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Abstract
Background  This systematic review aims to comprehensively assess the diagnostic accuracy of cognitive screening 
tools validated for older adults in Iran, providing evidence-based recommendations for clinicians and researchers.

Methods  A comprehensive search in March 2023 across Web of Science, PubMed, Scopus, ScienceDirect, SID, 
IranMedex, and IranDoc, enhanced by hand-searching references and Google Scholar, identified cross-sectional 
studies on cognitive screening in Iranian seniors. We assessed diagnostic accuracy, cognitive domains, and test 
strengths and weaknesses. A bivariate random-effects meta-analysis provided summary estimates and 95% 
confidence intervals, illustrated in forest plots.

Results  Our review, derived from an initial screening of 38 articles, focused on 17 studies involving 14 cognitive 
screening tools and participant counts from 60 to 350, mostly from specialized clinics. The MMSE was the only 
tool examined in at least three studies, prompting a meta-analysis revealing its sensitivity at 0.89 and specificity at 
0.77 for dementia detection, albeit amidst significant heterogeneity (I^2 > 80%). ACE-III demonstrated the highest 
diagnostic accuracy for MCI and dementia, while MoCA’s performance was deemed adequate for MCI and excellent 
for dementia. High bias risk in studies limits interpretation.

Conclusion  This review identifies key cognitive tools for dementia and MCI in Iranian older adults, tailored to 
educational levels for use in primary and specialized care. It emphasizes the need for further validation to enhance 
diagnostic precision across diverse settings, within a concise framework prioritizing brevity and accuracy for clinical 
applicability.
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Introduction
The process of dementia can be described as a continuum 
with a long preclinical phase without clinical symptoms, 
an early clinical phase in which mild cognitive impair-
ment (MCI) is present, and a dementia phase [1]. Cog-
nitive impairment can significantly impact the quality 
of life, functional independence, and health outcomes 
of older adults and their caregivers [2]. The global aging 
trend has resulted in a rapid increase in the prevalence of 
dementia, which is expected to affect more than 78 mil-
lion people worldwide by 2030. Thus, dementia is a major 
public health challenge, especially in developing coun-
tries where two-thirds of cases occur, yet only 10% of 
research on the disease has been conducted [3].

The early and accurate detection of cognitive impair-
ment is essential for providing effective interventions, 
such as pharmacological treatments, cognitive rehabili-
tation, and lifestyle modifications, that can delay or pre-
vent the progression of cognitive decline and improve the 
well-being of older adults and their families [4, 5]. How-
ever, the diagnosis of cognitive impairment can be chal-
lenging due to the heterogeneity of its causes, symptoms, 
and course [6, 7]. Moreover, various factors can influence 
cognitive impairment, such as age, education, culture, 
language, and comorbidities [8, 9].

Cognitive screening tools are standardized instru-
ments that assess older adults’ cognitive status in vari-
ous settings, such as primary care, geriatric clinics, or 
community-based programs [1]. These tools can also be 
used to monitor cognitive functioning changes over time 
and evaluate interventions’ effects [10]. Various assess-
ment scales have been developed to screen for cogni-
tive, behavioral, and functional changes in patients with 
cognitive decline. However, not all cognitive screening 
tools are equally valid, reliable, accurate, and useful for 
different populations and purposes [11]. It is crucial to 
consider that many of these tools were developed and 
validated primarily for populations in developed coun-
tries, potentially limiting their applicability in develop-
ing countries due to cultural and educational disparities 
[12]. Hence, selecting a cognitive screening tool should 
carefully consider factors such as accuracy, feasibility, 
and suitability for the specific population and context of 
interest.

Iran, as a developing nation, is witnessing a significant 
demographic shift towards an aging population. The lat-
est census data revealed that individuals aged 60 and 
over constituted 9.3% of the population in 2016, a figure 
projected to more than double to 21.7% by 2050 [13]. 
Research into the incidence and prevalence of cognitive 
disorders within this demographic is sparse, with existing 
studies primarily conducted at provincial or district lev-
els. These studies generally indicate a prevalence of cog-
nitive impairment among Iranian seniors ranging from 

3.7 to 13%, suggesting a notably high rate of occurrence 
[14–16].

One of the few studies to assess the national prevalence 
of dementia in Iran by Sharifi et al. found that 7.9% of 
the population over 60 years old suffer from dementia, 
with contributing factors including diabetes, depression, 
illiteracy, and advancing age. Notably, this study also 
revealed that a mere 21.2% of those with dementia had 
been formally diagnosed [17]. Furthermore, a recent sys-
tematic review identified a 2.3% prevalence of Alzheim-
er’s disease in Iranians aged 67 to 78 years, highlighting 
age, genetic factors, depression, and hypertension as key 
risk factors [18]. Analysis of 2019 Global Burden of Dis-
ease data positions Iran, Turkey, and Bahrain as having 
the highest age-standardized incidence rates (ASIRs) of 
AD and other dementias per 100,000 among 204 coun-
tries (Iran’s ASIR: 0.11). This highlights a significant pub-
lic health challenge [19].

Multiple attempts have been made to modify, validate, 
or develop cognitive screening tools for older adults in 
Iran. Currently, diverse validated screening tools with 
distinct methods, reliability, and results are used in out-
patient/inpatient clinics and research environments, 
highlighting the need for a comprehensive assessment 
of their precision. Hence, this systematic review aims to 
offer a comprehensive overview of the existing evidence 
regarding the diagnostic accuracy measures of validated 
cognitive screening tools for older Iranian adults, aiding 
clinicians and researchers in selecting the most suitable 
instrument for their requirements.

Methods
This systematic review was conducted according to the 
principles outlined in the Cochrane Handbook for Sys-
tematic Reviews of Diagnostic Test Accuracy [20] and 
the preferred report items of an in-development report-
ing guideline for systematic reviews of outcome mea-
surement instruments (PRISMA-COSMIN for Outcome 
Measurement Instruments (OMIs) [21].

Formulation of the PICO question
To guide this review, we structured our inquiry around 
the PICO framework:

 	• P (participants/ population): Iranian seniors aged 60 
and older.

 	• I (index tests/intervention): Validated Persian version 
of cognitive screening tools for the assessment/
screening of cognitive impairment.

 	• C (comparator/reference tests): The gold standard 
diagnostic tools, including the Diagnostic and 
Statistical Manual of Mental Disorders (DSM III to 
DSM-5-TR) [22] and the International Classification 
of Diseases (ICD-8 to ICD-11) for diagnosis of 
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dementia/major neurocognitive disorder and MCI/
minor neurocognitive disorder [23].

 	• (outcome): Measures of diagnostic accuracy 
(sensitivity, specificity, positive/negative predictive 
values, likelihood ratios, and diagnostic odds ratios) 
and cognitive domain assessment.

Eligibility criteria
Inclusion criteria:

 	• Cross-sectional studies examining the psychometric/
diagnostic properties of at least one instrument 
(index test) for the assessment/screening of cognitive 
impairment (target condition) in Iranian seniors 
(adults aged 60 and older).

 	• Studies that used a gold standard diagnostic tool 
such as the Diagnostic and Statistical Manual of 
Mental Disorders (DSM III to DSM-5-TR) [22] or 
the International Classification of Diseases (ICD-8 
to ICD-11) [23] criteria to confirm cognitive 
impairment were prioritized.

Exclusion criteria:

 	• Studies focusing on participants selected based on a 
specific disease or medical field, such as heart failure 
or Parkinson’s disease.

 	• Studies utilizing measures of daily living activities, 
functional status, self-administered tests, caregiver/
informant-rated tests, and telephone-based or 
computerized/web-based tests.

 	• Studies that only assess subtests of cognitive 
screening instruments, have unclear validity 
information, or provide insufficient data.

Information sources and search strategy
In March 2023, a comprehensive electronic literature 
search was conducted utilizing seven databases, includ-
ing Web of Science, PubMed, Scopus, ScienceDirect, the 
Scientific Information Database (SID), IranMedex, and 
the Iranian Research Institute for Information Science 
and Technology (IranDoc). The search was supplemented 
by hand-searching references of retrieved papers and 
searching Google Scholar.

The search entailed articles in both English and Per-
sian published up until the time of the search that con-
tained a combination of keywords and MeSH terms such 
as ((((“older adults” OR “elderly” OR “senior” OR “geriat-
ric”) AND (“Iran” OR “Iranian” OR “Farsi” OR “Persian”)) 
AND ((“cognitive screening tools” OR “neuropsychologi-
cal assessments” OR “cognitive tests”))) AND ((“cognitive 
disorders” OR “cognitive impairment” OR “dementia” OR 

“MCI” OR “neurocognitive disorders”))) AND ((“diag-
nostic accuracy” OR “sensitivity” OR “specificity” OR 
“PPV” OR “NPV” OR “psychometric properties” OR 
“validation”)). The search strategies for the databases are 
included in Appendix 1.

All searches were imported into the Mendeley refer-
ence management system, and duplicates were removed.

