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STRUCTURED ABSTRACT

Background: Dementia with Lewy body (DLB) diagnostic criteria define “indicative” and 

“supportive” biomarkers, but clinical practice patterns are unknown.

Methods: An anonymous survey querying clinical use of diagnostic tests/biomarkers was sent to 

38 center of excellence investigators. The survey included “indicative” biomarkers (dopamine 

transporter [DAT] scan, myocardial scintigraphy, polysomnography), “supportive” biomarkers 

(magnetic resonance imaging [MRI]), positron emission tomography [PET] or single-photon 

emission computed tomography [SPECT] perfusion/metabolism scans, quantitative 

electroencephalography), and other diagnostic tests (neuropsychological testing, cerebrospinal 

fluid [CSF] analysis, genetics). Responses were analyzed descriptively.

Results: Of the 22 respondents (58%), all reported the capability to perform neuropsychological 

testing, MRI, polysomnography, DAT scans, PET/SPECT scans, and CSF analysis; 96% could 

order genetic testing. Neuropsychological testing and MRI were the most commonly ordered tests. 

Diagnostic testing beyond MRI and neuropsychological testing was most helpful in the context of 

“possible” DLB and mild cognitive impairment and to assist with differential diagnosis. 

Myocardial scintigraphy and electroencephalograpy use were rare.

Conclusions and Relevance: Neuropsychological testing and MRI remain the most widely-

used diagnostic tests by DLB specialists. Other tests – particularly indicative biomarkers – are 

employed only selectively. Research is needed to validate existing potential DLB biomarkers, 

develop new biomarkers, and investigate mechanisms to improve DLB diagnosis.
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INTRODUCTION

Biomarkers are playing an increasing role in the etiologic diagnosis of dementia, both in 

Alzheimer disease (AD) and AD-related dementias (ADRDs) [1]. To date, no biomarkers 

reliably identify the synuclein pathology underlying dementia with Lewy bodies (DLB). 

Biomarkers can still be helpful in DLB diagnosis by demonstrating findings consistent with 

synuclein pathology (e.g. REM sleep without atonia) or excluding findings more suggestive 

of another pathology (e.g. AD).

The fourth consensus criteria for the diagnosis of DLB designated two types of biomarkers 

based on available evidence and diagnostic specificity: “indicative” or “supportive” [2]. 

Indicative biomarkers included (1) reduced basal ganglia dopamine transporter (DAT) 

uptake demonstrated by positron emission tomography (PET) or single-photon emission 

computed tomography (SPECT), (2) reduced uptake on 123iodine metaiodobenzylguanidine 

(MIBG) myocardial scintigraphy, and (3) confirmation of REM sleep without atonia on 

polysomnography (PSG). Indicative biomarkers can support a diagnosis of “probable” or 

“possible” DLB [2].

Supportive biomarkers do not play a formal role in DLB diagnosis. However, biomarkers 

consistent with DLB can strengthen the overall diagnostic evaluation. Supportive DLB 

biomarkers are: (1) relative preservation of medial temporal lobe structures on structural 

imaging (e.g. magnetic resonance imaging [MRI]), (2) generalized low uptake on 

SPECT/PET perfusion/metabolism scans, reduced occipital activity, and/or the posterior 

cingulate island sign on fluorodeoxyglucose (FDG) PET, and (3) prominent posterior slow-

wave activity with periodic fluctuations in the pre-alpha/theta range on quantitative 

electroencephalography (EEG) [2]. Amyloid PET is unlikely to distinguish between DLB 

and AD as amyloid deposition is common in both disorders. Cerebrospinal fluid (CSF) 

results may help predict the presence of AD pathology (e.g., amyloid, tau) or the expected 

rate of cognitive decline, but at the present time, do not inform the presence of underlying 

Lewy body pathology [2]. Thus, traditional AD biomarkers do not exclude a diagnosis of 

DLB but may have prognostic implications.

While biomarkers can help achieve a “probable” or “possible” DLB diagnosis, diagnosis can 

also rely on clinical features alone [2]. Some U.S. insurers cover DAT-SPECT for the 

indication of clinically uncertain DLB [3], while others describe it as “investigational” for 

the indication of distinguishing DLB from AD and do not provide coverage [4]. In the U.S., 

there are Food and Drug Administration (FDA)-approved MIBG compounds for diagnosis 

and treatment of neuroendocrine tumors, but cardiac [5] and neurologic indications are off-

label. For more widely available diagnostic tests (e.g. MRI, PSG, neuropsychological 

testing), specialists’ discussions suggest that practices vary. Thus, we aimed to investigate 

diagnostic test practices of DLB specialists to identify current approaches.
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METHODS

The study utilized a survey investigating diagnostic test use in clinical settings by 

investigators at Lewy Body Dementia Association (LBDA) Research Centers of Excellence. 

