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Background and purpose: Degenerative change of the corpus callosum might serve as a clinically useful surrogate marker for net pathological cerebral impact of diabetes type 1. We compared manual and automatic measurements of the corpus callosum, as well as differences in callosal cross-sectional area between subjects with type 1 diabetes and healthy controls.

Materials and methods: This is a cross-sectional study on 188 neurologically asymptomatic participants with type 1 diabetes and 30 healthy age- and sex-matched control subjects, recruited as part of the Finnish Diabetic Nephropathy Study. All participants underwent clinical work-up and brain MRI. Callosal area was manually measured and callosal volume quantified with FreeSurfer. The measures were normalized using manually measured mid-sagittal intracranial area and volumetric intracranial volume, respectively.

Results: Manual and automatic measurements correlated well (callosal area vs. volume: ρ = 0.83, p < 0.001 and mid-sagittal area vs. intracranial volume: ρ = 0.82, p < 0.001). We found no significant differences in the callosal measures between cases and controls. In type 1 diabetes, the lowest quartile of normalized callosal area was associated with higher insulin doses (p = 0.029) and reduced insulin sensitivity (p = 0.033). In addition, participants with more than two cerebral microbleeds had smaller callosal area (p = 0.002).

Conclusion: Manually measured callosal area and automatically segmented are interchangeable. The association seen between callosal size with cerebral microbleeds and insulin resistance is indicative of small vessel disease pathology in diabetes type 1.
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INTRODUCTION

Corpus Callosum (CC) is the largest commissure of the brain, responsible for much of inter-hemispheric communication (1). Decrease in cross-sectional sagittal area of the CC (CCA) has been used as a surrogate for cerebral atrophy, based on the observation that CCA is proportional to the number of axons passing through the CC (1, 2), and that callosal axon density does not decrease with callosal size (1). Furthermore, as an advantage, CCA does not decrease, or decreases only slightly (3), with normal aging, up until at least the 7:th-8:th decade (4, 5).

The number of axons passing through the CC is decreased by at least two neuro-degenerative processes: cortical atrophy and neuronal cell death, which cause axonal loss by Wallerian degeneration, and myelin break-down with central atrophy as observed in cerebral small vessel disease (6, 7). To get a measure of callosal shrinkage, and to correct for individual differences in brain size, CCA can be normalized to mid-sagittal cross-sectional area (MISS). MISS functions as a surrogate for maximally attained brain size (4), and this normalized measure does not differ between the sexes (4).

CCA and MISS can be easily measured in MRI-scans using the tools available on standard PACS workstations (8). CCA/MISS could be a useful method to rapidly estimate pathological CNS effects of disease, possibly as an alternative to volumetric measurements, that yield the corresponding CC volume (CCV) and estimated total intracranial volume (eTIV). The correlation between CCA and CCV or MISS and eTIV has been studied in a smaller material. The agreement between measurements made by junior physicians and experienced neuro-radiologists was found to be excellent, which means that CCA can be easily measured in routine clinical practice (9). Not all imaging centers are equipped to routinely perform volumetry, and simple manual measurements could thus prove valuable.

We recently observed that neurologically healthy participants with type 1 diabetes (T1D) had more frequent manifestations of cerebral small vessel disease on brain MRI compared with healthy controls (10). Knowing individuals with T1D show clear signs of early vascular aging (11), our question was whether premature pathology can be found also in central structures of the brain.

We hypothesized that individuals with T1D might have smaller CC size than healthy control subjects and that the signs of small vessel disease might correlate with CC size.

We first aimed to assess the correlation between CCA/MISS and CCV/eTIV. Second, we studied, whether CCA/MISS differs between those with T1D and healthy control subjects, and whether it is associated with diabetes related traits and/or MRI-signs of cerebral small vessel disease.



MATERIALS AND METHODS


Study Population

This study is part of the nationwide, prospective Finnish Diabetic Nephropathy Study. For this cross-sectional sub study, 191 participants with T1D were examined between 2011 and 2017, and 30 healthy age- and sex-matched control subjects in 2017. The study design has been described elsewhere in detail (10, 12). T1D was defined as disease onset before 40 years and insulin treatment initiated within one year of diagnosis. Inclusion criterion was T1D without history of cerebrovascular disease, and exclusion criterion the presence of end-stage renal disease. For this sub study, we excluded one participant with T1D and history of brain surgery, and two participants with MS, since the disease influences the CC (13). The controls were non-diabetic age- and sex-matched volunteers, without first degree relatives having diabetes. The Ethics committee of Helsinki and Uusimaa Health District approved our study, and we adhered to the Declaration of Helsinki.



