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Abstract: Background: Apathy is almost ubiquitous across neurodegenerative diseases
and can be a general model for understanding neuropsychiatric symptoms in dementia.
Methods: We assessed apathy via Starkstein’s Apathy Scale—caregiver version (SAS-C) in
patients with Alzheimer’s disease (AD) and behavioural variant frontotemporal dementia
(bvFTD). Neuropsychological and structural neuroimaging data were also collected. Images
were processed using the FreeSurfer program, and cortical thickness data were acquired
for 68 brain regions. Results: Patients with bvFTD had statistically higher levels of apathy
than those with AD. The multivariate linear regression model found that the left entorhinal
cortex (lEC) was the only region statistically associated with apathy in the AD group
(F(1,31) = 5.17; p = 0.030; R2 = 0.527), whereas, for bvFTD, the right lateral orbitofrontal
cortex achieved significant association with apathy (F(1,30) = 5.69; p = 0.009; R2 = 0.804).
Conclusions: These results demonstrate that apathy is associated with multiple brain
regions, reinforcing its multidimensionality and specific profiles.

Keywords: apathy; frontotemporal dementia; Alzheimer’s disease; MRI; differential
diagnosis; neuropsychology

1. Introduction
Apathy is characterised by an impairment in implementing goal-directed behaviours,

which, in fact, involves disturbances in multiple systems, such as cognitive, emotional,
and motor processing [1]. In light of this, the updated criteria for apathy highlight its
multidimensional spectrum [2,3], but the evidence to properly define which dimensions
make up the syndrome is still debated [4].
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In the field of dementia, the prevalence rates for apathy are 54% and 59% in the mild
and moderate stages of dementia, respectively [5], and apathy affects functionality, quality
of life, and prognosis [6].

Patients with Alzheimer’s disease (AD) and patients with behavioural variant fron-
totemporal dementia (bvFTD) are commonly diagnosed as apathetic, but they might not
share the same type or dimension of apathy [7]. Wei et al. [8], for example, showed that
apathy varies according to the disease stage, with early bvFTD exhibiting a predominant
type of emotional apathy than that seen in AD. In the late stages, dysexecutive/cognitive
apathy predominates in AD compared to bvFTD.

In order to better understand the phenomenology of apathy, neuroimaging studies
have investigated brain regions and hubs associated with apathy. Using the Lille Apathy
Rating Scale (LARS), Fernández-Matarrubia et al. [9] found that bvFTD had higher levels of
“blunting of emotional responses” and “extinction of self-awareness” than AD. In bvFTD,
the LARS scores inversely correlated with the left insular and left middle frontal gyri,
while no correlation was found in the AD group. When using the clinical diagnosis criteria
available at the time, as proposed by Robert et al. [10], they observed an association between
apathy and the anterior cingulate.

Kumfor et al. [11] also investigated structural magnetic resonance imaging (MRI) and
voxel-based morphometry (VBM) in a group of patients with AD and bvFTD. The authors
used different questionnaires to gather data from three putative apathetic dimensions: af-
fective, behavioural, and cognitive. Affective apathy was associated with ventral prefrontal
cortex (PFC) regions, including the frontal medial cortex, anterior cingulate cortex (ACC),
and left frontal pole, in patients with AD and bvFTD. Cognitive apathy was associated with
more dorsal PFC regions, including the paracingulate gyrus, bilateral frontal operculum
cortex, and superior frontal gyrus. This highlights how specific apathetic dimensions are
associated with different regions of the brain, yet such specificity is not fully understood.

In a previous study, we observed that apathy measured with the caregiver version of
Starkstein’s Apathy Scale (SAS-C) correlates with the orbitofrontal cortex (OFC) and the
ACC in patients with bvFTD [12]. However, we were not able to compare bvFTD with AD
to check if there are any different profiles in SAS-C brain networks. This is highly relevant
given that SAS-C is an easy and frequently used instrument; therefore, understanding its
brain correlates might be useful to indicate the specific mechanisms involved in apathy.
Moreover, additional cognitive data and their association with apathy are presented here
as part of an effort to better capture the phenomenon.

2. Materials and Methods
Fifty-nine participants were recruited for this cross-sectional study: 20 patients with

bvFTD, 19 patients with AD, and 20 community-dwelling cognitively healthy older adults
as controls. Groups were matched for age and educational level, and patients were also
matched for symptom duration.

Patients were recruited from the Cognitive and Behavioural Neurology Unit at Belo
Horizonte (University Hospital from the Federal University of Minas Gerais, Belo Hor-
izonte, Brazil). Patients fulfilled consensus diagnostic criteria for probable bvFTD [13]
or probable AD [14], and all were examined at the mild to moderate stages of dementia.
Patients were clinically followed for at least 12 months after diagnosis to improve diag-
nostic accuracy, yet data were collected solely transversely, after the first formal diagnosis.
All patients showed clinical progression consistent with their diagnosis, according to the
consensus formed by the assisting health professionals.

Controls were included under the following criteria: (i) age older or equal to 55 years;
(ii) mini-mental state evaluation (MMSE) results compatible with the mean for their age
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and educational level, according to the Brazilian norms [15]. Controls were excluded in the
presence of neurological disorders, such as brain injury, strokes, seizures, or any psychiatric
diagnosis, such as depression, anxiety, or other conditions. General health conditions
that could preclude study participation also led to exclusion, e.g., kidney failure or severe
heart disease.

All participants underwent a comprehensive neuropsychological evaluation and an
MRI. Details are provided below.

