
Stroke is available at www.ahajournals.org/journal/str

Stroke

Stroke. 2021;52:1741–1750. DOI: 10.1161/STROKEAHA.120.031743� May 2021    1741

 

Correspondence to: Vincent Planche, MD, PhD, Institut des Maladies Neurodégénératives, 146 rue Léo Saignat – 33076 Bordeaux, France. Email vincent.planche@u-
bordeaux.fr

For Sources of Funding and Disclosures, see page 1749.

© 2021 American Heart Association, Inc. 

CLINICAL AND POPULATION SCIENCES

Distinct Hippocampal Subfields Atrophy in Older 
People With Vascular Brain Injuries
Grégoire Pin, MD; Pierrick Coupé , PhD; Louis Nadal, MD; Jose V. Manjon , PhD; Catherine Helmer, MD, PhD;  
Hélène Amieva, PhD; Bernard Mazoyer , MD, PhD; Jean-François Dartigues, MD, PhD; Gwénaëlle Catheline, PhD;  
Vincent Planche , MD, PhD

BACKGROUND AND PURPOSE: Many neurological or psychiatric diseases affect the hippocampus during aging. The study of 
hippocampal regional vulnerability may provide important insights into the pathophysiological mechanisms underlying these 
processes; however, little is known about the specific impact of vascular brain damage on hippocampal subfields atrophy.

METHODS: To analyze the effect of vascular injuries independently of other pathological conditions, we studied a population-
based cohort of nondemented older adults, after the exclusion of people who were diagnosed with neurodegenerative 
diseases during the 14-year clinical follow-up period. Using an automated segmentation pipeline, 1.5T-magnetic resonance 
imaging at inclusion and 4 years later were assessed to measure both white matter hyperintensities and hippocampal 
subfields volume. Annualized rates of white matter hyperintensity progression and annualized rates of hippocampal subfields 
atrophy were then estimated in each participant.

RESULTS: We included 249 participants in our analyses (58% women, mean age 71.8, median Mini-Mental State Evaluation 
29). The volume of the subiculum at baseline was the only hippocampal subfield volume associated with total, deep/
subcortical, and periventricular white matter hyperintensity volumes, independently of demographic variables and vascular 
risk factors (β=−0.17, P=0.011; β=−0.25, P=0.020 and β=−0.14, P=0.029, respectively). In longitudinal measures, the 
annualized rate of subiculum atrophy was significantly higher in people with the highest rate of deep/subcortical white matter 
hyperintensity progression, independently of confounding factors (β=−0.32, P=0.014).

CONCLUSIONS: These cross-sectional and longitudinal findings highlight the links between vascular brain injuries and a 
differential vulnerability of the subiculum within the hippocampal loop, unbiased of the effect of neurodegenerative diseases, 
and particularly when vascular injuries affect deep/subcortical structures.
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White matter hyperintensities (WMHs) measured 
using T2-weighted magnetic resonance imag-
ing (MRI) are common in older people and are 

thought to result from chronic hypoxia or ischemia and 
small infarcts associated with cerebral small vessel dis-
ease.1 Although epidemiological studies have demon-
strated an association between WMH and the risk of 
stroke or dementia,2 the precise link between WMH and 
neurological symptoms at the individual level remains 
poorly understood.3 Indeed, WMH alone has been 
shown to contribute a modest degree of cross-sectional 

variation in cognition during aging.4 In their initial longi-
tudinal research on this topic, Schmidt et al5 found that 
associations between WMH progression and cognitive 
functioning were no longer significant after controlling 
for changes in brain volume, suggesting that cognitive 
decline in patients with vascular cognitive impairment 
was related to brain atrophy but not with the disconnec-
tion of white matter tracts or vascular pathology alone.

Many clinical and preclinical arguments suggest 
that the hippocampus is one of the brain regions most 
likely to be damaged by age-related chronic ischemia. 
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Hippocampal hypometabolism and degeneration have 
been shown in different rodent models of chronic hypo-
perfusion or transient ischemia.6,7 Furthermore, postmor-
tem histological studies and in vivo imaging studies in 
older people have shown an association between WMH 
and medial temporal lobe atrophy.8–10 However, imaging 
studies have also provided evidence for an additive effect 
of AD and WMH in hippocampal atrophy during aging.9 
Given that WMH often present as a comorbidity of AD, 
a recurring question is whether small vessel disease and 
AD pathology interact, making it difficult to determine to 
what extent hippocampal atrophy is the result of a neuro-
degenerative disease versus small vessel disease.

The study of hippocampal regional vulnerability has 
been proposed as a way to isolate pathogenic mecha-
nisms affecting this archeocortical structure.11 Indeed, 
the hippocampus is composed of numerous subfields 
with distinct morphological, cellular, molecular, functional, 
and connectivity profiles: the dentate gyrus, the cornu 
ammonis (with subdivisions from CA1 to CA4), and the 
subiculum, which can be differentially affected by distinct 
neurological or psychiatric conditions.12–14 If AD and small 
vessel disease affect hippocampal subfields differently, 
we hypothesized that the monitoring of regional hip-
pocampal damage in older people could help clinicians 
to distinguish between these 2 pathophysiological pro-
cesses. However, previous MRI studies investigating the 
link between WMH and specific hippocampal subfields 
atrophy in aging and vascular cognitive impairment have 
failed to clarify whether hippocampal atrophy is due to 
the accumulating burden of hypoxic/ischemic lesions or 
to the combination with frequent neurodegenerative dis-
ease in this population.15,16 Furthermore, the quantitative 
relationship between the load of WMH and hippocampal 
subfields volumes has never been investigated and there 
is a lack of longitudinal studies in this field of research.

The aim of this study was to assess properly the asso-
ciation between neurovascular damage and hippocampal 
subfields atrophy in older people, independently of the 
effect of neurodegenerative diseases. For that purpose, 
we measured hippocampal volume and the rate of hip-
pocampal subfields atrophy, together with the volume 
and the rate of deep/subcortical and periventricular 
WMH progression using 2 MRI examinations at 4-year 
intervals in a population-based volunteer cohort of non-
demented older adults. Thanks to the long follow-up of 
our cohort, we had the opportunity to investigate the 
association between small vessel disease and hippo-
campus atrophy avoiding bias due to other concomitant 

pathophysiological processes by excluding from analy-
ses participants diagnosed with neurodegenerative dis-
ease within 14 years after the first MRI exam.

