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and VP significantly differed between centres. In patients 
younger than 75 years, synucleinopathies, and pure forms of 
AD, VP, and AGD were more frequent in men. Above 75 years 
of age, more women had pure AD and pure AGD.  Conclu-

sions:  The most obvious neuropathological alteration 
should not terminate the diagnostic procedure since copa-
thology is likely to be found. Neuropathological interpreta-
tion of AGD and VP has not been sufficiently established in 
a consensus. Pure forms of synucleinopathies are unlikely 
sole substrates for dementia.  Copyright © 2008 S. Karger AG, Basel 

 Introduction 

 Dementia is a clinical syndrome resulting from het-
erogeneous diseases of the brain. The most common dis-
orders comprise neurodegenerative diseases. These are 
characterized by selective neuronal loss and are accom-
panied by intra-, or extracellular deposition of conforma-
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 Abstract 

  Background:  Dementia results from heterogeneous diseas-
es of the brain. Mixed disease forms are increasingly recog-
nized.  Methods:  We performed a survey within brain banks 
of BrainNet Europe to estimate the proportion of mixed dis-
ease forms underlying dementia and age- and gender-spe-
cific influences.  Results:  Data collected in 9 centres from 
3,303 individuals were analysed. The proportion of patients 
with mixed diagnoses among all cases with Alzheimer dis-
ease (AD), vascular pathology (VP), argyrophilic grain de-
mentia (AGD), and synucleinopathies, such as Lewy body 
 dementia (LBD), Parkinson disease (PD) and synuclein pa-
thology only in the amygdala, was 53.3%. Mixed pathology 
was more frequently reported with LBD, PD, AGD, and VP 
than with AD. The percentage of mixed diagnoses for AGD 
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tionally altered proteins  [1] . Neuropathological classi-
fication depends on the evaluation of the anatomical 
 dis tribution of neuronal loss and cellular/subcellular 
 distribution of specific aggregated proteins  [2] . Consider-
able overlap in the accumulation of different proteins 
questions whether the mere detection of a particular ag-
gregated protein is really a substrate for dementia. In ad-
dition to neurodegenerative diseases, the presence and 
role of vascular pathology is also variably interpreted  [3] . 
These observations underpin the need for detailed neu-
ropathological evaluation and efforts to use common cri-
teria. Multicentre autopsy series may increase the sample 
size and may provide more exact information regarding 
the frequency of pure and mixed forms of disorders, and 
furthermore give estimations of age- and gender-specific 
influences.

  BrainNet Europe is a consortium of brain banks in 
mainland Europe and the UK, which commenced activi-
ties in 2001, expanding to the present grouping in 2004 
(http://www.brainnet-europe.org/). In addition to pro-
moting brain banking as a research resource for Euro-
pean neuroscience through the provision of high-quality 
human brain tissue samples, the major aims of BrainNet 
Europe include the development of gold standards for tis-
sue handling and tissue quality control to best practice 
guidelines for brain banking.

  In the present study, we performed a survey within 
brain banks of BrainNet Europe to estimate the propor-
tion of mixed and pure disease forms underlying demen-
tia syndromes and to estimate age- and gender-specific 
relative frequencies, and finally to compare neuropatho-
logical evaluations of mixed and pure disease forms. Our 

aim was to point out the importance of recognizing co-
occurrence of various pathologies for the sake of clinico-
pathological correlations and therapeutic measures.

  Materials and Methods 

 Collection of Data 
 The following data were requested from the participating cen-

tres: list of neuropathological diagnoses, gender, and age of pa-
tients who died due to a clinically documented dementing disor-
der evaluated during the last 3–5 years using immunohistochem-
ical methods and current diagnostic neuropathological criteria 
(for a detailed list see: http://www.brainnet-europe.org/en/refer-
ences-for-neuropathological-diagnoses.php). Types of case refer-
ral include brain bank donations (n = 6 centres), community hos-
pitals (n = 6), or Creutzfeldt-Jakob disease (CJD) surveillance sys-
tems (n = 3) ( table 1 ). For the evaluation of the frequency of mixed 
pathologies and the effect of gender and age, we used the follow-
ing diagnoses with relevant numbers of cases: Alzheimer disease 
(AD), vascular pathology (VP), argyrophilic grain dementia 
(AGD), CJD, Parkinson disease (PD), Lewy body dementia (LBD), 
neurofibrillary tangle predominant form of dementia (TOD), 
progressive supranuclear palsy (PSP), corticobasal degeneration 
(CBD), and frontotemporal lobar degeneration with ubiquitin-
only-immunoreactive neuronal inclusions (FTLD-U) or associ-
ated with motor neuron disease (FTLD-MND). In addition, all 
cases with any Lewy body pathology (e.g. LBD, PD, and cases with 
synuclein pathology only in the amygdala) were pooled in one 
group as synucleinopathies.

