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Abstract
Objective
To investigate in a cross-sectional study the contributions of altered cerebellar resting-state
functional connectivity (FC) to cognitive impairment in Parkinson disease (PD).

Methods
We conducted morphometric and resting-state FC-MRI analyses contrasting 81 participants
with PD and 43 age-matched healthy controls using rigorous quality assurance measures. To
investigate the relationship of cerebellar FC to cognitive status, we compared participants with
PD without cognitive impairment (Clinical Dementia Rating [CDR] scale score 0, n = 47) to
participants with PD with impaired cognition (CDR score ≥0.5, n = 34). Comprehensive
measures of cognition across the 5 cognitive domains were assessed for behavioral correlations.

Results
The participants with PD had significantly weaker FC between the vermis and peristriate visual
association cortex compared to controls, and the strength of this FC correlated with visuospatial
function and global cognition. In contrast, weaker FC between the vermis and dorsolateral
prefrontal cortex was found in the cognitively impaired PD group compared to participants with
PD without cognitive impairment. This effect correlated with deficits in attention, executive
functions, and global cognition. No group differences in cerebellar lobular volumes or regional
cortical thickness of the significant cortical clusters were observed.

Conclusion
These results demonstrate a correlation between cerebellar vermal FC and cognitive impair-
ment in PD. The absence of significant atrophy in cerebellum or relevant cortical areas suggests
that this could be related to local pathophysiology such as neurotransmitter dysfunction.
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Dementia affects as many as 80% of patients with Par-
kinson disease (PD).1 Cognitive impairment can affect
most cognitive domains early in the disease process.2

Dementia is refractory to dopaminergic therapy, suggest-
ing involvement of other neurotransmitter systems or
brain regions beyond the nigrostriatal pathway. Visuo-
spatial dysfunction predicts progression to dementia and
may be linked to cholinergic perturbation.3–5 Most neu-
roimaging studies of PD have focused on striatal dopa-
minergic circuitry, which does not fully explain cognitive
impairment.

The cerebellum has reciprocal anatomic and functional con-
nections with motor and association cortex.6–8 The vermis
harbors a rich population of cholinergic neurons; its mal-
function could contribute to cognitive impairments. This
notion is supported by [18F]fluorodeoxyglucose PET data
showing that vermal hypermetabolism predicted poor cog-
nitive performance.9 To further investigate cerebellar dys-
function in PD, we used resting-state functional connectivity
(FC) MRI to study relationships between cerebellum and
cortical regions.

Previous studies revealed modest dysfunction in cer-
ebellocortical FC in PD and only limited behavioral
correlates.10–13 Significantly increased FC between right
lobule V and precuneus in PD correlated with worse cogni-
tion.10 Thus, the cognitive correlates of altered cerebellar FC
in PD, especially within specific cognitive domains remain
uncertain.

We hypothesized that altered cerebellar circuitry contributes
to cognitive dysfunction in PD. We investigated this possi-
bility by conducting FC-MRI analyses in a large cohort of PD
and age-matched controls. We report cerebellar FC differ-
ences contrasting participants with PD and controls as well as
participants with PD with and without cognitive impairment.
We focus on the relationships between cerebellar FC and
comprehensive cognitive measures.

Methods
Standard protocol approvals, registrations,
and participant consents
The study was approved by the Washington University in St.
Louis Human Research Protection Office, and written in-
formed consent was provided by all participants.

Participants
Participants with clinically definite idiopathic PD (based on
modified United Kingdom PD Brain Bank criteria excluding
the dementia exclusionary criterion)14 and age-matched
controls were recruited from the Movement Disorders Cen-
ter at the Washington University School of Medicine and the
community. All controls had a normal neurologic examination
without clinical evidence of parkinsonism or cognitive im-
pairment and did not have a family history of PD. Structural
and fMRI data were acquired from 153 participants with PD
in the “off” state and from 60 controls.

Clinical and neuropsychological assessment
TheUnified Parkinson’s Disease Rating Scale (UPDRS)motor
subscale (UPDRS-III) videos were rated by blinded fellowship-
trained movement disorder specialists. The truncated UPDRS-
III subscale score (excluding rigidity) in the “off” state was used
for all statistical analyses. Independent studies demonstrate the
reliability and validity of this method.15,16 In addition, gait/
postural stability subscore (by adding these 2 individual scores
from the UPDRS-III score) was also used for behavioral cor-
relations. Comprehensive neuropsychological assessments, in-
cluding tests of memory, language, attention, visual-spatial
processing, and executive function, were implemented17; ap-
pendix e-1 (doi.org/10.5061/dryad.92b0gq1) provides details.
The neuropsychological assessment was not available for 1
participant with PD. Individual cognitive domain average z
scores and a composite cognitive z score (averaged across the 5
individual cognitive domains) were computed.17 Mild cogni-
tive impairment (MCI) in PDwas assessed in participants with
PD according to the Movement Disorder Society (MDS) Task
Force proposed criteria.18 The Mini-Mental State Examination
(MMSE) score was obtained as a surrogate global cognitive
measure.19 Severity of dementia was staged by certified raters
according to the Clinical Dementia Rating (CDR) scale using
the global weighted average.20 A CDR score of 0 is considered
cognitively normal, whereas score of ≥0.5 reflects increasing
degrees of cognitive impairment.