The University of Florida institutional review board identified the study as exempt 

(IRB202000330) with the use of a certificate of confidentiality to preserve participant 

anonymity.

The survey used REDCap electronic data capture tools hosted at the University of Florida [6, 

7]. One investigator drafted the survey and three additional investigators and an LBDA staff 

member revised it. After describing the survey purpose, principal investigator, and expected 

completion time, the final survey asked identical questions for 9 diagnostic tests/biomarkers 

including optional multiple choice and write-in responses (Supplemental File 1). Each 

online survey page contained the questions for a single diagnostic test (total pages: 10). 

Respondent characteristics were not collected. Written informed consent was not required as 

the anonymous study was considered exempt. One investigator and research assistant 

completed pilot testing.

The online survey link was distributed to the 38 investigators associated with the 25 LBDA 

Research Center of Excellence sites via email on 4/1/2020. Links were specific to each 

email recipient. Individuals who did not complete the survey received reminders at 2 and 4 

weeks. No incentives were used.

Multiple choice responses were analyzed descriptively using percentages. Investigators 

grouped write-in responses sharing matching themes and reported these descriptively. 

Microsoft Excel® 2016 tables were used to organize and analyze data. Quantitative and 

qualitative responses were synthesized into an algorithm reflecting respondent practices. The 

Checklist for Reporting Results of Internet E-Surveys checklist [8] guided study reporting 

(Supplemental File 2).

RESULTS

Twenty-three site investigators accessed the survey (60.5%) and 22 (57.9%) responded to 

questions. The 22 respondents completed all quantitative questions and almost all provided 

write-in responses for each section. All sites reported the capability to perform 

neuropsychological testing, MRI, PSG, DAT scan, SPECT/PET scans, and CSF analysis. 

Most (21/22, 95.5%) reported the ability to order genetic testing. Ten (45.5%) respondents 

could perform local MIBG scintigraphy, 6 (27.3%) reported no such capability, and 6 

(27.3%) were unsure. Nine (40.9%) investigators could do quantitative EEG, 9 (40.9%) 

reported being unable to do it, and 4 (18.2%) were unsure.

All investigators used neuropsychological testing at least sometimes. Over 85% of 

investigators reported “ever” using MRI or DAT imaging for DLB diagnosis (Table 1). 

When considering frequency of use, the most commonly used (i.e., >75% of the time) 

diagnostic tests were MRI and neuropsychological testing (Figure 1). Numerous biomarkers 

were used by most investigators, but infrequently (Figure 1). Reasons underlying 

investigator test use are summarized below.
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Neuropsychological testing

All investigators reported using neuropsychological testing at least sometimes (Table 1). In 

the write-in responses, several investigators indicated that neuropsychological testing is 

standard of care unless individuals have severe dementia compromising testing. One 

investigator noted that results are most helpful when neuropsychological testing is 

performed at academic centers (versus community settings). Nine reported that 

neuropsychological testing is most helpful to confirm that the domain impairment pattern is 

consistent with DLB and to distinguish suspected DLB from other pathologies (e.g. AD). 

Investigators also reported using neuropsychological testing to define the degree of 

impairment (n=3), assess early stages and distinguish mild cognitive impairment (MCI) from 

dementia (n=2), establish the patient’s baseline to allow longitudinal assessments (n=2), 

identify functional limitations (n=2), better assess individuals with high educational 

attainment (n=2), and inform counseling (e.g. regarding prognosis, safety, driving) (n=2).

Magnetic resonance imaging

Of the 20 investigators who use MRI, nine considered it standard of care or used it routinely 

as part of a general dementia evaluation. Ten investigators described using MRI to look for 

evidence of alternate or co-existing pathology such as vascular disease, AD, normal pressure 

hydrocephalus, atypical parkinsonism (e.g. multiple system atrophy) or reversible causes of 

dementia. Investigators described a need for coronal and susceptibility weighted images in 

addition to axial slices. The two investigators who reported not using MRI said that they 

don’t order it because it is non-specific.

