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Abstract
Purpose A joint effort of the European Association of Nuclear Medicine (EANM) and the European Academy of Neurology
(EAN) aims at clinical guidance for the use of FDG-PET in neurodegenerative diseases. This paper addresses the diagnostic
utility of FDG-PET over clinical/neuropsychological assessment in the differentiation of the three forms of primary progressive
aphasia (PPA).
Methods Seven panelists were appointed by the EANM and EAN and a literature search was performed by using harmonized
PICO (Population, Intervention, Comparison, Outcome) question keywords. The studies were screened for eligibility, and data
extracted to assess their methodological quality. Critical outcomes were accuracy indices in differentiating different PPA clinical
forms. Subsequently Delphi rounds were held with the extracted data and quality assessment to reach a consensus based on both
literature and expert opinion.
Results Critical outcomes for this PICO were available in four of the examined papers. The level of formal evidence supporting
clinical utility of FDG-PET in differentiating among PPAvariants was considered as poor. However, the consensual recommen-
dation was defined on Delphi round I, with six out of seven panelists supporting clinical use.
Conclusions Quantitative evidence demonstrating utility or lack thereof is still missing. Panelists decided consistently to provide
interim support for clinical use based on the fact that a typical atrophy or metabolic pattern is needed for PPA according to the
diagnostic criteria, and the synaptic failure detected by FDG-PET is an earlier phenomenon than atrophy. Also, a normal FDG-
PET points to a non-neurodegenerative cause.
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Introduction

In the lack of clinical guidelines for the use of FDG-PET to
diagnose dementing neurodegenerative conditions, the
European Association of Nuclear Medicine (EANM) and the
European Academy of Neurology (EAN) launched a joint
effort aimed at providing clinicians with clinical guidance
for using the exam. To this avail, a set of 21 clinical questions
was defined to perform literature searches and assessment of
the evidence supporting FDG-PET clinical use, and feeding a
group of experts defining consensual [1].

In this paper, we report the availability of evidence
supporting the use of FDG-PET for the differential diagnosis
between different forms of primary progressive aphasia
(PPA). PPA is divided into clinical variants based on specific
speech and language features characteristic of each subtype.
Clinical criteria for the three variants of PPA—nonfluent/
agrammatic, semantic, and logopenic—were developed by
an international group of PPA investigators [2]. This classifi-
cation can be further specified as Bimaging-supported^ if the
expected pattern of atrophy or hypometabolism is found, and
Bwith definite pathology^ if pathologic or genetic data are
available. Although FDG-PET is part of the classification de-
scribed by Gorno-Tempini and colleagues’, criteria [2] were
not based on quantitative literature analysis. Nevertheless,
FDG-PET is used on a regular basis in clinical practice for
the diagnosis of PPA types.

In this study, we thus assessed the quality of available ev-
idence supporting the utility of FDG-PET in the differential
diagnosis of PPA variants, which is relevant for indicating a
diagnosis and prognosis in individual patients.

Methods

EANM and EAN appointed respectively four and three
panelists to produce recommendations based on the incre-
mental value of FDG-PET, as added on clinical-
neuropsychological examination, to differentiate among
clinical presentations (non-fluent/agrammatic form, seman-
tic dementia, logopenic aphasia). Consensus recommenda-
tions were developed through a Delphi procedure [1],
where panelists voted based on the information about the
availability and quality of evidence, assessed by an inde-
pendent methodological group [3], and on their own
expertise.

Briefly, we performed literature searches using harmonized
PICO (Population, Intervention, Comparison, Outcome) ques-
tion keywords edited by panelists; we screened the studies for

eligibility, extracted the data to assessed their methodological
quality, and provided an evidence assessment consistent with
the EFNS guidance [4] in the specific context of FDG-PET
studies (this issue) [3].

PICO question

For this paper, the PICO question was whether FDG-PET
should be performed, as adding diagnostic value (in terms of
accuracy, and versus pathology or biomarkers of brain amy-
loidosis), as compared to standard clinical/neuropsychological
assessment alone, to differentiate among clinical presentations
(non-fluent/agrammatic form, semantic dementia, logopenic
aphasia) and to obtain indirect information on the molecular
pathologies in patients with primary aphasias. Note that, with-
in the whole initiative, the incremental diagnostic value of
FDG-PET versus clinical diagnosis was meant in terms of in-
creased accuracy of the nosological diagnosis. Other exams,
and particularly amyloid PET or CSF biomarkers in this case,
were expressively not included in the PICO question, nor in the
Delphi sessions, not being the focus of the project.