Selection process
The titles and abstracts of all identified articles were 
screened for eligibility by two independent review-
ers (G.T. and B.S.) who then evaluated the full-text 
articles for inclusion. In the event of disagreements, a 
third reviewer (M.S. or V.S) was consulted to facilitate 
resolution.

Data collection process and data items
Data regarding essential measures of diagnostic accuracy, 
including sensitivity, specificity, positive and negative 
predictive values (PPV/NPV), and positive and negative 
likelihood ratios (LR+/LR-), for discriminating between 
normal cognitive function, MCI, and dementia/major 
neurocognitive disorder were extracted or calculated 
where possible by two independent reviewers. In cases 
where studies reported PPVs and NPVs, we also calcu-
lated the Number Needed for Screening Utility (NNSU) 
as the reciprocal of the Summary Utility Index (SUI), 
which is derived from the sum of the Clinical Utility 
Index for ruling in (CUI + = sensitivity x PPV) and ruling 
out (CUI- = specificity x NPV) a diagnosis. This calcula-
tion aims to gauge the test’s efficiency in confirming or 
excluding a diagnosis. NNSU values span from infin-
ity (indicating no screening utility) to 0.5 (signifying 
perfect screening utility), with lower values preferred. 
NNSU is further classified qualitatively into excellent 
(0.5 ≤ NNSU ≤ 0.62), good (0.62 < NNSU ≤ 0.78), adequate 
(0.78 < NNSU ≤ 1.02), and poor (> 1.02) to provide a com-
prehensive assessment of a screening test’s clinical utility 
[24].

Additionally, the cognitive domains assessed by each 
test and their respective advantages and disadvantages 
were identified. When data were missing, unclear, or 
incompletely reported in a study, efforts were made to 
contact the authors to obtain the necessary information.

It is important to note that the positive and negative 
predictive values of a diagnostic test are influenced by the 
prevalence of the disorder within the study population. 
Therefore, in the present review, likelihood and diagnos-
tic odds ratios were also calculated.

Study risk of bias assessment
Two reviewers (G.T. and B.S.) assessed, discussed, and 
reached a consensus on the methodological quality of 
each included study using the recommended quality 
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assessment tool for Diagnostic Accuracy Studies (QUA-
DAS-2). The QUADAS-2, an updated version of the orig-
inal QUADAS tool, is specifically designed for assessing 
the risk of bias and applicability in diagnostic accuracy 
studies. It evaluates four main domains: patient selection, 
index test, reference standard, and study flow and timing. 
Risk of bias is examined across all domains, while the first 
three are also checked for applicability concerns, offering 
a structured method for the critical appraisal of studies 
to ensure systematic and reliable assessment of evidence 
quality [25].

Statistical analysis and synthesis of results
The statistical analyses were conducted using Stata statis-
tical software (version 17, Stata-Corp). For each test that 
was validated by a minimum of three studies, a bivari-
ate random-effects meta-analysis of diagnostic accuracy 
data was conducted using the “Midas” command in Stata. 
The summary estimates of sensitivity, specificity, LR+, 
LR-, and DOR with 95% confidence intervals (CIs) were 

obtained. Forest plots of the sensitivity and specificity 
estimates, and a summary receiver operating character-
istic (SROC) plot were constructed. An investigation of 
heterogeneity was performed.

Registration and protocol
A review protocol with predefined criteria was registered 
in the PROSPERO international prospective register of 
systematic reviews (https://www.crd.york.ac.uk/pros-
pero/, registration number CRD42021291784).

Results
Study selection and characteristics
The systematic search yielded 38 articles, of which 21 
were excluded based on predefined criteria. The remain-
ing 17 studies, investigating 14 different instruments, 
were included in the review. In cases where the same test 
had been validated among different population groups 
in Iran, each validation was reported separately to pro-
vide a comprehensive analysis. For one study, however, 

Fig. 1  Flow diagram showing the selection of studies for the systematic review and meta-analysis
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access to the full-text article was unavailable; there-
fore, information was extracted from the abstract alone. 
A flow diagram (Fig.  1) was generated to visualize the 
study selection process, providing a clear overview of the 
screening and inclusion/exclusion process.

Risk of bias in studies
Using QUADAS-2 to evaluate the quality of the four 
domains, it was observed that most of the studies, except 
for one (the study by Salari et al. [26], employed a case‒
control design. This design choice introduced a signifi-
cant risk of bias in the patient selection and index test 
domains. Additionally, a considerable number of stud-
ies gathered samples from specialized clinics or nursing 
centers, potentially limiting the generalizability of their 
findings to the broader patient population. Two studies 
lacked a reference standard (the studies by Salari et al. 
[26] and Khodamoradi et al. [27]), and another had an 
unclear standard (the study by Aliloo et al. [28]), causing 
high and unclear bias risks for reference test interpreta-
tion. None of the studies reported the time interval or 
any interventions between the index test and the refer-
ence standard, making this aspect ambiguous. Most 
of the studies had a low concern of applicability to the 
review question in terms of patient characteristics, index 
test conduct and interpretation, or reference standard. 
Three studies (Salari et al. [26]Khodamoradi et al. [27], 
and Aliloo et al. [28]) had unclear concern of applicabil-
ity to the review question regarding the patient selection 
and target condition due to insufficient reporting of ref-
erence standard details. The risk of bias and applicability 
concerns for the seventeen included studies are summa-
rized in Fig. 2.

Results of syntheses
The included studies varied in size, with participant 
numbers ranging from 60 to 350 individuals. Most of 
the studies included patients with cognitive disorders 
recruited from specialized clinics and healthy controls 
recruited from their companions and relatives. Two 
studies sourced their patients from nursing and daycare 
centers, and one study partly enrolled their sample from 
patients admitted to the neurology ward. Further charac-
teristics of the included studies and diagnostic test accu-
racy results for cognitive tests are summarized in Table 1.

NNSU for identifying mci and dementia
Only Rashedi et al. [29]reported PPVs and NPVs for 
the MoCA and MMSE scales, allowing for the calcula-
tion of NNSU. MoCA demonstrated an adequate NNSU 
for detecting MCI (0.81) and excellent performance 
for dementia (0.56). Conversely, MMSE displayed poor 
NNSU for both MCI (1.03) and dementia (1.13).

Table  2 summarizes the characteristics of each scale, 
including the cognitive domains covered, advantages, 
and disadvantages.

Pooled estimation of diagnostic accuracy of the MMSE test
To provide context for our focused analysis, it is impor-
tant to note that among the cognitive screening tools 
identified, only the MMSE was validated in three or more 
studies that met our criteria for inclusion in a meta-
analysis. The bivariate effect model was utilized to derive 
pooled values for the MMSE with cutoffs of 21–22, 
specifically for dementia detection. These values were 
obtained from the psychometric evaluation conducted 
in four studies. The pooled sensitivity was 0.89 (95% CI 
0.78–0.95), while the pooled specificity was 0.77 (95% CI 
0.51–0.91). Additionally, the diagnostic odds ratio (DOR) 
was calculated as 27 (95% CI 5-166), the positive likeli-
hood ratio (LR+) was 3.8 (95% CI 1.5–9.6), and the nega-
tive likelihood ratio (LR-) was 0.14 (95% CI 0.05–0.36). 
To visually represent the data from each study, forest 
plots and a summary receiver operating characteristic 
(SROC) plot were generated (Fig. 3). Substantial hetero-
geneity was observed in the pooled sensitivity (I2 = 82.06, 
95% CI 65.3-99.09) and specificity (I2 = 97.36, 95% CI 
95.89–98.82) (Fig. 3). The AUC, as an overall measure for 
test performance, was 0.92 (95% CI: 0.89–0.94), indicat-
ing the high diagnostic accuracy of this test.

Discussion
This systematic review was conducted to identify the 
cognitive tests that have been validated in older Ira-
nian adults and to evaluate the evidence for their accu-
racy. The initial section of the discussion provides a brief 
description of the diagnostic accuracy measures of the 
investigated instruments, categorizing them based on 
their administration time. Subsequently, the discussion 
delves into the applicability of these instruments in iden-
tifying dementia and MCI in different clinical settings.

Instruments with shorter assessment time (< 10 min)
Clock drawing test (CDT)
The CDT has recently gained popularity as a straightfor-
ward, efficient, and acceptable tool for screening cogni-
tive disorders. It assesses a range of cognitive domains 
that may be impaired early in neurocognitive disorders, 
such as executive functioning and visuo-constructive 
skills [30]. It is especially useful in patients with marked 
verbal impairment or aphasia because it does not depend 
much on verbal abilities. It is also minimally influenced 
by language and cultural background [31]. However, 
the CDT does not assess episodic memory; therefore, 
it is often combined with other tests [32]. Additionally, 
research findings have indicated that individuals with no 
literacy skills demonstrate notably poorer performance 
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Fig. 2  Risk of bias and applicability concerns graph: review authors’ judgments about each domain presented as percentages across included studies
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on this assessment compared to those who are liter-
ate [33]. Among Persian-speaking Iranian elderly indi-
viduals, the CDT utilizing Shulman’s six-point scoring 
method demonstrated a sensitivity of 90% and specificity 
of 73% when employing a cutoff point of ≤ 3 for detect-
ing dementia. The PPV was 69%, while the NPV was 91% 
[34].. The calculated LR + was 3.33, the LR- was 0.13, and 
the DOR was 25.61.