2.1. Neuropsychological Evaluation

All participants underwent a standard neuropsychological protocol composed of the
following tests: (i) MMSE [16] for global cognitive screening; (ii) the Frontal Assessment Bat-
tery (FAB) [17] for executive domains; (iii) the Digit Span Test (forward and backward) [18]
for verbal short-term memory and verbal working memory; (iv) the Figure Memory Test
(FMT) [19] to evaluate memory and its components: learning, storage, late recall, and
recognition; (v) verbal fluency (FAS and animals) [20,21]; (vi) the Hayling Test [22] for
verbal inhibitory control; and, (vii) the short version of the Social Cognition and Emotional
Assessment (Mini-SEA) [23], composed of the Faux-Past Test (hereafter solely named Faux-
Pas) to assess theory of mind (ToM); and the Facial Emotion Recognition Test (FERT) to
investigate emotion recognition.

As aforementioned, apathy was assessed using the SAS-C [24]. The SAS-C comprises
a 14-question third-person questionnaire about daily activities, engagement, and interests.
A family member or caregiver answers it, avoiding any potential effects of anosognosia [25].
Controls answered a self-report version (SAS-S) composed of 14 self-centred questions.

2.2. Neuroimaging

Participants underwent whole-brain MRI on a 3 T Philips scan. T1-weighted im-
ages were acquired: multishot 256 TFE factor (TR/TE 5.4/2.4 ms, 256 × 256 matrix,
FOV 256 × 256 × 180, flip angle 8◦), 1 mm slice thickness, coronal orientation, and
1 × 1 × 1 mm3 voxel size. The MRI data were preprocessed following a standard pro-
tocol, as described elsewhere [26].

Cortical thickness (CTh) and subcortical volume estimations were obtained with
Freesurfer v7 (http://surfer.nmr.mgh.harvard.edu, accessed on 23 May 2022). The prepro-
cessing pipeline used the fully automated “recon-all” command. It included normalisation,
removal of non-brain tissues, Talairach transforms, segmentation, and tessellation of grey
matter (GM) and white matter (WM) boundaries [27]. The cortical surface of each hemi-
sphere was parcellated according to the atlas proposed by Desikan et al. [28], with 34 cortical
regions per hemisphere (“aparc” segmentation). Cortical thickness was estimated as de-
scribed elsewhere [29–31]. Subcortical volumes were obtained via a whole-brain automatic
“aseg” segmentation procedure [27].

Although we did collect subcortical data, due to the high number of variables in the
regression model, we chose not to include it in our analysis. Incorporating this information
would exceed the capacity of the statistical model, compromising its reliability. Hence,
given the nature of the diseases we are investigating, we focused on cortical data. Fu-
ture studies with larger samples may allow for a more comprehensive investigation of
subcortical structures.

2.3. Statistical Analyses

All statistical analyses were performed using the software SPSS 22 (SPSS Inc., Chicago,
IL, USA). Descriptive statistics were used to characterise groups. The Shapiro–Wilk test
and visual inspection of histograms determined whether variables were under a normal
distribution and the parametric or non-parametric test definition for further analysis.

http://surfer.nmr.mgh.harvard.edu
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The non-parametric Kruskal–Wallis test was used to compare variables across the three
groups of participants. Dunn’s post hoc test was employed when suitable to perform
paired comparisons, applying Bonferroni correction and establishing p-value significance
at 0.000735.

Given the non-normal distribution of data, the effect size was calculated by using
the eta squared. The accuracy of using the SAS-C to differentiate the clinical groups
from each other was checked by receiver operator curve (ROC) analysis, using a cutoff of
14 points [24].

Correlation analyses (Spearman’s test) were conducted between apathy scores and the
CTh for each region. We explored correlations within two groups, composed of controls
with each of the clinical groups (bvFTD or AD); hence, correlations were investigated for
AD + controls (n = 39) and bvFTD + controls (n = 40). This approach has been adopted
elsewhere [32,33].

Following the identification of significant correlations, multiple logistic regression was
conducted using the assembled groups as previously described. Due to some cognitive
tests showing statistically significant differences between groups, these were included
in the model to prevent spurious associations. Specifically, the following variables were
controlled for: MMSE total score, FAB total score, phonemic verbal fluency, Faux-Pas total
score, and FMT immediate recall and late recall. As part of this exploratory analysis, we
employed the stepwise model [34] and analysed regions separately per hemisphere.

3. Results
3.1. Sociodemograpgic and Cognitive Outcomes

The sociodemographic results and cognitive data are described in Table 1. There were
no differences regarding age or education among all groups, and the symptom duration
was similar between the clinical groups.

Table 1. Demographical, clinical, neuropsychological, and behavioural results.

Controls
[n = 20]

AD
[n = 19]

bvFTD
[n = 20]

Statistical Group Comparison (η2

Effect Size)

Male/Female ratio 7:13 9:10 11:9 Not significant
Age (years), mean (SD) 63.9 (10.3) 70.4 (9.4) 64 (9.1) Not significant
Education (years), median (IQR) 12.0 (4.0) 15.0 (5.0) 11.0 (4.0) Not significant

Disease duration (years), median (IQR)
Not

applicable 3.0 (1.0) 3.0 (2.0) Not significant

MMSE, median (IQR) 29.0 (2.0) 24.0 (2.0) 26.0 (4.0) Controls > all * (η2 = 0.58)
FAB, median (IQR) 16.0 (2.0) 14.0 (4.0) 12.6 (3.2) Controls > all * (η2 = 0.27)
Fluency (FAS), median (IQR) 33.0 (10.0) 27.0 (19.0) 13.0 (6.0) Controls = AD > bvFTD * (η2 = 0.30)
Fluency (Animals), median (IQR) 18.0 (4.1) 12.0 (8.0) 10.0 (6.0) Controls > all * (η2 = 0.46)
FMT, Late recall, median (IQR) 9.0 (1.0) 4.0 (2.0) 7.0 (4.0) Controls > all * (η2 = 0.52)
FMT, Recognition, median (IQR) 10.0 (0) 10.0 (1.0) 10.0 (0) Not significant
Hayling Test

