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Do general practitioners miss dementia in elderly patients?

DW O'Connor, P A Pollitt, J B Hyde, C P B Brook, B B Reiss, M Roth

Abstract
General practitioners and community nurses were
asked to rate the likelihood of dementia for each
of their elderly patients. Cases of dementia were
identified by research psychiatrists using the
Cambridge mental disorders of the elderly examina-
tion (CAMDEX), a new structured diagnostic
interview. General practitioners correctly identified
dementia as at least a possibility in 121 of the
208 cases found. Nevertheless, they mistakenly
rated as demented several patients suffering from
functional psychiatric disorders, in particular
depression. Community nurses correctly identified
dementia as at least a possibility in 64 of the 74
demented patients known to them, but they in-
correctly suspected dementia in a greater proportion
of instances. Both general practitioners and families
appeared to have low expectations of what general
practice has to offer demented elderly people.

General practitioners should take the initiative in
diagnosing dementia in very elderly patients who
show signs of the condition. In some cases it may be
secondary to treatable disorders, and in others all
that may be required are understanding, support,
and advice to families.

Introduction
How accurate are general practitioners in recognis-

ing dementia in their elderly patients? In a frequently
cited study by Williamson and colleagues 200 patients
in three Scottish general practices were assessed by a
geriatrician and a psychiatrist.' Later their diagnoses
were compared with information taken from the
general practitioners' medical records and from inter-
views with them about each of their patients. The
general practitioners were said to be aware of only
seven of the 48 cases of dementia identified by the
investigating team.
The findings of Williamson et al must be interpreted

cautiously. Fifty five of the 200 patients assessed were
judged to be demented, 39 of them mildly so. This is
nearly three times the rate found in this age group in
most other prevalence studies.2 The methods used to
detect mild dementia-namely, a semistructured
interview and a brief cognitive test-were inadequate
by modern research standards3 and it seems highly
likely that the general practitioners' diagnoses were
judged against a false standard.

Parsons found a very much higher recognition rate
in a study of the mental health of 288 residents of
Swansea aged 65 and over.4 Each subject was inter-
viewed at length and the assessment included a brief
cognitive test and a discussion with a relative. Ten
cases of dementia were identified, giving a plausible
prevalence in this age group of 3 5%. General practi-
tioners were asked in a postal survey which patients
included in the study had a history of "mental or
emotional illness, including senile mental failure."
They were aware of some sort of mental disorder in six
of the 10 cases.

The difference in findings between these two studies
almost certainly reflects more on the methods used
than on the diagnostic acumen of the doctors con-
cerned. We recently conducted a study of the preval-
ence of dementia in Cambridge. As part of this study
we were able to compare general practitioners' and
community nurses' judgments with diagnoses made by
using a new dicagnostic mterview.

Subjects and methods
The names of all patients aged 75 and over on 1 April

1986 were taken from the age-sex registers of six group
practices in Cambridge city. A further one in three
names were sampled from a seventh practice to make
up the numbers required for a later part of the project.
All the practices were accredited for training.

Patients were asked through their doctors to take
part in a screening interview which inquired into
personal details, famnily contact, and health and con-
cluded with the mini-mental state examination
(MMSE).s This brief, cognitive examination com-
prises tests of orientation, attention, language, and
recall. It is acceptably reliable and valid as a screening
test for cognitive impairment56 and has been used
extensively in community studies in the United States.7

Respondents who scored 23 or less on the mini-
mental state examination out of a maximum score of
30, together with a one in three sample of those who
scored 24 or 25, were assessed in more detail by using
the Cambridge mental disorders of the elderly exami-
nation.8 This examination (CAMDEX) is a lengthy
diagnostic interview made up of a mental state exami-
nation, medical and psychiatric history, neuro-
psychological testing, and a briefphysical examination.
It includes an interview with an informant, usually a
close relative, to establish whether there has been any
change in cognition, personality, and behaviour.
Dementia was diagnosed only when operational
criteria appended to the examination protocol were
satisfied. In addition to the Cambridge mental dis-
orders of the elderly examination, relatives were asked
to complete rating scales of the elderly persons' need
for help in activities of daily living9 and of the strain
they felt in providing care.'0 A proportion of relatives
were interviewed in detail about their experiences.