Mini-cog
The Mini-Cog has emerged as a valuable brief screen-
ing tool for detecting cognitive impairments in primary 
care settings. This assessment integrates a 3-item recall 
component with an evaluation of a clock drawing task, 
encompassing a wide array of cognitive functions such 
as memory, attention, and executive function. The recall 
test is scored on a scale of 0 to 3, while the clock drawing 
task is assigned a score of either 0 or 2. These individual 
scores are then aggregated to generate a total score that 
ranges from 0 to 5 [35]. Various studies have reported 
differing sensitivity levels (76–99%) and specificity (89–
93%) for the Mini-Cog in detecting dementia. However, 
its accuracy in detecting cases of MCI is not as reliable 
[36].. Furthermore, it should be noted that the Mini-Cog 
may have limited utility in individuals with low levels of 
education or illiteracy. A recent study conducted in Iran, 
focusing on older adults admitted to hospitals, discovered 
that a significant proportion of Persian-speaking seniors 
with limited education and normal cognitive functioning 
faced difficulties in completing the clock drawing task of 
the Mini-Cog test [37].

The optimal cutoff point for the Persian version of the 
Mini-Cog for detecting dementia was determined to be 
2, with a sensitivity of 88% and a relatively modest speci-
ficity of 62.8% [38]. The LR + was calculated as 2.31, the 
negative LR- was 0.19, and the DOR was 12.15.

The short portable mental status questionnaire (SPMSQ)
The SPMSQ evaluates orientation, remote memory, men-
tal control, and attention. However, it does not include 
a specific assessment of short-term memory, nor does it 
encompass items related to right hemisphere, occipital, 
or frontal lobe impairments. The score ranges from 0 to 
10 based on the number of incorrect answers [39]. The 
Persian version validated a cutoff point of 4 for illiter-
ate elderly patients (sensitivity 86.4%, specificity 88.2%, 
LR + 7.32, LR- 0.15, DOR 48.8) and 3 for literate patients 
(sensitivity 83%, specificity 93.7%, LR + 13.17, and LR- 
0.18, DOR 73.16), showing acceptable accuracy for 
detecting cognitive impairment in both the illiterate and 
literate groups. However, the SPMSQ is more accurate in 
identifying moderate and severe dementia than MCI [40].
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A quick test of cognitive speed (AQT)
The AQT is a cognitive assessment tool designed to 
evaluate visual-verbal processing speed. Originally devel-
oped for primary care settings, it measures the speed of 
perception and overall cognitive processing. It can be 
applied to various languages and cultures and individu-
als with low education levels [41]. The AQT has dem-
onstrated high sensitivity (87–98%) but low specificity 
(11–59%) for detecting dementia (DOR 1.88-39) and 
MCI (DOR 2.35–31.6) in Iranian seniors [42].

The quick mild cognitive impairment (Qmci) screen
The Qmci screen is a reliable and brief tool specifically 
designed to distinguish between individuals with MCI 
and normal controls. It assesses cognitive functioning 
across six subtests, covering orientation, working mem-
ory, semantic memory, visuospatial ability, and episodic 
memory [43]. The Persian version of the Qmci demon-
strates fair accuracy in identifying MCI and mild demen-
tia, with an area under the curve (AUC) of 0.87. At an 
optimal cutoff score of < 53/100, it exhibits a sensitivity 
of 79%, specificity of 80%, LR + of 3.95, LR- of 0.26, and 
DOR of 15.19). This test accurately identifies moderate to 
severe dementia, with a sensitivity of 88%, specificity of 
90%, LR + of 8.8, LR- of 0.13, and DOR of 67.69 at an opti-
mal cutoff of < 38/100 [44].

Rowland universal dementia assessment (RUDAS)
The RUDAS is a cognitive assessment tool suitable for 
multicultural settings and individuals with limited liter-
acy. It evaluates body part recognition, visuospatial func-
tion, reasoning, and memory [45].In the Persian version 
of the RUDAS, a cutoff score of 20 demonstrates a sen-
sitivity of 86%, specificity of 79%, LR + of 8.9, LR- of 0.02, 
and DOR of 24.05 for detecting dementia [26].

Picture-based memory impairment screen (PMIS)
The PMIS is a concise screening tool that involves four 
pictures from distinct categories to evaluate delayed free 
and cued recall. Each picture freely recalled by the indi-
vidual receives two points, while pictures recalled with 
cues are awarded one point, resulting in a score range of 
0 to 8. Notably, the PMIS does not necessitate the abil-
ity to write, exhibits minimal susceptibility to educational 
and literacy levels, and can be easily administered by 
trained non-specialists. However, it does not encompass 
an assessment of executive function and demonstrates 
limited sensitivity in detecting early-stage dementia and 
MCI [46]. The PMIS has undergone validation in older 
Iranian adults, exhibiting a sensitivity of 60%, specific-
ity of 91%, PPV of 63%, and NPV of 90% for detecting 
dementia. These metrics were established using a cutoff 
score of 5 [47]. An LR + of 6.66 and an LR- of 0.43 were 
calculated for this study.

Abbreviated mental test score (AMTS)
The AMTS was originally developed and validated in 
1972 as a preliminary screening tool designed to iden-
tify cognitive impairment in elderly patients. This con-
cise assessment consists of ten items that evaluate intact 
short- and long-term memory, attention, and orientation 
abilities [48]. Notably, the AMTS is freely accessible and 
can be administered quickly and easily, making it suitable 
for individuals with limited literacy skills. Furthermore, it 
does not necessitate the use of writing utensils or paper, 
rendering it appropriate for individuals with visual or 
physical impairments [48, 49]. However, one of its limi-
tations lies in the requirement for two individuals to be 
present at the bedside during the assessment for the rec-
ognition question. Depending on the chosen cutoff score, 
the sensitivity and specificity of the AMTS in detecting 
cognitive impairment have been reported to range from 
81 to 96% and 75–86%, respectively [50, 51]. Neverthe-
less, evidence indicates that the AMTS exhibits a ceiling 
effect and is less sensitive to milder cognitive deficits [52]. 
The validation study of the Persian version of the AMTS 
among older Iranians revealed a total Cronbach’s α coef-
ficient of 0.90. A score of 6 or lower indicates dementia 
with a sensitivity of 99% and specificity of 85%. The cor-
responding LR + was 6.60, and the LR- was 0.011, indicat-
ing relatively strong diagnostic evidence. In this Persian 
adaptation, AMTS scores exhibited positive correlations 
with educational level and male sex, while displaying a 
negative correlation with age [53].

Instruments with moderate assessment time (10–15 min)
Mini–mental state examination (MMSE)
The MMSE is the most frequently used screening tool 
for providing an overall measure of cognitive impairment 
in community, research, and clinical practice. This scale 
assesses several cognitive domains, with scores ranging 
from 0 to 30, with higher scores indicating better cogni-
tive function [54]. The MMSE has shown low sensitivity 
for MCI, does not perform well in assessing executive 
functions and has limiting floor and ceiling effects [55]. 
Four studies have investigated the psychometric fea-
tures of the Persian version of the MMSE in Iranian older 
adults [27, 29, 56, 57]. The pooled sensitivity, specificity, 
DOR, LR+, and LR- for the optimal cutoff scores of 21 to 
22 for diagnosing dementia were 0.97, 0.87, 242, 7.69, and 
0.03, respectively, indicating a high accuracy; however, 
the accuracy of the MMSE for detecting MCI in Iranian 
seniors was low, with an LR + of 2.24 and an LR- of 0.4. 
Age and education levels had significant correlations 
with MMSE scores in most of the studies reviewed.

Modified mini-mental state examination (3MS)
The 3MS is an enhanced version of the MMSE that adds 
four tasks on long-term memory, abstract thinking, 



Page 10 of 16Kamalzadeh et al. BMC Geriatrics          (2024) 24:428 

Co
gn

iti
ve

 
sc

re
en

in
g 

te
st

A
dm

in
-

is
tr

at
io

n 
tim

e(
m

in
ut

es
)

Co
gn

iti
ve

 d
om

ai
ns

A
dv

an
ta

ge
s

D
is

ad
va

nt
ag

es
O

ri
en

ta
tio

n
A

tt
en

tio
n/

Co
nc

en
tr

at
io

n
M

em
or

y
Ex

ec
ut

iv
e 

fu
nc

tio
ns

Vi
su

o-
sp

at
ia

l 
ab

ili
tie

s

La
ng

ua
ge

CD
T

≤
 5

✓
✓

✓
Q

ui
ck

, s
im

pl
e,

 n
on

ve
rb

al
, 

La
ng

ua
ge

 a
nd

 c
ul

tu
ra

lly
 

un
bi

as
ed

, n
ot

 d
ep

en
de

nt
 

on
 v

er
ba

l a
bi

lit
ie

s

La
ck

s e
pi

so
di

c 
m

em
or

y 
te

st
in

g.
 R

el
ia

nc
e 

on
 

vi
su

os
pa

tia
l a

nd
 m

ot
or

 a
bi

lit
ie

s. 
Aff

ec
te

d 
by

 
th

e 
le

ve
l o

f e
du

ca
tio

n.
 L

im
ite

d 
ac

cu
ra

cy
 in

 
de

te
ct

in
g 

M
CI

.
M

in
i-C

og
≤

 5
✓

✓
✓

✓
✓

Q
ui

ck
, s

im
pl

e,
 L

an
gu

ag
e 

an
d 

cu
ltu

ra
lly

 u
nb

ia
se

d
Re

lia
nc

e 
on

 v
isu

os
pa

tia
l a

nd
 m

ot
or

 a
bi

lit
ie

s. 
Aff

ec
te

d 
by

 th
e 

le
ve

l o
f e

du
ca

tio
n.