METHODS
Data Availability
Anonymized data will be shared by request with any qualified 
investigator for the sole purpose of replicating procedures and 
results and as long as data transfer is in agreement with EU 
legislation on the general data protection regulation.

Participants
Study participants were recruited as part of a longitudinal pop-
ulation-based cohort designed to evaluate the risk factors of 
dementia, the Bordeaux subset of the Three-City (3C) Study.17 
During the 1999 to 2000 inclusion period, a personal letter 
including a brief description of the study protocol and an accep-
tance/refusal form were sent to noninstitutionalized individuals 
aged 65 years and older randomly selected from electoral lists. 
Partner was also invited to participate in the study if meeting 
eligibility criteria. In case of no response, an attempt was made 
to contact subjects by telephone. After inclusion, people were 
then followed up prospectively for up to 14 years. Data about 
demographic characteristics and vascular risk factors were 
collected at baseline. Of the initial cohort of participants with 
baseline MRI data (n=663), only nondemented participants 
with a Mini-Mental State Evaluation >23, who agreed to have 
a second MRI 4 years later were included in the present hip-
pocampal subfields analyses (n=364). Compared with the total 
Bordeaux-3C cohort (n=2104), subjects with at least 1 MRI 
(n=663) were younger (72.7±4.0 versus 75.5±5.3, P<0.0001), 
presented more frequently a high education level (44.0% versus 
34.0%, P<0.0001), were more frequently male (42.8% versus 
36.9%, P=0.0097), and had slightly higher mean Mini-Mental 
State Evaluation score at baseline (27.7±1.9 versus 26.9±2.6, 
P<0.0001). There were no significant differences about APoE4 
status. However, no significant differences in demographic data 
or neuropsychological tests were observed at baseline between 
the participants who completed 1 MRI exam and the subjects 
who completed 2. Participants lost to follow-up after the sec-
ond MRI were also excluded (Figure 1A). All participants pro-
vided written informed consent before participation in the study. 
The study protocol was approved by the ethics committee of 
Kremlin-Bice﻿̂tre University Hospital (Paris, France).

Clinical and Neuropsychological Follow-Up
In this cohort, clinical assessments were administered by 
trained psychologists at baseline and after 2, 4, 7, 10, 12, 
and 14 years. At each follow-up, a diagnosis of dementia was 
prespecified at home by the neuropsychologist and a clini-
cal validation of the diagnosis was made by a neurologist or 
a geriatrician. The definitive diagnosis of dementia was ulti-
mately made by a panel of independent neurologists based on 
the Diagnostic and Statistical Manual of Mental Disorders cri-
teria (DSM-IV), and the cause of dementia was made accord-
ing to National Institute of Aging and international criteria at 
the time of diagnosis.

Nonstandard Abbreviations and Acronyms

MRI	 magnetic resonance imaging
WMH	 white matter hyperintensity
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The initial neuropsychological battery consisted of the 
Mini-Mental State Evaluation (global cognitive functions), the 
Free and Cued Selective Reminding Test (verbal episodic 
memory−sum of the number of words retrieved during the 
3 free or cued trials), the Isaacs Set Test (semantic fluency), 
and the Trail Making Test part A and B (attention, information 
processing speed, and executive functions [(number of correct 
moves/total time in seconds)×10]).

MRI Acquisition and Processing
Participants were scanned on a 1.5T Gyroscan Intera system 
(Philips Medical Systems) with a quadrature head coil. The pro-
tocol consisted of 3-dimensional high-resolution T1-weighted 
images acquired in transverse plane using magnetization 
prepared rapid gradient echo sequence (repetition time=8.5 
ms, echo time=3.9 ms, α=10°, field of view=240 mm, voxel 
size=0.94×0.94×1 mm3). T2-and proton density-weighted MRI 
were acquired using a 2-dimensional dual spin echo sequence 
(repetition time=4400 ms, echo time 1=16 ms, echo time 
2=98 ms, matrix size=256×256, voxel size=0.98×0.98×3.5 
mm3). The same scanner and sequence were used for both the 
baseline and the 4-year follow-up MRI examinations.

For the volumetric analyses of total gray matter volume, 
intracranial volume, and hippocampal subfields volumes, 

T1-weighted images were processed using the volBrain sys-
tem (http://volbrain.upv.es).18 Next, the segmentation of hippo-
campal subfields was performed with the HIPS (HIPocampus 
subfield Segmentation) pipeline,19 based on a combination of 
nonlinear registration and multi-atlas patch-based label fusions 
with systematic error correction. HIPS has been shown to sig-
nificantly outperform other publicly available software such as 
FIRST or Freesurfer.20 It uses a training library from a public 
repository (www.nitrc.org/projects/mni-hisub25) composed 
of manually labeled high-resolution T1-weighted images21 
(Kulaga-Yoskovitz dataset). We used the Kulaga-Yoskovitz 
protocol instead of the Winterburn protocol (the other avail-
able segmentation protocol in the HIPS pipeline) because 
its segmentations were more reliable (0.88 versus 0.71) 
because of the use of a larger number of training cases (25 
versus 5)19 and a lower number of subfields (3 versus 5). To 
perform the segmentation, the images were up-sampled with 
a local adaptive super-resolution method to fit in the training 
image resolution.22 The method provides automatic segmen-
tation of hippocampal subfields gathered into 3 labels, based 
on morphology and intensity of densely myelinated molecular 
layers as follows: subiculum, CA1-3, and CA4/dentate gyrus 
(CA4-DG) (Figure 1C). Quality control of the image-processing 
pipeline for hippocampal subfields segmentation in this cohort 
was previously reported.23 Briefly, 2 neurologists performed 