Clinical Data

All participants underwent a clinical work-up at the Finnish Diabetic Nephropathy Study center at the Helsinki University Hospital. This included a thorough review of the patient's medical history, anthropometric measurements, as well as questionnaires about lifestyle factors such as smoking. Blood samples were drawn and analyzed for HbA1c, lipids and lipoproteins, and creatinine. Estimated glomerular filtration rate was calculated with the CKD-EPI formula (14). Urinary albumin excretion rate was measured from a 24-h urine collection. Insulin sensitivity was calculated with the formula for the estimated glucose disposal rate (eGDR) (12, 15).

Diabetic complications were registered, and included coronary heart disease, retinal photocoagulation, and albuminuria. None of the study participants had a history of peripheral arterial disease.



Imaging Protocols and Image Analysis

All participants underwent a brain MRI examination within 1 year from the clinical work-up at the Helsinki Medical Imaging Center, Helsinki University Hospital, using one 3T scanner (Achieva, Philips, Best, The Netherlands), which was not upgraded, but decommissioned before more control participants could be recruited. MRI sequences used were part of a standard protocol and include: T1, T2, FLAIR, T1 MPRAGE, DWI, SWI, T2*, and MRA TOF sequences (Supplemental Table 1).

Images were assessed for the following signs of cerebral small-vessel disease (10): the presence of cerebral micro-bleeds, cortical superficial siderosis, white-matter hyper-intensities (Fazekas scale used, with category one considered to be a significant burden), or lacunes (16, 17). None of the participants had cortical superficial siderosis.

For manual measurement of CCA and MISS the T1 MPRAGE data set was formatted as straight sagittal slices and inspected in a mid-sagittal slice, defined by the central axis of the aqueduct. CCA and MISS were measured by outlining their contours using the standard area tracing tool of the Agfa Impax workstation, see Figure 1. Image analysis was done by a senior neuro-radiologist (J.M.) with > 10 years of experience, who was blinded to the clinical parameters and the results of volumetry. CCA and MISS were measured three times each at the same occasion, to assess internal validity of the area measurement.
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FIGURE 1. Schematic illustrations of manually measured 2D areas of CCA (pink), MISS (green) and an example of a FreeSurfer-segmentation of CCV (blue).


We normalized CCA to MISS to correct for differences in maximally attained brain size, and to get a measure of reduction of CCA.

The FreeSurfer software, version 6.0, was used for volumetry using the T1 MPRAGE sequence, http://surfer.nmr.mgh.harvard.edu/. FreeSurfer measures CCV by finding the largest white matter connection between the hemispheres, divides it into a number of equally long segments, which are then extruded to yield volumes. The number of segments and extrusion width is user configurable. Intracranial volume was estimated using atlas normalization (18). The FreeSurfer rater was masked to all clinical parameters, radiological findings, and the results of manual neuroradiological measurements.



Statistical Analysis

All continuous variables were tested for normality of distribution. Normally distributed variables were tested in group comparisons with Students t-test or ANOVA (for multiple groups) and results presented as mean ± standard deviation. Variables with non-normal distribution were tested for group differences with Mann–Whitney's test or Kruskal–Wallis (for multiple groups) and results presented as medians with inter-quartile range.

One-way intra-class correlation coefficient test was performed for the 3 separate measurements of each participant's CCA and MISS, for intra-rater reliability. The CCA and MISS reported are the means of the three separate measurements. Correlation between manual CC measurements and automated volumetric measurements, as well as correlation between normalized CCA/MISS, CCV/eTIV, and a compound CCA/eTIV were examined with Pearson's or Spearman's (when not normally distributed) correlation tests.

Differences in clinical parameters in the T1D group were assessed between group quartiles based on CCA/MISS. We also grouped cases based on the number of cerebral microbleeds (zero, one to two, more than two).

