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Summary

Aim. The aim of this study was to assess the knowledge, attitudes and the rules of pro-
ceeding concerning primary health care (PHC) doctors in the field of screening diagnostics 
for cognitive disorders in elderly people in Poland.

Material and methods. The study included 175 PHC doctors. A validated anonymous 
questionnaire was used. The survey was conducted using the PAPI (Paper and Pencil Inter-
views) and CAWI (Computer Assisted Web Interviews) methods.

Results. The vast majority of the respondents (n = 159; 91.4%) saw the advisability of 
screening for cognitive disorders in the age group >65 years of age, but only 53 subjects 
(30.29%) believed that these tests should be conducted by general practitioners (GPs). Ac-
cording to the surveyed doctors, the main obstacle in the diagnostics of cognitive functions 
is the lack of time – this was the opinion of 142 (81.14%) respondents. When dementia was 
suspected, the respondents usually ordered laboratory tests and referred patients to a neurolo-
gist (n = 111; 63.4%). The Mini Mental Status Examination (MMSE) and the Clock Drawing 
Test (CDT) were the most popular scales assessing cognitive functions, known by 120 doctors 
(68.57%), and 122 respondents (69.71%), respectively.

Conclusions. Polish GPs are aware of the necessity of screening for cognitive disorders in 
seniors. Currently, there are no mechanisms within the primary health care system that would 
enable proper early screening for dementia in people at high risk (i.e. >65 years of age). The 
development of standards for the early detection of cognitive disorders within the primary 
health care system in Poland seems to be an urgent need.
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Introduction

Due to the intensive development of medicine and the improvement of economic 
conditions, as well as the rapidly growing health awareness, the average life expectancy 
is increasing. The aging of population contributes to the increase in the number of 
people suffering from dementia. WHO predicts that the total number of people with 
dementia will reach 75.6 million in 2030 and will increase to 135.5 million in 2050. 
It is estimated that there are approximately 0.5 million people with dementia in Poland 
(no national epidemiological studies are available) [1-6]. According to the report by 
Alzheimer’s Disease International, the costs associated with the treatment of these 
patients, their nursing care, and loss of professional and social productivity continue 
to rise. These costs reached 817 billion US dollars in 2015 [4].

According to the report of the Supreme Audit Office in Poland in 2016, no tools 
for effectively solving the problems of people with Alzheimer’s disease (AD) and 
their families have been created in Poland as part of the universal health care system. 
The weakest point of the currently functioning solutions is the lack of a developed 
model of treatment and care for people with AD. Not only are there no screening 
tests for people in senior age, there are also no systemic solutions that enable a quick 
diagnosis of dementia and its type in order to start appropriate treatment at an early 
stage of the disease. According to the authors of the report, this situation may be im-
proved by drawing the attention of primary health care personnel to the importance 
of identifying the first symptoms of neurodegenerative diseases and facilitating at this 
level the referral of people with cognitive disorders to specialized centers [7]. Current 
knowledge about how primary health care physicians work in the field of screening of 
elderly people is insufficient and unsystematic, and there is no analysis of the causes 
of the current situation.

Therefore, the aim of this study was to assess the knowledge, attitudes and the rules 
of proceeding concerning primary health care (PHC) doctors in the field of screening 
diagnostics for cognitive disorders in elderly people in Poland, and to identify problems 
related to conducting this diagnosis in primary health care.

Material and method

The study included 175 primary care physicians in Poland. Doctors admitting 
patients in primary health care were recruited for the study. Recruitment took place 
through websites dedicated to primary care physicians and during personal visits 
to offices. A proprietary questionnaire was used, consisting of 4 open and 1 closed 
questions regarding the characteristics of the examined doctors (age, work experi-
ence, number of patients >65 years of age, place of practice) and 12 closed, single 
or multiple choice questions assessing the knowledge, attitudes and rules of conduct 
in the field of screening diagnostics for cognitive disorders in people over 65 years 
of age. In open questions, the respondents entered the appropriate answer; in closed 
questions they chose one or more answers from among a few given options. The study 
was carried out using the PAPI (Paper and Pencil Interviews) and CAWI (Computer 
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Assisted Web Interviews) methods – in the case of the latter, the respondents filled in 
a specially prepared form in Microsoft Forms placed on the website. Both versions 
of the questionnaire contained the same set of questions and the manner of answering 
was identical. The survey was anonymous.