DAT scan

Of the 19 investigators who order DAT scans, use is infrequent (Figure 1). The investigator 

who uses DAT scans >75% of the time reported using it for clinical and research purposes. 

Investigators reported that DAT scans are most helpful in to differentiate DLB from other 

conditions (n=7), when parkinsonism is mild or absent (n=6), in early or MCI stages (n=5), 

when there are atypical or conflicting presentations (n=3), to exclude secondary 

parkinsonism (e.g. due to medication, vascular disease) (n=3), and to help fulfill diagnostic 

criteria (n=3). Investigators noted numerous limitations to clinical DAT scan use, including 

false positive and false negative results, lack of quantitative interpretation, expense, and 

lacking research on use in clinical settings. The three investigators who do not use DAT scan 

in diagnosing DLB stated it was not needed, usually because the individuals they evaluate 

have evidence of parkinsonism and thus DAT scans were not felt to be clinically helpful. 

Some investigators using DAT in select circumstances also mentioned its redundancy in the 

presence of motor symptoms.

Cerebrospinal fluid testing

The most common reason investigators reported using CSF was to differentiate DLB from 

other suspected dementia pathologies or to look for evidence of co-pathology, particularly 

AD (n=13). Four respondents described using CSF in the context of rapidly progressive 

dementia symptoms. One investigator mentioned potential value as a prognostic marker. 

Reasons that investigators do not use CSF testing for DLB diagnosis included the opinion 
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that CSF analysis is unhelpful or unnecessary since there are no CSF synuclein biomarkers 

and the lack of a good mechanism for obtaining LPs in clinic. Some of these investigators 

mentioned that they use CSF in the context of evaluating MCI or in research settings. Four 

investigators felt CSF currently has more of a role in research than for routine clinical care.

SPECT/PET perfusion/metabolism

Multiple investigators stated that PET and SPECT are rarely used in practice, consistent with 

the quantitative responses (Figure 1). Of the investigators who sometimes use PET or 

SPECT, the most commonly reported reasons were to help differential diagnosis (n=8) or 

evaluate atypical presentations (n=2). One investigator used PET/SPECT in the setting of 

MCI. Reported limitations included cost, lack of insurance coverage, lack of classic imaging 

findings, interpretation difficulties, and need for additional research regarding PET/SPECT’s 

role in DLB. The eight investigators who reported never using PET or SPECT described 

various reasons, primarily feeling it is not helpful or reasonably sensitive/specific (n=5). 

Several investigators mentioned practice-related reasons, including working at institution 

that considers these scans research-only or lack of confidence in radiologists’ expertise.

Polysomnography

The most commonly reported reason for ordering PSG was to confirm the presence of REM 

sleep without atonia (n=9), particularly in the setting of issues making the diagnosis less 

certain (vague descriptions, presence of post-traumatic stress disorder, question of a non-

REM parasomnia or confusional arousal). Four investigators used PSG for reasons other 

than evaluating for REM sleep behavior disorder (RBD), including fatigue or obstructive 

sleep apnea concerns. Single investigators described using PSG to look for RBD in 

asymptomatic patients, in atypical dementia contexts, or as a mechanism to screen “for 

risk.” PSG limitations included patients not entering REM sleep during the study and PSG 

interpretation performed by physicians not focused on assessing REM sleep behaviors. One 

investigator noted that PSG studies should be performed using video sync to match 

visualized behaviors and PSG data and interpreted by knowledgeable sleep neurologists. 

Reasons that investigators do not use PSG for DLB diagnosis included: it is not needed 

(n=3), historical symptoms can suggest RBD without PSG (n=3), limitations in testing/

reporting (trouble accessing sleep studies, perception that PSG is not sensitive/specific, 

reporting does not comment on findings other than obstructive sleep apnea) (n=3), or sleep 

center referrals are used for other reasons or have occurred prior to the DLB evaluation 

(n=3). Three investigators who use PSG also noted that screening questionnaires may be 

sufficient to diagnose RBD in many circumstances.