 L
im

ite
d 

ac
cu

ra
cy

 in
 d

et
ec

tin
g 

M
CI

SP
M

SQ
≤

 5
✓

✓
✓

Q
ui

ck
, s

im
pl

e,
 le

ss
 a

ffe
ct

ed
 

by
 th

e 
le

ve
l o

f e
du

ca
tio

n
La

ck
s e

pi
so

di
c 

m
em

or
y 

te
st

in
g.

 E
va

lu
at

es
 

a 
lim

ite
d 

nu
m

be
r o

f c
og

ni
tiv

e 
do

m
ai

ns
. 

Li
m

ite
d 

ac
cu

ra
cy

 in
 d

et
ec

tin
g 

M
CI

.
Q

m
ci

≤
 5

✓
✓

✓
✓

✓
Q

ui
ck

, s
im

pl
e,

 b
ro

ad
 c

og
ni

-
tiv

e 
do

m
ai

ns
 c

ov
er

ed
, h

ig
h 

ac
cu

ra
cy

 fo
r d

et
ec

tin
g 

M
CI

 
an

d 
de

m
en

tia

Aff
ec

te
d 

by
 th

e 
le

ve
l o

f e
du

ca
tio

n

RU
D

AS
5–

10
✓

✓
✓

✓
✓

✓
Si

m
pl

e,
 le

ss
 a

ffe
ct

ed
 b

y 
cu

l-
tu

re
, l

an
gu

ag
e,

 a
nd

 le
ve

l o
f 

ed
uc

at
io

n,
 C

om
pr

eh
en

siv
e 

co
gn

iti
ve

 d
om

ai
ns

 c
ov

er
ed

Li
m

ite
d 

ac
cu

ra
cy

 in
 d

et
ec

tin
g 

M
CI

AQ
T

5–
10

✓
✓

Si
m

pl
e,

 le
ss

 a
ffe

ct
ed

 b
y 

cu
ltu

re
 a

nd
 la

ng
ua

ge
Li

m
ite

d 
nu

m
be

r o
f c

og
ni

tiv
e 

do
m

ai
ns

 
co

ve
re

d.
 A

ffe
ct

ed
 b

y 
th

e 
le

ve
l o

f e
du

ca
tio

n 
(u

nd
er

 g
ra

de
 8

). 
Re

lia
nc

e 
on

 m
ot

or
 sk

ill
s. 

Li
m

ite
d 

ac
cu

ra
cy

 in
 d

et
ec

tin
g 

M
CI

PM
IS

5–
10

✓
✓

Si
m

pl
e,

 le
ss

 a
ffe

ct
ed

 b
y 

th
e 

le
ve

l o
f e

du
ca

tio
n

Li
m

ite
d 

nu
m

be
r o

f c
og

ni
tiv

e 
do

m
ai

ns
 c

ov
-

er
ed

. L
im

ite
d 

ac
cu

ra
cy

 in
 d

et
ec

tin
g 

M
CI

.
AM

TS
5–

10
✓

✓
✓

Si
m

pl
e,

 n
ot

 a
ffe

ct
ed

 b
y 

m
ot

or
 sk

ill
s

Li
m

ite
d 

nu
m

be
r o

f c
og

ni
tiv

e 
do

m
ai

ns
 

co
ve

re
d.

 a
ffe

ct
ed

 b
y 

th
e 

le
ve

l o
f e

du
ca

tio
n,

 
la

ng
ua

ge
, a

nd
 c

ul
tu

re
. L

im
ite

d 
ac

cu
ra

cy
 in

 
de

te
ct

in
g 

M
CI

.
M

M
SE

10
–1

5
✓

✓
✓

✓
✓

Si
m

pl
e,

 b
ro

ad
 ra

ng
e 

of
 c

og
-

ni
tiv

e 
do

m
ai

ns
 c

ov
er

ed
Aff

ec
te

d 
by

 th
e 

le
ve

l o
f e

du
ca

tio
n.

 re
lia

nc
e 

on
 m

ot
or

 sk
ill

s. 
Li

m
ite

d 
as

se
ss

m
en

t o
f 

ex
ec

ut
iv

e 
fu

nc
tio

n.
 L

im
ite

d 
ac

cu
ra

cy
 in

 
de

te
ct

in
g 

M
CI

.
3M

S
10

–1
5

✓
✓

✓
✓

✓
✓

Si
m

pl
e,

 c
om

pr
eh

en
siv

e 
co

g-
ni

tiv
e 

do
m

ai
ns

 c
ov

er
ed

Aff
ec

te
d 

by
 th

e 
le

ve
l o

f e
du

ca
tio

n.
 re

lia
nc

e 
on

 m
ot

or
 sk

ill
s. 

Li
m

ite
d 

ac
cu

ra
cy

 in
 d

et
ec

t-
in

g 
M

CI
.

M
oC

A
15

–2
0

✓
✓

✓
✓

✓
✓

Co
m

pr
eh

en
siv

e 
co

gn
iti

ve
 

do
m

ai
ns

 c
ov

er
ed

Aff
ec

te
d 

by
 th

e 
le

ve
l o

f e
du

ca
tio

n,
 c

ul
tu

re
, 

an
d 

la
ng

ua
ge

. R
el

ia
nc

e 
on

 m
ot

or
 sk

ill
s. 

M
od

er
at

e 
ac

cu
ra

cy
 in

 d
et

ec
tin

g 
M

CI
.

AC
E-

III
15

–2
0

✓
✓

✓
✓

✓
✓

Co
m

pr
eh

en
siv

e 
co

gn
iti

ve
 

do
m

ai
ns

 c
ov

er
ed

Aff
ec

te
d 

by
 th

e 
le

ve
l o

f e
du

ca
tio

n,
 c

ul
tu

re
, 

an
d 

la
ng

ua
ge

. R
el

ia
nc

e 
on

 m
ot

or
 sk

ill
s

Ta
bl

e 
2 

Sc
al

e 
ch

ar
ac

te
ris

tic
s, 

co
gn

iti
ve

 d
om

ai
ns

 c
ov

er
ed

, a
dv

an
ta

ge
s, 

an
d 

di
sa

dv
an

ta
ge

s



Page 11 of 16Kamalzadeh et al. BMC Geriatrics          (2024) 24:428 

category fluency, and delayed recall. It has a broader score 
range of 0–100 and maintains the brevity, ease of admin-
istration, and objective scoring of the MMSE. However, 
it is also affected by culture, language, age, physical dis-
ability, and education levels [58]. The Persian version of 
the 3MS had an optimal cutoff score of 78 for detecting 
dementia with 98% sensitivity and 81% specificity [59]. 
The LRs were 8.9 for positive test results (LR+) and 0.02 
for negative test results (LR-), suggesting a higher accu-
racy for diagnosing dementia than the MMSE.

Instruments with longer assessment time (> 15 Min)
Montreal cognitive assessment (MoCA)
The MoCA is a 30-point cognitive screening tool 
designed to address the shortcomings of the MMSE in 
detecting MCI and mild dementia. It evaluates diverse 
cognitive domains, including attention, executive func-
tion/visuospatial ability, conceptual thinking, free recall, 
language, and orientation [60]. Healthcare professionals 
specializing in cognitive assessment are recommended to 
interpret the results of the MoCA due to its complexity 
and sensitivity to cognitive impairments [61]. Rashedi et 
al. established a cutoff score of 22 for the Persian version 
of the MoCA for identifying MCI, which demonstrated 
a sensitivity of 86.4%, specificity of 70%, PPV of 81%, 
NPV of 77.8%, LR + of 2.88, and LR- of 0.19, indicating 
the MoCA’s satisfactory diagnostic accuracy for detecting 
MCI. Additionally, the study introduced a cutoff score of 
20 for identifying dementia, which exhibited a remark-
able sensitivity of 99%, specificity of 94.9%, PPV of 96.6%, 
NPV of 94.9%, LR + of 9.98, and LR- of 0.05, showing con-
vincing diagnostic accuracy [29].

