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Abstract.
Background: Evidence-based recommendations on the optimal evaluation approach for dementia diagnostics are limited.
This impedes a harmonized workup across clinics and nations.
Objective: To evaluate the diagnostic performance of a multidisciplinary consensus conference compared to a single clinician
approach.
Methods: In this prospective study, we enrolled 457 patients with suspected cognitive decline, from two European memory
clinics. A diagnostic evaluation was performed at baseline independently in two ways: 1) by a single clinician and 2) at a
multidisciplinary consensus conference. A syndrome diagnosis and an etiological diagnosis was made. The confidence in
the diagnosis was recorded using a visual analogue scale. An expert panel re-evaluation diagnosis served as reference for the
baseline syndrome diagnosis and a 12-24-month follow-up diagnosis for the etiological diagnosis.
Results: 439 patients completed the study. We observed 12.5% discrepancy (k = 0.81) comparing the baseline syndrome
diagnoses of the single clinician to the consensus conference, and 22.3% discrepancy (k = 0.68) for the baseline etiological
diagnosis. The accuracy of the baseline etiological diagnosis was significantly higher at the consensus conference and was
driven mainly by increased accuracy in the MCI group. Confidence in the etiological diagnosis at baseline was significantly
higher at the consensus conference (p < 0.005), especially for the frontotemporal dementia diagnosis.
Conclusion: The multidisciplinary consensus conference performed better on diagnostic accuracy of disease etiology and
increased clinicians’ confidence. This highlights the importance of a multidisciplinary diagnostic evaluation approach for
dementia diagnostics, especially when evaluating patients in the MCI stage.

Keywords: Alzheimer disease, clinical decision-making, dementia, differential diagnosis, frontotemporal dementia, Lewy
body disease, vascular dementia

∗Correspondence to: Gorm Thorlacius-Ussing, Department of
Neurology, Danish Dementia Research Centre, Rigshospi-
talet, University of Copenhagen, Rigshospitalet, Blegdamsvej
9, 2100 Copenhagen Ø, Denmark. Tel.: +45 24 69 61 59;

Emails: gorm.thorlacius-ussing@regionh.dk or gorm ussing@
hotmail.com

ISSN 1387-2877 © 2021 – The authors. Published by IOS Press. This is an Open Access article distributed under the terms
of the Creative Commons Attribution-NonCommercial License (CC BY-NC 4.0).

mailto:gorm.thorlacius-ussing@regionh.dk
mailto:gorm_ussing@{penalty -@M }hotmail.com
https://creativecommons.org/licenses/by/4.0/


742 G. Thorlacius-Ussing et al. / Comparing Diagnostic Approaches in Dementia

INTRODUCTION

The prevalence of dementia is increasing, largely
due to a growing elderly population [1]. Higher preva-
lence and growing awareness of dementia in the
population increases the number of patients entering
into memory clinics. Thus, there is a need to increase
diagnostic flow, but at the same time to maintain a
sufficiently high diagnostic accuracy. Due to over-
lapping clinical presentations, conflicting biomarkers
and mixed pathologies, dementia diagnostics can be
challenging, especially in the early stages of neu-
rodegenerative diseases [2–4]. Yet, treatment options
and prognosis differ substantially between, e.g.,
Alzheimer’s disease (AD), Lewy body dementia
(DLB), vascular dementia (VaD), and frontotemporal
dementia (FTD), and an early and accurate diagno-
sis is therefore important to ensure optimal patient
management. However, evidence-based recommen-
dations on the optimal diagnostic evaluation approach
for dementia diagnostics, are limited.

An integrated multidisciplinary approach is gen-
erally recommended [5]. However, the approach to
diagnostic evaluation varies across memory clinics,
and data on the performance of different diagnos-
tic evaluation approaches, such as multidisciplinary
consensus conference and single clinician decision-
making, are limited [6]. One study found that based
on clinical information of pathologically verified
cases, a consensus panel diagnosis out-performed
individual panel members’ diagnosis in terms of
accuracy, when differentiating between AD or FTD
[7]. Other studies have evaluated the agreement of a
multidisciplinary consensus diagnosis compared to a
monodisciplinary one but, given the lack of a refer-
ence diagnosis in these studies, the added value of the
former could not be demonstrated [8, 9]. Data exist
indicating increasing confidence in the diagnosis fol-
lowing a consensus panel approach [7], but generally
data on diagnostic confidence is limited.

