, Heyman A, Jorm AF, 

Kokmen E, Kondo K, Mortimer JA, Rocca WA, Shalat SL, Soininen H (1991) Familial 



 
 
DEMENTIA RISK ON RETRIEVAL ACTIVITY              31 

aggregation of Alzheimer's disease and related disorders: a collaborative re-analysis of 

case-control studies. Int J Epidemiol 20, S13-S20. 

[22] Michaelson DM (2014) APOE ε4: The most prevalent yet understudied risk factor for 

Alzheimer's disease. Alzheimers Dement 10, 861-868. 

[23] Farrow M (2007) Dementia Risk Reduction: What Do Australian's Know?, Alzheimer's 

Australia, Canberra. 

[24] Deckers K, van Boxtel MP, Schiepers OJ, de Vugt M, Muñoz Sánchez JL, Anstey KJ, 

Brayne C, Dartigues JF, Engedal K, Kivipelto M, Ritchie K, Starr JM, Yaffe K, Irving K, 

Verhey FR, Kohler S (2015) Target risk factors for dementia prevention: a systematic 

review and Delphi consensus study on the evidence from observational studies. Int J 

Geriatr Psychiatry 30, 234-246. 

[25] Kivipelto M, Ngandu T, Laatikainen T, Winblad B, Soininen H, Tuomilehto J (2006) Risk 

score for the prediction of dementia risk in 20 years among middle aged people: a 

longitudinal, population-based study. Lancet Neurol 5, 735–741. 

[26] Heyman A, Fillenbaum G, Prosnitz B, Raiford K, Burchett B, Clark C (1991) Estimated 

prevalence of dementia among elderly black and white community residents. Arch Neurol 

48, 594-598. 

[27] Perkins P, Annegers JF, Doody RS, Cooke N, Aday L, Vernon SW (1997) Incidence and 

prevalence of dementia in a multiethnic cohort of municipal retirees. Neurology 49, 44-

50. 

[28] Tang MX, Cross P, Andrews H, Jacobs DM, Small S, Bell K, Merchant C, Lantigue R, 

Costa R, Stern Y, Mayeux R (2001) Incidence of AD in African-Americans, Caribbean 

Hispanics, and Caucasians in northern Manhattan. Neurology 56, 49-56. 



 
 
DEMENTIA RISK ON RETRIEVAL ACTIVITY              32 

[29] Barnes DE, Covinsky KE, Whitmer RA, Kuller LH, Lopez OL, Yaffe K (2009) Predicting 

risk of dementia in older adults: The late-life dementia risk index. Neurology 73, 173-

179. 

[30] Exalto LG, Biessels GJ, Karter AJ, Huang ES, Katon WJ, Minkoff JR, Whitmer RA (2013) 

Risk score for prediction of 10 year dementia risk in individuals with type 2 diabetes: a 

cohort study. Lancet Diabetes Endocrinol 1, 183-190. 

[31] Kaffashian S, Dugravot A, Elbaz A, Shipley MJ, Sabia S, Kivimäki M, Singh-Manoux A 

(2013) Predicting cognitive decline: A dementia risk score vs the Framingham vascular 

risk scores. Neurology 80, 1300-1306. 

[32] Podewils LJ, Guallar E, Kuller LH, Fried LP, Lopez OL, Carlson M, Lyketsos CG (2005) 

Physical activity, APOE genotype, and dementia risk: findings from the Cardiovascular 

Health Cognition Study. Am J Epidemiol 161, 639-651. 

[33] Habib M, Mak E, Gabel S, Su L, Williams G, Waldman A, Wells K, Ritchie K, Ritchie C, 

O’Brien JT (2017) Functional neuroimaging findings in healthy middle-aged adults at 

risk of Alzheimer’s disease. Ageing Res Rev 36, 88-104. 

[34] Bookheimer SY, Strojwas MH, Cohen MS, Saunders AM, Pericak-Vance MA, Mazziotta 

JC, Small GW (2000) Patterns of brain activation in people at risk for Alzheimer's 

disease. N Engl J Med 343, 450-456. 

