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Islington study of dementia subtypes

in the community

TIM STEVENS, GILL LIVINGSTON, GINNETTE KITCHEN, MONICA MANELA,
ZUZANA WALKER and CORNELIUS KATONA

Background Epidemiological studies
of dementia subtypes have revealed
widely varying distribution rates. There
are almost no published community
prevalence data for dementia with Lewy
bodies (DLB) or the frontal lobe
dementias (FLD).

Aims Toidentify the distribution of
dementia subtypes in a representative
community population of older people.

Method People aged > 65 yearsin
randomised enumeration districts in
Islington, north London, were screened
using a reliable and valid questionnaire.
People screened as having dementia were
assessed in detail and diagnoses were
made according to standard diagnostic
criteria.

Results Of085 people interviewed,
107 (9.86%) met screening criteria for
dementia. Diagnoses were made for 72
people (67.3%). Distribution of subtypes
varied according to the criteria used; the
best-validated criteria yielding:
Alzheimer’s disease 31.3%; vascular
dementia 21.9%; DLB10.9%; and FLD

7.8%.

Conclusions Alzheimer's disease is
confirmed as the most common cause of
dementia in older people, followed by
vascular dementia. However, DLB and
FLD occur sufficiently often to be seen
frequently in clinical practice and should be
incorporated into future editions of
standard diagnostic criteria.
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Reported community prevalence rates for
dementia and its subtypes in people aged
65 years and over show wide variation. A
meta-analysis reported prevalence rates
varying between 0.5 and 16.3% for mild
dementia and 1.1-7.4% for moderate to
severe dementia (Jorm et al, 1987). Dementia
in Alzheimer’s disease and vascular dementia
are the most frequently identified subtypes
in most autopsy and clinical studies,
although the different diagnostic criteria
used make it difficult to draw firm conclu-
sions from the data (Erkinjuntti et al,
1997). Dementia with Lewy bodies (DLB)
is a relatively recently identified entity,
and changing neuropathological and clini-
cal diagnostic criteria as well as sampling
bias have resulted in great variation in
the reported frequency of this subtype
(McKeith et al, 1995), ranging from
4.6% (Forno & Langston, 1988) to
24.7% (Galasko et al, 1994). The frontal
lobe dementias (FLD) also have been de-
scribed relatively recently (Brun, 1987).
Although Oliva (2000) estimated the dis-
tribution of this subtype at 10-20%, there
is a dearth of epidemiological data on
these dementias. There has been only
one published study on the community
prevalence of DLB and FLD, by Yamada
et al (2001), which found the prevalence
of DLB to be 0.1% and identified no
cases of FLD. The aim of our study was
to determine the frequency of subtypes
of dementia according to standardised
clinical criteria in a representative com-
munity population aged 65 years and
over, with particular emphasis on DLB
and FLD.

METHOD

Ethical approval was obtained from Camden
& Islington Community Health Services
National Health Service (NHS) Trust Local
Research Ethics Committee.
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Sample selection
Stage |

Participants were recruited from Islington,
north London, which has a Jarman under-
privileged area score of 49, making it the
sixth most deprived area in England and
Wales (Jarman, 1983). Enumeration dis-
tricts (smallest unit of population into
which the UK is divided for the census) in
Islington were selected randomly to provide
a sampling frame. Following an introductory
letter, a researcher visited each residence to
ask whether a person aged 65 years or over
was present and available for an interview.

The shortened version of the Compre-
hensive Assessment and Referral Evaluation
(Short-CARE; Gurland et al, 1984) was used
to elicit psychiatric symptoms and diag-
noses. This is a valid and reliable question-
naire with what are described as diagnostic
scales for depression and dementia and a
scale for activity limitation (designed to
identify those who need help with day-to-
day living). The scale for dementia has been
validated against the outcome of worsening
dementia or death.

Demographic data also were collected
about each participant.

