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Abstract: In the last decade, increasing evidence has emerged linking alterations in the brain-derived
neurotrophic factor (BDNF) expression with the development of Alzheimer’s disease (AD). Because
of the important role of BDNF in cognition and its association with AD pathogenesis, the aim of this
study was to evaluate the potential difference in plasma BDNF concentrations between subjects with
mild cognitive impairment (MCI; N = 209) and AD patients (N = 295) and to determine the possible
association between BDNF plasma levels and the degree of cognitive decline in these individuals.
The results showed a significantly higher (p < 0.001) concentration of plasma BDNF in subjects with
AD (1.16; 0.13–21.34) compared with individuals with MCI (0.68; 0.02–19.14). The results of the
present study additionally indicated a negative correlation between cognitive functions and BDNF
plasma concentrations, suggesting higher BDNF levels in subjects with more pronounced cognitive
decline. The correlation analysis revealed a significant negative correlation between BDNF plasma
levels and both Mini-Mental State Examination (p < 0.001) and Clock Drawing test (p < 0.001) scores.
In conclusion, the results of our study point towards elevated plasma BDNF levels in AD patients
compared with MCI subjects, which may be due to the body’s attempt to counteract the early and
middle stages of neurodegeneration.

Keywords: Alzheimer’s disease (AD); brain-derived neurotrophic factor (BDNF); Clock Drawing
test (CDT); mild cognitive impairment (MCI); Mini-Mental State Examination (MMSE)

1. Introduction

Alzheimer’s disease (AD) is the most common type of dementia affecting over
20 million people worldwide [1]. This progressive neurodegenerative disease is asso-
ciated with cognitive decline and impairment in memory, leading to total dependence on
basic daily functions and early death. The pathological changes characteristic of AD include
extracellular accumulation of amyloid β (Aβ) oligomers and the presence of intracellular
neurofibrillary tangles composed of hyperphosphorylated tau proteins [2]. In addition to
Aβ and tau pathology, AD patients exhibit neuronal loss in the cortical and subcortical
regions, synaptic abnormalities, cognitive decline and memory loss as the disease pro-
gresses [3]. The exact cause of AD still remains unknown, but there are certain risk factors
that contribute to the development of the disease. Potential risk factors for AD include
aging, genetic predisposition, sex, cardiovascular factors, lifestyle, stress, head trauma,

Biomolecules 2023, 13, 570. https://doi.org/10.3390/biom13030570 https://www.mdpi.com/journal/biomolecules

https://doi.org/10.3390/biom13030570
https://doi.org/10.3390/biom13030570
https://creativecommons.org/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://www.mdpi.com/journal/biomolecules
https://www.mdpi.com
https://orcid.org/0000-0002-3113-0778
https://orcid.org/0000-0002-0787-9340
https://orcid.org/0000-0002-9125-406X
https://orcid.org/0000-0003-4552-0547
https://orcid.org/0000-0001-6200-2405
https://doi.org/10.3390/biom13030570
https://www.mdpi.com/journal/biomolecules
https://www.mdpi.com/article/10.3390/biom13030570?type=check_update&version=1


Biomolecules 2023, 13, 570 2 of 14

inflammatory processes, diabetes, depression, environmental factors and the presence of
mild cognitive impairment (MCI) [4–8]. MCI is considered a transitional state between
normal aging and the earliest clinical features of dementia due to its association with the
increased risk of AD [9,10].

In the last decade, increasing evidence has emerged linking alterations in neurotrophic
expression, in particular in the brain-derived neurotrophic factor (BDNF), with the de-
velopment of AD [11,12]. BDNF belongs to the family of neurotrophic proteins, and it
is important for the normal development of the central and peripheral nervous systems
and plays a prominent role in the development, survival and function of neurons [13]. It
modulates neurotransmission, promotes synaptic growth and regulates synaptic plastic-
ity [14]. BDNF is expressed throughout the brain, especially in the cerebral cortex and
hippocampus, regions that are essential for memory, learning and cognitive function [15].
Reduced expression of BDNF has been associated with Aβ accumulation, tau phosphoryla-
tion, neuronal apoptosis and neuroinflammation [16], which further supports the potential
of BDNF as a diagnostic biomarker and therapeutic target for AD.

Alteration in BDNF signaling pathways and changes in its concentration affect memory
and cognition performance in various age-related cognitive disorders, such as AD and
MCI [17]. It has been suggested that BDNF levels vary with disease severity, with higher
levels associated with MCI and early stages of AD and lower levels reported in patients
with severe AD symptoms [18–21]. The studies investigating the association between
peripheral BDNF levels and AD diagnosis reported conflicting results. While some of the
studies reported decreased peripheral levels of BDNF in AD and MCI patients compared
with healthy controls [15,22], other studies reported increased levels of BDNF in AD [19,23].
Either way, it is evident that BDNF is a critical factor in memory and learning processes and
an important player in the processes that lead to the development of neurodegenerative
diseases, such as AD.

In order to further elucidate the role of BDNF in MCI and AD, the aim of this study was
to compare BDNF plasma levels between these two subject groups. This study also aimed to
investigate the association between cognitive decline and plasma BDNF concentrations in
patients diagnosed with AD and MCI and to assess if plasma BDNF concentrations might be
used as a biomarker of cognitive decline. We hypothesized that cognitive performance and
plasma BDNF concentrations would be altered in AD subjects compared with individuals
diagnosed with MCI. The results of this study could lead to a better understanding of the
role of BDNF in AD and strengthen the concept of BDNF as a potential diagnostic and
prognostic AD biomarker in clinical practice.