A consensus-based multidisciplinary approach to
diagnostic decision-making is frequently used in
other medical specialties, particularly in the diagno-
sis and management of cancer. Evidence suggests that
this approach results in a higher likelihood of an accu-
rate cancer staging and initiation of adjuvant therapy
[10]. Based on the experience from cancer diagnos-
tics, it may be hypothesized that a multidisciplinary
consensus approach could be beneficial in terms of
increasing the accuracy in dementia diagnostics also.

In this prospective study, we therefore assessed the
accuracy of the diagnoses made at a multidisciplinary

consensus conference and by a single clinician.
In addition, the agreement between the diagnoses
determined by the two diagnostic decision-making
approaches and the confidence in the diagnoses were
assessed.

METHODS

Subjects

Study participants were recruited as part of the
PredictND project in two European memory clin-
ics: the Alzheimer Center Amsterdam, Amsterdam
UMC, location VU University Medical Center, Ams-
terdam, Netherlands (VUmc) [11, 12] and the Danish
Dementia Research Centre, Copenhagen Univer-
sity Hospital, Rigshospitalet, Copenhagen, Denmark
(RH) [13]. In these clinics, the routine diagnostic
evaluation is based on a multidisciplinary consensus
conference.

We included patients referred to the memory clinic
who were suspected of having cognitive decline due
to subjective cognitive decline (SCD), mild cog-
nitive impairment (MCI), or dementia. Inclusion
criteria were a baseline Mini-Mental State Examina-
tion (MMSE) ≥18, Clinical Dementia Rating (CDR)
≤1.0, and an available T1-weighted MRI at or above
1.5 Tesla within the last 6 months. Exclusion crite-
ria were major psychiatric disorder, excessive alcohol
intake or substance abuse within the last 2 years, and
other brain disorders, which could explain the cog-
nitive problems. In total, 457 patients were enrolled
consecutively from March 2015 to June 2016. The
study was approved to local Medical Ethical Com-
mittees in both centers and all patients gave written
informed consent.

Clinical assessment

The standard screening program included medical
history, relevant risk factors, neurological and phys-
ical examination, neuropsychological testing, blood
screening, and an MRI brain scan. Cognitive test-
ing was performed using a neuropsychological test
battery which included MMSE [14], forward and
backward performance on Digit span [15], the Trail
Making Test A and B, The Category Fluency Test
(letter and animal) [16], and clock drawing [17]. Ver-
bal memory was tested by the Rey Auditory Verbal
Learning Test (RAVLT) (VUmc) [18] and by the
Consortium to Establish a Registry for Alzheimer’s
Disease (CERAD) wordlist memory test (RH) [19].
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Table 1A
Baseline characteristics

Characteristic SCD MCI Dementia Significant differences
(n = 134) (n = 102) (n = 212) between groups

Female, n (%) 74 (55.2%) 31 (30.4%) 105 (49.5%) SCD, dementia > MCI
Age, y 62.4 (8.7) 68.3 (8.0) 70.5 (9.2) SCD<MCI, dementia
Duration of symptoms, y 4.1 (4.3) 3.1 (3.5) 2.7 (2.2) none
MMSE 28.7 (1.4) 27.3 (2.4) 24.9 (2.9) SCD>MCI>dementia
Etiology, n – 49/13/8/3/3/26 111/19/17/19/21/25

(AD/VaD/DLB/MD/FTD/OT)
Progression, n 9/3 –/23 –

(MCI/Dementia)

Baseline characteristics of groups based on the syndrome diagnosis (as diagnosed by consensus conference). Differences between groups
were assessed using one-way ANOVA with Tukey post-hoc testing (age), χ2 test (gender) and Kruskal-Wallis with Dunn post-hoc testing
(duration of symptom and MMSE). Data are presented as mean (SD), unless otherwise specified. AD, Alzheimer’s disease; VaD, vascular
dementia; DLB, dementia with Lewy bodies; MD, mixed dementia; FTD, frontotemporal dementia; OT, other dementia.