We performed logistic regression on the individuals with T1D. Outcomes were belonging to the quartile with the smallest CCAmean/MISSmean vs. any other quartile. Independent variables were sex, age, insulin dose/kg, eGDR, and number of cerebral microbleeds. Waist-to-hip ratio was included in a separate model instead of eGDR due to collinearity. Results are expressed as OR with 95% CI.

Statistical analysis was done using R (http://www.r-project.org) version 3.4.3 “Kite-Eating Tree” and p < 0.05 was set as the threshold for statistical significance.




RESULTS


Callosal Measurements

CCA and MISS measurements had an intra-class correlation coefficient of 0.989 (95% CI: 0.987–0.992) and 0.996 (95% CI: 0.995–0.997), respectively. As depicted in Figure 2, the correlation between CCA and CCV was ρ = 0.83 (p < 0.001). MISS showed a correlation with eTIV ρ = 0.82 (p < 0.001). The correlation between normalized CCA/MISS and CCV/eTIV was ρ = 0.61 (p < 0.001).


[image: Figure 2]
FIGURE 2. Correlation of manually measured callosal area and automated measurements of callosal volume using FreeSurfer. Absolute values (left), ρ = 0.83 (p < 0.001), and normalized to mid-sagittal area or estimated total intracranial volume, respectively (right), ρ = 0.61 (p < 0.001).


When manually inspecting the FreeSurfer-segmented volumes we found at least part of the fornix to be included in the vast majority of segmentations and that the segmented area often bleeds outside of the anatomical boarders of the callosum. We did not correct for this tendency of FreeSurfer to segment too large CCV.

There were no significant differences between cases and controls in callosal measurements. CCA/MISS was 0.037 (0.034–0.041) and 0.039 (0.036–0.041) for the T1D and controls groups respectively, p = 0.11.



Clinical Parameters

We grouped the participants with T1D based on quartiles of CCA/MISS, for which clinical and radiological characteristics appear in Table 1. Those in the lowest quartile of CCA/MISS had higher daily insulin doses (p = 0.035), Figure 3, and those in the highest quartile were more insulin sensitive (p = 0.009).


Table 1. Characteristics of participants according to quartiles of CCA/MISS: Data are percentage, mean ± standard deviation if normally distributed, or median (inter-quartile range).
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FIGURE 3. Insulin dose per body weight according to quartile groups based on callosal area normalized by mid-sagittal intracranial area, p = 0.035.


There were no significant differences in the markers of cerebral small vessel disease between the quartiles of CCA/MISS. There were, however, a number of participants with several cerebral microbleeds. When we disregarded participants without any microbleeds, the mean number of microbleeds by CCA/MISS were: lowest quartile 5 (2–18), middle quartiles 1 (1–2), and highest quartile 1 (1–1), p = 0.003. With the T1D group subdivided based on the number of cerebral microbleeds (zero [N = 144], one to two [N = 32], more than two [N = 12]), CCA/MISS was 0.037 (0.035–0.040) vs. 0.038 (0.036–0.043) vs. 0.033 (0.031–0.035), p = 0.002, Figure 4.


[image: Figure 4]
FIGURE 4. Callosal size by number of cerebral microbleeds in participants with type 1 diabetes. Manually measured callosal area normalized by mid-sagittal intracranial area (left), p = 0.002, and callosal volume normalized by estimated total intracranial volume as measured by FreeSurfer (right), p = 0.018.


In logistic regression analysis an independent association was found between lowest quartile of CCA/MISS and higher insulin dose: OR per 1 IU/kg 5.38 (95 % CI 1.38–21.04), p = 0.016, as well as with the presence of more than two cerebral microbleeds vs. zero: OR 12.00 (2.85–50.65), p = 0.001.




DISCUSSION

Manual and automatic measurements of the CC, MISS and eTIV, are correlated. We observed significant differences in clinical characteristics between participants grouped by quartiles of normalized CCA—those with the smallest CCA had higher daily insulin doses and those with the largest CCA had the highest insulin sensitivity. When split by number of cerebral microbleeds, those with more than two cerebral microbleeds had smaller normalized CCA. Interestingly, we found no significant CC differences between cases and controls.