General practitioners and community nurses were
asked to mark on a list of all their patients which ones
they considered to be definitely not demented, possibly
demented, or definitely demented, but only those
assessed with the Cambridge mental disorders of the
elderly examination are considered here. The medical
records of all those given the examination were
reviewed later. Notes were made of their medical and
psychiatric histories, referrals to the psychogeriatric
service, and number of consultations made in the 12
months before the interview.
Two groups of patients were excluded from the

following analysis. Those in long stay hospitals were
not included, as we thought it unreasonable to ask
doctors and nurses to assess people who were no longer
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their responsibility. Another group of patients were
diagnosed as having minimal dementia. This is a new,
unvalidated category and it would be inappropriate to
include cases in a study of the rightness or wrongness of
diagnosis.

Results
Of the 2889 elderly people listed in the age-sex

registers, 2616 were screened between 1 April 1986 and
31 March 1987, giving a contact rate of 91%. There
were 207 refusals, 52 patients could not be contacted
despite repeated visits and telephone calls, and 14 were
too ill to take part.
Of the 657 patients chosen for further investigation

on the basis of their mini-mental state examination
scores, 532 were assessed by the Cambridge mental
disorders of the elderly examination. The contact rate
in the second part of the study was therefore 81% and
the contact rate overall 74% (91% x 8 1%). Eighty two
of the patients selected refused the Cambridge mental
disorders of the elderly examination, 21 had died, nine
could not be contacted, six spoke such poor English
that assessment was impossible, and seven were over-
looked in error.
Only 12 of the 207 patients (6%) who refused the

screening interview were thought by their doctors to be
possibly or definitely demented compared with 392 of
the 2616 (15%) who agreed to take part. Similarly, only
seven of the 82 (9%) who refused the Cambridge
mental disorders of the elderly examination were
thought to be possibly or definitely demented com-
pared with 106 of the 532 (20%) who were assessed.

In all, 88 patients were excluded. Twenty two had
been resident in long stay hospital wards for 1-11
years (mean 3 years), 48 were said to be minimally
demented, and ratings were missing for 18. This
left 444 patients available for analysis. Of these,
208 satisfied the Cambridge mental disorders of the
elderly examination criteria for dementia; 96 cases
were graded as mild, 85 as moderate, and 27 as severe.
The overall prevalence of dementia in this particular
age group was 10-7% after adjusting for sampling of
those scoring 24 or 25 on the mini-mental state
examination.

General practitioners were able to rate the likelihood
of dementia in 370 of the 444 (83%) patients available
for analysis. They considered that they were unable to
make an informed judgment about the remaining 74.
These 74 patients were included in the analysis under
the general practitioners' rating of "not demented"-
that is, if dementia was found to be present the doctors
were judged to have been unaware of it. Thirty nine of
these 74 patients were diagnosed as cognitively intact,
15 as mildly demented, 16 as moderately demented,
and four as severely demented.

General practitioners correctly identified (that is,
they rated as possibly or definitely demented) 48 of the
96 patients found to be mildly demented, 52 of the 85
found to be moderately demented, and 21 of the 27
found to be severely demented (table I). Thus they
correctly identified 58% of all cases (121/208) and 65%

TABLE I-Relation between general practitioners' ratings ofdementia
and diagnoses based on Cambridge mental disorders of the elderly
examination (n=444)

Diagnosis based on General practitioners ratings
Cambridge mental
disorders of the elderly Not Possibly Definitely
examination demented demented demented Total

Not demented 185 40 11 236
Mild dementia 48 27 21 96
Moderate dementia 33 21 31 85
Severe dementia 6 3 18 27

Total 272 91 81 444

of patients with moderate or severe dementia (73/112).
When only those patients rated by the general practi-
tioners as definitely demented were considered they
correctly identified 21 (22%) patients with mild
dementia, 31 (36%) with moderate dementia, and
18 (67%) with severe dementia.

Patients whose dementia was recognised by the
general practitioners were compared with those whose
dementia was not recognised in terms of their ability to
perform simple activities of daily living, the strain
reported by the relatives caring for them, and the
number of times they had been seen by their doctor in
the previous 12 months (table II). There were too few

TABLE II-Mean scores ofpatients whose dementia was known and not
known on rating scales ofdependence in activities ofdaily living and of
carer strain and mean numbers ofconsultations in previousyear

Mild Moderate
dementia dementia

Maxi- Not Not
mum knownKnown p known Known p
score (n=48) (n=48) Value* (n=33) (n=52) Value*

