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Abstract
Purpose We investigated the regional distribution of 18F-THK5351 uptake in gray (GM) and white matter (WM) in patients with
behavioral-variant frontotemporal dementia (bvFTD) and compared it with that in patients with Alzheimer’s disease (AD) or
semantic dementia (SD).
Methods 18F-THK-5351 positron emission tomography (PET), 18F-florbetaben PET, magnetic resonance imaging, and
neuropsychological testing were performed in 103 subjects including 30, 24, 9, and 8 patients with mild cognitive
impairment, AD, bvFTD, and SD, respectively, and 32 normal subjects. Standardized uptake value ratios (SUVRs) of
18F-THK-5351 PET images were measured from six GM and WM regions using cerebellar GM as reference. GM and
WM SUVRs and WM/GM ratios, the relationship between GM SUVR and WM/GM ratio, and correlation between
SUVR and cognitive function were compared.
Results In AD, both parietal GM (p < 0.001) and WM (p < 0.001) SUVRs were higher than in bvFTD. In AD and SD, the WM/
GM ratio decreased as the GM SUVR increased, regardless of lobar region. In AD, memory function correlated with parietal GM
(ρ = −0.74, p < 0.001) and WM (ρ = −0.53, p < 0.001) SUVR. In SD, language function correlated with temporal GM SUVR
(ρ = −0.69, p = 0.006). The frontal WM SUVRwas higher in bvFTD than in AD (p = 0.003) or SD (p = 0.017). The frontal WM/
GM ratio was higher in bvFTD than in AD (p < 0.001). In bvFTD, the WM/GM ratio increased more prominently than the GM
SUVR only in the frontal lobe (R2 = 0.026). In bvFTD, executive function correlated with frontal WM SUVR (ρ = −0.64, p =
0.014).
Conclusions Frontal WM 18F-THK5351 uptake was higher in bvFTD than in other dementias. The increase in frontal WM
uptake was greater than the increase in GM uptake and correlated with executive function. This suggests that frontal lobe WM
18F-THK5351 uptake reflects neuropathological differences between bvFTD and other dementias.
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Introduction

Tauopathies comprise several neurodegenerative dementias
characterized by tau aggregation in neuronal and glial cells [1].
One member of this group, behavioral-variant frontotemporal
dementia (bvFTD), is a clinical syndrome characterized by pro-
gressive changes in social interaction [2], and is often mistaken
for Alzheimer’s disease (AD) because of overlapping symptoms
[3]. Frontal-variant AD often mimics bvFTD; 10–40% of pa-
tients with bvFTD have been found to exhibit AD pathology
[4–6].

Although most tauopathies involve gray matter (GM), re-
cent evidence highlights the significance of white matter
(WM) in evaluating patients with bvFTD. A study using mag-
netic resonance imaging (MRI) reported abnormal signal in-
tensities in the frontal WM of patients with bvFTD [7]. A
histological study demonstrated that AD and bvFTD were
notable for distinct neuroinflammation distribution between
GM and WM, with bvFTD exhibiting prominent microglial
activation in the frontal and temporal WM, whereas no differ-
ences in GM and WM were found in AD [8].

Microglia-driven neuroinflammation may accelerate neu-
rodegeneration by contributing to the spread of tau-containing
neurofibrillary tangles [9, 10]. Recent developments in tau-
selective radiotracers, such as 18F-AV-1451, have enabled
the investigation of differences in tau pathology between
GM andWMamong various tauopathies [11].While tau bind-
ing is observed mainly in GM in AD, non-AD tauopathies are
characterized by tau binding in subcortical WM and GM [11].

The novel tau PET tracer 18F-THK5351 is a single S-
enantiomer quinoline-derivative probe exhibiting high affinity
to tau neurofibrillary tangles [12]. A substantial reduction in
18F-THK5351 uptake was reported after administration of the
monoamine oxidase B (MAO-B) inhibitor selegiline [13].
Considering the role of neuroinflammation in the propagation
of neurodegeneration, 18F-THK5351 PET may reflect the
mixed pathology of tau and astrocytosis in dementia [13,
14]. In this work, we investigated the regional distribution of
18F-THK5351 uptake in GM andWMof patients with bvFTD
and compared it with that in patients with AD or semantic
dementia (SD). Based on previous pathological evidence,
our a priori hypothesis was that 18F-THK5351 uptake in fron-
tal WMwould be higher in patients with bvFTD than in those
with other dementias.