Neuroimaging data acquisition
MRI was acquired on a 3T Siemens Trio scanner (Siemens,
Munich, Germany) with a standard 12-channel head coil us-
ing identical sequence parameters as previously
described.17,21 MRI scans in participants with PD were
obtained in the “off” state after overnight withdrawal of
antiparkinsonian medications. Each participant contributed
up to 3 resting-state fMRI runs (200 volumes per run). All
participants were instructed to keep their eyes closed but to

GLOSSARY
ANCOVA = analysis of covariance; BA = Brodmann area; CDR = Clinical Dementia Rating; DLPFC = dorsolateral prefrontal
cortex; FC = resting-state functional connectivity; MCI = mild cognitive impairment; MDS = Movement Disorder Society;
MMSE = Mini-Mental State Examination; PD = Parkinson disease; PD-cog = PD with cognitive impairment; PD-nl = PD
without cognitive impairment; PIGD = postural instability and gait difficulty; QA = quality assurance; RMS = root-mean-
squared; SMC = sensorimotor cortex; UPDRS-III = Unified Parkinson’s Disease Rating Scale motor subscale.
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stay awake during fMRI acquisition; the importance of
wakefulness was reiterated before each fMRI run and verbally
confirmed at its completion.

Structural MRI preprocessing and
volumetric analysis
Automatic segmentation of anatomic scans were done with
the FreeSurfer image analysis suite (version 5.3, surfer.nmr.
mgh.harvard.edu/). The outputs were visually inspected, and
manual edits and reprocessing were performed as needed.
Cerebellar segmentation was achieved in an unbiased way
with the SUIT toolbox.22 The processing stream was opti-
mized to account for the age-related atrophy in our older
participants.23 This substantially improved automatic seg-
mentation (data available from Dryad, figure e-1, doi.org/10.
5061/dryad.92b0gq1), and all outputs were inspected for
accuracy. The FreeSurfer and/or SUIT segmentation outputs
from 12 participants with PD and 5 controls were judged to be
inaccurate and excluded from further analysis. The SUIT atlas
combines lobules I, II, III, and IV; hence, lobules I through IV
were investigated as a single region. The anatomic sub-
divisions of the cerebellar vermis were combined given their
small individual sizes, and the whole vermis was used for all
subsequent analyses. Segmentation of lobule X remained in-
consistent despite the above modifications; hence, this region
was not considered for further analyses. The SUIT toolbox
also was used to reslice the atlas to permit extraction of in-
dividual lobular volumes (bilateral IIV, V, VI; Crus I, II, VIIb,
VIIIa, IX; and vermis); this was normalized for head size from
the estimated total intracranial volume, obtained from Free-
Surfer. Any lobule with normalized volume 2.5 SDs greater or
less than the mean normalized volume for that lobule was
considered an outlier (<1%) and excluded from further
analysis. The regional thickness of significant cortical clusters
reported here was extracted by mapping these on the Free-
Surfer FSaverage surface using an affine transform; this was
normalized by individual global mean cortical thickness.

Preprocessing of FC-MRI
FC-MRI preprocessing was done as previously described.21 To
minimize registration bias, a study-specific atlas-representative
template was generated with an equal number of participants
with PD and controls. FC preprocessing steps included spatial
smoothing (6-mm full width at half-maximum), temporal low-
pass filtering (<0.1Hz), and nuisance regression of 9 waveforms:
6 rigid body head motion estimates obtained by rigid body head
motion correction, mean CSF, and white matter signal averaged
from respective regions of interests and global signal
regression.24,25 DVARS (D referring to temporal derivative of
timecourses, VARS referring to RMS variance of voxels; a mea-
sure of the rate of change of blood oxygen level–dependent
signal across the entire brain at each frame of data)24 was used
for censoring of highly artifact-contaminated volumes.

Quality assurance
Stringent quality assurance (QA) measures were enforced to
minimize data corruption from head motion at the individual

and group levels. For each participant, the root-mean-squared
(RMS) head motion (in millimeters) as estimated from a se-
ries of rigid body transforms and the voxel-wise time series SD
averaged over the whole brain after preprocessing were
evaluated. QA-based exclusion criteria were set a priori as
described previously.21,25 fMRI runs with RMS head motion
>0.6 mm and whole-brain mean fMRI signal SD >0.5% were
excluded. In addition, temporal censoring with a DVARS
>0.5% was used for scrubbing of motion contaminated vol-
umes, and runs requiring exclusion of >15% volumes were
excluded. Any participant with RMS head motion or voxel-
wise time series SD 2.5 standard deviations above the global
average across groups was considered an outlier and excluded.
Only participants with at least 2 usable fMRI runs were in-
cluded for further analysis. Applying these rigorous QA cri-
teria led to the exclusion of 26% of the participants (46 of 153
with PD and 10 of 60 controls); ultimately 81 participants
with PD and 43 controls met the predefined stringent QA
standards. Indices of fMRI data quality measures did not
significantly differ across groups in the retained data (data
available from Dryad, figure e-2, doi.org/10.5061/dryad.
92b0gq1).