[35] Matura S, Prvulovic D, Hartmann D, Scheibe M, Sepanski B, Butz M, Oertel-Knöchel V, 

Knöchel C, Karakaya T, Fußer F, Hattingen E, Pantel J (2016) Age-related effects of the 

apolipoprotein E gene on brain function. J Alzheimers Dis 52, 317-331. 

 



 
 
DEMENTIA RISK ON RETRIEVAL ACTIVITY              33 

[36] Sinha N, Berg CN, Tustison NJ, Shaw A, Hill D, Yassa MA, Gluck MA (2018) APOE ε4 

status in healthy older African Americans is associated with deficits in pattern separation 

and hippocampal hyperactivation. Neurobiol Aging 69, 221-229. 

[37] Braskie MN, Small GW, Bookheimer SY (2010) Vascular health risks and fMRI activation 

during a memory task in older adults. Neurobiol Aging 31, 1532–1542. 

[38] Chen Y, Liu Z, Wang A, Zhang J, Zhang S, Qi D, Chen K, Zhang Z (2016) Dysfunctional 

organization of default mode network before memory impairments in type 2 diabetes. 

Psychoneuroendocrinology 74, 141-148. 

[39] Marder TJ, Flores VL, Bolo NR, Hoogenboom WS, Simonson DC, Jacobson AM, Foote 

SE, Shenton ME, Sperling RA, Musen G (2014) Task-induced brain activity patterns in 

type 2 diabetes: a potential biomarker for cognitive decline. Diabetes 63, 3112–3119. 

[40] Wood AG, Chen J, Moran C, Phan T, Beare R, Cooper K, Litras S, Srikanth V (2016) Brain 

activation during memory encoding in Type 2 diabetes mellitus: a discordant twin pair 

study. J Diabetes Res 2016, 1-10. 

[41] Buxton RB, Uludağ K, Dubowitz DJ, Liu TT (2004) Modeling the hemodynamic response 

to brain activation. Neuroimage 23, S220–S233. 

[42] Logothetis NK (2008) What we can do and what we cannot do with fMRI. Nature 453, 

869–878. 

[43] D'Esposito M, Deouell LY, Gazzaley A (2003) Alterations in the BOLD fMRI signal with 

ageing and disease: a challenge for neuroimaging. Nat Rev Neurosci 4, 863–872. 

[44] Grady CL, Springer MV, Hongwanishkul D, McIntosh AR, Winocur G (2006) Age-related 

changes in brain activity across the adult lifespan. J Cogn Neurosci 18, 227–241. 



 
 
DEMENTIA RISK ON RETRIEVAL ACTIVITY              34 

[45] Mohtasib RS., Lumley G, Goodwin JA, Emsley HC, Sluming V, Parkes LM (2012) 

Calibrated fMRI during a cognitive Stroop task reveals reduced metabolic response with 

increasing age. Neuroimage 59, 1143–1151. 

[46] Han SD, Bangen KJ, Bondi MW (2009) Functional magnetic resonance imaging of 

compensatory neural recruitment in aging and risk for Alzheimer’s disease: review and 

recommendations. Dement Geriatr Cogn Disord 27, 1–10. 

[47] Tsvetanov KA, Henson RN, Tyler LK, Davis SW, Shafto MA, Taylor JR, Williams N, 

Cam-CAN, Rowe JB (2015) The effect of ageing on f MRI: Correction for the 

confounding effects of vascular reactivity evaluated by joint f MRI and MEG in 335 

adults. Hum Brain Mapp 36, 2248–2269. 

[48] Daulatzai MA (2012) Quintessential risk factors: their role in promoting cognitive 

dysfunction and Alzheimer’s disease. Neurochem Res 37, 2627–2658. 

[49] Rugg MD, Vilberg KL (2013) Brain networks underlying episodic memory retrieval. Curr 

Opin Neurobiol 23, 255-260. 

[50] Handwerker DA, Ollinger JM, D'Esposito M (2004) Variation of BOLD hemodynamic 

responses across subjects and brain regions and their effects on statistical analyses. 

Neuroimage 21, 1639–1651. 

[51] Huettel SA, Singerman JD, McCarthy G (2001) The effects of aging upon the hemodynamic 

response measured by functional MRI. Neuroimage 13, 161-175. 

