
Algorithm for Assessment of Mental Status in community-dwelling people aged > 50 years in Primary Care  
Eligible as “Sixth Vital Sign” 1 

NORMAL COGNITION 
No memory and/or 

psychological and/or 
functional complaint 

NEUROCOGNITIVE DISORDERS (Mild or Major) (DSM-5) 

“Case Finding”: any memory and/or psychological and/or functional complaint 

                    Patient Referred  
                    General Practitioner observed 

 

                  GPCog 2 
                    Patient section 

 

9/9  
(8/9 tolerated if CDT correct and subscale 

Informant Questionnaire = 6/6) 

SUBJECTIVE MEMORY IMPAIRMENT 
(25% - 56% of aged  65 ) 3 

” BENIGN”:  
NO FUNCTIONAL IMPAIRMENT 

Persons manage Complex, Instrumental 

and Basic Activities of Daily Living 4 (CADL, 

IADL, BADL) as usual, may use prompts / 
reminders  

 

5-8/9  

Administer Informant section 

     < 5/9 

 

 
Moderate – Severe 

Cognitive 
Impairment 

(CDR 2-3) 

 
 
 

 

4-6 

Very Mild 
Cognitive 

Impairment 5 
(MCI=CDR 0,5 6) 

 

     0-3 

Mild 
Cognitive 

Impairment 
(CDR 1)  
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3rd Step 

Diagnosis / 
management 

Indepth Assessment 
comorbidities, medications, 

labs (FBC, ESR, TSH, electrolytes, renal and liver function, metabolic panel, B12, folate), 
MRI/CT brain scan 

 

Memory Clinic 
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1st Step: HISTORY / RECOGNITION 

Educate General Practitioners (GPs) to “detect and identify” typical and atypical symptoms of cognitive impairment (CI) in community-dwelling people 
aged ≥ 50 years or referred by families, performing a targeted “case–finding”. GPs should learn to consider as “warning signs” of early CI not only the 
“classic text-book” complaints of memory decline and functional impairment but also atypical signs, i.e. the onset of “behavioural-affective symptoms“ 
like depression 7 or “psychomotor slowing “. If a patient raises concerns about memory/cognition, GPs should not dismiss as “old age” and proceed to the 
next step. GPs should suspect CI when: 

1) patient complains of forgetfulness 8 even if subtle and/or behavioural and psychiatric disorders and/or functional impairments; 

2) impairments are reported by an informant, especially if the patient lacks insight into his CI; 

3) the onset of behavioral or functional signs may be unmasked by change of environment such as for hospitalization or absence of the spouse or partner for 
death / hospitalization. Also be alert to unstable illness such as hypertension, diabetes, poor control of anticoagulation therapy which may result from 
patients being unreliable with medication;  

4) be alert to CI in patients who become socially withdrawn, especially those aged > 75, and routinely ask about difficulties.  

2nd Step: EXAMINATION  

When alerted by signs of CI, the GPs administer a Brief Psychometric Test 9 like GPCog 10. The uniqueness of GPCog 2 lies in its combination of both cognitive testing 
(“Patient Examination”) and informant reports (“Informant Interview”) as sources of information in one scale (2-stage administration), its design for GPs and its 
wide cross-cultural validation (www.gpcog.com.au). As all the brief psychometric tests, the GPCog allows only to detect CI not to diagnose dementia. The GPCog 
Patient Examination (score range 0-9) classifies memory complaints as follows: 

a) 9/9 (8/9 tolerated if Clock Drawing Test is correct and Informant Interview = 6/6): subjective memory impairment 4, a benign condition not interfering 
with usual patient’s performance in Advanced Activities of Daily Living (AADL) and Instrumental Activities of Daily Living (IADL). It affects more than 50 % 
of aged ≥ 65, whose 7 % may evolve to Mild Cognitive Impairment (MCI). An annual reevaluation is suggested.  

b) 5-8/9: mild cognitive impairment. Only this score range needs the administration of GPCog “Informant Interview” that differentiates cognitive performance 
as follows: 

b.1. score 4-6: very mild CI (MCI) compatible with a preclinic stage of dementia; 
b.2. score 3-0: mild but definite CI compatible with an early stage of dementia; 

c) < 5/9: moderate – severe CI: the GPCog “Informant Interview” is not needed. 

3rd Step : DIAGNOSIS  

When CI is detected, the GPs should undertake an indepth assessment: a physical examination and basic investigations looking for rare but reversible causes (e.g. 

abnormal thyroid, calcium or Vit B12 deficiency; hydrochepalus, tumour) and for specific conditions that can aggravate CI (e.g. cardiac failure, use of anti-cholinergic drugs). 

The GPs can request MRI/CT brain scan and blood tests (FBC, ESR, TSH, electrolytes, renal and liver function, glucose, B12 and, depending on circumstances, VDRL/RPR, HIV). 

Confirmation of diagnosis and further management is a shared responsibility between GPs and specialists, including memory clinics, according to regional or 
national systems of health care for dementia. 
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