Figure 1. Datasets.
A, Flowchart of the study. B, Examples of T2-weighted images of 2 subjects presenting white matter hyperintensity (WMH) volume at baseline 
in the highest range of the cohort (both in periventricular and in deep/subcortical localizations). C, Examples of hippocampal segmentations with 
the HIPS software of 2 extreme cases, one with very low total hippocampal volume (top, normalized volume=0.36% of intracranial cavity volume 
[ICV]) and one with high hippocampal volume (bottom, normalized volume=0.63% of ICV). The method provides automatic segmentation of 
hippocampal subfields gathered into 3 labels: subiculum, CA1-3, and CA4/dentate gyrus (CA4-DG).
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a visual assessment of sagittal, coronal, and axial slices of 
the 3-dimensional hippocampal volume: labels with seg-
mentation errors were excluded or manually corrected using 
3-dimensional-Slicer (www.slicer.org) in case of minor errors 
(inappropriate inclusion of choroidal plexus, para-hippocampal 
T1-hypointensities, CSF “pockets”: n=44/327 subjects with 
hippocampal subfields segmentation, Figure  1A). Baseline 
gray matter and hippocampal volumes were normalized with 
intracranial cavity volume, and annualized rates of atrophy for 
each participant was calculated as follows: ([volume after 4 
years−volume at baseline]/volume at baseline)/4.

We used an automatic WMH detection algorithm that has 
been previously described, validated, and applied to the 3C 
cohort.24 Briefly, it consisted of a preprocessing step including 
registration (alignment of the T1 and T2/proton density vol-
umes), nonbrain tissue removal, and bias field correction; a sec-
ond step of WMH detection in T2 images, including removal of 
false positives (using the CSF volume of the subject provided 
by SMP99) and a third postprocessing step including the gen-
eration of WMH probability maps at the individual and sample 
levels (in stereotactic space), descriptive volumetry, localization, 
and classification of WMH. When their distance to the ventricu-
lar system was <10 mm, WMHs were labeled as periventricular, 
otherwise they were labeled as deep/subcortical. Annualized 
rates of WMH progression were calculated as follows: ([volume 
after 4 years−volume at baseline]/volume at baseline)/4.

A total of 249 participants were finally included in our 
analyses after exclusions based on the quality of MRI post-
processing at both timepoints, as well as 49 participants who 
developed neurodegenerative disease during the 14-year fol-
low-up period (36 Alzheimer diseases, 12 Parkinson disease 
or dementia with Lewy bodies, and one frontotemporal lobar 
degeneration; Figure 1A).

Statistical Analyses
Statistical analyses were performed with Prism software 8 
(Graphpad) and XLstats 19.4 (Addinsoft). First, patients were 
classified into 3 subgroups based on their WMH volume (cross-
sectional measures at baseline, Figure  2) or according to the 
progression of WMH volume between the 2 MRIs (Figure 3). We 
defined a group with a low level of WMH volume or WMH pro-
gression (≤25th percentile), a moderate level (25th–75th per-
centile), and high level (≥75th percentile). In univariate analyses, 
the χ2 test was used to compare categorical variables, and Mann-
Whitney U or ANOVAs were performed to compare quantitative 
variables among groups, followed by Sidak multiple comparisons 
tests. Then, hippocampal subfields volumes and annualized rate 
of atrophy found to be significantly associated (P<0.05, before 
Sidak correction) with WMH volumes or rate of WMH progres-
sion were predicted with multivariate linear regression models. 
For each hippocampal subfield, the first model included WMH 
volumes (or rate of progression) and demographic variables 
(age, sex and educational level) known as nuisance variables in 
MRI volumetric studies. The second model included the variables 
of model 1 and additionally vascular risk factors including high 
blood pressure, body mass index, diabetes, smoking, and alcohol 
consumption. Finally, we performed a sensitivity analysis on the 
longitudinal MRI data by running the same regression models 
without excluding the 49 patients who developed neurodegen-
erative diseases (n=298 participants).

RESULTS
Demographic, Clinical Characteristics at 
Baseline, and Follow-Up Rates
The baseline characteristics of the whole analytic 
sample and according to total WMH load at base-
line are reported in the Table. The mean duration of 
follow-up was 12.2±2.2 years according to our exclu-
sion criteria (participants lost to follow-up the visit 
after the second MRI were excluded to allow a confi-
dent exclusion of all neurodegenerative cases). There 
was no association between baseline WMH load and 
duration of follow-up (P=0.98). Among the 249 par-
ticipants included in the analyses, 4 developed vascu-
lar dementia over time (1 after 12 years follow-up and 
3 after 14 years).

Association Between WMH and Hippocampal 
Subfields Volumes at Baseline
We split the population into 3 groups based on the 
presence of WMH, defined as low (<25th percentile), 
moderate (25th–75th percentile), and high levels of 
WMH (>75th percentile), with measurements calcu-
lated for total, deep/subcortical, and periventricular 
WMH (Figure  2A). In univariate analyses, CA4-DG 
and subiculum volumes were significantly lower in 
people with the highest WMH load at baseline, rela-
tive to the total volume of WMH (P<0.001 for both 
CA4-DG and subiculum, Figure  2B), the volume of 
deep/subcortical WMH (both P=0.01, Figure  2C), 
and the volume of periventricular WMH (P=0.002 and 
P<0.001, Figure  2D). In comparison, no significant 
differences between WMH groups were observed for 
the total volume of gray matter, with only a tendency 
toward smaller gray matter volumes when total WMH 
loads were moderate or high (44.5% of intracranial 
cavity volume versus 42.9% versus 42.2%, respec-
tively in the low, moderate, and high levels of total 
WMH groups, P=0.07).