The correlations between CCA to CCV and MISS to eTIV were ρ = 0.8. Previous studies comparing manually segmented volumes vs. FreeSurfer have shown similar correlations of r = 0.74 (19) and r = 0.82 (20) for hippocampal volume. Segmentation of CCV using FreeSurfer has been evaluated by comparison to manually corrected CCV-segmentation, and found to perform very well (21). This was however using a previous version of FreeSurfer. With version 6.0, we find that FreeSurfer-segmented CCV tends to be too large compared to CCA outlined by an experienced neuro-radiologist. This is because of frequent inclusion of a variably large part of the fornix as well as bleeds of the segmented area outside the callosum. The variable error thus introduced causes the correlation of CCA vs. CCV to suffer. FreeSurfer version 6.0 was however found to correlate well with manual measurement using the longitudinal stream by Platten et al. (9). The correlation was worse using the cross-sectional stream as is the case in the present study.

One potential advantage of CCV over CCA is the ability of FreeSurfer to deal with a misaligned or skewed mid-line. It should however be possible to overcome any problems with misaligned mid-lines even in clinical practice given the almost universal availability of 3D-imaging and multi planar reconstruction. The biggest contributor to the discrepancy in the present study between manual and FreeSurfer based callosal measurements is the above mentioned tendency to over-segmentation.

The correlation for CCA/MISS and CCV/eTIV was weaker, ρ = 0.6, which may be because the planar measurements did not encompass skull width. Because it does take skull width into account, the volumetric eTIV (18), is a conceptually better estimate of total intracranial volume than MISS. CCA/eTIV could be an attractive normalized measure, although it did not provide any stronger correlation with the clinical parameters than CCA/MISS or CCV/eTIV, or differ between cases and controls in our cohort (data not shown).

In our study, the intraclass correlations of the CCA and MISS measurements were excellent. Repeated measurements in the same slice using standard PACS area-tracing tools gave highly uniform results suggesting there is no advantage to multiple averaged measurements over single measurements. CCA measurements have been found to be highly repeatable regardless of operator experience (9).

The mean CCA for our control participants was 6.16 cm2, which is close to those reported by Mitchell et al. (22) and Sullivan et al. (4).

We found an association between CC atrophy and cerebral microbleeds. This finding may indicate that the underlying small vessel disease in individuals with T1D, to the extent it is causing the microbleeds, is associated with further brain degeneration. More than 5 micro-bleeds indicate higher risk of future cerebral hemorrhage and might influence treatment choices (23).

Callosal atrophy has been observed in diseases with white matter lesions secondary to cerebral small vessel disease, such as vascular dementia and CADASIL (24). Future studies will tell whether the changes observed in our study will translate into cognitive impairment.

We found higher insulin dose, suggesting insulin resistance, to be associated with decreased CCA. This is supported by higher eGDR, indicating higher insulin sensitivity, being associated with larger CCA. Interestingly, insulin resistance and/or hyperinsulinemia has been implicated in the pathogenesis of Alzheimer's disease (25). In T1D, on the other hand, CNS involvement such as cognitive impairment has been associated with white matter atrophy (26) and retinopathy (27, 28).

In type 2 diabetes, a non-significant trend toward atrophy of the CC has been noted compared to healthy controls (29). CC atrophy has also been observed in MS, where it associates with decreasing cognitive ability, disease duration, and other measures of disease severity (13). Similarly, in people with Alzheimer's and Parkinson's disease CC atrophy is associated with more severe disease stages (30–32). This is in line with our results, as no significant difference was shown in CC size between healthy controls and neurologically asymptomatic individuals with T1D. The lack of difference in our cohort may, thus, indicate that the CC is less affected at the early disease stages in young individuals.

The strengths of our study include a well-defined and thoroughly clinically characterized cohort. Our measurements were done on the same sequences with imaging performed on the same scanner. The mid-sagittal area for each scan was defined by a technician, masked to the study, which further limits bias of measurements. Limitations include the rather low number of control participants, which limits the ability of the study to detect small group differences and increases the risk of type 2 errors, as well as the cross-sectional design of the study.



CONCLUSION

Manual cross-sectional and automatic volume measurements of the CC correlate well. CC size does not differ between T1D and control groups. However, multiple cerebral micro-bleeds, eGDR (as a marker of lower insulin sensitivity), and higher insulin doses were associated with CC size in T1D. This indicates a silent role of small vessel disease in early T1D that does impact brain health. Future studies will focus on T1D and brain health longitudinally.



