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Abstract

Study Objectives: Insomnia symptoms are prevalent along the trajectory of Alzheimer’s disease (AD), but the neurobiological under-
pinning of their interaction is poorly understood. Here, we assessed structural and functional brain measures within and between the
default mode network (DMN), salience network, and central executive network (CEN).

Methods: We selected 320 participants from the ADNI database and divided them by their diagnosis: cognitively normal (CN), Mild
Cognitive Impairment (MCI), and AD, with and without self-reported insomnia symptoms. We measured the gray matter volume
(GMV), structural covariance (SC), degrees centrality (DC), and functional connectivity (FC), testing the effect and interaction of insom-
nia symptoms and diagnosis on each index. Subsequently, we performed a within-group linear regression across each network and
ROIL. Finally, we correlated observed abnormalities with changes in cognitive and affective scores.

Results: Insomnia symptoms were associated with FC alterations across all groups. The AD group also demonstrated an interaction
between insomnia and diagnosis. Within-group analyses revealed that in CN and MCI, insomnia symptoms were characterized by
within-network hyperconnectivity, while in AD, within- and between-network hypoconnectivity was ubiquitous. SC and GMV altera-
tions were nonsignificant in the presence of insomnia symptoms, and DC indices only showed network-level alterations in the CEN
of AD individuals. Abnormal FC within and between DMN and CEN hubs was additionally associated with reduced cognitive function
across all groups, and increased depressive symptoms in AD.

Conclusions: We conclude that patients with clinical AD present with a unique pattern of insomnia-related functional alterations,
highlighting the profound interaction between both conditions.

Key words: insomnia; Alzheimer’s disease; mild cognitive impairment; default mode network; salience network; central executive
network.
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Statement of Significance

The study adds to a growing body of evidence suggesting a considerable interaction between Alzheimer’s disease and insomnia
symptoms rooted in functional brain networks, including the Default Mode Network, Salience Network, and Central Executive
Network. It finds that Alzheimer’s disease patients may present with atypical insomnia-related functional alterations, and posits
that these alterations may exacerbate extant cognitive and affective deficits. Consequently, it argues that increased screening for
insomnia is necessary to improve the quality of life for individuals on the Alzheimer’s continuum.

Sleep disturbances are a common catalyst and consequence of
Alzheimer’s disease (AD) pathology. This is of critical importance,
as 40% to 70% of older adults at risk for AD reported chronic
sleep problems [1], and sleep impairments affect at least 24%
of patients with mild to moderate AD and 39% of patients with
severe AD [2, 3]. Animal and human studies demonstrate that in
the prodromal and preclinical stages of AD, sleep disturbances
induce higher beta-amyloid impacts in the brain [4-7], enhance
tau accumulation in the interstitial fluid (ISF) and cerebrospinal
fluid (CSF) [4], increase the risk of clinical diagnosis of AD [8], and
accelerate cognitive decline [2, 8-14]. In the clinical stage, sleep
disturbances may be exacerbated by (tau-driven) deterioration of
brain regions/networks involved in sleep and circadian rhythm
[15], the emergence of abnormal sleep-wake behaviors, and cer-
tain types of medication [13]. Hence, there is bidirectional rein-
forcement between sleep disturbances and AD pathophysiology
[16] that remains to be further disentangled using large-scale
cohorts.

Insomnia symptoms are among the most common causes of
sleep disturbances in young and older adults, affecting around
30%-35% of the population [17, 18]. This high prevalence is due
in part to their comorbidity with neurological and affective dis-
orders [19]. Insomnia symptoms are characterized by perceived
difficulties in falling asleep, maintaining sleep, and early waking

times, not attributable to sleep-disrupting external conditions
and accompanied by subjective daily dysfunctions [20]. Chronic
insomnia disorder (ID), in turn, is characterized by the occurrence
of these symptoms at least thrice a week and for a period of at
least 3 months according to the International Classification of
Sleep Disorders-third Edition (ICSD-3) [21]. Despite the high prev-
alence of both insomnia symptoms and chronic ID in middle-aged
and older participants, the neurobiological correlates of insomnia
remain relatively poorly understood. Multimodal neuroimaging
studies have suggested that insomnia may primarily be a func-
tional brain disorder, that is to say, caused by aberrant connectiv-
ity of certain brain regions/networks [17].