In multivariate analyses, regression models using 
hippocampal subfield as dependent variables showed 
that the volume of CA4-DG was no longer associated 
with total, deep/subcortical, or periventricular WMH 
volumes when demographic variables (or demographic 
variables and vascular risk factors) were added into the 
models, whereas older age was still a predictor of CA4-
DG volumes (P<0.0001 in all models). In contrast, the 
volume of the subiculum was still associated with the 
volume of total WMH, independently of demographic 
variables (model 1: age, sex, and educational level; 
ß=−0.20, P=0.002) and vascular risk factors (model 
2: age, sex, educational level, high blood pressure, 
body mass index, diabetes, smoking, and alcohol con-
sumption; ß=−0.17, P=0.01), with the volume of deep/
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subcortical WMH (ß=−0.16, P=0.02 in model 1 and 
ß=−0.25, P=0.02 in model 2), and with the volume of 
periventricular WMH (ß=−0.14, P=0.02 in model 1 and 
ß=−0.14, P=0.03 in model 2). In all these statistical 

models, age was also shown to be an independent pre-
dictor of smaller subiculum volumes (ß from −0.26 to 
−0.23, P<0.001). Diabetes was associated with smaller 
CA4-DG volume in univariate analyses (P=0.04); 

Figure 2. Association between 
hippocampal subfields and white 
matter hyperintensity (WMH) volumes 
at baseline.
A, Dot plots showing the distribution of 
total, deep/subcortical, and periventricular 
WMH volumes at baseline. Participants 
were further classified into subgroups 
with low level of WMH (<25th percentile.), 
moderate level of WMH (25th to 75th 
percentile.), and high level of WMH (>75th 
percentile.) for total, deep/subcortical or 
periventricular WMH. B–D, Normalized 
hippocampal subfields volumes were 
compared between subgroups: asterisks 
above the histograms refer to Sidak 
multiple comparisons test after ANOVA 
(*P<0.05, **P<0.01, ***P<0.001). Hashtag 
after the subfield name refers to a 
significant association after adjustment on 
demographic variables and vascular risk 
factors (#P<0.05).
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smoking (P=0.001 and P=0.02); and alcohol con-
sumption (P=0.01 and P=0.007) were associated with 
smaller CA4-DG and subiculum volumes, but none of 

the vascular risk factors were found to be predictors of 
smaller hippocampal subfields volumes independently 
of WMH and demographic variables.

Figure 3. Associations between 
annualized rates of hippocampal 
subfields atrophy and the 
progression of white matter 
hyperintensity (WMH) volumes over 
4 y.
A, Dot plots showing the distribution of 
total, deep/subcortical, and periventricular 
annualized rate of WMH progression 
during 4-y follow-up. Participants were 
further classified into subgroups with 
low WMH progression rate (<25th 
percentile), moderate WMH progression 
rate (25th to 75th percentile), and 
high WMH progression rate (>75th 
percentile) for total, deep/subcortical, or 
periventricular WMH. B–D, Annualized 
rate of hippocampal subfields atrophy 
were compared between subgroups: 
asterisks above the histograms refer to 
Sidak’s multiple comparisons test after 
ANOVA (*P<0.05, **P<0.01). Hashtag 
after the subfield name refers to a 
significant association after adjustment on 
demographic variables and vascular risk 
factors (#P<0.05).
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Association Between the Progression of 
WMH Volumes and the Annualized Rates of 
Hippocampal Subfields Atrophy Over 4 Years
To study the longitudinal dynamics of hippocampal 
subfields atrophy and its link with WMH progression, 
we calculated the annualized rate of hippocampal sub-
fields atrophy and the annualized rate of WMH pro-
gression during the initial 4-year follow-up period. The 
mean annualized increases in WMH volume were 11.6% 
(±15.6) for total WMH volume, −0.5% (±8.9) for deep/
subcortical WMH volume, and 39.3% (±157.0) for peri-
ventricular WMH volume. The progression of total WMH 
was highly correlated with periventricular WMH (r=0.97, 
P<0.0001) but less with deep/subcortical WMH (r=0.32, 
P<0.0001). The progression of deep/subcortical WMH 
was not correlated with the progression of periventricular 
WMH (r=0.07, P=0.22).

Next, we split the population into 3 groups based on 
the progression of WMH, defined as low (<25th percen-
tile), moderate (25th to 75th percentile), and high levels 
of WMH (>75th percentile), with measurements calcu-
lated for total, deep/subcortical, and periventricular WMH 
(Figure 3A). In univariate analyses, the annualized rate of 
subiculum atrophy was significantly higher only in people 
with the highest rate of deep/subcortical WMH progres-
sion (P=0.002, Figure  3C). This association was inde-
pendent of demographic variables (model 1: ß=−0.25, 

P=0.04) and vascular risk factors (model 2: ß=−0.32, 
P=0.01). Age (model 1: ß=−0.08, P<0.001 and model 2: 
ß=−0.07, P<0.001) and alcohol consumption (ß=−0.02, 
P=0.01) were also identified as independent predictors 
of the annualized rate of subiculum atrophy.

As a sensitivity analysis, we performed the same lin-
ear regression analyses on longitudinal MRI data with-
out excluding the 49 patients who went on to develop 
neurodegenerative diseases (n=298). The annualized 
rate of subiculum atrophy was still significantly associ-
ated with the rate of deep/subcortical WMH progres-
sion in these analyses (model 1: ß=−0.33, P=0.01; 
model 2: ß=−0.39, P=0.004).

When baseline total, periventricular or deep/subcorti-
cal WMH volumes were added into the regression mod-
els, they were not associated with the rate of subiculum 
atrophy (all P >0.6) and they did not change other signifi-
cant associations.