DATA AVAILABILITY STATEMENT

The datasets generated for this study will not be made publicly available as they are covered by patient confidentiality.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by The Ethics committee of Helsinki and Uusimaa Health District. The patients/participants provided their written informed consent to participate in this study.



AUTHOR CONTRIBUTIONS

TC, LT, SS, ES, DG, RL, CF, PS, TT, JP, JM, and P-HG contributed to the study design, acquisition of data, as well as the interpretation of data. TC and LT had the main responsibility for analyzing the data and writing the first draft of the paper. SS, ES, DG, RL, CF, PS, TT, JP, JM, and P-HG critically revised the manuscript. P-HG, is the guarantor of this work and, as such, had full access to all the data in the study, and takes responsibility for the integrity of the data and the accuracy of the data analysis. All authors have reviewed and accepted the submitted version of this manuscript.



FUNDING

The FinnDiane Study was supported by grants from the Folkhälsan Research Foundation, Academy of Finland, Wilhelm and Else Stockmann Foundation, Liv och Hälsa Society, Novo Nordisk Foundation, Päivikki and Sakari Sohlberg Foundation, and by an EVO governmental grant. LT was supported by personal grants from the Diabetes Research Foundation, the Medical Society of Finland and the Dorothea Olivia, Karl Walter and Jarl Walter Perklén Foundation. DG was supported by the Biomedicum Helsinki Foundation, the Finnish Medical Foundation, and the Swedish Cultural Foundation in Finland. PS was supported by Silmäsäätiö Foundation. JP was supported by Diabetes Wellness Finland and Diabetes Research Foundation. None of funding bodies had any role in the study design, collection, analysis, or interpretation of data. Nor had the funding bodies any role in the writing of the report, nor in the decision to submit the paper for publication. Funding for volumetric analysis was provided by the FinnDiane research group.



ACKNOWLEDGMENTS

We acknowledge the skilled technical assistance of Anna Sandelin, Jaana Tuomikangas, and Mira Korolainen. We also gratefully thank Pentti Pölönen, Department of Radiology, Helsinki University Hospital for performing the MRI scans. We are indebted to Prof. Markku Kaste, Department of Neurology, Helsinki University Hospital for the help in the initiation of the study, and to Oili Salonen, Department of Radiology, Helsinki University Hospital for her contribution in planning the MRI protocol. We thank Alexey Sofiev for performing the FreeSurfer segmentation.



SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fneur.2020.00027/full#supplementary-material



ABBREVIATIONS

CC, Corpus Callosum; CCA, Corpus Callosum Area; MISS, Mid-sagittal cross-sectional area; CCV, Corpus Callosum Volume; eTIV, Estimated Total Intracranial Volume; T1D, Type 1 diabetes.



REFERENCES

 1. Aboitiz F, Scheibel AB, Fisher RS, Zaidel E. Fiber composition of the human corpus callosum. Brain Res. (1992) 598:143–53. doi: 10.1016/0006-8993(92)90178-C

 2. Aboitiz F, Scheibel AB, Fisher RS, Zaidel E. Individual differences in brain asymmetries and fiber composition in the human corpus callosum. Brain Res. (1992) 598:154–61. doi: 10.1016/0006-8993(92)90179-D

 3. Sullivan EV, Rohlfing T, Pfefferbaum A. Longitudinal study of callosal microstructure in the normal adult aging brain using quantitative dti fiber tracking. Dev Neuropsychol. (2010) 35:233–56. doi: 10.1080/87565641003689556

 4. Sullivan EV, Rosenbloom MJ, Desmond JE, Pfefferbaum A. Sex differences in corpus callosum size: relationship to age and intracranial size. Neurobiol Aging. (2001) 22:603–11. doi: 10.1016/S0197-4580(01)00232-9

 5. Jäncke L, Mérillat S, Liem F, Hänggi J. Brain size, sex, and the aging brain. Hum Brain Mapp. (2014) 36:150–69. doi: 10.1002/hbm.22619