A recent study based on 29 423 participants found that insom-
nia symptoms were associated with increased functional con-
nectivity (FC) within the default mode network (DMN), salience
network (SN), and central executive network (CEN, also known
as the frontoparietal network or FPN), as well as decreased FC
between the DMN and SN, and between the DMN and CEN [22].
These three intrinsic brain networks are primarily involved in
self-referential processing, mind-wandering, rumination (DMN),
detecting emotional components of external and interocep-
tive stimuli, switching between mind-wandering and directed
thought (SN), and working memory, decision-making, and
goal-directed behavior (CEN) [23], and have been studied in the
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context of various neuropsychiatric disorders, including AD
[24-27]. Indeed, the DMN is often an early target of AD-related
pathological changes such as beta-amyloid and tau accumula-
tion, altered glucose metabolism, abnormal FC, and brain atro-
phy [28-31]. Moreover, AD pathogenesis tends to spread along
other connected brain regions and networks [27, 32, 33]. Reduced
SC and FC across the spectrum of DMN, SN, and CEN edges are
considered a common correlate of AD pathogenesis [26, 34-36].
Attenuated FC within the DMN and between the DMN and SN
are especially noteworthy, as these alterations have been identi-
fied as early as amnestic Mild Cognitive Impairment (MCI), before
any significant neurodegeneration has occurred [24, 26, 37, 38]. It
has been suggested that the deterioration of this three-network
system may be a driving factor behind the development of insom-
nia symptoms in many AD individuals due to tau-driven degen-
eration of sleep-regulating neurons [15, 39]. Taken together, the
interrelationship of insomnia and AD may be anchored in the
DMN, SN, and CEN, which warrants further exploration of poten-
tial structural and functional alterations within and between
these three networks. Although it is clear that insomnia and AD
independently affect the internal connectivity and morphology
of these networks, the present study aims to investigate whether
insomnia symptoms modulate the extant functional and struc-
tural impairments along the trajectory of AD, and whether this
modulatory effect could be correlated with specific cognitive and
psycho-affective deficits.

In this preregistered study (https://osf.io/2bju9), we investi-
gated the role of insomnia symptoms on the three network sys-
tems along the trajectory of AD (cognitively normal (CN), patients
with MCI and AD) using the Alzheimer’s Disease Neuroimaging
Initiative (ADNI) database. In particular, we assessed how the
presence of insomnia symptoms correlated with four MRI indi-
ces of connectivity/morphology in the three networks: FC,
degrees centrality (DC), structural covariance (SC), and gray
matter volume (GMV). These indices reflect the degree of func-
tional co-activation between nodes, the degree of involvement in
co-activation pairs of individual nodes, the degree of structural
co-association of nodes reflected by shared alterations in gray
matter, and the changes in the gray matter of individual nodes,
respectively, providing a comprehensive insight into the activity
and integrity of the three networks.

Materials and Methods

Participants

The Alzheimer’s Disease Neuroimaging Initiative (ADNI) is a
collaboration of 63 research sites across the United States and
Canada to collect, validate, and utilize AD data, including MRI
and PET images, genetic assays, CSF and blood biomarkers,
and cognitive assessments [40]. The ADNI database (https://
adniloni.usc.edu) contains more than 2000 individuals subdi-
vided into elderly control, early MCI, late MCI, and clinical AD
groups. The present study uses data from the second and third
phases of the initiative (ADNI-2 and ADNI-3), with collection
dates ranging from 2011 to 2021. For this study, 1646 individ-
uals were selected based on the availability of structural and
functional MRI scans and a neuropsychiatric inventory (NPI)
assessment [41]. We excluded participants for whom there had
been a change in diagnosis within 6 months of the NPI or for
whom the imaging data collection had occurred longer than 6
months from the NPI. We also excluded individuals who had
not performed a mini-mental state exam (MMSE) or geriatric
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depression scale (GDS) test, who obtained a score of 9 or higher
on the GDS (indicating comorbid depression), or who were diag-
nosed with sleep disorders other than insomnia, including rest-
less leg syndrome, obstructive sleep apnea, or narcolepsy. The
eligible participants were grouped into three diagnostic groups
(CN, MCI, and AD). Within these groups, individuals with insom-
nia symptoms (+insomnia) and individuals without (-insom-
nia) were carefully matched using propensity scores taking into
account the individuals’ age, sex, handedness, education, MMSE,
and GDS, yielding a preliminary sample of 177 matched pairs
(n = 354; Figure 1).