[52] Miezin FM, Maccotta L, Ollinger JM, Petersen SE, Buckner RL (2000) Characterizing the 

hemodynamic response: effects of presentation rate, sampling procedure, and the 

possibility of ordering brain activity based on relative timing. Neuroimage 11, 735–759. 



 
 
DEMENTIA RISK ON RETRIEVAL ACTIVITY              35 

[53] Kannurpatti SS, Biswal BB (2008) Detection and scaling of task-induced fMRI-BOLD 

response using resting state fluctuations. Neuroimage 40, 1567-1574. 

[54] Kannurpatti SS, Motes MA, Biswal BB, Rypma B (2014) Assessment of unconstrained 

cerebrovascular reactivity marker for large age-range FMRI studies. PloS One 9, e88751. 

[55] Kalcher K, Boubela RN, Huf W, Biswal BB, Baldinger P, Sailer U, Filzmoser P, Kasper S, 

Lamm C, Lanzenberger R, Moser E, Windischberger C (2013) RESCALE: voxel-specific 

task-fMRI scaling using resting state fluctuation amplitude. Neuroimage 70, 80–88. 

[56] Kannurpatti SS, Motes MA, Rypma B, Biswal BB (2011) Increasing measurement accuracy 

of age‐related BOLD signal change: Minimizing vascular contributions by resting‐state‐

fluctuation‐of‐amplitude scaling. Hum Brain Mapp 32, 1125-1140. 

[57] de Bruijn RF, Ikram MA (2014) Cardiovascular risk factors and future risk of Alzheimer’s 

disease. BMC Med 12, 130. 

[58] de La Torre JC (2012) Cardiovascular risk factors promote brain hypoperfusion leading to 

cognitive decline and dementia. Cardiovasc Psychiatry Neurol 2012, 1-15. 

[59] Tariq SH, Tumosa N, Chibnall JT, Perry MH 3rd, Morley JE (2006) Comparison of the 

Saint Louis University mental status examination and the mini-mental state examination 

for detecting dementia and mild neurocognitive disorder—a pilot study. Am J Geriatr 

Psychiatry 14, 900–910. 

[60] Folstein MF, Folstein SE, McHugh PR (1975) “Mini-mental state”: a practical method for 

grading the cognitive state of patients for the clinician. J Psychiatr Res 12, 189-198. 

[61] Wechsler D (1944) The measurement of adult intelligence, Williams and Wilkins, 

Baltimore. 



 
 
DEMENTIA RISK ON RETRIEVAL ACTIVITY              36 

[62] Ma DS, Correll J, Wittenbrink B (2015) The Chicago face database: A free stimulus set of 

faces and norming data. Behav Res Methods 4, 1122–1135. 

[63] Konkle T, Brady TF, Alvarez GA, Oliva A (2010a) Conceptual distinctiveness supports 

detailed visual long-term memory for real-world objects. J Exp Psychol Gen 139, 558–

578. 

[64] Konkle T, Brady TF, Alvarez GA, Oliva A (2010b) Scene memory is more detailed than 

you think: The role of categories in visual long-term memory. Psychol Sci 21, 1551–

1556. 

[65] Sestieri C, Tosoni A, Mignogna V, McAvoy MP, Shulman GL, Corbetta M, Romani GL 

(2014) Memory accumulation mechanisms in human cortex are independent of motor 

intentions. J Neurosci 34, 6993–7006. 

[66] Mazaika PK, Whitfield S, Cooper JC (2005) Detection and repair of transient artifacts in 

fMRI data. Neuroimage 26, S36. 

[67] Beckmann CF, Smith SM (2004) Probabilistic independent component analysis for 

functional magnetic resonance imaging. IEEE Trans Med Imaging 23, 137-152. 

[68] Power JD, Barnes KA, Snyder AZ, Schlaggar BL, Petersen SE (2012) Spurious but 

systematic correlations in functional connectivity MRI networks arise from subject 

motion. Neuroimage 59, 2142-2154. 

[69] Power JD, Mitra A, Laumann TO, Snyder AZ, Schlaggar BL, Petersen SE (2014) Methods 

to detect, characterize, and remove motion artifact in resting state fMRI. Neuroimage 84, 

320-341. 