 6. Paola MD, Spalletta G, Caltagirone C. In vivo. structural neuroanatomy of corpus callosum in alzheimer's disease and mild cognitive impairment using different mri techniques: a review. J. Alzheimers Dis. (2010) 20:67–95. doi: 10.3233/JAD-2010-1370

 7. Paola MD, Iulio FD, Cherubini A, Blundo C, Casini AR, Sancesario G, et al. When, where, and how the corpus callosum changes in MCI and AD: a multimodal MRI study. Neurology. (2010) 74:1136–42. doi: 10.1212/WNL.0b013e3181d7d8cb

 8. Granberg T, Bergendal G, Shams S, Aspelin P, Kristoffersen-Wiberg M, Fredrikson S, et al. Mri-defined corpus callosal atrophy in multiple sclerosis: a comparison of volumetric measurements, corpus callosum area and index. J. Neuroimag. (2015) 25:996–1001. doi: 10.1111/jon.12237

 9. Platten M, Martola J, Fink K, Ouellette R, Piehl F, Granberg T. MRI-based manual versus automated corpus callosum volumetric measurements in multiple sclerosis. J Neuroimag. (2019). doi: 10.1111/jon.12676. [Epub ahead of print].

 10. Thorn LM, Shams S, Gordin D, Liebkind R, Forsblom C, Summanen P, et al. Clinical and mri features of cerebral small-vessel disease in type 1 diabetes. Diabetes Care. (2018) 42:327–30. doi: 10.2337/dc18-1302

 11. Rönnback M, Fagerudd J, Forsblom C, Pettersson-Fernholm K, Reunanen A, Groop P-H. Altered age-related blood pressure pattern in type 1 diabetes. Circulation. (2004) 110:1076–82. doi: 10.1161/01.CIR.0000139903.29522.8D

 12. Thorn LM, Forsblom C, Fagerudd J, Thomas MC, Pettersson-Fernholm K, Saraheimo M, et al. Metabolic syndrome in type 1 diabetes: association with diabetic nephropathy and glycemic control (the finndiane study). Diabetes Care. (2005) 28:2019–24. doi: 10.2337/diacare.28.8.2019

 13. Granberg T, Martola J, Bergendal G, Shams S, Damangir S, Aspelin P, et al. Corpus callosum atrophy is strongly associated with cognitive impairment in multiple sclerosis: results of a 17-year longitudinal study. Mult. Sclerosis J. (2014) 21:1151–8. doi: 10.1177/1352458514560928

 14. Levey AS, Stevens LA, Schmid CH, Zhang YL, Castro AF III, Feldman HI, et al. (2009). A new equation to estimate glomerular filtration rate. Ann Intern Med. 150:604–12. doi: 10.7326/0003-4819-150-9-200905050-00006

 15. Williams KV, Erbey JR, Becker D, Arslanian S, Orchard TJ. Can clinical factors estimate insulin resistance in type 1 diabetes? Diabetes. (2000) 49:626–32. doi: 10.2337/diabetes.49.4.626

 16. Fazekas F, Kleinert R, Roob G, Kleinert G, Kapeller P, Schmidt R, et al. Histopathologic analysis of foci of signal loss on gradient-echo t2*-weighted mr images in patients with spontaneous intracerebral hemorrhage: evidence of microangiopathy-related microbleeds. Am J Neuroradiol. (1999) 20:637–42.

 17. Wardlaw JM, Smith EE, Biessels GJ, Cordonnier C, Fazekas F, Frayne R, et al. Neuroimaging standards for research into small vessel disease and its contribution to ageing and neurodegeneration. Lancet Neurol. (2013) 12:822–38. doi: 10.1016/S1474-4422(13)70124-8

 18. Buckner RL, Head D, Parker J, Fotenos AF, Marcus D, Morris JC, et al. A unified approach for morphometric and functional data analysis in young, old, and demented adults using automated atlas-based head size normalization: Reliability and validation against manual measurement of total intracranial volume. Neuroimage. (2004) 23:724–38. doi: 10.1016/j.neuroimage.2004.06.018

 19. Pardoe HR, Pell GS, Abbott DF, Jackson GD. Hippocampal volume assessment in temporal lobe epilepsy: how good is automated segmentation? Epilepsia. (2009) 50:2586–92. doi: 10.1111/j.1528-1167.2009.02243.x

