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This report may be used, in whole or in part, as the basis for development of clinical practice 
guidelines and other quality enhancement tools, or a basis for reimbursement and coverage 
policies.  AHRQ or U.S. Department of Health and Human Services endorsement of such 
derivative products may not be stated or implied. 
 
AHRQ is the lead Federal agency charged with supporting research designed to improve the 
quality of health care, reduce its cost, address patient safety and medical errors, and broaden 
access to essential services. AHRQ sponsors and conducts research that provides evidence-based 
information on health care outcomes; quality; and cost, use, and access. The information helps 
health care decisionmakers�patients and clinicians, health system leaders, and policymakers�
make more informed decisions and improve the quality of health care services. 
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Preface 
 

     The Agency for Healthcare Research and Quality (AHRQ) sponsors the development of 
Systematic Evidence Reviews (SERs) through its Evidence-based Practice Program. With 
guidance from the U.S. Preventive Services Task Force∗  (USPSTF) and input from Federal 
partners and primary care specialty societies, the Evidence-based Practice Center at Oregon 
Health Sciences University systematically reviews the evidence of the effectiveness of a wide 
range of clinical preventive services, including screening, counseling, and chemoprevention, in 
the primary care setting. The SERs�comprehensive reviews of the scientific evidence on the 
effectiveness of particular clinical preventive services�serve as the foundation for the 
recommendations of the USPSTF, which provide age- and risk-factor-specific recommendations 
for the delivery of these services in the primary care setting. Details of the process of identifying 
and evaluating relevant scientific evidence are described in the �Methods� section of each SER.  
     The SERs document the evidence regarding the benefits, limitations, and cost-effectiveness of a 
broad range of clinical preventive services and will help to further awareness, delivery, and coverage of 
preventive care as an integral part of quality primary health care. 
     AHRQ also disseminates the SERs on the AHRQ Web site 
(http://www.ahrq.gov/clinic/uspstfix.htm) and disseminates summaries of the evidence (summaries of 
the SERs) and recommendations of the USPSTF in print and on the Web. These are available through 
the AHRQ Web site, through the National Guideline Clearinghouse (http://www.ngc.gov), and in print 
through the AHRQ Publications Clearinghouse (1-800-358-9295). 
     We welcome written comments on this SER. Comments may be sent to: Director, Center for 
Practice and Technology Assessment, Agency for Healthcare Research and Quality, 540 Gaither Road, 
Rockville, MD 20850, or e-mail uspstf@ahrq.gov. 
 
 

                                                           
∗ The USPSTF is an independent panel of experts in primary care and prevention first convened by the U.S. Public 
Health Service in 1984. The USPSTF systematically reviews the evidence on the effectiveness of providing clinical 
preventive services--including screening, counseling, and chemoprevention--in the primary care setting. AHRQ 
convened the current USPSTF in November 1998 to update existing Task Force recommendations and to address 
new topics. 

Carolyn M. Clancy, M.D. 
Director 
Agency for Healthcare Research and Quality 
 
 

Jean R. Slutsky, P.A., M.S.P.H. 
Acting Director, Center for Practice and 
    Technology Assessment 
Agency for Healthcare Research and Quality 
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The authors of this report are responsible for its content.  Statements in the report should not 
be construed as endorsement by the Agency for Healthcare Research and Quality or the U.S. 
Department of Health and Human Services of a particular drug, device, test, treatment, or 
other clinical service. 
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Structured Abstract 

Objective 

To produce an evidence-based review to support recommendations from the US 

Preventive Services Task Force (USPSTF) concerning dementia syndrome screening in 

primary care settings. 

Data Sources 

We searched MEDLINE, PsycINFO, EMBASE, and the Cochrane Collaboration 

library from January 1994 to January 2001, with all searches limited to English language 

studies. 