  Statistical Analysis 
 The  �  2  test was used to compare the proportion of mixed and 

pure diagnoses in different centres, age and gender groups. The 
factorial ANOVA test was used to evaluate differences in age at 
death in different gender groups and diagnostic groups (pure or 
mixed).

Table 1. Summary of collected data 

Center

1 2 3 4 5 6 7 8 9 all

Country Spain Italy Hungary Sweden Finland UK Germany France Austria –
Case referral CH CJS CH, CJS BBD CH,  BBD BBD CH,  BBD CH, BBD, CJS CH, CJS –
Mean age, years 72.16 68.24 75.73 79.19 77.83 76.15 73.53 NA 71.92 74.11

Women 74.43 69.66 78.15 79.71 80.2 78.9 75.28 NA 73.32 76.451

Men 70.82 66.82 71.94 78.55 74.68 73.41 72.35 NA 70.5 71.821

Number of cases included in this study
Total 798 206 235 134 268 250 63 1,196 153 3,303
Women 273 103 143 72 153 124 25 697 77 1,667
Men 525 103 92 62 115 126 38 499 76 1,636

BBD = Brain bank donations; CH = community hospitals; CJS = CJD surveillance systems.
1 Calculated from 2,107 cases.
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  Results 

 Data collected in 9 centres from 3,303 individuals 
(1,667 women and 1,636 men) were analysed (summa-
rized in  table 1 ). For the calculation of the effect of age, 
we used 2,107 cases. The age of individuals ranged be-
tween 18 and 99 years, with a mean age ( 8  standard de-
viation) of 74.14  8  12.07 years for all, 76.45  8  12.29 years 
for women, and 71.82  8  11.4 years for men. The number 
of neuropathological diagnoses, including combined 

ones, in clinically documented dementia cases was 88. 
The number of combined diagnoses was 54 (61.36%) 
( fig. 1 ). In the current paper, we focused on diagnoses 
with relevant numbers of cases (i.e. 1,138 cases with AD, 
1,011 with CJD, 341 with VP, 207 with LBD, 25 with PD, 
a sum of 275 cases with the diagnosis of synucleinopa-
thies, 90 with AGD, 42 with TOD, 36 with PSP, 32 with 
FTLD-U/MND, and 14 with CBD).
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  Fig. 1.  Neuropathological diagnoses used 
in our cohort. Diagnoses which also ap-
pear in single (‘pure’) forms are listed in 
the column on the left, while combined di-
agnoses are listed in the horizontal row on 
top. The black boxes indicate which pure 
diagnoses may also be present in a com-
bined form. CADASIL = Cerebral autoso-
mal dominant arteriopathy with subcorti-
cal infarcts and leukoencephalopathy; 
DLDH = dementia lacking distinctive his-
topathology; NIFID = neuronal interme-
diate filament inclusion disease; CNS = 
central nervous system. 
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  Frequency of Mixed and Pure Diagnoses 
 The proportion of patients with mixed diagnoses in the 

group of cases with AD, VP, AGD, and synucleinopathies 
was 53.3%. In cases where combined diagnoses were indi-
cated, AD was found in 89.6% (p  !  0.01), VP in 52.6%, 
synucleinopathies in 50%, and AGD in 11.4%. The percent-
age of mixed diagnoses for the group of patients with AD, 
VP, LBD, PD, synucleinopathies, AGD, CJD, and FTLD-
U/MND varied between centres ( fig. 2 ); this was signifi-
cant for AGD and VP. Mixed pathology was significantly 
more frequently reported with PD (92%), LBD (61%), AGD 
(67%), and VP (65%) than with AD (43%), while in PSP 
(22%), CBD (21%), and in particular in FTLD-U (9%) and 
CJD (2%) mixed pathology was significantly less frequent-
ly documented as compared to AD, LBD, PD, and VP.

