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Unlike patients with Alzheimer’s
disease who tend to present with
memory problems, patients with DLB
typically have rather non-specific
problems with frontal and executive
function, often fluctuating during the
course of the week or even during the
day. Patients can show poor attention
and disinhibition, and have difficulty
multitasking, often struggling with
common tasks at home and in the
workplace.8 During early stages of the
disease, there can be very little change
in the mini-mental state examination
(MMSE), as executive function is
underrepresented in this test. 

No single pathognomonic clinical
sign can be used to make the
diagnosis of DLB, so the clinician relies
on the revised consensus clinical
criteria which have a specificity of 80%
and sensitivity of 60-80% (see table 1,
above).2

These criteria require the presence

of at least two of the following three
syndromes:
• Persistent visual hallucinations
• Fluctuating defects in cognitive and
functional ability (over a period of
hours or days)
• Parkinsonism

The diagnosis can be supported
further by the presence of other
clinical features, such as repeated falls,
non-visual hallucinations, systematised
delusions and neuroleptic sensitivity
that can be seen with both typical and
atypical neuroleptics.2 During REM
sleep, patients with behaviour
disturbance experience vivid dreams
associated with simple or complex
motor behaviour. This occasionally
precedes the development of
Parkinson’s disease and DLB. 

Visual hallucinations are present in
approximately two-thirds of patients
with DLB and, at presentation, are the
most specific factor in differentiating
the condition from Alzheimer’s
disease.9, 10 Patients commonly
describe images of children or small
animals, which disappear when
attention is focused directly on them.
The visuospatial defects observed
tend to be more pronounced than
expected for the overall level of
cognitive function, again suggesting a
marked deficit in visual processing in
DLB. It is therefore not surprising that
the development of visual
hallucinations has been associated
with a higher risk of dementia in
patients with Parkinson’s disease.11

No investigation can reliably
differentiate PDD and DLB from
Alzheimer’s disease and this is
complicated further when the two

coexist in the same patient. Structural
imaging, such as MRI, may sometimes
reveal a degree of atrophy of the
medial temporal lobes and can be
used to support the diagnosis of
dementia. Novel imaging methods,
such as 123I-ioflupane SPECT imaging
(DaTSCAN) are now available to
image basal ganglia pathology directly
by labelling the presynaptic dopamine
transporter site (see figure 1, p15).12

Although very useful in the differential
diagnosis, they are often only accessible
through specialist memory clinics. 

MANAGEMENT 
Clinicians dealing with patients with
DLB or PDD are faced with a mixture
of cognitive, psychiatric and motor
symptoms. The involvement of a
multidisciplinary team is key. As
treatment of one complaint may lead
to the deterioration of another,
patients and their carers need to be
engaged in active dialogue to identify
the factors most important to them.
An early referral to a specialist clinic
may not only help to confirm the
diagnosis, but also to co-ordinate the
group of professionals working with
the patient.

The involvement of carers is also
important, and the diagnosis needs to
be explained to them. Social workers
and care support workers can work
with patients and their carers to assess
requirements, arrange appropriate
financial support such as the disability
living allowance, attendance allowance
and carer’s allowance or respite care.
An effort must be made to structure
the home environment to make it safe
and help patient mobility. Well lit
rooms and the use of glasses and
hearing aids, where required, can help
to reduce the number of hallucinations.

Although not included in the NICE
guidelines on the treatment of
dementia, cholinesterase inhibitors
used in Alzheimer’s disease do have a
role in DLB and PDD. Two large
randomised controlled trials showed
moderate improvements in cognitive
function in patients treated with
rivastigmine.13, 14 The greatest impact,
however, seemed to be on the
psychotic features of the disease, with
patients experiencing an improvement
in their hallucinations and delusions. It
has been suggested that the patients
who suffer from visual hallucinations
are most likely to benefit from
rivastigmine.14

To date, no studies have compared
the effect of cholinesterase inhibitors
versus neuroleptic drugs on the

Table 1
Consensus criteria for the clinical diagnosis of probable dementia with Lewy bodies
Central feature

Core features 
(at least two of the following):

Supporting features

Diagnosis less likely 
in the presence of:

Adapted from McKeith IG, Dickson DW, Lowe J et al. Diagnosis and management of dementia with Lewy bodies: third report of the DLB
Consortium. Neurology 2005;65 (12): 1863-72

• progressive cognitive decline (deficits in attention,
frontal-subcortical skills and visuospatial ability
especially prominent)
• fluctuating cognition
• recurrent visual hallucinations
• parkinsonism
• repeated falls
• syncope
• transient loss of consciousness
• neuroleptic sensitivity
• systematised delusions
• other hallucinations
• vascular disease (focal neurology or evidence on
CT/MRI)
• evidence of any physical illness that could account for
the clinical picture

‘The risk of
developing
dementia 
is dependent
solely on the 
age of the patient,
and not on 
the duration
of the disease’