Eligibility criteria

Only original full papers published in English on international
impacted journals were considered, excluding reviews, man-
agement guidelines, abstracts, and gray literature. Any sample
size was allowed if pathology was the gold standard for diag-
nosis. Otherwise, the minimum sample sizes for including
papers was five.

Literature search

Electronic search strategy, developed and tested with panel-
ists, was performed through predefined strings, specific to the
PICO question, and including a selection of terms taken from
a largely inclusive literature selection, in order to pick all
variants for the same keyword [3].

Literature searches were performed using the Medline and
Embase databases, and included literature published by April
2016. In reporting the findings of this review, we adhered to
the standards of the Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA) [5]. A first indepen-
dent screening of all included studies was performed by a
neurologist, who could include additional papers based on
personal knowledge or tracking from references of papers.
The full texts of potentially eligible studies were then inde-
pendently reassessed for eligibility by the methodological
team.
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Data extraction and quality assessment

We extracted data to evaluate the quality of evidence in sup-
port to the clinical use of FDG-PET for PPA as described by
Boccardi and colleagues [3]. Data extractors for this review
were SO and FG. The quality of evidence was assessed con-
sensually within the methodological group based on study
design, gold/reference standard, FDG-PET image assessment
(visual or semi-quantitative methods), risk of bias, index test
imprecision, applicability, effect size, and effect inconsistency.
Critical outcomes were validated measures of test perfor-
mance (accuracy, sensitivity, specificity, AUC, positive and
negative predictive values, and likelihood ratios). A final as-
sessment of relative availability of evidence was formulated,
keeping into account the evidence availability among all of the
21 PICOs. This ranking was summarized as very
poor/lacking, poor, fair, or good.

Results

Among the 156 papers identified and screened by the referent
panelist (FB), 16 reported the comparison of interest (Fig. 1)
and were included in the assessment. Critical outcomes for
this PICO were available in four of the examined papers
[6–9] (see Tables 1 and 2 PICO 16; data extraction table avail-
able at (https://drive.google.com/drive/u/0/folders/0B0_
JB3wzTvbpVFYtUGxHdGZWYmc).

Using SPM for the assessment of FDG-PET, Matias-Guiu
and colleagues [7] found that sensitivity, specificity, and ac-
curacy in differentiating all PPA variants were 86.2, 66.7, and
84%, respectively, using clinical diagnosis as reference diag-
nosis. In addition, they reported sensitivity, specificity, and
accuracy of SPM in differentiating among the three variants
of PPA. In detail, sensitivity was of 91.6% for av-PPA, 100%
for sv-PPA, and 78.6% for lv-PPA, specificity was 100% for
av-PPA, 93.1% for sv-PPA and 94.4% for lv-PPA and accu-
racy was 97% for av-PPA, 94% for sv-PPA, and 87% for lv-
PPA, respectively. They also reported a positive predictive
value of 96.1% (100% for av-PPA, of 60% for sv-PPA, and
91.7% for lv-PPA, respectively) and a negative predictive val-
ue of 33.3% (95.2% for av-PPA, 100% for sv-PPA, and 85%
for lv-PPA) (Table 1).

In their study, Nestor and colleagues [6] analyzed sensitiv-
ity and specificity of FDG-PET in predicting AD pathology in
five patients with autopsy confirmation. They found that bi-
lateral hypometabolism in the temporo-parietal cortex had
50% sensitivity in detecting AD pathology, while normal
temporo-parietal cortex had 38% sensitivity in detecting
non-AD pathology; bilateral hypometabolism in the
temporo-parietal cortex had 100% specificity in detecting
AD pathology and normal temporo-parietal cortex had
100% specificity in detecting non-AD pathology. Notably,

they also found that a unilateral left temporoparietal lesion
did not discriminate AD from FTLD, which is the reason for
the low sensitivities in spite of high specificity [6].

According to Whitwell and colleagues [8], using SPM and
ROI analyses, right lateral temporal hypometabolism, and
asymmetric hippocampal metabolism had 67 and 83% sensi-
tivity, respectively, and 100% specificity in predicting
amyloid-negative lv-PPA. Finally, in Taswell and colleagues
[9], using 3D SSP analyses, the PPV value in predicting AD
pathology was > 90% both in the lv-PPA and av-PPA, while
NPV was greater in av-PPA (96%) and sv-PPA (92%) than in
lv-PPA (81%). Both of these papers used amyloid PET for
confirming the underlying pathology.

