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Abstract
Objective—To examine the associations between postmortem Alzheimer disease (AD)
neuropathology and autopsy-verified cardiovascular disease.

Methods—The authors examined 99 subjects (mean age at death = 87.6; SD = 8.7) from the
Mount Sinai School of Medicine Department of Psychiatry Brain Bank who were devoid of
cerebrovascular disease–associated lesions or of non–AD-related neuropathology. Density of
neuritic plaques (NPs) and neurofibrillary tangles (NFTs) as well as coronary artery and aortic
atherosclerosis, left ventricular wall thickness, and heart weight were measured. Partial
correlations were used to assess the associations of the four cardiovascular variables with NPs and
NFTs in the hippocampus, entorhinal cortex, and multiple regions of the cerebral cortex after
controlling for age at death, sex, dementia severity, body mass index, and ApoE genotype. These
analyses were also repeated separately for ApoE4 carriers and noncarriers.

Results—The extent of coronary artery disease and to a lesser extent atherosclerosis were
significantly associated with the density of cardinal neuropathologic lesions of AD in this autopsy
sample (significant correlations between 0.22 and 0.29). These associations were more
pronounced for the ApoE4 allele carriers (n = 42; significant correlations between 0.34 and 0.47).

Conclusions—The degree of coronary artery disease is independently associated with the
cardinal neuropathological lesions of Alzheimer disease. These associations are primarily
attributable to individuals with the ApoE4 allele.

The prevalence of dementia rises steeply with age, doubling every 4 to 5 years from age 60
years, so that more than one-third of individuals older than 80 years are likely to have a
dementia.1 Alzheimer disease (AD) remains the most common cause of dementia in the
elderly.2 Postmortem studies suggest that the hippocampus and entorhinal cortex are the first
brain areas to be affected, with cortical association areas being increasingly involved as the
disease progresses.3,4

Cardiovascular risk factors including diabetes, hypertension, hyperlipidemia, and
homocystinemia are associated with vascular dementia, but recent studies have suggested
that they are also independently associated with AD.5 However, few studies have examined
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the specific association of cardiovascular damage with the cardinal neuropathologic lesions
of AD directly. The Rotterdam study examined wall thickness and plaques of the carotid
arteries, assessed by ultrasonography, and found that both clinically diagnosed probable AD
and vascular dementia were associated with atherosclerosis.6 An interaction between
apolipoprotein E genotype (ApoE) and atherosclerosis in the etiology of AD (specifically, an
augmented risk of AD in subjects with both a high atherosclerosis score and an ApoE4
allele) was also found in that study. Other investigators have reported that ApoE4 but not
cardiovascular disease (measured postmortem) was associated with the extent of AD
neuropathology.7

The current study was designed a priori to examine the contribution of vascular disease
specifically to AD neuropathology (neuritic plaques [NPs] and neurofibrillary tangles
[NFTs]), uncomplicated by other factors such as stroke, Lewy bodies, and frontotemporal
dementia. The density of NPs and NFTs in the hippocampus, entorhinal cortex, and cerebral
cortex were assessed postmortem and related to measures of end organ cardiovascular
disease, namely, coronary artery and aortic atherosclerosis, left ventricular wall thickness,
and heart weight.

Methods
Subjects

Analyses were based on the study of 256 consecutive brain donations that also had a full
body autopsy over a period of 17 years. Of these cases, 39 had cerebrovascular disease, and
118 other cases had missing values in at least one of the critical variables (e.g., APOE).
Because the objective of this study was to investigate the association between AD
neuropathology and end organ cardiovascular disease (i.e., coronary artery disease, aortic
atherosclerosis, left ventricular wall thickness, and heart weight), subjects with macroscopic
cerebrovascular disease according to the Consortium to Establish a Registry for Alzheimer’s
Disease (CERAD)8 neuropathologic criteria were excluded. 9,10 Therefore, the analysis was
limited to the 99 subjects with no discernible neuropathology or AD neuropathology only
(CERAD8 categories 1 = normal brain [n = 18], 2 = definite AD [n = 57], 3 = probable AD
[n = 12], and 4 = possible AD [n = 12]). These subjects did not differ significantly from the
excluded subjects in age at death, sex, or years of education. Postmortem donations were
received by the Mount Sinai School of Medicine Department of Psychiatry Brain Bank,
from the next of kin of deceased residents of the Jewish Home and Hospital (JHH) in
Manhattan, NY, and Bronx, NY, participating in studies of aging and early dementia.
Psychiatric cases were excluded from this cohort. Brain donations were accompanied by full
body autopsies allowing objective measures of the presence and magnitude of
cardiovascular pathology. All assessments were approved by the institutional review boards
of both the JHH and the Mount Sinai School of Medicine. Autopsies were performed after
receiving consent from the legal next of kin. Research staff reviewed detailed medical
records, which were available on all residents, and whenever possible conducted in-depth
interviews with staff and family caregivers to obtain information about antemortem
functional and cognitive status.