Genetic testing

Investigators who report ordering genetic testing clinically use it primarily to assess 

individuals with suspected DLB with a strong family history, particularly in young-onset 

dementia (n=7). Multiple investigators mentioned that genetic testing is currently primarily 

used in the context of research, not clinical care, even if reporting sometimes ordering it 

clinically. Several investigators mentioned the importance of using genetic counseling if 

doing genetic testing. Of the 14 investigators who do not use genetic testing clinically, the 
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most common reason was that they don’t think it’s helpful (n=7). The second-most-common 

reason was logistics (n=5), including cost, lack of insurance coverage, lack of access to a 

genetic counselor, and lack of access to genetic testing in general. Investigators noted that 

most individuals with DLB don’t have a strong relevant family history and genetic testing 

doesn’t change management.

MIBG myocardial scintigraphy

Few respondents use MIBG myocardial scintigraphy for diagnosing DLB, and then only 

rarely. Half of individuals who don’t use it said this was because it was not available or 

reimbursed. Five said that their lack of experience would make it hard for them to maximize 

its potential. Other reasons for not using MIGB myocardial scintigraphy included not 

needing it for diagnosis, other tests are easier to get, and the fact that comorbid diabetes or 

heart disease could limit interpretation. When commenting on potential use, seven 

investigators noted that MIBG myocardial scintigraphy might help with differential 

diagnosis, with four specifically noting that it could help distinguish DLB from multiple 

system atrophy. Three investigators said MIBG myocardial scintigraphy could be used in 

cases of possible DLB to support a probable diagnosis. Two investigators felt MIBG 

myocardial scintigraphy fills a role similar to DAT scans. Identified limitations included lack 

of experience using MIBG myocardial scintigraphy for DLB diagnosis in the U.S. (and the 

effect this could have on accuracy), the potential for misleading results, lack of value 

identified by one investigator with experience using it, insurance authorization concerns, and 

the need for additional research.

Quantitative EEG

The most commonly reported reasons for infrequent quantitative EEG use were lack of 

availability (n=5), not finding quantitative EEG to be helpful (n=5), or lacking experience 

and feeling unsure of potential use (n=4). Multiple investigators described this test as 

research-only at the current time. A couple investigators mentioned that quantitative EEG 

may help with differential diagnosis, but others felt that other biomarkers are more helpful. 

A few investigators described using EEG to assess for possible seizures in individuals with 

suspected DLB. The consensus was that this technology needs additional research before 

routine clinical use in DLB.

Summary of Expert Approach

General diagnostic test use patterns across LBDA Research Center of Excellence 

investigators were similar. Based on these patterns, an algorithm summarizing expert 

practices for DLB diagnostic testing was developed (Figure 2). Neuropsychological testing 

and structural imaging are part of the recommended evaluation for dementia generally. If 

individuals meet the diagnostic criteria for probable DLB, additional testing may not be 

used. For circumstances where individuals meet “possible” DLB criteria, they have MCI, the 

presentation is atypical, or the differential diagnosis includes other pathology, clinicians may 

use further testing The survey focused on biomarker testing in diagnostic contexts and did 

not query whether clinicians ordered tests in other clinical settings (e.g. using PSG for sleep 

apnea) or research.
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DISCUSSION

LBDA Research Center of Excellence investigators responding to this survey indicated that 

neuropsychological testing and MRI are the most commonly used tests for DLB diagnosis. 

A majority of investigators use DAT imaging, CSF analysis, SPECT/PET, and PSG, but only 

in select circumstances, most commonly for individuals with MCI/early dementia or to aid 

in differential diagnosis (e.g. DLB versus another synucleinopathy, AD, or frontotemporal 

dementia). A third of investigators reported using genetic testing, typically for individuals 

with young-onset dementia and a strong family history. MIBG myocardial scintigraphy and 

quantitative EEG currently do not play a major role in diagnosing DLB in this cohort of U.S. 

DLB specialists.

The focus on neuropsychological testing and MRI is not surprising, as these are readily 

available in the U.S. and are part of quality care across dementias. Dementia quality 

measures require assessments of cognition and functional status at least annually [9, 10]. 

While full neuropsychological testing is not required to meet this standard, 

neuropsychological testing provides more information than cognitive screening alone [11]. 

Cognitive testing is also recommended as part of the dementia diagnostic evaluation by 

numerous guidelines, with neuropsychological testing particularly recommended in cases of 

mild or questionable dementia [12]. Comprehensive neuropsychological assessments are 

useful for identifying specific patterns of domain impairment, suggesting primary and 

secondary diagnoses, assessing the extent of cognitive changes, and determining functional 

limitations [11]. The DLB criteria state that cognitive screening instruments can be useful 

for assessing global function, but recommend neuropsychological testing covering the full 

range of affected domains to make a DLB diagnosis [2]. This is particularly important given 

that individuals with DLB often have more impairments in attention, executive function, and 

visual processing than in memory and naming, but there is a large degree of heterogeneity 

[2, 13, 14].

