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Original Article

Diagnosing dementia and  
cognitive dysfunction in the elderly  

in primary health care
A systematic review

Lucas N.C. Pelegrini1, Gabriela M.P. Mota2, Caio F. Ramos2, Edson Jesus3, Francisco A.C. Vale4

ABSTRACT. Dementia is a public health issue making the screening and diagnosing of dementia and its prodromal 

phases in all health settings imperative. Objective: using PRISMA, this systematic review aimed to identify how low-, 

middle-, and high-income countries establish dementia and cognitive dysfunction diagnoses in primary health care. 

Methods: studies from the past five years in English, Spanish, and Portuguese were retrieved from Scopus, PubMed, 

Embase, Lilacs, Scielo, and Web of Science. Of 1987 articles, 33 were selected for analysis. Results: only three articles 

were from middle-income countries and there were no studies from low-income countries. The most used instrument 

was the Mini-Mental State Examination (MMSE). Mild Cognitive Impairment (MCI) and dementia criteria were based on 

experts’ recommendation as well as on the Diagnostic and Statistical Manual of Mental Disorders (DSM) and International 

Classification of Diseases (ICD-10), respectively. Conclusion: differences between these criteria among high- and 

middle-income countries were observed.
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DIAGNÓSTICO DE DEMÊNCIA E DISFUNÇÃO COGNITIVA EM IDOSOS NA ATENÇÃO PRIMÁRIA À SAÚDE: UMA REVISÃO 

SISTEMÁTICA

RESUMO. Demência é uma questão de saúde pública logo, rastrear e diagnosticar demência e suas fases prodrômicas em 

todos os níveis de atenção à saúde é imperativo. Objetivo: uilizando o PRISMA, esta revisão sistemática verificou como 

os países de baixa, média e alta renda realizam o diagnóstico de demência e disfunção cognitiva na atenção primária. 

Métodos: estudos dos últimos cinco anos, em inglês, português e espanhol foram obtidos no Scopus, PubMed, Embase, 

Lilacs, Scielo, e Web of Science. De 1987 artigos, 33 foram selecionados para a análise. Resultados: três artigos eram 

de países de média renda e nenhum de baixa renda. O Mini-Exame do Estado Mental (MEEM) foi o instrumento mais 

utilizado. Os diagnósticos de Comprometimento Cognitivo Leve (CCL) e demência foram baseados em recomendações 

de especialistas e no Manual Diagnóstico e Estatístico de Transtornos Mentais (DSM)/Classificação Internacional de 

Doenças (CID-10), respectivamente. Conclusão: houve diferenças para estes critérios entre países de alta e média renda.

Palavras-chave: diagnóstico, demência, disfunção cognitiva, atenção primária à saúde.

Dementia is defined by the World Health 
Organization as a syndrome, usually 

chronic and progressive, with different causes.1 

It is a complex condition that affects cogni-
tion, behavior, and the autonomy for practic-
ing activities of daily living.2 Currently, 50 
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million people are living with dementia, and projections 
suggest that this number will triple by 2050, affecting 
152 million people.3 Alzheimer’s disease (AD) is one of 
the most common causes of this syndrome.2

Cognitive dysfunction, such as mild cognitive 
impairment (MCI), can be considered a prodromal 
manifestation of dementia and can be identified years 
before dementia onset.4 The prevalence of MCI in older 
adults ranges from 15 to 20%, and this condition may be 
related to high levels of amyloid protein, a biomarker for 
neurodegeneration and increased risk for dementia.5,6

Little is known about the actual prevalence of 
dementia.2 However, it is known to be more common 
in women and has a prevalence of 5% in people aged 
over 65 and up to 32% in elderly aged 85 or older.1 In 
addition, a relationship has been observed between 
dementia and increased risk for cardiovascular diseases, 
metabolic syndrome, and neuropsychiatric disorders.7,8

Another intriguing fact about dementia syndromes 
is underreporting rates, which are higher in low- and 
middle-income countries (93.2% in Asia, 62.9% in 
North America, 53.7% in Europe).9 Usually, the delay 
for establishing dementia diagnosis is about 29-37 
weeks between symptoms onset and definitive clinical 
diagnosis.10

In this context, primary health care represents the 
first and closest contact between the elderly and health 
system, as well as being fundamental for the develop-
ment of strategies for early identification of diseases.8 
On the other hand, numerous factors have been sug-
gested as causes for late diagnosis of dementia: nor-
mal cognitive changes expected in the aging process, 
patients’ low educational level, and lack of professional 
training for correct interpretation of neuropsychiatric 
symptoms.8,10,11

Given the importance of early diagnosis for demen-
tia and cognitive dysfunction (i.e. MCI), as well as the 
fact that primary health care settings are the entry point 
to the health system, the aim of this systematic review 
was to identify how low-, middle-, and high-income 
countries establish this diagnosis in primary health care. 

METHODS
This systematic review was conducted to determine 
the diagnostic strategies used in primary health care to 
diagnose dementia and cognitive dysfunction in low-, 
middle-, and high-income countries. Thus, based on 
this research question, studies from the past five years 
were searched on SCOPUS, PubMed, EMBASE, LILACS, 
SCIELO, and Web of Science. The search occurred in 
October, 2018, and the key-words used in this study 

were obtained both from DeCS (Descritores em Ciên-
cias da Saúde) and MeSH (Medical Subject Headlines). 
Country-income classification was based on data from 
the World Bank website (http://www.worldbank.org/) 
and adapted to comprise three categories as proposed 
by the International Association for Media and Commu-
nication Research (https://iamcr.org/income). The 
descriptors were: “dementia”, “cognitive dysfunction”, 
“diagnosis”, “primary health care”, and “mass screening” 
- and their correlates in Portuguese and Spanish.

The Boolean operator “AND” was used as a search 
strategy to combine the descriptors considering all the 
possibilities. The combinations, in English, were: “Diag-
nosis AND Dementia AND Primary Health Care”; “Diag-
nosis AND Cognitive Dysfunction AND Primary Health 
Care”; “Dementia AND Primary Health Care AND Mass 
Screening”; “Cognitive Dysfunction AND Primary 
Health Care AND Mass Screening”. The same combina-
tions were employed in both Portuguese and Spanish.

To make the search more precise, the following fil-
ters were applied: papers written in English, Spanish, or 
Portuguese; publication date from 2014 up to the time 
of the search (October, 2018). The limit of five years 
was established due to the improvement and recent dis-
coveries that have been made in the field of dementia 
screening and diagnosis. On SCOPUS and EMBASE, the 
required document type was article, and the search was 
conducted by article, title, and key-word. On PubMed 
and Scielo, the search was conducted for all fields. On 
LILACS, the search was by words. Finally, on Web of Sci-
ence, articles were searched by topic.

After the search, a data base was created by two dif-
ferent researchers. The purpose was to minimize errors 
and bias. After both data bases were complete, another 
researcher compared them to ensure they were the 
same. The selection process was based on the Preferred 
Reporting Items for Systematic Review and Meta-Anal-
ysis (PRISMA) protocol. PRISMA was chosen to accom-
plish careful planning and organizing data to ensure a 
review with rigor and quality.12 Also, an adapted version 
of an instrument proposed by URSI (2005) was used for 
data extraction and analysis. From the findings obtained 
by the above mentioned instrument, results were orga-
nized in a table to facilitate data descriptive synthesis.

