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Dementia and Cognitive Testing in Primary Care

 Dementia and primary care: why care?
- PCPs are the frontline for assessing and caring people with dementia

- But there is ample evidence of a delay between symptom onset and 
diagnosis (people are diagnosed at later stages).

- Later diagnosis is a missed opportunity to slow decline, improve QOL, 
prevent accidents and hospitalizations, and support caregivers.

 Cognitive “screening” in primary care: Challenges and Options
- What tests are the best ones?

- How to deploy them in primary care?
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Dementia is growing in prevalence

Alzheimer’s Facts and Figure 2019
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Higher incidence and prevalence of  dementia in some groups

Data source: Health and Retirement Survey 2006
Figure from Racial and Ethnic Disparities in Alzheimer’s Disease: A Literature Review, 2014
https://aspe.hhs.gov/system/files/pdf/178366/RacEthDis.pdf
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Vulnerable Populations

 Older adults (50+) experiencing homelessness: ~25-33% 
have cognitive impairment with higher prevalence of 
executive dysfunction
- Brown, RT Gerontologist. J Gen Intern Med. 2012 Jan;27(1):16-22.

- Brown, RT Gerontologist. 2017 Aug 1;57(4):757-766.

- Hurstak, E Drug Alcohol Depend. 2017 Sep 1;178:562-570.

 Older adults (55+) involved with the criminal justice 
system: 70% scored <25 on the Montreal Cognitive 
Assessment (positive screen)
- Ahalt, C. J Am Geriatr Soc. 2018 Nov;66(11):2065-2071.
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How confident are you in your ability to recognize 
a neurocognitive disorder (i.e. dementia)?

1. Highly confident
2. Fairly confident
3. Somewhat confident
4. Slightly confident
5. Not confident at all
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PCPs and cognitive complaints

 100 PCPs, national, diversity of practice settings

 21% highly confident that they recognize when a 
patient has dementia (“neurocognitive disorder”)
 13% highly confident in making a specific 

diagnosis

Bernstein, A., Rogers, K.M., Possin, K.L. et al. JGIM (2019) 34: 1691.
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Mr. Diaz

 Mr. Diaz is a 73 yo man, born in Nicaragua, lived in a rural area, went 
through “2nd grade” (he said he was 10 years old when he left school).  
He speaks some English but is fluent in and prefers Spanish. 

 His biggest complaint has been that he does not want to go out as much 
and his partner constantly nags him about going out. You suspect 
depression after major life role changes. He gets a 7 on the Geriatric 
Depression Scale-15 (positive screen).

 In the last year you notice that his blood pressure is less controlled and 
he does not seem to remember what medications he is taking. 

 His partner mentions that he has forgotten to pay bills twice, resulting 
in late fees that are very challenging for them and he has made no 
progress planning their trip to Nicaragua for the fall whereas he used to 
be very proactive about their trips.

 According to his report and his partner’s, he is independent in ADLs and 
IADLs (except he forgets to take meds and pay bills)
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My favorite cognitive screen is

1. The mini-cog
2. The MMSE
3. The Montreal Cognitive Assessment 

(MoCA)
4. The GP-COG
5. SLUMs
6. Something else
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The right answer?

 Whichever one you’ll use!
 Know its pros and cons

- Mini-cog– SHORT

- MMSE— FAMILIAR, BUT BASICALLY AN 
ALZHEIMER’S TEST

- MoCA– LOTS OF LANGUAGES, MORE SENSITIVE 
FOR MILD IMPAIRMENT, BUT TOO HARD, TOO 
LONG

- GP-COG- SHORT, ASKS ABOUT FUNCTION, BUT 
NOT VALIDATED IN THE US

- SLUMs– TOO LONG

Mr. Diaz

 What test would you use?  What considerations 
do you have?
- Educated in a rural area, for about 4 years total

- Spanish-speaking

- Has an informant

12



4 | [footer text here]

Screening Method: Mini-Cog
1-2 min

3 item recall (3 points)  

+ CLOCK DRAW (2 points)

 Negative screen ≥3

 Positive screen <3, consider DELIRIUM vs. DEMENTIA 

http://www.alz.org/documents_custom/minicog.pdf

MOCA Test

10-20min

• Positives: Many languages, Many cognitive domains
• Negatives: +1 education < HS, unclear if this is enough, after 
9/1/2020 you need to have a training certificate to do it

• Now there’s a blind and low‐education version
• USE THE INSTRUCTIONS the first few times you use it 

www.mocatest.org (need to register)

MOCA challenges
 The MOCA is challenging because it is HARD- it seeks to distinguish 

normal vs. Mild Cognitive Impairment/Dementia

 Some evidence that age, education, and race/ethnicity should be 
accounted for when interpreting the scores.

 In a meta-analysis, 23 might be a better cutoff overall (Carson 2018)

 Race/ethnicity
- ~1500 African-Americans, mean age 50yo, average score 22. (Rossetti 

2017)

- 530 African-Americans, mean age 58.2yo, average score of 20. (Sink 
2015)

- White vs Hispanic vs Non-Hispanic Blacks: 

 Mild cognitive impairment: 25/24/23

 Dementia: 19 vs. 16

 Education: does WHERE you were educated matter? (rural vs. 
urban, different styles/types of formative education)

15

MOCA scores by age and education

16

Rossetti, 2011, Neurology
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GP-COG

5-8 min 

http://gpcog.com.au/

 Part 1‐ Patient (cognitive screen): recall, clock, recent event, 
date

 Part 2‐ Informant (function)

 Available in a handful of languages
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They MUST have a memory problem to have 
dementia

1.True
2.False
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Cognitive Domains Include:

Dementia is an acquired impairment in ONE 
OR MORE of these domains.

• Learning and memory
• Language
• Executive function
• Complex attention
• Perceptual-motor
• Social cognition = behavior

Diagnosis of  dementia = 

acquired cognitive impairment
+ 
acquired functional impairment
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When assessing for dementia I need to:

1. Assess cognitive status and trajectory of 
decline from patient

2. Assess cognitive and functional status 
and trajectory from patient

3. #2 and get collateral on cognition and 
function

4. #3 and rule out reversible causes
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Dementia assessment in 5 steps
1. I have a concern or my patient/their informant does

2. I ask about cognitive symptoms + function 
(ADLs/IADLs) - Severity of decline and time course

3. I try to get collateral from an informant

4. I test cognition with a tool I feel comfortable with and do 
a neuro exam

5. I rule out:
a) Delirium or medication effect (review those meds!!!!!!!!!)

b) An intracranial process if high risk (<65 yo, HIV+, h/o cancer, 
head injury, focal neuro exam, <1 year of symptoms) w/ CT/MRI

c) Metabolic/infectious causes: TSH, b12, RPR, HIV

Plus. Refer to a specialist and consider the differential: 
Consider history of serious mental illness, TBI, substance 
use disorders

Thank you!

anna.chodos@ucsf.edu