 20. Morey RA, Petty CM, Xu Y, Hayes JP, Wagner HR, Lewis DV, et al. A comparison of automated segmentation and manual tracing for quantifying hippocampal and amygdala volumes. Neuroimage. (2009) 45:855–66. doi: 10.1016/j.neuroimage.2008.12.033

 21. Guenette JP, Stern RA, Tripodis Y, Chua AS, Schultz V, Sydnor VJ, et al. Automated versus manual segmentation of brain region volumes in former football players. NeuroImage: Clin. (2018) 18:888–96. doi: 10.1016/j.nicl.2018.03.026

 22. Mitchell T, Free S, Merschhemke M, Lemieux L, Sisodiya S, Shorvon S. Reliable callosal measurement: population normative data confirm sex-related differences. Am J Neuroradiol. (2003) 24:410–8.

 23. Charidimou A, Karayiannis C, Song TJ, Orken DN, Thijs V, Lemmens R, et al. Brain microbleeds, anticoagulation, and hemorrhage risk: meta-analysis in stroke patients with AF. Neurology. (2017) 89:2317–2326. doi: 10.1212/WNL.0000000000004704

 24. Delorme S, Guio FD, Reyes S, Jabouley A, Chabriat H, Jouvent E. Reaction time is negatively associated with corpus callosum area in the early stages of cadasil. Am J Neuroradiol. (2017) 38:2094–9. doi: 10.3174/ajnr.A5378

 25. Biessels GJ, Despa F. Cognitive decline and dementia in diabetes mellitus: mechanisms and clinical implications. Nat Rev Endocrinol. (2018) 14:591–604. doi: 10.1038/s41574-018-0048-7

 26. Wessels AM, Rombouts SARB, Remijnse PL, Boom Y, Scheltens P, Barkhof F, et al. Cognitive performance in type 1 diabetes patients is associated with cerebral white matter volume. Diabetologia. (2007) 50:1763–9. doi: 10.1007/s00125-007-0714-0

 27. Wessels AM, Simsek S, Remijnse PL, Veltman DJ, Biessels GJ, Barkhof F, et al. Voxel-based morphometry demonstrates reduced grey matter density on brain mri in patients with diabetic retinopathy. Diabetologia. (2006) 49:2474–80. doi: 10.1007/s00125-006-0283-7

 28. Ferguson SC, Blane A, Perros P, McCrimmon RJ, Best JJ, Wardlaw J, et al. Cognitive ability and brain structure in type 1 diabetes: relation to microangiopathy and preceding severe hypoglycemia. Diabetes. (2003) 52:149–56. doi: 10.2337/diabetes.52.1.149

 29. Chen Z, Li J, Sun J, Ma L. Changes in subcortical white matter and corpus callosum volumes in patients with type 2 diabetes mellitus. Acta Acad Med Sin. (2013) 35:503–14. doi: 10.3881/j.issn.1000-503X.2013.05.005.

 30. Zhu M, Wang X, Gao W, Shi C, Ge H, Shen H, et al. Corpus callosum atrophy and cognitive decline in early alzheimer's disease: Longitudinal mri study. Dement Geriatr Cogn Disord. (2014) 37:214–22. doi: 10.1159/000350410

 31. Paola MD, Luders E, Iulio FD, Cherubini A, Passafiume D, Thompson PM, et al. Callosal atrophy in mild cognitive impairment and alzheimer's disease: different effects in different stages. Neuroimage. (2010) 49:141–9. doi: 10.1016/j.neuroimage.2009.07.050

 32. Goldman JG, Bledsoe IO, Merkitch D, Dinh V, Bernard B, Stebbins GT. Corpus callosal atrophy and associations with cognitive impairment in parkinson disease. Neurology (2017) 88:1265–72. doi: 10.1212/WNL.0000000000003764

Conflict of Interest: PS has received lecture honoraria from Bayer and Santen. TT is an advisory board member of Boehringer Ingelheim, Bayer, Pfizer, and Lumosa Therapeutics, and has received speaker honoraria from the University of Donau (Austria). P-HG has received lecture honoraria from AstraZeneca, Boehringer Ingelheim, Eli Lilly, Elo Water, Genzyme, Medscape, MSD, Novartis, Novo Nordisk, and Sanofi, and he is an advisory board member of AbbVie, Boehringer Ingelheim, Eli Lilly, Janssen, Medscape, MSD, Novartis, Novo Nordisk, and Sanofi. JM has received lecture honoraria from Santen. The remaining authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2020 Claesson, Putaala, Shams, Salli, Gordin, Liebkind, Forsblom, Summanen, Tatlisumak, Groop, Martola and Thorn. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