DISCUSSION
Thanks to the long clinical follow-up of this cohort, we 
were able to assess accurately the impact of neurovas-
cular injuries on hippocampal subfields, unbiased of the 
effect of these neurodegenerative diseases. We found 
that the volume of the subiculum was the only hippo-
campal subfield volume associated with total, deep/sub-
cortical, and periventricular WMH lesions, independently 

Table.  Baseline Characteristics of Participants and According to Total WMH Volume Quartiles at Baseline

 
Whole study sample 
(n=249)

Total WMH 25th 
percentile

Total WMH 25th–75th 
percentile

Total WMH >75th 
percentile P value

Demographic variables at baseline

  Age, mean (SD) 71.8 (3.7) 71.3 (3.5) 71.8 (3.7) 72.1 (3.9) 0.437

  Sex, women % 58.0% 80.7% 56.5% 39.7% <0.0001

  Education level, high % 53.0% 48.4% 53.2% 57.1% 0.632

Neuropsychological tests at baseline

  MMSE, median (range) 29 (24–30) 28 (24–30) 29 (24–30) 29 (24–30) 0.354

  FCSRT free recall, mean (SD) 25.3 (5.7) 26.4 (6.0) 25.5 (5.7) 24.9 (5.6) 0.326

  FCSRT total recall, median (range) 46 (21–48) 47 (36–48) 46 (21–48) 47 (30–48) 0.287

  Isaacs set test 60 s, mean (SD) 70.8 (14.6) 69.0 (13.2) 72.3 (14.5) 72.5 (14.1) 0.267

  TMT-A, mean (SD) 5.0 (1.5) 4.7 (1.3) 5.2 (1.5) 5.2 (1.4) 0.033

  TMT-B, mean (SD) 2.4 (1.1) 2.3 (1.1) 2.4 (1.1) 2.4 (1.1) 0.746

Vascular risk factors

  High blood pressure, % 68.7% 61.3% 69.4% 74.6% 0.27

  Body mass index, mean (SD) 25.9 (3.9) 24.8 (3.7) 26.0 (3.8) 27.0 (4.2) 0.008

  Diabetes, % 6.8% 3.2% 3.3% 17.5% 0.002

  Smoking (pack-year), mean (SD) 10.4 (19.5) 5.3 (13.6) 10.0 (18.4) 16.2 (24.5) 0.008

  Alcohol consumption, g/d; mean (SD) 12 (12.6) 8.5 (11.2) 12.2 (12.0) 14.8 (14.4) 0.021

  History of stroke, % 4.4% 0% 4.8% 7.9% 0.09

  History myocardial infarction, % 4.8% 3.2% 4.8% 6.3% 0.72

Hypertension was defined as systolic blood pressure >140 mm Hg or diastolic blood pressure >90 mm Hg or by antihypertensive drug use. Diabetes was defined as 
glycemia >7 mmol/L or by antidiabetic treatment use. P value refer to χ2 test and ANOVA, to compare variables among the 3 groups. FCSRT indicates Free and Cued 
Selective Reminding Test; MMSE, Mini-Mental State Examination; TMT, Trail-Making Test; and WMT, white matter hyperintensity.
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of age, sex, educational level, and vascular risk factors. 
Furthermore, using longitudinal MRI measures, we 
showed that people with higher deep/subcortical WMH 
progression rates also presented with higher subiculum 
atrophy rates, independently of demographic variables or 
vascular risk factors. These results suggest a differential 
vulnerability within the hippocampus for vascular brain 
damage, with the subiculum presenting the highest vul-
nerability to deep/subcortical WMH lesions.

Our results corroborate 2 previous small cross-sec-
tional studies showing significant shape or volume modi-
fications of the subiculum in patients with subcortical 
vascular mild cognitive impairment.15,16 This differential 
vulnerability of the subiculum to vascular injuries has also 
been observed in animal studies using anoxia-ischemic 
models7 and potentially involves the glucocorticoid path-
way. Indeed, both the human and the rodent subiculum 
are enriched in glucocorticoid receptors, which have been 
shown to potentiate ischemic injury in neurons.25 While 
the volume of the subiculum was associated with total, 
deep/subcortical, and periventricular WMH volumes at 
baseline, the annualized rate of atrophy was only asso-
ciated with the progression of deep/subcortical WMH. 
It highlights the relevance to consider deep/subcorti-
cal and periventricular WMHs separately because these 
measures were not correlated and they could correspond 
to patients with distinct neuropathology1 and different 
rates of hippocampal atrophy. For instance, some authors 
reported elevated levels of activated microglia in periven-
tricular white-matter lesions but not in deep/subcortical 
lesions,26 which were associated with oxidative stress 
markers related to hypertension.27 Accordingly, a recent 
genetic study concluded that periventricular WMH was 
more associated with ischemic stroke while loci asso-
ciated with deep/subcortical WMH were implicated in 
vascular, astrocyte, and neuronal dysfunction.28 Finally, 
regarding the biological correlates of our findings, we 
found that high alcohol consumption was also an inde-
pendent predictor of the annualized rate of subiculum 
atrophy, as previously suggested in a small cross-sec-
tional study of patients with alcohol dependence.29

Interestingly, univariate analyses revealed significant 
associations between WMH and CA4/DG volumes; 
however, in contrast to the subiculum, these results were 
no longer significant after controlling for age. This statis-
tical link between CA4/DG volume and age is consistent 
with our previous study on the same cohort showing that 
the dentate gyrus is the most vulnerable subfield to the 
effects of aging.23 We have also shown in this previous 
work that the annualized rate of CA1-3 atrophy was asso-
ciated with an increased risk of developing Alzheimer 
clinical syndrome. Taken together, our results suggest 
that monitoring of regional hippocampal vulnerability can 
provide crucial insights into the phenotypic variability and 
pathophysiological mechanisms underlying neurological 
disorders associated with aging: the dentate gyrus is the 

most vulnerable subfield to the effects of aging, CA1-3 
is the primary target of AD, and the subiculum is differen-
tially affected by neurovascular injuries. Since many older 
patients with cognitive decline and hippocampal atrophy 
exhibit both vascular and concomitant AD pathology,30 
our work suggests that studying hippocampal subfields 
volumes could help clinicians to identify the pathology 
that most affects the hippocampus on these patients.

