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Abstract

As the population ages, the prevalence of cognitive impairment
increases. According to the World Health Organization (WHO),
approximately 10 million new cases are reported annually, and over
55 million people worldwide are currently living with dementia, a
number projected to increase to 78 million by 2030. Dementia is
a growing public health concern that is often underdiagnosed in
primary care, leading to missed opportunities for early intervention,
care coordination, and patient support. Early detection of dementia is
crucial for timely intervention, effective care planning, and enhanced
patient outcomes. In our quality improvement (QI) project, we used
the Montreal Cognitive Assessment (MOCA) as a standardized
cognitive screening tool for adults aged 55 and older in a primary
care outpatient clinic to identify patients for cognitive impairment
and refer patients for further evaluation. The results indicated a
significant increase in the rate of cognitive screening, improved
provider confidence in identifying early cognitive decline, and
improved referral patterns to specialists for further evaluation. These
findings highlight the critical role that healthcare professionals play
in identifying dementia early enough, facilitating timely intervention,
and ultimately improving patient outcomes.

Keywords: Cognitive impairment, Montreal Cognitive Assessment,
Healthcare providers, Neurocognitive disorders, Early detection,
Screening tools, and Patient outcomes

Introduction

Dementia is a global health concern, with over 10 million new
cases reported annually and over 55 million people worldwide
currently living with dementia, a number projected to increase to 78
million by 2030 [1]. Diagnosing dementia early enables the prompt
administration of treatment interventions, such as cholinesterase
inhibitors and anti-amyloid agents, when they are most effective [2].
A significant gap existed in the systematic use of such tools within
primary care settings, leading to missed and delayed detection of

dementia [3]. According to Hilsabeck et al. [4], primary care
practitioners fail to detect up to 60% of dementia cases, highlighting a
critical gap in early identification within primary care settings. While
the U.S. Preventive Services Task Force [5] did not recommend
routine dementia screening in primary care due to insufficient
evidence on the balance of benefits and risks, it acknowledged that
cognitive screening tools could help identify early-stage dementia.
Early diagnosis contributed to improved management practices,
enhanced patient outcomes, and reduced burdens on caregivers and
healthcare systems [6]. The challenges of implementing such tools
at the primary care level persist, and improvement will require
continued effort.

This project was a collaborative initiative to integrate MoCA into
routine primary care through a standardized process for patient
screening and evaluation. By embedding MoCA into routine visits,
the project focused on identifying individuals at risk early and
facilitating the timely referral of MoCA-identified individuals to
specialists for further evaluation and potential treatment. The first
phase involved educating providers using the MOCA tool. The
primary intervention was to ensure that all patients aged 55 and
older were screened for dementia using the MoCA. Another critical
project intervention was implementing a structured referral protocol
to support appropriate follow-up. For patients with MoCA scores
between 18 and 25, indicating possible mild cognitive impairment
(MCI), a follow-up appointment was scheduled within four weeks
for repeat testing. This step was to control for external factors, such
as stress or sleep deprivation, that may influence initial results [7].
When the repeat score remained below 26, patients were referred to
specialists for further assessment. Scores of 17 or below, suggestive
of potential dementia, prompted direct referrals to a neurologist,
geriatrician, neuropsychologist, or geriatric psychiatrist for
comprehensive evaluation. The detailed referral protocol ensured
that patients with cognitive concerns received timely and appropriate
evaluation. By incorporating cognitive screening into routine primary
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care, this project shifts the focus from reactive, symptom-driven
care to preventive care and early intervention. As Reiss et al. [8]
emphasized, early detection and intervention improve patient
outcomes and facilitate access to appropriate care and resources.

The MoCA was a 30-point cognitive screening instrument designed
to identify early signs of cognitive impairment; scores of 26 or above
indicated normal cognition, whereas lower scores suggested decline
and warranted further evaluation. The project aimed to achieve 100%
screening of adults aged 55 and older within a defined period and
100% referral of patients with abnormal MoCA results for further
diagnostic evaluation and treatment.

