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Abstract

Background: patients suspected of dementia frequently undergo additional diagnostic testing (e.g. brain imaging or neuro-
psychological assessment) after standard clinical assessment at a memory clinic. This study investigates the use of additional
testing in an academic outpatient memory clinic and how it influences the initial diagnosis.
Methods: the initial diagnosis after standard clinical assessment (history, laboratory tests, cognitive screening and physical and
neurological examination) and the final diagnosis after additional testing of 752 memory clinic patients were collected. We spe-
cifically registered if, and what type of, additional testing was requested.
Results: additional testing was performed in 518 patients (69%), 67% of whom underwent magnetic resonance imaging, 45%
had neuropsychological assessment, 14% had cerebrospinal fluid analysis and 49% had (combinations of ) other tests. This led
to a modification of the initial diagnosis in 17% of the patients. The frequency of change was highest in patients with an initial
non-Alzheimer’s disease (AD) dementia diagnosis (54%, compared with 11 and 14% in patients with AD and ‘no dementia’;
P< 0.01). Finally, after additional testing 44% was diagnosed with AD, 9% with non-AD dementia and 47% with ‘no dementia’.
Conclusion: additional testing should especially be considered in non-AD patients. In the large group of patients with an initial
AD or ‘no dementia’ diagnosis, additional tests have little diagnostic impact and may perhaps be used with more restraint.
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Introduction

Despite recent advances in diagnostic tests, the accurate diag-
nosis of dementia remains challenging as distinguishing
between normal ageing and dementia, and between the dif-
ferent nosological forms of dementia can prove difficult in
clinical practice. Although no curative treatment exists, an ac-
curate diagnosis at an early stage is becoming increasingly im-
portant as treatment options improve [1].

The evaluation of patients suspected of dementia in a
typical Dutch memory clinic starts with a standard diagnostic
assessment resulting in an initial clinical diagnosis. When the
diagnosis remains uncertain, additional tests are performed,

e.g. brain magnetic resonance imaging (MRI), cerebrospinal
fluid (CSF) biomarker analysis or extensive neuropsychological
assessment (NPA), followed by a final diagnosis. Several
studies investigated the diagnostic accuracy of these additional
tests in diagnosing dementia. MRI is recommended to dem-
onstrate or exclude cerebrovascular disease and brain atrophy
[2], and to exclude potentially reversible causes of dementia.
Structural imaging using MRI has been shown to improve
early detection of dementia when added to the standard
diagnostic assessment [3, 4]. The combination of the CSF
biomarkers β-amyloid42, total tau and phosphorylated tau
discriminates Alzheimer’s disease (AD) from other types of
dementia and normal ageing [5–7]. In patients with an
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ambiguous clinical diagnosis, phosphorylated tau has an
added diagnostic value to the standard assessment in the dif-
ferentiation of AD from non-AD [8]. NPA contributes to the
early diagnosis of dementia and to the differentiation of its
various forms, by assessing the profile and extent of the cogni-
tive impairments as well as the influence of potentially con-
founding factors, such as personality and coping or mood
disturbances [3, 9]. Geroldi et al. concluded that NPA may
have added value to the standard diagnostic assessment [10],
not only for the diagnosis but also providing information that
can be used in the patient’s or caregiver’s care or support.

From the studies cited above MRI, CSF analysis and NPA
are shown to be valuable in diagnosing dementia and dif-
ferentiating between subtypes. However, it remains unclear
which (combinations of ) additional tests are used in clinical
practice and how they are used in determining the final diag-
nosis. Preferably, they should only be applied in patients who
benefit from the results as they are in general more burden-
some for the patient and require additional resources.
Therefore, the aim of this study was to analyse whom of the
patients, referred to the memory clinic because of cognitive
complaints, receive additional diagnostic tests and how often
and how these tests resulted in an adjustment of the initial
dementia diagnosis and its nosological classification.

Methods

Data on all consecutive patients who visited the outpatient
memory clinic of the Radboud University Medical Center
between 1 January 2007 and 31 December 2010 were col-
lected from the department’s clinical database.