Table 1B
Baseline biomarker status

CSF FDG-PET Amyloid- DAT- EEG Biomarker Additional
analysis PET SPECT status1 neuropsychology

SCD (n = 134) 21 (15.7%) 47 (35.1%) 1 (0.7%) 1 (0.7%) 68 (50.7%) 116 (86.6%) 133 (99.2%)
MCI (n = 102) 25 (24.5%) 46 (45.1%) 1 (0.9%) 1 (0.9%) 46 (45.1%) 92 (90.2%) 98 (96.1%)
Dementia (n = 212) 68 (32.1%) 106 (50%) 6 (2.8%) 4 (1.9%) 84 (39.6%) 194 (91.5%) 197 (92.9%)
Total (n = 448) 114 (25.4%) 199 (44.4%) 8 (1.8%) 6 (1.3%) 198 (44.2%) 402 (87.9%) 428 (95.5%)

Biomarkers available at baseline evaluation. Table stratified by syndrome diagnosis as diagnosed by the consensus conference. CSF analysis
including beta-amyloid1–42, total-tau and phospho-tau. All included patients had an available MRI at baseline as part of inclusion criteria.
1 Biomarker status indicating at least one additional biomarker (CSF, FDG-PET, amyloid-PET, DAT-SPECT, EEG), besides MRI, available
at baseline.

The Geriatric Depression Scale (GDS) was used to
assess symptoms of depression [20] and the Neu-
ropsychiatric Inventory (NPI) to evaluate behavioral
and psychological symptoms [21]. A global CDR
score was estimated for all patients [22]. Activities
of daily living were assessed by nursing staff in the
majority of cases, using the Disability Assessment
for Dementia (DAD) (VUmc) and the Instrumen-
tal Activities of Daily Living - Functional Activities
Questionnaire (IADL-FAQ) (RH) [23, 24].

When clinically indicated, additional tests were
performed including 2-[18F]fluoro-2-deoxy-D-gluc-
ose positron emission tomography (2-[18F]FDG-PE
T), cerebrospinal fluid (CSF) biomarkers (amyloid-
beta1–42, total-tau, and phospho-tau), amyloid-PET,
dopamine transporter single-photon emission com-
puted tomography (DAT-SPECT), EEG and supple-
mentary neuropsychological testing. An overview of
the frequency of additional biomarker testing is pro-
vided in Table 1.

Diagnostic criteria

Patients were classified as SCD, MCI, or demen-
tia. SCD was defined as cognitive complaints from

the patient and/or caregiver, not fulfilling the criteria
for MCI or dementia. The diagnostic criteria used
for diagnosing dementia and MCI were based on
the National Institute of Aging – Alzheimer’s Asso-
ciation (NIA-AA) criteria [4, 25]. The etiological
diagnoses were based on the following criteria: the
NIA-AA criteria for AD [4, 25], Neary and Snow-
den et al. or McKhann et al. criteria for FTD [26, 27]
with Rascovsky et al. criteria for behavioral variant
FTD (bvFTD) and Gorno-Tempini et al. criteria for
semantic dementia (SD) and progressive non-fluent
aphasia (PNFA) [28, 29], McKeith et al. criteria for
DLB [30], NINDS-AIREN criteria for VaD [31], and
the Dubois et al. criteria for mixed dementia with AD
and evident vascular lesions [32]. All other causes
of cognitive deficits (e.g., Parkinson’s disease with
dementia or normal pressure hydrocephalus) were
classified as “other dementia”. For statistical analy-
sis, bvFTD, SD, and PNFA were grouped and labeled
FTD.

Diagnostic procedure

For each patient, a baseline diagnosis (both syn-
drome and etiological diagnosis) was made as a
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consensus conference decision as well as by a single
clinician with access to identical clinical and para-
clinical information.

Consensus conference evaluation
The consensus conference included 3–5 physi-

cians experienced in dementia diagnostics (most
specialized in neurology), neuropsychologists, and
specialized nurses. During the consensus meeting the
following items were scored per included patient: 1)
a syndrome diagnosis (SCD, MCI, or dementia), 2)
in case of MCI or dementia: an etiological diagnosis,
and 3) confidence in the etiological baseline diagnosis
on a continuous scale based on a visual-analogue-
scale (VAS) ranging from 0–100.