[70] Cox RW (1996) AFNI: software for analysis and visualization of functional magnetic 

resonance neuroimages. Comput Biomed Res 29, 162-173. 



 
 
DEMENTIA RISK ON RETRIEVAL ACTIVITY              37 

[71] Laird AR, Fox PM, Eickhoff SB, Turner JA, Ray KL, McKay DR, Glahn DC, Beckmann 

CF, Smith SM, Fox PT (2011) Behavioral interpretations of intrinsic connectivity 

networks. J Cogn Neurosci 23, 4022-4037. 

[72] Dickerson BC, Bakkour A, Salat DH, Feczko E, Pacheco J, Greve DN, Grodstein F, Wright 

CI, Blacker D, Rosas HD, Sperling RA, Atri A, Growdon JH, Hyman BT, Morris JC, 

Fischl B, Buckner RL (2008) The cortical signature of Alzheimer's disease: regionally 

specific cortical thinning relates to symptom severity in very mild to mild AD dementia 

and is detectable in asymptomatic amyloid-positive individuals. Cereb Cortex 19, 497-

510. 

[73] Karlamangla AS, Miller-Martinez D, Lachman ME, Tun PA, Koretz BK, Seeman TE 

(2014) Biological correlates of adult cognition: Midlife in the United States (MIDUS). 

Neurobiol Aging 35, 387-394. 

[74] Beaton D, Chin Fatt CR, Abdi H (2014) An ExPosition of multivariate analysis with the 

singular value decomposition in R. Comput Stat Data Anal 72, 176-189. 

[75] Smith SM, Fox PT, Miller KL, Glahn DC, Fox PM, Mackay CE, Filippini N, Watkins KE, 

Toro R, Laird AR, Beckmann CF (2009) Correspondence of the brain's functional 

architecture during activation and rest. Proc Natl Acad Sci U S A 106, 13040-13045. 

[76] Kennedy KM, Rodrigue KM, Bischof GN, Hebrank AC, Reuter-Lorenz PA, Park DC 

(2015) Age trajectories of functional activation under conditions of low and high 

processing demands: an adult lifespan fMRI study of the aging brain. NeuroImage 104, 

21-34. 

[77] Okamura N, Suemoto T, Furumoto S, Suzuki M, Shimadzu H, Akatsu H, Yamamoto T, 

Fujiwara H, Nemoto M, Maruyama M, Arai H, Yanai K, Sawada T, Kudo Y (2005) 



 
 
DEMENTIA RISK ON RETRIEVAL ACTIVITY              38 

Quinoline and benzimidazole derivatives: candidate probes for in vivo imaging of tau 

pathology in Alzheimer's disease. J Neurosci 25, 10857-10862. 

[78] Landau SM, Mintun MA, Joshi AD, Koeppe RA, Petersen RC, Aisen PS, Weiner MW, 

Jagust WJ, Alzheimer's Disease Neuroimaging I (2012) Amyloid deposition, 

hypometabolism, and longitudinal cognitive decline. Ann Neurol 72, 578-586. 

[79] Resnick SM, Sojkova J, Zhou Y, An Y, Ye W, Holt DP, Dannals RF, Mathis CA, Klunk 

WE, Ferrucci L, Kraut MA, Wong DF (2010) Longitudinal cognitive decline is 

associated with fibrillar amyloid-beta measured by [11C] PiB. Neurology 74, 807-815. 

[80] Jack CR Jr, Wiste HJ, Vemuri P, Weigand SD, Senjem ML, Zeng G, Bernstein MA, Gunter 

JL, Pankratz VS, Aisen PS, Weiner MW, Petersen RC, Shaw LM, Trojanowski JQ, 

Knopman DS, Alzheimer's Disease Neuroimaging I (2010) Brain beta-amyloid measures 

and magnetic resonance imaging atrophy both predict time-to-progression from mild 

cognitive impairment to Alzheimer’s disease. Brain 133, 3336-3348. 

[81] Yarkoni T, Poldrack RA, Nichols TE, Van Essen DC, Wager TD (2011) Large-scale 

automated synthesis of human functional neuroimaging data. Nat Methods 8, 665-670. 