The assessed studies caused concerns regarding risk of bias
for patient selection and the applicability of the index test, being
semi-quantitative methods for image analysis still uncommon in
clinical centers. The large heterogeneity of comparisons, besides
the very few studies and patient number, does not allow to
support consistency of results (Table 1 and 2).

Taking into account the availability of formal evidence for
all of the PICOs within the entire project, the level of evidence
supporting clinical utility of FDG-PET in differentiating
among PPA variants was considered as poor. The consensual
recommendation was defined on Delphi round I, with six out
of seven panelists supporting clinical use. Panelists kept that
specific patterns of atrophy and/or hypometabolism are nec-
essary for the diagnosis of PPA according to the diagnostic
criteria and FDG-PET is more sensitive than MRI [2].

Discussion

In this paper, we assessed the evidence on the clinical utility of
FDG-PET for the differential diagnosis between different
forms of PPA as an add on to clinical diagnosis, and without
comparison with additional exams. We show that literature
evidence for the use of FDG-PET in PPA is poor.
Nevertheless, six out of seven panelists, clinically experienced
in diagnosing PPA, supported clinical use of FDG-PET in the
first Delphi round, for differentiation between PPA types.

During the Delphi round, panelists indicated that clinically
it may be challenging to differentiate the three types of PPA.
Actually, since the publication of the diagnostic criteria by
Gorno-Tempini [2], many researchers showed overlap be-
tween the different PPA variants both clinically and on imag-
ing [11–13]. Still the PPA diagnostic criteria of Gorno-
Tempini clearly indicate that the typical atrophy or metabolic
pattern of the three main forms are mandatory for the diagno-
sis. In this context, the synaptic failure detected by FDG-PET
is an earlier phenomenon than atrophy and thus this tool was
still indicated by the panelists as extremely useful (Table 3). In
addition, the panelists remarked that a normal FDG-PET scan
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may also have diagnostic value, as it points to a non-
neurodegenerative cause of clinical aphasic symptomatology.

In their diagnostic criteria, Gorno-Tempini et al. make use of
MRI, FDG-PET, and SPECT as imaging modalities. Since
MRI is mandatory in all patients also for the exclusion of other
non-neurodegenerative underlying etiologies, some of the pa-
tients might show (onMRI) a pattern of atrophy already clearly
suggestive for a subtype of PPA. A systematic investigation of
the potential added value of FDG-PET in patients with pattern
of atrophy already supporting the diagnosis of PPA is outside
the aim of the present study and should be addressed when
discussing a complete diagnostic algorithm for PPA. With re-
spect to perfusion SPECT, due to the worse resolution, SPECT
should not be performed when FDG-PET is available [14].

Considering the recent advances in molecular imaging and
currently available neuropathological biomarkers for
Alzheimer’s disease (AD), i.e., CSF abeta, tau, ptau, and amy-
loid PET, the focus of this paper covers only a part of the com-
parative analyses that should be performed to outline a complete
and cost-effective diagnostic algorithm. Indeed, the added value
of FDG-PET over both clinical/neuropsychological evaluation
and specific AD biomarkers needs to be addressed. Especially
since a negative amyloid marker firmly rules out AD, although
co-pathology of ADmay occur in sv-PPA and av-PPA, yielding
positive amyloid biomarkers, while the causative underlying
pathology may be non-AD (e.g., TDP43 or tau pathology).
The hypometabolic pattern on FDG-PET is supportive in these
cases providing information on the extent and localization of
neuronal dysfunction, and thus the endophenotype of neuronal
injury. In this way, FDG-PETmay give indirect information on a
supposedly underlying molecular pathology, such as TDP43
pathology in semantic dementia. Actual and direct information

on the underlying neuropathology naturally requires more spe-
cific biomarker and/or genetic analysis. All in all, though, the
aim of the EANM-EAN initiative, and of this paper, was limited
to assessing the incremental value of FDG-PET over clinical
assessment, to give a guideline specific to the use of FDG-
PET in a clinical setting. We should also consider that both
CSF analysis as well as amyloid PET are not widely available
in all memory clinics yet, whereas FDG-PET is a widely used
technique also in other specialties such as oncology, and there-
fore widely available in most memory clinics. In the future,
when CSF analysis, amyloid PET, and possibly other neurode-
generative biomarkers and/or tracers (i.e., amyloid and/or tau)
become widely available for clinical purposes, a formal compar-
ison with FDG-PET will be needed to define a cost-effective
algorithm for diagnosis in PPA and dementia in general [15, 16].