The obtained results were statistically evaluated using the SYSTAT 13 program. 
Measurable data were expressed as mean ± standard deviation (M ± SD) and as 
a percentage value. The compliance of the distribution of variables with the normal 
distribution was checked using the Shapiro-Wilk test. Due to the inconsistency of the 
distribution of variables with the normal distribution, the Mann-Whitney U test was 
used to compare the two groups, and the Kruskal-Wallis test to compare the three 
groups. The chi-square test was used to test the differences in the percentage distribu-
tion of qualitative variables in both groups.
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The study involved 129 women and 46 men, aged 46.44 ± 14.1 years. Most of the 
surveyed doctors had specializations in family medicine (n = 96; 54.86%), 56 people 
(32%) were specialists in internal medicine, 20 respondents (18.29%) had a different 
specialization (8 pediatricians, 4 occupational medicine specialists, 4 diabetologists, 
2 otolaryngologists, 1 gynecologist, 1 endocrinologist, 1 cardiologist, 1 anesthesiolo-
gist), while 32 people (18.29%) did not have the title of specialist. The characteristics 
of the studied group of doctors and the number of admitted patients over 65 years of 
age are presented in Table 1.

The vast majority of the respondents (n = 159; 91.4%) saw the advisability of 
screening for cognitive disorders in the age group over 65 years, but only 53 people 
(30.29%) believed that these tests should be conducted by general practitioners (GPs). 
As an obstacle to this type of diagnostics, the respondents most often mentioned that 
it is time-consuming (n = 142; 81.1%); the majority declared that they could devote 
less than 10 minutes to this task. The Mini Mental Status Examination (MMSE) and 
the Clock Drawing Test (CDT) were the most popular scales assessing cognitive func-
tions, known by 120 doctors (68.57%) and 122 respondents (69.71%), respectively.

The surveyed doctors most often admitted 1-2 people per week who personally 
reported memory problems or whose caregiver suspected cognitive impairment (n = 90; 
51.7%). The respondents most often indicated the paper test (n = 128; 73.1%) as an 
objective screening method for the assessment of cognitive disorders. The test on a tab-
let provided to the center was statistically significantly more often chosen by doctors 
under 50 years of age. When dementia was suspected, the subjects usually ordered 
laboratory tests and referred patients to a neurologist (n = 111; 63.4%).

Significant differences were observed among respondents with different specializa-
tions. Doctors without specialization thought much less often that screening for cogni-
tive disorders should take place in a neurological or psychiatric clinic. Family doctors 
less frequently declared their willingness to cooperate (31.3%) than internal medicine 
specialists (62.9%) and non-specialized doctors (58.1%). There is no statistically sig-
nificant difference in laboratory tests, way how they further referred patients, or the 
time they could spend on assessing cognitive function between these groups of physi-
cians. Internal medicine specialists were less likely to know the MMSE scale (53.2%) 
vs. 70.8% – family medicine specialists vs. 87.1% – doctors without specialization 
(difference on the border of statistical significance); no significant differences were 
found regarding the knowledge of other scales or identification of difficulties in their 
application. Older respondents (over 50 years of age) believed significantly more often 
that the evaluation of cognitive functions should take place in a neurological clinic, 
generally declared a shorter amount of time that they could spend on this assessment 
and were definitely less interested in further cooperation in comparison to younger 
respondents (14.3% vs. 61.2%).

The respondents’ assessment of their own skills in the diagnosis of cognitive dis-
orders on a scale from 1 to 10 in the examined group was 5.6 ± 2.2 points. There were 
no statistically significant differences in terms of age or specialization.

Despite a critical assessment of their abilities, only 72 people (41.4%) expressed 
their willingness to participate in the program of supporting cognitive testing in their 
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patients. Family doctors and/or doctors over 50 years of age were statistically signifi-
cantly less interested in this type of program. The preferred training methods were 
workshops (n = 50; 28.6%) and videos available on the Internet (n = 49; 28%).

Detailed answers to individual survey questions and statistical analyses are pre-
sented in Table 2.

Discussion

As shown by the report of the Polish Supreme Audit Office (2016), GPs rarely 
assessed the cognitive status of elderly patients [7]. The findings of the Supreme Audit 
Office indicate that only 3% of Polish people over 60 years of age were examined for 
memory disorders by a primary care physician on his own initiative, and there were no 
records of cognitive dysfunctions in the medical history. Information on this subject 
was obtained only when it was reported by the patients themselves or their family 
members. In the controlled centers of primary health care, no patient was examined 
using the available standardized scales assessing cognitive functions. As an explanation, 
the doctors most often said that there were no appropriate regulations and standards 
for patients over 60 years of age, as well as they reported the lack of time due to the 
large number of patients. In its report, the Supreme Audit Office emphasized the need 
to collect reliable data in order to assess the scale of the phenomenon and to develop 
and implement standards for the early detection of AD and standards for its treatment 
and care [7].