Study Selection 

We developed an analytic framework comprising 9 key questions on dementia 

screening and treatment to be answered by systematic review.  Next, we developed 

inclusion and exclusion criteria for each question.  For questions of prevalence and 

accuracy of screening, we required cross-sectional or cohort studies in a primary care 

population with an acceptable reference standard test.  For questions of treatment, we 

included randomized controlled studies (RCTs) of subjects with mild to moderate 

dementia.  We included studies of 6 potential outcome domains: (a) cognitive, physical, 

and social function; (b) health care utilization rates; (c) behavioral symptoms of 
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dementia; (d) caregiver stress; (e) accidents and injuries; and (f) health-related quality of 

life.   
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Data Extraction 

Two reviewers extracted data from included studies of fair to good quality for the 

preparation of evidence tables.  We rated the quality of all selected studies using USPSTF 

methodology for study appraisal.   

Data Synthesis 

Key Question No. 1:  Does screening for dementia in primary care settings 

affect any of the selected outcomes?  We were unable to locate any RCTs or systematic 

reviews that addressed this question. 

Key Question No. 2:  What is the prevalence of undiagnosed dementia in 

primary care patients?  Two studies in North American populations showed that 1.8% 

and 5.7% of persons older than age 65 have undiagnosed dementia; 2 studies in non-US 

populations reported prevalence rates of undiagnosed dementia of 3.2% and 12%.  

Key Question No. 3:  Does a reliable and valid screening test exist to detect 

dementia in primary care patients?  Good evidence shows that the Folstein Mini-

Mental State Examination (MMSE) has a sensitivity of 71% to 92% and specificity of 

56% to 96% in primary care populations. 

Key Question No. 4:  Do pharmacological interventions improve any of the 

selected outcomes?  The efficacy of pharmacological intervention varies with the 

etiology of dementia.  We found no evidence of benefit from anti-inflammatory drugs, 

estrogen, nimodipine, or aspirin in the treatment of dementia.  We found no RCTs of 

treatments for vitamin B12 deficiency, thyroid disease, neurosyphilis, normal pressure 
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hydrocephalus, or sleep apnea.  Observational data show that no more than 1.5% of all 

cases of mild to moderate dementia are fully reversible.  Multiple well-conducted RCTs 

show that for Alzheimer's disease, cholinesterase inhibitors improve cognitive and global 

function and delay functional decline by 3 to 5 months.  One study shows that vitamin E 

and selegiline postpone functional loss by 7 months.  Another study shows that gingko 

biloba produces a delay of approximately 3 months in cognitive decline.  Some studies 

show that typical and atypical neuroleptics reduce agitated behaviors in patients with 

varied stages of dementia.  One RCT found that clomipramine reduces depressive 

symptoms in early dementia. Another RCT found that sertraline reduced depressive 

symptoms in AD. 

Key Question No. 5:  Do nonpharmacologic interventions improve any of the 

selected outcomes?  Only limited evidence supports the use of nonpharmacologic 

behavioral interventions in advanced dementia, but this type of treatment has not been 

studied in early dementia. 

Key Question No. 6:  Do caregiver interventions improve caregiver or patient 

outcomes?  Five fair quality RCTs of intensive caregiver interventions found no direct 

benefit for either the patient or the caregiver.  Two of these studies show a delay in 

nursing home placement of 11 to 19 months. 

Key Question No. 7:  What are the adverse effects of dementia screening?  

No study meeting our inclusion criteria addressed this question. 

Key Question No. 8:  What are the costs and cost-effectiveness of dementia 

screening?  No study meeting our inclusion criteria addressed this question. 
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Key Question No. 9:  What are the side effects of dementia therapy?  In RCTs 

of dementia therapy, dropout rates because of adverse effects ranged from 0% for 

antidepressant therapy to 27% from gastrointestinal side effects of high-dose 

rivastigmine. 

Conclusion 

The prevalence and burden of the dementia syndrome are high after age 65.  The 

majority of patients with early dementia are undiagnosed in primary care practices.  A 

brief interview screen can detect dementia with reasonable accuracy.  Pharmacologic and 

nonpharmacologic treatments show benefit on outcomes in mild to moderate Alzheimer's 

disease, but it is not clear how many subjects in these studies were detected by screening.  