MRI cannot confirm a diagnosis of DLB. However, guidelines agree that structural imaging 

(MRI or computerized tomography [CT]) should be used at least once during dementia 

diagnosis [12]. MRI (if possible) is preferred to CT [15]. Structural imaging can exclude 

reversible causes of dementia (e.g. a resectable tumor); signal changes and atrophy patterns 

can also inform differential diagnosis [12, 15]. Multiple automated volumetric imaging 

software programs are approved by the FDA, but these are not yet routinely used clinically. 

For individuals with suspected DLB, structural imaging is useful to investigate for evidence 

of co-pathology [2] particularly when coronal and sagittal views are available.

Targeted use of other imaging modalities is consistent with dementia guidelines, which 

recommend imaging such as FDG-PET in circumstances where the diagnosis is uncertain or 

to identify the etiologic diagnosis of dementia [12]. Similarly, guidelines recommend CSF, 

EEG, and genetic testing in select situations, such as atypical dementia presentations [12]. 

Many dementia guidelines do not comment specifically on DAT scan or PSG use, as these 

tests are more relevant for assessing suspected Lewy body diseases than dementias due to 

other pathologies. A 2015 Cochrane review identified scarce neuropathologic-confirmed 

evidence for DAT scan use in common DLB clinical scenarios [16]. However, studies using 
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clinical diagnoses suggest distinct DAT scan patterns in individuals with suspected Lewy 

body diseases versus AD and potentially other pathologies [17-20]. A negative DAT scan 

cannot exclude a DLB diagnosis, but a positive scan suggests potential Lewy body 

pathology. Similarly, RBD is rarely associated with AD pathology but is common in Lewy 

body diseases, particularly if RBD preceded other neurodegenerative symptoms [21]. 

Individuals with RBD are 6 times more likely to have autopsy-confirmed DLB versus other 

neurodegenerative dementias [22]. With both DAT scan and PSG, there is some debate 

regarding whether testing-confirmed abnormalities are useful in the context of a strong 

supportive history (for RBD) or exam (for parkinsonism), particularly when applying 

diagnostic criteria.

Survey respondents reported rarely using MIBG myocardial scintigraphy or quantitative 

EEG. Reasons for this are likely multifactorial. Many investigators reported that these tests 

are not routinely available for diagnosing DLB in the U.S. Most research on the MIBG 

myocardial scintigraphy use in DLB has been performed in Japan [23, 24]; the Japanese 

social health insurance approved 123I-MIBG myocardial scintigraphy as a supportive 

imaging tool to diagnose DLB in 2012 [24]. Similarly, European centers performed many of 

the studies reporting quantitative EEG use for DLB diagnosis [25-27]. In the current survey, 

U.S. investigators desired more research on using these tools in DLB, development of 

greater comfort incorporating these tools into clinical practice, and insurance coverage prior 

to increasing clinical use of these biomarkers.

This study is the first to assess diagnostic test ordering practices amongst DLB specialists in 

the U.S. The 58% response rate was higher than many physician-based surveys [28] but 

cannot preclude important differences between respondents and non-respondents. Because 

participants were U.S. based, differences between U.S. practices and international locations 

(e.g. Europe, Japan) could not be assessed. The survey was anonymous and no provider- or 

center-specific details were collected, so it was impossible to assess for differences relating 

to provider type (e.g. dementia versus movement disorder specialists, neurologist versus 

psychiatrist or neuropsychologist) or center focus (e.g. RBD, imaging). The numbers 

described in the text reflect the summation of write-in responses; it is plausible that more 

investigators would have endorsed certain responses (e.g. regarding reasons for test use or 

non-use) if multiple choice options had been provided. The survey specifically queried 

clinical practice, but some respondents mentioned research use in their comments. 

Responses reflect patterns of care in specialty practices; community-based centers may not 

have access to these resources or individuals interpreting these diagnostic biomarkers in the 

community may have limited experience with their use in DLB. Finally, survey results 

reflect expert-reported practices in the U.S. and do not imply evidence-based care across 

indications, many of which lack sufficient research.