  Influence of Age and Gender 
 We observed significant (p  !  0.05) differences in age 

at death and distribution of diagnoses: while FTLD-U/
MND and CJD were more frequent in younger patients 
below 75 years, AD, AGD and combined diagnoses were 
more frequent in elderly patients ( fig. 3 a).

  In the total cohort, LBD (also combined with AD) and 
any type of synucleinopathy were more frequent in men. 
In women, only AD with VP was significantly more fre-
quent ( fig. 3 b). In younger patients ( ! 75 years), the detec-
tion of some kind of synucleinopathy as a pure or com-
bined diagnosis was significantly more frequent in men. 
In addition, AD, VP, TOD, and AGD were more frequent 
in men ( fig. 3 c). However, among the patients above 75 
years of age, more women were found with pure AD, pure 
AGD, mixed VP and AD combined with VP ( fig. 3 d). 
More detailed age grouping indicated a female predomi-
nance among patients with TOD aged above 81 years ( ta-
ble 2 ).

  Discussion 

 In this study, we summarized the results of a survey 
within neuropathological centres of BrainNet Europe. 
The following implications may be emphasized: (1) the 
first and most obvious neuropathological alteration 
should not terminate the diagnostic procedure since co-
pathology is likely to be found; (2) the frequency of AGD 
and VP as a combined diagnosis is significantly different 
between brain banks; (3) morphological evidence of a 
Lewy body type of synucleinopathy, including LBD and 
in particular PD, is unlikely the sole neuropathological 
substrate for dementia; (4) neuroscientists using tissue 
from brain banks should be aware of the high probability 
of mixed alterations, in particular in brains of individuals 
above age 75, thus exclusive disease-specific results should 
be interpreted with caution; (5) influence of gender may 
be considered in AD, synucleinopathies, AGD, or TOD.

  Our study shows that  � -synuclein and/or vascular pa-
thology frequently accompanies different disorders. Af-
ter the widespread recognition of LBD as a disease entity, 
several autopsy surveys demonstrated a frequency of 
LBD of 20%  [4–11] . Due to bias in the recruitment of sub-
jects to the brain banks involved in this survey, the cur-
rent study has limitations from an epidemiological view-
point; it is not representative, and cannot give reliable es-
timations of the relative frequencies of brain disorders. 
However, it shows that mixed pathology is common and 
thus is in line with recent studies emphasizing the role of 
mixed brain pathologies accounting for most dementia 
cases in community-dwelling older persons  [12] , as well 
as supports the findings of other population-based and 
consecutive autopsy series  [13–15] .

  Interestingly, combined diagnosis was rarely reported 
in CJD or FTLD-U/MND cases. In patients with CJD, 
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  Fig. 2.  Boxplot representation of the proportions of mixed forms 
of AD, AGD, CJD, LBD, FTLD (FTLD-U and FTLD-MND), PD, 
any type of synucleinopathy cases (SYN: this includes pooling of 
LBD, PD and cases with synuclein pathology only in the amyg-
dala), and VP. 
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detailed neuropathological examination is usually termi-
nated after the detection of spongiform change and de-
position of the disease-associated prion protein in brain 
tissue, which may hinder the exact evaluation of copath-
ology. In addition, age at onset is generally lower (around 
10 years) compared to the aforementioned diseases. Pre-
viously some cases of FTLD-U/MND may have been 

overlooked when showing prominent tau or  � -synuclein 
pathology due to the more difficult interpretation of 
ubiquitin-immunoreactive structures. Recent criteria 
and the introduction of TDP-43 immunostaining may 
help give exact frequencies of copathology  [16] . Indeed, 
overlap with AD or Lewy body pathologies is already not-
ed  [17, 18] .