The Clinical Dementia Rating (CDR) assesses cognitive and functional impairments
associated with dementia and provides specific severity criteria for classifying subjects as
nondemented (CDR = 0), questionably demented (CDR = 0.5), or increasing levels of
severity of dementia from CDR = 1 to CDR = 5.11,12 A previously described10,13 multistep
approach was applied to the assignment of postmortem CDR scale scores based on cognitive
and functional status during the last 6 months of life.
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Assessment of ApoE genotype
After DNA isolation from frozen, never-thawed, brain tissue specimens (50 mg) using
Promega Wizard® Genomic DNA purification kit, ApoE genotyping was performed using a
modification of published PCR techniques.14 Participants were categorized as ApoE4
positive if they carried at least one copy of the E4 allele.

Neuropathologic assessment
The neuropathologic assessment procedures used have been extensively described
previously10,13 and were performed without knowledge of the donor’s medical, cognitive, or
functional status. Standardized representative blocks from superior and midfrontal gyrus,
orbital cortex, basal ganglia with basal forebrain, amygdala, hippocampus (rostral and
caudal levels with adjacent parahippocampal and inferior temporal cortex), superior
temporal gyrus, parietal cortex (angular gyrus), calcarine cortex, hypothalamus with
mammillary bodies, thalamus, midbrain, pons, medulla, cerebellar vermis, and lateral
cerebellar hemisphere were examined using hematoxylin and eosin, modified Bielschowsky,
modified thioflavin S, anti–β-amyloid, and anti-tau. Any case showing evidence of Lewy
body formation in the substantia nigra or locus ceruleus underwent anti-ubiquitin staining of
representative cerebral cortical sections for the identification of cortical Lewy bodies.15,16

Neuropathologists were blinded to all clinical and psychometric data while evaluating the
slides for the presence and extent of relevant neuropathologic lesions. Neuropathologic and
final diagnoses were based on a consensus diagnosis (H.T.G., D.P.Perl, V.H., and clinical
neuropsychologists) and derived after review of all medical and research records according
to procedures described in detail previously.10,13

Every case was evaluated for the extent of neuropathologic lesions using the CERAD
neuropathologic battery.8 Sections from each of the tissue blocks described above were rated
for the extent of NPs and NFTs using the CERAD four-point scale of 0 = none, 1 = sparse, 3
= moderate, or 5 = severe as described previously.13 NP and NFT scores derived from
examination of the neocortical blocks aggregated by addition into a single summary variable
and the entorhinal cortex and hippocampus were used in the primary analyses reported here
because previous studies had shown that NP and NFT densities in the subcortical regions
assessed were not informative with respect to dementia severity.10,13 In addition, ancillary
exploratory analyses revealed that the inclusion of NP and NFT density estimates from the
subcortical fields assessed as part of the CERAD neuropathology battery did not
substantively contribute to the findings described.

Cardiovascular pathology assessment
All cardiovascular pathology assessments were performed using standard protocols.
Coronary artery disease was assessed on 2- to 4-mm interval cross sections of all the major
epicardial coronary arteries either on the heart or after removal and decalcification. Aortic
atherosclerosis was assessed by semiquantitative estimation (scored on a four-point scale of
severity with 1 representing no atherosclerosis and 4 representing severe atherosclerosis) of
grossly notable plaque involvement of the aortic intimal surface after opening the aorta
lengthwise from the ascending to the iliac bifurcation. Heart weight was measured after
washing and removal of postmortem clots. Left ventricular wall thickness was measured
along the lateral wall 1 cm below the mitral valve annulus.

The cardiovascular and neuropathology assessments were performed independently by
different pathologists (neuropathology [D.P. Purohit and D.P. Perl] vs cardiovascular
pathology [J.T.F.]) who were blind to each other’s data.
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Statistical analysis
Factor analysis was used to create parsimonious summarizing variables, because it was
anticipated that the cardiovascular risk variables would have some substantial
intercorrelation. Principal components analysis with varimax rotation was performed on the
four cardiovascular variables (coronary artery and aortic atherosclerosis, left ventricular wall
thickness, and heart weight). Two eigen values were above 1, suggesting that two
summarizing variables sufficed. One rotated factor was highly loaded on coronary artery and
aortic atherosclerosis (called “atherosclerosis”), and the other was highly loaded on left
ventricular wall thickness and heart weight (called “heart size”). Partial correlations were
used to assess the associations of the two factors as well as the four cardiovascular variables
with NPs and NFTs in the hippocampus, entorhinal cortex, and cerebral cortex after
controlling for age at death, sex, CDR (making the subjects who died at different stages of
the disease comparable), body mass index (BMI; measured by the JHH staff within 12
months before death and collected from subjects’ medical charts) and ApoE genotype.
Because ApoE4 has been found to potentiate the association of atherosclerosis and AD,6 we
repeated the analyses separately for ApoE4 allele carriers and noncarriers.