Panelists alsomentioned that solving standardization issues
(e.g., for scan reading or normality threshold) may overcome
some of the current heterogeneity in FDG-PET diagnostic
performance [16, 17], as did also the other literature reviews
within the EANM-EAN Initiative [18–23].

The main limitation of the present study consisted in the
fact that the evidence assessment had to be performed, to the
best of our methodological resources, on literature character-
ized by important methodological limitations. In order to eval-
uate and compare quantitatively the incremental value of di-
agnostic tests, only papers reporting validated measures of test
performance could be included for analysis. Thereby, as many
as 12 out of the 16 papers found in the literature had to be
excluded, although they performed investigations potentially
relevant to the PICO question. Information on sensitivity and
specificity, and, even more, measures of test performance that
be independent on the prevalence of the disease in the

Fig. 1 PRISMA flowchart of
selected papers for PICO 16
regarding requirement of semi-
automated assessment (adapted
from Moher et al. 2009) [5]
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population (i.e., PPV, NPV, or negative and positive likelihood
ratios) are mandatory to allow assessment of incremental di-
agnostic value, and thus the definition of evidence-based di-
agnostic guidelines. To allow comparison of diagnostic
methods such as FDG-PET, we encourage research groups
to compute and report these critical outcome measures in fu-
ture publications, since this can usually be easily donewith the
data normally collected in this kind of study.

On the other hand, the lack of direct quantification of patient
outcomes (health, quality of life, mortality, institutionalization)
following FDG-PET-based diagnosis is a main limitation not
solvable in the short term. However, even accepting accuracy
studies as proxies for more appropriate patient management
[24, 25], many limitations remain. Indeed, demonstration of
diagnostic improvement after FDG-PET is limited by the lack
of pathology confirmation and of head-to-head comparison be-
tween FDG-PET and clinical assessment versus the same gold
standard [3]. In addition, the frequent use of mere baseline
clinical diagnosis as the reference standard conveys the limita-
tion of the intrinsic circularity between hypometabolic patterns
and clinical syndromes, and prevents computation of test per-
formance independent of the actual prevalence of the disorder
in the examined population. This may be due to the absence of
stakeholders, specific to FDG-PET and the so-called ‘orphan’
drugs: no company ever having exclusivity on the radiophar-
maceutical, rigorous expensive studies are scarce.

Also for this set of reasons, these recommendations are de-
fined late compared to other diagnostic appropriate use criteria,
e.g., those for amyloid-PET [26], which are also based on ex-
pert consensus, being defined in the complete lack of data on
clinical utility.With frequent gaps in formal evidence, the use of
clinicians’ experience should at present be seen as interim
evidence.

Conclusions

Notwithstanding the heterogeneity of results and poor evidence
in the literature, consensus was achieved on Delphi Round I,
when six out of seven panelists (being experienced clinicians in
neurodegeneration of both neurology (EAN) and nuclear med-
icine (EANM)) supported clinical use of FDG PET in PPA.
With synaptic failure being an earlier phenomenon than atro-
phy, FDG-PET is particularly valuable for the differential diag-
nosis between different forms of primary progressive aphasia.

This recommendation may be weighted based on the availabil-
ity of other kinds of examination more directly investigating
underlying pathophysiology, which comparison was not the
focus of the present paper.

Acknowledgements The procedure for assessing scientific evidence and
defining consensual recommendations was funded by the European
Association of Nuclear Medicine (EANM) and by the European
Academy of Neurology (EAN). We thank the Guidelines working group
of EAN, particularly Simona Arcuti and Maurizio Leone, for methodo-
logical advice.

Funding This project was partially funded by the European Association
of Nuclear Medicine (EANM) and the European Academy of Neurology
(EAN).

Compliance with ethical standards

Conflict of interest Flavio Nobili: received personal fees and non-
financial support from GE Healthcare, non-financial support from Eli-
Lilly and grants from Chiesi Farmaceutici.

Cristina Festari: declares that she has no conflict of interest.
Daniele Altomare was the recipient of the grant allocated by the

EuropeanAcademy ofNeurology (EAN) for data extraction and evidence
assessment for the present project.