Survey results highlight a clear need for research to develop improved diagnostic testing and 

biomarkers in DLB. The two most commonly ordered diagnostic tests – neuropsychological 

testing and MRI – are used across dementias. The other biomarkers mentioned in the DLB 

diagnostic criteria are useful only in limited settings. LBDA Research Center of Excellence 

investigators felt that all of them required more research for use in clinical settings. The 

ADRD national research priorities recognize that biomarkers are an unmet need in the Lewy 
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body dementias and biomarker development is one of the focus areas for research in this 

space [29]. Current survey results suggest that research in DLB diagnostic testing include 

studies to validate existing tests, application of biomarkers used outside the U.S. in U.S. 

research settings, and development of novel biomarkers. Given that 1 in 3 DLB cases may be 

missed and that misdiagnosis as AD or a psychiatric disorder is common [30, 31], research 

on optimal approaches to diagnosing DLB is also needed.

Conclusions

DLB specialists commonly order MRI and neuropsychological testing as part of routine 

assessments, with other diagnostic tests (DAT scan, SPECT/PET, CSF analysis, PSG, and 

genetic testing) used in select circumstances. In the U.S., MIBG myocardial scintigraphy 

and quantitative EEG are rarely used clinically. Diagnostic testing beyond MRI and 

neuropsychological testing was most helpful in the context of “possible” DLB, possible 

DLB-MCI, and atypical presentations, and to assist with differential diagnosis and 

assessment of co-pathology. Common barriers included lack of test specificity for DLB, 

prohibitive cost/insurance coverage, and uncertainty on how to best utilize the tests in DLB. 

Future research should validate existing potential biomarkers for DLB, develop new 

biomarkers, and investigate mechanisms to improve DLB diagnosis in both community and 

specialty settings.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Figure 1. Frequency of DLB Diagnostic Test Use by Specialists Who Use the Tests
The figure displays the frequency that specialists reported using each of the nine surveyed 

diagnostic tests/biomarkers (total survey n=22, but only specialists indicating that they use 

the test were queried regarding frequency of use).
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Figure 2. Summary of Reported Expert Ordering Patterns for Dementia with Lewy Body 
Diagnosis in the U.S.
Most surveyed dementia with Lewy body (DLB) experts reported that neuropsychological 

testing and structural imaging are part of a routine dementia evaluation and the results (along 

with other history, examination) inform the assessment of potential DLB. Individuals who 

meet criteria for probable DLB often need no further work-up. Survey respondents indicated 

that they most commonly performed further testing for individuals presenting with 

“possible” DLB, mild cognitive impairment or atypical or uncertain presentations. This 

summary reflects U.S.-based expert ordering patterns and relevance to other clinical 

scenarios is uncertain.

*Testing for AD CSF biomarkers is performed more commonly for research than clinical 

purposes in the context of suspected DLB. Commercial AD assays are available for clinical 

care but are not always covered by insurance. A negative AD CSF assay result in the setting 

of possible DLB versus AD could help support a DLB diagnosis, but issues of assay 

standardization and limited knowledge of how these CSF analytes manifest in Lewy body 

disease are barriers for routine clinical use.

MRI: magnetic resonance imaging; DLB: dementia with Lewy bodies; MCI: mild cognitive 

impairment, DAT: dopamine transporter; AD: Alzheimer disease, PET: positron emission 

tomography, SPECT: single-photon emission computed tomography, CSF: cerebrospinal 

fluid, RBD: REM sleep behavior disorder
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Table 1.

Diagnostic Tests “Ever” Used Clinically by Experts for Diagnosing Dementia with Lewy Bodies

Test Number (%) of Investigators Reporting Ever
Using the Test for DLB Diagnosis (n=22)

Neuropsychological testing 22 (100%)

Magnetic resonance imaging 20 (90.9%)

Dopamine transporter imaging 19 (86.4%)

Cerebrospinal fluid testing 15 (68.2%)

SPECT/PET perfusion/metabolism 14 (63.6%)

Polysomnography 13 (59.1%)

Genetic testing 7 (31.8%)

MIBG myocardial scintigraphy 3 (13.6%)

Quantitative EEG 2 (9.1%)

DLB: Dementia with Lewy bodies, SPECT: single-photon emission computed tomography, PET: positron emission tomography, MIBG: 
metaiodobenzylguanidine, EEG: electroencephalography
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