Background and Significance

Dementia has significant health, social, and economic implications.
Without timely detection, dementia could progress, leading to severe
cognitive decline, functional impairments, and increased healthcare
utilization [9]. This QI project is significant to healthcare because it
establishes a clear and standardized protocol for cognitive screening
in primary care settings. While earlier stages of this disease persisted
among aging populations, the prevalence of dementia presented a
significant public health challenge that seriously requires adequate
methods of screening and early intervention. The choice of MOCA
over other tools, such as the Mini-Mental State Examination and the
Saint Louis University Mental Status Exam, was due to its greater
sensitivity and specificity in detecting MCI compared to other tools.
By proactively integrating MoCA into primary care workflows,
healthcare professionals initiated meaningful conversations about
cognitive health with patients who might otherwise have hesitated
to disclose early signs of cognitive decline. This precision-driven
approach enhanced patient care and optimized healthcare resources
by targeting interventions for those most likely to benefit from
further support or treatment. As emphasized by Harris and Kessels
[10], the implementation of early cognitive impairment assessment
tools, such as the MoCA, plays a critical role in the early detection of
cognitive decline, thereby reducing long-term burdens on individuals
and the healthcare system.

Furthermore, the project aligns with Person-Centered Care, focusing
on creating a supportive environment that encourages active patient
engagement in managing their cognitive health. Collaboration with
healthcare providers and key stakeholders at the Family Care Clinic
was crucial to implementing and sustaining the MoCA screening
tool for the early detection of dementia. Staff education sessions
covered dementia symptoms and the importance of early detection,
empowering patients to participate in decision-making about their
care [11]. By integrating MoCA into routine assessments, providers
ensured that cognitive screening became systematic and tailored to
each patient’s care plan, strengthening the collaborative relationship
between patients and providers.

Review of Literature and synthesis

A comprehensive literature search was conducted across several
databases including CINAHL, MEDLINE, PsycINFO, Scopus,
PubMed, and Web of Science. Keywords were carefully selected
to capture relevant research on dementia screening, early detection,
cognitive assessment, and intervention strategies. Search terms
included "Dementia," "Montreal Cognitive Assessment (MoCA),"
"early detection of neurodegeneration,”" "brief cognitive tests,"”
"primary care screening for dementia,” "cognitive impairment,”
and "quality outcomes in dementia care.” This search strategy
yielded 2,767 articles, and the following five articles were retrieved
and deemed most relevant for informing the QI project, meeting
the inclusion criteria. These selected articles provide a compelling
evidence base, focusing on the utility, validity, and practical
implications of cognitive screening tools, such as the MoCA, in
primary care settings to improve early detection of dementia.

Fernandes et al. [12] conducted a systematic review examining
approaches to enhance dementia diagnosis and management in
primary care settings. This review highlights the importance of
structured screening protocols and provider training, underscoring
the necessity of standardized cognitive assessments, such as the
MoCA, for accurate and timely detection. Similarly, Lei et al. [13]
conducted a comprehensive review of cognitive assessment tools
for detecting MCI and dementia, highlighting the utility of validated
instruments, such as the MoCA, in enabling early intervention. The
systematic review study by Razak et al. [14] evaluated the validity of
various screening tools for dementia and MCI in primary healthcare
settings. The review highlighted the MoCA as a particularly effective
tool for early dementia detection due to its sensitivity and reliability
in identifying cognitive impairment at earlier stages of the disease.
The level I1I study by Bennett and Thomas [15] evaluated the barriers
to timely dementia diagnosis faced by primary care physicians,
identifying critical factors that impede practical assessment. Davis
and Kearns [16] expanded on this theme with a survey of U.S.
healthcare providers evaluating dementia assessment practices. The
study uncovered significant variability in the dementia assessment
protocols employed across primary care facilities. This inconsistency
highlighted the critical need for standardized screening tools, such as
the MoCA, to promote uniformity in dementia screening practices.
These studies all underscore the effectiveness of early detection tools,
such as the MoCA, in identifying individuals at risk of cognitive
decline. This can significantly improve patient outcomes through
timely intervention. The MoCA stands out as a sensitive, valid, and
practical tool for detecting early cognitive changes that may otherwise
go unnoticed. Literature synthesis highlighted the effectiveness of
the MoCA as a reliable tool for early detection of neurodegeneration,
particularly in primary care settings. It emphasized the importance of
standardized tools and personalized care models in enhancing patient
outcomes.