Federica Agosta: is Section Editor of NeuroImage: Clinical; has re-
ceived speaker fees from Biogen Idec, Novartis, and Excellence in
Medical Education; and receives or has received research supports from
the Italian Ministry of Health, AriSLA (Fondazione Italiana di Ricerca
per la SLA), and the European Research Council. She received personal
fees from Elsevier INC.

Stefania Orini: declares that she has no conflict of interest.
Federica Gandolfo: declares that she has no conflict of interest.
Javier Arbizu: received grants from Eli-Lilly & Co, Piramal and GE

Healthcare.
Femke Bouwman: none.
Peter Nestor: received radiotracer from Piramal at a discounted rate as

part of a research collaboration.
Alexander Drzezga: received grants and non-financial support from

Eli-Lilly & Co, Siemens and GE Healthcare; he also received non-
financial support from Piramal.

Zuzana Walker: received from GE Healthcare grants and tracers, per-
sonal fees for consultancy and speaker’s fee.

Marina Boccardi has received funds from the EuropeanAssociation of
Nuclear Medicine (EANM) to perform the evidence assessment and the
global coordination of the present project. Moreover, she has received
research grants from Piramal and served as a paid member of advisory
boards for Eli Lilly.

Giovanni B. Frisoni is principal investigator of industry-sponsored
trials funded by AbbVie, Acadia, Altoida, Amoneta, Araclon, Biogen,
Janssen, Novartis, Piramal; has received funding for investigator-
initiated trials from GE, Piramal, and Avid-Lilly; has received speaker’s
fees from a number of pharma and imaging companies.

Table 3 Availability of evidence
and panelists’ decisions
supporting the use of FDG-PET
in the differential diagnosis of
PPA variants

PICO Relative

availability

of evidence

Panelists’
recommendations

Main reasons
for final decision

16 – diagnosis of PPA Poor Yes More sensitive than MRI. Required
in PPA diagnostic criteria

Eur J Nucl Med Mol Imaging



Ethical approval This article does not contain any new studies with
human participants or animals performed by any of the authors. The
human studies discussed herein came exclusively from previously pub-
lished research articles.

Informed consent Not applicable, this is a review article. Informed
consent statement is declared in each of the revised paper.

Open Access This article is distributed under the terms of the Creative
Commons At t r ibut ion 4 .0 In te rna t ional License (h t tp : / /
creativecommons.org/licenses/by/4.0/), which permits unrestricted use,
distribution, and reproduction in any medium, provided you give appro-
priate credit to the original author(s) and the source, provide a link to the
Creative Commons license, and indicate if changes were made.

References

1. Nobili F, Arbizu J, Bouwman F, Drzezga A, Filippi M, Nestor P,
et al. EAN-EANM recommendations for the use of brain 18F-
fluorodeoxyglucose positron emission tomography (FDG-PET) in
neurodegenerative cognitive impairment and dementia: Delphi con-
sensus. Eur J Neurol. 2018;(submitted)

2. Gorno-Tempini ML, Hillis AE, Weintraub S, Kertesz A, Mendez
M, Cappa SF, et al. Classification of primary progressive aphasia
and its variants. Neurology. 2011;76:1006–14. https://doi.org/10.
1212/WNL.0b013e31821103e6.

3. Boccardi M, Festari C, Altomare D, Gandolfo F, Orini S, Nobili F,
et al. Assessing accuracy diagnostic FDG-PET studies to define
clinical use for dementia diagnosis. EJNMMI n.d. https://doi.org/
10.1007/s00259-018-4024-1

4. Leone MA, Brainin M, Boon P, Pugliatti M, Keindl M, Bassetti CL.
Guidance for the preparation of neurological management guidelines
by EFNS scientific task forces—revised recommendations 2012. Eur
J Neurol. 2013;20:410–9. https://doi.org/10.1111/ene.12043.

5. Moher D, Liberati A, Tetzlaff J, Altman DG. Preferred reporting
items for systematic reviews andmeta-analyses: the PRISMA state-
ment. J Clin Epidemiol. 2009;62:1006–12. https://doi.org/10.1016/
j.jclinepi.2009.06.005.

6. Nestor PJ, Balan K, Cheow HK, Fryer TD, Knibb JA, Xuereb JH,
et al. Nuclear imaging can predict pathologic diagnosis in progres-
sive nonfluent aphasia. Neurology. 2007;68:238–9. https://doi.org/
10.1212/01.wnl.0000251309.54320.9f.

