CriNnicAL GUIDELINES

Screening for Dementia: Recommendation and Rationale

U.S. Preventive Services Task Force*

This statement summarizes the U.S. Preventive Services Task Force
(USPSTF) recommendations on screening for dementia and the
supporting scientific evidence and updates the 1996 recommen-
dations on this topic. The complete USPSTF recommendation and
rationale statement on this topic, which includes a brief review of
the supporting evidence, is available through the USPSTF Web site
(www.preventiveservices.ahrq.gov) and the National Guideline
Clearinghouse (www.guideline.gov) and in print by subscribing to
the Guide to Clinical Preventive Services, Third Edition: Periodic
Updates. The cost of this subscription is $60, and it can be
ordered through the Agency for Healthcare Research and Quality
(AHRQ) Publications Clearinghouse (call 1-800-358-9295 or

e-mail ahrqpubs@ahrq.gov). The complete information on which
this statement is based, including evidence tables and references,
is available in the accompanying article in this issue and in the
summary of the evidence and systematic evidence review on the
Web sites already mentioned. The summary of the evidence is
also available in print through the AHRQ Publications Clearing-
house.

Ann Intern Med. 2003;138:925-926. www.annals.org
* For a list of the members of the U.S. Preventive Services Task Force, see the
Appendix.

See related article on pp 927-937.

SUMMARY OF THE RECOMMENDATION

The U.S. Preventive Services Task Force (USPSTF)
concludes that the evidence is insufficient to recommend
for or against routine screening for dementia in older
adults. This is a grade I recommendation. (See Appendix
Table 1 for a description of the USPSTF classification of

recommendations.)

The USPSTF found good evidence that some screening
tests have good sensitivity but only fair specificity in detecting
cognitive impairment and dementia. (See Appendix Table 2
for a description of the USPSTF classification of levels of
evidence.) There is fair to good evidence that several drug
therapies have a beneficial effect on cognitive function (equiv-
alent to delaying the natural progression of Alzheimer disease
Jfrom 2 to 7 months), but the evidence of their beneficial effects
on instrumental activities of daily living is mixed, with the
benefit being small at best. There is insufficient evidence to
determine whether the benefits observed in drug trials are
generalizable to patients whose disease would be detected by
screening in primary care settings. The accuracy of diagnosis,
the feasibility of screening and treatment in routine clinical
practice, and the potential harms of screening (for example,
labeling effects) are also unknown. The Task Force therefore
could not determine whether the benefits of screening for de-
mentia outweigh the harms.

CLiNicAL CONSIDERATIONS

The Mini-Mental Status Examination (MMSE) is the
best-studied instrument for screening for cognitive impair-
ment. When the MMSE is used to screen unselected pa-
tients, the predictive value of a positive result is only fair.
The accuracy of the MMSE depends on a person’s age and
educational level: Using an arbitrary cut-point may poten-
tially lead to more false-positives among older people with
lower educational levels, and more false-negatives among
younger people with higher educational levels. Tests that
assess functional limitations rather than cognitive impair-
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ment, such as the Functional Activities Questionnaire
(FAQ), can detect dementia with sensitivity and specificity
comparable to those of the MMSE.

Early recognition of cognitive impairment, in addition
to helping make diagnostic and treatment decisions, allows
clinicians to anticipate problems the patient may have in
understanding and adhering to recommended therapy.
This information may also be useful to the patient’s care-
givers and family members in helping to anticipate and
plan for future problems that may develop as a result of
progression of cognitive impairment.

Although current evidence does not support routine
screening of patients in whom cognitive impairment is not
otherwise suspected, clinicians should assess cognitive
function whenever cognitive impairment or deterioration is
suspected on the basis of direct observation; patient report;
or concerns raised by family members, friends, or care-

takers.

The brief review of the evidence and other sections
that are normally included in USPSTF recommendation
statements are available in the complete recommendation
and rationale statement on the USPSTF Web site (www
.preventiveservices.ahrq.gov).

RECOMMENDATIONS OF OTHERS

No formal recommendations for routine screening for
dementia are available. The American Academy of Neurol-
ogy (1) and the Canadian Task Force on Preventive Health
Care (2) conclude that there is insufficient evidence to
recommend cognitive screening in asymptomatic individ-
uals. The American Medical Association (3) and the Amer-
ican Academy of Family Physicians (4) recommend that
physicians be alert for cognitive and functional decline in
elderly patients for recognition of dementia in its early stages.
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Appendix Table 1. U.S. Preventive Services Task Force Grades
and Recommendations*

Grade Recommendation

A The USPSTF strongly recommends that clinicians routinely provide
[the service] to eligible patients. The USPSTF found good
evidence that [the service] improves important health outcomes
and concludes that benefits substantially outweigh harms.