OPS/images/fneur-11-00027-t001.jpg
Lower quartile, N = 47 Middle quartiles, N =94 Upper quartile, N =47  Controls (N = 30) P P

COAMISS (0.0275,0.0343) (0.0343, 0.0406) (0.0406, 0.0514) - 0.0389 0.040
(0.0361-0.0411)
Age (years) 39.9 (31.6-44.0) 40.4(34.4-45.1) 38.9 (32.6-45.6) 38.4 (32.2-42.9) 0534 0.280
Age at diabetes onset (years) 11.4(5.6-17.3) 15.2 (9.0-24.5) 14.0(9.5-24.0) NA (NA-NA) 0091 -
Diabetes duration (years) 22.8(18.0-35.) 21.4(18.3-29.5) 217 (18.4-28.4) NA (NA-NA) 0589 -
Male gender (%) 49 51 36 43 0312 -
HbAs (mmoVmol) 65 (57-73) 66 (59-76) 64 (56-69) 33 (31-34) 0201 0.000
Insulin dose (IU/kg) 059 (0.46-0.77) 053 (0.40-0.70) 0.47 (0.37-0.56) NA (NA- NA) 0029 -
€GDR (mg/kg/min) 7.79 (6.02-9.41) 714 (5.39-8.56) 8.46 (6.56-9.17) 10.29 (9.43-10.98) 0083 0.000
History of smoking (%) 30 39 23 40 0270 0951
Established coronary heart 0 1 0 0 0392 0572
disease (%)
Retinal photocoagulation (%) 23 23 17 0 0.840 0.004
Urinary albumin excretion 13 (11-18) 14 (10-20) 12 (9-16) 13 (11-16) 0379 0229
(mg/24h)
Glomerular fitration rate 108 (94-117) 108 (96-113) 108 (100-115) 101 (86-110) 0210 0.115
[m/(min*1,73"m?)]
Warfarin use (%) 0 1 0 0 0392 0572
Aspirin treatment (%) 6 7 " 0 0.851 0.125
Antihypertensive medication (%) 38 40 21 0 0.110 0.000
Body mass index (kg/m?) 259 (23.9-28.9) 265 (24.1-29.8) 25.9(23.4-28.6) 24.4(22.2-25.7) 0643 0.002
Waist to hip ratio 0.87 (0.80-0.95) 0.89 (0.84-0.96) 0.85(0.80-0.91) 085 (0.80-0.92) 0033 0014
Systolic blood pressure (mmHg) 180 % 15 130 % 14 129+ 16 12111 0.646 0.001
Diastolic blood pressure 76£9 778 75£9 7848 0.388 0.655
(mmHg)
Total cholesterol (mmol) 4.39 (3.88-5.00) 4.48 (4.06-5.00) 4.40 (4.10-4.79) 4.60 (4.20-5.40) 0.489 0.491
LDL cholesterol (mmol) 227 (1.73-2.82) 2.4 (2.06-3.01) 2.37 (2.08-2.90) 2.62(2.33-3.28) 0346 0.108
HDL cholesterol (mmol) 1.59 (1.38-1.80) 1.40 (1.20-1.80) 1.52 (1.27-1.84) 1.46 (1.28-1.66) 0339 0.854
Triglycerides (mmol) 092 (0.77-1.27) 1.00 (0.67-1.56) 0.81(0.64-1.04) 0.84 (0.70-1.24) 0.202 0.244
Lacunar infarctions (%) 4 2 0 0 0566 0.422
Gerebral microbleeds (%) 28 20 2 3 0.758 0.029
Signs of cerebral small vessel 38 33 36 10 0927 0014
disease (%)

p*-between patient quartiles, p**-between controls and middle patient quartiles. Clinical parameters in participants with type 1 diabetes split into quartiles based on normalized
mid-sagittal callosal area. Control subjects are included and compared against the mid quartiles.
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