- part A–time (s), median (IQR) 16.93 (7.79) 20.53 (8.42) 26.67 (20.45) Controls < bvFTD *
(η2 = 0.13)

- part B–time (s), median (IQR) 53.24 (51.78) 70.02 (32.71) 75.96 (83.94) Not significant
- part B–score (PQt), median (IQR) 6.5 (5.0) 9.0 (3.0) 13.5 (5.0) Controls < bvFTD * (η2 = 0.27)
- part B–scaled error (PQl), median (IQR) 9.0 (8.5) 15.0 (11.0) 33.5 (26.0) Controls < bvFTD * (η2 = 0.26)
Faux-Pas Test (Total Score), median (IQR) 36.5 (5.0) 32.0 (5.0) 21.0 (13.0) Controls = AD > bvFTD * (η2 = 0.63)
Ekman Total Score median (IQR) 28.0 (3.5) 26.0 (3.0) 21.5 (10.0) Controls = AD > bvFTD * (η2 = 0.38)

Apathy score (SAS), median (IQR) 7.0 (5.50) 16.0 (10.0) 27.5 (12.0) Controls > AD > bvFTD *
(η2 = 0.64)

* Significant at p < 0.017. AD: Alzheimer’s disease; FAB: Frontal Assessment Battery; bvFTD: behavioural variant
frontotemporal dementia; FMT: Figure Memory Test; MMSE: mini-mental state examination; SAS: Starkstein’s
Apathy Scale.
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General cognition measurements were similar between the clinical groups, with MMSE
and FAB separating controls from the others (AD = bvFTD < controls). Overall, the bvFTD
group had a more dysexecutive profile than the AD group. Mnemonic performance was
worse in AD. The Faux-Pas and the FERT had similar results for social cognition measures,
with patients with bvFTD underperforming the control and AD groups.

Apathy was significantly higher within the clinical groups, but the highest levels were
found in bvFTD (bvFTD > AD > controls). The accuracy of SAS-C scores for differential
diagnoses between the AD and bvFTD groups was tested, and the ROC curve analysis
showed an area under the curve (AUC) of 0.805 (p = 0.001; confidence interval: 0.66 to 0.95)
(Supplementary Materials Table S1; Supplementary Figure S1).

3.2. Brain Regions Associated with Apathy

The correlation results for all regions can be found in the Supplementary Materials
(Tables S2–S6).

3.2.1. The Alzheimer’s Disease (AD) Group

Spearman correlation values showed significant rho coefficients from −0.323 to −0.619
between SAS-C scores and several brain regions. After Bonferroni’s correction for statistical
significance, six regions from the right hemisphere and thirteen from the left hemisphere
were included in the multiple regression model.

The final result indicated that only the MMSE score was statistically associated with
SAS-C (F(1,37) = 6.51; p < 0.001; R2 = 0.432). Among the brain regions, only one area
was statistically associated with the SAS-C score, namely the left entorhinal cortex (lEC)
(F(1,31) = 5.17; p = 0.030; R2 = 0.527).

The full data can be seen in Supplementary Table S7.

3.2.2. The Behavioural Variant Frontotemporal Dementia (bvFTD) Group

Spearman correlation values showed significant rho coefficients from −0.317 to −0.702
between SAS-C scores and several brain regions. After Bonferroni’s correction for statistical
significance, 13 regions from the right hemisphere and 11 from the left hemisphere were
included in the model. The multiple regression showed the association between some
cognitive components and the SAS-C: the MMSE (F(1,36) = 8.31; p < 0.001; R2 = 0.499); the
phonemic verbal fluency test (F(1,34) = 6.98; p < 0.001; R2 = 0.637); and the Faux-Pas test
(F(1,33) = 6.27; p = 0.005; R2 = 0.708).

Regarding brain regions, only the right lateral orbitofrontal cortex (F(1,30) = 5.69;
p = 0.009; R2 = 0.804) was associated with apathy (Supplementary Table S8).

4. Discussion
In the present study, we found that apathy, as measured by the SAS-C, was statistically

higher in bvFTD compared to AD. The neuroanatomical substrates were also different.
While the SAS-C correlated specifically with the lEC in AD, bvFTD correlates specifically
with the lOFC. This is the first investigation to assess cortical thickness in patients with
bvFTD and AD and to map brain differences using this instrument.

One must acknowledge that the variability of the areas involved in the apathy phe-
nomenon could result from the instrument chosen to evaluate it, reflecting a plurality in
the very conception of apathy. In the present study, we tested whether the SAS-C, a “sim-
ple” questionnaire, could differentiate bvFTD from AD from clinical and neuroanatomical
points of view. The goal was to enhance the available knowledge on apathy by using
this classical tool, allowing a deeper understanding of the phenomenological differences
between apathetic patients with AD and those with bvFTD.
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At first, we confirmed evidence showing that the degree of apathy is much higher
in bvFTD than in AD, as shown by Fernández-Matarrubia et al. [9] using a different
instrument. The accuracy found in our study reinforces the quantitative approach for
separating bvFTD from AD, with the latter presenting lower levels of apathy. Hence, a
higher degree of apathy may indicate a higher chance of bvFTD, although we naturally
recognise that from a clinical point of view, other factors must be integrated to conclude a
differential diagnosis.

From the neuroimaging analysis, our model proved valid enough to discriminate
specific cortical brain regions associated with apathy in each condition.