Correlation mapping and cerebellar FC
The time series from each cerebellar seed region of interest
was extracted by averaging over all included voxels, and this
was correlated with all the other brain voxels. Correlation
maps were computed with the Pearson product moment
formula as described, and Fisher z transform was
applied.25,26 Group-averaged Fisher z-transformed correla-
tion [z(r)] maps were compared by use of random-effects
analysis. Significant clusters, based on extent and z-score
thresholds, were computed after permutation resampling by
bootstrapped Monte Carlo simulations (10,000 iterations)
at p = 0.05 to rigorously correct for multiple comparisons
across all brain voxels.25 The FC measures in significant
seed-cluster pairs were extracted for additional statistical
analyses.

Statistical analysis
Statistical analyses were performed with SPSS (version 25,
IBM Analytics, Armonk, NY). Exploratory univariate 1-way
analysis of covariance (ANCOVA) of normalized lobular
volumes was performed with appropriate covariates (cova-
riates for individual analysis are detailed in the Results sec-
tion). Bonferroni correction was used to correct for multiple
comparisons in these volumetric analyses.

Univariate 1-way ANCOVA analysis using the Fisher z(r)
correlation coefficients for seed:significant cortical cluster
pairs was also done to control for potentially confounding
variables, including sex mismatch between groups in the FC-
MRI analyses.

Third-order Pearson partial correlations, while controlling for
multiple confounders (detailed in Results) were used to in-
vestigate the association of the seed:significant cluster
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correlation coefficients with cognition (including individual
cognitive domain z scores and composite cognitive z scores),
Benjamini-Hochberg correction for multiple comparisons
was applied. Spearman correlations were used for the
UPDRS-III rank-order nonparametric measures. All tests
were 2 tailed, and values of p ≤ 0.05 were considered statis-
tically significant unless specified otherwise.

Data availability
Anonymized data will be shared on request by any qualified
investigator.

Results
Demographic variables
Imaging from 81 participants with PD and 43 controls sat-
isfied the aforementioned stringent quality control meas-
ures; table 1 lists the demographic details. Although the
groups were age matched, significant differences were noted
in the proportion of male participants and the slightly higher
education levels in the PD cohort. Thus, sex and education
were factored as covariates whenever appropriate. Regarding
stratification by cognitive status, only 15 participants with
PD met the MDS criteria for PD-MCI using a cutoff score of
1.5 SD below the normative mean as evidence of impair-
ment18; a more inclusive criterion of 1.0 SD yielded 24
participants meeting PD-MCI criteria. In contrast, 34

participants with PD had cognitive impairment based on
CDR score (≥0.5). Hence, the CDR score provided a more
sensitive measure of cognitive impairment in this study of
a relatively mildly affected PD cohort. Thus, participants
with PD were categorized into 2 subgroups: PD with cog-
nitive impairment (PD-cog; CDR score ≥0.5) and PD
without impairment (PD-nl; CDR score 0). Only 3 partic-
ipants had dementia (CDR score 1), and the vast majority
(31 of 34) were only mildly affected (CDR score 0.5).

The PD-cog group was slightly older and had lower cognitive
scores (table 2).

Cerebellar morphometry
To investigate group differences in normalized volumes of
individual cerebellar lobules, including the vermis, univariate
ANCOVA for each lobule using a Bonferroni-adjusted sig-
nificance threshold of α < 0.002 was performed. No significant
group difference in volumes of any lobules was noted on the
basis of either disease (control vs PD; covariates: age, sex; all p
> 0.12) or cognitive status (PD-nl vs PD-cog; covariates: age,
sex, duration of symptoms; all p > 0.11).

Cerebellar FC in PD
Group contrasts were analyzed on the basis of disease status
(PD vs controls) with SUIT-derived individual anatomic
cerebellar lobules, including the entire vermis as seeds. Group
averages and clusters of contiguous voxels satisfying the

Table 1 Study cohort demographics of participants with PD and control participants

Measures Controls (n = 43) Participants with PD (n = 81) p Value

Age, y 62.4 (14.4) 65.6 (6.8) 0.17 (NS)

Sex, M/F, n 15/28 52/29 0.002

Duration of disease, y — 5.7 (3.9)

UPDRS-III score, “off” (excluding rigidity) 0.67 (1.9) 23.1 (8.5)

LEDD — 779 (483)

Education, y 14.7 (2.7) 16.4 (2.6) 0.001

MMSE score (SD) (range) 29.1 (0.9) (26–30) 28.3 (1.9) (21–30) 0.003

CDR global weighted average score 0/0.5/1, n 43/0/0 47/31/3

Composite cognitive z score (SD) (range) 0.8247 (0.40) (−0.05 to 1.61) 0.4056 (0.68) (−1.46 to 1.64) <0.001

Attention z score (SD) (range) 0.6590 (0.63) (−0.67 to 1.67) 0.2737 (0.81) (−1.50 to 2.33) 0.009

Memory z score (SD) (range) 0.7348 (0.55) (−0.55 to 1.97) 0.3520 (0.87) (−1.73 to 2.38) 0.004

Language z score (SD) (range) 1.2474 (0.87) (−0.33 to 2.33) 0.7851 (1.08) (−1.67 to 2.33) 0.036