For this review, the inclusion criteria considered 
studies from the previous five years; published in Eng-
lish, Portuguese, or Spanish; conducted in primary 
health care services; whose participants were aged 60 or 
older; availability (possible to access); and studies whose 
topic addressed either diagnosis/screening of dementia 
or cognitive dysfunction. On the other hand, exclusion 
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criteria were: duplicated articles; drug trials, literature 
reviews, letters to the editor, editorial, recommenda-
tions, monographies, dissertations, and thesis; as well 
as for articles whose topic did not involve the diagnosis 
of dementia or cognitive dysfunction. 

Because this study was based on published articles, 
submission to the Research Ethics Committee was not 
required, according to Brazilian National Health Coun-
cil’s resolution (nº510/2016).13

RESULTS
The search of the databases retrieved a total of 1987 
articles. As mentioned above, PRISMA was the tool 
used for the selection process. Of the initial total found, 
707 papers were excluded because they were duplicated 
(inter or intra-database). After this exclusion, 1280 
remained for title and abstract reading. In this phase, 
a further 1123 papers were excluded, and 157 articles 
were selected for full reading. Of this total, 124 docu-
ments did not meet the inclusion criteria and there-
fore 33 studies were included in this systematic review. 
Results from PRISMA can be seen in Figure 1.

This study’s initial question was “what are the diag-
nostic strategies to diagnose dementia and cognitive 
dysfunction in primary health care in low-, middle-, 
and high-income countries?”. Results showed that more 
than 90% (n = 30) of the articles were from high-income 
countries, while 3 papers were from middle-income 
countries. Unfortunately, no articles from low-income 
countries were found. 

Regarding participants’ demographic characteris-
tics, most of the articles (n = 21) had a predominance 
of female participants. Age was also analyzed. In gen-
eral, participant age ranged from 70 to 80 years. Studies 
conducted in middle-income countries considered older 
adults as participants aged 60 or older. From the pool of 
selected studies, 75.8% had between 101 and 1,000 par-
ticipants; 18.2% had between 1,001 and 10,000; finally, 
the percentage of studies whose number of participants 
was more than 10,001 was 6.0%. It was noted that stud-
ies often failed to describe participants’ ethnicity. Of 
the studies that provided this information, Hispanic, 
African American, Chinese, and White ethnicities were 
reported.

Because the topic of interest in this study was 
dementia/cognitive dysfunction diagnosis in primary 
health care, the type of diagnosis was a variable of inter-
est. After the analysis, three diagnosis categories were 
established: dementia only (n = 10), MCI only (n = 8), 
and dementia and MCI (n = 15). Regarding the diagnos-
tic criteria, all of the papers (n = 33) reported clinical 

diagnosis, conducted either by a general practitioner or 
a multidisciplinary group, where 13 articles used DSM-
IV as the reference criteria. Three studies had different 
criteria sources for dementia and MCI. In these stud-
ies, dementia diagnosis was based on DSM-IV, whereas 
MCI was based on recommendations of experts (e.g. 
Petersen et al., and Winblad et al.). For biomarkers, 
three studies used blood measurements and one study 
used neuroimaging. Of the total, 9 articles mentioned 
only neuropsychological testing as a criterion for screen-
ing or diagnosing dementia and MCI. Interestingly, all 
the studies conducted in middle-income countries had 
this characteristic. 

This review also investigated the instruments used 
for assessing patients’ neuropsychological status and 
others aspects (e.g. functioning, quality of life, and 
comorbidities). Graph 1 shows a schematic represen-
tation for the most used instruments by the studies. 
Cognitive instruments were cited in 31 out of the 33 
articles; however, only 14 papers mentioned other types 
of evaluation (non-cognitive). Most of these evaluations 
reported measurements for quality of life, activities 
of daily living, and health status. Regarding cognitive 
assessment, 25 studies used the MMSE as one of the 
instruments for measuring cognition, and 23 used the 
MMSE together with another type of cognitive measure. 
MMSE was the most used instrument. In addition, 5 
papers used the MoCA and NPI; 4 papers used the AD8; 
3 papers used verbal fluency, digit span, CERAD, digit 
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symbol, test your memory, and CAMCOG tests; 2 papers 
used the CDR, DemTect, Stroop color-word test, Mini-
Cog and the Clock Drawing Test. Quality of life was 
assessed by the EuroQol in 3 studies and by the QoL-
AD in one study. Depressive symptoms were evaluated 
by the GDS in 7 studies.

The number of diagnosed older adults was also an 
outcome of interest. Only one study did not provide 
this information. In total, ten studies investigated the 
diagnosis of dementia. One did not provide informa-
tion about the number of diagnosed participants. In 
three studies, all participants were diagnosed as having 
dementia. In the other six articles, dementia diagnosis 
rate ranged from 3.2% to 55%. Furthermore, MCI diag-
nosis ranged from 15.2% to 55.8% among those studies 
which investigated this condition only (n = 8). In studies 
that investigated both dementia and MCI, the number 
diagnosed with MCI was higher than the number diag-
nosed with dementia. Appendix 1 shows the informa-
tion obtained from the analysis of the articles selected 
for this systematic review. 

Also, some articles evaluated the number of patients 
that did not test positive on screened or diagnosis for 
dementia/MCI in primary health care. One study sug-
gested that the elderly were considerably underdiag-
nosed in primary health care. Similarly, another article 
stated that the rate for underdiagnosed older adults was 
around 60%. 

The qualitative analysis revealed that high-income 
countries usually use a manual (e.g. DSM), in addition 
to cognitive and functional instruments, as well as gen-
eral practitioners’ evaluation, to establish a diagnosis 
of dementia in primary health care, for further referral 
to specialized care. On the other hand, middle-income 
countries seemed to use only neuropsychological instru-

ments (e.g. MMSE). Figure 2 shows a scheme of diagnos-
tic criteria used in high-income countries that should 
be helpful for general practitioners when evaluating or 
screening older adults for MCI or dementia in primary 
health care.

DISCUSSION 
In this systematic review, studies about the diagnosis of 
dementia and MCI in primary health care were mostly 
from high-income countries. In addition, no studies in 
low-income countries were found. Although dementia 
is recognized as a global public health issue, poor coun-
tries face more difficulties diagnosing and treating this 
syndrome.14 This could be explained by the fact that in 
low-income countries, health facilities are more often 
located in big cities, whereas there are few professionals 
practicing both in the countryside and rural areas.15 
Also, lack of economic and medical resources, poor 
training, and lack of expertise in mental health are the 

Figure 2. Practice for the diagnosis of dementia and cognitive  
impairment in high-income countries´primary health care.
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Graph 1. Measurement Instruments used in the studies, São Carlos, São Paulo, Brazil, 2019.



Dement Neuropsychol 2019 June;13(2):144-153

148 Dementia in primary health care    Pelegrini et al.

main factors contributing to poor care for the elderly, 
especially those with dementia.14,16 Another possible 
explanation for the absence of studies in low-income 
countries may be related to the limited access to health 
services, as well as the limited creation and implemen-
tation of public health policies that contribute toward 
both patient diagnosis and treatment.14,15,17

Regarding demographic information, the mean age 
observed in this review (70-80 years) follows the pat-
tern in the literature, which shows that the prevalence of 
dementia is higher for the oldest elderly.18 Research has 
suggested age as an important risk factor for the devel-
opment of dementia because, in most cases, it affects 
individuals aged 65 or older.19,20

It was also observed that high-income countries 
define older adults as those who are 65 years old or over. 
This is mainly defined by the increase in life expectancy, 
as well as the elderly’s better socioeconomic and health 
conditions.18 Because biological age is not always enough 
to define old age, the World Health Organization has 
established the age of 60 years old or over for low- and 
middle-income countries and 65 or over for high-income 
countries.15,21 

In this review, studies reported greater MCI than 
dementia diagnosis. Although much progress needs 
to be made in order to solve underdiagnosis problems, 
research has suggested that MCI is indeed more preva-
lent than dementia in older adults.18,22,23 Regarding diag-
nostic criteria, most of the studies used DSM-IV as a 
guideline. It is important to mention that there is a new 
edition, DSM-V, but the studies reviewed probably used 
the previous version because the fourth edition was 
the only version available at the time the studies were 
conducted. Also, this manual was shown to be used in 
high-income countries. Middle-income countries used 
cognitive evaluation instruments. According to Parra et 
al.,15 middle- and low-income countries have shown a 
tendency to accept international recommendations for 
dementia; however, the authors suggested that lack of 
financial support, resources, trained professionals, and 
the inexistence of primary health care programs make 
it difficult to follow these standards.