The lEC was associated with apathy in AD. As part of the parahippocampal formation,
the EC is involved in the complex process of memory consolidation. Evidence from studies
working with major depression highlights the role of the EC in regulating hippocampus
neurogenesis [35]. Although several brain regions are associated with memory consolida-
tion, the particular interrelation between the EC and the basolateral amygdala highlights
the role of emotional processing in mnemonic formation [36]. Remarkably, the lEC seems
to be involved in experiencing connection, disconnection, or loneliness in older adults [37].
Hence, disturbances in the finetuning of emotional processing and memory storage may be
associated with difficulties in engagement and motivation toward different activities. We
must acknowledge that this study is limited with regard to lacking proper data to control
for depressive symptoms in our sample. However, the typical signs of depressed mood
(such as guilt, sadness, crying, and pessimism) were never part of the clinical presentation
of the participants enrolled during the 12 months of follow-up after diagnosis.

For bvFTD, apathy was associated with the lOFC only. The role of the OFC in apathy
and social restriction has been described over time in different clinical presentations, in-
cluding in patients with dementia [38–40]. The OFC values potential reinforcers to sustain
or dismiss a goal-directed behaviour [41]. While the medial OFC (mOFC) is more associ-
ated with the valuation of outcomes, the lOFC is responsible for dynamically modifying
associations between stimuli and their effects, regardless of reward [42]. OFC hypoactiva-
tion can be implicated in more passive/non-reactive behaviour with the mediation of the
ACC [43]. Although our results did not achieve statistical significance for the ACC, it is
useful to acknowledge that the right ACC (rACC) also participates in risk calculation and
avoidance [44]. Therefore, in the bigger picture, our results align with the hypothesis of the
involvement of a “salience network” in the apathy phenomenon [45–47].

Behavioural implementation is indeed a complex operator. Prefrontal regions, such
as the lOFC and the vmPFC, are intertwined with the basal ganglia and the premotor
cortex [42]. Interestingly, we did find that the PMC and the PSC are both associated
with apathy in patients with bvFTD. This evidence highlights potential disturbances in
the behavioural activation system, as proposed by Bonnelle et al. [48]. These authors
investigated which brain regions were associated with more or less active behaviour in
healthy individuals in response to a behavioural task. People with a higher level of baseline
apathy had greater recruitment of the supplementary motor area (SMA) and the cingulate
motor zones, suggesting a higher effort sensitivity. On the other hand, higher levels
of baseline apathy were associated with decreased structural and functional connectivity
between the ACC and the SMA. Given the above, it is reasonable to admit that a greater level
of behavioural inactivation may be seen in patients due to impairments in the behavioural
activation system, such as the ACC and OFC, as well as in motor areas. The rationale is
that many “normal” situations may be inadvertently perceived as too risky or too effort-
demanding [44,48]. This may be particularly true for the social dimension of apathy, a
more recent category that still requires further investigation [4]. Kumfor et al. [11] studied
apathy in patients with AD and bvFTD and found that affective apathy was more linked
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to the vmPFC, behavioural apathy with the basal ganglia, and cognitive apathy with the
dmPFC. Their evidence shows that the right OFC was more associated with affective
apathy, while the left OFC was related to behavioural apathy. In addition, emerging
research highlights the cerebellum’s significant role in social cognition and empathy, which
seems to be involved in processing social and emotional information. Unfortunately,
we lack data on cerebellum structures but recommend encompassing this information
in future investigations [49]. Additionally, future studies should consider the interface
between certain subtypes of frontotemporal dementia, such as primary progressive aphasia
and right temporal variant frontotemporal dementia (rtvFTD), as this may enhance the
understanding of apathetic mechanisms [50].

Some limitations to our study must be acknowledged. First, a small sample of patients
precluded further analysis and exploration of our data. Although common in the literature,
due to the difficulty of recruiting bvFTD patients, we understand that a small sample can
limit the power of statistical analysis. In addition, the choice of the SAS-C is debatable. We
chose such a scale for several reasons, such as it being easy to answer and its use in different
research settings in Brazil [51–53]. Conversely, evidence about SAS-C’s dimensions is not
available in our context, and there are questions about its psychometric properties [54].
In addition, controlling for medication in the future may assist in better understanding
the mechanisms of apathy. In our study, all patients enlisted with AD were undergoing
treatment with acetylcholinesterase inhibitors, while some individuals with bvFTD were
prescribed antipsychotics and atypical antidepressants, including trazodone. However, the
precise proportion of patients using these medications cannot be determined retrospectively.

5. Conclusions
Our results confirm that apathy can be accurately assessed using a third-party ques-

tionnaire, reliably capturing both behavioural and neuroimaging correlates in AD and
bvFTD. Furthermore, we provide clear evidence that apathy is linked to distinct brain
regions in each disease, reinforcing the notion that AD and bvFTD exhibit specific apa-
thetic profiles. In bvFTD, apathy also shows broader associations with cognitive functions
compared to AD. Moving forward, we will expand our research to investigate subcortical
structures and further refine the neural networks underlying apathy, as well as deepen our
analysis of apathetic profiles in both current and future cohorts.
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AD + Control group; Table S6: Spearman Correlation between Apathy score and brain regions in the
bvFTD + Control group; Table S7: Multiple regression model outcomes for apathy and brain regions
(cortical thickness)—AD + Controls; Table S8: Multiple regression model outcomes for apathy and
brain regions (cortical thickness)—bvFTD + Controls.