Visuospatial z score (SD) (range) 0.8991 (0.58) (−0.27 to 2.00) 0.5962 (0.73) (−0.87 to 2.13) 0.021

Executive z score (SD) (range) 0.7160 (0.69) (−0.89 to 1.78) 0.0224 (1.03) (−3.00 to 1.67) <0.001

Abbreviations: CDR = Clinical Dementia Rating scale; LEDD = total daily levodopa equivalent dosage; MMSE = Mini-Mental State Examination; NS = not
significant; PD = Parkinson disease; UPDRS-III = Unified Parkinson’s Disease Rating Scale motor subscale.
Values represent mean (SD) with range provided when applicable. PD cohort included a wide clinical spectrum from newly diagnosed to >2 decades of
symptoms. In controls, all cognitive measures, including MMSE score, CDR score, or the composite cognitive z scores, were in the normal range, and the
UPDRS-III score was <3. All cognitive measures were significantly lower in the PD group compared to controls.
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previously delineated rigorous statistical criteria are shown in
figure 1. Cerebellar FC to association cortex in PD differed
significantly from that in controls only with the vermis seed
region; none of the other cerebellar lobules had altered FC
with association cortex (data available from Dryad, figure e-3,
doi.org/10.5061/dryad.92b0gq1). The vermis in participants
with PD had weaker anticorrelations (closer to 0) with the
peristriate occipital cortex (visual association cortex, Brod-
mann area [BA] 19) (figure 2A). Significant group differences
in intracerebellar FC were present only between the vermis
and right Crus I or bilateral Crus II. All significant group
clusters mentioned were reported at t ≥ 3.5 and p < 0.001.

Cerebellar FC abnormalities in association cortex were re-
stricted to the vermis. In contrast, multiple cerebellar seeds
showed significant FC abnormalities in the primary sensori-
motor cortex (BA 3, 2, 1, and 4) and supplementary motor
area (BA6) (figure 2, B–D and data available from Dryad
(figure e-3, doi.org/10.5061/dryad.92b0gq1). These effects
ranged from modestly stronger positive correlations in cere-
bellar lobules (bilateral lobules I–IV, V, and VI) having direct
anatomic connections with sensorimotor cortex (SMC) to
weaker (closer to 0) in those without dense interconnections
(bilateral lobules Crus I and Crus II). Cortical FC in lobules
VIIb and VIIIa in PD was not significantly different.

To check whether local cortical atrophy was responsible for
significant FC differences, normalized local cortical thickness

for each of the significant clusters (including BA19, BA4) was
extracted. No differences in thickness between participants
with PD and controls were observed for any of these cortical
areas (all p > 0.16).

To investigate whether the sex mismatch between PD and
controls in our study drove the group differences, mean Fisher
z(r) correlation coefficients were averaged over significant
clusters, and univariate ANCOVA was performed while con-
trolling for age, sex, respective lobular volumes, and local cor-
tical thickness. The group differences were robust for all tested
seed:cluster pairs (ANCOVA; F1,121 range 24.37–34.84, all p <
0.000002). The role of sex mismatch also was evaluated by
matching the female-male distribution in controls to 29 female
participants with PD and adding randomly selected 15 male
participants with PD. Univariate ANCOVA controlling for age,
local cortical thickness, and lobular volume confirmed the
observed differences also in these sex-matched groups
(ANCOVA; F1,82 range 19.63–25.73, all p < 0.00004).

Cerebellar FC in PD-cog
The vermis was the only cerebellar region with significantly
altered cortical FC in participants with PD-cog; no other
cerebellar lobules yielded any significant clusters based on
cognitive status (PD-nl vs PD-cog). Significant clusters of
contiguous voxels are reported at t ≥ 2.7 and p ≤ 0.01 (figure
3). Weaker FC of the vermis (less positive correlations closer
to 0) was observed with right dorsolateral prefrontal cortex

Table 2 Study cohort demographics of participants with PD-nl and those with PD-cog

Measures PD-nl (n = 47) PD-cog (n = 34) p Values

Age, y 63.7 (5.9) 68.2 (7.2) 0.003

Sex, M/F, n 26/21 26/8 0.05 (NS)

Duration of disease, y 5.4 (3.5) 6.2 (4.6) 0.37 (NS)

UPDRS-III score, “off” (excluding rigidity) 17.6 (5.7) 20.3 (5.5) 0.07 (NS)

LEDD 750 (454) 817 (523) 0.55 (NS)

Education, y 16.7 (2.5) 15.9 (2.7) 0.18 (NS)

MMSE score (SD) (range) 29.0 (1.2) (26–30) 26.9 (2.2) (21–30) 0.003

CDR global weighted average score 0/0.5/1, n 47/0/0 0/31/3

Composite cognitive z score (SD) (range) 0.7124 (0.53) (−0.58 to 1.64) −0.0094 (0.63) (−1.46 to 1.39) <0.001

Attention z score (SD) (range) 0.6073 (0.73) (−1.00 to 2.33) −0.1679 (0.71) (−1.50 to 1.33) <0.001

Memory z score (SD) (range) 0.7043 (0.74) (−1.01 to 2.38) −0.1247 (0.79) (−1.73 to 1.73) <0.001