2. Materials and Methods
2.1. Participants

A total of 504 participants were included in the study, 295 with AD diagnosis (40.9%
male) and 209 diagnosed with MCI (40.7% male). The subjects were recruited at the Uni-
versity Hospital Center Zagreb (Zagreb, Croatia) and the University Psychiatric Hospital
Vrapče (Zagreb, Croatia).

The diagnosis of AD was based on DSM-5 [24] criteria and the criteria of the National
Institute of Neurological and Communication Disorders and Stroke, which is part of the
American National Institute of Health (NINCDS-ADRDA; National Institute of Neuro-
logical and Communicative Disorders and Stroke and Alzheimer’s Disease and Related
Disorders Association) [25]. MCI was diagnosed using the criteria defined by Petersen
et al. [26] and Albert and colleagues [9]. The average age of onset for AD patients was
66.8 ± 9.9 years, and for subjects diagnosed with MCI, 63.0 ± 10.6 years. The duration
of the disease was, on average, 2.5 ± 1.8 years for AD subjects and 2.1 ± 1.5 years for
individuals with MCI. The cognitive abilities of all participants were evaluated using the
Mini-Mental State Examination (MMSE) [27,28] and the Clock Drawing test (CDT) [29,30].

All participants included in the study were in- and out-patients who have under-
gone neurological examination, thyroid function examination and serologic tests for Lyme
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disease and syphilis. The levels of vitamin B12 and B9 were also determined for the partici-
pants included in the study. The exclusion criteria for both groups of subjects were alcohol
dependence or heavy alcohol use in order to exclude alcohol-induced cognitive deficits.
The subjects were not related to each other and had not been previously prescribed any
antidementia medication. Subjects diagnosed with vascular or mixed dementia, tumors
or inflammatory diseases of the central nervous system, brain trauma, systemic metabolic
diseases and other psychiatric or neurological diseases (e.g., Huntington’s disease, Fron-
totemporal dementia) were excluded from the study.

This study was carried out in line with the Helsinki Declaration [31], and it was ap-
proved by the Ethical Committee of the Clinical Hospital Center Zagreb, Croatia (case
no. 02/21 AG, class 8.1-18/82-2 from 24 April 2018) and by the Ethics Committee of
the University Psychiatric Hospital Vrapče, Zagreb, Croatia (approval code 23-605/3-18;
23 March 2018). Study procedures were explained in detail to the patients and their caregivers.
All participants have signed informed consent prior to participating in the study.

2.2. Blood Sample Collection

Blood samples (8.5 mL) were collected after an overnight fast, in the morning hours
between 7.00 AM and 9.00 AM during the routine laboratory examination, in yellow-top
BD Vacutainer™ tubes (Becton, Dickinson and Company, Franklin Lakes, NJ, USA) with
1.5 mL of acid citrate dextrose anticoagulant. Plasma was separated from the whole blood
samples by centrifugation (3 min at 1100× g, followed by 15 min at 5030× g). Plasma
samples were stored at −20 ◦C until further analysis.

2.3. Measurement of Plasma BDNF Concentration

The concentration of BDNF in plasma was determined with a commercial enzyme-
linked immunosorbent assay (ELISA) according to the manufacturer’s instructions (Quan-
tikine ELISA, R&D Systems, Minneapolis, MN, USA). All samples were measured in
duplicates and diluted 1:2 with a dilutant provided by the manufacturer. Plasma samples
and standards of appropriate concentration were added into 96-well plates pre-coated with
the monoclonal antibody specific for human BDNF. The plates were incubated at room
temperature for 2 h. A monoclonal antibody, which is specific for human BDNF and conju-
gated to horseradish peroxidase, was added to each well. The plates were again incubated
at room temperature for 1 h. Following the incubation, plates were washed 3 times with
washing buffer in order to remove any unbound antibody–enzyme reagent. After adding
the substrate solution, the plates were incubated at room temperature for 30 min, protected
from light. The reaction was stopped by adding 2 N sulfuric acid. The absorbance of each
sample, standards and blanks was measured using a microplate reader set to 450 nm with
wavelength correction set to 570 nm. The intra- and inter-assay coefficients of variations
were less than 10%. The concentrations of samples in each plate were calculated based on a
standard curve.

2.4. Statistical Analysis

The results were evaluated with Sigma Stat 3.5 (Jandel Scientific Corp., San Jose, CA,
USA). The Kolmogorov–Smirnov test was used to assess the normality of data distribution
for all the variables included in the study (BDNF plasma concentration, demographic and
clinical variables). Due to the deviation from a normal distribution, non-parametric tests
were applied for all the statistical analyses, and the results were expressed as median and
range (minimum–maximum). The Mann–Whitney U test was used to compare two groups
of subjects, and the Kruskal–Wallis ANOVA, by ranks with Dunn’s multiple comparisons
test for post hoc comparisons, was used to compare subjects after dividing them into
categories according to MMSE scores. Correlations between BDNF plasma concentrations
and demographic and clinical parameters were performed using Spearman’s correlation
coefficient. All tests were two-tailed, and α was set at 0.05.
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G*Power version 3.1.9.4. software [32] was used to calculate the needed sample size
and statistical power. With expected effect size = 0.30, statistical power = 0.80 and α error
probability = 0.05, the required sample size was n = 384 for the Mann–Whitney U test,
n = 128 for Kruskal–Wallis ANOVA and n = 370 for correlation analyses. Because the study
included 504 participants, it had the needed sample size to detect differences between
subject groups.