Theoretical Framework for the QI Project

The nursing theory that supported the project was Imogene King’s
Goal Attainment, which closely aligned with the practice site’s
mission, vision, and values. This theory highlighted the importance
of mutual goal setting and collaboration between healthcare providers
and patients in improving health outcomes [17]. Its principles were
especially relevant for early dementia detection, as success depended
on a partnership between healthcare professionals and patients to
identify cognitive impairments promptly and implement timely
interventions. Within the theory, the interpersonal system emphasized
the nurse-patient relationship and effective communication, both of
which proved essential for educating patients about the screening
process and addressing their concerns or fears about dementia.
Furthermore, the social-system element considered broader
organizational and community structures, such as healthcare teams
and family involvement, which played a critical role in supporting
patients after the screening process.

Lewin’s change theory served as the framework for managing the
change process in this project due to its adaptability and flexibility
for addressing challenges in various settings, employing a staged
approach to change management. Lewin’s paradigm of social change
emphasized collective decision-making, group ideology, and cultural
transformation [18]. His model of change consisted of three steps:
unfreezing, changing, and refreezing. During the unfreezing stage,
the project manager engaged clinic leadership and staff to abandon
informal cognitive assessments and adopt a standardized MoCA
protocol. By demonstrating how routine MoCA screening identified
at-risk patients earlier, streamlined specialty referrals, and enhanced
care planning, the manager highlighted clear clinical and operational
benefits. In the change stage, the clinic staff implemented the MoCA
tool, with all stakeholders fulfilling their roles. To dispel concerns
that screening could increase visits, the project manager maintained
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clear and ongoing communication to support providers in completing
the tool within 10 minutes, thereby avoiding disruptions to the clinic
workflow. During the refreezing stage, ongoing evaluation and
feedback mechanisms sustained the use of MoCA and integrated it
into routine practice. The project lead held regular feedback sessions
to reinforce staff confidence, address emerging challenges, celebrate
accomplishments, and provide continued education for long-term
implementation. By applying Lewin’s model, the project lead
systematically identified and managed forces that either drove or
resisted change within the clinic setting.

A needs assessment at the practice site revealed inconsistencies in
the early detection and management of dementia, as providers used
various approaches and tools. This lack of standardization led to
gaps in identifying cognitive impairment, potentially delaying timely
interventions. Approximately 40% of the target population, adults
aged 55 and older, stood to benefit from regular dementia screening.
The implementation of the MOCA aligned with the clinic's mission to
provide high-quality, comprehensive, and personalized medical care
focused on the health and well-being of our community [19]. The
facility was dedicated to managing chronic and complex issues while
facilitating necessary specialty referrals, underscoring the critical
importance of standardized screening and diagnosis of cognitive
impairment. This integration of the MoCA into primary practice
aimed to enhance early identification and promote timely, guideline-
directed care, thereby supporting improved patient outcomes.

Materials and Methods

This QI project focused on implementing the MoCA screening
tool (Appendix 1) to detect dementia early in adults aged 55 and
older. The project aimed to introduce MoCA as a routine screening
measure in the primary care setting, enabling healthcare providers
to detect cognitive impairment in its early stages. Implementing the
MoCA screening tool in the primary care clinic lasted 12 weeks.
The MoCA tool implementation began by recruiting the clinic’s
two nurse practitioners to participate in the project. Then, informed
consent was secured from all participants to confirm their voluntary
involvement. Phase one began with comprehensive training sessions
for providers, focusing on the use of the MoCA tool, scoring
protocols, and associated procedures (Appendix 2 ). An educational
handout (Appendix 3) was distributed to support implementation.
Before recruitment and training, the project manager had secured the
Institutional Review Board approval to ensure full ethical compliance.
To ensure adherence to ethical standards, the project coordinator
maintained rigorous safeguards to protect human subjects throughout
the implementation period. All patients meeting the inclusion criteria
were eligible to participate, with no exclusions based on race, gender,
ethnicity, or medical diagnosis. The project lead ensured that patient
privacy and confidentiality were maintained throughout the project.
The team did not collect personally identifiable information such as
names, dates of birth, or protected health information beyond MoCA
scores and referral actions. Data was collected and securely stored
in compliance with HIPAA regulations and the institution’s security
policies, ensuring strict patient confidentiality and privacy.