Addenbrooke’s cognitive examination (ACE)-III
The ACE—III is an extended cognitive screening scale 
developed to overcome the shortcomings of the MMSE 
with additional items that assess executive functioning, 
memory, and language in greater depth. It has demon-
strated the ability to differentiate individuals with MCI, 
allows for tracking the progression of cognitive deficits, 
and shows some utility in distinguishing Alzheimer’s 
disease from frontotemporal dementia [62]. Neverthe-
less, ACE-III scores are influenced by age, level of edu-
cation, and intelligence [63]. The total score of ACE-III 
is based on a maximum of 100, with higher scores indi-
cating better cognitive functioning [62]. The Persian ver-
sion of ACE-III had a high accuracy for diagnosing MCI 
at a cutoff score of 84 (sensitivity: 93%, specificity: 91%, 
LR + 10.33, LR- 0.07) and dementia at a cutoff score of 78 
(sensitivity: 100%, specificity: 96%, LR + 10.42, LR- 0.2) 
[64]. Additionally, another study reported a cutoff score 
of 75 for detecting dementia (sensitivity 99%, specificity 
95%, LR + 19.8, and LR- 0.01), providing convincing diag-
nostic accuracy [28].Co
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Persian test of elderly for assessment of cognition and 
executive function (PEACE)
The PEACE is a culturally adapted cognitive screening 
test proposed to assess the cognitive efficiency of both 
illiterate and literate older Iranian adults. It consists of 14 
items, each of which represents a specific cognitive func-
tion, with a maximum score of 91. The 14 items are ori-
entation, praxis, attention and concentration, calculation, 
memory, similarity, abstract thinking, general informa-
tion, language, judgment, gnosis, planning (sequencing), 
problem-solving, and animal naming. A cutoff score of 
67.5 was chosen for the optimal diagnosis of dementia by 
PEACE (sensitivity: 75.8%, specificity: 97.4%, LR + 29.1, 
LR- 0.24). However, adequate diagnostic accuracy to 
detect MCI was not shown by the test [65].

Rey auditory verbal learning test (RAVLT)
The RAVLT is a five-trial verbal learning and memory 
test with a delayed recognition component. It assesses the 
ability to encode, consolidate, store, and retrieve verbal 
information. While the test is sensitive to verbal learning 
and recall, it is influenced by age, education, and intel-
ligence. Additionally, given its focus solely on attention/
concentration and memory, this test is typically consid-
ered a second-tier, domain-specific cognitive assessment, 
frequently incorporated into comprehensive neuropsy-
chological test batteries [66]. The RAVLT was validated 
in Iranian older adults, showing convergent validity with 
the logical subtest of the Wechsler Memory Scale. It had 
89% sensitivity and 81% specificity for detecting dementia 
[67]. The calculated LR + was 4.68, indicating its utility in 
identifying dementia, while the LR- was 1.08, suggesting 
a moderate effect on ruling out the presence of dementia.

Detection of cognitive impairment in primary care and 
community settings
In primary care and community settings (for example, 
community-based epidemiological studies), a concise 
tool must be used to assess cognitive function in older 
adults and identify those who may require further evalu-
ation. The critical requirements for such tools are ease of 
use, minimal training requirements, and quick adminis-
tration [61]. In light of the study’s findings, we propose 
dividing the elderly population into two groups based on 
their educational level and recommend suitable cognitive 
screening tools for each group.

Older adults with more than six years of education
For older adults with education beyond the elementary 
level, we recommend the utilization of the Qmci and 
RUDAS as primary care screening tools. These instru-
ments effectively assess a broad range of cognitive 
domains, demonstrate acceptable diagnostic accuracy 
(with DORs of 67.69 and 24.05, respectively), and can be 
administered within a brief duration of ten minutes or 
less. Notably, several systematic reviews have provided 
robust evidence supporting the diagnostic performance 
of Qmci and RUDAS in detecting cognitive impairment 
within primary care settings [68, 69].

Illiterate and low-educated older adults
For older adults with limited or no literacy, we recom-
mend using the AMTS, SPMSQ, and PMIS in descend-
ing order of diagnostic accuracy. All three tests can be 
administered swiftly, within ten minutes or less. Among 
these scales, the AMTS demonstrates remarkable profi-
ciency in identifying cases of dementia (with a DOR of 
660). However, the SPMSQ does not encompass assess-
ment of episodic short-term memory, which is typically 
the initial cognitive domain affected in amnestic mild 

Fig. 3  MMSE sensitivity, specificity, and summary receiver operating characteristic for cognitive disorder identification in four studies
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cognitive impairment and Alzheimer’s disease. It has 
been evaluated among illiterate Iranian older adults and 
has shown acceptable diagnostic accuracy (with DORs 
of 48.8 and 73.16 for illiterate and literate individuals, 
respectively) [40]. The PMIS evaluates a narrower range 
of cognitive domains and has demonstrated slightly 
lower diagnostic accuracy (with a DOR of 15.48) than the 
abovementioned tests.

Within the context of primary care, it is imperative to 
recognize that the MMSE stands out as the most exten-
sively researched scale for dementia detection in the 
elderly population of Iran. The results of this meta-anal-
ysis indicate that the MMSE shows high diagnostic accu-
racy for dementia. However, it should be noted that there 
was significant heterogeneity among the included stud-
ies, which complicates the interpretation of the analysis 
results and the formulation of recommendations based 
on the pooled estimates. Additionally, there are essen-
tial factors to consider that may discourage the use of 
the MMSE in primary care settings. The MMSE and its 
modified version, the 3MS, are relatively lengthy assess-
ments, which may limit their practicality in primary care 
settings where time constraints are common. Moreover, 
these tests may exhibit educational bias, disproportion-
ately benefiting individuals with higher levels of educa-
tion. Recognizing that these limitations could affect the 
equitable assessment and diagnosis of individuals with 
diverse educational backgrounds is crucial. Regarding 
the other cognitive tests evaluated in this study, namely, 
MoCA, ACE-III, PEACE, and RAVLT, their administra-
tion time is considerably long, rendering them imprac-
tical for routine use in primary care. Additionally, these 
tests may pose challenges in terms of interpretation, fur-
ther limiting their suitability for primary care settings.

Detection of cognitive impairment in specialized settings
Within specialized care settings, such as memory clin-
ics or clinical trials, it is imperative to comprehensively 
evaluate various cognitive domains to identify even 
subtle impairments in cognitive function and evaluate 
treatment response. Therefore, there is a need for cogni-
tive assessments that exhibit high diagnostic precision 
in detecting MCI and the early stages of dementia [70]. 
In the evaluation of cognitive screening instruments for 
older adults in Iran, the ACE-III emerged as the most 
accurate for diagnosing both MCI and dementia, with 
DORs of 147.57 and 1980, respectively. Absence of PPV 
and NPV data for ACE-III precluded NNSU calculation. 
Additionally, the MoCA showed DORs of 15.15 for MCI 
and 199.6 for dementia, with NNSU values indicating 
adequate performance for MCI (0.81) and excellent for 
dementia (0.56). Therefore, ACE-III or MoCA is recom-
mended for older adults with over six years of education. 
For those with limited literacy, the PEACE test, with a 

DOR of 121.45, is recommended due to its significant 
diagnostic accuracy [65].

Conclusion
This review examines the diagnostic accuracy of cogni-
tive screening tools for detecting dementia and MCI in 
Iranian older adults across primary and specialized care 
settings. The findings suggest that the Qmci and RUDAS 
(for older adults with more than six years of formal edu-
cation) and the AMTS, SPMSQ, and PMIS (for illiter-
ate and low-educated individuals) are suitable screening 
tools in primary care due to their brevity, user-friendli-
ness, and acceptable diagnostic accuracy.

In specialized care settings, ACE-III (for older indi-
viduals with a minimum of six years of formal education) 
and PEACE (for less educated older adults) are preferred 
screening tools due to their comprehensive assessment 
of cognitive domains and high diagnostic accuracy for 
dementia. However, it is important to acknowledge that 
these tools can be influenced by factors such as language, 
level of education, age, and physical abilities. Further 
research is needed to establish optimal cutoff scores con-
sidering these factors.

Considerations and future directions in identifying the 
most accurate screening tool
The present study necessitates acknowledging cer-
tain considerations and outlining future directions for 
improving the identification of the most accurate cog-
nitive screening tool. One concern arises regarding the 
potential overlap of subjects among the studies included 
in the analysis, particularly given that six of the studies 
sourced their samples from the memory clinic of Iran’s 
Dementia and Alzheimer’s Association (IDAA). This 
raises the possibility of overlapping primary study data, 
thereby introducing a potential bias. Furthermore, it 
is essential to acknowledge that the individuals served 
by the Alzheimer’s Association generally fall within the 
moderate and severe stages of the disease, which intro-
duces the possibility of selection bias. Additionally, most 
of the studies employed a case‒control design without 
blinding, resulting in a significant bias in patient selec-
tion and flow and timing domains. The studies included 
in this analysis involved elderly participants with a wide 
range of literacy levels, from those with low literacy skills 
to those with higher education degrees. The participants’ 
ages also varied from 60 to over 90 years. These varia-
tions in literacy and age could potentially impact the par-
ticipants’ cognitive performance and therefore affect the 
outcomes of the study. Finally, it is crucial to note that 
in clinical practice, relying solely on cognitive screening 
instruments to differentiate between normal cognition, 
MCI, and dementia without considering activities of daily 
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living (ADL) functioning would yield restricted clinical 
utility.