7. Matias-Guiu JA, Cabrera-Martín MN, García-Ramos R, Moreno-
Ramos T, Valles-Salgado M, Carreras JL, et al. Evaluation of the
new consensus criteria for the diagnosis of primary progressive
aphasia using fluorodeoxyglucose positron emission tomography.
Dement Geriatr Cogn Disord. 2014;38:147–52. https://doi.org/10.
1159/000358233.

8. Whitwell JL, Duffy JR, Strand EA, Machulda MM, Senjem ML,
Schwarz CG, et al. Clinical and neuroimaging biomarkers of
amyloid-negative logopenic primary progressive aphasia. Brain
Lang. 2015;142:45–53. https://doi.org/10.1016/j.bandl.2015.01.009.

9. Taswell C, Villemagne VL, Yates P, Shimada H, Leyton CE,
Ballard KJ, et al. 18F-FDG PET improves diagnosis in patients
with focal-onset dementias. J Nucl Med. 2015;56:1547–53.
https://doi.org/10.2967/jnumed.115.161067.

10. Nestor PJ, Graham NL, Fryer TD, Williams GB, Patterson K,
Hodges JR. Progressive non-fluent aphasia is associated with
hypometabolism centred on the left anterior insula. Brain.
2003;126:2406–18. https://doi.org/10.1093/brain/awg240.

11. Wicklund MR, Duffy JR, Strand EA, Machulda MM,Whitwell JL,
Josephs KA. Quantitative application of the primary progressive

aphasia consensus criteria. Neurology. 2014;82:1119–26. https://
doi.org/10.1212/WNL.0000000000000261.

12. Louwersheimer E, Keulen MA, Steenwijk MD, Wattjes MP, Jiskoot
LC,VrenkenH, et al. Heterogeneous language profiles in patients with
primary progressive aphasia due to Alzheimer’s disease. J Alzheimers
Dis. 2016;51:581–90. https://doi.org/10.3233/JAD-150812.

13. Vandenberghe R. Classification of the primary progressive apha-
sias: principles and review of progress since 2011. Alzheimers Res
Ther. 2016;8:16. https://doi.org/10.1186/s13195-016-0185-y.

14. Silverman DHS. Brain 18F-FDG PET in the diagnosis of neurodegen-
erative dementias: comparison with perfusion SPECTand with clinical
evaluations lacking nuclear imaging. J Nucl Med. 2004;45:594–607.

15. Frisoni GB, Boccardi M, Barkhof F, Blennow K, Cappa S, Chiotis
K, et al. Strategic roadmap for an early diagnosis of Alzheimer’s
disease based on biomarkers. Lancet Neurol. 2017;16:661–76.
https://doi.org/10.1016/S1474-4422(17)30159-X.

16. Garibotto V, Herholz K, BoccardiM, Picco A,VarroneA,Nordberg
A, et al. Clinical validity of brain fluorodeoxyglucose positron
emission tomography as a biomarker for Alzheimer’s disease in
the context of a structured 5-phase development framework.
Neurobiol Aging. 2017;52:183–95. https://doi.org/10.1016/j.
neurobiolaging.2016.03.033.

17. Frisoni GB, Bocchetta M, Chetelat G, Rabinovici GD, de LeonMJ,
Kaye J, et al. Imaging markers for Alzheimer disease: which vs
how. Neurology. 2013;81:487–500. https://doi.org/10.1212/WNL.
0b013e31829d86e8.

18. Nestor P, Altomare D, Festari C, Drzezga A, Rivolta J, Walker Z, et al.
Clinical utility of FDG-PET for the differential diagnosis among the
main forms of dementia. Eur J Nucl Med Mol Imaging. 2018. https://
doi.org/10.1007/s00259-018-4035-y

19. Drzezga A, Altomare D, Festari C, Arbizu J, Orini S, Herholz K,
et al. Clinical utility of FDG-PET in the evaluation of conditions at
risk for AD. Eur J Nucl MedMol Imaging. 2018. https://doi.org/10.
1007/s00259-018-4032-1.

20. Agosta F, Altomare D, Festari C, Orini S, Gandolfo F, Boccardi M,
et al. Clinical utility of FDG-PET in amyotrophic lateral sclerosis
and Huntington disease. Eur J Nucl Med Mol Imaging. 2018.
https://doi.org/10.1007/s00259-018-4033-0.