According to the literature data, the patients with memory disorders go to PHC 
doctors first [8, 9]. Also in this study, the vast majority of respondents came into contact 
each week with patients reporting or suspected of cognitive impairment. Therefore, 
more and more attention is being paid to the key role of GPs in the care of elderly people 
[10, 11]. Most of our respondents saw the desirability of cognitive screening tests and 
believed that it would be possible to perform such diagnostics in primary health care. 
Most often, they indicated time-consumption as an obstacle in such procedure, and 
about ¾ of the respondents declared that they could spend no more than 10 minutes 
on diagnosing cognitive disorders.

As the subject literature shows, attention is often paid to the low effectiveness of 
GPs in the diagnosis of dementia [12], late diagnosis [12, 13], and the general reluctance 
to discuss the subject of cognitive disorders by both the primary care physician and the 
patient [14]. It is also argued that GPs often do not take into account the level of patient 
education, often misdiagnose cognitive disorders among patients with disabilities and 
the elderly, do not objectify their diagnosis with an interview with the patient’s fam-
ily or friends, and do not use standardized scales that assess cognitive functions [12].

In this study, widely known scales among PHC doctors were the Mini Mental 
Status Examination (MMSE) and the Clock Drawing Test (CDT). Although MMSE 
is most often used in the diagnosis of cognitive disorders, it has some limitations – it 
is relatively insensitive in the case of mild dementia and impractical from the point 
of view of the family doctor due to the long duration of the examination (more than 
10 min) [15-17]. In our study it was also observed that the knowledge of MMSE was 
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not common among physicians over 50 years of age (41.5%) comparing to younger 
doctors (82.7%). The only widely known test in the older group of respondents was 
CDT (64.3%). CDT, despite its short duration, is not suitable for screening of cognitive 
functions as a single diagnostic tool [18]. It should be remembered that there are other 
short diagnostic tests (e.g., General Practitioner Assessment of Cognition – GPCOG, 
Mini-Cog, or Memory Impairment Screen – MIS) with similar sensitivity and specificity 
as MMSE, but they were unknown to the physicians participating in this research [14].

The vast majority of respondents (87.5%) noticed a relationship between cogni-
tive disorders and depression. Although depression is considered a primarily affective 
disorder, more and more importance is attached to the cognitive impairments present 
in its course. This may lead to a misdiagnosis of dementia, but on the other hand, the 
occurrence of such symptoms may indicate a neuropathological process underlying 
depression. Treatment of these symptoms is important because it affects the quality of 
life of patients and may indirectly inform about the endophenotype of depression [19].

Although early diagnosis of dementia has not significantly influenced the course 
of the disease [20], it has given time to educate the patient and the caregiver, which 
has a positive effect on their quality of life [21]. Early diagnosis allows, inter alia, to 
implement cognitive stimulation, which may improve the quality of life of patients, 
especially in the early stages of the disease, and to include potentially preventive strate-
gies to limit the dynamics of the disease [22]. The patient and the patient’s family are 
often unaware of the possibility of such support and could be informed by their GP. 
In addition, negative verification of the dementia syndrome prompts the search for an 
alternative diagnosis.

A new challenge is the global spread of SARS-CoV-2 and its disproportionate 
impact on the elderly, which may result in a further increase in inequalities in access 
to health care and the social support system. This situation requires the application of 
solutions taking into account both specific problems and the possibility of adaptation to 
new conditions in this group of patients. In Poland, we have recommendations prepared 
under the auspices of the Polish Psychiatric Association, the purpose of which is to stop 
these unfavorable phenomena [23]. However, it is advisable to develop standards for 
the diagnosis of dementia, taking into account the role of primary care physicians and 
assessing the effectiveness and utility of available diagnostic tools in primary health 
care. Such research is already carried out in other countries [24].

Conclusion

Polish GPs are aware of the necessity of screening for cognitive disorders in sen-
iors. Currently, there are no mechanisms within the primary health care system that 
would enable proper early screening for dementia in people at high risk (i.e., >65 years 
of age). The development of standards for the early detection of cognitive disorders 
within the primary health care system in Poland seems to be an urgent need.
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