Results
Characteristics of the sample as a whole and according to CERAD diagnostic categories are
presented in table 1. The sample was relatively old at death (mean age 87.6 years) and
predominantly female (81.9%); 13.3% were not demented, 32.4% were severely demented
according to the CDR (Levels 3, 4 and 5), and 42.4% had at least one ApoE4 allele. Thirty-
seven percent of the sample had a BMI reflecting underweight (less than 18.5 kg/m2) and
5% had a BMI reflecting overweight (30 kg/m2 or greater) according to the American Heart
Association classification.17 Analyses of variance comparing cases with normal brain and
the three CERAD AD categories (definite, probable, and possible) found significant results
for coronary artery disease and heart weight. We also tested for linear trends (reordering the
categories by AD severity) and found significant relationships for these two cardiovascular
variables; coronary artery disease severity increased with severity of AD neuropathology,
whereas heart weight decreased.

Partial correlations between cardiovascular and neuropathologic measures are presented in
table 2. The atherosclerosis factor (coronary artery disease and aortic atherosclerosis) was
significantly associated with all three NP variables (correlations ranging from 0.20 and 0.25)
but with none of the NFT variables. Coronary artery disease was significantly associated
with all three NP variables and also with NFTs in the hippocampus (correlations ranging
from 0.22 and 0.29). In contrast, aortic atherosclerosis was not significantly associated with
any of the neuropathologic variables. The heart size factor (heart weight and left ventricular
wall thickness) had a correlation of −0.23 with NFTs in the cerebral cortex. Left ventricular
wall thickness had a correlation of −0.22 with NFTs in the cerebral cortex), but heart weight
was not significantly associated with any of the neuropathologic variables.

Table 3 presents the correlations when the sample was divided according to the presence or
absence of an ApoE4 allele. In the subgroup with an ApoE4 allele (n = 42), all associations
that were significant in the entire sample for the atherosclerosis factor were larger and still
significant, and the association of atherosclerosis with NFTs in the entorhinal cortex also
achieved significance (correlations ranging from 0.32 and 0.41). Similarly, all associations
that were significant in the entire sample for the extent of coronary artery disease were
larger and still significant, and so were their associations with NFTs in the entorhinal cortex
(correlations ranging from 0.34 and 0.47). In addition, the correlation between the extent of
aortic atherosclerosis and the density of NPs in the hippocampus (r = 0.33) reached
significance. None of the correlations between heart size factor, or its constituents, with the
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neuropathologic variables were significant. In contrast to the ApoE4 subgroup, in the
subgroup without an ApoE4 allele (n = 57), there were no significant correlations between
any cardiovascular and neuropathologic variables. For each combination of coronary artery
disease and neuropathology of AD, the correlation was stronger in the ApoE4 subgroup. The
Fisher Z transformation was applied to each correlation to test the significance of the
difference between correlations. None of the comparisons between correlations in the
APOE4 carriers and noncarriers were significant. Finally, the APOE subgroups did not
differ significantly from each other in the extent of any of the cardiovascular variables.

Discussion
These results are consistent with and provide evidence for the hypothesis that coronary
artery disease contributes significantly to the extent of AD-associated neuropathology
independently of other risk factors such as age and sex. Atherosclerosis, particularly
coronary artery disease, and the density of cardinal neuropathologic lesions of AD were
significantly associated with each other. These associations were primarily attributable to
ApoE4 allele carriers. The only significant results found for the heart size composite factor
and left ventricular wall thickness were negative associations with NFTs in the cerebral
cortex.

These results are consistent with others in which nondemented patients dying of critical
coronary artery disease had more abundant senile plaques compared with subjects dying of
other causes.18 Two other studies7,19 examining postmortem cardiovascular disease and AD
neuropathology found no significant associations. One study19 had few subjects (32 patients
with definite AD and 6 age-matched control subjects) and possibly lacked statistical power.
In a Finnish study,7 a cardiovascular index was calculated that combined heart weight and
atherosclerosis of the coronary arteries, aorta, and circle of Willis and found no associations
with NPs, NFTs, β-A4, PHF-τ, and cerebral amyloid angiopathy. This study did not
statistically control for age, sex, or body mass index, and the cardiovascular disease
composite variable that was used may have masked relationships for individual constituents
of the composite score. In the current study, all but one of the partial correlations between
heart weight and neuropathology of AD were negative, suggesting that the smaller the heart
is, the larger the amount of AD neuropathology is. Moreover, when examining these
associations without controlling for BMI, the negative correlations were stronger and some
reached significance (data not shown). The direction of these associations is only surprising
at face value because, in general, heart weight is positively associated with hypertension, 20

which in turn seems to be associated with AD.21 The lower heart weight with increasing AD
neuropathology results may be inherent to postmortem studies that include cases with severe
or terminal dementia and may be a consequence of the extreme weight loss, including heart
weight loss, experienced by many of these subjects.22,23 As noted above, 37% of the
subjects in the current study could be classified as underweight. This percentage was even
higher in those subjects that had CDR scores of 4 or greater or those who were classified as
definite AD by CERAD neuropathologic criteria (approximately 70% of those considered
underweight). Because the cardiovascular index in Finnish study included heart weight, and
BMI was not included as a covariate in the analyses, we speculate that these factors offset
the contribution of other cardiovascular components leading to negative results.