As the strategy for screening older adults for cog-
nitive decline, most of the articles in this review cited 
GP evaluation. Only a few studies mentioned a multi-
professional group. However, different professionals 
can contribute toward identification of possible cases 
of MCI and dementia.24,25 Middle-income countries, such 
as China, have been investing in the use of screening 
instruments for trained nurses, who are intended to be 
part of a multi-professional dementia identification net-

work.14,25 It is also noteworthy that a multi-professional 
approach with the elderly is recommended because this 
is desirable to achieve effective and comprehensive 
health care.26 In this context, professionals such as ger-
ontologists, nurses, physical therapists, geriatricians, 
neurologists, occupational therapists, and psychologists 
are key elements for dementia screening, diagnosis, and 
management.

Another interesting aspect observed in this study 
was the different methods for dementia and MCI iden-
tification and confirmation. High-income countries had 
a uniform standard for diagnosis in primary health care. 
Our results suggest that these countries, in addition to 
a manual recommendation (e.g. DSM), also employ 
complementary tests, such as neuroimaging and blood 
tests. Research has shown that blood tests, neuropsy-
chological evaluation, and patient health history,27 as 
well as neuroimaging,28,29 are relevant for early identifi-
cation and differential diagnosis. On the other hand, in 
this review, studies from middle-income countries only 
cited the use of neuropsychological evaluation. Accord-
ing to Ferri et al.,14 this might be explained by the lack of 
structure and financial resources for primary health care 
settings in low- and middle-income countries.

Of the neuropsychological tests mentioned in the 
articles analyzed, MMSE was the most used. It is also 
the most commonly used test in screening strategies 
around the world due to its wide acceptance by the sci-
entific and clinical community, and also because of its 
practicality and breadth of evaluation.30 In addition, 
MMSE advantages include fast administration and avail-
ability in various languages.31

As mentioned previously, MCI diagnosis was more 
common than dementia diagnosis. Although the num-
ber of diagnosed patients is substantially larger than the 
prevalence suggested in the literature, it is relevant to 
observe that some of the studies suggested the existence 
of undiagnosed older adults in primary health care. For 
instance, Zaganas et al.32 stated in their study that 60% 
of the older adults remained without a dementia/MCI 
diagnosis in primary health care until further in-depth 
neuropsychiatric evaluation. Similarly, Parmar et al.33 
evaluated medical records from the Canadian primary 
health care system and found no cases of MCI diagnosis. 
The authors also mentioned that 41% of dementia cases 
were not identified in primary health care.33 To sum up, 
Thyrian et al. concluded in their study, that elderly from 
primary health care are frequently underdiagnosed for 
dementia and MCI. Thus, there is still much to be done 
in order minimize the number of undiagnosed people in 
primary health care.
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One limitation of this study was the fact that the 
study design did not include the number of diagnoses 
missed in primary health care, in other words, the num-
ber of underdiagnosed patients.

In conclusion, this systematic review aimed to 
describe how low-, middle-, and high-income countries 
establish diagnoses for dementia and cognitive dysfunc-
tion in primary health care. Most of the articles included 
in this study were from high-income countries, and no 
articles were published in low-income countries. In high-
income countries, diagnosis or screening for dementia 
and cognitive dysfunction is usually conducted by gen-
eral practitioners, who used well-established diagnostic 
criteria and instruments for assessments (cognitive and 
functional). In addition, some GPs used complementary 
evaluations, such as blood tests and neuroimaging. On 
the other hand, studies published in middle-income 
countries described only the cognitive assessment pro-
cess. The diagnosis rate of patients was 3.2-55% for MCI 
and 15.2%-55.8% for dementia.

Studies focusing on low- and middle-income coun-
tries should be conducted. It is important to mention 
that, considering the demographic profile of these coun-
tries, the population tends to be aging and dementia 

cases may increase considerably. Public policies and 
investment should be made to prepare primary health 
care professionals for screening and diagnosing demen-
tia. This would improve both the health system and the 
flow of patients between the different levels of health 
care. 

Authors contributions. Lucas N.C. Pelegrini: design, 
selection of studies, analysis of data, intellectual contri-
bution to the writing of the manuscript. Gabriela M.P. 
Mota: design, selection of studies, intellectual contribu-
tion to the writing of the manuscript. Caio F. Ramos: 
design, selection of studies, intellectual contribution 
to the writing of the manuscript. Edson Jesus: design, 
selection of studies, intellectual contribution to the 
writing of the manuscript. Francisco A.C. Vale: design, 
selection of studies, analysis of data, intellectual contri-
bution to the writing of the manuscript.

Acknowledgements. We would like to thank Diana 
Quirino Monteiro, Ludmyla Caroline de Souza Alves, 
Sirlei Ricarte Bento, and Vânia Diniz Hayashi, grad-
uate students from the Graduate Program in Nursing 
(PPGEnf - UFSCar) for their contributions.

REFERENCES
1. Alzheimer’s Association. 2018 Alzheimer’s disease Facts and Figures. 

Alzheimers Dement. 2018;14(3):367-429.
2. Prince M, Comas-Herrera A, Knapp M, Guerchet M, Karagiannidou M. 

World alzheimer report 2016 -improving healthcare for people living with 
dementia: coverage, quality and costs now and in the future. London: 
Alzheimer’s Disease International; 2016:1-140.

3. World Health Organization (WHO). Dementia: Number of people affected 
to triple in next 30 years. Geneva. 2017. Accessed from: http://www.
who.int/news-room/detail/07-12-2017-dementia-number-of-people-
affected-to-triple-in-next-30-years

4. Tangalos, EG, Petersen, RC. Mild Cognitive Impairment in Geriatrics. Clin 
Geriatr Med. 2018;34(4):563-89.

5. Luck T, Luppa M, Briel S, Riedel-Heller SG. Incidence of mild cogni-
tive impairment: a systematic review. Dement Geriatr Cogn Disord. 
2010;29(2):164-75. 

6. Radanovic M, Stella F, Forlenza OV. Comprometimento Cognitivo Leve. 
Rev Med. 2015;94(3):162-8.

7. Eichler T, Thyrian JR, Hertel J, Köhler L, Wucherer D, Dreier A,, et al. Rates 
of formal diagnosis in people screened positive for dementia in primary 
care: Results of the DelpHi-Trial. J Alzheimers Dis. 2014; 42(2):451-8.

8. Thyrian JR, Eichler T, Pooch A, Albuerne K, Dreier A, Michalowsky B, 
et al. Systematic, early identification of dementia and dementia care 
management are highly appreciated by general physicians in primary 
care–results within a cluster-randomized-controlled trial (DelpHi). J Multi-
discip Healthc. 2016;19(9):183-90.

9. Lang L, Clifford A, Wei L, Zhang D, Leung D, Augustine G,et al. 
Prevalence and determinants of undetected dementia in the commu-
nity: a systematic literature review and a meta-analysis. BMJ Open. 
2017;7(2):e011146.