Stage 2

An experienced psychiatrist (T.S.) performed
a follow-up assessment. Those identified as
screen-positive for dementia, defined as a
score of =7 on the dementia sub-scale of
the Short-CARE, were asked to provide
written consent to undergo more detailed
evaluation. If the participant was unable
to provide written consent, then the princi-
pal carer was asked to provide written
assent instead.
The evaluation consisted of:

(a) A clinical history obtained from the
participants and any carers, general
practitioners (GPs), other health care
professionals involved in their care,
and medical and psychiatric notes.
The history focused on the onset and
duration of the illness, the rapidity of
deterioration, the nature of progression,
including the presence or absence of
fluctuation, as well as the extent of
impairment of the participant’s func-
tioning. Information was sought on
past medical or psychiatric history,
medication, use of alcohol or nicotine,
occupational history, brain imaging
and family history of dementia or
other psychiatric illness.
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(b) Mental state examination with particular
emphasis on affective and psychotic
symptoms and cognitive performance.
This was obtained using both a clinical
interview and the Geriatric Mental
State (GMS) schedule (Copeland et al,
1976).

(c) Further assessment of cognitive perfor-
mance using the Mini-Mental State
Examination (Folstein et al, 1975) and
tests of frontal lobe function — Trail
Making Test (Reitan, 1958), cognitive
estimates (Shallice & Evans, 1978)
and verbal fluency (Borkowski et al,
1967), both category and letter
fluency (‘FAS’) tasks.

(d

Comprehensive physical examination,
including an assessment of frontal lobe
release signs and Parkinsonian signs,
using the motor section of the Unified
Parkinson’s Disease Rating Scale
(UPDRS; Stern, 1988), in the use of
which the rater (T.S.) had been trained.

(¢) The Modified Hachinski
(Hachinski et al, 1975).

Score

(f) Laboratory investigations, including full
blood count, serum urea and electro-
lytes, liver function tests, serum folate
and vitamin B12, thyroid function
tests and syphilis serology.

Diagnostic criteria for
classification of dementia

Two raters (G.L. and T.S.) jointly made
diagnoses in accordance with DSM-IV
(American Psychiatric Association, 1994)
and ICD-10 (World Health Organization,
1992) criteria. Alzheimer-type dementia,
vascular dementia, dementia in Parkinson’s
disease and other/unspecified dementias
were diagnosed using these criteria.

In addition, diagnoses were made as
follows:

(a) Alzheimer’s disease: National Institute
of Neurological and Communicative
Diseases and Stroke and the Alzhei-
mer’s Disease and Related Disorders
Association (NINCDS-ADRDA) criteria
(McKhann et al, 1984), which have
been shown to have a high degree of
diagnostic accuracy (Lim et al, 1999).

(b) Vascular dementia: National Institute
of Neurological Diseases and Stroke/
Association Internationale pour la
Recherche et DEnseignement en
Neuroscience (NINDS-AIREN) criteria
(Roman et al, 1993), shown to have
high specificity although low sensitivity
for vascular dementia (Gold et al, 1997).

(c) Dementia with Lewy bodies: the
consensus criteria for the diagnosis of
DLB (McKeith et al, 1995), shown to
have high sensitivity and specificity
(McKeith ez al, 2000).

(d) Frontal lobe dementias: the Gregory
and Hodges criteria (Gregory &
Hodges, 1993) for dementia of frontal
type and the consensus criteria for
frontotemporal dementia proposed by
Neary et al (1998) that are based on
the Lund and Manchester criteria
(Brun et al, 1994).

The rater carrying out the clinical
assessments (T.S.) made clinical diagnoses
prior to the application of the above criteria.
In particular, the diagnosis of DLB was made
in the presence of progressive dementia with
prominent well-formed visual hallucinations
if one or both of the following features
were present: spontaneous motor features
of parkinsonism; pronounced fluctuation in
cognitive performance. Evidence of cerebro-
vascular disease on history, physical exam-
ination or neuroimaging did not rule out
the diagnosis unless there was a clear
temporal relationship between a cerebro-
vascular accident and the onset of symp-
toms. Similarly, no restriction was imposed
on the duration of Parkinsonian symptoms
prior to the onset of dementia. These sepa-
rate “clinical’ diagnostic criteria were influ-
enced by a post-mortem study by Hohl
et al (2000), who reported a clinical diag-
nostic accuracy of 50% for DLB and found
fewer hallucinations in the false-positive
clinical cases, suggesting that hallucinations
are an important diagnostic marker. This
clinical approach to the diagnosis of DLB
therefore differed from that taken by the
consensus criteria in requiring the presence
of visual hallucinations.