A possible explanation for the association between coronary artery disease and
neuropathology of AD is that the former is associated with cerebrovascular arterial
atherosclerosis.24 This, in turn, is associated with AD. For example, circle of Willis
atherosclerosis has been shown to be associated with AD,25,26 and a recent study showed
that cerebrovascular arterial atherosclerosis was strongly associated with an increased
frequency of NPs.27 In the current study, aortic atherosclerosis showed a lower association
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with AD neuropathology (only for NPs in the hippocampus of the ApoE4 subgroup) than
coronary artery disease. This distinction between coronary artery and aortic atherosclerosis
is supported by recent epidemiologic studies suggesting that aortic atherosclerosis is less
strongly associated with cerebrovascular disease.28,29

In addition to a direct relationship between coronary artery disease and AD neuropathology,
another possible explanation may be that they share a common underlying causative factor.
Specifically, our results suggest that the currently observed associations between coronary
artery disease and AD neuropathology were primarily attributable to carriers of at least one
ApoE4 allele. ApoE4 per se increases the risk for coronary artery disease30 and for AD.31 In
addition, ApoE has been shown to interact with several cardiovascular risk factors, such as
hypertension, 32 cholesterol,33 insulin resistance,34 and transient ischemic attacks,35 to
increase the incidence of AD and to accelerate its course. In view of these direct and indirect
associations, ApoE might be serving as a common intermediary of both coronary artery
disease and AD neuropathology. However, when controlling for ApoE genotype in the
entire sample analysis, there were significant relationships between coronary artery disease
and NP density. This result suggests that although ApoE genotype contributes strongly to
the association, a relationship between coronary artery disease and AD neuropathology may
exist independently of ApoE genotype. Other possible common causes include cholesterol
metabolism,36 diabetes,37 or homocysteine levels.38 Each of these has been implicated in the
processing of β-amyloid, the major constituent peptide in the NP, as well as with tau, the
major component of NFTs (for review, see Religa and Winblad39). However, in view of the
strong associations between these cardiovascular risk factors and coronary artery disease,
distinguishing between their relative or independent contributions to AD neuropathology
may be difficult to document in humans and may be most readily clarified by studies of
animal model systems.

The main strengths of this study are the relatively large sample size and the systematic and
quantitative independent measurement of both AD and cardiovascular pathology. A
weakness of the study is that the autopsy sample came from a single institution; subjects
were mostly white women and from a relatively stable socioeconomic environment,
potentially limiting generalizability of these results to more diverse populations. In addition,
it is possible that the associations between postmortem AD and cardiovascular pathology
differ from these associations in the population before death, because of different
distributions of these pathologies.

Acknowledgments
Supported by NIA grants AG02219 (PI: Vahram Haroutunian), and 1 K01 AG023515-01A2 (PI: Michal Schnaider
Beeri). AG05138 (PI: Mary Sano).

References
1. Ritchie K, Lovestone S. The dementias. Lancet. 2002; 360:1759–1766. [PubMed: 12480441]
2. Hebert LE, Scherr PA, Bienias JL, Bennett DA, Evans DA. Alzheimer disease in the US population:

prevalence estimates using the 2000 census. Arch Neurol. 2003; 60:1119–1122. [PubMed:
12925369]

3. Braak H, Braak E. Evolution of the neuropathology of Alzheimer’s disease. Acta Neurol Scand
Suppl. 1996; 165:3–12. [PubMed: 8740983]

4. Braak H, Braak E. Frequency of stages of Alzheimer-related lesions in different age categories.
Neurobiol Aging. 1997; 18:351–357. [PubMed: 9330961]

5. Luchsinger JA, Mayeux R. Cardiovascular risk factors and Alzheimer’s disease. Curr Atheroscler
Rep. 2004; 6:261–266. [PubMed: 15191699]

Beeri et al. Page 6

Neurology. Author manuscript; available in PMC 2011 August 28.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



6. Hofman A, Ott A, Breteler MM, et al. Atherosclerosis, apolipoprotein E, and prevalence of
dementia and Alzheimer’s disease in the Rotterdam Study. Lancet. 1997; 349:151–154. [PubMed:
9111537]

7. Irina A, Seppo H, Arto M, Paavo R Sr, Hilkka S. Beta-amyloid load is not influenced by the severity
of cardiovascular disease in aged and demented patients. Stroke. 1999; 30:613–618. [PubMed:
10066860]

8. Mirra SS, Heyman A, McKeel D, et al. The Consortium to Establish a Registry for Alzheimer’s
Disease (CERAD): Part II. Standardization of the neuropathologic assessment of Alzheimer’s
disease. Neurology. 1991; 41:479–486. [PubMed: 2011243]

9. Tomlinson BE, Blessed G, Roth M. Observations on the brains of nondemented old people. J Neurol
Sci. 1968; 7:331–356. [PubMed: 5707082]

10. Haroutunian V, Purohit DP, Perl DP, et al. Neurofibrillary tangles in nondemented elderly subjects
and mild Alzheimer disease. Arch Neurol. 1999; 56:713–718. [PubMed: 10369312]

11. Fillenbaum GG, Peterson B, Morris JC. Estimating the validity of the clinical Dementia Rating
Scale: the CERAD experience. Consortium to Establish a Registry for Alzheimer’s Disease. Aging
(Milano). 1996; 8:379–385. [PubMed: 9061124]