Project Timeline

The implementation of the MoCA screening tool in the primary
care clinic took 12 weeks after IRB approval. The project began with
the recruitment and training of nurse practitioner providers during
weeks one and two. The training emphasized the importance of early
detection of dementia and proper administration of the MoCA. During
the implementation phase, from week three to week ten, providers
used MOCA to screen eligible patients in clinic assessments for
adults aged 55 and older. The project leads visited the clinic weekly
to gather data and meet with staff to assess progress in implementing
the tool and address any challenges that arose. During weeks eleven
and twelve, the project manager began data collection and analyzed
the results to evaluate the implementation outcomes.

Data Collection

Data was collected using the MoCA, a highly validated screening
tool developed by Nasreddine et al. [20] to detect MCI and dementia.
The MoCA took 10 to 15 minutes to administer and evaluate critical
cognitive domains, including executive function, visuospatial
abilities, naming, short-term memory, attention, working memory,
language, concentration, verbal abstraction, and orientation.
Following administration of the MoCA, providers documented each
patient's score, uploaded the completed assessment to the electronic
health record (EHR), and provided referral recommendations based
on the MoCA results. The project lead conducted chart reviews to
collect all results of the complete MOCA assessment. All data was
securely organized in a protected Excel spreadsheet stored in an
encrypted thumb drive. Subsequent analysis verified that referral
practices aligned with project protocols, confirming fidelity to the
intervention and supporting timely, appropriate follow-up care for
patients.

Data Analysis and Results

Before the implementation of the MoCA tool, cognitive screening
within the clinic was inconsistent and lacked structure. Fewer than
8% of eligible patients aged 55 and older received formal cognitive
assessments, resulting in missed or delayed identification of cognitive
impairment. In cases where cognitive impairment was suspected,
specialists were often inconsistent and significantly delayed due
to the absence of a standardized protocol. This workflow gap
contributed to prolonged diagnostic timelines, delayed interventions,
and increased frustration among both providers and patients. The pre-
implementation workflow lacked a standardized screening process,
resulting in missed opportunities for early detection and a critical
barrier to timely referral for further evaluation.

During the 12-week implementation period, the project manager
evaluated both effectiveness and protocol adherence by conducting
systematic chart reviews. Among the targeted population of patients
aged 55 years and older seen in the clinic during the implementation
period, 178 patients underwent screening. 112(62.9 %) scored in the
normal range (26-30); 49 patients (27.5%) scored 18-25, suggestive
of MCI; and 17 patients (9.5%) scored below 17, indicating probable
dementia. Consistent, all 49 patients with scores in the 18-25 range
were scheduled for a repeat MoCA within four to six weeks. At
follow-up, 100% of those 49 patients maintained similar scores,
and all were subsequently referred for further evaluation. Likewise,
100% of the 17 patients who initially scored below 17 were promptly
referred to specialists for further diagnostic assessment. These
outcomes reflect full adherence to the established protocol and
reinforce the MoCA tool's effectiveness in identifying patients who
require further cognitive evaluation.

Provider feedback captured a dramatic shift in comfort and
confidence with the MOCA tool following implementation.
Confidence in administering, scoring, and integrating the MOCA
into routine primary care increased markedly from 15% prior to
the rollout to 95% post-implementation (Appendix 4). Clinicians
agreed that the assessment still averaged about 10 minutes, remained
practical for most appointments, and praised its ability to identify
early cognitive impairment, facilitating prompt referrals. Moreover,
providers were able to identify cognitive issues early and initiate
appropriate referrals. Feedback from the survey included suggestions
for improvement, such as allocating a few extra minutes per visit
and incorporating the tool into the EHR template. Despite these
challenges, all clinicians endorsed continuing the MoCA and
proposed raising the screening age to 65 and above, as the data
showed that most patients with abnormal results were 65 and older.
The providers endorsed continuing to use the MoCA at the facility to
screen patients suspected of cognitive impairment.
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The project's sustainability beyond the 12-week rollout was
reinforced by comprehensive provider training, which increased
providers' confidence in using the tool. The project manager routinely
audited MoCA utilization rates and assessed usability by reviewing
weekly reports and provider feedback. The project provided
clinicians with easy, consistent access and embedded the MoCA as a
standard element of the dementia screening workflow. Because the
assessment was user-friendly, took about 10 minutes to complete,
and caused minimal disruption, providers felt confident using it to
screen for cognitive impairment. The MoCA tool was cost-free,
making it a cost-effective and sustainable solution for early dementia
detection, ensuring it remains an integral part of routine clinical care.
The provider satisfaction survey (Appendix 5) validated its ease
of use, clinical relevance, utility, and minor workflow. Clinicians
then reported more efficient handoffs, quicker decision-making,
and timely specialist referrals, demonstrating that the MoCA was
successful when integrated into the workflow and implemented in
primary care practice.