Language z score (SD) (range) 0.9149 (1.04) (−1.67 to 2.33) 0.6161 (1.12) (−1.67 to 2.33) 0.233 (NS)

Visuospatial z score (SD) (range) 0.7704 (0.69) (−0.87 to 2.13) 0.3533 (0.72) (−0.70 to 1.67) 0.011

Executive z score (SD) (range) 0.5111 (0.70) (−0.92 to 1.67) −0.6588 (1.02) (−3.00 to 1.33) <0.001

Abbreviations: CDR = Clinical Dementia Rating scale; LEDD = total daily levodopa equivalent dosage; MMSE = Mini-Mental State Examination; NS = not
significant; PD-cog = Parkinson disease with cognitive impairment; PD-nl = Parkinson disease without cognitive impairment; UPDRS-III = Unified Parkinson’s
Disease Rating Scale motor subscale.
Values represent mean (SD) with range provided when applicable. All cognitive measures except for the language domain were significantly lower in the PD-
cog group compared to the PD-nl group.
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(DLPFC; BA9 and BA46) and SMC (BA4) in the PD-cog
subgroup (figure 3, B and C). Corresponding group differ-
ences in normalized local cortical thickness were not found
(all p > 0.73).

FC differences in relation to cognitive status were less robust
compared to the contrast based on disease status. Hence, to
further investigate whether confounding variables drove the
group differences, we extracted Fisher z(r) correlation coef-
ficients from significant clusters and performed univariate
ANCOVA while controlling for covariates including age, sex,
duration of symptoms, disease severity as reflected by total “off”
UPDRS-III scores, local cortical thickness, and volume of vermis.
After adjustment for these covariates, the PD-cog group still had
significantly lower FC of the vermis with right DLPFC
(ANCOVA; F1,77 = 9.36, p = 0.003, partial η2 = 0.12), as well as
the SMC (ANCOVA; F1,77 = 19.12, p = 0.00004, partial
η2 = 0.22).

Behavioral correlations of cerebellar FC in PD
Behavioral correlates of the FC findings in PD were in-
vestigated for all reported seed:significant cortical cluster
pairs. The UPDRS-III score or its gait/postural stability
subscore did not correlate with FC in any cerebellar-
sensorimotor cluster, including vermis:BA4 (all p > 0.2). In
contrast, vermal FC with the right BA19 cluster correlated
with visuospatial domain z scores (r = −0.30, df = 69, p =
0.012) and composite cognitive z score (r = −0.27, df = 70, p
= 0.023) after controlling for age, education, duration of
symptoms, UPDRS-III score, local cortical thickness, and
volume of vermis. Participants with PD with weaker vermal
FC had lower cognitive scores (figure 4, A and B). Vermal
FC with left BA19 correlated only with the composite cog-
nitive z score (r = −0.25, df = 71, p = 0.035). Vermis:BA19
FC did not correlate with motor UPDRS-III score (p =
0.59). No motor or cognitive correlate was found for lower
vermis:left Crus I intracerebellar FC.

Figure 1 Cerebellar FC differences based on disease status

(A) Cerebellar resting-state functional connectivity (FC) [z(r) maps] averaged over participants in the control (left) and Parkinson disease (PD) (right) groups.
Each row corresponds to a distinct cerebellar lobular seed region of interest. Warm and cool colors represent positive and negative correlations. The
underlying image is the study-specific atlas template. The Talairach atlas plane of section is indicated under each column; z and x correspond to the axial and
sagittal sections, respectively. (B) Random-effects analysis contrasting the control and PD groups. Mapped quantity is the gaussianized t statistic (z score)
thresholded at |z| > 3.5. All clusters are significant at the p ≤ 0.05 level. Warm colors indicate more positive correlations in the control group. Cool colors
indicate more negative correlations in the control group. Significant clusters of altered vermal FC in PD reported here include the right peristriate occipital
cortex (BA19, cluster size 142, Talairach coordinates x = 16, y = −88, and z = 24), right sensorimotor cortex (Brodmann area [BA] 4, 3, 1, 2, cluster size 493,
Talairach coordinates x = 37, y = −27, and z = 51). a = sensorimotor cortex; b = supplementary motor area; c = peristriate visual association cortex (BA 19); d =
right Crus I and Crus II; L CrusI = left Crus I lobule seed region; L I-IV = left lobules I through IV seed region.
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Significantly lower vermal FC with DLPFC (noted in PD-cog)
was similarly analyzed for cognitive correlates while controlling
for appropriate covariates, including local cortical thickness and
the volume of the vermis. Vermis:BA9 FC correlated with the z
scores of attention (r = 0.25, df = 72, p = 0.03), executive
function (r = 0.24, df = 72, p = 0.036), and the composite
cognitive z score (r = 0.31, df = 73, p = 0.008), such that
participants with PD with weaker FC had lower cognitive scores
(figure 4, D–F). All the correlations reported here withstood
Benjamini-Hochberg correction for multiple comparisons (at
a false discovery rate of 0.1). It should also be noted that these

results were based only on significant FC clusters that were
rigorously multiple comparisons corrected.