Single clinician evaluation
The single clinician had either not attended the con-

sensus conference or performed the single clinician
evaluation at least one month after the consensus con-
ference. The single clinician rated the same items as
were rated at the consensus conference. The single
clinician evaluations were performed by four indi-
vidual medical doctors; one specialized in neurology
and one in geriatrics, both with more than five years
of experience in dementia diagnostics, and two non-
specialized doctors with approximately two years of
experience in dementia diagnostics.

Reference diagnosis
An expert panel consisting of three senior level

physicians experienced in dementia diagnostics (SH,
KF, HR) re-evaluated all cases with discrepancy
between the consensus conference and single clin-
ician baseline syndrome diagnosis to define a syn-
drome reference diagnosis. The expert panel was
blinded to the original baseline syndrome diagnosis.

All patients had a follow-up visit after a minimum
of 12 months from baseline, and the diagnosis at
follow-up was used as the reference etiological diag-
nosis. Moreover, patients with MCI or SCD had an
additional follow-up visit at 18–24 months. Each
follow-up visit included MMSE, CDR, and a face-to-
face interview with the patient. If an in-person follow-
up visit could not be performed, the evaluation was
made based on a telephone interview (n = 40). A
follow-up etiological diagnosis was determined by
or in consultation with a senior level physician expe-
rienced in dementia diagnostics based on all available
information. Blinding for the consensus conference
diagnosis was not possible at the follow-up assess-
ment.

Statistical analysis

Differences in baseline characteristics between
groups were assessed using one-way analysis of vari-
ance (ANOVA), Kruskal–Wallis test, and Chi-square
test, where appropriate.

First, for both baseline syndrome and etiological
diagnoses, we assessed the agreement between the
diagnoses made by the single clinician and the con-
sensus conference by performing a Fleiss’ kappa test
on paired categorical data with non-unique raters.
In addition, individual kappa values were reported
indicating the level of agreement for each sepa-
rate diagnosis against all other diagnoses combined
(e.g., MCI versus non-MCI). Kappa values ≤ 0.20
indicates a “none to slight” agreement, 0.21 – 0.40
indicates “fair”, 0.41 – 0.60 indicates “moderate”,
0.61 – 0.80 indicates “substantial”, and ≥ 0.81 indi-
cates a “almost perfect” strength of agreement [33].

Second, a McNemar test was used to test for equal-
ity of paired proportions in 2x2 contingency tables to
study the diagnostic accuracy, again for both baseline
syndrome and etiological diagnoses. Finally, we per-
formed a paired sample t-test to assess the difference
in diagnostic confidence on the VAS-scale (0–100).
The level of significance was set at p < 0.05. SPSS
software v. 25 (IBM, New York, NY) was used for
statistical analyses.

RESULTS

In total, 448 patients were evaluated at baseline.
Nine patients were lost to follow-up with 439 com-
pleting the study. At baseline, 134 patients (29.9%)
were diagnosed with SCD, 102 (22.7%) with MCI,
and 212 (47.3%) with dementia as diagnosed by
the consensus conference. The most frequent etiol-
ogy was AD (51.2%). Participants were generally
mildly impaired with regards to cognition with a
mean MMSE of 28.7 for SCD, 27.3 for MCI, and
24.9 for dementia.

All patients had an MRI available at baseline.
At least one additional biomarker (CSF, PET-FDG,
amyloid-PET, SPECT-DAT, EEG) was available
in 87.9% of cases. Baseline characteristics and
biomarker status according to the syndrome diagnosis
at baseline are presented in Table 1.

In some instances, supplementary diagnostic tests
were performed from baseline to follow-up. A CSF
biomarker status was available at follow-up in 63.4%
of patients.
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Table 2
Baseline syndrome diagnosis agreement

Single clinician

SCD MCI Dementia Total

Consensus SCD 122 11 1 134
conference MCI 9 81 12 102

Dementia 0 23 189 212
Total 131 115 202 448

Confusion matrix presenting baseline syndrome diagnosis agree-
ment. SCD, subjective cognitive decline; MCI, mild cognitive
impairment.

The analyses were performed on merged data from
the two memory clinics. Apart from a borderline sig-
nificant difference in the syndrome diagnosis level
of agreement, no significant differences in the results
were seen between centers (data not shown).