The project lead visited the facility weekly during the 12-week
implementation phase for the formative evaluation. All stakeholders
were engaged throughout the implementation process, ensuring a
successful evaluation. Chart review revealed that 178 of 183 eligible
patients aged 55 and older were successfully screened with the
MoCA tool, resulting in a 97% screening rate. This high rate reflects
strong adherence to the screening protocol and effective integration
into routine clinical practice. The review also showed that only
five eligible patients were missing throughout the project. These
missed cases occurred early in implementation and were primarily
unscheduled walk-in or same-day acute visits, during which the
screening workflow had not yet been fully mastered. To address
this gap, the project manager collaborated with the front-desk staff
to implement a reminder system, ensuring that MoCA forms were
placed in the charts of all patients aged 55 and older before their
appointments. As the weeks progressed, clinicians reported that
once they gained confidence in administering the workflow, the
time required improved to within the targeted 10 minutes. A mid-
implementation survey revealed that the nurse practitioner found the
MoCA to be "easy" to administer and score. This formative evaluation
confirmed that embedding the MoCA into clinic workflows, with
stakeholder support, was essential to maintaining momentum and
achieving high screening compliance throughout the remainder of
the project.

At the end of the project, the project manager conducted the
summative evaluation to assess the overall project. Chart reviews

showed that 97 percent of eligible patients aged 55 and older had
been screened during the 12 weeks. Provider surveys showed a steady
rise in confidence in administering and scoring the MoCA, with a
marked increase from the project's start to its completion. Weekly
audits confirmed that the ten-minute, paper-based assessment had
not disrupted clinic flow, and having the printed MoCA form readily
available in each chart proved invaluable. Overall, the intervention
met or exceeded all benchmarks for screening coverage, follow-up,
and provider buy-in. By embedding MoCA into routine workflows,
the clinic identified cognitive impairment earlier, positioned patients
for timely therapies and preventive interventions, and set a foundation
for long-term sustainability through minimal ongoing costs, regular
audits, and periodic refresher sessions.

Discussion

The QI project was to enhance early identification of cognitive
impairment in adults aged 55 and older by implementing the MoCA
tool into routine primary care visits. Prior to this initiative, mild MCI
and early dementia often went undetected in the facility, resulting in
delayed referrals and missed opportunities for timely intervention.
A preliminary needs assessment revealed that the clinic lacked a
standardized screening tool and exhibited inconsistent follow-up
practices. After securing IRB approval for quality improvement, the
project manager trained two nurse practitioners to administer the
MoCA. Over the 12 weeks, every patient aged 55 or older received
a MoCA screen, and those who scored below 26 were referred
immediately for specialist evaluation. The MoCA was chosen for
its proven sensitivity in detecting MCI, which is higher than that of
the Mini-Mental State Examination, and its approximate 10-minute
administration time, making it feasible in the primary care setting.
Chart reviews demonstrated that 93% of eligible patients received
MoCA screening. Of these, 27 percent had scores suggestive of
MCI and were referred for further assessment. Post-implementation
surveys revealed a 95% increase in provider confidence when
identifying cognitive impairment and a notable rise in perceived ease
of integrating the tool into daily workflows (Appendix 4). Informal
feedback underscored high provider satisfaction and requests
to continue MoCA screening beyond the pilot phase. Formative
and summative evaluations guided minor workflow refinements,
confirming that embedding the MoCA had a minimal impact on
clinic flow while significantly enhancing early detection.