Author Contributions: Conceptualization: L.I.M., P.C. and L.C.d.S.; methodology: L.I.M., H.C.G., P.C.
and L.C.d.S.; data collection: L.I.M. and L.C.d.S.; statistical analysis: L.I.M. and L.C.d.S.; neuroimaging
processing and analysis: T.d.O.M.; writing—original draft preparation: L.I.M.; writing—review and
editing: L.I.M., T.d.O.M., H.C.G., L.B.G., A.L.T.J., P.C. and L.C.d.S., funding acquisition: P.C., A.L.T.J.
and L.C.d.S. All authors have read and agreed to the published version of the manuscript.

https://www.mdpi.com/article/10.3390/brainsci15050447/s1
https://www.mdpi.com/article/10.3390/brainsci15050447/s1


Brain Sci. 2025, 15, 447 8 of 10

Funding: This study was partially funded by National Council for Scientific and Technological
Development (Conselho Nacional de Desenvolvimento Científico e Tecnológico a, CNPq–), Brazil:
Grant number 402853/2012. The CNPq supports ALTJ, LCS, and PC for Scientific and Technological
Development (CNPq—Bolsa de Produtividade em Pesquisa).

Institutional Review Board Statement: The local ethics committee of the Federal University of Minas
Gerais (UFMG) approved this study (project CAAE-17850513.2.0000.5149).

Informed Consent Statement: All participants gave written informed consent to participate.

Data Availability Statement: The raw data supporting the conclusions of this article will be made
available by the authors on request.

Acknowledgments: We thank the patients and their families for their valuable contribution to
this study.

Conflicts of Interest: The authors declare no conflicts of interest.

References
1. Le Heron, C.; Holroyd, C.B.; Salamone, J.; Husain, M. Brain mechanisms underlying apathy. J. Neurol. Neurosurg. Psychiatry 2019,

90, 302–312. [CrossRef] [PubMed]
2. Robert, P.; Lanctôt, K.L.; Agüera-Ortiz, L.; Aalten, P.; Bremond, F.; Defrancesco, M.; Hanon, C.; David, R.; Dubois, B.; Dujardin,

K.; et al. Is it time to revise the diagnostic criteria for apathy in brain disorders? The 2018 international consensus group. Eur.
Psychiatry 2018, 54, 71–76. [CrossRef] [PubMed]

3. Miller, D.S.; Robert, P.; Ereshefsky, L.; Adler, L.; Bateman, D.; Cummings, J.; DeKosky, S.T.; Fischer, C.E.; Husain, M.; Ismail, Z.;
et al. Diagnostic criteria for apathy in neurocognitive disorders. Alzheimer’s Dement. 2021, 17, 1892–1904. [CrossRef]

4. Dickson, S.S.; Husain, M. Are there distinct dimensions of apathy? The argument for reappraisal. Cortex 2022, 149, 246–256.
[CrossRef]

5. Leung, D.K.Y.; Chan, W.C.; Spector, A.; Wong, G.H.Y. Prevalence of depression, anxiety, and apathy symptoms across dementia
stages: A systematic review and meta-analysis. Int. J. Geriatr. Psychiatry 2021, 36, 1330–1344. [CrossRef]

6. Cerejeira, J.; Lagarto, L.; Mukaetova-Ladinska, E.B. Behavioral and psychological symptoms of dementia. Front. Neurol. 2012,
3, 73. [CrossRef]

7. Teixeira, A.L.; Gonzales, M.M.; de Souza, L.C.; Weisenbach, S.L. Revisiting apathy in Alzheimer’s disease: From conceptualization
to therapeutic approaches. Behav. Neurol. 2021, 2021, 6319826. [CrossRef]

8. Wei, G.; Irish, M.; Hodges, J.R.; Piguet, O.; Kumfor, F. Disease-specific profiles of apathy in Alzheimer’s disease and behavioural-
variant frontotemporal dementia differ across the disease course. J. Neurol. 2020, 267, 1086–1096. [CrossRef]

9. Fernández-Matarrubia, M.; Matías-Guiu, J.A.; Cabrera-Martín, M.N.; Moreno-Ramos, T.; Valles-Salgado, M.; Carreras, J.L.
Different apathy clinical profile and neural correlates in behavioral variant frontotemporal dementia and Alzheimer’s disease.
Int. J. Geriatr. Psychiatry 2018, 33, 141–150. [CrossRef]

10. Robert, P.; Onyike, C.; Leentjens, A.; Dujardin, K.; Aalten, P.; Starkstein, S.; Verhey, F.; Yessavage, J.; Clement, J.; Drapier, D.; et al.
Proposed diagnostic criteria for apathy in Alzheimer’s disease and other neuropsychiatric disorders. Eur. Psychiatry 2009, 24,
98–104. [CrossRef]

11. Kumfor, F.; Zhen, A.; Hodges, J.R.; Piguet, O.; Irish, M. Apathy in Alzheimer’s disease and frontotemporal dementia: Distinct
clinical profiles and neural correlates. Cortex 2018, 103, 350–359. [CrossRef] [PubMed]

12. Gonçalves, S.d.A.B.; Caramelli, P.; Mariano, L.I.; Guimarães, H.C.; Gambogi, L.B.; Resende, E.d.P.F.; Teixeira, A.L.; de Souza, L.C.
Apathy in frontotemporal dementia is related to medial prefrontal atrophy and is independent of executive dysfunction. Brain
Res. 2020, 1737, 146799. [CrossRef]

13. Rascovsky, K.; Hodges, J.R.; Knopman, D.; Mendez, M.F.; Kramer, J.H.; Neuhaus, J.; van Swieten, J.C.; Seelaar, H.; Dopper, E.G.;
Onyike, C.U.; et al. Sensitivity of revised diagnostic criteria for the behavioural variant of frontotemporal dementia. Brain 2011,
134, 2456–2477. [CrossRef] [PubMed]