Materials and methods

Subjects

Two hundred twenty subjects, including those on the AD
spectrum [mild cognitive impairment (MCI) and AD], those
with non-AD tauopathies (bvFTD and SD), and controls, were

enrolled prospectively. Subjects were recruited from the
MEMORI cohorts at Asan Medical Center and Samsung
Medical Center between January 2016 and August 2017. All
subjects underwent brain MRI and two rounds of PET with
18F-THK5351 for tau and 18F-florbetaben for amyloid-β (Aβ)
as well as neuropsychological testing. Overall, 103 subjects
were selected based on Aβ positivity: Aβ-positive MCI (n =
30; mean age, 69.7 ± 6.9 years), Aβ-positive AD (n = 24;
mean age, 62.7 ± 10.6 years), Aβ-negative bvFTD (n = 9;
mean age, 64.3 ± 9.8 years), Aβ-negative SD (n = 8; mean
age, 63.4 ± 6.4 years), and Aβ-negative healthy controls
(n = 32; mean age, 69.3 ± 6.0 years).

All subjects completed the Seoul Neuropsychological
Screening Battery, which assesses attention, visuospatial func-
tion, language, memory, and executive function, as well as the
Korean version of the Mini-Mental State Examination (K-
MMSE) [15]. Scores below the 16th percentile (one standard
deviation) compared with sex-, age-, and education-specific
norms were regarded as abnormal. Patients with AD met the
criteria recommended by the National Institute on Aging-
Alzheimer’s Association [16], and patients with MCI met
the Petersen criteria [17]. Patients with bvFTDmet the criteria
for FTD proposed by Knopman et al. [18] and were classified
as bvFTD or SD. This study was approved by the Asan
Medical Center and Samsung Medical Center Institutional
Review Board for Human Research. Written informed con-
sent was obtained from all subjects (ClinicalTrials.gov identi-
fier NCT02656498).

Acquisition of PET and MRI images

All PET images were acquired using Discovery 690, 710, and
690 Elite PET/CT scanners (GE Healthcare; Milwaukee, WI,
USA) at Asan Medical Center and a Discovery STE PET/CT
scanner (GE Healthcare) at Samsung Medical Center with the
same imaging/reconstruction protocols. Tau PET images were
obtained for 20min, beginning 50min after injection of 185 ±
18.5 MBq of 18F-THK5351. Amyloid PET images were ob-
tained for 20 min, beginning 90 min after injection of 300 ±
30 MBq of 18F-florbetaben. Three-dimensional volumetric
T1-weighted MRI scans were acquired to create cortical vol-
umes of interest (VOIs) for both quantification and partial
volume correction of PET images. Refer to the Appendix in
the supplementary material for further details.

Image processing

Each subject’s PET image was rigidly co-registered to their
magnetization-prepared rapid gradient-echo data using the
SPM8 [Statistical Parametric Mapping] tool (Wellcome Trust
Centre for Neuroimaging, Institute of Neurology, University
College London) in MATLAB R2013a software for Windows
(TheMathWorks, Natick,MA, USA). As described by Thomas
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et al. [19], cortical GM/WM parcellation was performed using
Freesurfer 5.3 software (Massachusetts General Hospital,
Harvard Medical School, http://surfer.nmr.mgh.harvard.edu);
this gyral parcellation is based on the Desikan-Killiany atlas
for both quantification and partial volume effect (PVE) correc-
tion of PET images. Region-based PVE correction was per-
formed using the geometric transfer matrix approach. Voxel-
based PVE correction was carried out using the ratio of
region-based partial volume effect (PVE)-corrected PET to its
7-mm-smoothed image. Subcortical WM regions were seg-
mented using cortical labels overlaid on the WM surface with
voxels within a 5-mm depth from the GM boundary. By merg-
ing anatomically related regions, participant-specific VOI mask
images were created for six GM regions (frontal, temporal,
parietal, and occipital lobes, and central and cingulate gyri)
and correspondingWM regions. Themean standardized uptake
value ratio (SUVR) was calculated for each VOI based on the
mean SUV for each VOI and normalized to the mean SUVof
cerebellar GM. The main outcome measures were the mean
SUVR for each GM (SUVR [GM]) and WM (SUVR [WM]),
the WM/GM ratio, and the percentage of normal WM/GM
ratio. The percentage of normal WM/GM ratio was calculated
by dividing the WM/GM ratio of each subject by the mean
WM/GM ratio of the controls.