3. Results
3.1. Participants

The study included 504 subjects (40.8% male) who were divided into subjects with AD
(n = 295) and subjects with MCI (n = 209). These two groups have a similar proportion of
male and female participants (χ2 = 0.00; df = 1; p = 0.958). Other demographic and clinical
characteristics of the participants are shown in Table 1. Due to the deviation of all examined
demographic and clinical parameters from a normal distribution, non-parametric statistical
tests were used to compare the data between subject groups (Table 1).

Table 1. Demographic and clinical characteristics of individuals diagnosed with MCI and AD patients.
All data are presented as median (range).

Participants Mann–Whitney U Test

MCI AD U p

Age (years) 71.0
(41.0–88.0)

77.5
(49–94) 32,536.5 <0.001

BMI (kg/m2)
22.0

(18.4–32.4)
23.4

(18.5–31.9) 6935.5 0.354

Waist circumference
(cm)

86.0
(71.0–101.0)

86.0
(72.0–99.0) 6459.0 0.986

Total cholesterol
(mmol/L)

5.4
(3.2–8.8)

5.7
(3.2–8.8) 6759.0 0.566

HDL-cholesterol
(mmol/L)

1.3
(0.7–3.0)

1.3
(0.7–3.0) 6397.0 0.888

LDL-cholesterol
(mmol/L)

3.1
(0.8–5.6)

3.3
(0.8–5.8) 7016.0 0.278

Triglycerides 1.8
(0.7–6.7)

1.8
(0.7–6.7) 6756.0 0.569

Blood glucose
(mmol/L)

5.5
(4.4–11.8)

5.6
(4.7–11.8) 7191.5 0.153

MMSE score 27.0
(21.0–30.0)

16.5
(0.0–27.0) 1535.5 <0.001

CDT score 5.0
(0.0–5.0)

1.0
(0.0–5.0) 7129.0 <0.001

AD, Alzheimer’s disease; CDT, Clock Drawing test; HDL, high-density lipoproteins; BMI, body mass index;
LDL, low-density lipoproteins; MCI, mild cognitive impairment; MMSE, Mini-Mental State Examination; and N,
number of participants.

Two groups of subjects significantly differ (Table 1) in age (p < 0.001) and cogni-
tive abilities assessed with MMSE (p < 0.001) and CDT (p < 0.001). Namely, patients
with AD are significantly older and have significantly lower MMSE and CDT scores
than subjects with MCI. Subjects have similar BMIs (p = 0.354), waist circumferences
(p = 0.986), total cholesterol levels (p = 0.566), HDL- (p = 0.888) and LDL-cholesterol
(p = 0.278) concentrations, triglycerides (p = 0.569) and blood glucose levels (p = 0.153).

3.2. Plasma BDNF Concentration in MCI Subjects and AD Patients

Plasma BDNF concentrations did not fit a normal distribution; therefore, non-parametric
statistical methods were used for analysis that included data on BDNF plasma concentrations.

Due to the potential influence of demographic and clinical characteristics on plasma
BDNF concentrations, the correlation between BDNF plasma concentrations and specific
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demographic and clinical parameters was assessed in both groups of subjects using Spear-
man’s correlation coefficient (Table 2). The results show no significant correlations between
plasma BDNF levels and demographic and clinical parameters in subjects with MCI and
patients diagnosed with AD (Table 2).

Table 2. Correlation of plasma BDNF concentrations with demographic and clinical characteristics of
subjects diagnosed with MCI or AD.

Characteristics
MCI AD

rs p rs p

Age (years) −0.135 0.057 0.126 0.057
BMI (kg/m2) 0.011 0.891 0.055 0.618

Waist circumference (cm) 0.009 0.910 0.071 0.523
Total cholesterol (mmol/l) −0.037 0.646 −0.151 0.170
HDL-cholesterol (mmol/l) −0.083 0.308 −0.092 0.406
LDL-cholesterol (mmol/l) −0.040 0.624 −0.088 0.427

Triglycerides 0.024 0.764 0.021 0.850
Blood glucose (mmol/l) −0.024 0.765 0.204 0.063

AD, Alzheimer’s disease; HDL, high-density lipoproteins; BMI, body mass index; LDL, low-density lipoproteins;
MCI, mild cognitive impairment; and rs, Spearman’s rank correlation coefficient.

The comparison of BDNF plasma concentration between male and female subjects
reveals no significant difference in BDNF plasma levels between male and female subjects
with MCI (U = 5598.0; p = 0.445) and between male and female patients with AD (U = 917.0;
p = 0.218).

Due to these results, there was no need to include age, sex, BMI, waist circumference,
total cholesterol, HDL-cholesterol, LDL-cholesterol, triglycerides and fasting glucose values
in further analyses.

The level of plasma BDNF was compared between subjects with MCI and patients with
AD to explore the possible association of BDNF plasma concentration with the diagnosis of
AD (Figure 1). The results reveal significantly higher (U = 40,449.0; p < 0.001) concentrations
of plasma BDNF in subjects with AD (1.16; 0.13–21.34) compared with individuals with
MCI (0.68; 0.02–19.14).
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Alzheimer’s disease; BDNF, brain-derived neurotrophic factor; and MCI, mild cognitive impairment.
* p < 0.001 vs. MCI.
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3.3. Plasma BDNF Concentrations and Cognitive Decline

In order to assess the association of plasma BDNF concentrations and cognitive decline
in subjects with MCI and patients diagnosed with AD, Spearman’s correlation coefficient
was used. The correlation analysis reveals a significant (although weak) negative correlation
between BDNF plasma levels and both MMSE (rs = −0.219; p < 0.001) and CDT (rs = −0.204;
p < 0.001) scores in our combined sample that consisted of 504 subjects diagnosed with
MCI or AD.