14. McKhann, G.M.; Knopman, D.S.; Chertkow, H.; Hyman, B.T.; Jack, C.R., Jr.; Kawas, C.H.; Klunk, W.E.; Koroshetz, W.J.; Manly,
J.J.; Mayeux, R.; et al. The diagnosis of dementia due to Alzheimer’s disease: Recommendations from the National Institute
on Aging-Alzheimer’s Association workgroups on diagnostic guidelines for Alzheimer’s disease. Alzheimer’s Dement. 2011, 7,
263–269. [CrossRef]

15. Amaral-Carvalho, V.; Caramelli, P. Normative data for healthy middle-aged and elderly performance on the Addenbrooke
Cognitive Examination-Revised. Cogn. Behav. Neurol. 2012, 25, 72–76. [CrossRef]

https://doi.org/10.1136/jnnp-2018-318265
https://www.ncbi.nlm.nih.gov/pubmed/30366958
https://doi.org/10.1016/j.eurpsy.2018.07.008
https://www.ncbi.nlm.nih.gov/pubmed/30125783
https://doi.org/10.1002/alz.12358
https://doi.org/10.1016/j.cortex.2022.01.001
https://doi.org/10.1002/gps.5556
https://doi.org/10.3389/fneur.2012.00073
https://doi.org/10.1155/2021/6319826
https://doi.org/10.1007/s00415-019-09679-1
https://doi.org/10.1002/gps.4695
https://doi.org/10.1016/j.eurpsy.2008.09.001
https://doi.org/10.1016/j.cortex.2018.03.019
https://www.ncbi.nlm.nih.gov/pubmed/29704671
https://doi.org/10.1016/j.brainres.2020.146799
https://doi.org/10.1093/brain/awr179
https://www.ncbi.nlm.nih.gov/pubmed/21810890
https://doi.org/10.1016/j.jalz.2011.03.005
https://doi.org/10.1097/WNN.0b013e318259594b


Brain Sci. 2025, 15, 447 9 of 10

16. Brucki, S.M.D.; Nitrini, R.; Caramelli, P.; Bertolucci, P.H.F.; Okamoto, I.H. Sugestões para o uso do mini-exame do estado mental
no Brasil. Arq. Neuro-Psiquiatr. 2003, 61, 777–781. [CrossRef] [PubMed]

17. Beato, R.; Amaral-Carvalho, V.; Guimarães, H.C.; Tumas, V.; Souza, C.P.; de Oliveira, G.N.; Caramelli, P. Frontal assessment
battery in a Brazilian sample of healthy controls: Normative data. Arq. Neuro-Psiquiatr. 2012, 70, 278–280. [CrossRef]

18. Wechsler, D. WAIS-III Administration and Scoring Manual, 3rd ed.; The Psychological Corporation: San Antonio, TX, USA, 1997.
19. Nitrini, R.; Caramelli, P.; Porto, C.S.; Charchat-Fichman, H.; Formigoni, A.P.; Carthery-Goulart, M.T.; Otero, C.; Prandini, J.C. Brief

cognitive battery in the diagnosis of mild Alzheimer’s disease in subjects with medium and high levels of education. Dement.
Neuropsychol. 2007, 1, 32–36. [CrossRef]

20. Brucki, S.M.D.; Rocha, M.S.G. Category fluency test: Effects of age, gender, and education on total scores, clustering, and
switching in Brazilian Portuguese-speaking subjects. Braz. J. Med. Biol. Res. 2004, 37, 1771–1777. [CrossRef]

21. Machado, T.H.; Fichman, H.C.; Santos, E.L.; Carvalho, V.A.; Fialho, P.P.; Koenig, A.M.; Fernandes, C.S.; Lourenço, R.A.; Paradela,
E.M.d.P.; Caramelli, P. Normative data for healthy elderly on the phonemic verbal fluency task—FAS. Dement. Neuropsychol. 2009,
3, 55–60. [CrossRef]

22. de Sousa Siqueira, L.; Scherer, L.C.; Reppold, C.T.; Fonseca, R.P. Hayling Test—Adult Version: Applicability in the assessment of
executive functions in children. Psychol. Neurosci. 2010, 3, 189–194. [CrossRef]

23. Mariano, L.I.; Caramelli, P.; Guimarães, H.C.; Gambogi, L.B.; Moura, M.V.B.; Yassuda, M.S.; Teixeira, A.L.; de Souza, L.C. Can
social cognition measurements differentiate behavioral variant frontotemporal dementia from Alzheimer’s disease regardless of
apathy? J. Alzheimer’s Dis. 2020, 74, 817–827. [CrossRef]

24. Guimarães, H.C.; Fialho, P.P.A.; Carvalho, V.A.; Santos, E.L.d.; Caramelli, P. Brazilian caregiver version of the Apathy Scale.
Dement. Neuropsychol. 2009, 3, 321–326. [CrossRef] [PubMed]

25. Rosen, H.J. Anosognosia in neurodegenerative disease. Neurocase 2011, 17, 231–241. [CrossRef]
26. Bueno, A.P.A.; de Souza, L.C.; Pinaya, W.H.L.; Teixeira, A.L.; de Prado, L.G.R.; Caramelli, P.; Hornberger, M.; Sato, J.R. Papez

Circuit gray matter and episodic memory in amyotrophic lateral sclerosis and behavioural variant frontotemporal dementia.
Brain Imaging Behav. 2021, 15, 996–1006. [CrossRef]

