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Summary
Aim. 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.
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 Interviews) 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). According 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 neurologist (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 improved 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 experience, 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 distribution of qualitative variables in both groups.

75 ± 100

Number of patients >65 years admitted
during one week by one doctor

37 (21.4%) 19 (19.8%) 12 (19.4%)
43 (24.86%) 25 (26.0%) 16 (25.8%)
20 (11.6%) 16 (16.7%)

City with 50,000-200,000
inhabitants

City with <50,000 inhabitants

Village

4 (6.5%)

35 (20.2%) 17 (17.7%) 19 (30.7%)

City with 200,000-500,000
inhabitants

5 (8.1%)

38 (22.0%) 19 (19.8%)

81 ± 71

City with >500,000 inhabitants

68 ± 38

868 ± 505

19 ± 12

3 (9.7%)

5 (16.1%)

8 (25.8%)

4 (12.9%)

p3

0.611

0.078

0.008

0.010

p3

0.056

0.726

0.674

0.052

0.232

0.333

0.521

0.038

0.002

59 ± 39

704 ± 637

9±7

37 ± 8

6 (7.1%)

97 ± 145

950 ± 609

28 ± 11

61 ± 8

0.122

8 (8.2%)

12 (14.3%)

0.321 23 (23.5%) 20 (23.8%)

0.526 25 (25.5%) 12 (14.3%)

0.310 12 (12.2%) 21 (25.0%)

0.038 30 (30.6%)

I vs. II II vs. III I vs. III

p3
12 (30.6%) 0.019

81 ± 185

382 ± 528

4±5

33 ± 13

0.218

0.794

0.097

0.046

0.01

0.023

0.031

<0.0001

<0.0001

(A vs. B)

P2

Results are presented as mean ± standard deviation or percentage value. Kruskal-Wallis1, Mann-Whitney U test2 and the chi-square test3 were used.

N (%)

Place
of practice

802 ± 637

810 ± 542

16 ± 12

16 ± 13

All the examined
PHC doctors

Years of work in primary health care

Family medicine
specialists (I)

Number of patients >65 years under the care
of one doctor

Internal medicine
specialists (II)
51 ± 12

Doctors without
specialization (III)

48 ± 13

Doctors aged ≤50
years (A)

46 ± 14

Doctors aged >50
years (B)

Age (years)

P1

Table 1. Characteristics of the examined group of primary care doctors
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23 (13.2%)

>5

11 (11.5%)

20 (20.8%)

50 (52.1%)

15 (15.6%)

9 (14.5%)

10 (16.1%)

30 (48.4%)

7 (11.3%)

5 (16.1%)

6 (19.4%)

14 (42.2%)

6 (19.4%)

0.586

0.480

0.730

0.451

0.584

0.493

0.555

0.329

0.518

0.842

0.621

0.498

12 (12.2%)

25 (25.5%)

47 (48.0%)

13 (13.3%)

11 (13.1%)

8 (9.5%)

41 (48.8%)

13 (15.5%)

26 (14.9%0

75 (43.1%)

46 (26.4%)

27 (15.5%)

15 (8.6%)

22 (12.6%)

83 (47.4%)

<1

From 1 to 2

From 3 to 5

table continued on the next page

>5

No

Yes, every 2 years

Yes, every year

7 (11.3%)

12 (19.4%)

27 (43.5%)

10 (16.1%)

7 (22.6%)

9 (29.0%)

12 (38.7%)

3 (9.7%)

0.406

0.282

0.844

0.745

0.190

0.269

0.717

0.428

0.310

0.738

0.693

0.439

17 (17.3%)

27 (27.6%)

42 (42.9%)

11 (11.2%)

9 (10.7%)

16 (19.0%)

33 (39.3%)

15 (17.9%)

44 (45.8%)

10 (10.4%)

11 (11.5%)
25 (40.3%)

8 (12.9%)

4 (6.5%)

17 (54.8%)

5 (16.1%)

0 (0.0%)

0.399

0.549

0.262

0.313

0.573

0.084

0.522

0.414

0.058

47 (48.0%)

15 (15.3%)

7 (7.1%)

35 (41.7%)

7 (8.3%)

8 (9.5%)

Do you think that cognitive screening tests should be performed regularly after the age of 65?

15 (15.6%)

26 (27.1%)

40 (41.7%)

15 (15.6%)

P

0.806

0.014

0.559

0.664

(A vs. B)

0.441

0.182

0.570

0.230

0.188

0.617

0.240

How many of your patients do not report memory problems per week, but in your opinion they may have such problems?

35 (20.1%)

All the examined PHC doctors

From 3 to 5

Family medicine specialists (I)

90 (51.7%)

Internal medicine specialists (II)

From 1 to 2

Doctors without specialization (III)

How many of your patients (or patient caregivers) spontaneously report memory problems per week?