Insomnia symptoms

The subsection K (“Sleep”) of the NPI was used to identify whether
participants had experienced insomnia symptoms around the
time their images were taken. Specifically, if “yes” had been
answered to either question K1 (“Does the patient have difficulty
falling asleep”), K2 (“Does the patient get up during the night (do
not count if the patient gets up once or twice per night to go to
the bathroom and falls back asleep immediately)?”), or K6 (“Does
the patient awaken too early in the morning (earlier than was his/
her habit)?”), individuals were considered to suffer from insomnia
symptoms (+insomnia).

Imaging data

MRI acquisition protocols have been described in detail else-
where [40]. For each participant, the 3T T1l-weighted (T1w)
structural MRI and resting state functional MRI (rs-fMRI) were
obtained from the online ADNI database. The native DICOM files
were converted into the BIDS format [42] using a custom script
based on dcm?2niix. BIDS verification was done by the validator
within fMRIPrep [43]. After verification, the raw data was stored
as a Datalad dataset for easy management and version con-
trol [44]. The T1w and rs-fMRI images were preprocessed using
the standard fMRIPrep pipeline, with additional motion correc-
tion performed by ICA-AROMA for functional data [45]. Using
Nilearn as part of a custom script, we subsequently removed
the first four volumes of the rs-fMRI image, detrended and fil-
tered the image (0.01-0.1 Hz bandpass), regressed out the 24
motion parameters obtained from the fMRIPrep confounds,
and smoothed the image at 5 mm FWHM. As a final preproc-
essing step, all anatomical and functional scans were manu-
ally inspected. Participants were excluded if the anatomical or
functional images were revealed to be corrupted (e.g. containing
missing data) during the fMRIPrep preprocessing, if the frame-
wise displacement of the functional images exceeded 2 degrees,
or if the anatomical or functional image did not pass manual
inspection (Figure 1). Upon participant exclusion, a new partic-
ipant with a similar propensity score was added from the larger
dataset of eligible scans. If no viable replacement was present,
the match of the excluded participant was also removed to keep
the sample equally distributed. These selection and exclusion
processes yielded a final sample of 160 matched pairs (n = 320;
Figure 1).

Functional connectivity

The whole-brain fMRI time series of each participant was
extracted using Nilearn. Nodes within the three-network model
were identified using the 100-parcel, 7-network Schaefer atlas
[46]. The bilateral nodes of the SN (n = 12), DMN (n = 24), and CEN
(n = 13) were isolated and their time series were stored and sorted
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Figure 1. Flowchart of participant selection. Inclusion and exclusion procedures before and after participant matching are depicted. GDS, Geriatric
Depression Scale; MMSE, Mini-Mental State Exam; NPI, Neuropsychiatric Inventory.

by the network. These time series were used to create a 49 x 49
correlation matrix assessing the FC between all within- and
between-network nodes within the three-network system.

Degrees centrality

The DC was calculated by binarizing the FC matrix using three
different absolute thresholds (0.2, 0.4, and 0.6) and counting the

number of connections to each node to obtain the nodal DC for
each threshold.

Gray matter volume
Region-based morphometry (RBM) for GMV was performed on

the preprocessed T1w images using the standalone version of the
CAT12 toolbox and the 100-parcel, 7-network Schaefer atlas. CAT

$20Z 1890100 | Z U0 Jasn yayloljqigienusz Hquws) yalsne wniuazsbunyosiod Aq 66100.2/Sh18esz/0 /. y/a1onie/das|s/woo dno olwapeoe//:sdiy Woll papeojumoc]



is an extension of SPM12 thatoffers the capability to perform
regional analyses using RBM, in addition to voxel-wise analyses like
voxel-based morphometry. Our RBM pipeline comprised three steps:
tissue segmentation of the T1w scans, registration to MNI space, and
extraction of RBM from the 100 Schaefer parcellations within each
participant’s native brain space by calculating the mean over gray
matter voxels for bilateral nodes in the three networks.

Structural covariance

SC matrices were obtained for each diagnostic group, and both
insomnia conditions within each group by correlating mean GMV
between individual three network nodes. These matrices, which
were corrected for the age and sex of the participant, assessed the
degree to which morphological changes of one node, i.e. changes in
GMV, were coupled to morphological changes in another node [47].