27. Fischl, B. Automatically parcellating the human cerebral cortex. Cereb. Cortex 2004, 14, 11–22. [CrossRef]
28. Desikan, R.S.; Ségonne, F.; Fischl, B.; Quinn, B.T.; Dickerson, B.C.; Blacker, D.; Buckner, R.L.; Dale, A.M.; Maguire, R.P.; Hyman,

B.T.; et al. An automated labeling system for subdividing the human cerebral cortex on MRI scans into gyral based regions of
interest. NeuroImage 2006, 31, 968–980. [CrossRef] [PubMed]

29. Han, X.; Jovicich, J.; Salat, D.; van der Kouwe, A.; Quinn, B.; Czanner, S.; Busa, E.; Pacheco, J.; Albert, M.; Killiany, R.; et al.
Reliability of MRI-derived measurements of human cerebral cortical thickness: The effects of field strength, scanner upgrade, and
manufacturer. NeuroImage 2006, 32, 180–194. [CrossRef]

30. Dale, A.M.; Fischl, B.; Sereno, M.I. Cortical surface-based analysis: I. Segmentation and surface reconstruction. NeuroImage 1999,
9, 179–194. [CrossRef]

31. Fischl, B.; Sereno, M.I.; Dale, A.M. Cortical surface-based analysis: II: Inflation, flattening, and a surface-based coordinate system.
NeuroImage 1999, 9, 195–207. [CrossRef]

32. Irish, M.; Piguet, O.; Hodges, J.R.; Hornberger, M. Common and unique gray matter correlates of episodic memory dysfunction in
frontotemporal dementia and Alzheimer’s disease: Neural correlates of episodic memory. Hum. Brain Mapp. 2014, 35, 1422–1435.
[CrossRef]

33. Strikwerda-Brown, C.; Ramanan, S.; Goldberg, Z.-L.; Mothakunnel, A.; Hodges, J.R.; Ahmed, R.M.; Piguet, O.; Irish, M. The
interplay of emotional and social conceptual processes during moral reasoning in frontotemporal dementia. Brain 2021, 144,
938–952. [CrossRef] [PubMed]

34. Field, A. Discovering Statistics Using IBM SPSS Statistics, 4th ed.; Sage Publications: London, UK, 2013.
35. Kim, I.B.; Park, S.C. The entorhinal cortex and adult neurogenesis in major depression. Int. J. Mol. Sci. 2021, 22, 11725. [CrossRef]

[PubMed]
36. Roesler, R.; McGaugh, J.L. The entorhinal cortex as a gateway for amygdala influences on memory consolidation. Neuroscience

2022, 497, 86–96. [CrossRef] [PubMed]
37. Imai, A.; Matsuoka, T.; Narumoto, J. Older people with severe loneliness have an atrophied thalamus, hippocampus, and

entorhinal cortex. Int. J. Geriatr. Psychiatry 2022, 37, e5845. [CrossRef]
38. Peters, F.; Perani, D.; Herholz, K.; Holthoff, V.; Beuthien-Baumann, B.; Sorbi, S.; Pupi, A.; Degueldre, C.; Lemaire, C.; Collette,

F.; et al. Orbitofrontal dysfunction related to both apathy and disinhibition in frontotemporal dementia. Dement. Geriatr. Cogn.
Disord. 2006, 21, 373–379. [CrossRef]

39. Ogai, M.; Iyo, M.; Mori, N.; Takei, N. A right orbitofrontal region and OCD symptoms: A case report. Acta Psychiatr. Scand. 2005,
111, 74–76. [CrossRef]

40. Lanctôt, K.L.; Moosa, S.; Herrmann, N.; Leibovitch, F.S.; Rothenburg, L.; Cotter, A.; Black, S.E. A SPECT study of apathy in
Alzheimer’s disease. Dement. Geriatr. Cogn. Disord. 2007, 24, 65–72. [CrossRef]

https://doi.org/10.1590/S0004-282X2003000500014
https://www.ncbi.nlm.nih.gov/pubmed/14595482
https://doi.org/10.1590/S0004-282X2012005000009
https://doi.org/10.1590/S1980-57642008DN10100006
https://doi.org/10.1590/S0100-879X2004001200002
https://doi.org/10.1590/S1980-57642009DN30100011
https://doi.org/10.3922/j.psns.2010.2.008
https://doi.org/10.3233/JAD-190861
https://doi.org/10.1590/S1980-57642009DN30400010
https://www.ncbi.nlm.nih.gov/pubmed/29213647
https://doi.org/10.1080/13554794.2010.522588
https://doi.org/10.1007/s11682-020-00307-5
https://doi.org/10.1093/cercor/bhg087
https://doi.org/10.1016/j.neuroimage.2006.01.021
https://www.ncbi.nlm.nih.gov/pubmed/16530430
https://doi.org/10.1016/j.neuroimage.2006.02.051
https://doi.org/10.1006/nimg.1998.0395
https://doi.org/10.1006/nimg.1998.0396
https://doi.org/10.1002/hbm.22263
https://doi.org/10.1093/brain/awaa435
https://www.ncbi.nlm.nih.gov/pubmed/33410467
https://doi.org/10.3390/ijms222111725
https://www.ncbi.nlm.nih.gov/pubmed/34769155
https://doi.org/10.1016/j.neuroscience.2022.01.023
https://www.ncbi.nlm.nih.gov/pubmed/35122874
https://doi.org/10.1002/gps.5845
https://doi.org/10.1159/000091898
https://doi.org/10.1111/j.1600-0447.2004.00395.x
https://doi.org/10.1159/000103633


Brain Sci. 2025, 15, 447 10 of 10

41. Gourley, S.L.; Zimmermann, K.S.; Allen, A.G.; Taylor, J.R. The medial orbitofrontal cortex regulates sensitivity to outcome value.
J. Neurosci. 2016, 36, 4600–4613. [CrossRef]