In order to confirm this negative association, we additionally divided all subjects
(both patients with AD and subjects with MCI) into categories according to the MMSE
and CDT scores. According to the MMSE scores, subjects were subdivided into those with
normal cognition (with 25–30 MMSE scores; N = 185), those with mild dementia (with
21–24 MMSE scores; N = 133), those with moderate dementia (with 10–20 MMSE scores;
N = 174) and those with severe dementia (with 0–9 MMSE scores; N = 12). Significantly
higher (H = 19,217.0; p < 0.001) plasma BDNF concentrations are detected in subjects with
moderate (p < 0.001; Dunn’s post hoc test) and mild (p = 0.023; Dunn’s post hoc test)
dementia compared with subjects with normal cognition (Figure 2). In the case of subjects
with severe dementia, a similar trend is observed (i.e., higher BDNF levels vs. subjects with
MMSE ≥ 25), but the increase in BDNF plasma concentrations is not statistically significant
(p = 0.056; Dunn’s post hoc test).
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Figure 2. BDNF plasma concentrations in all subjects subdivided into those with normal cogni-
tion (MMSE ≥ 25), those with mild dementia (21 ≤ MMSE ≤ 24), those with moderate dementia
(10 ≤ MMSE ≤ 20) and those with severe dementia (MMSE ≤ 9). BDNF, brain-derived neurotrophic
factor; and MMSE, Mini-Mental State Examination. * p ≤ 0.050 vs. MMSE ≥ 25.

According to the CDT scores, combined groups of all subjects were subdivided into
two groups, those with normal cognition (with 5 CDT scores; N = 250) and those with
cognitive disturbances (with 0–4 CDT scores; N = 254). Plasma BDNF concentration
significantly differed (U = 14,534.0; p = 0.010) due to the significantly higher levels of
plasma BDNF levels in subjects with cognitive disturbances compared with subjects with
normal cognition (Figure 3).
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Figure 3. BDNF plasma concentrations in subjects subdivided into those with normal cognition
(CDT = 5) and those with cognitive disturbances (CDT ≤ 4). BDNF, brain-derived neurotrophic factor;
and CDT, Clock Drawing test. * p < 0.001 vs. CDT = 5.

4. Discussion

The main findings of this study are (1) increased plasma BDNF concentrations in AD
patients compared with MCI subjects; (2) a negative correlation between cognitive decline
and plasma BDNF concentrations; and (3) higher BDNF concentrations in subjects with
mild and moderate cognitive decline compared with subjects with normal cognition.

The increasing number of people with advanced AD represents a significant emotional
and financial burden on the global population, making early detection of preclinical AD
critical to the success of prevention and treatment strategies. Biomarkers, which are
measurable characteristics and objective indicators of normal and pathogenic processes, as
well as markers of treatment effectiveness [33], play a vital role in this attempt. The search
for peripheral biomarkers for AD is based on the idea that the changes visible in the CNS
can also be detected in the peripheral tissues [34]. Because of the important role of BDNF in
cognition and its association with AD pathogenesis, the aim of this study was to evaluate
the potential difference in plasma BDNF concentrations between subjects with MCI and
AD patients and to determine the possible association between BDNF plasma levels and
the degree of cognitive decline in these individuals.

Studies have shown that BDNF can cross the blood–brain barrier [35–37], and a posi-
tive correlation between peripheral BDNF levels and cortical regions in animals has been
confirmed [38]. Platelets are one of the major sources of BDNF in the periphery, with the
ability to bind, store and release BDNF for repair [39], suggesting that an increase in BDNF
levels may occur due to damage or injury. Serum BDNF levels are influenced by the amount
of BDNF stored in platelets, whereas plasma BDNF levels reflect the current state of the or-
ganism and the amount of bioactive protein available [39]. Therefore, BDNF concentration
in plasma is a more objective indicator of an organism’s condition than its concentration in
serum. Some authors even suggested that the increased serum BDNF concentration may be
related to the inflammatory process visible in patients with AD [19]. In this study, BDNF
concentrations in plasma were used instead of serum to avoid the possible influence of
BDNF released by platelets [39] and immune cells [40]. Studies have suggested that plasma
BDNF levels may be affected by age [41,42]. In cases where differences in peripheral BDNF
levels have been observed between males and females, these changes are thought to be
related to estrogen secretion [41,43,44]. Estrogens may be involved in the regulation of
BDNF expression, and there is also an overlap in the action of these two molecules [45,46].
BDNF concentration is thought to fluctuate less later in life, and the influence of estrogen
on BDNF concentration is lost in older women. In our study, we examined the correlation
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between plasma BDNF concentrations and certain demographic and clinical characteristics
to rule out their possible influence on plasma BDNF concentrations. We found no correla-
tion with any of the examined variables, including age. Additionally, we did not detect any
difference in plasma BDNF concentrations between male and female subjects.