Activities of daily
living 35 9-9 14-3 0-01 19 6 19-9 0 44

Informant strain 13 6-2 7-5 0-24 9-0 12-2 0-04
Consultations in past

year - 4-5 7-4 0-0003 6-4 10-2 0 01

*Mann-Whitney U test.

cases ofunrecognised severe dementia for analysis, and
this group was therefore excluded. Inability to perform
simple activities contributed to recognition only in the
mildly demented group, and the strain experienced by
relatives contributed to recognition only in the moder-
ately demented group. The one factor which contri-
buted to recognition to a significant degree in both
groups was frequency of consultation; general practi-
tioners more commonly recognised dementia in the
patients they had seen most often in the previou's year.
Community nurses were in contact with only 124 of

the patients assessed by the Cambridge mental
disorders of the elderly examination. They cor-
rectly identified (that is, they rated as possibly or
definitely demented) 19 of the 27 patients found to be
mildly demented, 31 of the 32 found to be moderately
demented, and 14 of the 15 found to be severely
demented (table III). Thus they correctly identified

TABLE IlI-Nurses' ratings of dementia compared with diagnoses
based on Cambridge mental disorders of the elderly examination (n=
124)

Diagnosis based on Nurses' ratings
Cambridge mental
disorders of the elderly Not Possibly Definitely
examination demented demented demented Total

Not demented 27 16 7 50
Mild dementia 8 9 10 27
Moderate dementia 1 10 21 32
Severe dementia 1 I 13 15

Total 37 36 51 124

86% of all cases (64/74) and 96% of patients with
moderate or severe dementia (45/47). They rated as
definitely demented 10 of the 27 patients with mild
dementia, 21 of the 32 with moderate dementia, and 13
of the 15 with severe dementia.
As the nurses were in contact with only 124 patients,

comparison of the doctors' and nurses' recognition
rates was restricted to this smaller group. Of the 27
mildly demented patients in this group, doctors rated
20 and nurses 19 as possibly or definitely demented; of
the 32 patients with moderate dementia, doctors rated
23 and nurses 31 as possibly or definitely demented;
and of the 15 patients with severe dementia, doctors
rated 12 and nurses 14 as possibly or definitely
demented.
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Of the 236 low scorers on the mini-mental state
examination who were subsequently shown to be
cognitively intact, 51 were incorrectly rated by the
doctors as possibly or definitely demented, giving a
misclassification rate of 22% in this group. Seventeen
patients were found to be suffering from functional
psychiatric disorders. Misclassified diagnoses included
nine cases of depressive illness, five of personality
disorder, and one each of anxiety disorder, paranoid
disorder, organic personality disorder, and chronic
schizophrenia. Four of the nine depressed patients had
a past history ofmood disturbance. Seven patients who
were not psychiatrically disturbed were described by
the interviewers using the Cambridge mental disorders
of the elderly examination as "odd" or "difficult"; four
were frail, deaf, or blind; and four were dysphasic or
dysarthric. The rest showed no obvious abnormality.

Misclassification rates were much lower (5%) when
only patients rated as definitely demented were con-
sidered. There were 11 such patients, two of whom
were diagnosed as having depressive illnesses and two
as having personality disorders. One had severe
Parkinson's disease and a history of acute confusional
states.
The community nurses misclassified as possibly or

definitely demented 21 of the 47 low scoring, cogni-
tively intact patients in the small group of 114 known to
both them and the doctors. By contrast, doctors
misclassified 15 of these 47 patients. The nurses'
incorrect diagnoses included seven cases of depressive
illness and one each of chronic schizophrenia, chronic
alcohol abuse without cognitive impairment, and
personality disorder. A further five patients were frail,
deaf, or blind and one was dysphasic. The rest seemed
normal. Of the seven patients whom the nurses
misclassified as definitely demented, three were
depressed, one was a chronic schizophrenic, and one
had a personality disorder.
The principal carers of 73 demented patients living

in the community were interviewed in detail. Only six
of the 24 caring for mildly demented relatives had
discussed memory failure and its attendant problems
with their general practitioners compared with 18 of
the 44 caring for moderately demented relatives and
four of the five caring for severely demented relatives.

Referral rates to the psychogeriatric services
increased with the progression ofdementia. Five of the
236 non-demented patients, three of the 96 mildly
demented patients, 15 of the 85 moderately demented
patients, and nine of the 27 severely demented patients
had been seen at some time by the psychogeriatric
service on domiciliary visits, as outpatients, or during
admissions to hospital.