0

AGP + VP (n = 19)

AD + AGD (n = 12)
AD + VP (n = 112)

Mixed VP (n = 199)
Mixed AD (n = 301)

LBD + VP (n = 11)
LBD + AGD (n = 7)

Mixed LBD (n = 102)
Mixed synucleinopathy (n = 195)

Pure AD (n = 524)
AD + LBD (n = 78)

Pure synucleinopathy (n = 70)
Pure VP (n = 81)

Pure LBD (n = 73)
TOD (n = 39)

FTLD-U/MND (n = 48)

AD + synucleinopathy in amygdala (n = 43)

Mixed AGD (n = 48)
Pure AGD (n = 30)

*

*
*
*
*

*
*
*
*

*

*

*
*

0.2 0.4 0.6 0.8 1

Age <75 ≥75

0

*

*
*
*

0.2 0.4 0.6 0.8 1

Gender %F %M

a b

0

Mixed VP (n = 39)
Mixed AD (n = 80)

AD + VP (n = 19)

AGD + VP (n = 0)

LBD + VP (n = 3)

LBD + AGD (n = 2)

Mixed LBD (n = 30)

AD + synucleinopathy in amygdala (n = 8)

Mixed synucleinopathy (n = 59)
Pure AD (n = 174)

Pure LBD (n = 30)

AD + AGD (n = 2)

AD + LBD (n = 27)

Pure synucleinopathy (n = 27)

Pure VP (n = 32)

TOD (n = 19)

FTLD-U/MND (n = 23)

Mixed AGD (n = 2)

Pure AGD (n = 4)

(n = 160)

(n = 221)

(n = 93)

(n = 19)

(n = 8)

(n = 5)

(n = 72)

(n = 35)

(n = 136)

(n = 350)

(n = 43)

(n = 10)

(n = 51)

(n = 43)

(n = 49)

(n = 20)

(n = 9)

(n = 46)

(n = 26)*

*

*
*

*

*
*
*
*
*
*
*

*

*

0.2 0.4 0.6 0.8 1

Gender (<75) %F %M

0 0.2 0.4 0.6 0.8 1

Gender (≥75) %F %M

c d

  Fig. 3.  Age- and gender-specific proportions of pure and mixed diagnoses. Asterisks on the right side of column 
bars indicate significant difference (p  !  0.05). Synucleinopathy: LBD, PD, and cases with synuclein pathology 
only in the amygdala pooled in one group. F = Female; M = male. 
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  Our results reflect a lack of neuropathological diag-
nostic criteria for AGD and VP, while such criteria are 
more widely accepted and used for AD, LBD and PD. 
AGD is a sporadic 4R tauopathy that is considered in the 
differential diagnosis of late-onset dementias and some 
features may be observed associated with mutations in 
the  tau  gene  [19–21] . The detection of argyrophilic grains 
is not uncommon in aged human brains and AGD ac-
counts for around 5% of dementias (see recent review of 
Ferrer et al.  [22] ). Whether the presence of argyrophilic 
grains per se represents a distinct disease process causing 
dementia or whether it lowers the threshold for dementia 
is a matter of debate  [23] . In our cohort, AGD also appears 
as a pure diagnosis. Thus the constellation of main neu-
ropathological abnormalities including oligodendroglial 
coiled bodies and tau-positive pretangles in limbic pro-
jection neurons, in addition to argyrophilic grains  [19, 
22] , may be interpreted as a morphological entity. Since 
the appearance of argyrophilic grains is associated with 
ageing  [24]  that increases the frequency of comorbidity, 
pure forms of AGD may be rarely detected in individuals 

with dementia. Copathology is underestimated in par-
ticular in AD cases with neuropil threads in the same 
regions where grains are detected. A more exact evalua-
tion may be obtained by using anti-4R tau immunohisto-
chemistry  [25] . Our results are in line with the variability 
of reported frequency of VP in autopsy series  [4–11] , as 
well as with a recent survey performed amongst neuro-
pathologists about VP  [3]  pointing out the lack of detailed 
guidelines indicating what should be looked for at au-
topsy in cases of suspected vascular cognitive impair-
ment. With regard to VP, the lack of quantification of the 
various lesions, as well as an account of their location, is 
a limitation of this study in terms of information on po-
tential vascular correlates of dementia.