12. Morris JC, Ernesto C, Schafer K, et al. Clinical dementia rating training and reliability in
multicenter studies: the Alzheimer’s Disease Cooperative Study experience. Neurology. 1997;
48:1508–1510. [PubMed: 9191756]

13. Haroutunian V, Perl DP, Purohit DP, et al. Regional distribution of neuritic plaques in the
nondemented elderly and subjects with very mild Alzheimer disease. Arch Neurol. 1998; 55:1185–
1191. [PubMed: 9740112]

14. Hixson JE, Vernier DT. Restriction isotyping of human apolipoprotein E by gene amplification and
cleavage with HhaI. J Lipid Res. 1990; 31:545–548. [PubMed: 2341813]

15. Serby M, Brickman AM, Haroutunian V, et al. Cognitive burden and excess Lewy-body pathology
in the Lewy-body variant of Alzheimer disease. Am J Geriatr Psychiatry. 2003; 11:371–374.
[PubMed: 12724118]

16. Haroutunian V, Serby M, Purohit DP, et al. Contribution of Lewy body inclusions to dementia in
patients with and without Alzheimer disease neuropathological conditions. Arch Neurol. 2000;
57:1145–1150. [PubMed: 10927794]

17. Obesity and Overweight. [Accessed February 20, 2006] American Heart Association. 2005.
Available at: www.americanheart.org

18. Sparks DL, Hunsaker JC III, Scheff SW, Kryscio RJ, Henson JL, Markesbery WR. Cortical senile
plaques in coronary artery disease, aging and Alzheimer’s disease. Neurobiol Aging. 1990;
11:601–607. [PubMed: 1704106]

19. Kosunen O, Talasniemi S, Lehtovirta M, et al. Relation of coronary atherosclerosis and
apolipoprotein E genotypes in Alzheimer patients. Stroke. 1995; 26:743–748. [PubMed: 7740560]

20. Sparrow D, Tifft CP, Dibbs E, Saini M, Rosner B, Weiss ST. The relationship of various indices of
heart size on chest x-ray to the 10-year incidence of hypertension. The Normative Aging Study.
Am J Epidemiol. 1985; 122:782–788. [PubMed: 2931974]

21. Skoog I, Gustafson D. Hypertension, hypertension-clustering factors and Alzheimer’s disease.
Neurol Res. 2003; 25:675–680. [PubMed: 14503023]

22. Wang PN, Yang CL, Lin KN, Chen WT, Chwang LC, Liu HC. Weight loss, nutritional status and
physical activity in patients with Alzheimer’s disease: a controlled study. J Neurol. 2004;
251:314–320. [PubMed: 15015012]

23. White H, Pieper C, Schmader K, Fillenbaum G. Weight change in Alzheimer’s disease. J Am
Geriatr Soc. 1996; 44:265–272. [PubMed: 8600194]

24. Ouchi Y, Yoshikawa E, Kanno T, et al. Orthostatic posture affects brain hemodynamics and
metabolism in cerebrovascular disease patients with and without coronary artery disease: a
positron emission tomography study. Neuroimage. 2005; 24:70–81. [PubMed: 15588598]

25. Olichney JM, Hansen LA, Hofstetter CR, Lee JH, Katzman R, Thal LJ. Association between
severe cerebral amyloid angiopathy and cerebrovascular lesions in Alzheimer disease is not a
spurious one attributable to apolipoprotein E4. Arch Neurol. 2000; 57:869–874. [PubMed:
10867785]

Beeri et al. Page 7

Neurology. Author manuscript; available in PMC 2011 August 28.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://www.americanheart.org


26. Roher AE, Esh C, Kokjohn TA, et al. Circle of Willis atherosclerosis is a risk factor for sporadic
Alzheimer’s disease. Arterioscler Thromb Vasc Biol. 2003; 23:2055–2062. [PubMed: 14512367]

27. Honig LS, Kukull W, Mayeux R. Atherosclerosis and AD: analysis of data from the US National
Alzheimer’s Coordinating Center. Neurology. 2005; 64:494–500. [PubMed: 15699381]

28. Iribarren C, Sidney S, Sternfeld B, Browner WS. Calcification of the aortic arch: risk factors and
association with coronary heart disease, stroke, and peripheral vascular disease. JAMA. 2000;
283:2810–2815. [PubMed: 10838649]

29. Agmon Y, Khandheria BK, Meissner I, et al. Relation of coronary artery disease and
cerebrovascular disease with atherosclerosis of the thoracic aorta in the general population. Am J
Cardiol. 2002; 89:262–267. [PubMed: 11809426]

30. Chen Q, Reis SE, Kammerer CM, et al. APOE polymorphism and angiographic coronary artery
disease severity in the Women’s Ischemia Syndrome Evaluation (WISE) study. Atherosclerosis.
2003; 169:159–167. [PubMed: 12860263]

31. Martins CA, Oulhaj A, De Jager CA, Williams JH. APOE alleles predict the rate of cognitive
decline in Alzheimer disease: a nonlinear model. Neurology. 2005; 65:1888–1893. [PubMed:
16380608]