Several factors support the external validity of the 
present work. Vascular risk factors, including smok-
ing, body mass index, and diabetes, were significantly 
associated with greater total WMH volumes at baseline, 
consistent with previous studies.31,32 Interestingly, while 
smoking and alcohol consumption were associated with 
smaller subiculum at baseline in univariate analyses, 
vascular risk factors were not associated with the vol-
ume of the subiculum or its annualized rate of atrophy 
in our regression models when WMH are taken into 
account. It suggests that they are not associated with 
subiculum damage independently of WMH, or that the 
vascular risk factors analyzed here do not measure the 
overall vascular risk (for instance, hypertension was ana-
lyzed without distinction between treated and untreated 
patients). In the present work, we found a mean annu-
alized rate of total WMH progression of +11.6%/year 
in our population, which is consistent with previous lon-
gitudinal studies in older adults (ranging from 4.4% to 
37.2%).3 Interestingly, the mean progression of periven-
tricular WMH was rather high (39.3%/year) whereas 
the mean progression of deep/subcortical WMH was 
negligible (−0.5%/year).33 The volume of deep/subcor-
tical WMH can even decrease in some participants, with 
the same small effect size in both the 3C cohort and 
other cohorts.33 However, a quarter of the population 
(>75e percentile, Figure 3A) had a progression of deep/
subcortical WMH between 5% and 40%/year, driving 
our conclusions about subiculum atrophy. As previously 
discussed, these findings highlight that the classifica-
tion of WMH into deep/subcortical and periventricular 
is clinically meaningful because their causes and conse-
quences are likely to be different.

About the limitations of the study, we acknowledge 
that our findings are based on up-sampled 1.5T MRI, 
and that there is currently a lack of protocol harmoniza-
tion regarding the definition of hippocampal subfields.34 
However, we have previously demonstrated that our 
postprocessing pipeline significantly improves the seg-
mentation results compared with classical interpola-
tion methods.19 Regarding technical limitations, we also 
acknowledge that our quantitative measures of neuro-
vascular damage rely only on WMH measured on T1 
and T2/proton density-weighted images and do not 
take into account other markers of small vessel diseases 
such as microbleeds or dilated perivascular spaces.2 The 
present study also lacks an assessment of amyloid and 
tau pathology to study the isolated impact of vascular 
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damage on hippocampal subfields volumes, as neither 
PiB-PET nor tau-PET were available at the time of inclu-
sion (1999–2000). Although clinical criteria for AD and 
vascular dementia may overlap and correlate moderately 
with neuropathological data, the strength of our study is 
the long clinical follow-up of 14 years allowing the prob-
able exclusion of participants who would later develop 
all types of neurodegenerative diseases: this distinction 
marks a clear advantage over a previous cross-sectional 
study in which subcortical vascular dementia was defined 
on the basis of the negativity of PiB-PET (excluding only 
patients with AD).16 Finally, we did not report associations 
between the longitudinal evolution of neuropsychological 
performances of participants, and either WMH or hippo-
campal subfields volumes. Indeed, because of our selec-
tion criteria of healthy older people (median Mini-Mental 
State Evaluation at baseline 29) and the exclusion of all 
future cases of neurodegenerative (or mixed) dementia, 
only 4 patients went to develop vascular dementia dur-
ing follow-up. While our population was selected to study 
the unbiased pathological and anatomic associations 
between vascular damage and hippocampal subfield vol-
umes, future studies should be designed to investigate 
correlations between hippocampal subfields atrophy, 
vascular risk factors, and cognitive performance. It will be 
of great interest to study the different memory processes 
in this context because there is functional evidence that 
the subiculum is particularly involved in episodic retrieval, 
while other hippocampal subfields rather support the 
encoding of novel information.35

ARTICLE INFORMATION
Received July 21, 2020; final revision received November 17, 2020; accepted 
December 17, 2020.

Affiliations
University of Bordeaux, CNRS, UMR 5293, Institut des Maladies Neurodé-
génératives, France (G.P., L.N., B.M., V.P.). Centre Mémoire de Ressources et 
de Recherches, Pôle de Neurosciences Cliniques, CHU de Bordeaux, France 
(G.P., L.N., J.-F.D., V.P.). University of Bordeaux, CNRS, Bordeaux INP, Labora-
toire Bordelais de Recherche en Informatique, UMR 5800, PICTURA, Talence, 
France (P.C.). Instituto de Aplicaciones de las Tecnologías de la Información y 
de las Comunicaciones Avanzadas (ITACA), Universitat Politècnica de València, 
Spain (J.V.M.). University of Bordeaux, Inserm, UMR 1219, Bordeaux Popula-
tion Health Research Center, France (C.H., H.A., J.-F.D.). EPHE, PSL, Bordeaux, 
France (G.C.). University of Bordeaux, CNRS, UMR 5287, Institut de Neurosci-
ences cognitives et intégratives d’Aquitaine, France (G.C.).

Sources of Funding
The 3C Study is conducted under a partnership agreement among the Institut 
National de la Santé et de la Recherche Médicale (INSERM), Bordeaux Univer-
sity, and Sanofi. The Fondation pour la Recherche Médicale funded the prepara-
tion and initiation of the study. The 3C Study is also supported by Caisse Natio-
nale Maladie des Travailleurs Salariés, Direction Générale de la Santé, Mutuelle 
Générale de l’Education Nationale, Institut de la Longévité, Conseils Régionaux 
d’Aquitaine et Bourgogne, Fondation de France, and the Ministry of Research-IN-
SERM Programme “Cohortes et collections de données biologiques”. The follow-
ups have also been funded by ANR 2007LVIE 003, the “Fondation Plan Alzheim-
er” and the Caisse Nationale de Solidarité pour l’Autonomie (CNSA). This work 
benefited from the support of the project DeepvolBrain of the French National 
Research Agency (ANR-18-CE45-0013) and by the Spanish DPI2017-87743-R 
grant from the Ministerio de Economia, Industria y Competitividad of Spain. In ad-

dition, this study was achieved within the context of the Laboratory of Excellence 
TRAIL ANR-10-LABX-57 for the BigDataBrain project. Finally, we thank the In-
vestments for the future Program IdEx Bordeaux (ANR-10-IDEX-03-02, HL-MRI 
Project), Cluster of excellence CPU and the CNRS. VP also received grants from 
Fondation Bettencourt Schueller (CCA-Inserm-Bettencourt) during the conduct 
of the study but unrelated to the present work. The sponsors did not participate 
in any aspect of the design or performance of the study, including data collection, 
management, analysis, and the interpretation or preparation, review, and approval 
of the manuscript.

Disclosures
None.