Syndrome diagnosis agreement

In 87.5% (392/448) of the cases, there was an
agreement between the single clinician and the con-
sensus conference syndrome diagnosis at baseline,
whereas in 12.5% (56/448) there was a disagreement.
Measured by kappa values we found that the overall
agreement was k = 0.81 (95% CI, 0.74–0.87). Based
on individual kappa values, we observed a higher
level of agreement for dementia (k = 0.84, 95% CI
0.75–0.93) and SCD (k = 0.89, 95% CI 0.80–0.98),
and conversely lower agreement for MCI (k = 0.67,
95% CI 0.58–0.76). Table 2 presents a confusion
matrix for the syndrome diagnoses.

Syndrome diagnosis accuracy

In the 56 cases with discrepancy between the
consensus conference and single clinician syndrome
diagnosis, an expert panel of physicians experienced
in dementia diagnostics re-evaluated the cases to
define a reference diagnosis. Figure 1 displays the
proportion of correct and incorrect syndrome diag-
noses as compared to the re-evaluated reference
diagnosis made by the expert panel. The difference
in proportion did not reach statistical significance
(p = 0.28).

Etiological diagnosis agreement

In 305 of the MCI and dementia cases an etiolog-
ical diagnosis was available for both the consensus
conference and the single clinician at baseline. Cases
diagnosed with SCD by either the consensus con-
ference or the single clinician, were not assigned an

Fig. 1. Diagnostic accuracy of baseline syndrome diagnosis. Only
cases with discrepancy at baseline regarding syndrome diagno-
sis were re-evaluated by an expert panel to determine a reference
diagnosis. Stacked bar chart displaying total number correct and
incorrect diagnoses.

etiological diagnosis and therefore not included in
the analysis of etiological diagnosis agreement. In
77.7% (237/305) of the cases there were an agreement
between the consensus conference and single clini-
cian etiological diagnosis, whereas in 22.3% (68/305)
there was a disagreement. Measured by kappa val-
ues we found that the overall level of agreement was
k = 0.68 (95% CI, 0.62–0.74). The level of agreement
for the etiological diagnosis was higher for patients
with dementia (k = 0.73, 95% CI, 0.66–0.81) com-
pared to MCI (k = 0.64, 95% CI 0.52–0.76).

Table 3 presents a confusion matrix for the etiolog-
ical diagnoses. The consensus conference diagnosed
a higher proportion of patients with AD and “Other
dementia” compared to the single clinician where a
higher number of patients were diagnosed with mixed
dementia and FTD.

Table 4 presents an overview of the level of agree-
ment stratified by diagnoses. The etiologies with
highest level of agreement were AD and DLB. Con-
versely FTD and mixed dementia had the lowest level
of agreement. Overall, the agreement of the etiologic
diagnosis was lower for the MCI group compared to
the dementia group. For the etiologies VaD, mixed
dementia, and FTD, we observed the greatest change
in level of agreement comparing MCI and dementia
groups, although the total number of cases in these
groups were small.



746 G. Thorlacius-Ussing et al. / Comparing Diagnostic Approaches in Dementia

Table 3
Baseline etiological diagnosis

Single clinician

AD VaD DLB Mixed FTD Other Total

Consensus AD 134 (40/94) 2 (1/1) 3 (0/3) 11 (4/7) 5 (1/4) 4 (2/2) 159 (48/111)
conference VaD 0 25 (7/18) 0 3 (2/1) 0 3 (3/0) 31 (12/19)

DLB 1 (0/1) 1 (0/1) 19 (6/13) 1 (1/0) 1 (0/1) 1 (0/1) 24 (7/17)
Mixed 2 (0/2) 2 (0/2) 0 17 (3/14) 0 1 (0/1) 22 (3/19)
FTD 5 (2/3) 0 0 1 (1/0) 16 (0/16) 2 (0/2) 24 (3/21)
Other 4 (3/1) 5 (4/1) 3 (0/3) 0 7 (1/6) 26 (12/14) 45 (20/25)
Total 146 (45/101) 35 (12/23) 25 (6/19) 33 (11/22) 29 (2/27) 37 (17/20) 305 (93/212)

Confusion matrix presenting baseline etiological diagnosis agreement. Data presented as total (MCI/dementia). AD, Alzheimer’s disease;
VaD, vascular dementia; DLB, dementia with Lewy bodies; Mixed, mixed dementia with AD and VaD; FTD, frontotemporal dementia;
Other, Other dementia.