Diagnosis started with a standard diagnostic assessment
including history taking, laboratory tests, physical and neuro-
logical examination and the following cognitive screening
tests: mini-mental state examination (MMSE) [11], the Dutch
version of the revised Cambridge cognitive examination
(CAMCOG-R) [12], neuropsychiatric inventory [13], geriatric
depression scale [14], auditory-verbal learning test (AVLT)
[15], trail making test A (TMTA) [16] and digit span forward
and backward [17]. This standard diagnostic assessment was
done by a registrar in geriatric medicine and supervised by a
geriatrician. Subsequently, during the first multidisciplinary
consultation (MDC1), the best possible diagnosis was agreed
upon and the need for additional diagnostics was discussed.
The MDC team consisted of at least a geriatrician, a neuro-
psychologist, an occupational therapist and the registrar
involved in the assessment. When additional testing was per-
formed, a second MDC resulted in the final diagnosis.

The initial and final diagnoses collected from the memory
clinic database were categorised into three groups: (i) AD,
including possible and probable AD, mixed AD with vascular
dementia and posterior cortical atrophy; (ii) non-AD dementia,
including possible and probable vascular dementia, dementia
with Lewy bodies, frontotemporal dementia, Parkinson demen-
tia, semantic dementia, primary progressive aphasia, Creutzfeldt
Jacob disease and dementia not otherwise specified; (iii) no de-
mentia, including mild cognitive impairment, vascular cognitive

impairment, neurological and psychiatric conditions and no
diagnosis (i.e. patients with subjective cognitive complaints).

Patient characteristics drawn from the database included
socio-demographic characteristics, presence of relevant
co-morbidity and results of the cognitive screening during the
first visit. Data on the use (yes/no) of additional tests were
collected from laboratory and neuropsychologist’s databases.

Statistical analyses

Patients with and without additional tests were compared on
baseline characteristics, cognitive screening results and MDC1
diagnosis using independent t-tests and Chi-square tests. Further
analysis was performed on patients with additional tests. The
frequency of a change in the initial diagnosis was calculated
for the total group as well as for the three diagnosis groups
separately and was compared between these three groups
using Chi-square tests.

Subsequently, the types of additional diagnostic tests were
taken into consideration. AVenn diagram was made to under-
stand which combinations of additional tests were often per-
formed. On the basis of the frequency of co-occurrence of
specific tests, we identified four typical clusters. To compare
the change in diagnosis between these additional test clusters
pair-wise a closed testing procedure was used [18, 19].
Furthermore, patients with and without a change in diagnosis
were compared with regard to patient characteristics using the
appropriate statistical procedures.

Results

Over the inclusion period, 767 individual patients were referred
to the memory clinic. After excluding 15 patients with an un-
known diagnosis at MDC1, data of 752 patients were analysed.
Of this group 234 did not undergo additional tests, leaving 518
patients with additional tests. Patients with additional tests were
older (73.7 ± 9.2 versus 71.5 ± 11.7 years; P= 0.006) than
patients without additional tests. Furthermore, patients with
additional tests more frequently had an initial diagnosis of AD
or non-AD dementia and were less frequently in the ‘no demen-
tia’ group (P< 0.001). For more results see Supplementary data
available inAge and Ageing online, Table Appendix S1.

Change in initial diagnosis

Overall, the initial diagnosis changed in 17.2% (n= 89) of the
patients with additional testing. This included 11.4% of the
patients with an initial AD and 13.9% of the patients with an
initial ‘no dementia’ diagnosis. The highest frequency of change
was observed in the non-AD group where 53.6% of the
patients had a change in diagnosis (compared with the other
diagnosis groups, P< 0.001, Table 1). Finally, following add-
itional testing 231 patients (44.6%) were diagnosed with AD,
45 (8.7%) with non-AD and 242 (46.7%) with ‘no dementia’.
An important note is that 29 (53.7%) of the 54 patients with an
initial possible AD changed to probable AD, and therefore
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remained in the AD group but increased in diagnostic certainty.
See Supplementary data available in Age and Ageing online,
Table Appendix S2 for an extensive description of changes.

Types of additional diagnostic tests

Of the total group of patients with additional tests, 66.8% (n=
346) underwent MRI, in 44.8% (n= 232) NPAwas performed,
and 13.7% (n= 71) had CSF analysis. Overall, 216 (41.7%)
patients had more than one of these additional diagnostic tests.
Based on the frequency of co-occurrence of tests, patients were
grouped into four clusters (Figure 1). These clusters were the
following: MRI but no NPA (with/without other tests); NPA
but no MRI (with/without other tests); MRI and NPA (with/
without other tests); any (combination of) other tests. Included
under the heading ‘other tests’ were CSF analysis, occupational
therapy diagnostics (28.1%; n= 102), computed tomography
scan of the brain (4.4%; n= 16) and assessment by a social psy-
chiatric nurse (4.1%; n= 15).