REFERENCES
	 1.	 Prins ND, Scheltens P. White matter hyperintensities, cognitive impair-

ment and dementia: an update. Nat Rev Neurol. 2015;11:157–165. doi: 
10.1038/nrneurol.2015.10

	 2.	 Debette S, Schilling S, Duperron MG, Larsson SC, Markus HS. Clinical sig-
nificance of magnetic resonance imaging markers of vascular brain injury: 
a systematic review and meta-analysis. JAMA Neurol. 2019;76:81–94. doi: 
10.1001/jamaneurol.2018.3122

	 3.	 Alber J, Alladi S, Bae HJ, Barton DA, Beckett LA, Bell JM, Berman SE, 
Biessels GJ, Black SE, Bos I, et al. White matter hyperintensities in vascu-
lar contributions to cognitive impairment and dementia (VCID): Knowledge 
gaps and opportunities. Alzheimers Dement (N Y). 2019;5:107–117. doi: 
10.1016/j.trci.2019.02.001

	 4.	 Kloppenborg RP, Nederkoorn PJ, Geerlings MI, van den Berg E. Pres-
ence and progression of white matter hyperintensities and cognition: a 
meta-analysis. Neurology. 2014;82:2127–2138. doi: 10.1212/WNL. 
0000000000000505

	 5.	 Schmidt R, Ropele S, Enzinger C, Petrovic K, Smith S, Schmidt H, Matthews 
PM, Fazekas F. White matter lesion progression, brain atrophy, and cognitive 
decline: the Austrian stroke prevention study. Ann Neurol. 2005;58:610–
616. doi: 10.1002/ana.20630

	 6.	 Kirino T, Sano K. Selective vulnerability in the gerbil hippocampus fol-
lowing transient ischemia. Acta Neuropathol. 1984;62:201–208. doi: 
10.1007/BF00691853

	 7.	 Nishio K, Ihara M, Yamasaki N, Kalaria RN, Maki T, Fujita Y, Ito H, Oishi N, 
Fukuyama H, Miyakawa T, et al. A mouse model characterizing features of 
vascular dementia with hippocampal atrophy. Stroke. 2010;41:1278–1284. 
doi: 10.1161/STROKEAHA.110.581686

	 8.	 Kril JJ, Patel S, Harding AJ, Halliday GM. Patients with vascular demen-
tia due to microvascular pathology have significant hippocampal neuronal 
loss. J Neurol Neurosurg Psychiatry. 2002;72:747–751. doi: 10.1136/ 
jnnp.72.6.747

	 9.	 van der Flier WM, van Straaten EC, Barkhof F, Ferro JM, Pantoni L, Basile 
AM, Inzitari D, Erkinjuntti T, Wahlund LO, Rostrup E, et al; LADIS study 
group. Medial temporal lobe atrophy and white matter hyperintensities are 
associated with mild cognitive deficits in non-disabled elderly people: the 
LADIS study. J Neurol Neurosurg Psychiatry. 2005;76:1497–1500. doi: 
10.1136/jnnp.2005.064998

	10.	 Fein G, Di Sclafani V, Tanabe J, Cardenas V, Weiner MW, Jagust WJ, Reed 
BR, Norman D, Schuff N, Kusdra L, et al. Hippocampal and cortical atro-
phy predict dementia in subcortical ischemic vascular disease. Neurology. 
2000;55:1626–1635. doi: 10.1212/wnl.55.11.1626

	11.	 Small SA, Schobel SA, Buxton RB, Witter MP, Barnes CA. A pathophysi-
ological framework of hippocampal dysfunction in ageing and disease. Nat 
Rev Neurosci. 2011;12:585–601. doi: 10.1038/nrn3085

	12.	 de Flores R, La Joie R, Chételat G. Structural imaging of hippocam-
pal subfields in healthy aging and Alzheimer’s disease. Neuroscience. 
2015;309:29–50. doi: 10.1016/j.neuroscience.2015.08.033

	13.	 Planche V, Koubiyr I, Romero JE, Manjon JV, Coupé P, Deloire M, Dousset 
V, Brochet B, Ruet A, Tourdias T. Regional hippocampal vulnerability in early 
multiple sclerosis: dynamic pathological spreading from dentate gyrus to 
CA1. Hum Brain Mapp. 2018;39:1814–1824. doi: 10.1002/hbm.23970

	14.	 Haukvik UK, Westlye LT, Mørch-Johnsen L, Jørgensen KN, Lange EH, Dale 
AM, Melle I, Andreassen OA, Agartz I. In vivo hippocampal subfield volumes 
in schizophrenia and bipolar disorder. Biol Psychiatry. 2015;77:581–588. 
doi: 10.1016/j.biopsych.2014.06.020

	15.	 Li X, Li D, Li Q, Li Y, Li K, Li S, Han Y. Hippocampal subfield volumetry 
in patients with subcortical vascular mild cognitive impairment. Sci Rep. 
2016;6:20873. doi: 10.1038/srep20873

D
ow

nloaded from
 http://ahajournals.org by on O

ctober 4, 2022



Pin et al� Hippocampal Subfields and Vascular Brain Injuries

1750    May 2021� Stroke. 2021;52:1741–1750. DOI: 10.1161/STROKEAHA.120.031743

CL
IN

IC
AL

 A
ND

 P
OP

UL
AT

IO
N 

SC
IE

NC
ES

	16.	 Kim GH, Lee JH, Seo SW, Kim JH, Seong JK, Ye BS, Cho H, Noh Y, 
Kim HJ, Yoon CW, et al. Hippocampal volume and shape in pure sub-
cortical vascular dementia. Neurobiol Aging. 2015;36:485–491. doi: 
10.1016/j.neurobiolaging.2014.08.009

	 17.	 3C Study Group. Vascular factors and risk of dementia: design of the Three-
City Study and baseline characteristics of the study population. Neuroepide-
miology. 2003;22:316–325. doi: 10.1159/000072920

	18.	 Manjón JV, Coupé P. volBrain: an online MRI brain volumetry system. Front 
Neuroinform. 2016;10:30.

	19.	 Romero JE, Coupé P, Manjón JV. HIPS: A new hippocampus subfield 
segmentation method. Neuroimage. 2017;163:286–295. doi: 10.1016/j. 
neuroimage.2017.09.049