[82] McDonough IM, Wong JT, Gallo DA (2012) Age-related differences in prefrontal cortex 

activity during retrieval monitoring: Testing the compensation and dysfunction accounts. 

Cereb Cortex 23, 1049-1060. 

[83] McDonough IM, Cervantes SN, Gray SJ, Gallo DA (2014) Memory's aging echo: Age-

related decline in neural reactivation of perceptual details during recollection. 

Neuroimage 98, 346-358. 

[84] Leal SL, Yassa MA (2013) Perturbations of neural circuitry in aging, mild cognitive 

impairment, and Alzheimer's disease. Ageing Res Rev 12, 823-831. 



 
 
DEMENTIA RISK ON RETRIEVAL ACTIVITY              39 

[85] Sperling RA, Dickerson BC, Pihlajamaki M, Vannini P, LaViolette PS, Vitolo OV, Hedden 

T, Becker JA, Rentz DM, Selkoe DJ, Johnson KA (2010) Functional alterations in 

memory networks in early Alzheimer’s disease. Neuromolecular Med 12, 27-43. 

[86] Rodrigue KM, Kennedy KM, Devous MD, Rieck JR, Hebrank AC, Diaz-Arrastia R, 

Mathews D, Park DC (2012) β-Amyloid burden in healthy aging: regional distribution 

and cognitive consequences. Neurology 78, 387-395. 

[87] Moscovitch M, Cabeza R, Winocur G, Nadel L (2016) Episodic memory and beyond: the 

hippocampus and neocortex in transformation. Annu Rev Psychol 67, 105-134. 

[88] Koen JD, Yonelinas AP (2014) The effects of healthy aging, amnestic mild cognitive 

impairment, and Alzheimer’s disease on recollection and familiarity: A meta-analytic 

review. Neuropsychol Rev 24, 332-354. 

[89] Schoemaker D, Gauthier S, Pruessner JC (2014) Recollection and familiarity in aging 

individuals with mild cognitive impairment and Alzheimer’s disease: A literature review. 

Neuropsychol Rev 24, 313-331. 

[90] McEwen BS, Stellar E (1993) Stress and the individual: mechanisms leading to disease. 

Arch Intern Med 153, 2093-2101. 

[91] Cabeza R, Albert M, Belleville S, Craik FI, Duarte A, Grady CL, Lindenberger U, Nyberg 

L, Park DC, Reuter-Lorenz PA, Rugg MD, Steffener J, Rajah MN (2018) Maintenance, 

reserve and compensation: the cognitive neuroscience of healthy ageing. Nat Rev 

Neurosci 19, 701-710. 

[92] Solé-Padullés C, Bartrés-Faz D, Junqué C, Vendrell P, Rami L, Clemente IC, Bosch B, 

Villar A, Bargalló N, Jurado MA, Barrios M, Molinuevo JL (2009) Brain structure and 



 
 
DEMENTIA RISK ON RETRIEVAL ACTIVITY              40 

function related to cognitive reserve variables in normal aging, mild cognitive 

impairment and Alzheimer's disease. Neurobiol Aging 30, 1114-1124. 

[93] McDonough IM, Haber S, Bischof GN, Park DC (2015) The Synapse Project: Engagement 

in mentally challenging activities enhances neural efficiency. Restor Neurol Neurosci 33, 

865-882. 

 
 
 
 

 
 
 

  



 
 
DEMENTIA RISK ON RETRIEVAL ACTIVITY              41 

 
Table 1. Participant Characteristics in Final Sample 
 
Factor M (SD) or N (%) 

N 60 

Age 60.67 (7.06) 

Sex (F/M) 37 (62%) / 23 (38%) 

Race  

     Non-Hispanic White 40 (67%) 

     African American 18 (30%) 

     Other 2 (3%) 

Years of Education 14.27 (2.69) 

Less than High School Education 2 (3%) 

SLUMS* 26.49 (2.88) 

fMRI Memory Accuracy  .35 (.12) 

Word Pronunciation Scaled* 102.69 (16.92) 

Memory Problems 23 (38%) 

Family History of Alzheimer’s Disease 30 (50%) 

Hypertension 25 (42%) 