Consequences of additional diagnostic tests

for the initial diagnosis

The frequency of change in diagnosis differed between the
additional test clusters (P = 0.002) (Table 1). In the NPA and
MRI +NPA clusters, changes in diagnosis occurred more
frequently than in the other two clusters. This result was also
found (P< 0.001) when tested solely in patients with an
initial AD diagnosis. For the non-AD and ‘no dementia’
group, no such pattern was found (P = 0.58 and P = 0.25, re-
spectively) (Table 2).

Patients with and without a change in initial

diagnosis

Analysis of patients with and without a change in the initial
diagnosis showed that the patients in the ‘no dementia’ group

with a change in diagnosis were older and performed worse
on the MMSE, CAMCOG-R, TMTA and AVLT (Table 2). In
contrast, patients in the AD group with a change in diagnosis
performed better on the MMSE and the CAMCOG-R than

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Table 1. Change frequency of the initial diagnosis, in total and per cluster of additional tests

Initial diagnosis Final diagnosis Number of patients (%a)

Total (n= 518) MRIb (n = 190) NPAc (n= 76) MRI +NPAd (n= 156) Other tests (n = 96)

AD n= 210 n= 114 n= 16 n= 31 n= 49
AD 186 (88.6) 107 (93.8) 9 (56.2) 24 (77.4) 46 (93.9)
Non-AD 12 (5.7) 6 (5.3) 2 (12.5) 2 (6.5) 2 (4.1)
No dementia 12 (5.7) 1 (0.9) 5 (31.3) 5 (16.1) 1 (2.0)

Non-AD n= 56 n= 21 n= 9 n= 16 n= 10
AD 17 (30.4) 8 (38.1) 3 (33.3) 4 (25.0) 2 (20.0)
Non-AD 26 (46.4) 11 (52.4) 3 (33.3) 6 (37.5) 6 (60.0)
No dementia 13 (23.2) 2 (9.5) 3 (33.3) 6 (37.5) 2 (20.0)

No dementia n= 252 n= 55 n= 51 n= 109 n= 37
AD 28 (11.1) 5 (9.1) 4 (7.8) 18 (16.5) 1 (2.7)
Non-AD 7 (2.8) 2 (3.6) 2 (3.9) 2 (1.8) 1 (2.7)
No dementia 217 (86.1) 48 (87.3) 45 (88.3) 89 (81.7) 35 (94.6)

Total change 89 (17.2) 24 (12.6) 19 (25.0) 37 (23.7) 9 (9.4)

AD, Alzheimer’s disease; MRI, magnetic resonance imaging; NPA, neuropsychological assessment.
aPercentages are column percentages.
bMRI but no NPA, with/without other tests.
cNPA but no MRI, with/without other tests.
dMRI and NPA, with/without other tests.

Figure 1. Venn diagram, combinations of additional diagnostic
tests (n = 518). Results are displayed as: number of patients, per-
centage. Grey shades represent the grouping for further ana-
lysis: MRI but no NPA (with/without other tests) (n= 190,
36.7%); NPA but no MRI (with/without other tests) (n= 76,
14.7%); both MRI and NPA (with/without other tests) (n=
156, 30.0%) and any (combination of ) other tests (n= 96,
18.6%). MDC, multidisciplinary consultation; MRI, magnetic
resonance imaging; NPA, neuropsychological assessment; CSF,
cerebrospinal fluid.
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AD patients without a change. Typically, AD patients with
a changed diagnosis more frequently underwent NPA,
whereas the patients with the initial AD without a change
more frequently underwent only MRI.

Discussion

The present study investigated the use of additional diagnos-
tic tests and how often and how they changed the initial diag-
nosis in patients with cognitive complaints referred to a
memory clinic. We found that most patients received add-
itional tests. These patients were more frequently diagnosed
with dementia (either AD or non-AD) than patients without
additional tests. The most frequently applied additional tests
were MRI and NPA. Patients with an initial non-AD demen-
tia were most likely to have a change in diagnosis, whereas in

patients with the initial AD or ‘no dementia’ the diagnosis
remained mostly unaltered.

