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Dementia in older adults is a common,1 
costly,2 and rapidly growing3 health care 
problem. It is almost invariably the result of 
chronic, progressive, and ultimately terminal 
brain disease, most often Alzheimer disease.4 
Little can be done to alter the course of the 
underlying brain pathology. Determining 
whether to assess patients for dementia is not 
based on halting or reversing disease; rather, 
it is based on whether recognizing dementia 
when it is present will improve decisions 
made by the physician, the patient, or the 
patient’s family.

Good medical decisions depend on good 
information. When a physician knows that a 
patient’s ability to provide a history may be 
limited by cognitive impairment, he or she 
can arrange to gather additional informa-
tion from someone who knows the patient 
well. Knowing that dementia interferes with 
self-management, the physician also can 
involve the patient’s family members early as 
partners in care. 

Patients with dementia often are unaware 
of the extent or impact of their cognitive def-
icits, so they may not talk about or acknowl-
edge them.5 This makes dementia an occult 
disease appropriate for screening. Even 
patients with preserved insight may fear the 
diagnosis and minimize symptoms; this is 
common with many disorders. Persons with 
dementia of mild or even moderate severity 
typically look and act healthy—the Diagnos-
tic and Statistical Manual of Mental Disorders, 
5th ed., describes persons with dementia as 

having preserved social cognition and proce-
dural memory.6 Cognitive impairment that 
is not severe cannot be recognized reliably 
without testing. Even patients with normal 
results on cognitive tests are at significantly 
increased risk of dementia if they have ever 
had symptoms of incipient dementia (mild 
cognitive impairment).7 When evaluating 
older adults, physicians must remain vigilant 
for cognitive impairment. 

The diagnosis of any serious disease is a 
life-changing event for patients and fami-
lies. What a patient and his or her family 
do with the information is deeply personal, 
yet essential to clinical interactions. For the 
person with dementia, the ability to think 
about the future and make informed deci-
sions progressively fades, usually well before 
a terminal event. Early diagnosis not only 
provides patients with the opportunity to 
enjoy their best function while they still can, 
but it gives them more time to consider and 
express their wishes for a future in which 
they will not be able to make decisions for 
themselves. It also potentially gives family 
members extra time to gradually take on 
new roles, in parallel with progression of the 
patient’s impairment.

The U.S. Preventive Services Task Force 
(USPSTF) recommendations on screening 
for cognitive impairment in older adults 
indicate that brief screening instruments can 
adequately detect dementia, but that there 
is a lack of empirical evidence that early 
detection improves outcomes. However, the 
USPSTF recognizes that early detection may 
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be beneficial for many reasons, including 
optimizing medical management of coexist-
ing conditions that could worsen cognition, 
planning for the future when decision mak-
ing is still relatively intact, and providing 
education about symptoms and access to 
services.8

Because dementia is associated with 
potentially preventable excess morbidity, 
it is a ready target for interventions in pri-
mary care. Older persons with dementia 
have more hospitalizations, often poten-
tially preventable ones, than those without 
dementia.9 Once admitted, they require 
more hours of care, have longer stays, and 
are at increased risk of delayed discharge 
and functional decline during admission.10 
They are more likely than patients with-
out dementia to develop delirium, which 
is itself associated with long-term func-
tional and cognitive decline, and increased 
institutionalization, rehospitalization, and 
mortality.11,12 One prospective study found 
that more than 40% of hospitalized patients 
older than 70 years had dementia, but only 
one-half had been previously diagnosed. 
It also found that the mortality rates in 
the patients with dementia were markedly 
higher.13 These data suggest the need for 
enhanced case-finding in older inpatients,14 
with the goal of intervening as early as pos-
sible to reduce complications. 

Hospitalized patients may do poorly on 
cognitive tests for many reasons; to improve 
care over the long term, a better approach 
would be to assess cognition as part of the 
routine care of older outpatients. When 
physicians are aware that a patient has cog-
nitive impairment, they are also alerted to 
the patient’s risk of poor outcomes in both 
the hospital and ambulatory care settings. 
Physicians can then take steps to mitigate 
these risks, including having an informed 
discussion with the patient, family, and 
staff; establishing a monitoring plan; and 
considering the benefit vs. risk of interven-
tions, including hospitalization. 

Although proof that early diagnosis and 
intervention improve outcomes for older 
adults with dementia is not yet established, 
being able to anticipate and mitigate the 
potentially adverse outcomes of hospital-
ization in these patients should be reason 

enough to screen for cognitive impairment 
in the primary care setting.
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