10. Córcoles D, Malagón A, Bellsolà M, Gonzalez A, Cortizo R, Leon J,et 
al. Síntomas neuropsiquiátricos como factor de confusión en la detec-
ción de la demencia. Aten Primaria. 2017;50(5):267-73.

11. Bishop NA, Lu T, Yankner BA. Neural mechanisms of ageing and cogni-
tive decline. Nature 2010;464(7288):529-35.

12. Galvão TF, Pansani TSA, Harrad D. Principais itens para relatar Revisões 

sistemáticas e Meta-análises: A recomendação PRISMA-P. Epidemiol. 
Serv Saúde. 2015;24(2):335-42.

13. Brasil. Ministério da Saúde. Conselho Nacional de Saúde. Resolução 
nº510, de 7 de abril de 2016. Diário Oficial da União 2016; 24 mai.

14. Ferri CP, Jacob KS. Dementia in low-income and middle-income coun-
tries: Different realities mandate tailored solutions. PLoS Med. 2017; 
14(3):e1002271. 

15. Parra MA, Baez S, Allegri R, Nitrini R, Lopera F, Slachevsky A,et al. 
Dementia in Latin America: Assessing the present and envisioning the 
future. Neurology. 2018;90(5):222-31.

16. Marciani DJ. Facing Alzheimer’s disease in the developing countries. Rev 
Neuropsiquiatr. 2017;80(2):105-10.

17. Camargo CHF, Retzlaff G, Justus FF, Resende M. Patients with dementia 
syndrome in public and private services in southern Brazil. Dement 
Neuropsychol. 2015;9(1)64-70.

18. Prince M, Bryce R, Albanese E, Wimo A, Ribeiro W, Ferri CP. The 
global prevalence of dementia: a systematic review and metaanalysis. 
Alzheimers Dement. 2013;9(1):63-75.e2.

19. Guerreiro R, Bras J. The age factor in Alzheimer’s disease. Genome 
Med. 2015;7:106. 

20. Lucca U, Tettamanti M, Logroscino G, Tiraboschi P, Landi C, Sacco L,et 
al. Prevalence of dementia in the oldest old: the Monzino 80-plus popula-
tion based study. Alzheimers Dement. 2015;11(3):258-70.e3.

21. World Health Organization (WHO). Proposed working definition of an 
older person in Africa for the MDS Project. Geneva. 2002. Accessed 
from: https://www.who.int/healthinfo/survey/ageingdefnolder/en/

22. Knopman DS, Gottesman RF, Sharrett AR, Wruck LM, Windham BG, 
Coker L,et al. Mild Cognitive Impairment and Dementia Prevalence: The 
Atherosclerosis Risk in Communities Neurocognitive Study (ARIC-NCS). 
Alzheimers Dement. 2016;2:1-11.

23. Sanford AM. Mild Cognitive Impairment. Clin Geriatr Med. 2017;33(3): 
325-37.

24. Noda H, Yamagishi K, Ikeda A, Asada T, Iso H. Identification of dementia 
using standard clinical assessments by primary care physicians in Japan. 
Geriatr Gerontol Int. 2018;18(5):738-44.



Dement Neuropsychol 2019 June;13(2):144-153

150 Dementia in primary health care    Pelegrini et al.

25. Yang Y, Xiao LD, Deng L, Wang Y, Li M, Ullah S. Nurse-led cognitive 
screening model for older adults in primary care Geriatr Gerontol Int. 
2015;15(6):721-8.

26. Sorensen M, Stenberg U, Researcher S, Garnweidner-Holme L. A 
Scoping Review of Facilitators of Multi-Professional Collaboration in 
Primary Care. Int J Integr Care. 2018;18(3):13. 

27. Wilcock J, Jain P, Griffin M, Thuné-Boyle I, Lefford F, Rapp D, Iliffe S. 
et al. Diagnosis and management of dementia in family practice. Aging 
Ment Health. 2016;20(4):362-9.

28. Caramelli P, Teixeira AL, Buchpiguel CA, Lee HW, Livramento JA, 
Fernandez LL, et al. Diagnóstico de doença de Alzheimer no Brasil. 
Exames complementares. Dement Neuropsychol. 2011;5(Suppl 1):11-20.

29. Garcia-Ptacek S, Modéer IN, Kåreholt I, Fereshtehnejad SM, Farahmand 
B, Religa D, Eriksdotter M.Differences in diagnostic process, treatment 
and social Support for Alzheimer’s dementia between primary and 
specialist care: Resultss from the Swedish Dementia Registry. Age 
Ageing. 2017;46(2):314-9.

30. Melo, DM de, Barbosa AJG. O uso do Mini-Exame do Estado Mental em 
pesquisas com idosos no Brasil: uma revisão sistemática. Ciênc saúde 
coletiva. 2015;20:3865-76.

31. Carnero-Pardo, C. Should the mini-mental state examination be retired? 
Neurologia. 2014;29(8):473-81.

32. Zaganas IV, Simos P, Basta M, Kapetanaki S, Panagiotakis S, Koutentaki 
I, et al. The Cretan Aging Cohort: Cohort Description and Burden of 
Dementia and Mild Cognitive Impairment. Am J Alzheimers Dis Other 
Demen. 2019;34(1):23-33.

33. Parmar J, Dobbs B, McKay R, Kirwan C, Cooper T, Marin A, Gupta N. 
Diagnosis and management of dementia in primary care: exploratory 
study. Can Fam Physician. 2014;60(5):457-65.

34. Grober E, Mowrey WB, Ehrlich AR, Mabie P, Hahn S, Lipton RB. Two-
stage screening for early dementia in primary care. J Clin Exp Neuropsy-
chol. 2016;38(9):1038-49.

35. Tierney MC, Naglie G, Upshur R, Jaakkimainen L, Moineddin R, Charles 
J, Ganguli M. Factors Associated with Primary Care Physicians’ Recogni-
tion of Cognitive Impairment in Their Older Patients. Alzheimer Dis Assoc 
Disord. 2014;28(4):320-5.

36. Chan QL, Shaik MA, Xu J, Xu X, Chen CL, Dong Y. The Combined Utility 
of a Brief Functional Measure and Performance-Based Screening Test 
for Case Finding of Cognitive Impairment in Primary Healthcare. J Am 
Med Dir Assoc. 2016;17(4):372.e9-11. 

37. Eichler T, Thyrian JR, Hertel J, Köhler L, Wucherer D, Dreier A, et al. 
Rates of formal diagnosis in people screened positive for dementia in 
primary care: results of the DelpHi-Trial. J Alzheimers Dis. 2014;42(2): 
451-8.

38. Eichler T, Thyrian JR, Hertel J, Michalowsky B, Wucherer D, Dreier A,et 
al. Rates of formal diagnosis of dementia in primary care: The effect of 
screening. Alzheimers Dement. 2015;1(1):87-93.

39. Arabi Z, Rahman SASA, Hazmi H, Hamdin N. Reliability and construct 
validity of the Early Dementia Questionnaire (EDQ). BMC Geriatr. 2016; 
16:202. 

40. Shaik MA, Chan QL, Xu J, Xu X, Hui RJ, Chong SS, et al. Risk Factors 
of Cognitive Impairment and Brief Cognitive Tests to Predict Cognitive 
Performance Determined by a Formal Neuropsychological Evaluation 
of Primary Health Care Patients. J Am Med Dir Assoc. 2016;17(4): 
343-7.

41. Booker A, Jacob LE, Rapp M, Bohlken J, Kostev K. Risk factors for 
dementia diagnosis in German primary care practices. Int Psychogeriatr. 
2016;28(7):1059-65.