RESULTS

Stage |

A total of 1085 participants were interviewed
(response rate 85.3%).

Non-participants

Of the 197 people not
64.3% were female. The reasons for non-
participation were: 153 (77.7%) refused

interviewed,

an interview, 16 (8.1%) could not be con-
tacted, 15 (7.6%) did not speak English, 2
(1.0%) had other communication problems
and for 11 (5.6%) a relative refused on
their behalf.
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Participants

The rest of the paper refers to those who
participated. Ages ranged from 65 to 102
years, with a mean of 75 years, and 644
participants (59.4%) were female. A total
of 1031 (95%) lived at home in privately
owned, rented or sheltered accommoda-
tion, with the remaining 54 (5%) occupying
residential or nursing care facilities; 507
participants (46.7%) lived alone.

Of the 1085 people screened, 107
(9.86%) scored as screen positive on the
dementia scale of the Short-CARE and 71
(66.4%) of these were female. The age range
was 65-102 years (median 74 years).

Sixty-nine people (64.5%; 95% CI 56—
73%) lived in rented, sheltered or owner-
occupied accommodation. Thus, the screened
prevalence rate of dementia for those who
lived in the community without 24-hour
care was 6.7% (95% CI 6-9%). Thirty-
eight people (35.5%; 95% CI 28-45%)
lived in residential or nursing care. The
screened prevalence rate for dementia in
those with 24-hour care was therefore
70.4% (95% CI 57-81%). Sixty-seven peo-
ple screened as having dementia (62.6%)
were born in the UK, 17 (15.9%) in Africa
or the Caribbean, 8 (7.5%) in Cyprus,
Greece or Turkey, 5 (4.7%) in Ireland, §
(4.7%) in other European countries and 5
(4.7%) in other countries outside Europe.

Stage 2

Hospital notes were obtained for 84 (78.5%)
of the 107 people screened in stage 1 as
having dementia and 64 (59.8%) subse-
quently were assessed in person; 10 people
(9.3%) refused further evaluation, 16
(15%) had died and 17 (15.9%) were not
traceable. Eight (80%) of the people who
refused further evaluation were female. In
three cases the people themselves refused,
saying they did not want to answer any
more questions. In all other cases a family
member refused to allow their relative to
be interviewed, the most common reason
given being that the relative was unlikely
to benefit from further assessment. The
mean age was 82.3 years for people who
had died, 81.6 years for those who were
not contactable and 78.9 years for those
who refused. Fourteen (87.5%) of the people
who were dead at the time of attempted
follow-up had lived at home when first seen,
compared with two (12.5%) in residential
care. Of those who refused, eight (80%)
lived in rented or their own accommodation
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and one each in nursing and residential
care.

Demography

The mean age of the 64 people evaluated
further was 80.0 years and 40 (62.5%) of
these were female: 39 (60.9%) lived in
rented or owner-occupied accommodation,
2 (3.2%) in a nursing home and 23 (35.9%)
in residential care. The mean time between
interviews for stage 1 and stage 2 was 8.8
months.

Diagnoses

Sufficient information for clinical diagnoses
to be made was obtained from the medical
case notes, social services’ reports, general
practitioners and relatives of eight of the
people who were not interviewed after the
initial screening. Diagnoses thus were
made for a total of 72 people (67.3% of the
original 107 who scored above the screening
cut-off for dementia).

Table 1 indicates the numbers and pro-
portions of people fulfilling the different
diagnostic criteria. ‘Not applicable’ is used
where a diagnostic category is not inclu-
ded in a particular classification system.

