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With the aim of determining if specialty type or the amount of geriatric 
training during primary care residencies correlated with the rate of and 
comfort with dementia identification and management in patients 65 
years and older, physician practice patterns were compared through 
a web-based survey. The survey was sent to family medicine, internal 
medicine, and geriatric physicians in Dallas County and the HealthTexas 
Provider Network as well as third-year family medicine and internal medi-
cine residents in Texas. Chi-square analyses revealed no relationship 
between the quantity of geriatric training and either dementia screening 
rates or comfort with dementia diagnosis. However, there was a significant 
difference in these areas based on specialty: more geriatricians reported 
asking senior patients about memory problems and being very comfort-
able in making a diagnosis of dementia, while fewer family medicine and 
internal medicine physicians reported being very comfortable in making 
the dementia diagnosis. Most physicians surveyed supported instituting 
routine screening and evaluation of senior patients during residency train-
ing. Further research is needed to determine if brief screening modalities, 
enhanced training, and institution of national guidelines would result in 
earlier identification and management of dementia in primary care. 

ementia is a syndrome of acquired persistent dysfunction 
in several domains of intellectual functioning, including 
memory, language, visuospatial ability, and cognition. 
Approximately 10% of adults above age 65 and 50% 

of adults above age 90 have dementia (1). The annual health 
care–related costs and lost wages for US patients with dementia 
and their family caregivers is approximately $100 billion (2–5). 
While the majority of dementing illnesses are progressive, 11% 
of patients with cognitive decline have reversible causes, and 
the course of the disease may be modified by early diagnosis 
and therapeutic interventions (1). Given these factors as well 
as the social and psychosocial cost of dementing illnesses on 
patients and their families, early diagnosis and intervention 
are paramount. 

The number of persons with dementia increases as the popu-
lation ages. The number of persons aged 65 and older in 2030 
is projected to be twice as large as in 2000, growing from 35 
million to 72 million and representing nearly 20% of the total 
US population (6). Given that the number of geriatricians is 
not increasing at a similar rate, family medicine and internal 

medicine physicians will be uniquely poised to be the first to 
identify cognitive changes indicative of dementia. Unfortu-
nately, studies indicate that primary care physicians (PCPs) may 
not be identifying dementia in the majority of symptomatic 
patients. In 1995 Callahan et al found that PCPs recorded a 
diagnosis of dementia in only 23.5% of patients with demon-
strated moderate to severe cognitive impairment (7). Further, 
those PCPs who reported difficulty establishing a diagnosis of 
dementia had difficulty communicating the diagnosis to patients 
and family members (7, 8). These findings were echoed by Val-
cour et al, whose cross-sectional study of primary care (internal 
medicine) patients aged 65 and older found that 91% of cases 
of mild dementia were overlooked, and 65% of dementia cases 
were not documented in the outpatient medical record (9).

Most likely, many factors—related to both the physician and 
the patient—contribute to the underdiagnosis of dementia. One 
possible factor is the lack of clear national guidelines for demen-
tia screening. The 2003 US Preventive Services Task Force report 
does not recommend for or against routine screening for demen-
tia in older adults (2). The American Academy of Neurology and 
the Canadian Task Force of Preventive Healthcare concluded 
that there is insufficient evidence to recommend cognitive 
screening of asymptomatic individuals (10). Despite the lack 
of evidence for routine screening, the US Preventive Services 
Task Force states that early recognition of cognitive impairment, 
in addition to helping make diagnostic and treatment decisions, 
allows clinicians to anticipate problems patients may have in 
understanding and adhering to recommended therapy. 