21. Nobili F, Festari C, Altomare D, Agosta F, Orini S, Van Laere K,
et al. Automated assessment of FDG-PET for the differential diag-
nosis in patients with neurodegenerative disorders. Eur J Nucl Med
Mol Imaging. 2018. https://doi.org/10.1007/s00259-018-4033-0.

22. Arbizu J, Festari C, Altomare D, Walker Z, Bouwman F, Rivolta J,
et al. Clinical utility of FDG-PET for the differential diagnosis in
MCI. Eur J Nucl Med Mol Imaging. n.d. https://doi.org/10.1007/
s00259-018-4039-7.

23. Walker Z, Gandolfo F, Orini S, Garibotto V, Agosta F, Arbizu J,
et al. Clinical utility of FDG-PET in Parkinson’s disease and atyp-
ical Parkinsonism associated with dementia. Eur J Nucl Med Mol
Imaging. 2018. https://doi.org/10.1007/s00259-018-4031-2.

24. Schünemann HJ, Schünemann AHJ, Oxman AD, Brozek J,
Glasziou P, Jaeschke R, et al. Grading quality of evidence and
strength of recommendations for diagnostic tests and strategies.
BMJ. 2008;336:1106–10. https://doi.org/10.1136/bmj.39500.
677199.AE.

25. Hsu J, Brożek JL, Terracciano L, Kreis J, Compalati E, Stein AT,
et al. Application of GRADE: making evidence-based recommenda-
tions about diagnostic tests in clinical practice guidelines. Implement
Sci. 2011;6:62. https://doi.org/10.1186/1748-5908-6-62.

26. Johnson KA, Minoshima S, Bohnen NI, Donohoe KJ, Foster NL,
Herscovitch P, et al. Appropriate use criteria for amyloid PET: a report
of the amyloid imaging task force, the society of nuclear medicine and
molecular imaging, and the Alzheimer’s association. Alzheimers
Dement. 2013;9:E1–16. https://doi.org/10.1016/j.jalz.2013.01.002.

Eur J Nucl Med Mol Imaging

https://doi.org/10.1212/WNL.0b013e31821103e6
https://doi.org/10.1212/WNL.0b013e31821103e6
https://doi.org/10.1007/s00259-018-4024-1
https://doi.org/10.1007/s00259-018-4024-1
https://doi.org/10.1111/ene.12043
https://doi.org/10.1016/j.jclinepi.2009.06.005
https://doi.org/10.1016/j.jclinepi.2009.06.005
https://doi.org/10.1212/01.wnl.0000251309.54320.9f
https://doi.org/10.1212/01.wnl.0000251309.54320.9f
https://doi.org/10.1159/000358233
https://doi.org/10.1159/000358233
https://doi.org/10.1016/j.bandl.2015.01.009
https://doi.org/10.2967/jnumed.115.161067
https://doi.org/10.1093/brain/awg240
https://doi.org/10.1212/WNL.0000000000000261
https://doi.org/10.1212/WNL.0000000000000261
https://doi.org/10.3233/JAD-150812
https://doi.org/10.1186/s13195-016-0185-y
https://doi.org/10.1016/S1474-4422(17)30159-X
https://doi.org/10.1016/j.neurobiolaging.2016.03.033
https://doi.org/10.1016/j.neurobiolaging.2016.03.033
https://doi.org/10.1212/WNL.0b013e31829d86e8
https://doi.org/10.1212/WNL.0b013e31829d86e8
https://doi.org/10.1007/s00259-018-4035-y
https://doi.org/10.1007/s00259-018-4035-y
https://doi.org/10.1007/s00259-018-4032-1
https://doi.org/10.1007/s00259-018-4032-1
https://doi.org/10.1007/s00259-018-4033-0
https://doi.org/10.1007/s00259-018-4033-0
https://doi.org/10.1007/s00259-018-4039-7
https://doi.org/10.1007/s00259-018-4039-7
https://doi.org/10.1007/s00259-018-4031-2
https://doi.org/10.1136/bmj.39500.677199.AE
https://doi.org/10.1136/bmj.39500.677199.AE
https://doi.org/10.1186/1748-5908-6-62
https://doi.org/10.1016/j.jalz.2013.01.002

	Diagnostic utility of FDG-PET in the differential diagnosis between different forms of primary progressive aphasia
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	Methods
	PICO question
	Eligibility criteria
	Literature search
	Data extraction and quality assessment

	Results
	Discussion
	Conclusions
	References