42. Du, J.; Rolls, E.T.; Cheng, W.; Li, Y.; Gong, W.; Qiu, J.; Feng, J. Functional connectivity of the orbitofrontal cortex, anterior cingulate
cortex, and inferior frontal gyrus in humans. Cortex 2020, 123, 185–199. [CrossRef]

43. Beyer, F.; Münte, T.F.; Göttlich, M.; Krämer, U.M. Orbitofrontal cortex reactivity to angry facial expression in a social interaction
correlates with aggressive behavior. Cereb. Cortex 2015, 25, 3057–3063. [CrossRef] [PubMed]

44. Wang, M.; Chen, Z.; Zhang, S.; Xu, T.; Zhang, R.; Suo, T.; Feng, T. High self-control reduces risk preference: The role of connectivity
between right orbitofrontal cortex and right anterior cingulate cortex. Front. Neurosci. 2019, 13, 194. [CrossRef]

45. Jenkins, L.M.; Wang, L.; Rosen, H.; Weintraub, S. A transdiagnostic review of neuroimaging studies of apathy and disinhibition in
dementia. Brain 2022, 145, 1886–1905. [CrossRef] [PubMed]

46. Balthazar, M.L.F.; Pereira, F.R.S.; Lopes, T.M.; da Silva, E.L.; Coan, A.C.; Campos, B.M.; Duncan, N.W.; Stella, F.; Northoff, G.;
Damasceno, B.P.; et al. Neuropsychiatric symptoms in Alzheimer’s disease are related to functional connectivity alterations in the
salience network. Hum. Brain Mapp. 2014, 35, 1237–1246. [CrossRef]

47. Seeley, W.W.; Crawford, R.K.; Zhou, J.; Miller, B.L.; Greicius, M.D. Neurodegenerative diseases target large-scale human brain
networks. Neuron 2009, 62, 42–52. [CrossRef]

48. Bonnelle, V.; Manohar, S.; Behrens, T.; Husain, M. Individual differences in premotor brain systems underlie behavioral apathy.
Cereb. Cortex 2015, 26, 807–819. [CrossRef] [PubMed]

49. Van Overwalle, F.; Manto, M.; Cattaneo, Z.; Clausi, S.; Ferrari, C.; Gabrieli, J.D.E.; Guell, X.; Heleven, E.; Lupo, M.; Ma, Q.; et al.
Consensus paper: Cerebellum and social cognition. Cerebellum 2020, 19, 833–868. [CrossRef]

50. Antonioni, A.; Raho, E.M.; Granieri, E.; Koch, G. Frontotemporal dementia. How to deal with its diagnostic complexity? Expert
Rev. Neurother. 2025, 7, 1–35. [CrossRef]

51. Suemoto, C.K.; Apolinario, D.; Nakamura-Palacios, E.M.; Lopes, L.; Leite, R.E.; Sales, M.C.; Nitrini, R.; Brucki, S.M.; Morillo,
L.S.; Magaldi, R.M.; et al. Effects of a non-focal plasticity protocol on apathy in moderate Alzheimer’s disease: A randomized,
double-blind, sham-controlled trial. Brain Stimul. 2014, 7, 308–313. [CrossRef]

52. Camargo, C.H.F.; Serpa, R.A.; Matnei, T.; Sabatini, J.S.; Teive, H.A.G. The perception of apathy by caregivers of patients with
dementia in Parkinson’s disease. Dement. Neuropsychol. 2016, 10, 339–343. [CrossRef]

53. Balan, A.B.; Walz, R.; Diaz, A.P.; Schwarzbold, M.L. Return to work after severe traumatic brain injury: Further investigation of
the role of personality changes. Braz. J. Psychiatry 2021, 43, 340–341. [CrossRef] [PubMed]

54. Radakovic, R.; Harley, C.; Abrahams, S.; Starr, J.M. A systematic review of the validity and reliability of apathy scales in
neurodegenerative conditions. Int. Psychogeriatr. 2015, 27, 903–923. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1523/JNEUROSCI.4253-15.2016
https://doi.org/10.1016/j.cortex.2019.10.012
https://doi.org/10.1093/cercor/bhu101
https://www.ncbi.nlm.nih.gov/pubmed/24842782
https://doi.org/10.3389/fnins.2019.00194
https://doi.org/10.1093/brain/awac133
https://www.ncbi.nlm.nih.gov/pubmed/35388419
https://doi.org/10.1002/hbm.22248
https://doi.org/10.1016/j.neuron.2009.03.024
https://doi.org/10.1093/cercor/bhv247
https://www.ncbi.nlm.nih.gov/pubmed/26564255
https://doi.org/10.1007/s12311-020-01155-1
https://doi.org/10.1080/14737175.2025.2461758
https://doi.org/10.1016/j.brs.2013.10.003
https://doi.org/10.1590/s1980-5764-2016dn1004014
https://doi.org/10.1590/1516-4446-2020-1660
https://www.ncbi.nlm.nih.gov/pubmed/33710251
https://doi.org/10.1017/S1041610214002221
https://www.ncbi.nlm.nih.gov/pubmed/25355282

	Introduction 
	Materials and Methods 
	Neuropsychological Evaluation 
	Neuroimaging 
	Statistical Analyses 

	Results 
	Sociodemograpgic and Cognitive Outcomes 
	Brain Regions Associated with Apathy 
	The Alzheimer’s Disease (AD) Group 
	The Behavioural Variant Frontotemporal Dementia (bvFTD) Group 


	Discussion 
	Conclusions 
	References