Table 4
Level of agreement etiological diagnosis

MCI + Dementia Dementia MCI
(n = 305) (n = 189) (n = 81)

AD 0.76 (0.65–0.87) 0.78 (0.635–0.920) 0.73 (0.51–0.95)
VaD 0.73 (0.62–0.84) 0.91 (0.76–1) 0.62 (0.40–0.84)
DLB 0.76 (0.64–0.87) 0.74 (0.60–0.88) 0.90 (0.69–1)
Mixed 0.58 (0.47–0.69) 0.71 (0.57–0.85) 0.51 (0.30–0.73)
FTD 0.57 (0.45–0.68) 0.64 (0.50–0.78) –0.032 (–0.25–0.19)
Other 0.58 (0.47–0.69) 0.57 (0.43–0.71) 0.58 (0.36–0.80)
Total 0.68 (0.62–0.74) 0.73 (0.66–0.81) 0.64 (0.52–0.76)

Table presenting the level of agreement including individual kappa values. First column includes all patients with
MCI and dementia. Second column includes only patients with dementia as diagnosed by both consensus conference
and single clinician. Third column includes only patients with MCI as diagnosed by both consensus conference
and single clinician. Data presented as kappa value (95% CI). MCI, mild cognitive impairment; AD, Alzheimer’s
disease; VaD, vascular dementia; DLB, dementia with Lewy bodies; Mixed, mixed dementia with AD and VaD;
FTD, frontotemporal dementia; Other, other dementia.

Fig. 2. Diagnostic accuracy of baseline etiological diagnosis. Stacked bar chart displaying total number correct and incorrect diagnoses.
∗p < 0.05.

Etiological diagnosis accuracy

In 281 of the MCI and dementia cases an etiolog-
ical diagnosis was available for both the consensus
conference and the single clinician at baseline and at

follow-up. Figure 2 displays the proportion of correct
and incorrect etiological diagnoses for all patients, as
compared to the follow-up reference diagnosis, strat-
ified by the baseline syndrome diagnosis of dementia
and MCI. When comparing the etiological diagnoses
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Table 5
Confidence in diagnosis

AD VaD DLB Mixed FTD Other Total

Consensus conference VAS 78 (76–80) 78 (73–83) 70 (64–76) 75 (70–81) 75 (69–81) 67 (62–72) 78 (76–79)
Single clinician VAS 76 (74–79) 74 (69–80) 64 (55–74) 71 (66–75) 59 (50–67) 56 (50–61) 74 (72–75)

VAS confidence in diagnosis stratified by assigned etiology. Data presented as mean (95% CI). AD, Alzheimer’s disease; VaD, vascular
dementia; DLB, dementia with Lewy bodies; Mixed, mixed dementia with AD and VaD; FTD, frontotemporal dementia; Other, other
dementia.

for all patients the proportion of correct diagnoses
was significantly higher for the consensus conference
(p = 0.003) (Fig. 2a). We observed that the proportion
of correct etiological diagnoses was lower for patients
with MCI compared to dementia for both consen-
sus conference and single clinician (p = 0.001 and
p < 0.001 respectively). Furthermore, the accuracy of
the etiological diagnoses made by the consensus con-
ference and a single clinician differed significantly
for MCI patients (p = 0.039), but not for dementia
patients (p = 0.12) (Fig. 2b, c).

Rater experience

As a subanalysis, we assessed if the level of agree-
ment was influenced by the level of experience of the
single clinicians. The syndrome diagnosis level of
agreement was lower for single clinician raters with
less experience (k = 0.70, 95% CI 0.60–0.80) com-
pared to more experienced raters (k = 0.89; 95% CI
0.80–0.98). The etiological diagnosis agreement was
not influenced by the single clinician raters experi-
ence (k = 0.67 and k = 0.69).

Confidence in the diagnosis

Finally, we found that a mean VAS value for
confidence in the etiological diagnosis at consensus
conference and single clinician was 77.7 (± 14.9)
and 73.5 (±17.5), respectively. With a mean dif-
ference of 4.2 (±15.8) confidence in the diagnosis
was significantly higher for the consensus conference
(p < 0.005). Stratified by etiology, we observed that
the confidence in the diagnosis was lowest for the
FTD diagnosis compared to other etiologies, when
rated by the single clinician. The confidence in the
diagnosis for the consensus conference was indepen-
dent of the assigned etiology (see Table 5).