The determination of plasma BDNF concentrations as a blood-based biomarker has
attracted considerable attention over the past decade. Research focusing on the relationship
between peripheral BDNF concentration and AD has yielded mixed results, with some
studies reporting decreased levels in AD patients [4–20,20–53] and others finding no differ-
ence in BDNF concentrations [54] or even increased concentrations [19,50–55]. Our results
suggest significantly increased plasma BDNF concentration in AD subjects compared with
individuals diagnosed with MCI. We have observed a similar trend in our previous study,
which focused on the difference in plasma BDNF concentrations between veterans with
combat-related post-traumatic stress disorder (PTSD) and healthy controls [56]. In that
study, we found an interesting trend toward higher concentrations of plasma BDNF in AD
patients compared with the MCI group [56], which prompted us to study in more detail
the alterations of plasma BDNF levels in individuals with AD compared to subjects with
MCI and to further investigate the association of BDNF concentrations with the level of
cognitive impairment in these subjects. In order to confirm that, in this study, we have
found the same trend that we saw in the previous study [56], and to eliminate potential
differences between the groups of subjects with AD or MCI included in these two studies,
we made additional comparisons between the mentioned subjects. Comparing plasma
BDNF concentrations between subjects diagnosed with MCI from both studies revealed
no significant difference (U = 5327.00; p = 0.364) in plasma BDNF levels between the MCI
group from our previous study (0.68; 0.02–19.14) and a larger group of MCI subjects (0.80;
0.14–13.04) in the present study. Comparison between AD subjects from our previous
study (1.16; 0.13–21.34) and a much larger group of AD patients from the current study
(1.07; 0.17–17.59) also revealed no significant difference in BDNF plasma concentration
(U = 10,502.00; p = 0.396). However, the trend of reduced BDNF plasma concentration
in subjects with AD diagnosis, compared to individuals with MCI, was confirmed by
comparing the smaller group of MCI subjects from the previous study by Domitrovic
Spudic et al. [56] and the AD group from the present study (U = 5468.00; p = 0.020),
and by comparing AD subjects from our former study with MCI group in this study
(U = 10,155.00; p < 0.001). These results further strengthen our hypothesis and confirm a
similar trend in both studies. The comparison between the two cohorts (results from the pre-
vious study by Domitrovic Spudic et al. [56] and the current study) is presented in Supple-
mentary Materials (Figure S1). As expected, all four groups of subjects significantly differed
(H = 71.84; df = 4; p ≤ 0.001) in plasma BDNF concentration from BDNF values in healthy
control subjects (1.74; 0.15–20.33) that were included in our former study (Supplementary
Materials, Figure S1). The comparison showed significantly higher levels of plasma BDNF
in healthy subjects compared with all other participants. However, we have to point out
that the healthy control subjects in our former study [56] were age-matched to PTSD pa-
tients and were, therefore, much younger than both MCI and AD groups. As mentioned,
the results confirmed significantly higher concentrations of BDNF in the plasma samples of
subjects diagnosed with AD (both cohorts) compared with subjects diagnosed with MCI
(Supplementary Materials, Figure S1). Lack of significant difference in plasma BDNF levels
between AD patients and MCI subjects in the first cohort is probably due to a smaller
sample size of subject groups that were included in our previous study [56]. In contrast, the
present study included much larger groups of subjects with MCI and AD, without healthy
controls, and age was not significantly correlated with plasma BDNF concentrations.

In disagreement with our previous data [56], the results of the present study revealed
a significant negative correlation between cognitive functions and BDNF plasma concentra-
tion, suggesting higher BDNF levels in subjects with more pronounced cognitive decline.
Discrepancies between present and previous [56] results might be due to the inclusion
of diagnostic categories (PTSD, healthy groups in our previous study [56]) and the lack
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of inclusion of the older healthy group with normal cognition in the present study. The
present study included only cognitively more- or less-impaired subjects. Other studies on
the role of BDNF in the development of cognitive symptoms in dementia have yielded
conflicting results [56–60]. Previous studies observed a positive association between BDNF
blood levels and cognitive performance in healthy elder subjects and AD patients [43,61].
Siuda and colleagues demonstrated a significant correlation between BDNF serum levels
and cognitive impairment, where lower levels were observed in AD subjects [53]. In con-
trast, other studies reported no association between BDNF serum levels and MMSE scores
in AD patients [19,22,47,62]. These discrepancies could be explained by the differences
in diagnostic criteria, patient recruitment and stages of diseases [19]. Meta-analysis has
shown that peripheral BDNF levels gradually decrease with increasing cognitive impair-
ment [63] and are only detectable in late-stage disease [15]. It has been reported that a
decrease in cerebrospinal fluid BDNF levels may be associated with cognitive decline in
healthy individuals [60]. Regarding serum BDNF concentrations, some results confirm
a link between BDNF and better cognitive performance in healthy individuals [63], and
others do not corroborate this association [57]. A study by Shimada et al. [64] suggested
an association between lower serum BDNF concentration, diagnosis of MCI and poor
cognitive ability in the elderly. As for the plasma BDNF, there are data that do not support
its role in the development of cognitive symptoms [58], and other findings report an associ-
ation between cognitive function and BDNF in subjects after adjusting for the influence
of multiple cofactors [43]. Our results showed that plasma BDNF levels were increased
in AD patients compared with subjects with MCI. A negative correlation between plasma
BDNF concentrations and psychometric test scores (MMSE and CDT) was detected when
the relationship between plasma BDNF concentrations and cognitive decline was examined
in all subjects (i.e., a combined group with AD and MCI). All subjects were categorized
according to MMSE (normal cognition, mild, moderate, and severe dementia) and CDT
(normal cognition and cognitive disturbances) scores to confirm this negative correlation.
When looking at MMSE scores, BDNF plasma concentrations were significantly higher
in subjects with mild and moderate dementia than in subjects with normal cognition. A
similar trend was observed in subjects with severe dementia, in whom BDNF plasma
concentrations were increased compared with subjects with normal cognition, but this
result was not statistically significant. Similarly, the results, which rely on CDT scores
for the assessment of the level of cognitive impairment, also demonstrated a significant
difference in BDNF plasma concentrations between subjects with normal cognition and
individuals with cognitive disturbances, with plasma BDNF concentration being higher in
subjects with cognitive impairment. In contrast to most studies that used only the MMSE
test to assess cognitive impairment, our study has combined the MMSE and CDT. The CDT
is commonly used to measure cognitive impairment in patients with dementia. Given the
limitations of each psychometric test used to assess dementia, a combination of different
psychometric tests was recommended in order to improve the detection of individuals
with MCI and the early stage [65,66]. Consistent with our findings, a similar pattern of
BDNF alterations has been observed in the early stages of AD, characterized by a decrease
in BDNF levels, followed by an increase [20,67]. Other studies have shown a gradual
increase of BDNF levels associated with severity of cognitive impairment [68,69]. This
trend was also supported by the results of Laske et al. [18], Angelucci et al. [19] and Faria
and colleagues [55]. The observed results could be the consequence of a compensatory
repair mechanisms underlying the upregulation of BDNF expression, as an attempt to
compensate for the negative effects of the disease on neuronal degeneration and increased
accumulation of Aβ in the CNS [18]. Kim and colleagues reported that peripheral BDNF
levels in AD patients initially increase in the early stages of the disease compared with
healthy, age- and sex-matched controls, and then decrease in patients with moderate or
severe AD [21]. The initial increase in peripheral BDNF levels in the early stages of AD may
be due to compensatory repair mechanisms, and, as the disease progresses and becomes
more severe (indicated by a low MMSE and CDT scores), these compensatory mechanisms
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may begin to fail, leading to a decrease in peripheral BDNF levels. In addition to its function
as a potential repair mechanism for the early and late stages of neurodegeneration, the
increase in BDNF may also have a neuroprotective effect through its involvement in Aβ