Current or Family History of Heart 
Disease 

39 (65%) 

Current or Family History of Diabetes 38 (63%) 

Current or History of Tobacco Use 28 (47%) 

Obese 21 (35%) 

High Total Cholesterol 28 (47%) 

Mild Head Trauma 14 (23%) 

Dementia Risk Score Mean 4.47 (1.78) 

Dementia Risk Score with Age Mean 4.78 (1.89) 
*Missing score for one participant.  
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Table 2. Region of Interest Multiple Regression Analyses for the Association Between 
Dementia Risk Score and Brain Activity During Memory Retrieval 
 
 DMN 

(ICN 13) 

L HC R HC L ENT R ENT Medial 

Occipital 

(ICN12) 

Factor B (SE) B (SE) B (SE) B (SE) B (SE) B (SE) 

Intercept .029*** 

(.004) 

.044 

(.006)*** 

.053 

(.007)*** 

.017 

(.007)* 

.031 

(.008)*** 

012 

(.009)*** 

Dementia Risk 

Score 

.005* 

(.002) 

.008 

(.004)* 

.0001 

(.004) 

.008 

(.004)* 

-.002 

(.005) 

.006 (.005) 

Memory Accuracy .001* 

(.0004) 

.001 

(.001)* 

.0007 

(.0007) 

.001 

(.0006) 

.001 

(.0008) 

.001 

(.0009) 

Premorbid Ability -.0001 

(.0003) 

-.0004 

(.0004) 

-.00007 

(.0004) 

.0004 

(.0004) 

-.0006 

(.0005) 

-.00002 

(.0006) 

Notes. ***p<.001; **p<.01; *p<.05; DMN = Default Mode Network; ICN = Intrinsic 

Connectivity Network from Laird et al. (2011); B = unstandardized beta coefficient; SE = 

standard error.  



 
 
DEMENTIA RISK ON RETRIEVAL ACTIVITY              43 

Table 3. MNI Coordinates for Association Between Dementia Risk Score and Brain 
Activity During Memory Retrieval 
 
 MNI Coordinates Region BA T-value Cluster size 

(voxels) 

 x y z     

Positive Dementia Risk Score Effect 

 6 22 30 Right dorsal anterior cingulate 
gyrus  

32 4.16 78 

 -8 -4 38 Left mid cingulate gyrus 24 4.05 50 

 6 34 42 Right superior medial frontal 
gyrus 

8 4.04 94 

 14 6 -10 Right ventral striatum - 4.03 55 

 -18 8 -16 Left ventral striatum - 3.92 52 

 26 -56 -4 Right lingual gyrus 19 3.66 64 

 12 -90 30 Right superior occipital gyrus 19 3.41 144 

 22 -86 -4 Right inferior occipital gyrus 18 3.34 89 

 40 52 4 Right middle frontal gyrus 10 3.15 52 

 -20 -48 -12 Left fusiform gyrus 37 3.00 50 

Notes. MNI = Montreal Neurological Institute; BA = Brodmann Area. Clusters are labeled in 
order of statistical magnitude and italicized clusters are the additional clusters found when 
including old age as an additional risk for dementia.  
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Table 4. MNI Coordinates for Association Between Age and Brain Activity During 
Memory Retrieval 
 
 MNI Coordinates Region BA T-value Cluster size 

(voxels) 

 x y z     

Positive Age Effect 

 54 -8 50 Right precentral gyrus 3/4 4.72 582 

 -36 -78 36 Left middle occipital gyrus 19 3.94 134 

 -10 -62 -44 Left cerebellum - 3.89 61 

 64 -22 46 Right supramarginal gyrus 40 3.74 59 

 -56 -14 50 Left postcentral gyrus 3/4 3.59 62 

 36 -52 50 Right inferior parietal cortex 40 3.55 90 

 -52 -28 38 Left inferior parietal cortex 2/40 3.22 93 

Notes. MNI = Montreal Neurological Institute; BA = Brodmann Area. Clusters are labeled in 
order of statistical magnitude. 
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Figure Captions 
 
Figure 1. Scatterplots for region of interest analyses assessing the relationship between 

accumulation of dementia risk and mean brain activity controlling for memory performance and 

premorbid ability. Significant positive relationships were found in the Default Mode Network 

(DMN), left hippocampus, and left entorhinal cortex. No significant relationships were found in 

the right hippocampus, right entorhinal cortex, or the medial occipital network, the latter of 

which served as a control. Data points are jittered to prevent masking of overlapping data. 