42. Rosenbloom M, Barclay TR, Borson S, Werner AM, Erickson LO, Crow 
JM, et al. Screening Positive for Cognitive Impairment: Impact on Health-
care Utilization and Provider Action in Primary and Specialty Care Prac-
tices. J Gen Intern Med. 2018;33(10):1746-51.

43. Lee JJY, Thompson CL, Shaik AM, Wan E, Chen CLH, Dong YH. Service 
use, advance planning and lifestyle changes following cognitive screening 
in primary healthcare in Singapore. Int psychogeriatr. 2017;30(1):139-45.

44. Holsinger T, Plassman BL, Stechuchak KM, Burke JR, Coffman CJ, 

Williams JW Jr. Stability of Diagnoses of Cognitive Impairment, Not 
Dementia in a Veterans Affairs Primary Care Population. J Am Geriatr 
Soc. 2015;63(6):1105-11.

45. de Oliveira GM, Yokomizo JE, Vinholi e Silva Ldos S, Saran LF, Bottino 
CM, Yassuda MS. The applicability of the cognitive abilities screening 
instrument–short (CASI-S) in primary care in Brazil. Int Psychogeriatr. 
2016;28(1):93-9.

46. Pujades-Rodriguez M, Assi V, Gonzalez-Izquierdo A, Wilkinson T, Schnier 
C, Sudlow C, et al. The diagnosis, burden and prognosis of dementia: 
A record-linkage cohort study in England. PLoS One. 2018;13(6): 
e0199026.

47. Malmstrom TK, Voss VB, Cruz-Oliver DM, Cummings-Vaughn LA, 
Tumosa N, Grossberg GT, Morley JE. The Rapid Cognitive Screen (RCS): 
A Point-of-Care Screening for Dementia and Mild Cognitive Impairment. 
J Nutr Health Aging. 2015;19(7):741-4.

48. Stein J, Luppa M, Kaduszkiewicz H, Eisele M, Weyerer S, Werle Jet al. 
Is the Short Form of the Mini-Mental State Examination (MMSE) a better 
screening instrument for dementia in older primary care patients than 
the original MMSE? Results of the German study on ageing, cogni-
tion, and dementia in primary care patients (AgeCoDe). Psychol Assess. 
2015;27(3):895-904.

49. Shaik MA, Khoo CH, Thiagarajah AG, Tan NC, Li-Hsian Chen C, Xu J, 
Dong Y. Pilot Evaluation of a Dementia Case Finding Clinical Service 
Using the Informant AD8 for At-Risk Older Adults in Primary Health Care: 
A Brief Report. J Am Med Dir Assoc. 2016;17(7):673.e5-8.

50. Thyrian JR, Eichler T, Michalowsky B, Wucherer D, Reimann M, Hertel 
J, et al. Community-Dwelling People Screened Positive for Dementia in 
Primary Care: A Comprehensive, Multivariate Descriptive Analysis Using 
Data from the DelpHi-Study. J Alzheimers Dis. 2016;52(2):609-17.

51. Koekkoek PS, Janssen J, Kooistra M, van den Berg E, Kappelle LJ, 
Biessels GJ, Rutten GE. Cognitive Impairment in Diabetes: Rationale and 
Design Protocol of the Cog-ID Study. JMIR Res Protoc. 2015; 4(2):e69.

52. Chan QL, Xu X Shaik MA, Chong SS, Hui RJ, Chen CL, Dong Y. Clinical 
utility of the informant AD8 as a dementia case finding instrument in 
primary healthcare. J Alzheimers Dis. 2016;49(1):121-7.

53. Koekkoek PS, Janssen J, Kooistra M, Biesbroek JM, Groeneveld O, van 
den Berg E,et al. Case-finding for cognitive impairment among people 
with Type 2 diabetes in primary care using the Test Your Memory and 
Self-Administered Gerocognitive Examination questionnaires: the Cog-ID 
study. Diabet Med. 2016;33(6):812-9.

54. Dungen P, Charante MEP, Ven PM, Marwijk HW, Horst HE, Hout HP. 
Case Finding of Mild Cognitive Impairment and Dementia and Subse-
quent Care; Results of a Cluster RCT in Primary Care. PLoS One. 
2016;11(6):e0156958.

55. Groeneveld ON, Berg E, Rutten GEHM, Koekkoek PS, Kappelle LJ, 
Biessels GJ. Applicability of diagnostic constructs for cognitive impair-
ment in patients with type 2 diabetes mellitus. Diabetes Res Clin Pract. 
2018;142:92-99.

56. Campbell NL, Lane KA, Gao S, Boustani MA, Unverzagt F. Anticho-
linergics Influence Transition from Normal Cognition to Mild Cognitive 
Impairment in Older Adults in Primary Care. Pharmacotherapy. 2018; 
38(5):511-9. 

57. Jessen F, Wolfsgruber S, Wiese B, Bickel H, Mösch E, Kaduszkiewicz 
H,et al. AD dementia risk in late MCI, in early MCI, and in subjective 
memory impairment. Alzheimers Dement. 2014;10(1):76-83. 

58. Wray LO, Wade M, Beehler GP, Hershey LA, Vair CL. A program to 
improve detection of undiagnosed dementia in primary care and its asso-
ciation with healthcare utilization. Am J Geriatr Psychiatry. 2014;22(11): 
1282-91. 

59. Alonso TV, Espí MM, Reina JMM, Castrillejo D. Prevalencia de deterioro 
cognitivo en Espãna. Estudio Gómez de Caso en redes centinelas sani-
tarias. Neurologia. 2016;33(8):491-8.

60. Brodaty H, Connors MH, Loy C, Teixeira-Pinto A, Stocks N, Gunn J,et 
al. Screening for dementia in primary health care: a comparison of 
the GPCOG and the MMSE. Dement Geriatr Cogn Disord. 2016;42: 
323-30.



Dement Neuropsychol 2019 June;13(2):144-153

151Pelegrini et al.    Dementia in primary health care

 AP
PE

ND
IX

 1
 

M
ai

n 
ch

ar
ac

te
ris

tic
s 

of
 th

e 
st

ud
ie

s 
se

le
ct

ed
 fo

r a
na

ly
si

s,
 S

ão
 C

ar
lo

s,
 S

ão
 P

au
lo

, B
ra

zi
l, 

20
19

.

Fi
rs

t a
ut

ho
r

Ye
ar

, a
nd

 p
la

ce
De

m
og

ra
ph

ic
s

(n
/m

ea
n/

ag
e/

ge
nd

er
)

Di
ag

no
si

s 
ty

pe
Di

ag
no

st
ic

 c
rit

er
ia

Pe
rc

en
ta

ge
 o

f p
os

iti
ve

 
sc

re
en

ed
/d

ia
gn

os
ed

 p
at

ie
nt

s
M

ai
n 

fi n
di

ng
s

Ga
rc

ia
-P

ta
ce

k29
 

20
17

, S
w

ed
en

3,
89

1
81

.1
 (±

6.
6)

63
.9

%
 F

em
al

e

De
m

en
tia

GP
’s 

ev
al

ua
tio

n;
 IC

D-
10

; n
eu

ro
im

ag
in

g;
 

bl
oo

d 
te

st
in

g
10

0%
CD

T 
an

d 
ne

ur
oi

m
ag

in
g 

ar
e 

us
ed

 in
 m

os
t o

f G
P’

s 
de

m
en

tia
 d

ia
gn

os
is

 in
 p

rim
ar

y 
he

al
th

 c
ar

e

Gr
ob

er
34

20
16

, U
SA

25
7

75
.8

69
.7

%
 F

em
al

e

De
m

en
tia

DS
M

-IV
; i

nt
er

vi
ew

 w
ith

 fa
m

ily
 m

em
be

rs
 

or
 fr

ie
nd

s
25

.7
%

Sc
re

en
in

g 
ba

se
d 

on
 in

fo
rm

an
ts

 to
 re

du
ce

 fa
ls

e-
po

si
tiv

e 
ra

te
s

No
da

28

20
18

, J
ap

an
62

3
86

.9
54

.2
%

 F
em

al
e

De
m

en
tia

GP
’s 

ev
al

ua
tio

n;
 D

SM
-IV

27
.4

%
DS

M
 S

co
re

 ≥
 I 

or
 ≥

 II
 re

du
ce

s 
er

ro
rs

 fo
r d

em
en

tia
 

id
en

tifi
 c

at
io

n 
in

 p
rim

ar
y 

he
al

th
 c

ar
e

Ti
er

ne
y35

20
14

, C
an

ad
a

26
3

77
.6

 (±
6.