  Earlier studies noted that cerebrovascular disease and 
Alzheimer-related pathology frequently occur in subjects 
with PD showing cognitive decline  [26, 27] . Our results 
support the notion that pure forms of synucleinopathies 
are unlikely to be the sole cause of dementing disorder. 
This is exemplified by the amygdala-synuclein variant of 
AD  [28] . PD with dementia more likely shows copathol-

Table 2. List of diagnoses in age and gender groups

Diagnosis Age group

^60 61–70 71–80 681

male female male female male female male female

AD 20 17 57 19 79 92 69 153
AD + VP 0 0 4 2 19 23 17 47
AD + LBD 2 1 12 2 19 13 17 12
AD + synucleinopathy1 0 0 1 1 8 7 4 14
AD + AGD 0 0 0 0 0 0 4 5
AD + other 2 2 8 3 25 16 12 15
LBD 2 1 12 0 24 7 8 14
LBD + VP 0 0 1 0 2 1 1 5
LBD + AGD 0 0 0 0 0 0 1 3
LBD + other 0 0 1 1 2 1 1 1
AGD 0 0 2 0 2 2 6 16
AGD + VP 0 0 0 0 0 0 7 6
AGD + other 0 0 0 0 0 0 2 0
VP 3 1 15 2 15 17 11 17
VP + other 1 1 2 2 8 3 4 5
FTLD-U/MND 9 7 8 2 7 8 0 0
FTLD-U + other 0 1 0 0 0 0 0 0
TOD 1 1 8 3 11 4 0 11
Other 82 54 88 73 82 72 31 57
Sum 125 87 224 113 308 269 200 386

Italic numbers indicate that p < 0.05 (�2 statistics). 
1 Unclassified Lewy body synucleinopathy (e.g. in the amygdala). 
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ogy as compared to LBD. A recent study revealed severer 
Alzheimer-related pathology in PD with dementia than 
in LBD  [27] . The clinical relevance of  � -synuclein pathol-
ogy in relation to dementia is debated, although some 
studies indicate a causative role  [29–31] . It is of note that 
a recent study based on neuropathological findings also 
emphasized that abundant  � -synuclein pathology in cor-
tical and subcortical regions may be detected in many 
subjects without notable signs of dementia  [32, 33] .

  Earlier observations indicated that women are at high-
er risk of developing AD than men  [4, 34] . Our neuropa-
thology-based results in a large series indicate that this 
influence of gender depends on the age group, and is gen-
erally true only for patients above 75 years. Our study 
supports the notion of a male predominance among pa-
tients with LBD  [4] , and we emphasize this in younger age 
groups. We point out that TOD is more frequent in young-
er men, whereas in elderly women the frequency is re-

versed, and that AGD also shows female predominance. 
While these observations could suggest a gender differ-
ence in the pathogenesis of neuronal tau pathology, it 
may also be explained by the increased mortality of men 
 [35] .

  In summary, our survey supports the notion of a high 
frequency of combined pathologies as a morphological 
substrate for dementia and urges the establishment of 
commonly used neuropathological criteria for AGD and 
VP. Knowledge of gender- and age-specific differences 
may serve as a rationale for patient selection in therapeu-
tic trials.

  Acknowledgement 

 This work was supported by the EU grant FP6, BNEII No. 
LSHM-CT-2004-503039. 

 References 

  1 Prusiner SB: Shattuck lecture – Neurodegen-
erative diseases and prions. N Engl J Med 
2001;   344:   1516–1526. 

  2 Dickson DW: Required techniques and use-
ful molecular markers in the neuropatholog-
ic diagnosis of neurodegenerative diseases. 
Acta Neuropathol 2005;   109:   14–24. 

  3 Pantoni L, Sarti C, Alafuzoff I, Jellinger K, 
Munoz DG, Ogata J, Palumbo V: Postmor-
tem examination of vascular lesions in cog-
nitive impairment: a survey among neuro-
pathological services. Stroke 2006;   37:  
 1005–1009. 

  4 Barker WW, Luis CA, Kashuba A, Luis M, 
Harwood DG, Loewenstein D, Waters C, 
 Jimison P, Shepherd E, Sevush S, Graff-Rad-
ford N, Newland D, Todd M, Miller B, Gold 
M, Heilman K, Doty L, Goodman I, Robin-
son B, Pearl G, Dickson D, Duara R: Relative 
frequencies of Alzheimer disease, Lewy 
body, vascular and frontotemporal demen-
tia, and hippocampal sclerosis in the State of 
Florida Brain Bank. Alzheimer Dis Assoc 
Disord 2002;   16:   203–212. 

  5 Galasko D, Hansen LA, Katzman R, Wieder-
holt W, Masliah E, Terry R, Hill LR, Lessin P, 
Thal LJ: Clinical-neuropathological correla-
tions in Alzheimer’s disease and related de-
mentias. Arch Neurol 1994;   51:   888–895. 