Future research should incorporate nonduplicated 
subjects, broaden disease stages, and incorporate blind-
ing techniques to reduce biases. Further exploration of 
the effects of literacy and age on cognitive performance 
is needed. Validating cognitive instruments across 
diverse populations is crucial for applicability and reli-
ability. Large-scale studies to assess the precision of 
cognitive screening instruments in detecting mild cog-
nitive impairment (MCI) in the Iranian population are 
recommended. Integration of daily living functioning 
assessments and comparative studies with identical pop-
ulations can provide a comprehensive understanding of 
screening tests’ efficacy and practicality. Despite these 
considerations, this study provides valuable insights into 
the existing cognitive assessment tools and their suitabil-
ity in various clinical and research settings.

Abbreviations
AMTS	� Abbreviated Mental Test Score
ACE-III	� Addenbrooke’s Cognitive Examination
AQT	� A Quick Test of Cognitive Speed
CDT	� Clock Drawing Test
DSM	� Diagnostic and Statistical Manual of Mental Disorders
DOR	� Diagnostic Odds Ratio
ICD	� International Classification of Diseases
LR+	� Positive Likelihood Ratio
LR-	� Negative Likelihood Ratio
MCI	� Mild Cognitive Impairment
MMSE	� Mini–Mental State Examination
3MS	� Modified Mini-Mental State Examination
MoCA	� Montreal Cognitive Assessment
NPV	� Negative Predictive Value) and PPV (Positive Predictive Value
OMIs	� Outcome Measurement Instruments
PEACE	� Persian Test of Elderly for Assessment of Cognition and 

Executive Function
PMIS	� Picture-Based Memory Impairment Screen
PPV	� Positive Predictive Value
NPV	� Negative Predictive Value
Qmci	� Quick Mild Cognitive Impairment Screen
QUADAS-2	� Quality Assessment Tool for Diagnostic Accuracy Studies
RAVLT	� Rey Auditory Verbal Learning Test
RUDAS	� Rowland Universal Dementia Assessment
SPMSQ	� Short Portable Mental Status Questionnaire

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12877-024-04963-w.

Supplementary Material 1

Acknowledgements
The authors would like to express their gratitude to the authorities of Rasool 
Akram Medical Complex Clinical Research Development Center (RCRDC) for 
their technical and editorial assistance.

Author contributions
SK.M. had the idea for the article, G.T., B.S., M.S., and V.S. performed the 
literature search and data analysis, L.K. and SK.M. drafted and critically revised 
the work.

Funding
No funds, grants, or other support was received.

Data availability
All data generated or analyzed during this study are included in this published 
article.

Declarations

Ethics approval
This study was done according to the World Medical Association’s Declaration 
of Helsinki (WMA 2013) and was approved by the institutional review board of 
the Iran University of Medical Sciences (IUMS). (IR.IUMS.REC.1401.213).

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 9 September 2023 / Accepted: 10 April 2024

References
1.	 De Roeck EE, De Deyn PP, Dierckx E, Engelborghs S. Brief cognitive screening 

instruments for early detection of alzheimers disease: a systematic review. 
Alzheimers Res Ther. 2019;11(1).

2.	 Kamalzadeh L, Salehi M, Rashedi V, Ahmadzad Asl M, Malakouti SK, Seddigh 
R, et al. Perceived burden of dementia care, clinical, psychological and 
demographic characteristics of patients and primary caregivers in Iran. Appl 
Neuropsychol Adult. 2020;29(4):627–38.

3.	 Alzheimer’s Association. Alzheimer’s disease facts and figures. Alzheimers 
Dement. 2023;19(4):1598–695.

4.	 Randhawa SS, Varghese D. Geriatric Evaluation and Treatment of Age-Related 
Cognitive Decline. StatPearls [Internet]. 2022 Dec 12 [cited 2023 May 29]; 
https://www.ncbi.nlm.nih.gov/books/NBK580536/.

5.	 Shariati B, Hajieghrari S, Alavi K, Salehian R, Rashedi V, Saeedi V et al. Effects of 
bariatric surgery on cognitive function in older adults: a prospective longitu-
dinal study. Surgery for Obesity and Related Diseases [Internet]. 2023; https://
www.sciencedirect.com/science/article/pii/S1550728923004987.

6.	 Giraldo DL, Sijbers J, Romero E. Quantification of cognitive impairment to 
characterize heterogeneity of patients at risk of developing Alzheimer’s 
disease dementia. Alzheimer’s & Dementia: Diagnosis, Assessment & Disease 
Monitoring [Internet]. 2021 [cited 2023 May 29];13(1). Available from: /pmc/
articles/PMC8439141/.

7.	 Neshan M, Malakouti SK, Kamalzadeh L, Makvand M, Campbell A, Ahangari 
G. Alterations in T-Cell transcription factors and cytokine gene expression in 
late-onset Alzheimer’s Disease. J Alzheimer’s Disease. 2022;85:645–65.

8.	 Rosselli M, Uribe IV, Ahne E, Shihadeh L, Culture. Ethnicity, and Level of Educa-
tion in Alzheimer’s Disease. Neurotherapeutics [Internet]. 2022 Jan 1 [cited 
2023 May 29];19(1):26. Available from: /pmc/articles/PMC8960082/.

9.	 Saeedi V, Nourbakhsh M, Nourbakhsh M, Haghighi L, Kamalzadeh L, Ezzati 
Mobasser S et al. Sestrin2 and Beclin1 levels in Polycystic Ovary Syndrome. J 
Clin Lab Anal [Internet]. 2021 Sep 1 [cited 2023 May 30];35(9):e23957. https://
onlinelibrary.wiley.com/doi/fullhttps://doi.org/10.1002/jcla.23957.

10.	 Sagiadinou M, Plerou A. Brief Cognitive Tests in the Case of Dementia and 
Alzheimer’s Disease Early Diagnosis. Adv Exp Med Biol [Internet]. 2020 [cited 
2023 May 29];1195:127–35. https://pubmed.ncbi.nlm.nih.gov/32468467/.

11.	 Tang-Wai DF, Smith EE, Bruneau MA, Burhan AM, Chatterjee A, Chertkow H et 
al. CCCDTD5 recommendations on early and timely assessment of neurocog-
nitive disorders using cognitive, behavioral, and functional scales. Alzheimers 
Dement (N Y) [Internet]. 2020 [cited 2023 May 29];6(1). https://pubmed.ncbi.
nlm.nih.gov/33209972/.

12.	 Noroozian M, Shakiba A, Iran-nejad S. The impact of illiteracy on the assess-
ment of cognition and dementia: a critical issue in the developing countries. 
Int Psychogeriatr [Internet]. 2014 Dec 15 [cited 2023 May 29];26(12):2051–60. 
https://pubmed.ncbi.nlm.nih.gov/25166718/.

https://doi.org/10.1186/s12877-024-04963-w
https://doi.org/10.1186/s12877-024-04963-w
https://www.ncbi.nlm.nih.gov/books/NBK580536/
https://www.sciencedirect.com/science/article/pii/S1550728923004987
https://www.sciencedirect.com/science/article/pii/S1550728923004987
https://onlinelibrary.wiley.com/doi/full
https://onlinelibrary.wiley.com/doi/full
https://doi.org/10.1002/jcla.23957
https://pubmed.ncbi.nlm.nih.gov/32468467/
https://pubmed.ncbi.nlm.nih.gov/33209972/
https://pubmed.ncbi.nlm.nih.gov/33209972/
https://pubmed.ncbi.nlm.nih.gov/25166718/


Page 15 of 16Kamalzadeh et al. BMC Geriatrics          (2024) 24:428 

13.	 UNFPA Islamic Republic of Iran.| Selected Results- Population and housing 
Census 2016 [Internet]. [cited 2023 May 30]. https://iran.unfpa.org/en/
publications/selected-results-population-and-housing-census-2016.

14.	 Gholamzadeh S, Heshmati B, Manni A, Petramfar P, Baghery Z. The prevalence 
of Alzheimer’s disease; its risk and protective factors among the elderly 
population in Iran. Shiraz E Med J. 2017;18(9).

15.	 Rashedi V, Rezaei M, Gharib M. Prevalence of cognitive impairment in 
community-dwelling older adults. Basic Clin Neurosci. 2014;5(1).

16.	 Sharifi F, Najafi B, Fakhrzadeh H, Noroozian M, Naderimagham S, Philp I et al. 
National and sub-national trend of prevalence and burden of dementia in 
Iran, from 1990 to 2013; study protocol. Arch Iran Med. 2014;17(12).

17.	 Sharifi F, Fakhrzadeh H, Varmaghani M, Arzaghi SM, Khoei MA, Farzadfar F et 
al. Prevalence of Dementia and Associated Factors among older adults in 
Iran: National Elderly Health Survey (NEHS). Arch Iran Med. 2016.