Change in initial diagnosis

Additional tests resulted in a change in diagnosis in 17% of
the patients. The change was highest in patients with an
initial non-AD dementia diagnosis (54%), indicating that this
group was most difficult to diagnose with the standard diag-
nostic assessment. Although the change in diagnosis was low
in the AD group, it resulted in more confidence about the
diagnosis in more than half of patients with possible AD, as
their diagnosis changed to probable AD (Supplementary
data available in Age and Ageing online, Table Appendix S2).

Our study results are in agreement with a study by
Geroldi et al. who found a change in diagnosis in 24% of the
patients with the initial non-AD compared with 7% in
patients with an initial AD diagnosis [10], although their

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Table 2. Baseline characteristics, results of cognitive screening and distribution over the additional diagnostic test clusters
compared between patients with and patients without a change in diagnosis, per initial diagnosis

Variable Number of patients (%a) or mean ± SD

AD Non-AD dementia No dementia

No change
(n= 186)

Change
(n= 24)

P-value No change
(n= 26)

Change
(n= 30)

P-value No change
(n= 217)

Change
(n= 35)

P-value

Age 77.4 ± 7.2 75.0 ± 9.1 0.15 73.6 ± 8.5 74.8 ± 9.0 0.63 70.0 ± 9.7 75.5 ± 7.3 0.002
Female 118 (63.4) 13 (54.2) 0.38 4 (15.4) 18 (60.0) <0.001 101 (46.5) 20 (57.1) 0.24
Comorbidity 118 (63.4) 12 (50.0) 0.20 20 (76.9) 24 (80.0) 0.78 149 (68.7) 26 (74.3) 0.50
Diabetes 35 (18.8) 4 (16.7) 1.00 5 (19.2) 10 (33.3) 0.36 35 (16.1) 8 (22.9) 0.34
Depression 13 (7.0) 2 (8.3) 0.68 0 (0.0) 2 (6.7) 0.49 31 (14.3) 5 (14.3) 1.00
Cardiovascular comorbidityb 106 (57.0) 10 (41.7) 0.16 18 (69.2) 23 (76.7) 0.53 120 (55.3) 20 (57.1) 0.84
MMSEc 19.3 ± 4.7 22.4 ± 4.6 0.003 20.0 ± 4.7 20.6 ± 5.2 0.67 26.5 ± 2.7 24.5 ± 3.0 <0.001
CAMCOG-Rc 71.9 ± 20.3 82. 7 ± 19.4 0.02 77.8 ± 20.7 80.2 ± 19.9 0.66 103.0 ± 14.2 97.1 ± 11.1 0.02
NPId 6.5 ± 5.6 7.6 ± 6.4 0.42 7.9 ± 6.6 5.7 ± 5.2 0.19 4.2 ± 4.5 3.8 ± 4.0 0.70
GDS15d 2.7 ± 2.0 3.1 ± 1.3 0.32 3.1 ± 2.2 3.5 ± 2.5 0.59 3.4 ± 2.9 3.2 ± 2.6 0.62
AVLT totale 21.4 ± 9.4 23.1 ± 12.8 0.44 26.3 ± 12.1 24.5 ± 14.1 0.66 31.9 ± 11.1 27.9 ± 8.3 0.06
AVLT recalle 22.4 ± 6.5 24.4 ± 9.6 0.23 31.2 ± 13.0 28.0 ± 11.8 0.41 32.3 ± 12.8 28.1 ± 10.0 0.09
TMTAe 32.4 ± 20.2 31.9 ± 22.8 0.92 25.8 ± 15.0 30.0 ± 24.6 0.50 43.6 ± 14.0 36.5 ± 16.0 0.01
DSFc 7.1 ± 1.7 7.3 ± 1.4 0.69 6.5 ± 1.7 6.7 ± 1.4 0.66 7.8 ± 1.9 8.3 ± 2.1 0.20
DSBc 3.6 ± 1.7 3.8 ± 1.7 0.62 3.0 ± 1.3 3.4 ± 1.7 0.29 4.8 ± 1.7 4.5 ± 2.2 0.38
Addi tional diagnostic test clusterf <0.001 0.58 0.25
MRIg 107 (57.5) 7 (29.2) 0.01j 11 (42.3) 10 (33.3) j 48 (22.1) 7 (20.0) j