Statistics

Demographic data were compared using Kruskal–Wallis, chi-
squared, or Fisher’s exact tests. Group comparisons for GM
and WM 18F-THK5351 uptake were performed by comparing
SUVRs, WM/GM ratios, and percentages of normal WM/GM
ratio among bvFTD, AD, and SD patients. Parametrically dis-
tributed data were analyzed using analysis of variance for
between-group comparisons and the Student t test for compari-
sons between pairs of groups. The Bonferroni correction was
applied to the post hoc analyses of the within-group comparisons
to correct for the number of comparisons performed (two com-
parisons for each variable: bvFTD vs. AD and bvFTD vs. SD).
Spearman’s correlation was used to evaluate the relationship
between SUVRs and cognitive function. For Bonferroni-
corrected tests, p values < 0.025 were considered statistically
significant. In other tests, p < 0.05 was considered statistically
significant. SPSS for Windows version 18.0 (SPSS Inc.,
Chicago, IL, USA) was used for all statistical analyses. Data
for study variables are expressed as means ± standard deviation.

Results

Demographic characteristics

There were no differences in sex, disease duration, or years of
education among the groups (Table 1). Healthy controls and

MCI patients were older than bvFTD, AD, and SD patients
(p = 0.02). There were no difference in age, sex, disease dura-
tion, years of education, K-MMSE scores, or clinical dementia
rating scores among patients with AD, bvFTD, and SD.

Distribution of GM and WM 18F-THK5351 uptake

Representative 18F-THK5351 PET images of control, AD,
SD, and bvFTD patients are shown (Fig. 1). In GM, patients
with AD had the highest GM SUVRs in the frontal, parietal,
and occipital lobes and the central and cingulate gyri. This
effect was most pronounced in the parietal lobe (AD, 2.50 ±
0.74; control, 1.63 ± 0.32; p < 0.001; Fig. 2a).

Patients with SD had the highest GM SUVRs in the tem-
poral lobe (SD, 2.44 ± 0.68; control, 1.76 ± 0.20; p < 0.001;
Fig. 2a). In WM, patients with bvFTD had the highest WM
SUVRs in the frontal lobe (bvFTD, 1.66 ± 0.60; control, 1.09
± 0.16; p < 0.001; Fig. 2b).

Group comparisons of GM and WM 18F-THK5351
uptake

Table 2 shows the SUVRs for GM and WM as well as the
WM/GM ratio for each group. GMSUVRs in the parietal lobe
were higher in AD (2.50 ± 0.74) than in bvFTD (1.65 ± 0.15;
p < 0.001). WM SUVRs in the parietal lobe were higher in
AD (1.40 ± 0.25) than in bvFTD (1.15 ± 0.12; p < 0.001).
WM SUVRs in the frontal lobe were higher in bvFTD (1.66
± 0.60) than in AD (1.34 ± 0.22; p = 0.003) and SD (1.23 ±
0.29; p = 0.017), although there were no differences in frontal
lobe GM SUVRs between bvFTD and AD. The WM/GM
ratio in the frontal lobe was higher in bvFTD (0.85 ± 0.26)
than in AD (0.67 ± 0.10; p < 0.001) and SD (0.70 ± 0.14;
p = 0.04). Detailed results of PVE-uncorrected images are pre-
sented as supplemental data.