Physicians’ lack of comfort with dementia screening and 
diagnosis, due to inadequate training in the care of the elderly, 
plays a significant role in the delayed recognition of this dis-
ease. In a survey of 403 physicians in general practice, family 
medicine, and internal medicine, physicians scored 74%, or 
a “C,” on a test of knowledge about Alzheimer’s disease (11). 
Similarly, in a survey of PCPs, Cody and colleagues found that 
54% had difficulty establishing a diagnosis of dementia, and 
30% had difficulty communicating the dementia diagnosis to 
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Table 1. Demographics and baseline characteristics  
of the participants

Category Response N (%)

Age in years  
(n = 131)

20–30 19 (15%)
31–40 51 (39%)
41–50 27 (21%)
51–60 22 (17%)

Above 60 12 (9%)

Race (n = 130) 

White 93 (72%)
Black/African American 5 (4%)

American Indian/Alaska Native 0 (0%)
Asian 21 (16%)

Native Hawaiian/Other Pacific Islander 1 (1%)
Other 10 (8%)

Hispanic, Latino or 
Spanish (n = 127)

Yes 9 (7%)

No 118 (93%)

Gender (n = 131)
Male 74 (56%)

Female 57 (44%)

Years in practice 
(postresidency) 
(n = 118)

<5 36 (31%)
5–10 28 (24%)

11–15 14 (12%)
16–20 9 (8%)
21–25 11 (9%)
>25 20 (17%)

Geriatrics  
fellowship  
(n = 131)

Yes 5 (4%)

No 126 (96%)

Months of  
geriatrics training 
during residency  
(n = 125)

1 79 (63%)
2 18 (14%)
3 12 (10%)

4 5 (4%)
>4 11 (9%)

the patient and family (8). The authors concluded that educa-
tional initiatives and behavioral changes targeting physicians 
and dementia assessment protocols would be beneficial for im-
proving dementia care. In 2003, only 27 of the 91 Residency 
Review Committee–accredited specialties had specific geriatrics 
training. The average duration of training in geriatrics varied 
from 2 weeks to 6 weeks, with 62% of the programs having a 
structured 4-week geriatrics experience (12–14). 

Further, physicians’ concerns about the futility of making 
a diagnosis of dementia due to a perceived lack of treatment 
options and the time required to effectively diagnose the disease 
and educate patients and their families play a significant role in 
underdiagnosis (10, 15).

Patient factors contributing to the underrecognition of 
dementia include the patient’s and family members’ lack of 
awareness of the disease process and cultural factors (16, 17). 
In many cultures, memory problems are assumed to be part of 
the aging process rather than a consequence of disease. 

The purpose of this study was to survey PCPs in an effort 
to better understand the possible reasons for underdiagnosis of 
dementia. No studies to date have investigated the relationship 
between quantity of training in geriatrics and rates of screen-
ing and diagnosis among PCPs. Therefore, this study aimed to 
assess geriatric, family medicine, and internal medicine physi-
cians’ and residents’ practice patterns in dementia evaluation 
and management in patients aged 65 and older to determine if 
such a relationship exists. A secondary purpose was to obtain 
physicians’ opinions about establishing guidelines for dementia 
screening.

METHODS
For this institutional review board–approved study, the 

authors identified family medicine and internal medicine resi-
dency programs in Texas and sent an e-mail to program directors 
requesting the participation of third-year residents. The total 
number of possible recipients was 258 third-year family medi-
cine residents and 282 internal medicine residents. Similarly, 
the authors identified family medicine, internal medicine, and 
geriatric medicine physicians practicing in Dallas County (N = 
250) and within HealthTexas Provider Network (family medi-
cine, N = 109; internal medicine, N = 127; geriatrics, N = 8) 
and requested their participation by an e-mail directed to the 
office managers with a request to forward it to the appropriate 
individuals.

The e-mail included an informational letter introducing the 
study and a request that participants use a hyperlink to access the 
anonymous, web-based survey. This survey had 28 questions as-
sessing participants’ demographic information, specialty, extent 
of geriatric training, and practice preferences about dementia. 
Physicians were also asked their opinions regarding establish-
ing national guidelines for dementia screening and diagnosis 
and the measures they would support for increasing physician 
knowledge of dementia diagnosis and management. Items se-
lected for survey inclusion were modeled after those reported 
in similar studies (8, 11). The survey took approximately 3 
minutes to complete.