degradation [19]. In support of this hypothesis, some studies have shown that BDNF can
promote Aβ degradation by enhancing the expression of somatostatin [70,71]. Furthermore,
BDNF may deactivate glycogen synthase kinase-3 beta (GSK3β) [72], which plays a role
in the abnormal phosphorylation of tau protein [73]. Another possible explanation for
this accumulation could be a disruption of axonal transport or utilization of BDNF in the
CNS, leading to increased levels of BDNF in the bloodstream [19]. The results of our study
show that AD patients have elevated plasma BDNF concentration compared with MCI
subjects, which may be due to the body’s attempt to counteract the early and middle stages
of neurodegeneration. Numerous research studies have reported that peripheral BDNF
concentrations can be a valuable indicator for diagnosing, predicting disease progression
and monitoring the effectiveness of AD treatment. However, the results of different studies,
regarding the peripheral BDNF concentration in AD patients, are highly variable [63,74–77].
In addition, clinical studies imply that BDNF can serve as both a biomarker and thera-
peutic target in AD, and there are propositions for using composite biomarkers, such as
dual-specificity tyrosine phosphorylation-regulated kinase 1A (DYRK1A), homocysteine
and BDNF, to facilitate the early diagnosis of AD [78].

The main limitations of this study are its cross-sectional design and the fact that we
were not able to include a healthy control group that would be age-matched with older
subjects diagnosed with AD or MCI.

The strengths of the study are the adequate sample size (n = 504) and the needed
statistical power, along with the inclusion of ethnically homogenous groups. An addi-
tional advantage of the study is that BDNF plasma concentrations were determined by
investigators who were blind to the diagnoses of subjects and by using R&D System-
Quantikine BDNF ELISA assays, which were reported to be specific for mature human
mature BDNF [78,79].

In conclusion, this study found elevated plasma BDNF concentrations in AD patients
compared with MCI subjects and a negative correlation between cognitive falls and plasma
BDNF levels. Higher BDNF concentration in subjects with more severe cognitive decline in
the combined group of subjects with AD and MCI might suggest a possible compensatory
repair mechanism causing the upregulation of BDNF expression in order to counteract the
highest burden of AD pathology.

Supplementary Materials: The following supporting information can be downloaded at: https://
www.mdpi.com/article/10.3390/biom13030570/s1, Figure S1: Comparison of the results (Kruskal-
Wallis ANOVA by ranks), concerning BDNF plasma concentration in MCI subjects and patients
diagnosed with AD, between current study (cohort 2) and previous study by Domitrovic Sudic and
colleagues [56] (cohort 1).
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Lewin-Kowalik, J.; Rudzińska-Bar, M. Cognitive impairment and BDNF serum levels. Neurol. Neurochir. Pol. 2017, 51, 24–32.
[CrossRef] [PubMed]

54. O’Bryant, S.E.; Hobson, V.L.; Hall, J.R.; Barber, R.C.; Zhang, S.; Johnson, L.; Diaz-Arrastia, R. Serum Brain-Derived Neurotrophic
Factor Levels Are Specifically Associated with Memory Performance among Alzheimer’s Disease Cases. Dement. Geriatr. Cogn.
Disord. 2011, 31, 31–36. [CrossRef] [PubMed]

55. Faria, M.C.; Gonçalves, G.S.; Rocha, N.P.; Moraes, E.N.; Bicalho, M.A.; Gualberto Cintra, M.T.; Jardim de Paula, J.; José Ravic de
Miranda, L.F.; Clayton de Souza Ferreira, A.; Teixeira, A.L.; et al. Increased plasma levels of BDNF and inflammatory markers in
Alzheimer’s disease. J. Psychiatr. Res. 2014, 53, 166–172. [CrossRef] [PubMed]

56. Domitrovic Spudic, S.; Nikolac Perkovic, M.; Uzun, S.; Nedic Erjavec, G.; Kozumplik, O.; Svob Strac, D.; Mimica, N.; Pivac, N.
Reduced plasma BDNF concentration and cognitive decline in veterans with PTSD. Psychiatry Res. 2022, 316, 114772. [CrossRef]
[PubMed]