Evidence for benefit of treatment for other etiologies of dementia syndrome is more 

limited than that for Alzheimer's disease. 
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dementia; (d) caregiver stress; (e) accidents and injuries; and (f) health-related quality of 

life.   



Structured Abstract  vii 

Screening for Dementia:  A Systematic Evidence Review 
AHRQ Contract No. 290-97-0011.  Task No. 3 - RTI Project No. 6919.003 
 

Data Extraction 

Two reviewers extracted data from included studies of fair to good quality for the 

preparation of evidence tables.  We rated the quality of all selected studies using USPSTF 

methodology for study appraisal.   

Data Synthesis 

Key Question No. 1:  Does screening for dementia in primary care settings 

affect any of the selected outcomes?  We were unable to locate any RCTs or systematic 

reviews that addressed this question. 

Key Question No. 2:  What is the prevalence of undiagnosed dementia in 

primary care patients?  Two studies in North American populations showed that 1.8% 

and 5.7% of persons older than age 65 have undiagnosed dementia; 2 studies in non-US 

populations reported prevalence rates of undiagnosed dementia of 3.2% and 12%.  

Key Question No. 3:  Does a reliable and valid screening test exist to detect 

dementia in primary care patients?  Good evidence shows that the Folstein Mini-

Mental State Examination (MMSE) has a sensitivity of 71% to 92% and specificity of 

56% to 96% in primary care populations. 

Key Question No. 4:  Do pharmacological interventions improve any of the 

selected outcomes?  The efficacy of pharmacological intervention varies with the 

etiology of dementia.  We found no evidence of benefit from anti-inflammatory drugs, 

estrogen, nimodipine, or aspirin in the treatment of dementia.  We found no RCTs of 

treatments for vitamin B12 deficiency, thyroid disease, neurosyphilis, normal pressure 



Structured Abstract  viii 

Screening for Dementia:  A Systematic Evidence Review 
AHRQ Contract No. 290-97-0011.  Task No. 3 - RTI Project No. 6919.003 
 

hydrocephalus, or sleep apnea.  Observational data show that no more than 1.5% of all 

cases of mild to moderate dementia are fully reversible.  Multiple well-conducted RCTs 

show that for Alzheimer's disease, cholinesterase inhibitors improve cognitive and global 

function and delay functional decline by 3 to 5 months.  One study shows that vitamin E 

and selegiline postpone functional loss by 7 months.  Another study shows that gingko 

biloba produces a delay of approximately 3 months in cognitive decline.  Some studies 

show that typical and atypical neuroleptics reduce agitated behaviors in patients with 

varied stages of dementia.  One RCT found that clomipramine reduces depressive 

symptoms in early dementia. Another RCT found that sertraline reduced depressive 

symptoms in AD. 

Key Question No. 5:  Do nonpharmacologic interventions improve any of the 

selected outcomes?  Only limited evidence supports the use of nonpharmacologic 

behavioral interventions in advanced dementia, but this type of treatment has not been 

studied in early dementia. 

Key Question No. 6:  Do caregiver interventions improve caregiver or patient 

outcomes?  Five fair quality RCTs of intensive caregiver interventions found no direct 

benefit for either the patient or the caregiver.  Two of these studies show a delay in 

nursing home placement of 11 to 19 months. 

Key Question No. 7:  What are the adverse effects of dementia screening?  

No study meeting our inclusion criteria addressed this question. 

Key Question No. 8:  What are the costs and cost-effectiveness of dementia 

screening?  No study meeting our inclusion criteria addressed this question. 



Structured Abstract  ix 

Screening for Dementia:  A Systematic Evidence Review 
AHRQ Contract No. 290-97-0011.  Task No. 3 - RTI Project No. 6919.003 
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