32. Guo Z, Fratiglioni L, Viitanen M, et al. Apolipoprotein E genotypes and the incidence of
Alzheimer’s disease among persons aged 75 years and older: variation by use of antihypertensive
medication? Am J Epidemiol. 2001; 153:225–231. [PubMed: 11157409]

33. Evans RM, Hui S, Perkins A, Lahiri DK, Poirier J, Farlow MR. Cholesterol and APOE genotype
interact to influence Alzheimer disease progression. Neurology. 2004; 62:1869–1871. [PubMed:
15159498]

34. Craft S, Asthana S, Schellenberg G, et al. Insulin metabolism in Alzheimer’s disease differs
according to apolipoprotein E genotype and gender. Neuroendocrinology. 1999; 70:146–152.
[PubMed: 10461029]

35. Kang JH, Logroscino G, De V I Hunter D, Grodstein F. Apolipoprotein E, cardiovascular disease
and cognitive function in aging women. Neurobiol Aging. 2005; 26:475–484. [PubMed:
15653176]

36. Wood WG, Schroeder F, Avdulov NA, Chochina SV, Igbavboa U. Recent advances in brain
cholesterol dynamics: transport, domains, and Alzheimer’s disease. Lipids. 1999; 34:225–234.
[PubMed: 10230715]

37. Schnaider BM, Goldbourt U, Silverman JM, et al. Diabetes mellitus in midlife and the risk of
dementia three decades later. Neurology. 2004; 63:1902–1907. [PubMed: 15557509]

38. Seshadri S, Beiser A, Selhub J, et al. Plasma homocysteine as a risk factor for dementia and
Alzheimer’s disease. N Engl J Med. 2002; 346:476–483. [PubMed: 11844848]

39. Religa D, Winblad B. Therapeutic strategies for Alzheimer’s disease based on new molecular
mechanisms. Acta Neurobiol Exp (Wars). 2003; 63:393–396. [PubMed: 15053264]

Beeri et al. Page 8

Neurology. Author manuscript; available in PMC 2011 August 28.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Beeri et al. Page 9

Ta
bl

e 
1

D
es

cr
ip

tio
n 

of
 th

e 
sa

m
pl

e 
(n

 =
 9

9)
 a

nd
 b

y 
C

ER
A

D
 c

at
eg

or
ie

s

C
ha

ra
ct

er
is

tic
/

C
E

R
A

D
 c

at
eg

or
y

N
or

m
al

, n
 =

 1
8

D
ef

in
ite

, n
 =

 5
7

Pr
ob

ab
le

 A
D

, n
 =

 1
2

Po
ss

ib
le

 A
D

, n
 =

 1
2

W
ho

le
 sa

m
pl

e

A
ge

 a
t d

ea
th

85
.7

 (1
0.

6)
; 6

2–
10

2
88

.9
 (7

.2
); 

62
–1

03
87

.6
 (9

.3
); 

67
–1

01
85

.4
 (1

0.
6)

; 6
4–

10
0

87
.6

 (8
.7

); 
62

–1
03

Se
x,

 %
 fe

m
al

e
72

.2
86

.0
83

.3
66

.7
81

.9

A
po

E,
 %

 E
4 

al
le

le
33

.3
47

.4
33

.3
41

.7
42

.4

C
D

R
1.

5 
(1

.8
); 

0–
5

3.
3 

(1
.3

); 
1–

5
2.

3 
(1

.5
); 

1–
5

2.
4 

(1
.4

); 
0–

5
2.

8 
(1

.6
); 

0–
5

B
M

I, 
kg

/m
2

23
.0

 (6
.4

);1
3.

1–
40

.4
20

.0
 (4

.3
); 

11
.7

–3
1.

5
20

.8
 (2

.3
); 

17
.6

–2
4.

1
21

.0
 (6

.4
); 

12
.9

–3
2.

8
20

.7
 (4

.8
); 

11
.7

–4
0.

4

C
or

on
ar

y 
ar

te
ry

 d
is

ea
se

3.
4 

(1
.6

); 
1–

5
4.

1 
(1

.1
); 

1–
5

3.
5 

(1
.5

); 
1–

5
2.

7 
(1

.4
); 

1–
5

3.
7 

(1
.4

); 
1–

5

A
or

tic
 a

th
er

os
cl

er
os

is
4.

0 
(1

.2
); 

1–
5

4.
4 

(1
.0

); 
1–

5
4.

3 
(0

.9
9)

; 3
–5

4.
3 

(1
.3

); 
1–

5
4.

3 
(1

.1
); 

1–
5

Le
ft 

ve
nt

ric
ul

ar
 th

ic
kn

es
s, 

cm
1.

7 
(0

.3
3)

; 1
.2

–2
.3

1.
6 

(0
.3

9)
; 0

.3
0–

2.
6

1.
6 

(0
.2

8)
; 1

.2
–2

.1
1.

5 
(0

.3
8)

; 0
.8

0–
2.

2
1.

6 
(0

.4
); 

0.
3–

2.
6

H
ea

rt 
w

ei
gh

t, 
g

46
0.