Post hoc analysis: Vermal FC in PD-nl
Our PD-nl subgroup failed to meet the CDR or MDS PD-
MCI criteria for cognitive impairment. Nevertheless, the
PD-nl cohort had significantly lower visuospatial z scores
(ANCOVA; F1,88 = 4.485, p = 0.037) and composite cog-
nitive z scores (ANCOVA; F1,88 = 4.559, p = 0.036) com-
pared to controls after controlling for years of education
(education level was significantly different between groups;

Figure 2 Boxplots and scatterplots contrasting FC of significant cortical clusters based on disease status

Boxplots (with median value and interquartile range) and scatterplots with mean value (red) demonstrate the significant differences of mean Fisher z(r)
correlation coefficients between control and Parkinson disease (PD) groups. (A) Significantly weaker anticorrelations (closer to 0) in vermis:Brodmann area
[BA]19 resting-state functional connectivity (FC) in PD (triangles) cohort compared to controls (circles). Cerebellar FC to sensorimotor cortex (BA4) (B–D)
ranged frommodestly stronger (more positive) correlations with (B) left lobules I-IV:BA4 to weaker (closer to 0) correlations in (C) vermis:BA4 and (D) left Crus
I:BA4 FC in PD (triangles) group compared to controls (circles).
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p < 0.001). The PD-nl group, however, had only mild im-
pairment (visuospatial z score ≥−0.87 and composite cog-
nitive z score ≥−0.58, table 2). We further evaluated vermal
FC group differences between controls (n = 43) and the
PD-nl cohort (n = 47). Vermis:BA19 FC also was signifi-
cantly weaker in the PD-nl cohort compared to controls
(figure 5, A and B).

Discussion
We report detailed cognitive assessments combined with FC-
MRI analysis of the cerebellum, using individual anatomic
lobules and entire vermis as seed regions, in PD-cog and PD-nl.
The principal findings in PD were weaker vermal correlations
with the visual association cortex; weaker FC of the vermis with

Figure 3 Cerebellar FC differences based on cognitive status

(A) Cerebellar resting-state functional connectivity (FC) [z(r)maps]with vermis seed region averagedover participants in the Parkinson disease (PD) groupwithout
cognitive impairment (PD-nl, top row) and PD with impaired cognition (PD-cog, middle row). Warm and cool colors represent positive and negative correlations.
Random-effects analysis contrasting PD-nl and PD-cog groups (bottom row). Mapped quantity is the gaussianized t statistic (z score) thresholded at |z| > 2.6. All
clusters are significant at the p ≤ 0.05 level. Warm colors indicate more positive correlations in the PD-nl group. Significant clusters reported here include right
dorsolateral prefrontal cortex (Brodmann area [BA] 9,46, cluster size 120, Talairach coordinates x = 49, y = 10, and z = 33) and right sensorimotor cortex (BA4, 3, 1,
2, cluster size 219, Talairach coordinates x = 35, y = −22, and z = 51). (B and C) Boxplots (with median value and interquartile range) and scatterplots with mean
value (red) demonstrate the significantly weaker (less positive) (B) vermis:dorsolateral prefrontal cortex (BA9) FC and (C) vermis:sensorimotor cortex (BA4) FC in
the PD-cog (triangles) group compared to the PD-nl (circles) cohort. a = sensorimotor cortex; b = right dorsolateral prefrontal cortex, BA9; c = right dorsolateral
prefrontal cortex, BA46.
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DLPFC in cognitively impaired participants; and significant
correlation of the altered vermal FC with cognitive measures
after controlling for potentially confounding variables, including
cortical or cerebellar atrophy. Attributes of this study include the
stringent FC-MRI QA measures, including global signal re-
gression and censoring of high-artifact volumes, optimized cer-
ebellar segmentation, inclusion of comprehensive
neuropsychological assessment spanning 5 cognitive domains,
and large participant samples. The importance of these QA
factors in FC-MRI studies of PD has been described
recently.17,27

Weaker FC of the vermis with visual association cortex
(BA19) in participants with PD compared to controls cor-
related with lower visuospatial function and global cognition.
This is important because visuospatial dysfunction predicts
dementia onset in PD.4,5 In our data, the correlation of ver-
mis:BA19 FC with global cognition had a much larger effect
size (r = −0.53, p = 0.003) in the subset of participants with
PD-cog (figure 5C). Prior longitudinal studies using [18F]
fluorodeoxyglucose-PET showed that decreased metabolism
in visual association cortex predicted dementia onset in PD.28

This result further elevates the importance of the altered
vermis:BA19 FC findings reported here. Multiple cognitive
domains, especially nonamnestic, can be affected in PD even

early in the disease process.2 Consistent with this, the PD-nl
subgroup had mild impairment of visuospatial function and
global cognition compared to controls. The significant ver-
mis:BA19 FC differences in this subgroup suggest that vermal
FC could reflect early pathophysiology in a group who do not
meet standard clinical criteria of cognitive impairment in PD.