NPAh 9 (4.8) 7 (29.2) <0.001j 3 (11.5) 6 (20.0) j 45 (20.7) 6 (17.1) j

MRI +NPAi 24 (12.9) 7 (29.2) 0.03j 6 (23.1) 10 (33.3) j 89 (41.0) 20 (57.1) j

Other tests 46 (24.7) 3 (12.5) 0.30j 6 (23.1) 4 (13.3) j 35 (16.1) 2 (5.7) j

Number of differential diagnoses 0.9 ± 0.8 1.2 ± 1.0 <0.001 1.3 ± 0.8 1.5 ± 1.0 0.43 1.1 ± 0.9 1.6 ± 0.9 0.003

AD, Alzheimer’s disease; MMSE, Mini-Mental State Examination; CAMCOG-R, Dutch version of the revised Cambridge cognitive examination; NPI,
neuropsychiatric inventory; GDS15, geriatric depression scale-15; AVLT, auditory-verbal learning test; TMTA, trail making test part A; DSF, digit span forward; DSB,
digit span backward; MRI, magnetic resonance imaging; NPA, neuropsychological assessment.
aPercentages are column percentages.
bConsisting of hypertension, cardiovascular disease and hypercholesterolaemia/hypertriglyceridaemia.
cA low score is abnormal. Range: MMSE (0–30), CAMCOG-R (0–107), DSF (0–16), DSB (0–14).
dA high score is abnormal. Range: NPI (0–144), GDS15 (0–15).
eStandardized T-scores (normative mean = 50, SD = 10).
fClosed testing procedure.
gMRI but no NPA, with/without other tests.
hNPA but no MRI, with/without other tests.
iMRI and NPA, with/without other tests.
jP-value for testing the change rate of the specific diagnostic cluster against the change rate among the other three diagnostic clusters combined. If the P-value is not
reported, this is because the overall Chi-square test whether change rates differed among the four diagnostic clusters was not significant (closed testing) [18, 19].
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absolute change percentages were lower. However, the
patients in their study were already more severely affected,
making it easier to agree upon a diagnosis during standard
diagnostic assessment. Furthermore, all their patients
received both MRI and NPA regardless of the initial diagno-
sis, whereas in our study the necessity (most likely based on a
lack of diagnostic certainty) of requesting additional tests was
considered individually. This probably resulted in the larger
percentage of change in diagnosis if additional tests were
applied. Our study therefore provides insight in the way add-
itional tests are applied on an individual basis and how they
affect the change frequency in an outpatient memory clinic.

Types of additional diagnostic tests and their

consequences for the initial diagnosis

MRI and NPA were the most frequently requested tests.
Noteworthy is that in more than half of the patients with an
initial AD diagnosis MRI was requested as a single test.
In this specific group, only 6% had a change in diagnosis,
meaning that MRI was confirmatory rather than required to
establish the diagnosis. Furthermore, we noticed that patients
initially diagnosed with a form of dementia who underwent
at least NPA most frequently changed to ‘no dementia’,
whereas patients who only had MRI most frequently
switched between AD and non-AD dementia. This differ-
ence can be explained by the purpose for which the addition-
al tests are requested. NPA is known for its accuracy in
determining the profile and severity of cognitive complaints
(differentiate between dementia and no dementia), whereas
MRI is used to show structural abnormalities of the brain
(distinguish AD from other forms of dementia) [3].

In contradiction to our results, Chui et al. [20] found that
diagnoses changed more often after neuroimaging (28%)
than after NPA (11%). The difference in results can be due
to the large number of patients in the study of Chui et al. in
whom other lesions (e.g. treatable lesions and infarcts) were
diagnosed after neuroimaging, making their study population
less comparable with ours. Other studies that investigated
changes in diagnosis reported values of 26% when NPA and
MRI were both added to the standard assessment [3], and
24% for neuroimaging alone [21]. The overall conclusion in
these papers was that a standard clinical assessment alone is
insufficient for optimal diagnosis in a selection of patients.
The current data showed that although additional diagnostics
are definitely useful in non-AD, for a large group of patients
with AD or ‘no dementia’ these tests were in practice mainly
used to confirm the initial diagnosis.