57. Nettiksimmons, J.; Simonsick, E.M.; Harris, T.; Satterfield, S.; Rosano, C.; Yaffe, K. The Associations between Serum Brain-Derived
Neurotrophic Factor, Potential Confounders, and Cognitive Decline: A Longitudinal Study. PLoS ONE 2014, 9, e91339. [CrossRef]

58. Driscoll, I.; Martin, B.; An, Y.; Maudsley, S.; Ferrucci, L.; Mattson, M.P.; Resnick, S.M. Plasma BDNF Is Associated with Age-Related
White Matter Atrophy but Not with Cognitive Function in Older, Non-Demented Adults. PLoS ONE 2012, 7, e35217. [CrossRef]

59. Laske, C.; Stellos, K.; Hoffmann, N.; Stransky, E.; Straten, G.; Eschweiler, G.W.; Leyhe, T. Higher BDNF serum levels predict
slower cognitive decline in Alzheimer’s disease patients. Int. J. Neuropsychopharmacol. 2011, 14, 399–404. [CrossRef]

60. Li, G.; Peskind, E.R.; Millard, S.P.; Chi, P.; Sokal, I.; Yu, C.E.; Bekris, L.M.; Raskind, M.A.; Galasko, D.R.; Montine, T.J. Cerebrospinal
fluid concentration of brain-derived neurotrophic factor and cognitive function in non-demented subjects. PLoS ONE 2009,
4, e5424. [CrossRef]

61. Gunstad, J.; Benitez, A.; Smith, J.; Glickman, E.; Spitznagel, M.B.; Alexander, T.; Juvancic-Heltzel, J.; Murray, L. Serum Brain-
Derived Neurotrophic Factor Is Associated With Cognitive Function in Healthy Older Adults. J. Geriatr. Psychiatry Neurol. 2008,
21, 166–170. [CrossRef]

62. O’Bryant, S.E.; Hobson, V.; Hall, J.R.; Waring, S.C.; Chan, W.; Massman, P.; Lacritz, L.; Cullum, C.M.; Diaz-Arrastia, R. Brain-
derived neurotrophic factor levels in Alzheimer’s disease. J. Alzheimer’s Dis. 2009, 17, 337–341. [CrossRef]

63. Xie, B.; Zhou, H.; Liu, W.; Yu, W.; Liu, Z.; Jiang, L.; Zhang, R.; Cui, D.; Shi, Z.; Xu, S. Evaluation of the diagnostic value of
peripheral BDNF levels for Alzheimer’s disease and mild cognitive impairment: Results of a meta-analysis. Int. J. Neurosci. 2020,
130, 218–230. [CrossRef]

64. Shimada, H.; Makizako, H.; Doi, T.; Yoshida, D.; Tsutsumimoto, K.; Anan, Y.; Uemura, K.; Lee, S.; Park, H.; Suzuki, T. A Large,
Cross-Sectional Observational Study of Serum BDNF, Cognitive Function, and Mild Cognitive Impairment in the Elderly. Front.
Aging Neurosci. 2014, 6, 69. [CrossRef] [PubMed]

65. Aprahamian, I.; Martinelli, J.E.; Neri, A.L.; Yassuda, M.S. The accuracy of the Clock Drawing Test compared to that of standard
screening tests for Alzheimer’s disease: Results from a study of Brazilian elderly with heterogeneous educational backgrounds.
Int. Psychogeriatr. 2010, 22, 64–71. [CrossRef] [PubMed]

66. Cacho, J.; Benito-León, J.; García-García, R.; Fernández-Calvo, B.; Vicente-Villardón, J.L.; Mitchell, A.J. Does the Combination
of the MMSE and Clock Drawing Test (Mini-Clock) Improve the Detection of Mild Alzheimer’s Disease and Mild Cognitive
Impairment? J. Alzheimer’s Dis. 2010, 22, 889–896. [CrossRef] [PubMed]

67. Woolley, J.D.; Strobl, E.V.; Shelly, W.B.; Karydas, A.M.; Robin Ketelle, R.N.; Wolkowitz, O.M.; Miller, B.L.; Rankin, K.P. BDNF
serum concentrations show no relationship with diagnostic group or medication status in neurodegenerative disease. Curr.
Alzheimer Res. 2012, 9, 815–821. [CrossRef]

68. Lee, S.J.; Baek, J.-H.; Kim, Y.-H. Brain-derived Neurotrophic Factor Is Associated with Cognitive Impairment in Elderly Korean
Individuals. Clin. Psychopharmacol. Neurosci. 2015, 13, 283–287. [CrossRef] [PubMed]

69. Sonali, N.; Tripathi, M.; Sagar, R.; Vivekanandhan, S. Val66Met polymorphism and BDNF levels in Alzheimer’s disease patients
in North Indian population. Int. J. Neurosci. 2013, 123, 409–416. [CrossRef] [PubMed]

70. Marmigère, F.; Choby, C.; Rage, F.; Richard, S.; Tapia-Arancibia, L. Rapid Stimulatory Effects of Brain-Derived Neurotrophic
Factor and Neurotrophin-3 on Somatostatin Release and Intracellular Calcium Rise in Primary Hypothalamic Cell Cultures.
Neuroendocrinology 2001, 74, 43–54. [CrossRef]