Table |

‘Alzheimer’s disease’ includes all formula-
tions for ‘dementia of the Alzheimer’s type’
in DSM-IV and ‘dementia in Alzheimer’s
disease’ in ICD-10. Similarly, ‘vascular
dementia’ includes all sub-categories under
this heading in DSM and ICD. ‘Mixed
dementia’ includes cases fulfilling DSM-IV
criteria for ‘dementia due to multiple aeti-
ologies’ and ‘other/unspecified dementia’,
cases of ‘dementia in other medical condi-
tions specified elsewhere’ and ‘dementia
not otherwise specified’ in DSM-IV.

The results reveal Alzheimer’s disease
to be the most common cause of dementia
by both DSM-IV and ICD-10 criteria. In
addition, the majority of the sample ful-
filled NINCDS-ADRDA criteria for either
possible or probable Alzheimer’s disease.
The second most common diagnosis, again
by both DSM and ICD criteria, was vas-
cular dementia, with one-third meeting the
NINDS-AIREN criteria for possible or
probable vascular dementia. The majority of
people diagnosed with unspecified dementia
were those with severe dementia on whom
insufficient collateral information was avail-
able with regard to onset and course of
the illness for a probable aetiology to be
identified.

Diagnoses by clinical criteria (DSM non-demented cases included)'

Almost 10% of the sample fulfilled the
consensus criteria for probable DLB, 30.5%
fulfilling criteria for either probable or
possible DLB. Of the cases of probable
DLB, four (57.1%) met the DSM-IV criteria
for Alzheimer’s disease and one (14.3%)
each met the DSM criteria for vascular
dementia, dementia due to Parkinson’s
disease and unspecified dementia. Identical
results were seen when probable DLB cases
were compared with their ICD-10 diag-
noses. In contrast, a clinical diagnosis of
DLB based on the criteria described above,
namely with emphasis on visual hallucina-
tions and more flexible assessment of the
time of onset of symptoms and contribution
of vascular factors, was made in five cases
(6.9%). All five cases fulfilled the consensus
criteria for probable DLB.

Four people (5.6%) met the Gregory and
Hodges criteria for FLD, compared with
six (8.3%) who fulfilled the consensus cri-
teria for frontotemporal dementia. All four
Gregory and Hodges cases also met the con-
sensus criteria. A comparison of diagnoses
made using these two sets of criteria with
the DSM-IV diagnoses is shown in Table 2.

Eight people (11.1%) did not meet the
DSM-IV criteria for dementia. Two did

Dementia,
n (%; Cl)

Diagnoses by

criteria n (%; Cl)

Alzheimer’s disease, Vascular dementia,

Dementia with Frontal lobe
dementia
n (%; Cl)

n (%; Cl) Lewy bodies,

n (%; Cl)

Parkinson’s  Mixed dementia/ Other/unspecified
dementia,

n (%; Cl)

dementia,
n (%; Cl)

multiple causes,
n (%; Cl)

DSM-IV
ICD-10
NINCDS

Possible and

64 (88.9; 80-94)
60 (86.1; 76-92)

25 (34.7; 25-47)
33 (45.8; 35-57)

37 (51.4; 40-62)
probable
Probable
AIREN

Possible and

20 (27.8; 19-39)

probable
Probable
DLB consensus
Possible and
probable
Probable
Gregory and
Hodges
FTD consensus
Clinical

67 (93.1;85-97) 26 (36.1; 26—48)

19 (26.4; 17-37)
16 (22.2; 14-33)

24 (33.3; 23-44)

14 (19.4; 12-30)

22 (30.5; 22-42)

7(9.7;5-19)
4(5.6;2-14)

6(8.3;4-17)

20 (27.8; 19-39)  5(6.9;3-15) 4(5.6;2-14)

228 1-10)  5(6.9;3-15)
2(2.8; 1-10) 0

13 (18.1; 11-28)
11 (15.3; 9-25)

2(28;1-10)  5(6.9;3-15) 3(4.2; 1-11)

Cl, 95% confidence interval; NINCDS, National Institute of Neurology and Communicative Diseases and Stroke and the Alzheimer’s Disease and Related Disorders Association;
AIREN, National Institute for Neurological Diseases and Stroke/Association Internationale pour la Recherche et 'Enseignement en Neuroscience; DLB, dementia with Lewy bodies;

FTD, frontotemporal dementia.