Statistical analysis

Descriptive statistical data are presented as mean values with
standard deviations. To test whether insomnia symptoms have
a significant effect on the three network indices, we fit a linear
regression model for each index taking the index as the depend-
ent variable, the (interaction between) insomnia and diagnosis as
the independent variables, and age, sex, framewise displacement
and total GMV as covariates-of-no-interest. After fitting these
models, we performed a series of cross-sectional tests.

To investigate the relationship between insomnia symptoms and
FC alterations at several stages along the trajectory of AD, we fit a
series of linear regression models correlating insomnia symptoms
to changes in aggregate FC categorized by networks or 25 regions-of-
interest (ROIs). First, we fit one model on all FC values across all
diagnostic groups to assess the interaction between insomnia and
diagnosis. We fit 18 models with insomnia symptoms as the inde-
pendent variable and the aggregate FC values of all edges belong-
ing to a specific within- or between-network category (e.g. all edges
between the DMN and SN) as the dependent variable. We addition-
ally fit 942 models with insomnia symptoms as the independent
variable, and the aggregate FC values of all edges belonging to a spe-
cific within- or between-ROI category (e.g. all edges between the left
parietal DMN and right medial SN) as the dependent variable. These
models were corrected for age, sex, framewise displacement, and
total GMV. The estimates ({3) of these models were entered into heat
maps representing all network- and ROI-level edges within the three
network systems. To investigate the relationship between insomnia
symptoms and DC/GMYV, we fit an additional 196 models to cover
all 49 nodes and each DC threshold (0.2, 0.4, and 0.6), corrected for
age and sex. The model-specific assumption of linearity was met
on account of the binary classification of the independent variable
(-insomnia vs. +insomnia). The assumption of homoscedasticity was
met in 97.5% of tests, and the assumption of normality in 57.5% of
tests. Both percentages were considered acceptable for this study,
due to the negligible prevalence of heteroscedastic residuals and the
minimum number of observations (n =320) being large enough to
fall under the Central Limit Theorem.

To investigate the effect of insomnia symptoms on SC matrices
along the trajectory of AD, we performed permutation tests across
different diagnostic groups and insomnia conditions. This was
done by shuffling the -insomnia and +insomnia labels 1000 times
and calculating the mean difference to create an approximate sta-
tistical distribution, allowing for an estimation of the probability of
observed (actual) mean differences for each comparison pair.

The post hoc correlations between FC alterations and MMSE,
GDS, and NPI domain scores were obtained by performing an
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age- and sex-corrected linear regression using the ROI-level indi-
ces as predictor variables, chosen because they exhibited the
most significant changes in prior analyses. For all statistical anal-
yses, we took p <.05 as indicating significance after performing
the false discovery rate correction for multiple comparisons [48].

Results

Participant demographics

The main sample (n = 320) consisted of 135 male and 185 female
participants with a mean age of 74.0 years (SD =7.64). Of these
participants, 148 were CN, 132 were diagnosed with MCI, and 40
with AD. Each diagnostic group was equally divided and matched
across the -insomnia and +insomnia conditions. The sociodemo-
graphic and clinical differences between these matched groups
are displayed in Table 1.

Aberrant FC associated with insomnia
symptoms

Insomnia symptoms were associated with significant FC alter-
ations across all nodes and diagnoses (p <.01). Moreover, there
was a significant interaction between insomnia and diagnosis
for AD individuals (p <.001), but not CN and MCI individuals.
Within diagnostic groups, insomnia symptoms were associated
with varying patterns of FC abnormalities, both at the level of
networks and ROIs. In CN and MCI, +insomnia was characterized
by patterns of increased FC within networks, while in AD, +insom-
nia was characterized by patterns of decreased FC within and
between networks (Figure 2). Within-DMN FC alterations were
significantly associated with insomnia symptoms across all
groups. In CN and MCI, within-DMN connectivity was increased,
driven by enhanced co-activation of the bilateral precuneus
and the left prefrontal cortex (PFC). In AD, within-DMN connec-
tivity was decreased, largely due to attenuated co-activation of
the bilateral temporal DMN and left parietal DMN. Interestingly,
all within-DMN edges affected in CN/MCI +insomnia were non-
significant in AD +insomnia, and vice versa. This suggests that
within-DMN ROIs in particular are differentially affected in their
(co-) activation by insomnia symptoms along the trajectory of AD.