  6 Bowler JV, Munoz DG, Merskey H, Hachin-
ski V: Fallacies in the pathological confirma-
tion of the diagnosis of Alzheimer’s disease. 
J Neurol Neurosurg Psychiatry 1998;   64:   18–
24. 

  7 Drach LM, Steinmetz HE, Wach S, Bohl J: 
High proportion of dementia with Lewy 
bodies in the postmortems of a mental hos-
pital in Germany. Int J Geriatr Psychiatry 
1997;   12:   301–306. 

  8 Holmes C, Cairns N, Lantos P, Mann A: Va-
lidity of current clinical criteria for Alzhei-
mer’s disease, vascular dementia and demen-
tia with Lewy bodies. Br J Psychiatry 1999;  
 174:   45–50. 

  9 Ince PG, McArthur FK, Bjertness E, Torvik 
A, Candy JM, Edwardson JA: Neuropatho-
logical diagnoses in elderly patients in Oslo: 
Alzheimer’s disease, Lewy body disease, vas-
cular lesions. Dementia 1995;   6:   162–168. 

 10 Kalra S, Bergeron C, Lang AE: Lewy body 
disease and dementia. A review. Arch Intern 
Med 1996;   156:   487–493. 

 11 Lim A, Tsuang D, Kukull W, Nochlin D, 
Leverenz J, McCormick W, Bowen J, Teri L, 
Thompson J, Peskind ER, Raskind M, Lar-
son EB: Clinico-neuropathological correla-
tion of Alzheimer’s disease in a community-
based case series. J Am Geriatr Soc 1999;   47:  
 564–569. 

 12 Schneider JA, Arvanitakis Z, Bang W, Ben-
nett DA: Mixed brain pathologies account 
for most dementia cases in community-
dwelling older persons. Neurology 2007;   69:  
 2197–2204. 

 13 Fernando MS, Ince PG: Vascular pathologies 
and cognition in a population-based cohort 
of elderly people. J Neurol Sci 2004;   226:   13–
17. 

 14 Jellinger KA: The enigma of mixed demen-
tia. Alzheimers Dement 2007;   3:   40–53. 

 15 Jellinger KA, Attems J: Neuropathological 
evaluation of mixed dementia. J Neurol Sci 
2007;   257:   80–87. 

 16 Cairns NJ, Bigio EH, Mackenzie IR, Neu-
mann M, Lee VM, Hatanpaa KJ, White CL, 
3rd, Schneider JA, Grinberg LT, Halliday G, 
Duyckaerts C, Lowe JS, Holm IE, Tolnay M, 
Okamoto K, Yokoo H, Murayama S, Woulfe 
J, Munoz DG, Dickson DW, Ince PG, Tro-
janowski JQ, Mann DM: Neuropathologic 
diagnostic and nosologic criteria for fronto-
temporal lobar degeneration: consensus of 
the Consortium for Frontotemporal Lobar 
Degeneration. Acta Neuropathol 2007;   114:  
 5–22. 

 17 Amador-Ortiz C, Lin WL, Ahmed Z, Per-
sonett D, Davies P, Duara R, Graff-Radford 
NR, Hutton ML, Dickson DW: TDP-43 im-
munoreactivity in hippocampal sclerosis 
and Alzheimer’s disease. Ann Neurol 2007;  
 61:   435–445. 

 18 Higashi S, Iseki E, Yamamoto R, Minegishi 
M, Hino H, Fujisawa K, Togo T, Katsuse O, 
Uchikado H, Furukawa Y, Kosaka K, Arai H: 
Concurrence of TDP-43, tau and alpha-
synuclein pathology in brains of Alzheimer’s 
disease and dementia with Lewy bodies. 
Brain Res 2007;   1184:   284–294. 

 19 Tolnay M, Clavaguera F: Argyrophilic grain 
disease: a late-onset dementia with distinc-
tive features among tauopathies. Neuropa-
thology 2004;   24:   269–283. 



 Kovacs et al. Dement Geriatr Cogn Disord 2008;26:343–350350

 20 Kovacs GG, Pittman A, Revesz T, Luk C, Lees 
A, Kiss E, Tariska P, Laszlo L, Molnar K, 
Molnar MJ, Tolnay M, de Silva R: MAPT 
S305I mutation: implications for argyrophil-
ic grain disease. Acta Neuropathol 2008;   116:  
 103–118. 