I. If the diagnosis cannot be made according to the specific clinical criterion, the relevant box has been left blank.
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Table 2 Diagnoses of cases of dementia with Lewy bodies (DLB) and frontal lobe dementia (FLD) by DSM—IV (DSM non-demented cases included)

No dementia, Alzheimer’s disease,

Vascular dementia,

Dementia due to Unspecified dementia,

n (%) n (%) n (%) Parkinson’s disease, n (%) n (%)
DLB consensus criteria (probable DLB) 0 4(57.1) 1(14.3) 1 (14.3) 1(14.3)
Gregory and Hodges DFT 1 (25) 2(50) 1 (25) 0 0
Consensus criteria for FTD 1(16.7) 3(50) 1(16.7) 0 1(16.7)

DFT, dementia of frontal type; FTD, frontotemporal dementia.

not have memory impairment, one of
whom had an FLD and one of whom had
English as her second language. Three were
depressed and three had cognitive dysfunc-
tion but no significant impairment in social
or occupational function due to cognitive
deficit. Table 3 shows the numbers and pro-
portions of people fulfilling the different
diagnostic criteria once those not meeting
DSM dementia criteria have been excluded.
No DLB consensus cases of probable or
possible DLB have been excluded (i.e. all
of these cases met the DSM criteria for
dementia). The proportions of people with
probable DLB and probable plus possible
DLB are thus higher, namely 10.9% and
34.4%, respectively. As noted above, one
person fulfilling both sets of criteria for

FLD was excluded. Table 4 indicates the
DSM diagnoses of the remaining Gregory
and Hodges and FTD consensus criteria
cases of DFT/FTD.

Three people (4.7%) who met the DSM
criteria for dementia did not fulfil the
ICD-10 criteria because they had not been
suffering clearly from the disorder for 6
months or more.

Figure 1 indicates the degree of diag-
nostic overlap for cases meeting the DSM
criteria for dementia. For example, a person
fulfilling the consensus criteria for probable
DLB but also the NINCDS-ADRDA, DSM
and/or ICD criteria for Alzheimer’s disease
would fall in the area of overlap between
DLB and Alzheimer’s disease. The category
‘unspecified dementia’ has been excluded

Table 3 Diagnoses by clinical criteria (DSM non-demented cases excluded)'

because this does not represent a diagnostic
entity. The single cases of ‘pure’ DLB and
FLD (i.e. those not lying in an area of over-
lap) had been diagnosed as unspecified
dementia by DSM and/or ICD. Cases of
mixed dementia have been included in the
area of overlap between Alzheimer’s disease
and vascular dementia, because these were
judged to be the combined aetiologies in
each instance.

DISCUSSION

Main findings

Ours is the first study in the Western world
to report the distribution of DLB and FLD
as subtypes of dementia in the community.

Dementia,
n (%; Cl)

Diagnoses by

criteria n (%; Cl)

Alzheimer’s disease, Vascular dementia,

Dementia with Frontal lobe
dementia,
n (%; Cl)

n (%; Cl) Lewy bodies,

n (%; Cl)

Parkinson’s  Mixed dementia/ Other/unspecified
dementia,

n (%; Cl)

dementia,
n (%; Cl)

multiple causes,
n (%; Cl)

DSM-IV
ICD-10
NINCDS

Possible and

64 (100; 94-100)
61 (95.3; 87-98)

25 (39.1; 28-51)

probable
Probable
AIREN

Possible and

20 (31.3; 21-43)

probable
Probable
DLB consensus
Possible and
probable
Probable
Gregory and
Hodges
FTD consensus