Limitations

Although this quality improvement project demonstrated promising
outcomes, several limitations should be acknowledged. First, the
project was conducted in a single primary care clinic with a small
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provider group, which may limit the generalizability of findings to
larger, more diverse, or multi-site practice settings. Additionally, the
sample size, constrained by the 12-week project period, limited the
ability to observe trends across demographic or clinical subgroups and
to evaluate screening performance over an extended period. Another
limitation is the absence of longitudinal follow-up. The project did
not track whether patients referred for specialty evaluation ultimately
received formal diagnoses of mild cognitive impairment or dementia,
limiting the ability to assess the long-term clinical impact of the
screening intervention. Furthermore, as a QI initiative rather than a
controlled research study, there was no comparison group, limiting
the ability to attribute outcomes solely to the implementation of the
MoCA. Despite these limitations, the project offers valuable insights
into the feasibility and effectiveness of integrating standardized
cognitive screening into routine primary care, establishing a strong
foundation for future initiatives focused on broader implementation
and long-term outcome evaluation.

Future Recommendations

Future recommendations from this project should continue to
emphasize the importance of dementia screening in primary care
while ensuring that these efforts remain feasible, sustainable, and
aligned with clinic workflow realities. Although universal dementia
screening is not recommended due to potential concerns about
overdiagnosis, unnecessary patient anxiety, and increased strain
on primary care, there remains a critical need to identify cognitive
impairment early enough for patients to benefit from emerging
treatments. Striking an appropriate balance between early detection
and workflow burden is essential.

The recent availability of anti-amyloid therapies for individuals
with mild cognitive impairment and early Alzheimer's disease further
underscores the need for timely and structured screening in primary
care [21]. Many patients are not identified until later stages of decline
[22]. By the time they reach specialty clinics, they may already fall
outside the eligibility window for those anti-amyloid therapies.
Strengthening cognitive screening pathways in primary care is,
therefore, vital to ensuring equitable and timely access to these new
treatment options. Future projects should incorporate a targeted pre-
screening process using brief questionnaires, risk-stratification tools,
or structured clinical triggers to identify patients most likely to benefit
from comprehensive cognitive testing. This approach will prioritize
its use for individuals at risk or showing early signs of impairment,
thereby reducing unnecessary screening among lower-risk groups.
In addition, future initiatives should expand standardized cognitive
screening to additional primary care clinics to further validate its
feasibility and effectiveness across diverse settings. Incorporating
structured provider training, periodic competency refreshers, and
well-defined referral pathways will be essential to sustaining
workflow efficiency and ensuring accuracy over time. Additionally,
incorporating a longitudinal follow-up to monitor referral outcomes
and track long-term clinical benefits will provide valuable insights
into the sustained impact of early screening. These recommendations
support the development of a sustainable, balanced, and evidence-
based approach to cognitive screening that maximizes early detection,
facilitates timely intervention, and minimizes strain on primary care
systems.

Conclusion

The implementation of the MoCA as a standardized screening tool
within primary care demonstrated that early detection of cognitive
impairment is both feasible and impactful. Dementia screening in
primary care is an effective means of identifying individuals with
cognitive deficits who may require further evaluation, a diagnostic
workup, and timely intervention. Although universal screening is not
currently recommended, the emergence of new therapies for patients
with mild cognitive impairment underscores the growing importance

of recognizing cognitive decline at its earliest stages. The project
demonstrated that incorporating a targeted, sensitive tool, such as the
MoCA, into routine primary care enhances the ability to detect early
cognitive changes that might otherwise go unnoticed. High screening
completion rates, improved provider confidence, and streamlined
referral pathways reflect the value of a standardized approach. By
identifying patients earlier and ensuring timely follow-up, primary
care practices can support more effective diagnosis, intervention,
and long-term management. While the project was limited by scope
and duration, its outcomes highlight the significant potential of
structured screening protocols to improve early identification, care
coordination, and long-term health outcomes for patients at risk
of dementia. Sustained screening efforts, combined with ongoing
provider education and workflow refinement, have the potential to
enhance patient outcomes, support emerging treatment pathways,
and improve the quality of dementia care in primary care settings.
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Appendix. 2 MOCA Screening and Referral Protocol
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Appendix. 3 Education Handout
Handout for Early Dementia Screening Project: Implementing the Montreal Cognitive Assessment
(MoCA)
What is the Early Dementia Screening Project?