18.	 Navipour E, Neamatshahi M, Barabadi Z, Neamatshahi M, Keykhosravi A. Epi-
demiology and risk factors of alzheimer’s disease in Iran: a systematic review. 
48, Iran J Public Health. 2019.

19.	 Li X, Feng X, Sun X, Hou N, Han F, Liu Y. Global, regional, and national burden 
of Alzheimer’s disease and other dementias, 1990–2019. Front Aging Neuro-
sci. 2022;14.

20.	 Leeflang MMG, Deeks JJ, Takwoingi Y, Macaskill P. Cochrane diagnostic test 
accuracy reviews. Syst Rev [Internet]. 2013 Oct 7 [cited 2023 May 30];2(1):82. 
https://systematicreviewsjournal.biomedcentral.com/articles/https://doi.
org/10.1186/2046-4053-2-82.

21.	 Elsman EBM, Butcher NJ, Mokkink LB, Terwee CB, Tricco A, Gagnier JJ et al. 
Study protocol for developing, piloting and disseminating the PRISMA-
COSMIN guideline: a new reporting guideline for systematic reviews of 
outcome measurement instruments. Syst Rev [Internet]. 2022 Dec 1 [cited 
2023 May 22];11(1). https://lab.research.sickkids.ca/enrich/research-projects/
prisma-cosmin/.

22.	 Sanz Cortés A. Diagnostic and Statistical Manual of Mental Disorders, Fifth 
Edition, Text Revision (DSM-5-TR). American Psychiatric Association, 2022. 
https://doi.org/10.1176/appi.books.9780890425787. Psicooncologia (Pozuelo 
de Alarcon). 2022;19(2):339–40.

23.	 Choi SH. A proposed revision of the International classification of diseases, 
11th revision, chap. 26. Integr Cancer Ther. 2020;19:153473542090833.

24.	 Larner AJ. New unitary metrics for dementia test accuracy studies. Prog 
Neurol Psychiatry. 2019;23(3).

25.	 Whiting PF, Rutjes AWS, Westwood ME, Mallett S, Deeks JJ, Reitsma JB, et al. 
Quadas-2: a revised tool for the quality assessment of diagnostic accuracy 
studies. Ann Intern Med. 2011;155(8):529–36.

26.	 Salari S, Shaeiri MR, Asghari-Moghaddam MA. Psychometric characteristics of 
the Rowland Universal Dementia Assessment Scale (RUDAS) in a sample of 
Iranian Elderly. Iran J Psychiatry Clin Psychol. 2014;20(1).

27.	 Khodamoradi Z, Beheshti M, Khodamoradi M. Construct and validity of 
Persian Mini Mental Status Examination in illiterate elderly. Alzheimer’s 
& Dementia [Internet]. 2020;16(S7):e036864. https://doi.org/10.1002/
alz.036864.

28.	 Mahmood Aliloo M, Khanjani Z, Hashemi T, Parvaz S. The psychometric 
properties ot the third version of Addenbrooke’s cognitive examination (ACE 
III) in a sample of Iranian older adults. J Kermanshah Univ Med Sci (Behbood). 
2017;21(2):57–61.

29.	 Rashedi V, Foroughan M, Chehrehnegar N. Psychometric Properties of the 
Persian Montreal Cognitive Assessment in Mild Cognitive Impairment and 
Alzheimer Disease. Dement Geriatr Cogn Dis Extra [Internet]. 2021;11(1):51–7. 
https://www.karger.com/DOI/https://doi.org/10.1159/000514673.

30.	 Shulman KI. Clock-drawing: is it the ideal cognitive screening test? - PubMed. 
Int J Geriatr Psychiatry. 2000;15(6):548–61.

31.	 Yoo DH, Lee JS. Clinical usefulness of the clock drawing test applying rasch 
analysis in predicting of cognitive impairment. J Phys Ther Sci. 2016/07/29. 
2016;28(7):2140–3.

32.	 Kim S, Jahng S, Yu KH, Lee BC, Kang Y. Usefulness of the Clock Drawing Test 
as a Cognitive Screening Instrument for Mild Cognitive Impairment and Mild 
Dementia: an Evaluation Using Three Scoring Systems. Dement Neurocogn 
Disord [Internet]. 2018 [cited 2023 May 25];17(3):100. https://pubmed.ncbi.
nlm.nih.gov/30906399/.

33.	 de Noronha ÍFC, Barreto S dos, Ortiz S. KZ. The influence of education on 
performance of adults on the Clock Drawing Test. Dement Neuropsychol. 
2018;12(1).

34.	 Roudsari MS, Kamrani AAA, Foroughan M, Shahboulaghi FM, Karimlou M. 
Psychometric properties of the Persian version of the clock drawing test 
(CDT) among the aged people in Iran. Iran J Psychiatry Behav Sci. 2018;12(4).

35.	 Chan CCH, Fage BA, Burton JK, Smailagic N, Gill SS, Herrmann N et al. 
Mini-cog for the diagnosis of alzheimer’s disease dementia and other 
dementias within a secondary care setting. Cochrane Database Syst Reviews. 
2019;2019(9).

36.	 Carnero-Pardo C, Cruz-Orduña I, Espejo-Martínez B, Martos-Aparicio C, 
López-Alcalde S, Olazarán J. Utility of the Mini-Cog for Detection of Cognitive 
Impairment in Primary Care: Data from Two Spanish Studies. Int J Alzheimers 
Dis [Internet]. 2013 [cited 2023 May 25];2013. Available from: /pmc/articles/
PMC3771448/.

37.	 Kamalzadeh L, Moghaddamnia M, Malakouti SK, Rashedi V, Bahrampour S, 
Sharifi N, et al. Prevalence of Dementia among older patients: a hospital-
based study in Iran. Am J Alzheimer’s Disease Other Dementias\textregis-
tered{}. 2019;34(7–8):500–6.

38.	 Rezaei M, Rashedi V, Lotfi G, Shirinbayan P, Foroughan M. Psychometric prop-
erties of the persian adaptation of Mini-cog Test in Iranian older adults. Int J 
Aging Hum Dev. 2018;86(3):266–80.

39.	 Pfeiffer E. A short Portable Mental Status Questionnaire for the Assessment of 
Organic Brain Deficit in Elderly patients. J Am Geriatr Soc. 1975;23(10):433–41.

40.	 Kojaie-Bidgoli A, Fadayevatan R, Sharifi F, Alizadeh-Khoei M, Vahabi Z, 
Aminalroaya R. Applicability of SPMSQ in illiterate outpatients in clinics: the 
validity and reliability of the short Portable Mental Status Questionnaire. Appl 
Neuropsychol Adult. 2020;29:591–7.

41.	 Kvitting AS, Wimo A, Johansson MM, Marcusson J. A quick test of cognitive 
speed (AQT): usefulness in dementia evaluations in primary care. Scand J 
Prim Health Care. 2013;31(1):13–9.

42.	 Afshar PF, Wiig EH, Malakouti SK, Shariati B, Nejati S. Reliability and validity 
of a quick test of cognitive speed (AQT) in screening for mild cognitive 
impairment and dementia. BMC Geriatr [Internet]. 2021;21(1):693. https://doi.
org/10.1186/s12877-021-02621-z.

43.	 OCaoimh R, Molloy DW. The quick mild cognitive impairment screen (Qmci). 
Cogn Screen Instruments. 2017;255–72.

44.	 Rezaei M, Shariati B, Molloy DW, OCaoimh R, Rashedi V. The Persian Version of 
the quick mild cognitive impairment screen (Qmci-Pr): Psychometric Proper-
ties among Middle-aged and older Iranian adults. Int J Environ Res Public 
Health. 2021;18(16):8582.

45.	 Storey JE, Rowland JTJ, Conforti DA, Dickson HG. The Rowland Universal 
Dementia Assessment Scale (RUDAS): a multicultural cognitive assessment 
scale. Int Psychogeriatr. 2004;16(1):13–31.

46.	 Verghese J, Noone ML, Johnson B, Ambrose AF, Wang C, Buschke H et al. 
Picture-based memory impairment screen for dementia. J Am Geriatr Soc. 
2012/10/05. 2012;60(11):2116–20.

47.	 Davoudkhani M, Rajabi F, Norouzi Javidan A, Younesi F, Noroozian M. Psycho-
metric evaluation of the Persian Version of Illustrated memory impairment 
screen (PIMIS) test in Elderly patients with Alzheimer’s Disease in Iran. Arch 
Neurosci. 2019;6(3).

48.	 Hodkinson HM. Evaluation of a mental test score for assessment of mental 
impairment in the elderly. Age Ageing [Internet]. 1972 Nov [cited 2023 May 
24];1(4):233–8. https://pubmed.ncbi.nlm.nih.gov/4669880/.