Prior neuroimaging-based anatomic studies of PD revealed
selective atrophy of posterior cortical areas, including visual
association cortex, which correlated with visuospatial im-
pairment.29 In contrast, we found no atrophy of the BA19
cortical cluster in our PD cohort. Prior PET studies showed
enhanced BA19 regional cerebral blood flow responses to
tasks involving visuospatial working memory with a distinct
lateralization to the right hemisphere.30

In our data, bilateral vermal:BA19 FC significantly correlated
with the composite cognitive z score, whereas the FC of the
right BA19 also correlated with the visuospatial domain z
score. This result agrees with the reported pattern of right
lateralization, highlighting the pathophysiologic relevance of
the altered vermal FC reported here.

A recent large-scale study by our group specifically in-
vestigated FC group difference in PD across the entire

Figure 4 Behavioral correlation of significantly altered vermal FC in participants with PD based on disease status (A and B)
and cognitive status (C–F)

Scatterplots for only the significant correlations (p < 0.05) are shown here. Correlation of vermis:Brodmann area (BA) 19 (peristriate visual association cortex)
significant cortical cluster resting-state functional connectivity (FC) [Fisher z(r) correlation coefficients] in Parkinson disease (PD) with (A) visuospatial domain z
score and (B) composite cognitive z score. Correlation of vermis:BA9 (dorsolateral prefrontal cortex) significant cortical cluster FC with (C) executive function z
score, (D) attention z score, and (E) composite cognitive z score in participants with PD. Solid black circles represent participants with PD with cognitive
impairment (PD-cog); open circles represent those without cognitive impairment (PD-nl).
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connectome and at the network level.17 Of note, there was
substantial overlap in the participants with PD reported
here. Directly relevant to this study, the greatest FC differ-
ences involved somatomotor, thalamic, and cerebellar net-
works with much smaller striatal effects. Impaired
visuospatial performance (in those with PD and controls)
correlated with weaker cerebellar-visual network correla-
tions. The current study, using an independent seed-based
approach, extends this observation by showing that the
network-level differences could be driven by significantly
altered FC between vermis and BA19. In contrast, striatal FC
with caudate or putamenal seeds did not reveal similar FC
abnormalities with visual association cortex.

Hypothetically, our findings, in aggregate, suggest an alternative
pathophysiologic basis of vermal FC differences other than
nigrostriatal pathology. We cannot directly support this hypoth-
esis because none of our participants had dopaminergic imaging.

Our PD cohort did not differ from controls in cerebellar FC
with other cortical regions traditionally associated with cog-
nition. The mild degree of cognitive impairment in our PD
cohort could account for this negative finding. The role of
DLPFC in executive functions and attention has been clearly
established; prior PET analysis of regional cerebral blood flow
found coactivation of vermis and DLPFC with sequence
learning tasks.31 We found significantly lower vermal FC with

Figure 5 Vermal FC differences between participants with PD without cognitive impairment and controls

(A) Resting-state functional connectivity (FC) [z(r) maps] with vermis seed region averaged over control participants (top row) and Parkinson disease (PD)
group without cognitive impairment (PD-nl, middle row). Warm and cool colors represent positive and negative correlations. Random-effects analysis
contrasting the controls and PD-nl group (bottom row). Mapped quantity is the gaussianized t statistic (z score) thresholded at |z| > 3.5. All clusters are
significant at the p ≤ 0.05 level. Cool colors indicate more negative correlations in the control group. (B) Boxplots (with median value and interquartile range)
and scatterplots with mean value (red) demonstrate the significantly weaker anticorrelations (closer to 0) of vermis:BA19 FC in the PD-nl group compared to
controls and (C) correlation of vermis:BA19 significant cortical cluster FC with composite cognitive z score showing the much larger effect size (r = −0.525) in
the subset of participants with PD with cognitive impairment (PD-cog). a = peristriate visual association cortex, BA19.
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DLPFC in the PD-cog vs PD-nl contrast. More important, as
one might anticipate, the strength of this FC correlated with
attention and executive function. In contrast, FC between the
striatum and DLPFC was not significantly altered according
to disease or cognitive status in our cohort. Thus, altered
vermal FC correlated with visuospatial, attention, and exec-
utive deficits in our PD cohort. This is important because
worsening of deficits in these specific cognitive domains
predicts progression from MCI to dementia in PD.4 Whether
FC of the cerebellar vermis can predict subsequent cognitive
decline in PD needs to be investigated longitudinally.

Cognitive status was not associated with significant atrophy in
any cerebellar lobule, including the vermis, in our cohort.
Prior voxel-based morphometric analyses also found no
atrophy,32,33 yet some studies reported cerebellar gray matter
loss in PD.34 A recent study reported only modest (≤5%)
atrophy.12 The default SUIT template was used, which we
found to provide poor segmentation of cerebellar lobules due
to underlying atrophy in our older study participants. The
discordance in the literature concerning cerebellar atrophy
could reflect variability in patient demographics (e.g., age, sex,
disease duration) or differences in methodology. The major
pathologic hallmarks of PD, α-synuclein deposition with Lewy
bodies or mitochondrial dysfunction, are conspicuously ab-
sent in the cerebellum, including the vermis.13 Hence, the lack
of relevant atrophy in our cohort may suggest that the vermal
FC differences could be secondary to alternative pathophys-
iology such as local neurotransmitter dysfunction.