Doctors aged ≤50 years (A)

26 (14.9%)

p
(I vs. III)

Doctors aged >50 years (B)

<1

p
(II vs. III)

p
(I vs. II)

Table 2. The results of the survey
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19 (10.9%)

2 (1.1%)

STMS

Other

table continued on the next page

48 (27.4%)

38 (21.7%)

Neurologist

Psychiatrist

27 (28.1%)

53 (30.3%)

58 (33.1%)

PHC doctor

Psychologist

61 (63.5%)

95 (54.3%)

PHC nurse

22 (22.9%)

26 (27.1%)

27 (28.1%)

13 (13.5%)

1 (0.6%)

22 (12.6%)

Other

10 (10.4%)

16 (16.7%)

0 (0.0%)

10 (32.3%)

0.789

0.769

0.876

29 (29.6%)

4 (12.9%)

28 (90.3%)
0.246

0.322
0.834

0.375
0.248

0.556
10 (10.2%)

88 (89.8%)

0 (0.0%)

7 (11.3%)

7 (11.3%)

41 (66.1%)

33 (53.2%)

1 (3.2%)

4 (12.9%)

6 (19.4%)

19 (61.3%)

27 (87.1%)

0.179

0.169

0.423

0.613

0.138

0.170

0.718

0.329

0.512

0.055

0.132

0.158

0.465

0.499

0.203

2 (2.0%)

11 (11.2%)

18 (18.4%)

65 (66.3%)

81 (82.7%)

Which of the following screening tools would you be able to use?

9 (14.5%)

47 (75.8%)

Do you think that cognitive impairment may be related to depression?

18 (29.0%)

18 (29.0%)

23 (37.1%)

19 (30.6%)

5 (8.1%)

6 (19.4%)

0 (0.0%)

0 (0.0%)

7 (22.6%)

24 (77.4%)

0.082

0.342

0.094

0.501

0.691

0.043

0.466

0.142

0.628

0.768

0.272

0.394

0.033

0.464

0.674

1 (3.2%)

3 (9.7%)

11 (35.5%)

15 (48.4%)

10 (32.3%)

0.207

0.146

0.358

0.001

0.167

0.011

0.017

0.682

<0.0001

0.075

0.026

0.059

0.377

0.061

0.038

Who do you think should perform cognitive screening?
30 (48.4%)

3 (4.8%)

0 (0.0%)

3 (4.8%)

13 (21.0%)

49 (79.0%)

14 (14.3%)

18 (18.4%)

33 (33.7%)

30 (30.6%)

55 (56.1%)

14 (14.3%)

0 (0.0%)

5 (5.1%)

18 (18.4%)

80 (81.6%)

In your opinion, are there any obstacles to perform the above tests in the practice?
81 (84.4%)

0 (0.0%)

6 (6.3%)

13 (13.5%)

70 (72.9%)

68 (70.8%)

9 (9.4%)

87 (90.6%)

30 (31.3%)

No

11 (6.3%)

26 (14.9%)

MoCA

Yes, uncertainty about the
evaluation of some tests

122 (69.7%)

CDT

34 (19.4%)

120 (68.6%)

MMSE

Yes, patient reluctance

24 (13.7%)

No

142 (81.1%)

150 (87.5%)

Yes

Yes, they are timeconsuming

54 (30.9%

Yes, every six months

23 (27.4%)

29 (34.5%)

25 (29.8%)

21 (25.0%)

38 (45.2%)

8 (9.5%)

0 (0.0%)

5 (6.0%)

15 (17.9%)

58 (69.0%)

0 (0.0%)

8 (9.5%)

8 (9.5%)

54 64.3%)

35 (41.7%)

14 (16.7%)

58 (69.0%)

23 (27.4%)

0.053

0.034

0.585

0.378

0.249

0.357

0.308

0.629

0.686

0.218

0.324

0.699

0.120

0.472

0.001

0.234

0.088

0.538
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74 (77.1%)
16 (16.7%)

111 (63.4%)

67 (38.3%)

48 (27.4%)

36 (20.6%)

65 (37.1%)

43 (24.6%)

23 (13.1%)

7 (4.0%)

128 (73.1%)

30 (17.1%)

3 (1.7%)

11 (6.3%)

36 (20.6%)

Referral to a neurologist

Referral to a psychiatrist

Referral to a psychologist

<3 min

3-5 min

5-10 min

10-15 min

>15 min

Paper test

Test on the tablet

Test on the mobile phone

Test uploaded to the
doctor’s phone

Brochure sent

55 (55.2%)

16 (25.8%)

19 (30.6%)

40 (64.5%)

31 (50.0%)

34 (54.8%)

35 (56.5%)

28 (45.2%)

32 (51.6%)

9 (29.0%)

12 (38.7%)

17 (54.8%)

17 (54.8%)

10 (32.3%)

23 (74.2%)

23 (74.2%)

22 (71.0%)

0.380

0.327

0.591

0.331

0.686

0.346

0.139

0.329

0.766

0.331

0.542

0.308

0.096

0.299

0.073

0.246

0.389

0.896

0.424

0.723

0.087

0.402

0.228

0.358

27 (27.6%)

33 (33.7%)

60 (61.2%)

62 (63.3%)

48 (49.0%)

67 (68.4%)

65 (66.3%)

64 (65.3%)

What actions do you take when you suspect a patient of cognitive dysfunction?