Within-CEN, CEN-SN, and CEN-DMN FC alterations were prev-
alentin the CN and AD groups, but not in MCI. As within the DMN,
these CEN edges were hyperconnective in CN and hypoconnective
in AD. In CN, increased FC was driven by enhanced co-activation
of the right lateral PFC (LPFC) with various hubs of the three
networks. In AD, decreased FC was associated with attenuated
co-activation of the bilateral LPFC, right parietal CEN, and vari-
ous hubs of the three networks. Overall, whereas the connectivity
profile of the CN group showed increased modulation by the CEN,
the findings in the AD group suggested a widespread dysconnec-
tivity of the CEN from the other two networks. Unlike within the
DMN, these FC alterations largely centered around the same ROIs,
namely the LPFC.

Within-SN and SN-DMN alterations were a significant marker
of insomnia symptoms in the MCI group and were present to a
lesser extent in the CN and AD groups. Increased within-SN con-
nectivity in MCI was driven by enhanced correlation of the fron-
tal operculum, insula, and medial SN. These same ROIs exhibited
various amounts of attenuation in their correlation with DMN
hubs, including the precuneus and PFC, across all diagnostic
groups. This reduction in SN-DMN FC was the only consistent cor-
relate of insomnia symptoms that was evident across the entire
trajectory of AD.
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Table 1. Participant Demographics

Participant demographics (N = 320)

-Insomnia +Insomnia Total

COGNITIVELY NORMAL (CN)

Total N (%) 74 (50) 74 (50) 148

Age 73.536 (7.8) 74.412 (7.3) 73.974 (7.5) 481

Sex Male N (%) 21 (28) 20 (27) 41 (28) 1.000
Female N (%) 53 (72) 54 (73) 107 (72)

Education 16.270 (2.5) 16.432 (2.3) 16.351 (2.4) 677

MMSE 28.905 (1.2) 29.081 (1.2) 28.993 (1.2) 376

GDS 1.149 (1.4) 1.297 (1.4) 1.223 (1.4) 520

AR status Negative N (%) 43 (74) 39 (64) 82 (69) .315
Positive N (%) 15 (26) 22 (36) 37 (31)

NPI domains A (delusions) 0.000 (0.0) 0.000 (0.0) 0.000 (0.0) n/a
B (hallucinations) 0.000 (0.0) 0.000 (0.0) 0.000 (0.0) n/a
C (agitation/agression) 0.027 (0.2) 0.189 (1.0) 0.109 (0.7) 170
D (depression/dysphoria) 0.178 (0.8) 0.824 (1.7) 0.503 (1.4) .004*
E (anxiety) 0.027 (0.2) 0.149 (0.5) 0.088 (0.4) 069
F (elation/euphoria) 0.000 (0.0) 0.000 (0.0) 0.000 (0.0) n/a
G (apathy/indifference) 0.041 (0.3) 0.216 (1.0) 0.129 (0.7) .148
H (disinhibition) 0.014 (0.1) 0.108 (0.9) 0.061 (0.7) 391
I (irritability/lability) 0.027 (0.2) 0.689 (1.7) 0.361 (1.2) .001**
J (motor behavior) 0.000 (0.0) 0.000 (0.0) 0.000 (0.0) n/a
K (sleep) 0.000 (0.0) 3.081(1.9) 1.551 (2.0) <.001**
L (appetite) 0.041 (0.3) 0.459 (1.7) 0.252 (1.2) .036*

MILD COGNITIVE IMPAIRMENT (MCI)

Total N (%) 66 (50) 66 (50) 132

Age 72.558 (7.5) 73.621 (7.8) 73.089 (7.6) 424

Sex Male N (%) 43 (65) 31 (47) 74 (56) 054
Female N (%) 23 (35) 35 (53) 58 (44)

Education 15.712 (2.8) 15.530 (2.6) 15.621 (2.7) 704

MMSE 28.136 (1.7) 27.985 (1.8) 28.061 (1.7) 619

GDS 2.030 (1.8) 2.288 (2.0) 2.159 (1.9) 438

Af3 status Negative N (%) 17 (41) 17 (42) 34 (42) 1.000
Positive N (%) 24 (59) 23 (58) 47 (58)