We examined sensitivity, specificity, and diagnostic accu-
racy to determine the differential diagnosis between FTD and
non-FTD (AD and SD) with respect to the GM SUVR, WM
SUVR, and WM/GM ratios of the frontal, temporal, and pa-
rietal lobes, the areas in which the target lesions were located
(Table 3). The frontal WM SUVR and frontal WM/GM ratios
showed the highest accuracy in both PVE-corrected (frontal
WM/GM ratio AUC: 0.71) and PVE-uncorrected (frontal
WM SUVR AUC: 0.70, frontal WM/GM ratio AUC: 0.73)
images.

Comparison of the relationship between GM SUVR
and WM/GM ratio

In AD and SD, the WM/GM ratio decreased with increasing
GM SUVR in the frontal, temporal, and parietal lobes (Fig. 3).
Conversely, in bvFTD, the WM/GM ratio increased more
prominently than the GM uptake only in the frontal lobe
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Table 1 Characteristics of the study population

Control
(n = 32)

MCI (n = 30) AD (n = 24) bvFTD (n = 9) SD (n = 8) p value
(all groups)

p value (bvFTD vs.
AD vs. SD)

Age (years) 69.3 ± 6 69.7 ± 6.9 62.7 ± 10.6 64.3 ± 9.8 63.4 ± 6.4 0.02 0.96

Sex (M/F) 12/20 10/19 12/12 4/4 5/3 0.14 0.82

Disease duration (years) 3.3 ± 2.6 3.4 ± 2.7 3.7 ± 2.8 5.1 ± 8.4 4.5 ± 3.1 0.82 0.57

Education (years) 10.4 ± 4.8 11.1 ± 4.2 11.5 ± 4.4 11.6 ± 4.1 11.8 ± 2.6 0.82 0.82

K-MMSE total score 28.5 ± 1.2 24.5 ± 3.7 20.7 ± 5.6 19.9 ± 2.6 21.1 ± 9 <0.001 0.41

K-MMSE z score 0.3 ± 0.9 −1.9 ± 1.9 −5.5 ± 4.5 −6 ± 2.5 −5 ± 5.6 <0.001 0.71

CDR score 0.2 ± 0.2 0.5 ± 0.1 0.9 ± 0.6 1.3 ± 0.7 0.8 ± 0.5 <0.001 0.23

GDS score 2 ± 0.4 3.1 ± 0.5 4.1 ± 0.8 4.7 ± 0.8 3.5 ± 0.5 <0.001 0.04

Z score for SNSB attention subdomain 0.5 ± 1 −0.2 ± 0.9 −0.7 ± 1.2 −1.2 ± 0.8 −1.1 ± 2.1 <0.001 0.66

Z score for SNSB language subdomain 1 ± 1.1 −1.6 ± 2.9 −2.5 ± 3 −5.1 ± 4.1 −8.4 ± 7.4 <0.001 0.13

Z score for SNSB visuospatial subdomain 0.3 ± 0.9 −0.8 ± 1.4 −7 ± 6.2 −4.6 ± 2.6 −2.2 ± 2.5 <0.001 0.16

Z score for SNSB memory subdomain 0.7 ± 0.7 −2.3 ± 1.2 −3.5 ± 1.8 −3.6 ± 1.3 −3.1 ± 1.1 <0.001 0.89

Z score for SNSB executive subdomain 0.5 ± 1 −1.6 ± 1.7 −4.6 ± 3.7 −5.8 ± 2.5 −2 ± 2.2 <0.001 0.11

MCI mild cognitive impairment, AD Alzheimer’s disease, bvFTD behavioral-variant frontotemporal dementia, SD semantic dementia, MMSE Mini-
Mental State Examination, CDR Clinical Dementia Rating, GDS Global Deterioration Scale, SNSB Seoul Neuropsychological Screening Battery

Fig. 1 Representative 18F-THK5351 positron emission tomography images of normal controls (a) and patients with AD (b), SD (c), and bvFTD (d)
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Fig. 2 SUVR of GM (a) and WM (b), WM/GM ratio (c), and percentage normal WM/GM ratio (d). Statistical significance for each comparison is
shown at the top of each plot