DISCUSSION

In this prospective study, we compared a single
clinician versus a multidisciplinary consensus con-
ference approach for dementia diagnostics. We found

that the two diagnostic approaches showed substan-
tial agreement for syndrome diagnoses, whereas the
agreement was lower for the etiological diagnosis
especially in the MCI group. Furthermore, we found
that the diagnostic accuracy of the etiological diagno-
sis and confidence in the diagnosis were significantly
higher for the consensus conference.

In line with previous studies [8], we found a
substantial overall agreement (k = 0.81) for the base-
line syndrome diagnosis suggesting comparability
between the two evaluation approaches for the syn-
drome diagnosis. A syndrome diagnosis discordancy
of 12.5% may, however, be clinically problematic
since the syndrome diagnosis has significant impli-
cations on planned follow-up, level of care and also
potentially for treatment of the patient. Confirming
the results of previous studies, we observed a lower
level of agreement (k = 0.67) between single clini-
cian and consensus conference diagnosis with regards
to MCI versus non-MCI (SCD/dementia) indicating
that interrater agreement of borderline cognitively
impaired patients are generally lower [34]. The syn-
drome diagnosis is solely based on information from
the patient and/or caregiver and cognitive testing.
Subtle details in the history can sometimes shift the
diagnosis from MCI to dementia or vice versa and
some degree of uncertainty is to be expected and may
be influenced by clinical experience, as our findings
indicate. When exploring the diagnostic accuracy for
the syndrome diagnosis, a significantly added value
of the consensus conference could not be demon-
strated indicating that the two evaluation approaches
performed similarly well. The etiology of MCI and
dementia may have even greater implications for the
individual patient in terms of prognosis, care and
treatment. Thus, focusing on an early etiologic diag-
nosis is increasingly important.

Lower level of agreement for the etiological dem-
entia diagnoses has previously been found by a
systematic review assessing the added value of a
multidisciplinary team approach, however, only spec-
ifying AD or VaD diagnoses [8]. Similar results were
observed in our study as we found a considerably
lower level of agreement for the etiological diagnosis
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(k = 0.68) compared to the syndrome diagnosis
(k = 0.81). The highest level of agreement was seen
for the AD diagnosis, whereas the lowest level of
agreement was observed for the FTD and mixed
dementia diagnosis. The diagnosis of FTD can be
challenging to determine as several core features
overlap with other neurodegenerative diseases and
there are no specific biomarkers for FTD [27, 28].
Especially bvFTD can be difficult to diagnose in the
early stages of disease, and in this study the level
of cognitive impairment was relatively mild. FTD
is a heterogeneous disease where all subtypes were
evaluated as one diagnostic group in this study, and
we can therefore not conclude if the level of agree-
ment depends on the FTD subtype. The relatively
low level of agreement regarding mixed dementia
could be explained by the lack of clear criteria for
this condition [32].

We observed that accuracy of the etiological
baseline diagnosis was significantly higher for the
consensus conference compared to the single clini-
cian. Interestingly, the accuracy was not significantly
different when only considering patients with a
baseline diagnosis of dementia, but the significance
retained when only considering patients with MCI.
Thus, the increased accuracy of consensus confer-
ence was driven mainly by a difference in patients
with mild impairment. This indicates that the strength
of the multidisciplinary team lies in the evaluation
and discussion of difficult borderline cases of, e.g.,
MCI, where valuable insights from, e.g., neuropsy-
chologist, may increase the diagnostic accuracy. An
early and precise diagnosis is important for optimal
patient and caregiver guidance on prognosis, care and
management since these may differ depending on
the disease etiology. Furthermore, as new treatment
options, for especially AD, are expected to emerge
in the future, an early accurate etiologic diagnosis
becomes increasingly important [35].