49.	 Emery A, Wells J, Klaus SP, Mather M, Pessoa A, Pendlebury ST. Underestima-
tion of Cognitive Impairment in Older Inpatients by the Abbreviated Mental 
Test Score versus the Montreal Cognitive Assessment: Cross-Sectional Obser-
vational Study. Dement Geriatr Cogn Dis Extra [Internet]. 2020 Sep 1 [cited 
2023 May 24];10(3):205. Available from: /pmc/articles/PMC7841750/.

50.	 Jackson TA, Naqvi SH, Sheehan B. Screening for dementia in general hospital 
inpatients: a systematic review and meta-analysis of available instruments. 
Age Ageing [Internet]. 2013 Nov 1 [cited 2023 May 24];42(6):689–95. https://
academic.oup.com/ageing/article/42/6/689/47687.

51.	 Tsoi KKF, Chan JYC, Hirai HW, Wong SYS, Kwok TCY. Cognitive Tests to Detect 
Dementia: A Systematic Review and Meta-analysis. JAMA Intern Med [Inter-
net]. 2015 Sep 1 [cited 2023 May 24];175(9):1450–8. https://jamanetwork.
com/journals/jamainternalmedicine/fullarticle/2301149.

52.	 Pendlebury ST, Klaus SP, Mather M, de Brito M, Wharton RM. Routine cogni-
tive screening in older patients admitted to acute medicine: abbreviated 
mental test score (AMTS) and subjective memory complaint versus Montreal 
Cognitive Assessment and IQCODE. Age Ageing. 2015;44(6):1000–5.

53.	 Foroughan M, Wahlund LO, Jafari Z, Rahgozar M, Farahani IG, Rashedi V. 
Validity and reliability of abbreviated Mental Test score (AMTS) among older 
Iranian. Psychogeriatrics. 2017;17(6):460–5.

54.	 Folstein MF, Folstein SE, McHugh PR. Mini-mental state: a practical method 
for grading the cognitive state of patients for the clinician. J Psychiatr Res. 
1975;12(3):189–98.

https://iran.unfpa.org/en/publications/selected-results-population-and-housing-census-2016
https://iran.unfpa.org/en/publications/selected-results-population-and-housing-census-2016
https://systematicreviewsjournal.biomedcentral.com/articles/
https://doi.org/10.1186/2046-4053-2-82
https://doi.org/10.1186/2046-4053-2-82
https://lab.research.sickkids.ca/enrich/research-projects/prisma-cosmin/
https://lab.research.sickkids.ca/enrich/research-projects/prisma-cosmin/
https://doi.org/10.1176/appi.books.9780890425787
https://doi.org/10.1002/alz.036864
https://doi.org/10.1002/alz.036864
https://www.karger.com/DOI/
https://doi.org/10.1159/000514673
https://pubmed.ncbi.nlm.nih.gov/30906399/
https://pubmed.ncbi.nlm.nih.gov/30906399/
https://doi.org/10.1186/s12877-021-02621-z
https://doi.org/10.1186/s12877-021-02621-z
https://pubmed.ncbi.nlm.nih.gov/4669880/
https://academic.oup.com/ageing/article/42/6/689/47687
https://academic.oup.com/ageing/article/42/6/689/47687
https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/2301149
https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/2301149


Page 16 of 16Kamalzadeh et al. BMC Geriatrics          (2024) 24:428 

55.	 Korsnes MS. Performance on the mini-mental state exam and the Montreal 
cognitive assessment in a sample of old age psychiatric patients. SAGE Open 
Med. 2020;8:2050312120957895.

56.	 Foroughan M, Jafari Z, Bayan PS, Ghaem Magham Farahani Z, Rahgozar M. 
Validation of Mini- Mental State Examination (MMSE) in The Elderly Popula-
tion of Tehran [Internet]. Vol. 10, iricss. 2008. pp. 29–37. http://icssjournal.ir/
article-1-422-fa.html.

57.	 Seyedian M, Mahtab F, Noroozian M, Nedjat S, Delavar A, Ghassemzadeh H. 
Validation of the Persian version of Mini-Mental State Examination. Journal of 
Medical Counsil of Iran [Internet]. 2008;25(4):408–14. http://jmciri.ir/article-
1-1170-fa.pdf.

58.	 Teng EL, Chui HC. The modified Mini-mental State (3MS) examination. J Clin 
Psychiatry. 1987;48(8):314–8.

59.	 Gharaeipour M, Andrew MK. Examining cognitive status of elderly iranians: 
Farsi version of the modified Mini-mental State Examination. Appl Neuropsy-
chol Adult. 2013;20(3):215–20.

60.	 Nasreddine ZS, Phillips NA, Bédirian V, Charbonneau S, Whitehead V, Collin I, 
et al. The Montreal Cognitive Assessment, MoCA: a brief Screening Tool for 
mild cognitive impairment. J Am Geriatr Soc. 2005;53(4):695–9.

61.	 Ranjit E, Sapra A, Bhandari P, Albers CE, Ajmeri MS. Cognitive Assessment of 
Geriatric Patients in Primary Care Settings. Cureus. 2020.

62.	 Mathuranath PS, Nestor PJ, Berrios GE, Rakowicz W, Hodges JR. A brief cogni-
tive test battery to differentiate Alzheimer's disease and frontotemporal 
dementia. Neurology. 2000 Dec 12;55(11):1613 LP?1620.

63.	 Bruno D, Schurmann Vignaga S. Addenbrooke’s cognitive examination III 
in the diagnosis of dementia: a critical review. Neuropsychiatr Dis Treat. 
2019;15:441–7.

64.	 Pouretemad HR, Khatibi A, Ganjavi A, Shams J, Zarei M. Validation of adden-
brooke’s cognitive examination (ACE) in a persian-speaking population. 
Dement Geriatr Cogn Disord. 2009;28(4):343–7.

65.	 Haji Seyed Javadi PS, Noroozian M, Zendehbad A, Khosravifar S, Darabi F. 
Development and implementation of persian test of Elderly for Assess-
ment of Cognition and executive function (PEACE). Electron Physician. 
2015;7(7):1549–56.

66.	 Bean J, Rey AVLT. Encyclopedia Clin Neuropsychol. 2011;2174–5.
67.	 Jafari Z, Moritz PS, Zandi T, Kamrani AAA, Malayeri S. Iranian version of the Rey 

Auditory Verbal Learning Test: a validation study. Payesh (Health Monitor). 
2010;9(3):307–16.

68.	 Glynn K, Coen R, Lawlor BA. Is the quick mild cognitive impairment screen 
(QMCI) more accurate at detecting mild cognitive impairment than existing 
short cognitive screening tests? A systematic review of the current literature. 
Int J Geriatr Psychiatry. 2019;34(12):1739–46.

69.	 Nielsen TR, Jorgensen K. Cross-cultural dementia screening using the 
Rowland Universal Dementia Assessment Scale: a systematic review and 
meta-analysis. 32, Int Psychogeriatr. 2020.

70.	 Milne A, Culverwell A, Guss R, Tuppen J, Whelton R. Screening for dementia 
in primary care: a review of the use, efficacy and quality of measures. Int 
Psychogeriatr. 2008;20(05).

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

http://icssjournal.ir/article-1-422-fa.html
http://icssjournal.ir/article-1-422-fa.html
http://jmciri.ir/article-1-1170-fa.pdf
http://jmciri.ir/article-1-1170-fa.pdf

	﻿Diagnostic accuracy of cognitive screening tools validated for older adults in Iran: a systematic review and meta-analysis
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Formulation of the PICO question
	﻿Eligibility criteria
	﻿Information sources and search strategy
	﻿Selection process
	﻿Data collection process and data items
	﻿Study risk of bias assessment
	﻿Statistical analysis and synthesis of results
	﻿Registration and protocol

	﻿Results
	﻿Study selection and characteristics
	﻿Risk of bias in studies
	﻿Results of syntheses
	﻿NNSU for identifying mci and dementia
	﻿Pooled estimation of diagnostic accuracy of the MMSE test

	﻿Discussion
	﻿Instruments with shorter assessment time (< 10 min)
	﻿Clock drawing test (CDT)
	﻿Mini-cog
	﻿The short portable mental status questionnaire (SPMSQ)
	﻿A quick test of cognitive speed (AQT)
	﻿The quick mild cognitive impairment (Qmci) screen
	﻿Rowland universal dementia assessment (RUDAS)
	﻿Picture-based memory impairment screen (PMIS)
	﻿Abbreviated mental test score (AMTS)


	﻿Instruments with moderate assessment time (10–15 min)
	﻿Mini–mental state examination (MMSE)
	﻿Modified mini-mental state examination (3MS)

	﻿Instruments with longer assessment time (> 15 Min)
	﻿Montreal cognitive assessment (MoCA)
	﻿Addenbrooke’s cognitive examination (ACE)-III
	﻿Persian test of elderly for assessment of cognition and executive function (PEACE)
	﻿Rey auditory verbal learning test (RAVLT)

	﻿Detection of cognitive impairment in primary care and community settings
	﻿Older adults with more than six years of education
	﻿Illiterate and low-educated older adults

	﻿Detection of cognitive impairment in specialized settings
	﻿Conclusion
	﻿Considerations and future directions in identifying the most accurate screening tool

	﻿References