0 
(1

34
.6

); 
23

0–
85

0
36

1.
4 

(1
00

.6
);1

20
–6

30
39

7.
1 

(1
33

.4
); 

25
0–

67
0

39
4.

6 
(9

1.
7)

; 2
30

–5
70

38
5.

0 
(1

14
.8

); 
12

0–
85

0

N
FT

s h
ip

po
ca

m
pu

s*
1.

9 
(1

.8
); 

0–
5

4.
4 

(1
.3

); 
0–

5
2.

5 
(1

.7
); 

1–
5

2.
4 

(1
.8

); 
0–

5
3.

4 
(1

.9
); 

0–
5

N
FT

s e
nt

or
hi

na
l c

or
te

x*
2.

3 
(1

.7
); 

0–
5

4.
6 

(0
.9

8)
; 1

–5
2.

2 
(1

.8
); 

1–
5

3.
0 

(1
.9

); 
1–

5
3.

7 
(1

.7
); 

0–
5

N
FT

s c
er

eb
ra

l c
or

te
x†

0 
(0

); 
0–

0
6.

7 
(5

.0
); 

0–
16

0.
42

 (0
.9

0)
; 0

–3
0.

42
 (0

.6
7)

; 0
–2

4.
1 

(5
.0

); 
0–

16

N
Ps

 h
ip

po
ca

m
pu

s*
0.

1 
(0

.2
4)

; 0
–1

2.
3 

(1
.3

); 
0–

5
1.

2 
(1

.5
); 

0–
5

0.
50

 (0
.5

2)
; 0

–1
1.

6 
(1

.5
); 

0–
5

N
Ps

 e
nt

or
hi

na
l c

or
te

x*
0.

4 
(0

.8
); 

0–
3

3.
1 

(1
.4

); 
0–

5
2.

3 
(1

.7
); 

0–
5

0.
83

 (0
.8

4)
; 0

–3
2.

3 
(1

.7
); 

0–
5

N
Ps

 c
er

eb
ra

l c
or

te
x†

1.
8 

(2
.8

); 
0–

10
13

.8
 (4

.7
); 

4–
20

7.
7 

(2
.9

); 
3–

14
5.

4 
(3

.6
); 

0–
10

10
.0

 (6
.3

); 
0–

20

D
at

a 
ar

e 
pr

es
en

te
d 

as
 m

ea
n 

(S
D

); 
ra

ng
e.

* 0 
= 

no
ne

, 1
 =

 sp
ar

se
, 3

 =
 m

od
er

at
e,

 5
 =

 se
ve

re
.

† Su
m

m
ar

y 
of

 fo
ur

 c
er

eb
ra

l c
or

te
x 

ar
ea

s (
m

id
fr

on
ta

l g
yr

us
, s

up
er

io
r m

id
dl

e 
te

m
po

ra
l g

yr
us

, i
nf

er
io

r p
ar

ie
ta

l g
yr

us
, a

nd
 o

cc
ip

ita
l p

rim
ar

y 
vi

su
al

 c
or

te
x)

 b
y 

ad
di

tio
n 

of
 sc

or
es

 o
n 

th
e 

sa
m

e 
sc

al
e 

as
 in

 *
.

C
ER

A
D

 =
 C

on
so

rti
um

 to
 E

st
ab

lis
h 

a 
R

eg
is

try
 fo

r A
lz

he
im

er
’s

 D
is

ea
se

; A
D

 =
 A

lz
he

im
er

 d
is

ea
se

; C
D

R
 =

 C
lin

ic
al

 D
em

en
tia

 R
at

in
g;

 B
M

I =
 b

od
y 

m
as

s i
nd

ex
; N

FT
 =

 n
eu

ro
fib

ril
la

ry
 ta

ng
le

; N
P 

= 
ne

ur
iti

c
pl

aq
ue

.

Neurology. Author manuscript; available in PMC 2011 August 28.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Beeri et al. Page 10

Ta
bl

e 
2

Pa
rti

al
 c

or
re

la
tio

ns
 o

f c
ar

di
ov

as
cu

la
r a

nd
 A

D
 n

eu
ro

pa
th

ol
og

y 
ch

ar
ac

te
ris

tic
s (

df
 =

 9
2)

*

A
D

 n
eu

ro
pa

th
ol

og
y

C
or

on
ar

y 
ar

te
ry

di
se

as
e

A
or

tic
at

he
ro

sc
le

ro
si

s
A

th
er

os
cl

er
os

is
fa

ct
or

L
ef

t v
en

tr
ic

ul
ar

th
ic

kn
es

s
H

ea
rt

w
ei

gh
t

H
ea

rt
 si

ze
fa

ct
or

N
FT

s h
ip

po
ca

m
pu

s
0.

24
†

0.
01

0.
14

0.
11

0.
05

0.
09

N
FT

s e
nt

or
hi

na
l c

or
te

x
0.

16
0.

08
0.

16
0.

06
−
0.
16

−
0.
06

N
FT

s c
er

eb
ra

l c
or

te
x

0.
13

0.
02

0.
10

−
0.
22

†
−
0.
19

−
0.
23

†

N
Ps

 h
ip

po
ca

m
pu

s
0.