A reminder was sent 2 weeks after the initial mailing request-
ing those who had not completed the survey to do so. Due to 
poor resident response, a third reminder was sent to the family 
and internal medicine residency program directors in Texas, 
requesting that they again share the informational letter with 
their third-year residents. 

RESULTS
There were 134 respondents: 55% in family medicine, 

41% in internal medicine, and 4% in geriatric medicine. Most 
respondents (79%) were practicing physicians; 20% were 
residents and 1% were fellows. Demographic information is 
summarized in Table 1. It was not possible to calculate a true 
response rate, since it was unclear if all of the intended recipi-
ents received the survey from either the program coordinators 
or office managers.

Even though the majority of the respondents (97%) believed 
that an early diagnosis of dementia is important for the care of 
seniors, most of them did not routinely screen their patients for 
memory problems. The Folstein mini mental status examination 
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was the most commonly used tool for screening (59%), and 
physicians often conducted a formal evaluation at the same visit 
(66%). Laboratory tests ordered included thyroid-stimulating 
hormone (94%), complete blood count (87%), vitamin B12 
(83%), folate (63%), and rapid plasma reagin (64%). Most 
physicians ordered radiological evaluation for patients with 
memory problems (computed tomography of the brain [34%] 
or magnetic resonance imaging [27%]). More than 50% of 
the PCPs referred their patients to a neurologist, with far fewer 
referring them to a neuropsychologist (13%), geriatrician (6%), 
or geriatric psychiatrist (7%). Further, few physicians initiated 
treatment with cholinesterase inhibitors without consultation 
with a specialist. Financial planning, advance directives, and 
caregiver stress were least addressed by the PCPs. Responses for 
the survey questions are summarized in Table 2. 

Chi-square analyses of variance were used to assess the 
relationship between both specialty and months of geriatrics 
training and each of the survey domain items (i.e., dementia 
screening, dementia diagnosis and management, improving 
dementia recognition and management). No relationship was 
identified between months of geriatric training and screening 
rates (chi square = 14.664, P = 0.549). However, a significant 
relationship between specialty and screening rates was identi-
fied (chi square = 23.559, P = 0.003), with the few geriatrician 
respondents reporting more frequent dementia screening of 
senior patients than the other specialties. Chi-square analy-
ses also indicated a significant difference in comfort making a 
diagnosis of dementia by specialty (chi square = 22.820, P = 
0.001). Specifically, few family medicine physicians reported 
being “very comfortable” in making a diagnosis of dementia, 
and more geriatricians reported being “very comfortable” in 
making a diagnosis of dementia. No other analyses reached 
statistical significance.

DISCUSSION
Previous research has indicated that PCPs underdiagnose 

dementia (7–9). The goal of this study was to determine if the 
duration of geriatric training in primary care residencies and 
the specialty area (i.e., geriatrics vs internal medicine vs family 
practice) were factors related to screening rates and comfort in 
diagnosing dementia. Interestingly, there was no relationship 
between the amount of PCPs’ geriatric training and their com-
fort with dementia screening and how often they questioned the 
patient about memory problems. However, there was a signifi-
cant difference in these areas based on specialty. More geriatri-
cians reported asking senior patients about memory problems 
and being very comfortable in making a diagnosis of dementia, 
while fewer family medicine and internal medicine physicians 
reported being very comfortable in making the dementia diag-
nosis. This difference could be due to the fact that geriatricians 
are involved only in the care of the elderly and therefore are 
more vigilant for this disease, whereas PCPs are involved in the 
care of patients with broader age groups. Further, geriatricians 
are less likely to have negative attitudes toward management of 
patients with dementia-related illnesses. Our study results are 
comparable to the findings by Chodosh et al, that physicians 