 

Figure 2. Bootstrapped regression analyses were conducted to assess the relationship between 

dementia risk and mean brain activity in voxels along cross-sections of the y-axis of the left 

hippocampus. Significant positive associations were found in the posterior hippocampus whereas 

numerically negative (but non-significant) associations were found in the mid-hippocampus. 

These analyses used 10,000 bootstraps with bias-corrected acceleration and controlled for fMRI 

memory performance and verbal ability. L = Left. 

 

Figure 3. Whole-brain analysis of correct retrieval trials > baseline in warm colors and baseline 

> correct retrieval trials in cool colors. L = left, R = right. 

 

Figure 4. Clusters of brain activity in whole-brain regression analyses associated with dementia 

risk (without age included in the risk score) when using the canonical hemodynamic response 

function (left), when using the participant-specific hemodynamic response function (middle), and 

when also scaling the data using resting state fluctuation amplitude analyses (right). Only 

positive associations were found in all three analysis steps. 
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Figure 5. Scatterplots from extracted beta-coefficients found in significant clusters of brain 

activity in the whole-brain regression analyses using the fully calibrated BOLD data and the 

dementia risk score that did not include age. Data points are jittered to prevent masking of 

overlapping data. 

 

Figure 6. Clusters of brain activity in whole-brain regression analyses. Panel A represents brain 

maps associated with dementia risk (with age included in the risk score) for the fully calibrated 

BOLD data. Panel B represents brain maps associated with chronological age for the fully 

calibrated BOLD data. Despite the fact that adults older than 65 get an extra risk point, this 

dementia risk score did not show overlapping clusters of brain regions associated with age. 

 

Figure 7. Scatterplots from extracted beta-coefficients found in significant clusters of brain 

activity in the whole-brain regression analyses using the fully calibrated BOLD data and the 

dementia risk score that included age. Data points are jittered to prevent masking of overlapping 

data. 

 

Figure 8. Scatterplots showing the results of the partial least squares regression analyses 

assessing the association between the individual risk factors and brain regions associated with 

dementia risk. The top panel shows how the risk factors are expressed across the first latent 

variable (x-axis) and the second latent variable (y-axis). The axes represent the weights each of 

latent variable such that increasing weights move further away from the center of the axis (0,0). 

The diameters of the circles are proportionate to the amount of total covariance explained by that 
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factor. The bottom panel shows how the brain regions are expressed across the first latent 

variable (x-axis) and the second latent variable (y-axis). Latent variable 1 describes the 

association between having hypertension, diabetes, obesity, and high cholesterol (the largest 

contributors) and increases in the BOLD signal in occipital, temporal, and frontal brain regions. 

Latent variable 2 describes the association between being an ethnic minority, having diabetes, 

having less than a high school education, and smoking and increases in prefrontal activity, but 

decreases in occipital and temporal activity. Individuals with a family history of Alzheimer’s 

disease and who are obese show the opposite pattern (increases in occipito-temporal activity and 

decreases in frontal activity). HT = hypertension; Diab = diabetes; Heart = heart disease; Chol = 

High cholesterol; ADFam = family history of Alzheimer’s disease; Compl = subjective memory 

complaints; Tobac = tobacco user; Trma = mild head trauma; LessHS = less than a high school 

education; Minor = ethnic minority; iOcc = inferior occipital gyrus; sOcc = superior occipital 

gyrus; Hippo = hippocampus, lLing = left lingual gyrus; rLing = right lingual gyrus; DMN = 

default mode network; vStriat = ventral striatum; dACC = dorsal anterior cingulate cortex; 

mCing = middle cingulate gyrus; rMFG = right middle gyrus. 
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Figure 1. 
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Figure 2. 
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Figure 3. 
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Figure 4. 
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Figure 5. 
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Figure 6. 
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Figure 7. 
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Figure 8. 
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