9)
58

.5
5%

 M
al

e

M
CI

GP
’s 

ev
al

ua
tio

n;
 M

M
SE

 ≤
 2

6
28

.5
%

M
M

SE
 w

ou
ld

 im
pr

ov
e 

GP
’s 

ca
pa

ci
ty

 to
 d

et
ec

t M
CI

 
in

 p
rim

ar
y 

he
al

th
 c

ar
e

W
ilc

oc
k27

20
16

, E
ng

la
nd

13
6

79
.5

64
%

 F
em

al
e

De
m

en
tia

M
CI

Bl
oo

d 
te

st
in

g,
 c

og
ni

tiv
e 

ev
al

ua
tio

n
10

0%
An

 u
pd

at
e 

of
 d

ia
gn

os
is

 re
co

rd
s 

fo
r c

om
pr

eh
en

si
ve

 
ca

re
 is

 n
ee

de
d

Ch
an

36

20
16

, S
in

ga
po

re
30

9
71

.7
 (+

-8
.2

)
50

.2
%

 F
em

al
e

De
m

en
tia

M
CI

DS
M

-IV
21

.3
%

Co
m

bi
na

tio
ns

 o
f A

D8
 a

nd
 N

IN
DS

 p
ro

vi
de

d 
a 

se
ns

iti
vi

ty
 o

f 7
3.

3%
 a

nd
 s

pe
ci

fi c
ity

 o
f 9

6.
9%

 fo
r 

de
m

en
tia

 a
nd

 M
CI

 d
ia

gn
os

is
, r

es
pe

ct
iv

el
y

Ei
ch

le
r37

20
14

, G
er

m
an

y
24

3
79

.6
1 

(±
5.

44
)

61
%

 F
em

al
e

De
m

en
tia

M
CI

De
m

Te
ct

 <
 9

; m
ed

ic
al

 re
co

rd
s

De
m

en
tia

 –
 4

0%
M

CI
 –

 5
8%

Di
ag

no
si

s 
ra

te
s 

fo
r d

em
en

tia
 in

 G
er

m
an

y 
ar

e 
co

ns
is

te
nt

 w
ith

 in
te

rn
at

io
na

l l
ite

ra
tu

re

Ei
ch

le
r38

20
15

, G
er

m
an

y
24

3
≥7

0
60

.9
%

 F
em

al
e

De
m

en
tia

M
CI

M
M

SE
 <

 2
3;

 D
em

Te
ct

 <
 9

De
m

en
tia

 –
 4

9%
Th

e 
di

ag
no

si
s 

ra
te

 o
f d

em
en

tia
 in

cr
ea

se
d 

40
%

Ar
ab

i39

20
16

, M
al

ay
si

a
20

0
68

.5
 (±

6.
28

)
52

%
 F

em
al

e

De
m

en
tia

M
CI

ED
Q 

<
 5

; M
M

SE
 <

 2
1

ED
Q 

– 
40

%
M

M
SE

 –
 2

0%
Va

lid
at

ed
 q

ue
st

io
nn

ai
re

Sh
ai

k40

20
15

, S
in

ga
po

re
30

9
71

.8
 (±

8.
2)

54
.8

%
 F

em
al

e

M
CI

At
 le

as
t o

ne
 im

pa
ire

d 
co

gn
iti

ve
 d

om
ai

n 
on

 o
bj

ec
tiv

e 
co

gn
iti

ve
 e

va
lu

at
io

n
54

.8
%

Ri
sk

 fa
ct

or
s 

id
en

tifi
 e

d 
w

er
e:

 a
ge

, f
em

al
e 

ge
nd

er
, 

hy
pe

rte
ns

io
n,

 d
ia

be
te

s,
 h

yp
er

lip
id

em
ia

 a
nd

 s
m

ok
in

g

Bo
ok

er
41

20
16

, G
er

m
an

y
11

,9
56

80
.4

61
%

 F
em

al
e

De
m

en
tia

M
ed

ic
al

 D
at

ab
as

e 
an

al
ys

is
10

0%
Th

e 
ris

k 
fa

ct
or

s 
id

en
tifi

 e
d 

w
er

e:
 d

ia
be

te
s,

 
hy

pe
rte

ns
io

n,
 o

be
si

ty
, h

yp
er

lip
id

em
ia

, v
as

cu
la

r 
di

se
as

es



Dement Neuropsychol 2019 June;13(2):144-153

152 Dementia in primary health care    Pelegrini et al.

Fi
rs

t a
ut

ho
r

Ye
ar

, a
nd

 p
la

ce
De

m
og

ra
ph

ic
s

(n
/m

ea
n/

ag
e/

ge
nd

er
)

Di
ag

no
si

s 
ty

pe
Di

ag
no

st
ic

 c
rit

er
ia

Pe
rc

en
ta

ge
 o

f p
os

iti
ve

 
sc

re
en

ed
/d

ia
gn

os
ed

 p
at

ie
nt

s
M

ai
n 

fi n
di

ng
s

Ro
se

nb
lo

om
42

20
18

, U
SA

87
77

.2
 (±

6.
2)

59
.8

%
 F

em
al

e

De
m

en
tia

M
CI

M
in

i-C
og

 <
 4

/5
27

.3
%

 a
m

on
g 

sc
re

en
ed

 
po

si
tiv

e 
on

 M
in

i-C
og

Tw
ic

e 
th

e 
pe

rc
en

ta
ge

 p
re

vi
ou

sl
y 

id
en

tifi
 e

d 
w

ith
 

co
gn

iti
ve

 im
pa

irm
en

t

Le
e43

20
17

, S
in

ga
po

re
14

0
72

.1
5 

(±
8.

42
)

68
%

 M
al

e

M
CI

M
M

SE
; M

oC
A

23
.5

%
Ju

st
 a

 s
m

al
l f

ra
ct

io
n 

of
 th

os
e 

co
ns

id
er

ed
 h

ig
h 

ris
k 

fo
r d

ev
el

op
in

g 
de

m
en

tia
 m

ad
e 

us
e 

of
 h

ea
lth

 
se

rv
ic

es

Có
rc

ol
es

10

20
17

, S
pa

in
10

4
77

.8
 (±

6.
74

)
68

.3
%

 F
em

al
e

M
CI

M
M

SE
55

.8
%

91
.4

%
 o

f c
as

es
 w

ith
 a

lte
ra

tio
n 

on
 M

M
SE

 h
ad

 n
o 

hi
st

or
y 

of
 C

og
ni

tiv
e 

Im
pa

irm
en

t

Ho
ls

in
ge

r44

20
15

, U
SA

18
6

74
.5

 (±
6.