B The USPSTF recommends that clinicians routinely provide [the
service] to eligible patients. The USPSTF found at least fair
evidence that [the service] improves important health outcomes
and concludes that benefits outweigh harms.

C The USPSTF makes no recommendation for or against routine
provision of [the servicel. The USPSTF found at least fair
evidence that [the service] can improve health outcomes but
concludes that the balance of benefits and harms is too close to
justify a general recommendation.

D The USPSTF recommends against routinely providing [the service]
to asymptomatic patients. The USPSTF found at least fair
evidence that [the service] is ineffective or that harms outweigh
benefits.

| The USPSTF concludes that the evidence is insufficient to
recommend for or against routinely providing [the service].
Evidence that the [service] is effective is lacking, of poor
quality, or conflicting, and the balance of benefits and harms
cannot be determined.

* The U.S. Preventive Services Task Force (USPSTF) grades its recommendations
according to one of five classifications (A, B, C, D, I) reflecting the strength of
evidence and magnitude of net benefit (benefits minus harms).

Appendix Table 2. U.S. Preventive Services Task Force Grades
for Strength of Overall Evidence*

Grade Definition

Good Evidence includes consistent results from well-designed, well-
conducted studies in representative populations that directly
assess effects on health outcomes

Fair Evidence is sufficient to determine effects on health outcomes,
but the strength of the evidence is limited by the number,
quality, or consistency of the individual studies;
generalizability to routine practice; or indirect nature of the
evidence on health outcomes

Poor Evidence is insufficient to assess the effects on health outcomes
because of limited number or power of studies, important
flaws in their design or conduct, gaps in the chain of
evidence, or lack of information on important health
outcomes

* The U.S. Preventive Services Task Force (USPSTF) grades the quality of the
overall evidence for a service on a three-point scale (good, fair, poor).

APPENDIX

Members of the U.S. Preventive Services Task Force are
Alfred O. Berg, MD, MPH, Chair (University of Washington,
Seattle, Washington); Janet D. Allan, PhD, RN, Vice-Chair
(University of Maryland, Baltimore, Baltimore, Maryland); Paul
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Frame, MD (Tri-County Family Medicine, Cohocton, and Uni-
versity of Rochester, Rochester, New York); Charles J. Homer,
MD, MPH (National Initiative for Children’s Healthcare Qual-
ity, Boston, Massachusetts)*; Mark S. Johnson, MD, MPH
(University of Medicine and Dentistry of New Jersey—New Jersey
Medical School, Newark, New Jersey); Jonathan D. Klein, MD,
MPH (University of Rochester School of Medicine, Rochester,
New York); Tracy A. Lieu, MD, MPH (Harvard Pilgrim Health
Care and Harvard Medical School, Boston, Massachusetts)*;
Cynthia D. Mulrow, MD, MSc (University of Texas Health
Science Center, San Antonio, Texas)*; C. Tracy Orleans, PhD
(The Robert Wood Johnson Foundation, Princeton, New Jer-
sey); Jeffrey F. Peipert, MD, MPH (Women and Infants’ Hos-
pital, Providence, Rhode Island)*; Nola J. Pender, PhD, RN
(University of Michigan, Ann Arbor, Michigan)*; Albert L. Siu,
MD, MSPH (Mount Sinai School of Medicine, New York, New
York); Steven M. Teutsch, MD, MPH (Merck & Co., Inc., West
Point, Pennsylvania); Carolyn Westhoff, MD, MSc (Columbia
University, New York, New York); and Steven H. Woolf, MD,
MPH (Virginia Commonwealth University, Fairfax, Virginia).

* Members of the Task Force at the time this recommen-
dation was finalized.

From the U.S. Preventive Services Task Force, Agency for Healthcare
Research and Quality, Rockville, Maryland.

Disclaimer: The USPSTF and its recommendations are independent of
the U.S. government. They do not represent the views of the Agency for
Healthcare Research and Quality, the U.S. Department of Health and
Human Services, or the U.S. Public Health Service.

Requests for Single Reprints: Reprints are available from the USPSTF
Web site (www.preventiveservices.ahrq.gov) and in print through sub-
scription (see abstract for details).
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