71. Villuendas, G.; Sánchez-Franco, F.; Palacios, N.; Fernández, M.; Cacicedo, L. Involvement of VIP on BDNF-induced somatostatin
gene expression in cultured fetal rat cerebral cortical cells. Mol. Brain Res. 2001, 94, 59–66. [CrossRef]

http://doi.org/10.1016/j.pnpbp.2013.12.001
http://doi.org/10.1159/000450601
http://doi.org/10.1016/j.pjnns.2016.10.001
http://www.ncbi.nlm.nih.gov/pubmed/28341039
http://doi.org/10.1159/000321980
http://www.ncbi.nlm.nih.gov/pubmed/21135555
http://doi.org/10.1016/j.jpsychires.2014.01.019
http://www.ncbi.nlm.nih.gov/pubmed/24576746
http://doi.org/10.1016/j.psychres.2022.114772
http://www.ncbi.nlm.nih.gov/pubmed/35961151
http://doi.org/10.1371/journal.pone.0091339
http://doi.org/10.1371/journal.pone.0035217
http://doi.org/10.1017/S1461145710001008
http://doi.org/10.1371/journal.pone.0005424
http://doi.org/10.1177/0891988708316860
http://doi.org/10.3233/JAD-2009-1051
http://doi.org/10.1080/00207454.2019.1667794
http://doi.org/10.3389/fnagi.2014.00069
http://www.ncbi.nlm.nih.gov/pubmed/24782766
http://doi.org/10.1017/S1041610209991141
http://www.ncbi.nlm.nih.gov/pubmed/19814841
http://doi.org/10.3233/JAD-2010-101182
http://www.ncbi.nlm.nih.gov/pubmed/20858951
http://doi.org/10.2174/156720512802455395
http://doi.org/10.9758/cpn.2015.13.3.283
http://www.ncbi.nlm.nih.gov/pubmed/26598587
http://doi.org/10.3109/00207454.2012.762515
http://www.ncbi.nlm.nih.gov/pubmed/23270505
http://doi.org/10.1159/000054669
http://doi.org/10.1016/S0169-328X(01)00177-2


Biomolecules 2023, 13, 570 14 of 14

72. Foulstone, E.J.; Tavaré, J.M.; Gunn-Moore, F.J. Sustained phosphorylation and activation of protein kinase B correlates with
brain-derived neurotrophic factor and insulin stimulated survival of cerebellar granule cells. Neurosci. Lett. 1999, 264, 125–128.
[CrossRef]

73. Leroy, K.; Boutajangout, A.; Authelet, M.; Woodgett, J.R.; Anderton, B.H.; Brion, J.P. The active form of glycogen synthase
kinase-3? is associated with granulovacuolar degeneration in neurons in Alzheimer’s disease. Acta Neuropathol. 2002, 103, 91–99.
[CrossRef] [PubMed]

74. Bathina, S.; Das, U.N. Brain-derived neurotrophic factor and its clinical implications. Arch. Med. Sci. 2015, 6, 1164–1178. [CrossRef]
75. Song, J.-H.; Yu, J.-T.; Tan, L. Brain-Derived Neurotrophic Factor in Alzheimer’s Disease: Risk, Mechanisms, and Therapy. Mol.

Neurobiol. 2015, 52, 1477–1493. [CrossRef] [PubMed]
76. Balietti, M.; Giuli, C.; Casoli, T.; Fabbietti, P.; Conti, F. Is Blood Brain-Derived Neurotrophic Factor a Useful Biomarker to Monitor

Mild Cognitive Impairment Patients? Rejuvenation Res. 2020, 23, 411–419. [CrossRef]
77. Mori, Y.; Tsuji, M.; Oguchi, T.; Kasuga, K.; Kimura, A.; Futamura, A.; Sugimoto, A.; Kasai, H.; Kuroda, T.; Yano, S.; et al. Serum

BDNF as a Potential Biomarker of Alzheimer’s Disease: Verification Through Assessment of Serum, Cerebrospinal Fluid, and
Medial Temporal Lobe Atrophy. Front. Neurol. 2021, 12, 653267. [CrossRef] [PubMed]

78. Janel, N.; Alexopoulos, P.; Badel, A.; Lamari, F.; Camproux, A.C.; Lagarde, J.; Simon, S.; Feraudet-Tarisse, C.; Lamourette, P.;
Arbones, M.; et al. Combined assessment of DYRK1A, BDNF and homocysteine levels as diagnostic marker for Alzheimer’s
disease. Transl. Psychiatry 2017, 7, e1154. [CrossRef]

79. Yoshida, T.; Ishikawa, M.; Niitsu, T.; Nakazato, M.; Watanabe, H.; Shiraishi, T.; Shiina, A.; Hashimoto, T.; Kanahara, N.; Hasegawa,
T.; et al. Decreased serum levels of mature brain-derived neurotrophic factor (BDNF), but not its precursor proBDNF, in patients
with major depressive disorder. PLoS ONE 2012, 7, e42676. [CrossRef]

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.

http://doi.org/10.1016/S0304-3940(99)00166-4
http://doi.org/10.1007/s004010100435
http://www.ncbi.nlm.nih.gov/pubmed/11810173
http://doi.org/10.5114/aoms.2015.56342
http://doi.org/10.1007/s12035-014-8958-4
http://www.ncbi.nlm.nih.gov/pubmed/25354497
http://doi.org/10.1089/rej.2020.2307
http://doi.org/10.3389/fneur.2021.653267
http://www.ncbi.nlm.nih.gov/pubmed/33967943
http://doi.org/10.1038/tp.2017.123
http://doi.org/10.1371/journal.pone.0042676

	Introduction 
	Materials and Methods 
	Participants 
	Blood Sample Collection 
	Measurement of Plasma BDNF Concentration 
	Statistical Analysis 

	Results 
	Participants 
	Plasma BDNF Concentration in MCI Subjects and AD Patients 
	Plasma BDNF Concentrations and Cognitive Decline 

	Discussion 
	References