26
†

0.
13

0.
25

†
0.

06
−
0.
05

−
0.
01

N
Ps

 e
nt

or
hi

na
l c

or
te

x
0.

29
‡

0.
05

0.
22

†
−
0.
07

−
0.
18

−
0.
15

N
Ps

 c
er

eb
ra

l c
or

te
x

0.
22

†
0.

10
0.

20
†

−
0.
09

−
0.
11

−
0.
12

* C
ov

ar
ia

te
s w

er
e 

ag
e 

at
 d

ea
th

, C
lin

ic
al

 D
em

en
tia

 R
at

in
g,

 se
x,

 A
po

E4
 g

en
ot

yp
e,

 a
nd

 b
od

y 
m

as
s i

nd
ex

.

† p 
≤ 

0.
05

.

‡ p 
≤ 

0.
00

5.

A
D

 =
 A

lz
he

im
er

 d
is

ea
se

; N
FT

 =
 n

eu
ro

fib
ril

la
ry

 ta
ng

le
; N

P 
= 

ne
ur

iti
c 

pl
aq

ue
.

Neurology. Author manuscript; available in PMC 2011 August 28.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Beeri et al. Page 11

Ta
bl

e 
3

Pa
rti

al
 c

or
re

la
tio

ns
 o

f c
ar

di
ov

as
cu

la
r a

nd
 A

D
 n

eu
ro

pa
th

ol
og

y 
ch

ar
ac

te
ris

tic
s f

or
 su

bj
ec

ts
 c

ar
ry

in
g 

or
 n

ot
 c

ar
ry

in
g 

an
 A

po
E4

 a
lle

le
*

A
D

 n
eu

ro
pa

th
ol

og
y

C
or

on
ar

y 
ar

te
ry

di
se

as
e

A
or

tic
at

he
ro

sc
le

ro
si

s
A

th
er

os
cl

er
os

is
fa

ct
or

L
ef

t v
en

tr
ic

ul
ar

th
ic

kn
es

s
H

ea
rt

w
ei

gh
t

H
ea

rt
 si

ze
fa

ct
or

A
bs

en
ce

 o
f a

n 
A

po
E4

 a
lle

le
 (d

f =
 5

1)

   
 N

FT
s h

ip
po

ca
m

pu
s

0.
13

−
0.
05

0.
04

0.
12

0.
10

  0
.1

3

   
 N

FT
s e

nt
or

hi
na

l c
or

te
x

0.
01

0.
04

0.
04

0.
04

−
0.
09

−
0.
02

   
 N

FT
s c

er
eb

ra
l c

or
te

x
0.

05
−
0.
02

0.
04

−
0.
16

−
0.
23

−
0.
21

   
 N

Ps
 h

ip
po

ca
m

pu
s

0.
19

−
0.
00
3

0.
13

−
0.
06

−
0.
11

−
0.
09

   
 N

Ps
 e

nt
or

hi
na

l c
or

te
x

0.
15

−
0.
00
4

0.
11

−
0.
12

−
0.
18

−
0.
16

   
 N

Ps
 c

er
eb

ra
l c

or
te

x
0.

14
0.

02
0.

11
−
0.
16

−
0.
13

−
0.
12

Pr
es

en
ce

 o
f a

n 
A

po
E4

 a
lle

le
 (d

f =
 3

6)

   
 N

FT
s h

ip
po

ca
m

pu
s

0.
38

†
0.

11
0.

29
0.

05
−
0.
01

  0
.0

03

   
 N

FT
s e

nt
or

hi
na

l c
or

te
x

0.
34

†
0.

16
0.

32
†

0.
03

−
0.
26

−
0.
18

   
 N

FT
s c

er
eb

ra
l c

or
te

x
0.

25
0.

10
0.

22
−
0.
28

−
0.
13

−
0.
23

   
 N

Ps
 h

ip
po

ca
m

pu
s

0.
35

†
0.

33
†

0.
41

†
0.

14
−
0.
02

  0
.0

1

   
 N

Ps
 e

nt
or

hi
na

l c
or

te
x

0.
47

‡
0.

14
0.

38
†

−
0.
15

−
0.
21

−
0.
23

   
 N

Ps
 c

er
eb

ra
l c

or
te

x
0.

36
†

0.
20

0.
33

†
−
0.
11

−
0.
06

−
0.
11

* C
ov

ar
ia

te
s w

er
e 

ag
e 

at
 d

ea
th

, C
lin

ic
al

 D
em

en
tia

 R
at

in
g,

 se
x,

 a
nd

 b
od

y 
m

as
s i

nd
ex

.

† p 
≤ 

0.
05

.

‡ p 
≤ 

0.
00

5.

A
D

 =
 A

lz
he

im
er

 d
is

ea
se

; N
FT

 =
 n

eu
ro

fib
ril

la
ry

 ta
ng

le
; N

P 
= 

ne
ur

iti
c 

pl
aq

ue
.

Neurology. Author manuscript; available in PMC 2011 August 28.