 21 Togo T, Sahara N, Yen SH, Cookson N, 
Ishizawa T, Hutton M, de Silva R, Lees A, 
Dickson DW: Argyrophilic grain disease is a 
sporadic 4-repeat tauopathy. J Neuropathol 
Exp Neurol 2002;   61:   547–556. 

 22 Ferrer I, Santpere G, van Leeuwen FW: Ar-
gyrophilic grain disease. Brain 2008;   131:  
 1416–1432. 

 23 Josephs KA, Whitwell JL, Parisi JE, Knop-
man DS, Boeve BF, Geda YE, Jack CR Jr, Pe-
tersen RC, Dickson DW: Argyrophilic 
grains: a distinct disease or an additive pa-
thology? Neurobiol Aging 2008;   29:   566–
573. 

 24 Saito Y, Ruberu NN, Sawabe M, Arai T, 
Tanaka N, Kakuta Y, Yamanouchi H, Mu-
rayama S: Staging of argyrophilic grains: an 
age-associated tauopathy. J Neuropathol Exp 
Neurol 2004;   63:   911–918. 

 25 Fujino Y, Wang DS, Thomas N, Espinoza M, 
Davies P, Dickson DW: Increased frequency 
of argyrophilic grain disease in Alzheimer 
disease with 4R tau-specific immunohisto-
chemistry. J Neuropathol Exp Neurol 2005;  
 64:   209–214. 

 26 Guerini F, Frisoni GB, Bellwald C, Rossi R, 
Bellelli G, Trabucchi M: Subcortical vascular 
lesions predict functional recovery after re-
habilitation in patients with L-dopa refrac-
tory parkinsonism. J Am Geriatr Soc 2004;  
 52:   252–256. 

 27 Jellinger KA, Attems J: Prevalence and im-
pact of vascular and Alzheimer pathologies 
in Lewy body disease. Acta Neuropathol 
2008;   115:   427–436. 

 28 Uchikado H, Lin WL, DeLucia MW, Dickson 
DW: Alzheimer disease with amygdala Lewy 
bodies: a distinct form of alpha-synucleinop-
athy. J Neuropathol Exp Neurol 2006;   65:  
 685–697. 

 29 Kovari E, Gold G, Herrmann FR, Canuto A, 
Hof PR, Bouras C, Giannakopoulos P: Lewy 
body densities in the entorhinal and anterior 
cingulate cortex predict cognitive deficits in 
Parkinson’s disease. Acta Neuropathol 2003;  
 106:   83–88. 

 30 Apaydin H, Ahlskog JE, Parisi JE, Boeve BF, 
Dickson DW: Parkinson disease neuropa-
thology: later-developing dementia and loss 
of the levodopa response. Arch Neurol 2002;  
 59:   102–112. 

 31 Hurtig HI, Trojanowski JQ, Galvin J, Ew-
bank D, Schmidt ML, Lee VM, Clark CM, 
Glosser G, Stern MB, Gollomp SM, Arnold 
SE: Alpha-synuclein cortical Lewy bodies 
correlate with dementia in Parkinson’s dis-
ease. Neurology 2000;   54:   1916–1921. 

 32 Parkkinen L, Pirttila T, Alafuzoff I: Applica-
bility of current staging/categorization of al-
pha-synuclein pathology and their clinical 
relevance. Acta Neuropathol 2008;   115:   399–
407. 

 33 Zaccai J, Brayne C, McKeith I, Matthews F, 
Ince PG: Patterns and stages of alpha-synu-
cleinopathy: relevance in a population-based 
cohort. Neurology 2008;   70:   1042–1048. 

 34 Gao S, Hendrie HC, Hall KS, Hui S: The re-
lationships between age, sex, and the inci-
dence of dementia and Alzheimer disease: a 
meta-analysis. Arch Gen Psychiatry 1998;   55:  
 809–815. 

 35 Lapane KL, Gambassi G, Landi F, Sgadari A, 
Mor V, Bernabei R: Gender differences in 
predictors of mortality in nursing home res-
idents with AD. Neurology 2001;   56:   650–
654.   