5)
96

.2
%

 M
al

e

De
m

en
tia

CI
ND

M
ed

ic
al

 e
va

lu
at

io
n

De
m

en
tia

 –
 1

2%
CI

ND
 –

 3
1%

20
%

 re
tu

rn
ed

 to
 n

or
m

al
 c

og
ni

tio
n,

 6
7%

 re
m

ai
ne

d 
im

pa
ire

d,
 a

nd
 1

2%
 d

ev
el

op
ed

 d
em

en
tia

de
 O

liv
ei

ra
45

20
16

, B
ra

zil
10

2
76

.8
1 

(±
7.

03
)

83
%

 F
em

al
e

De
m

en
tia

DS
M

-IV
; m

ed
ic

al
 re

co
rd

s;
 M

M
SE

; C
AS

I-S
46

%
Va

lid
at

io
n 

of
 C

AS
I-S

 w
ith

 a
 9

3%
 s

en
si

tiv
ity

 a
nd

 
81

%
 s

pe
ci

fi c
ity

Za
ga

na
s32

20
19

, G
re

ec
e

3,
14

0
73

.7
 (±

7.
8)

Ge
nd

er
: 5

6.
8%

 F
em

al
e

De
m

en
tia

M
CI

DS
M

-IV
De

m
en

tia
 –

 1
0.

8%
M

CI
 –

 3
2.

4%
De

m
en

tia
 p

re
va

le
nc

e 
w

as
 4

%
; i

n 
pr

im
ar

y 
ca

re
 6

0%
 

re
m

ai
n 

un
di

ag
no

se
d 

un
til

 d
et

ai
le

d 
ne

ur
op

sy
ch

ia
tri

c 
ev

al
ua

tio
n

Pu
ja

de
s-

Ro
dr

ig
ue

s46

20
18

, U
K

47
,3

86
De

m
en

tia
M

ed
ic

al
 re

co
rd

s
55

%
47

,3
86

 w
ith

 d
em

en
tia

, 1
2,

63
3 

Al
zh

ei
m

er
 D

is
ea

se
, 

9,
54

0 
va

sc
ul

ar
 d

is
ea

se
 a

nd
 1

53
9 

w
ith

 o
th

er
 le

ss
 

co
m

m
on

 c
au

se
s

M
al

m
st

ro
n47

20
15

, U
SA

53
3

65
-9

2
10

0%
 M

al
e

De
m

en
tia

M
CI

DS
M

 IV
De

m
en

tia
 –

 1
2%

M
CI

 –
 2

6%
RC

S 
se

ns
iti

vi
ty

 8
9%

 a
nd

 s
pe

ci
fi c

ity
 8

7%
 fo

r 
de

te
ct

in
g 

De
m

en
tia

, c
om

pa
re

d 
to

 9
4%

 a
nd

 7
0%

 
fo

r M
CI

St
ei

n48

20
15

, G
er

m
an

y
3,

32
7

81
.1

4
65

.3
%

 F
em

al
e

De
m

en
tia

GP
’s 

an
d 

m
ul

tid
is

ci
pl

in
ar

y 
gr

ou
p’

s 
ev

al
ua

tio
n;

 D
SM

-IV
; S

ID
AM

Fo
llo

w
-u

p 
I –

 3
.2

%
Fo

llo
w

-u
p 

II 
– 

4.
62

%
M

M
SE

 w
as

 m
or

e 
ac

cu
ra

te
 th

an
 M

M
SE

 fo
r d

ia
gn

os
is

Ya
ng

25

20
15

, C
hi

na
24

9
67

.6
61

.8
%

 F
em

al
e

M
CI

M
M

SE
Im

pa
ire

d 
co

gn
iti

on
 –

 1
2.

9%
M

CI
 –

 4
1%

Si
m

pl
e 

in
st

ru
m

en
ts

, s
uc

h 
as

 M
M

SE
 a

nd
 M

oC
A 

us
ed

 
fo

r s
cr

ee
ni

ng
 th

e 
el

de
rly

 in
 p

rim
ar

y 
he

al
th

 c
ar

e

Sh
ai

k49

20
16

, S
in

ga
po

re
16

8
80

.7
56

%
 F

em
al

e

De
m

en
tia

M
CI

Nu
rs

es
’ s

cr
ee

ni
ng

; A
D8

; S
pe

ci
al

is
t’s

 
ev

al
ua

tio
n

Sc
re

en
ed

 p
os

iti
ve

 –
 1

3.
7%

98
.8

%
 o

f n
ur

se
s 

co
ns

id
er

ed
 A

D8
 e

as
y 

to
 u

se
. 

78
.3

%
 o

f G
Ps

 c
on

si
de

re
d 

AD
8 

us
ef

ul

Th
yr

ia
n50

20
16

, G
er

m
an

y
51

6
80

59
.5

%
 F

em
al

e

De
m

en
tia

M
CI

GP
’s 

ev
al

ua
tio

n;
 IC

D-
10

M
CI

 –
 9

0.
8%

De
m

en
tia

 –
 9

9.
8%

Ol
de

r a
du

lts
 fr

om
 p

rim
ar

y 
he

al
th

 c
ar

e 
ar

e 
co

ns
id

er
ab

ly
 u

nd
er

di
ag

no
se

d



Dement Neuropsychol 2019 June;13(2):144-153

153Pelegrini et al.    Dementia in primary health care

Fi
rs

t a
ut

ho
r

Ye
ar

, a
nd

 p
la

ce
De

m
og

ra
ph

ic
s

(n
/m

ea
n/

ag
e/

ge
nd

er
)

Di
ag

no
si

s 
ty

pe
Di

ag
no

st
ic

 c
rit

er
ia

Pe
rc

en
ta

ge
 o

f p
os

iti
ve

 
sc

re
en

ed
/d

ia
gn

os
ed

 p
at

ie
nt

s
M

ai
n 

fi n
di

ng
s

Ko
ek

ko
ek

51

20
15

, N
et

he
rla

nd
s

51
3

≥7
0

M
CI

GP
’s 

ev
al

ua
tio

n;
 D

SM
-IV

 (D
em

en
tia

); 
W

in
bl

ad
 e

t a
l. 

(M
CI

)
15

.2
%

Th
is

 s
tu

dy
 p

ro
to

co
l d

es
cr

ib
es

 a
ll 

th
e 

pr
oc

ed
ur

es
 fo

r 
th

e 
Co

g-
Id

 s
tu

dy

Ch
an

52

20
16

, S
in

ga
po

re
30

9
71

.7
 (±

8.
2)

60
.5

%
 F

em
al

e

De
m

en
tia

DS
M

-IV
; C

DR
36

.5
%

Fo
r p

ar
tic

ip
an

t a
ge

, A
D8

 w
as

 b
et

te
r t

ha
n 

M
M

SE
 a

nd
 

as
 g

oo
d 

as
 M

oC
A

Ko
ek

ko
ek

53

20
16

, N
et

he
rla

nd
s

22
8

76
.8

60
%

 M
al

e

M
CI

DS
M

-IV
 (D

em
en

tia
); 

W
in

bl
ad

 e
t a

l. 
(M

CI
)

19
.3

%
TY

M
’s 

ne
ga

tiv
e 

pr
ed

ic
tiv

e 
va

lu
e 

(N
PV

) w
as

 8
1%

 a
nd

 
SA

GE
’s 

w
as

 8
5%

. G
P’

s 
ev

al
ua

tio
ns

 h
ad

 a
 s

im
ila

r 
NP

V, 
ho

w
ev

er
, t

he
 p

os
iti

ve
 p

re
di

ct
iv

e 
va

lu
e 

w
as

 
hi

gh
er

Du
ng

en
54

20
15

, N
et

he
rla

nd
s

64
7

79
.8

 (±
7.