Table 2 Group comparisons of GM and WM 18F-THK5351 uptake

bvFTD AD SD p value bvFTD vs. AD bvFTD vs. SD

GM (SUVR) Frontal 1.93 [0.28] 2.05 [0.40] 1.76 [0.19] 0.02 0.27 0.05
Temporal 2.04 [0.40] 2.24 [0.39] 2.44 [0.68] 0.06 0.08 0.05
Parietal 1.65 [0.15] 2.50 [0.74] 1.54 [0.15] <.001 <.001 0.04
Occipital 1.64 [0.11] 2.22 [0.62] 1.50 [0.20] <.001 <.001 0.03
Central 1.44 [0.12] 1.62 [0.25] 1.43 [0.17] 0.001 0.006 0.91
Cingulum 2.18 [0.22] 2.43 [0.43] 2.12 [0.26] 0.005 0.03 0.51

WM (SUVR) Frontal 1.66 [0.60] 1.34 [0.22] 1.23 [0.29] 0.002 0.003 0.017
Temporal 1.25 [0.21] 1.35 [0.23] 1.37 [0.30] 0.29 0.11 0.22
Parietal 1.15 [0.12] 1.40 [0.25] 1.12 [0.17] <.001 <.001 0.55
Occipital 0.94 [0.11] 1.12 [0.16] 0.93 [0.12] <.001 <.001 0.92
Central 1.06 [0.11] 1.09 [0.14] 1.03 [0.17] 0.29 0.42 0.54
Cingulum 1.53 [0.44] 1.39 [0.19] 1.35 [0.26] 0.13 0.08 0.17

WM/GM ratio Frontal 0.85 [0.26] 0.67 [0.10] 0.70 [0.14] <.001 <.001 0.04
Temporal 0.63 [0.13] 0.61 [0.11] 0.58 [0.14] 0.49 0.64 0.32
Parietal 1.93 [0.28] 2.05 [0.40] 1.76 [0.19] 0.02 0.27 0.05
Occipital 2.04 [0.40] 2.24 [0.39] 2.44 [0.68] 0.06 0.08 0.05
Central 1.65 [0.15] 2.50 [0.74] 1.54 [0.15] <.001 <.001 0.04
Cingulum 1.64 [0.11] 2.22 [0.62] 1.50 [0.20] <.001 <.001 0.03

bvFTD behavioral-variant frontotemporal dementia, AD Alzheimer’s disease, SD semantic dementia, SUVR, standardized uptake value ratio, GM gray
matter, WM white matter
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(R2 = 0.026; Fig. 3a). In the temporal lobe, the WM/GM ratio
decreased (R2 = 0.418) as the GM SUVR increased (Fig. 3b).
In the parietal lobes of patients with bvFTD, both the
WM and the GM uptake were similar to those in
healthy controls (Fig. 3c).

Correlation between 18F-THK5351 uptake
and cognitive function

In AD, both the GM (Spearman’s ρ = −0.79, p < 0.001) and
WM (Spearman’s ρ = −0.59, p < 0.001) SUVRs of the parietal
lobe correlated with K-MMSE scores. Additionally, both GM
(Spearman’s ρ = −0.74, p < 0.001) and WM (Spearman’s ρ =
−0.53, p < 0.001) SUVRs of the parietal lobe correlated withTa
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memory function (Fig. 4a, b). In the WM but not the GM of
patients with bvFTD, the SUVR (Spearman’s ρ = −0.64, p =
0.014) of the frontal lobe correlated with executive function
(Fig. 5a). Conversely, in the GM but not WM of patients with
SD, the SUVR (Spearman’s ρ = −0.69, p = 0.006) of the tem-
poral lobe correlated with language function (Fig. 5b).

Discussion

Tau PET has been used in previous research to visualize tau
pathology distribution and monitor disease progression [20].
In the present study, frontal 18F-THK5351 uptake was higher
in bvFTD than in other dementias only in the WM, and cor-
related with executive function in bvFTD. This is the first
report to show that the relative distribution of 18F-THK5351
uptake between GM and WM in a certain lobar area differs
according to neuropathology.