Table 2. Questionnaire on evaluation and  
management of dementia

Question Response N (%)

Screening

Patients >65 years (n = 132)

<5% 14 (11%)

5%–20% 46 (35%)

21%–35% 23 (17%)

36%–50% 26 (20%)

>50% 23 (17%)

Patients (≥65 years) questioned 
about memory problems  
(n = 132)

<20% 42 (32%)

21%–40% 42 (32%)

41%–60% 16 (12%)

61%–80% 15 (11%)

81%–100% 17 (13%)

Patients’ (≥65 years)  
family members questioned about 
memory problems  
(n = 132)

<20% 48 (36%)

21%–40% 34 (26%)

41%–60% 21 (16%)

61%–80% 20 (15%)

81%–100% 9 (7%)

When formal evaluation (e.g., clock 
drawing, mini mental  
status) of the patient is  
conducted after memory  
problems identified (n = 131)

During the same visit 87 (66%)

During a subsequent 
visit

23 (18%)

Do not conduct a 
formal evaluation

21 (16%)

Tool used for screening  
(n = 134)

One-item screening 
question

60 (45%)

Folstein mini mental 
status examination

79 (59%)

Mini cog 8 (6%)

Clock drawing 54 (40%)

Other 10 (7%)

Do not screen patients 
for memory problems

9 (7%)

Patients with memory problems 
screened for depression  
(n = 131)

<20% 21 (16%)

21%–40% 18 (14%)

41%–60% 28 (21%)

61%–80% 23 (18%)

81%–100% 41 (31%)

Diagnosis

Comfort in making a diagnosis of 
dementia (n = 132)

Very comfortable 34 (26%)

Somewhat comfortable 68 (52%)

Somewhat  
uncomfortable

26 (20%)

Very uncomfortable 4 (3%)

Tests routinely ordered to  
determine underlying cause of 
dementia (n = 134)

Complete blood count 117 (87%)

Rapid plasma regain 86 (64%)

Vitamin B12 level 111 (83%)

Folate level 85 (63%)

HIV 14 (10%)
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Question Response N (%)

Tests routinely ordered to  
determine underlying cause of 
dementia (n = 134) 

(continued)

Thyroid-stimulating 
hormone

126 (94%)

Computed tomography 
scan of the brain

45 (34%)

Magnetic resonance 
imaging of the brain

36 (27%)

None of the above 4 (3%)

Other 10 (7%)

To whom patient is referred  
(n = 134)

Geriatric psychiatrist 9 (7%)

Geriatrician 8 (6%)

Neurologist 69 (51%)

Neuropsychologist 17 (13%)

Do not usually refer 
patients with memory 

problems

50 (37%)

Other 5 (4%)

Management

With whom diagnosis of  
dementia is first discussed  
(n = 131)

The patient 16 (12%)

A family member of the 
patient

7 (5%)

The patient and his/her 
family member

108 (82%)

Term usually used to  
communicate the diagnosis to the 
patient and/or family member  
(n = 134)

Dementia (e.g., 
Alzheimer’s, vascular)

106 (79%)

Memory problems 63 (47%)

Not applicable 2 (1%)

Other 5 (4%)

With whom disease progression is 
discussed (n = 131)

The patient 9 (7%)

A family member of the 
patient

10 (8%)

The patient and his/her 
family member

112 (85%)

Other domains assessed  
(n = 130)

Daily functioning

<20% 12 (9%)

21%–40% 11 (8%)

41%–60% 16 (12%)

61%–80% 32 (25%)

81%–100% 59 (45%)

Driving risks

<20% 17 (13%)

21%–40% 14 (11%)

41%–60% 24 (18%)

61%–80% 29 (22%)

81%–100% 46 (35%)

Financial planning

<20% 39 (30%)

21%–40% 28 (22%)

41%–60% 25 (19%)

61%–80% 16 (12%)

81%–100% 22 (17%)

Question Response N (%)

Other domains assessed  
(n = 130) 