The project aims to introduce a standardized screening tool, the MoCA, in the clinic to detect early signs
of dementia. Early detection enables timely intervention and more effective management of the condition,
ultimately improving the quality of life for our patients.

Why is This Important?

Identifying cognitive
impairment early
can lead to better
patient outcomes,

as treatments and
interventions can be
started sooner.

Screening helps
detect issues that
may otherwise go
unnoticed during
routine visits.

Provides patients
and families with
the knowledge to
prepare for and
manage cognitive
decline more
effectively.

provides patients
with early referrals
to specialists for
further workups,
treatment, and
support

How Will Screening Be Implemented? The MoCA, a 10—15-minute screening tool, will be
used during routine visits

for patients aged 55 and older or when cognitive concerns arise.

Patients will be
informed about the
screening and asked

The trained provider
will administer the
MoCA during the

Results will be
documented in the
patient’s electronic

If cognitive
impairment is
detected, further

for their verbal patient’s visit. health record (EHR). | evaluation or referral
consent. to a specialist will be
recommended.
What is Expected from Staft?
Appendix. 4
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Appendix 5: Staff Satisfaction Survey
DNP Project: Implementation of the MOCA Tool for Early Detection of Dementia in Patients Aged 55 and Older

Thank you for your participation in this quality improvement initiative. Your feedback is valuable in assessing the
implementation of the MOCA screening tool in the clinic. This survey aims to gather your insights and experiences to
improve future processes and recommendations.

1. Role in the Clinic:

. Primary Care Provider (MD, NP, PA)
. Nurse

Administrative Staff

.

Other (please specify):

2. How would you rate the clarity of the initial education and training provided on the MOCA tool?
e Very clear

e Somewhat clear

e Neutral

*  Somewhat unclear

e Very unclear

3. Was the MOCA tool easy to integrate into your workflow?

e Very easy

e Somewhat easy

*  Neutral

*  Somewhat difficult

e Very difficult

4. How often were you able to administer the MOCA tool to patients aged 55 and older during routine visits?
*  Every eligible patient

*  Most eligible patients

*  Some eligible patients

e Rarely

* Notatall

5. How satisfied are you with the overall implementation of the MOCA tool in your clinical practice?
e Very satisfied

e Satisfied

*  Neutral

*  Dissatisfied

e Very dissatisfied

6. On average, how much time did it take to complete the MOCA screening during a patient visit?

e Less than 5 minutes

e 5-10 minutes

e 10-15 minutes

*  More than 15 minutes

7. Do you believe the MOCA tool should be administered in the primary care setting, or would it be more
appropriate for specialty clinics such as neurology or geriatrics?

¢ Primary care setting

e Specialty clinic (neurology or geriatrics)
*  Both settings

*  Unsure

8. Do you feel that the use of the MOCA tool enhanced your ability to identify early signs of cognitive
impairment in patients?

*  Strongly agree

e Agree

e Neutral

*  Disagree

*  Strongly disagree

ISSN: 2581-3846



Page 11 of 11

9. How did the use of the MOCA tool impact your time management during patient visits?
*  No impact

»  Slight impact, but manageable

*  Moderate impact, caused delays

*  Significant impact, difficult to manage

*  Other (please explain):

10. What challenges, if any, did you encounter while using the MOCA tool?
(Please select all that apply)

+  Difficulty fitting it into patient visits

«  Patients’ reluctance or resistance to the screening
*  Difficulty interpreting or documenting results

»  Lack of adequate support or resources

»  Technical issues with the EHR integration

*  Other (please specify):

11. What do you believe could improve the implementation of the MOCA tool in the future?
(Please select all that apply)

*  Additional training or refresher sessions
*  More time allocated for screening

*  Enhanced technical support

*  Streamlined documentation processes

*  More staff involvement

*  Other (please specify):

12. Do you think the use of the MOCA tool should continue as part of routine care for patients aged 55 and

older?

. Yes
. No
. Unsure

13. How likely are you to recommend the continued use of the MOCA tool to your colleagues?
*  Very likely

* Likely
*  Neutral
*  Unlikely

*  Very unlikely

14. Do you have any additional comments or suggestions about the MOCA tool implementation?
(Please use the space below)

Thank you for your valuable feedback!
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