Patients with and without a change in initial

diagnosis

Patients with a change in diagnosis had more atypical results
on cognitive screening tests, i.e. better performance than
would be expected in patients with an initial dementia diag-
nosis and worse performance in the ‘no dementia’ patients
indicating a lack of concordance between symptom

presentation and cognitive testing. In other words, the diag-
nostic uncertainty was probably higher in these patients and
therefore explained the change in diagnosis. Also, a longer
list of differential diagnoses was formulated in patients with a
change, which is another indicator of diagnostic uncertainty
(Supplementary data available in Age and Ageing online,
Table Appendix S1). In summary, not only the additional
tests but also the diagnostic uncertainty contributed to a
change in diagnosis. Therefore, it seems likely that diagnostic
uncertainty and the choice of additional tests are associated.
In future research, it is thus important to report the level of
diagnostic uncertainty as it may be helpful to understand
how the diagnostic process results in a certain diagnosis.
Furthermore, explicitly taking into account the diagnostic un-
certainty in the decision to perform additional testing can in-
crease the awareness of clinicians on why they want
additional testing and for which patients it will and for which
patients it will probably not be beneficial. The statistically sig-
nificant difference in sex of patients with initially non-AD
type dementia diagnosis has no straightforward interpret-
ation: perhaps it is a chance finding.

Limitations

Although our study design is distinctive from the current
literature, using data from a clinical routine database has its
limitations as well. First, in patients for whom it was decided
that additional testing was unnecessary, the possible influence
of additional tests on the initial diagnosis could not be
assessed. Especially in the group of patients with a final ‘no
dementia’ diagnosis at MDC1 this could result in denial of
early intervention. However, as the decision not to request
additional tests in this group was made deliberately by the
MDC team, it seems plausible that additional tests would
have had a minimal impact on the diagnosis. Furthermore, as
none of the diagnoses were validated by post-mortem neuro-
pathological examination [22] or another reference standard,
we do not know if the final diagnosis is in fact correct and
when the initial diagnosis changed, if it has improved.
Nevertheless, for the purpose of this study, these shortcom-
ings do not outweigh the benefits of a database with a study
population that resembles the actual patient population and
its specific prior probability of dementia [23], and the ability
to systematically assess the clinical use of these complex diag-
nostic tools.

Conclusion

The present study indicated that the occurrence of a change
in the initial diagnosis after additional testing differed consid-
erably between groups of memory clinic patients. Additional
examination should especially be considered in patients sus-
pected of non-AD, whereas in the large group of patients
with an uncomplicated picture of AD or ‘no dementia’ add-
itional tests may perhaps be requested with more restraint.
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Key points

• The majority of patients referred to the memory clinic
receive additional diagnostic tests.

• Brain imaging with MRI and NPA are the most frequently
requested additional tests.

• After additional tests more than half of patients with an
initial non-AD dementia have a change in diagnosis.

• In patients with initial AD or ‘no dementia’ the diagnosis
remains unaltered in most cases after additional tests.

Conflicts of interest

None declared.

Funding

This work was supported by the Radboud University
Medical Center, Nijmegen, the Netherlands.

Supplementary data

Supplementary data mentioned in the text are available to
subscribers in Age and Ageing online.

References

1. Takeda A, Loveman E, Clegg A et al. A systematic review of
the clinical effectiveness of donepezil, rivastigmine and galan-
tamine on cognition, quality of life and adverse events in
Alzheimer’s disease. Int J Geriatr Psychiatry 2006; 21: 17–28.

2. Román GC, Tatemichi TK, Erkinjuntti T et al. Vascular de-
mentia: diagnostic criteria for research studies. Report of the
NINDS-AIREN International Workshop. Neurology 1993;
43: 250–60.

3. Hentschel F, Kreis M, Damian M, Krumm B, Frölich L. The
clinical utility of structural neuroimaging with MRI for diagno-
sis and differential diagnosis of dementia: a memory clinic
study. Int J Geriatr Psychiatry 2005; 20: 645–50.

4. O’Brien JT. Role of imaging techniques in the diagnosis of de-
mentia. Br J Radiol 2007; 80(Spec no 2): S71–7.

5. Andreasen N, Minthon L, Davidsson P et al. Evaluation of
CSF-tau and CSF-Aβ42 as diagnostic markers for Alzheimer
disease in clinical practice. Arch Neurol 2001; 58: 373–9.

6. Hulstaert F, Blennow K, Ivanoiu A et al. Improved discrimin-
ation of AD patients using beta-amyloid (1–42) and tau levels
in CSF. Neurology 1999; 52: 1555–62.