19 (22.6%)

32 (38.1%)

47 (56.0%)

40 (47.6%)

44 (52.4%)

42 (50.0%)

34 (40.5%)

37 (44.0%)

table continued on the next page
27 (28.1%)

4 (4.2%)

1 (1.0%)

3 (3.1%)

8 (8.3%)

26 (27.1%)

36 (37.5%)

23 (24.0%)

2 (6.5%)

6 (19.4%)

5 (16.1%)

12 (38.7%)

6 (19.4%)

0.599

0.101

0.617

0.294

0.288

0.455

0.167

0.342

0.290

0.432

0.420

0.107

0.284

0.877

0.455

2 (6.5%)

2 (6.5%)

4 (12.9%)

23 (74.2%)

0.318

0.251

0.178

0.109

0.576

0.024

0.145

0.124

0.407

0.038

0.561

0.648

8 (8.2%)

2 (2.0%)

21 (21.4%)

65 (66.3%)

7 (11.3%)

4 (12.9%)

0.022

0.062

0.060

13 (13.3%)

What form of short training in cognitive screening would you prefer?

5 (8.1%)

0 (0.0%)

15 (24.2%)

35 (56.5%)

6 (6.1%)

19 (19.4%)

21 (21.4%)

34 (34.7%)

17 (17.3%)

Which form of the cognitive screening test would you prefer?

2 (3.2%)

11 (17.7%)

15 (24.2%)

18 (29.0%)

10 (16.1%)

21 (25.0%)

3 (3.6%)

1 (1.2%)

8 (9.5%)

60 (71.4%)

1 (1.2%)

4 (4.8%)

22 (26.2%)

27 (32.1%)

19 (22.6%)

How much time can you allocate for screening diagnostics of a patient with suspected cognitive dysfunction?

22 (22.9%)

36 (37.5%)

65 (67.7%)

58 (60.4%)

95 (54.3%)

58 (60.4%)

104 (59.4%)

113 (64.6%)

Fasting glucose control

53 (55.2%)

Lipid concentration control

103 (69.7%)

Serum electrolyte testing

54 (56.3%)

Cognitive screening test

105 (68.6%)

Blood count examination

0.067

0.215

0.658

0.048

0.418

0.097

0.007

0.487

0.395

0.414

0.400

0.460

0.367

0.137

0.452

0.084

0.016

0.045
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12 (6.9%)

25 (14.3%)

50 (28.6%)

72 (41.1%)

103 (58.9%)

Online training to connect
with a trainer

The trainer’s visit to the
office

Training in the form of
a workshop

Yes

No

23 (37.1%)

5 (8.1%)

7 (11.3%)

14 (24.0%)

9 (29.0%)

10 (32.3%)

2 (6.5%)

6 (19.4%)

0.208

0.169

0.142

0.271

0.209

0.003

0.182

0.224

0.924

0.007

0.533

0.239

35 (35.7%)

17 (17.3%)

9 (9.2%)

23 (23.5%)

13 (15.5%)

8 (9.5%)

3 (3.6%)

26 (31.0%)

66 (68.8%)

30 (31.3%)
17 (27.4%)

39 (62.9%)
13 (41.9%)

18 (58.1%)
0.001

0.002
0.001

0.002
0.078

0.035

37 (37.8%)

60 (61.2%)

62 (73.8%)

12 (14.3%)

Would you like to participate in the program of supporting cognitive function testing in your patients?

27 (28.1%)

12 (12.5%)

5 (5.2%)

23 (24.0%)

0.001

0.000

0.009

0.160

0.148

0.322

The results are presented as N (%). Chi-square test was used.
MMSE – Mini Mental State Examination; CDT – Clock Drawing Test; MoCA – the Montreal Cognitive Assessment; STMS – Short Test of Mental
Status

49 (28.0%)

Training in the form of
a video available on the
Internet
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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 anesthesiologist), 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 functions, 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 tablet 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 specializations. Doctors without specialization thought much less often that screening for cognitive 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 significant difference in laboratory tests, way how they further referred patients, or the
time they could spend on assessing cognitive function between these groups of physicians. 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 disorders 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 significantly 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 presented 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 family 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 cognitive 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 strategies 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 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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