Visuospatial domain impairments predict dementia onset3,5

and have been linked to cholinergic dysfunction. The vermis
harbors a significant population of cholinergic neurons. This is
corroborated by recent PET studies using presynaptic vesicular
acetylcholine transporter tracer.35 The vermis also receives
input from the cholinergic pedunculopontine nucleus.36 Se-
lective degeneration in the pedunculopontine nucleus occurs in
PD with as much as 43% neuronal loss and residual Lewy body
pathology.37 Intriguingly, altered cerebellar FCwith association
cortex was limited to the vermis in our analysis. The cerebellum
anatomically connects with BA19,6 and prior pathologic studies
have demonstrated selective degeneration of cholinergic neu-
rons in the extrastriate occipital cortex in PD.38 Vesicular ace-
tylcholine transporter-SPECT and PET study of
acetylcholinesterase activity has corroborated this result in
patients with early-stage PD without dementia.39,40 Both
studies found reduced cholinergic activity in these same visual
association areas, which emphasizes the pathophysiologic im-
portance of altered vermal FC. It is possible that the observed
FC differences reflect cholinergic denervation of the vermis;
this hypothesis remains to be tested.

Visuospatial dysfunction has been linked to visual hallucina-
tions41; anticholinergics can provoke visual hallucinations,42

suggesting its cholinergic basis. Electric stimulation of visual as-
sociation area BA19 elicits structured complex visual hallucina-
tions.43 Selective atrophy of the cuneus andmiddle occipital gyrus

(BA19) occurs in patients with PD with visual hallucinations
independent of their cognitive status.44 Concomitant atrophy of
the vermis may accompany this finding.45 Task-based fMRI
studies have shown hyperactivation in the visual association
cortex, including BA19, in patients with PDwith hallucinations.46

Speculatively, the altered FC of the vermis with BA19 reported
heremay represent a link between visuospatial dysfunction, visual
hallucinations, and subsequent onset of dementia.

Altered cerebellar-sensorimotor FC did not correlate with any
motor behavioral measures, including UPDRS-III score and
a gait/postural stability subscore. Omission of rigidity in the
UPDRS-III used here may partly account for this negative
finding. However, cerebellar hyperactivity failed to show any
correlation with rigidity, bradykinesia, or UPDRS-III score11,47

in multiple prior fMRI studies, while another reported positive
correlation with UPDRS score.48 Failure to detect correlation
with the gait/postural stability measures, especially with the
vermis, could be due to the restricted range of this dependent
variable in our cohort. Whether the stronger cerebello-
sensorimotor FC observed with bilateral lobules I through IV,
V, and VI represents compensatory hyperactivity to counter
motor deterioration remains speculative, but multiple prior
fMRI studies have reported similar findings.13 Visuospatial def-
icits have also been linked to freezing41; altered vermal FC to the
sensorimotor and the visual association cortex may reflect the
common pathophysiologic basis, but this remains to be tested.

Our study has some limitations. We believe that strict quality
control measures generally strengthen this study. However,
rigorous head motion criteria led to exclusion of participants
with PD (and controls) and could have preferentially elimi-
nated participants with tremor-dominant motor subtype of PD
(data were acquired in the “off” state). Analysis of the available
data (including all participants with both UPDRS-II and
UPDRS-III subscale scores) using the standard guidelines49

showed a large preponderance of postural instability and gait
difficulty (PIGD) motor subtype in the starting PD cohort (96
of 138 [70%] were PIGD subtype), and this did not signifi-
cantly differ from the ultimately reported PD cohort (38 of 56
[68%] were PIGD subtype). Hence, this likely was not a rele-
vant issue in our study. Moreover, a recent study demonstrated
the lack of stability and the inherent variability of this traditional
characterization even early in PD.50 Cognitive impairment,
when present, was only mild, but this did not preclude finding
FC correlates. We used CDR to categorize cognitive status of
the participants with PD. This could be another limitation
because the CDR emphasizes memory impairment. However,
altered vermal FCwith association cortex did not correlate with
memory z scores. Instead, we observed vermal FC with
expected cognitive and pathophysiologic correlates. Anti-
parkinsonian medications (including amantadine) were held
overnight. Only 7 participants with PD took benzodiazepines,
but none before the imaging or clinical assessments on the day
of the study.While this does not eliminate potential medication
confounds, close scrutiny of the data (data available from
Dryad, figure e-4, doi.org/10.5061/dryad.92b0gq1) and the
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small number of involved participants with PD suggest that
medication bias was not a substantial issue. The restricted range
of the gait/postural stability behavioral measures may also limit
the current study. No behavioral correlates of altered cerebellar
FCwith SMCwere detected, but the lack of more sophisticated
motor measures likely led to a false-negative result.

This cerebellar FC-MRI analysis demonstrates cognitive
correlates of significantly altered FC of the cerebellar vermis
in PD. This is significant in view of the association of vermal
FCwith specific cognitive domains that predict progression to
dementia. Whether these FC changes predict dementia
remains to be determined. Our results pertain to the patho-
physiology of cognitive impairment in PD and may ultimately
lead to novel biomarkers and subsequent targets for thera-
peutic interventions. Cholinergic dysfunction of the vermis
may underlie both altered FC and impaired cognition in PD;
this hypothesis remains to be prospectively tested.
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