	20.	 Goubran M, Ntiri EE, Akhavein H, Holmes M, Nestor S, Ramirez J, Adamo S, 
Ozzoude M, Scott C, Gao F, et al. Hippocampal segmentation for brains with 
extensive atrophy using three-dimensional convolutional neural networks. 
Hum Brain Mapp. 2020;41:291–308. doi: 10.1002/hbm.24811

	21.	 Kulaga-Yoskovitz J, Bernhardt BC, Hong SJ, Mansi T, Liang KE, 
van der Kouwe AJ, Smallwood J, Bernasconi A, Bernasconi N. Multi-con-
trast submillimetric 3 Tesla hippocampal subfield segmentation protocol and 
dataset. Sci Data. 2015;2:150059. doi: 10.1038/sdata.2015.59

	22.	 Coupé P, Manjón JV, Chamberland M, Descoteaux M, Hiba B. Collaborative 
patch-based super-resolution for diffusion-weighted images. Neuroimage. 
2013;83:245–261. doi: 10.1016/j.neuroimage.2013.06.030

	23.	 Nadal L, Coupé P, Helmer C, Manjon JV, Amieva H, Tison F, Dartigues JF, 
Catheline G, Planche V. Differential annualized rates of hippocampal sub-
fields atrophy in aging and future Alzheimer’s clinical syndrome. Neurobiol 
Aging. 2020;90:75–83. doi: 10.1016/j.neurobiolaging.2020.01.011

	24.	 Maillard P, Delcroix N, Crivello F, Dufouil C, Gicquel S, Joliot M, 
Tzourio-Mazoyer N, Alpérovitch A, Tzourio C, Mazoyer B. An automated pro-
cedure for the assessment of white matter hyperintensities by multispectral 
(T1, T2, PD) MRI and an evaluation of its between-centre reproducibility 
based on two large community databases. Neuroradiology. 2008;50:31–42. 
doi: 10.1007/s00234-007-0312-3

	25.	 Sapolsky RM, Pulsinelli WA. Glucocorticoids potentiate ischemic injury to 
neurons: therapeutic implications. Science. 1985;229:1397–1400. doi: 
10.1126/science.4035356

	26.	 Simpson JE, Fernando MS, Clark L, Ince PG, Matthews F, Forster G, O’Brien 
JT, Barber R, Kalaria RN, Brayne C, et al; MRC Cognitive Function and 
Ageing Neuropathology Study Group. White matter lesions in an unselected 

cohort of the elderly: astrocytic, microglial and oligodendrocyte precur-
sor cell responses. Neuropathol Appl Neurobiol. 2007;33:410–419. doi: 
10.1111/j.1365-2990.2007.00828.x

	 27.	 Swardfager W, Yu D, Scola G, Cogo-Moreira H, Chan P, Zou Y, Herrmann N, 
Lanctôt KL, Ramirez J, Gao F, et al. Peripheral lipid oxidative stress markers 
are related to vascular risk factors and subcortical small vessel disease. Neu-
robiol Aging. 2017;59:91–97. doi: 10.1016/j.neurobiolaging.2017.06.029

	28.	 Armstrong NJ, Mather KA, Sargurupremraj M, Knol MJ, Malik R, 
Satizabal CL, Yanek LR, Wen W, Gudnason VG, Dueker ND, et al. Com-
mon genetic variation indicates separate causes for periventricular and 
deep white matter hyperintensities. Stroke. 2020;51:2111–2121. doi: 
10.1161/STROKEAHA.119.027544

	29.	 Lee J, Im SJ, Lee SG, Stadlin A, Son JW, Shin CJ, Ju G, Lee SI, Kim S. Volume 
of hippocampal subfields in patients with alcohol dependence. Psychiatry Res 
Neuroimaging. 2016;258:16–22. doi: 10.1016/j.pscychresns.2016.10.009

	30.	 Jellinger KA, Attems J. Neuropathological evaluation of mixed dementia. J 
Neurol Sci. 2007;257:80–87. doi: 10.1016/j.jns.2007.01.045

	31.	 Buyck JF, Dufouil C, Mazoyer B, Maillard P, Ducimetière P, Alpérovitch 
A, Bousser MG, Kurth T, Tzourio C. Cerebral white matter lesions are 
associated with the risk of stroke but not with other vascular events: 
the 3-City Dijon Study. Stroke. 2009;40:2327–2331. doi: 10.1161/ 
STROKEAHA.109.548222

	32.	 Debette S, Seshadri S, Beiser A, Au R, Himali JJ, Palumbo C, Wolf PA, 
DeCarli C. Midlife vascular risk factor exposure accelerates structural 
brain aging and cognitive decline. Neurology. 2011;77:461–468. doi: 
10.1212/WNL.0b013e318227b227

	33.	 Maillard P, Crivello F, Dufouil C, Tzourio-Mazoyer N, Tzourio C, Mazoyer 
B. Longitudinal follow-up of individual white matter hyperintensities in a 
large cohort of elderly. Neuroradiology. 2009;51:209–220. doi: 10.1007/ 
s00234-008-0489-0

	34.	 Yushkevich PA, Amaral RS, Augustinack JC, Bender AR, Bernstein JD, 
Boccardi M, Bocchetta M, Burggren AC, Carr VA, Chakravarty MM, et al; 
Hippocampal Subfields Group (HSG). Quantitative comparison of 21 pro-
tocols for labeling hippocampal subfields and parahippocampal subregions 
in in vivo MRI: towards a harmonized segmentation protocol. Neuroimage. 
2015;111:526–541. doi: 10.1016/j.neuroimage.2015.01.004

	35.	 Eldridge LL, Engel SA, Zeineh MM, Bookheimer SY, Knowlton BJ. A dissoci-
ation of encoding and retrieval processes in the human hippocampus. J Neu-
rosci. 2005;25:3280–3286. doi: 10.1523/JNEUROSCI.3420-04.2005

D
ow

nloaded from
 http://ahajournals.org by on O

ctober 4, 2022