1)
39

.6
%

 M
al

e

De
m

en
tia

M
CI

DS
M

-IV
 (D

em
en

tia
); 

Pe
te

rs
en

 a
t a

l. 
(M

CI
)

De
m

en
tia

 –
 1

4%
M

CI
 –

 3
1.

5%
Th

e 
au

th
or

s 
di

d 
no

t fi
 n

d 
st

at
is

tic
al

 re
le

va
nc

e 
in

 th
e 

nu
m

be
r o

f d
ia

gn
os

es
 b

et
w

ee
n 

th
e 

gr
ou

ps
 b

ef
or

e 
or

 
af

te
r i

nt
er

ve
nt

io
n

Gr
oe

ne
ve

ld
55

20
18

, N
et

he
rla

nd
s

12
0

77
.0

 (±
4.

5)
60

%
 M

al
e

De
m

en
tia

M
CI

DS
M

-IV
 (D

em
en

tia
). 

M
CI

: n
ot

 d
em

en
tia

, 
bu

t n
ot

 n
or

m
al

 c
og

ni
tio

n;
 c

og
ni

tiv
e 

co
m

pl
ai

nt
s;

 o
bj

ec
tiv

e 
im

pa
irm

en
t i

n 
on

e 
or

 m
or

e 
co

gn
iti

ve
 d

om
ai

n;
 n

o 
fu

nc
tio

na
l 

im
pa

irm
en

t

De
m

en
tia

 –
 2

.5
%

M
CI

 –
 3

0%
Th

e 
au

th
or

s 
su

gg
es

te
d 

th
at

 p
at

ie
nt

s 
w

ith
 ty

pe
 2

 
di

ab
et

es
 s

ho
ul

d 
be

 s
cr

ee
ne

d 
fo

r M
CI

 a
nd

 d
em

en
tia

.

Ca
m

pb
el

l56

20
18

, U
SA

35
0

71
.2

 (±
5.

1)
79

.1
%

 F
em

al
e

De
m

en
tia

M
CI

M
ul

tid
is

ci
pl

in
ar

y 
gr

ou
p 

ev
al

ua
tio

n
De

m
en

tia
 –

 2
%

M
CI

 –
 9

4.
8%

Th
e 

us
e 

of
 a

nt
ic

ho
lin

er
gi

c 
dr

ug
s 

in
cr

ea
se

d 
th

e 
lik

el
ih

oo
d 

of
 c

on
ve

rs
io

n 
fro

m
 n

or
m

al
 to

 M
CI

. O
n 

th
e 

ot
he

r h
an

d,
 re

ve
rs

io
n 

fro
m

 M
CI

 to
 n

or
m

al
 c

og
ni

tio
n 

w
as

 n
ot

 o
bs

er
ve

d.

Je
ss

en
57

20
14

, G
er

m
an

y
2,

89
2

79
.7

 (±
3.

58
)

64
.8

%
 F

em
al

e

De
m

en
tia

M
CI

SM
I

CE
RA

D’
s 

ve
rb

al
 m

em
or

y 
ta

sk
 (S

M
I, 

eM
CI

, 
an

d 
lM

CI
); 

DS
M

-IV
, S

ID
AM

 (D
em

en
tia

)
M

I –
 3

6.
6%

eM
CI

 –
 8

.6
%

lM
CI

 –
 1

2.
3%

DA
 –

 7
.4

%

Th
e 

hi
gh

es
t r

is
k 

fo
r d

ev
el

op
in

g 
de

m
en

tia
 w

as
 in

 th
e 

la
te

 M
CI

 g
ro

up
. I

n 
SM

I a
nd

 e
ar

ly
 M

CI
 g

ro
up

s,
 th

os
e 

w
ho

 h
ad

 c
on

ce
rn

s 
ab

ou
t t

he
ir 

m
em

or
y 

im
pa

irm
en

t 
ha

d 
a 

si
m

ila
r r

is
k 

fo
r d

ev
el

op
in

g 
de

m
en

tia
.

W
ra

y58

20
14

, U
SA

5,
33

3
80

.7
97

%
 M

al
e

De
m

en
tia

M
ed

ic
al

 re
co

rd
s

No
t m

en
tio

ne
d

BO
M

C+
 p

at
ie

nt
s 

w
er

e 
5.

12
 ti

m
es

 m
or

e 
lik

el
y 

to
 

re
ce

iv
e 

a 
de

m
en

tia
 d

ia
gn

os
is

, w
he

n 
co

m
pa

rin
g 

to
 

BO
M

C-
 g

ro
up

.

Al
on

so
59

20
16

, S
pa

in
4,

36
0

>
65

M
CI

M
in

i-c
og

 s
cr

ee
ni

ng
 te

st
, M

M
SE

 a
nd

 
Al

zh
ei

m
er

’s 
Qu

es
tio

nn
ai

re
18

.5
%

Co
gn

iti
ve

 im
pa

irm
en

t i
s 

a 
co

m
m

on
 re

as
on

 fo
r 

ap
po

in
tm

en
ts

 in
 p

rim
ar

y 
he

al
th

 c
ar

e.

Br
od

at
y60

20
16

, A
us

tra
lia

1,
71

7
81

.0
5 

(±
4.

12
)

De
m

en
tia

M
ed

ic
al

 re
co

rd
s,

 M
M

SE
7.

3%
GP

CO
G’

s 
se

ns
iti

vi
ty

 w
as

 7
9%

 a
nd

 s
pe

ci
fi c

ity
 9

2%
.

M
CI

: M
ild

 C
og

ni
tiv

e 
Im

pa
irm

en
t; 

CI
ND

-C
og

ni
tiv

e 
im

pa
irm

en
t n

ot
-d

em
en

tia
; S

M
I -

Su
bj

ec
tiv

e 
M

em
or

y 
Im

pa
irm

en
t; 

eM
CI

: E
ar

ly
 M

ild
 C

og
ni

tiv
e 

Im
pa

irm
en

t; 
lM

CI
: L

at
e 

M
ild

 C
og

ni
tiv

e 
Im

pa
irm

en
t; 

GP
: G

en
er

al
 P

ra
ct

iti
on

er
; I

CD
: In

te
rn

at
io

na
l S

ta
tis

tic
al

 C
la

ss
ifi 

ca
tio

ns
 o

f D
is

ea
se

s 
an

d 
Re

la
te

d 
He

al
th

 P
ro

bl
em

s;
 D

SM
: D

ia
gn

os
tic

 a
nd

 S
ta

tis
tic

al
 M

an
ua

l o
f M

en
ta

l D
is

or
de

rs
; M

M
SE

- M
in

i-M
en

ta
l S

ta
te

 E
xa

m
in

at
io

n;
 M

oC
A:

 M
on

tre
al

 C
og

ni
tiv

e 
As

se
ss

m
en

t; 
CA

SI
-S

: C
og

ni
tiv

e 
Ab

ilit
ie

s 
Sc

re
en

in
g 

In
st

ru
m

en
t-

Sh
or

t F
or

m
; E

DQ
: E

ar
ly

 D
em

en
tia

 Q
ue

st
io

nn
ai

re
; 

SI
DA

M
 - 

St
ru

ct
ur

ed
 In

te
rv

ie
w

 fo
r t

he
 d

ia
gn

os
is

 o
f D

em
en

tia
 o

f t
he

 A
lzh

ei
m

er
 ty

pe
; C

DR
: C

lin
ic

al
 D

em
en

tia
 R

at
in

g;
 G

PC
OG

: G
en

er
al

 P
ra

ct
iti

on
er

 a
ss

es
sm

en
t o

f C
og

ni
tio

n.