Clinical

32 (50.0; 38-62)

36 (56.3; 44—67)

63 (98.4; 91-100) 26 (40.6; 30-53)

19 (29.7; 20-42)
16 (25.0; 16-37)

23 (35.9; 25-48)

14 (21.9; 14-34)

22 (34.4; 24-46)

7(109; 5-21)
3(4.7;2-13)

5(7.8;3-17)

20(31.3;21-43)  5(7.8;3-17) 2(3.1;0-9)

2(3.;0-9)  5(7.8;3-17)
2(3.1;0-9) 0

13 (20.3; 12-31)
11 (17.2; 10-28)

2(3.1;0-9)  4(6.3;2-15) 3(4.7;2-13)

Cl, 95% confidence interval; NINCDS, National Institute of Neurology and Communicative Diseases and Stroke and the Alzheimer’s Disease and Related Disorders Association;
AIREN, National Institute for Neurological Diseases and Stroke/Association Internationale pour la Recherche et 'Enseignement en Neuroscience; DLB, dementia with Lewy bodies;

FTD, frontotemporal dementia.

I. If the diagnosis cannot be made according to the specific clinical criterion, the relevant box has been left blank.
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Table 4 Diagnoses of cases of dementia with Lewy bodies (DLB) and frontal lobe dementia (FLD) by DSM—IV (DSM non-demented cases excluded)

Alzheimer’s disease, Vascular dementia, Dementia due to Parkinson’s disease, Unspecified dementia,

n (%) n (%) n (%) n (%)
DLB consensus criteria (probable DLB) 4(57.1) 1(14.3) 1 (14.3) 1(14.3)
Gregory and Hodges DFT 2(66.7) 1 (33.3) 0 0
Consensus criteria for FTD 3 (60) 1 (20) 0 1 (20)

DFT, dementia of frontal type; FTD, frontotemporal dementia.

AN

Fig.1 Overlap of diagnoses: AD, Alzheimer’s
disease; DLB, dementia with Lewy bodies;
FLD, frontal lobe dementia; PD, dementia in

Parkinson’s disease; VD, vascular dementia.

The community prevalence of screen-positive
dementia was 9.86%, and this figure fell to
6.7% when people living in residential or
nursing homes were excluded. This preva-
lence rate is comparable to that of 6.4%
reported by Lobo et al (2000) in a recent
comparison of European prevalence studies.
If we exclude those cases not meeting the
DSM-IV criteria for dementia and we use
the best-validated diagnostic criteria for each
subtype of dementia (NINCDS-ADRDA
for Alzheimer’s disease, NINDS-AIREN for
vascular dementia, consensus criteria for
DLB and consensus criteria for FTD), then
the distribution of the subtypes is as follows:
probable Alzheimer’s disease, 31.3% (95%
CI 21-43); probable vascular disease, 21.9%
(95% CI 14-34); probable DLB, 10.9%
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(95% CI 5-21); and FLD, 7.8% (95% CI
3-17). The results indicate that although
Alzheimer’s disease remains most common
form of dementia, there are several other
types that occur sufficiently frequently to
be seen in routine clinical practice. The dis-
tribution of DLB in our study contrasts
markedly with the findings of the only other
published study of this type, by Yamada et al
(2001), in which the prevalence of DLB in a
Japanese population was 0.1%. Given that
the prevalence of dementia in Yamada et al’s
study was 3.8%, the distribution of DLB
as a subtype may be calculated as 2.63%.
Yamada et al furthermore identified no
cases of FLD in their study population.
The reasons for the differences in results
are unclear.

Limitations

These figures are not immutable because
the distribution of the different subtypes
differs considerably, depending on the cri-
teria used. Our results are restricted by the
numbers of people identified at screening
as having dementia on whom we could not
make a diagnosis. The Short-CARE has not
been validated as an instrument on people
who have dementia without significant
memory impairment and we do not know
to what extent this may have influenced
our findings, although we did detect some
people with this syndrome. In addition, it is
a limitation of the study that post-mortem
diagnoses were not available.