The increased 18F-THK5351 uptake in the frontal WM is
consistent with the vulnerability of this region to bvFTD pathol-
ogy. Tau pathology in bvFTD in frontal WM is observed as
neuropil threads and oligodendroglial coiled bodies [21, 22].
An immunohistochemistry study showed that increased tau
binding was dominant in GM in AD, with global GM/WM
ratios of 2–4 [11]. However, in bvFTD, tau binding was ob-
served in WM as well as GM, with lower GM/WM ratios than
those observed in AD [11]. In postmortem brain tissue from a
patient with bvFTD, activated microglia in the frontalWMwere
found to be tau-immunoreactive [21]. Higher microglial activa-
tion in patients with bvFTD versus AD is demonstrated only in
the frontal WM [10]. Neuroinflammatory factors increase
throughout the disease course and correlate positively with

tau burden, contributing to neurodegeneration [14, 23]. The
18F-THK5351 PET signal was reported to reflect tau immu-
noreactivity and activated glial cells, and is useful in the
assessment of tau-associated neuroinflammatory changes [14].

In MR-diffusion tensor imaging (DTI) studies, compared
with AD, bvFTD was associated with a greater decrease in
fractional anisotropy in the frontal WM [24, 25]. In our pa-
tients with bvFTD, WM uptake increased more prominently
than GM uptake only in the frontal lobe. Because neurode-
generation starts with GM loss, increased GM uptake corre-
lates with disease progression. It still unknown whether WM
degeneration is a primary step independent of GM deteriora-
tion, or an outcome of Wallerian degeneration propagated
from nearbyGMdamage [26, 27]. PreviousMRI studies com-
paring WM changes to regional GM atrophy in bvFTD dem-
onstrated that WMmicrostructural damage in the anterior cor-
pus callosum and cingulate gyrus spatially exceeded GM vol-
ume loss [24, 28]. These findings constitute indirect and direct
evidence of WM pathology in bvFTD.

Notably, in bvFTD,WM uptake did not increase in propor-
tion to the increase in GM uptake in the temporal lobe, as was
observed in AD. Off-target MAO-B binding or the effects of
normal aging in the entorhinal cortex may contribute to high
18F-THK5351 uptake in temporal GM [29]. An MR-DTI
study reported that WM changes in the uncinate fasciculus
were co-localized with GM atrophy of the anterior temporal
lobe [24]. Whether 18F-THK5351 uptake in the parietal and
frontal regions—sites of pathological lesions in AD and
bvFTD, respectively—reflects inherent pathological or
lobar-specific anatomical characteristics remains unclear. In
the present study, similar GM and WM relationships were
observed in the temporal lobe, a common site for AD and

ba

M
e

m
o

r
y
 d

o
m

a
in

 z
-
s
c
o

r
e

M
e

m
o

r
y
 d

o
m

a
in

 z
-
s
c
o

r
e

GM (SUVR) WM (SUVR)

-10

-15

-20

-5

0

5

1 2 3 4 5

-10

-15

-20

-5

0

5

1 2 3 4 5

Spearman’s  = -0.74

 < 0.001

Spearman’s  = -0.53

 < 0.001

Fig. 4 a Correlations between
GM SUVR of the parietal lobe
and memory function in AD. b
Correlations betweenWM SUVR
of the parietal lobe and memory
function in AD

b

L
a

n
g

u
a

g
e

 d
o

m
a

in
 z

-
s
c
o

r
e

GM (SUVR)

-20

-15

-10

-5

0

5

1 2 3 4 5

Spearman’s = -0.69

 = 0.006

a

 E
x
e

c
u

ti
v
e

 d
o

m
a

in
 z

-
s
c
o

r
e

WM (SUVR)

-15

-20

-10

-5

0

5

1 2 3 4 5

Spearman’s = -0.64

= 0.014

Fig. 5 a Correlations between
WM SUVR of the frontal lobe
and executive function in bvFTD.
b Correlations between GM
SUVR of the temporal lobe and
language function in SD

Eur J Nucl Med Mol Imaging



bvFTD pathology, in patients with AD and bvFTD, possibly
because of lobar-specific anatomical characteristics.