NPI domains A (delusions) 0.000 (0.0) 0.000 (0.0) 0.000 (0.0) n/a
B (hallucinations) 0.000 (0.0) 0.000 (0.0) 0.000 (0.0) n/a
C (agitation/agression) 0.333 (1.2) 0.508 (1.4) 0.420 (1.3) 443
D (depression/dysphoria) 0.333 (1.0) 0.848 (1.5) 0.591 (1.3) .023*
E (anxiety) 0.303 (1.1) 0.636 (1.7) 0.470 (1.4) 181
F (elation/euphoria) 0.015 (0.1) 0.061 (0.3) 0.038 (0.2) 254
G (apathy/indifference) 0.636 (1.8) 0.576 (1.5) 0.606 (1.6) .832
H (disinhibition) 0.242 (0.8) 0.212 (0.7) 0.227 (0.7) 817
I (irritability/lability) 0.394 (1.1) 0.864 (1.7) 0.629 (1.4) 059
J (motor behavioR) 0.061 (0.4) 0.061 (0.4) 0.061 (0.4) 1.000
K (Sleep) 0.000 (0.0) 3.530 (1.7) 1.765 (2.1) <.001**
L (Appetite) 0.167 (1.0) 0.338 (1.3) 0.252 (1.2) 401

ALZHEIMER'S DISEASE (AD)

Total N (%) 20 (50) 20 (50) 40
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Table 1. Continued
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Participant demographics (N = 320)

-Insomnia +Insomnia Total p

Age 77.240 (8.1) 77.685 (6.7) 77.463 (7.3) 851

Sex Male N (%) 10 (50) 10 (50) 20 (50) 1.000
Female N (%) 10 (50) 10 (50) 20 (50)

Education 15.400 (2.4) 15.700 (2.6) 15.550 (2.5) 706

MMSE 21.650 (3.2) 21.050 (5.5) 21.350 (4.4) 674

GDS 1.600 (1.7) 1.950 (1.7) 1.775 (1.7) 523

AfS status Negative N (%) 1(6) 2(12) 3(9) 1.000
Positive N (%) 15 (94) 14 (88) 29 (91)

NPI domains A (delusions) 0.450 (1.5) 0.550 (0.9) 0.500 (1.2) 799
B (hallucinations) 0.000 (0.0) 0.450 (1.1) 0.225 (0.8) .075
C (agitation/agression) 0.450 (1.1) 0.750 (1.3) 0.600 (1.2) 434
D (depression/dysphoria) 0.600 (1.2) 1.000 (1.9) 0.800 (1.6) 433
E (anxiety) 0.300 (0.8) 1.300 (2.8) 0.800 (2.1) 127
F (elation/euphoria) 0.200 (0.9) 0.000 (0.0) 0.100 (0.6) 324
G (apathy/indifference) 2.300 (3.8) 1.250 (2.3) 1.775 (3.1) .298
H (disinhibition) 0.450 (1.0) 0.000 (0.0) 0.225 (0.7) .051
[ (irritability/lability) 0.800 (1.3) 1.300 (2.1) 1.050 (1.7) 370
J (motor behavior) 0.550 (1.3) 1.150 (2.8) 0.850 (2.2) 391
K (sleep) 0.000 (0.0) 4.050 (2.5) 2.025 (2.7) <.001™**
L (appetite) 2.000 (3.5) 1.650 (2.8) 1.825 (3.1) 727

Data are presented as mean values with standard deviations, or as counts with percentages when specified. All p-values indicating significant differences
between -insomnia and +insomnia participants are marked in bold. *p < .05, *p < .01, **p < .001, ***p < .0001.

Aberrant network-level DC associated with
insomnia symptoms

Insomnia symptoms were associated with significant DC alter-
ations across all diagnostic groups for the .4 absolute threshold
(p <.01), but not the .2 and .6 thresholds, indicating a dependency
on thresholding. Within-group analyses revealed nonsignificant
DC changes of individual nodes or ROIs associated with insom-
nia symptoms (Supplementary Figure S2A) for all thresholds.
Aggregate DC alterations at the network level were nonsignifi-
cant for the DMN and SN, but CEN DC values were reduced in
AD +insomnia (p < 0.05) at all thresholds. This aligns with the sig-
nificant CEN dysconnectivity identified in AD in the within-group
FC analyses.

No SC and GMV alterations associated with
insomnia symptoms

Permutation tests revealed that the three network SC did not
significantly change between the insomnia conditions across
diagnostic groups (Supplementary Figure S1). Furthermore,
the +insomnia condition was not associated with significant
alterations in the GMV of the main nodes of the three networks
(Supplementary Figure S2B).