7. Sjögren M, Andreasen N, Blennow K. Advances in the detec-
tion of Alzheimer’s disease-use of cerebrospinal fluid biomar-
kers. Clin Chim Acta 2003; 332: 1–10.

8. Le Bastard N, Martin JJ, Vanmechelen E, Vanderstichele H,
De Deyn PP, Engelborghs S. Added diagnostic value of CSF

biomarkers in differential dementia diagnosis. Neurobiol
Aging 2010; 31: 1867–76.

9. Schmand B, Eikelenboom P, van Gool WA. Value of neuro-
psychological tests, neuroimaging, and biomarkers for diag-
nosing Alzheimer’s disease in younger and older age cohorts.
J Am Geriatr Soc 2011; 59: 1705–10.

10. Geroldi C, Canu E, Bruni AC et al. The added value of neurop-
sychologic tests and structural imaging for the etiologic diagno-
sis of dementia in Italian expert centers. Alzheimer Dis Assoc
Disord 2008; 22: 309–20.

11. Folstein MF, Folstein SE, McHugh PR. “Mini-mental state”.
A practical method for grading the cognitive state of patients
for the clinician. J Psychiatr Res 1975; 12: 189–98.

12. Verhey FR, Houx P, Van Lang N et al. Cross-national compari-
son and validation of the Alzheimer’s Disease Assessment
Scale: results from the European Harmonization Project for
Instruments in Dementia (EURO-HARPID). Int J Geriatr
Psychiatry 2004; 19: 41–50.

13. Cummings JL, Mega M, Gray K, Rosenberg-Thompson S,
Carusi DA, Gornbein J. The neuropsychiatric inventory: com-
prehensive assessment of psychopathology in dementia.
Neurology 1994; 44: 2308–14.

14. D’Ath P, Katona P, Mullan E, Evans S, Katona C. Screening,
detection and management of depression in elderly primary
care attenders. I: the acceptability and performance of the 15
item Geriatric Depression Scale (GDS15) and the develop-
ment of short versions. Fam Pract 1994; 11: 260–6.

15. Schoenberg MR, Dawson KA, Duff K, Patton D, Scott JG,
Adams RL. Test performance and classification statistics for
the Rey Auditory Verbal Learning Test in selected clinical
samples. Arch Clin Neuropsychol 2006; 21: 693–703.

16. Tombaugh TN. Trail Making Test A and B: normative data
stratified by age and education. Arch Clin Neuropsychol 2004;
19: 203–14.

17. Conway AR, Kane MJ, Bunting MF, Hambrick DZ, Wilhelm
OEngle RW. Working memory span tasks: a methodological
review and user’s guide. Psychon Bull Rev 2005; 12: 769–86.

18. Marcus R, Peritz E, Gabriel KR. On closed testing procedures
with special reference to ordered analysis of variance. Biometrika
1976; 63: 655–60.

19. Oden N, van Veldhuisen PC, Scott IU, Ip MS. SCORE Study
Report 8: Closed Tests for All Pair-Wise Comparisons of
Means. Drug Inf J 2010; 44: 405–20.

20. Chui H, Zhang Q. Evaluation of dementia: a systematic study
of the usefulness of the American Academy of Neurology’s
practice parameters. Neurology 1997; 49: 925–35.

21. Borghesani PR, DeMers SM, Manchanda V, Pruthi S, Lewis
DHBorson S. Neuroimaging in the clinical diagnosis of de-
mentia: observations from a memory disorders clinic. J Am
Geriatr Soc 2010; 58: 1453–8.

22. Scheltens P, Rockwood K. How golden is the gold standard of
neuropathology in dementia? Alzheimers Dement 2011; 7: 486–9.

23. Moons KG, van der Graaf Y. Evaluation of added value of
diagnostic tests. Ned Tijdschr Geneeskd 2000; 144: 1256–61.

Received 7 June 2013; accepted in revised form 5 February

2014

77

Additional tests in diagnosing dementia

 by guest on M
ay 8, 2016

http://ageing.oxfordjournals.org/
D

ow
nloaded from

 

http://ageing.oxfordjournals.org/lookup/suppl/doi:10.1093/ageing/afu053/-/DC1
http://ageing.oxfordjournals.org/lookup/suppl/doi:10.1093/ageing/afu053/-/DC1
http://ageing.oxfordjournals.org/