Within the spectrum of frontotemporal lobar degeneration,
the semantic variant of primary progressive aphasia (svPPA or
SD) displays TAR DNA-binding protein 43 (TDP-43) pathol-
ogy in 75–90% of cases (svPPA-TDP), with tau pathology
(svPPA-tau) infrequently present at postmortem examination
[30, 31]. Conversely, bvFTD displays either TDP-43 or tau
pathology with nearly equal likelihood [32]. Although an in-
crease in 18F-THK5351 uptake is not expected in SD with
TDP-43 pathology, our patients with SD exhibited prominent
18F-THK5351 uptake and a correlation with language function
in temporal GM but not in WM, which is consistent with a
previous study reporting that svPPA-TDP primarily affected
the GM [33]. In another 18F-THK5351 study in svPPA patients,
18F-THK5351 retention was elevated in the anteroinferior and
lateral temporal cortices compared with that in the normal con-
trols, and in the left inferior and temporal polar region com-
paredwith that in AD patients [34]. One potential explanation is
the spill-out from off-target binding to the expression of MAO-
B. However, patients with SD showed increased 18F-AV-1451
uptake—for which there is a paucity of evidence for binding to
MAO-B—in the temporal lobe, which is the region primarily
affected by TDP-43 and not tau pathology [35]. Another pos-
sibility is that 18F-THK5351 could bind to proteins associated
with abnormal tau shown to coexist with TDP-43 [36].

In patients with bvFTD, the association between WM DTI
and impaired social cognition was more consistent than the
corresponding GM association [37]. Accelerated functional
impairment early in the disease course in bvFTD can be ex-
plained by disruption of the salience connectivity network,
dedicated to social-emotional functions [38]. The salience net-
work has been reported to be related to WM pathology and
spread of tau accumulation throughout the WM tract in the
frontoinsular-cingulo-orbitofrontal network in bvFTD [39].
Therefore, during interpretation of 18F-THK5351 PET im-
ages, WM regions rather than GM regions are more useful
in assessing cognitive function in patients with bvFTD.

A limitation of our study is the absence of postmortem
confirmation of pathology. Based on our data, whether WM
precedes or follows GM injury is unclear. Longitudinal anal-
yses assessing the tandem evolution of WM and GM alter-
ations are necessary. Furthermore, interpretation of the 18F-
THK5351 PET may be confounded by MAO-B availability,
as a substantial reduction in 18F-THK5351 binding has been
observed after selegiline administration [13]. Increased uptake
of 18F-AV-1451 has been shown in FTD as well as in AD [40,
41]. 18F-THK5351 can facilitate differentiation between FTD
and non-FTD, because it has shown higher uptake in frontal
WM compared with AD. However, according to a head-to-
head comparison of 18F-THK5351 and 18F-AV-1451, 18F-
THK5351 uptake was less prominent than 18F-AV-1451 up-
take in AD [41], suggesting that 18F-THK5351 is less suitable

than 18F-AV-1451 for evaluating AD [41]. In bvFTD patients,
we observed higher WM/GM ratios than previously reported
in a tau immunohistochemistry study [11]. This discrepancy
suggests that combined tau and MAO-B binding in glial cells
contributes to increasedWM 18F-THK5351 uptake in bvFTD.
Further studies with MAO-B inhibitor radioligands may clar-
ify the percentages of 18F-THK5351 PET signal derived from
MAO-B and tau binding in the frontal WM of patients with
bvFTD.

Conclusion

Frontal WM 18F-THK5351 uptake was higher in bvFTD than
in other dementias, although there was no difference in GM
uptake. The frontal WM uptake increased more prominently
than GM uptake, and correlated well with executive function.
These findings suggest that frontal WM changes reflect neu-
ropathological differences between bvFTD and other demen-
tias. Changes inWM rather than GMmay have better utility in
assessing cognitive function by 18F-THK5351 PET imaging
in patients with bvFTD.
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