Discussion
The methods used to gauge doctors' and nurses'

knowledge of their patients are contrived, and in all
probability we have underestimated rather than over-
estimated their diagnostic accuracy. Doctors were
asked to provide ratings for all their patients, whether
they were regular attenders or not. Naturally, their
ratings were more accurate for patients whom they saw
more frequently. They were asked to rate only the
likelihood of dementia. As a result they may have rated
cognitively intact patients as "possibly demented"
(that is "unlikely to be demented but the possibility
cannot be excluded") while knowing full well that
depression, personal inadequacy, or physical frailty
was a more probable cause of patients' problems. In
addition, only patients who scored less than 26 out of
30 on the mini-mental state examination were assessed
with the Cambridge mental disorders of the elderly
examination. Had we used this second examination
to assess those scoring between 27 and 30, nearly all of

whom would have been cognitively intact, the propor-
tion of patients incorrectly classified as demented
would have been very much lower.

General practitioners appear to recognise dementia
more frequently than Williamson et al suggested in
1964.1 Clinical practice has improved over the past
20 years, especially in geriatrics. Nevertheless, we
strongly suspect that Williamson et al judged the
doctors concerned against a false standard. Moreover,
we believe that their findings in relation to both
dementia and depression may need to be re-evaluated.
Williamson et al reported that general practitioners
were aware of depression in only five of the 21 cases
identified. By contrast, MacDonald found that general
practitioners in south London correctly identified 56 of
the 68 elderly patients who were high scorers on a
depression rating scale." The problem was not that
doctors failed to recognise depression but that, having
recognised it, they failed to take any action.

General practitioners' ability to recognise mild
dementia as at least a possibility in half the cases that
we identified was surprising. Few appeared to make
even occasional use of formal tests of orientation and
memory. Clearly, they were alerted in some instances
by reports from relatives of failing memory and
disturbed behaviour, but this accounted for only some
of their successes. A large proportion of the elderly
people whom we interviewed had been under the care
of the same doctor for many years. This continuity of
care puts doctors in an excellent position to note
deterioration in mental state. Were they regularly to
apply brief cognitive tests, which take only a couple of
minutes, and to question relatives about changes in
memory, intellect, and behaviour their diagnostic
accuracy would improve considerably.
Most dementias in the over 75s are of the Alzheimer

type or due to vascular disease,2 and only exceptionally
are expensive investigations warranted. The very
elderly, however, are not immune from dementia
secondary to many correctable medical or surgical
conditions (for example, chronic subdural
haematomas). The important point is that cognitive
impairment due to these causes is reversible only if
detected and treated at an early stage. Such cases can be
identified only if a brief history is taken together with
an examination of mental state and physical condition
whenever dementia is suspected. Nevertheless,
because demented patients rarely complain of failing
intellect-owing to lack ofinsight or fear of being "sent
away"-and because families commonly present for
help only when they have reached the limits of their
endurance'2 doctors will need to take the initiative.
Demented elderly people are disproportionately

heavy users of hospital services.'3 They are also at
increased risk of acute confusional states due to
infection and treatment with drugs, including anaes-
thesia.'4 We noted that very few letters of referral to
clinics or admitting officers made any reference to
dementia, even when general practitioners were aware
of it. This information is essential. Demented elderly
people, who may appear to be perfectly normal on brief
contact, have difficulty in understanding questions,
giving accurate replies, remembering instructions, and
following the sort of complex procedures entailed in
testing eyesight and hearing. Acute confusional states
commonly arise against a background of mild to
moderate dementia. If they were given some warning
hospital staff could take preventive action. Is it
possible that general practitioners avoid referring to
dementia for fear that patients may be stigmatised?

Both general practitioners and nurses seem to have
difficulty in differentiating dementia from other
psychiatric disorders. Physically frail or "odd" elderly
people who are mistakenly thought to be demented are
unlikely to come to any harm, as doctors fail to act on
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their suspicions. Depressive illnesses, however, are
potentially treatable. Early dementia is sometimes
accompanied by depression, and a few seriously
depressed elderly people are so confused and retarded
that they may give the impression of being demented.
We, however, had no difficulty in diagnosing depres-
sion in the patients seen in this study. All stood to
benefit from psychological support and a trial of
antidepressant agents. An inquiry into mood, capacity
for pleasure, feelings about the future, appetite, and
sleep is usually enough to settle the diagnosis.