Finally, we found that the confidence in the etio-
logical diagnosis was significantly higher at the con-
sensus conference compared to the single clinician,
especially for patients with FTD. The confidence
in the diagnosis is important in the general man-
agement of the patient and the decision to start
treatment. Also, increased confidence in the diagno-
sis is associated with decreased tendency to request
supplementary tests [36]. Thus, increased confidence
in the diagnosis can possibly reduce the need for addi-
tional diagnostic testing that may be unnecessary or
invasive. Further, we hypothesize that increased con-
fidence in the diagnosis can prompt early initiation

of treatment, appropriate patient care and caregiver
guidance, improving patient related outcome.

The strengths of this study were the relatively large
prospectively recruited cohort from two large tertiary
memory clinics. Moreover, we considered the etio-
logic diagnosis of all the common types of dementia
disorders. However, a concern for consideration is
that we chose to assign a suspected etiology to all
patients with MCI, although diagnostic criteria for
this group probably is less well adopted besides for
AD [4]. The included subjects were relatively mildly
impaired with a large proportion of SCD patients,
possibly reflecting site characteristics of a tertiary
center in an urban area. This may affect the gener-
alizability of the results to memory clinics with a
population of more severely impaired patients.

The main limitation of our results is the lack of a
pathologically verified reference diagnosis of demen-
tia etiology. Up to 17% of patients fulfilling clinical
criteria for AD do not have evidence of AD pathology
on postmortem examination [37]. The concordance
between the clinical and pathological diagnosis for
other neurodegenerative diseases are even lower [38].
A great proportion of subjects had supplementary
test performed at baseline, including CSF sampling
in 25.4% of patients. In 63.4% of patients CSF
biomarker status was available at follow-up, thus the
reference diagnosis used to determine the accuracy of
the baseline diagnosis was largely supported by CSF
biomarkers. Obtaining a systematic biomarker pro-
file on all patients at follow-up may have increased
the accuracy of the reference etiological diagno-
sis. Additionally, including amyloid-beta42/40-ratio
could have increased specificity further [39]. Though,
to optimize the reference diagnosis, all follow-up
evaluations were performed by a senior physician
experienced in dementia diagnostics. One important
point to be noted is that this physician performing
the follow-up assessment, was not blinded for the
consensus conference baseline diagnosis, thus pos-
sibly introducing bias in the diagnostic assessment.
Compared to the follow-up reference diagnosis the
consensus conference performed significantly bet-
ter than single clinician when considering only MCI
patients, but the difference was not significant for
dementia patients. We argue that this indicates that
the bias of the follow-up assessment was of minor
importance. Finally, in some instances, the clini-
cian performing the single clinician evaluation also
attended the consensus conference. It is therefore
possible that some raters evaluated the same patient
on both occasions. However, the single clinician
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evaluation was performed at least one month after
the consensus conference evaluation and given the
large flow of patients at a major memory clinic we
believe that this did not contribute to bias the results.

A multidisciplinary consensus conference appr-
oach to dementia diagnostic offers several possible
advantages. It serves as a platform for education
for less experienced clinicians and a consensus
conference functions to streamline the diagnostic
decision-making and patients care ensuring that every
patient is offered the same standard of evaluation
and care management. Specialized nursing staff is
also an important component of the multidisciplinary
team with valuable insights to, e.g., the psychosocial
aspects of dementia and to the level of care needed
for the individual patient.

The possible disadvantages are the increased cost
and organizational complexity. However, a study has
shown that compared to general practitioners an inte-
grated approach to dementia diagnostics was not
demonstrably more expensive, but more complex
socioeconomic aspects still needs to be explored [40].
The increased diagnostic confidence at the multi-
disciplinary consensus conference demonstrated in
our study, can possibly lower the need for additional
testing and thereby lower overall cost. The optimal
composition of the multidisciplinary team in terms of
number of participants and diversity of expertise was
not assessed in our study and may be a topic for future
research. Finally, the impact of the multidisciplinary
consensus approach on prognosis, management and
disease burden may be explored in future studies.

In conclusion, we compared a multidisciplinary
consensus conference diagnostic evaluation approach
with a single clinician approach regarding demen-
tia diagnostics and observed that the consensus
conference increased the accuracy of the etiologi-
cal diagnosis. Moreover, the consensus conference
reported significantly higher confidence in the diag-
nosis. Our findings support the importance of a
multidisciplinary consensus conference approach,
especially when evaluating patients with mild symp-
toms in the early stage of the disease.
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