(continued)

Advance directives

<20% 18 (14%)

21%–40% 22 (17%)

41%–60% 25 (19%)

61%–80% 25 (19%)

81%–100% 40 (31%)

Caregiver stress

<20% 23 (18%)

21%–40% 21 (16%)

41%–60% 22 (17%)

61%–80% 28 (22%)

81%–100% 36 (28%)

Treatment of patient with  
cholinesterase inhibitors without a 
specialist consultation (n = 128)

<20% 44 (34%)

21%–40% 12 (9%)

41%–60% 24 (19%)

61%–80% 23 (18%)

81%–100% 25 (20%)

Is early diagnosis of dementia  
important for the health  
care of senior (65 and older) 
patients? (n = 132)

Yes 128 (97%)

No 4 (3%)

Would establishment of national 
guidelines for routine screening 
and diagnosis of dementia  
increase detection of undiagnosed 
cases? (n = 132)

Yes 120 (91%)

No 12 (9%)

Was the training sufficient during 
residency for evaluation and  
management of patients with  
dementia? (n = 130)

Yes 48 (37%)

No 82 (63%)

Would you support measures for 
increasing physician  
knowledge of dementia diagnosis 
and management? (n = 134)

Increasing the number 
of months of geriatric 

training during primary 
care residencies

65 (49%)

Instituting routine 
screening and evalua-
tion of senior patients 
(65 and older) during 

residency training

104 (78%)

Require geriatric-
focused continuing 

education for  
physicians who treat 

senior patients

61 (46%)

Other 7 (5%)

with geriatric credentials (defined as geriatric fellowship experi-
ence and/or the certificate of added qualifications) recognized 
cognitive impairment more often than those without (18).

Several limitations to this study must be addressed. First, the 
sample in this study was largely a convenience sample, chosen 
in part based on the availability of e-mail addresses. However, 



April 2010 125Practice patterns in the evaluation and management of dementia

the sample size was comparable to that of earlier studies as-
sessing physicians’ knowledge (8, 19). It is also possible that 
submitting the questionnaire in checklist format introduced 
response bias, with physicians reporting behaviors considered 
appropriate rather than their actual behaviors. Lastly, not all 
specialty groups were equally represented, and the response 
rate from the residents was poor in spite of the third mailing. 
Physicians with a geriatric fellowship accounted for only 4% 
of our sample.

According to a 1994 survey, most general practitioners were 
aware of the clinical features of dementia, although many felt 
their knowledge and expertise were inadequate and strongly 
supported instituting a dementia protocol (19–21). However, 
the ACCESS (Alzheimer’s Disease Coordinated Care for San 
Diego Seniors) study, a comprehensive dementia care manage-
ment model, demonstrated no significant differences in provid-
ers’ knowledge or attitudes that proved favorable to dementia 
care. Further, the physicians in the intervention group viewed 
dementia patients as difficult to manage in primary care. 

In our survey, 63% of the physicians believed they did not 
receive sufficient training in dementia evaluation and man-
agement during residency. Despite this, only 49% supported 
increasing the duration of geriatric training during residency; 
in contrast, 78% supported instituting routine screening and 
evaluation of senior patients during residency training. Our 
study does not allow comment on who is responsible for this 
screening. This could reflect the fact that the content of the 
training, rather than the duration, may be an important factor 
in increasing comfort in diagnosing and managing dementia. 
In 2004, it was estimated that there was a significant increase in 
the number of programs with a required geriatrics curriculum 
(96%) compared with 2001. Further, resident attitudes as a 
barrier to implementing the curriculum dropped from 32% in 
2001 to 4% in 2004 (12). It is possible that increasing physician 
exposure to dementia screening, diagnostic disclosure (22), and 
management during training and instituting national guide-
lines would be helpful in providing patients and family with 
improved quality of care. Therefore, more research is needed to 
determine if these measures would result in earlier identification 
and management of dementia.
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