FC abnormalities associated with cognitive
decline

To investigate whether the observed FC abnormalities in CN,
MCI, and AD individuals with insomnia symptoms were associ-
ated with cognitive decline, we performed a post hoc correlation
between the altered inter-ROI FC and MMSE scores. In the CN and

MCI groups, within-DMN hyperconnectivity, especially increased
FC between the PFC and precuneus, appeared to be the most sig-
nificant correlate of reduced cognitive function (Supplementary
Figure S3, Figure 3, Supplementary Table S1A-B). In AD, sev-
eral hypoconnective within-DMN, DMN-SN, and SN-CEN edges
were associated with reduced cognitive function (Figure 4,
Supplementary Table S1C). A single SN-CEN edge, between the
medial SN and LPFC, was also associated with higher cognitive
function. These findings indicate that major FC alterations in
each of the groups can be associated with cognitive decline and,
crucially, that both hyperconnectivity (e.g. within the DMN of CN
individuals) and hypoconnectivity (e.g. within the DMN of AD
individuals) alterations may be detrimental.

FC abnormalities associated with behavioral and
affective symptoms

To further investigate whether FC abnormalities were associ-
ated with other psycho-affective symptoms, we performed a
post hoc correlation between altered inter-ROI FC and the GDS
and NPI scores. We found that a majority of FC alterations in CN
individuals with insomnia symptoms correlated with a signif-
icant reduction of depressive symptoms reflected by decreased
GDS scores (Supplementary Figure S4 and Table S1A), in con-
trast to the increased depressive symptoms/dysphoria suggested
by NPI-D scores at baseline (Table 1). In MCI individuals with
insomnia symptoms, FC alterations predominantly correlated
with reductions in the GDS and NPI-D scores, though some cor-
related with increased NPI-D scores (Supplementary Figure S5
and Table S1B), similar to the difference observed at baseline
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Figure 2. Three network functional connectivity changes in the presence of insomnia symptoms. (A) Network- and (B) ROI-level alterations in three
network connectivity associated with insomnia symptoms in the CN, MCI, and AD groups. CEN, Central Executive Network; Cing, cingulate; DMN,
Default Mode Network; Fr, frontal; Ins, insula; Med, medial; Occ, occipital; Oper, operculum; Par, parietal; PCC, posterior cingulate cortex; pCun,
precuneus; PFC, prefrontal cortex; PFCd, dorsal prefrontal cortex; PFCl, lateral prefrontal cortex; PFCm, medial prefrontal cortex; PFCmp, medial
posterior prefrontal cortex; PFCv, ventral prefrontal cortex; SN, Salience Network; Temp, temporal. *p < .05, *p < .01, **p < .001, ***p < .0001. 3, estimate.
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Figure 3. Abnormal inter-ROI connectivity and MMSE score in MCI. ROI-level edges in MCI +insomnia that predict significant changes in MMSE score.
(1) ROI-level edges affected by the +insomnia condition. (2) Change in FC for selected edges across the +insomnia condition. (3) Overall correlation of
ROI-level edge FC scores and MMSE scores. Hyperconnective intra-DMN edges are overwhelmingly associated with decreased cognitive functioning
in MCI +insomnia. DMN, Default Mode Network; FC, functional connectivity; PCC, posterior cingulate cortex; pCun, precuneus; PFC, prefrontal cortex;
PFCd, dorsal prefrontal cortex; PFCm, medial prefrontal cortex. *p < .05, *p < .01, **p < .001, **p < .0001. 3, estimate.
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Figure 4. Abnormal inter-ROI connectivity and MMSE score in AD. ROI-level edges in AD +insomnia that predict significant changes in MMSE score.

(1) ROI-level edges affected by the +insomnia condition. (2) Change in FC
ROI-level edge FC scores and MMSE scores. Certain hypoconnective intra

for selected edges across the +insomnia condition. (3) Overall correlation of

-DMN, inter-SN-DMN, and inter-SN-CEN edges predicted decreased cognitive

functioning in AD +insomnia. One hypoconnective inter-SN-CEN edge predicted increased cognitive functioning in AD +insomnia. CEN, Central
Executive Network; DMN, Default Mode Network; FC, functional connectivity; Fr, frontal; Ins, insula; Med, medial; Occ, occipital; Oper, operculum;
Par, parietal; PFC, 