Sixty per cent of the demented patients (125/208)
were cared for at home by their families. Most
demented elderly people want to stay at home for as
long as possible and most families contemplate admis-
sion to care only as a last resort. Nevertheless, only a
quarter of those caring -for mildly impaired relatives
and two fifths of those caring for moderately impaired
relatives had raised the subject of dementia with their
general practitioners. Many of the carers who laboured
under considerable difficulties adopted a fatalistic
approach, thinking that there was little that doctors (or
anybody else) could do to help.
Do general practitioners avoid discussing dementia

with families? If doctors think of dementia as leading
inevitably to a state of incoherence and incontinence
they might prefer to say nothing than risk spreading
gloom and despondency. Yet only a proportion of
sufferers reach this advanced state. We found time and
again that relatives benefited from talking about their
difficulties, and those who felt able to talk to their
doctors valued this greatly. Once again doctors will
need to take the initiative in many cases. Understand-
ing, support, and advice about accommodation and
social services may be all that are required.
Community nurses correctly recognised an impres-

sive proportion of cases of dementia, and their lack of
training in differential diagnosis doubtless explained
their tendency to suspect dementia when it was not
actually present. Williamson found that nurses given
extra training were well able to detect mental disorders
in vulnerable elderly people. 15 Community nurses
spend much of their time caring for the very old and
frail, who are at risk not just of dementia but also of

functional mental disorders, in particular depression.'6
In addition, relatives may find it easier to talk to them
about worries that are not strictly "medical." Nurses
may therefore have an important part to play in
identifying cases, in alerting doctors to patients likely
to benefit from more detailed assessment and treat-
ment, and in supporting families.
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ANY QUESTIONS
What are the indications for and side effects of treatment with goserelin for a
patient with carcinoma ofthe prostate?

The standard treatment for symptomatic advanced prostatic cancer is
androgen deprivation. This can be achieved either by surgical castration or
by medical means. Goserelin is a superanalogue of luteinising hormone
releasing hormone produced under the trade name Zoladex by ICI
Pharmaceuticals and is available as a monthly depot injection administered
subcutaheously. In a large, detailed multicentre trial undertaken by
the British Prostate Group comparing goserelin with orchidectomy
no significant difference was found between the two treatment arms.'
Similar studies have been performed with other analogues of luteinising
hormone releasing hormone confirming their efficacy in advanced
prostatic cancer.2 Goserelin should therefore be used in a similar way to
orchidectomy as palliation for men with symptomatic advanced prostatic
cancer.
The physiological effects of analogues of luteinising hormone releasing

hormone such as goserelin are similar to those of orchidectomy.
Impotence develops in 85% of men who are potent before treatment, and
70% of these men report loss of or diminution in libido. Only 40% of men,
however, admitted to the studies were po.tent at entry. The incidence of
hot flushes was roughly 60% in both groups. Tumour flare occurs in a small
proportion of patients on starting goserelin treatment owing to the initial
surge of testosterone before pituitary down regulation produces medical
castration (6% in this series). There is a theoretical risk of an exacerbation
of the disease, which may be particularly dangerous if ureteric obstruction
or incipient spinal cord compression is present. This can be prevented by
pretreatment with oestrogens' or antiandrogens such as cyproterone
acetate.4

It also has been suggested that as one fifth of men with prostatic cancer
treated with hormones do not respond agents such as goserelin could be
used to identify responders and non-responders before more invasive
treatments such as orchidectomy are used. -J C GINGELL, consultant
urologist, and D A GILLATT, research fellow, Bristol
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Is the long term use ofquinine sulphate (200400 mg at night) for night cramps
likely to be associated with any adverse effects?

Quinine can produce two types of adverse effect: allergic reactions, which
occur rarely and include rashes, fever, thrombocytopenia, and asthma;
and dose related toxic effects. The latter include tinnitus, headache,
nausea, and visual disturbances. They are usually associated with higher
doses than those used to treat nocturnal cramps. A few patients, however,
seem to be particularly susceptible to quinine toxicity and may develop
these toxic effects with prolonged use of low doses. This is rare, and the
great majority of patients given quinine for nocturnal cramps experience
no adverse effects. -LINDA BEELEY, consultant clinical pharmacologist,
Birmingham
Reynolds JEF, ed. Martindale. The extra pharmacopoeia. 28th ed. London: The Pharmaceutical

Press, 1982:404.
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