A relatively high proportion (11.1%) of
people identified by initial Short-CARE
screening did not have dementia according
to DSM-IV. For three of these eight people
there was insufficient evidence of impair-
ment in social or occupational functioning
for dementia to be diagnosed, despite clear
evidence of cognitive impairment in multiple
domains. Because this was an epidemio-
logical study, we employed a screening
instrument and, subsequently, diagnostic
criteria that produced categorical outcomes.
Caution, however, clearly needs to be

https://doi.org/10.1192/bjp.180.3.270 Published online by Cambridge University Press

exercised in the use of these criteria in
clinical practice in order to avoid exces-
sively strict adherence to the inclusion and
exclusion requirements at the expense of
common sense.

Clinical implications

Previous studies of the frequency of DLB
have concentrated on hospital in-patient or
out-patient populations and, in particular,
on the epidemiologically unrepresentative
cohorts that come to post-mortem. It is
highly likely that many of the figures from
published studies on the distribution of
other dementia subtypes are contaminated
by DLB cases, particularly as neither of the
two major classification systems currently
in use, DSM-IV and ICD-10, include the
diagnosis of DLB. Most cases of ‘probable’
DLB in this study were diagnosed as having
Alzheimer’s disease using DSM-IV and
ICD-10. Almost one-third of the sample
fulfilled DLB consensus criteria for either
‘probable’ or ‘possible’ DLB. This suggests
that the consensus criteria are broad, at least
with regard to the diagnosis of ‘possible’
DLB. The ‘clinical’ criteria used to diagnose
DLB, which simultaneously were more
restrictive in requiring the presence of visual
hallucinations and more flexible in leaving
unspecified the time relationship between
the onset of parkinsonism and that of
dementia, yielded a lower rate for this
disorder.

As with DLB, neither DSM-IV nor
ICD-10 permits the diagnosis of FLD,
although both include Pick’s disease as a
possible aetiology. Because other aspects
of cognition and activities of daily living
are relatively preserved in early FLD, our
rates may be conservative in that some cases
may have been missed using a screening test
that relies on orientation, memory and
independence in activities of daily living
(Gregory & Hodges, 1996). There are sug-
gested ways of overcoming this problem
using additional bedside tests (Gregory et al,
1997). In our study, FLD was diagnosed
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more often using consensus criteria than
the Gregory and Hodges criteria. This may
be due to disagreement about the terminol-
ogy used to describe these dementias: some
groups prefer ‘frontotemporal dementia’
(Brun et al, 1994) whereas others regard
this term as including disparate conditions
and so prefer ‘dementia of frontal type’
(Gregory et al, 1998). Both sets of criteria
used in our study are weighted towards a
purely degenerative aetiology of FLD and
exclude the possibility of a vascular contri-
bution to symptoms.

Our results indicate that it is possible
to determine a probable aetiology in most
cases of dementia. The relatively small
degree of overlap of the Alzheimer’s disease
and vascular dementia categories, as shown
in Fig. 1, indicates that the diagnostic sys-
tems in current use lead to the same diag-
nostic conclusions for most individuals.
This, however, is only true for Alzheimer’s
disease and vascular dementia.

The ability to distinguish particular sub-
types of dementia is important for several
reasons. It enables clinicians to identify asso-
ciated risk factors, to implement specific
treatment strategies, to inform patients and
relatives more accurately of the prognosis
of each one and to provide relevant services.
This is particularly pertinent in the light
of the development of treatments such
as the cholinesterase-inhibiting drugs for
Alzheimer’s disease. The demand for these
drugs, together with their high cost, requires
accuracy of diagnosis and standardisation
of diagnostic criteria. The inability of DSM
and ICD to identify DLB and FLD, which
are relatively common forms of dementia,
means that they do not suffice to categor-
ise these conditions. Both DLB and FLD
should be incorporated in future editions
of standard diagnostic criteria.
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