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Abstract.
Background: Despite the abundance of research on computerized dementia screening tests, the attitudes of hospital personnel
toward this screening method have not been investigated.
Objective: 1) To conduct a confirmatory factor analysis of the first part of a two-part questionnaire about computerized
dementia screening. 2) To assess the attitudes of Greek nurses toward computerized dementia screening. 3) To assess barriers
to future implementation of computerized dementia screening in the Greek healthcare system, as reported by nurses.
Methods: 161 Greek nurses from two urban public general hospitals who participated in a dementia training program were
recruited. They were asked to complete a two-part questionnaire about computerized dementia screening. The first part of
the questionnaire assesses attitudes toward dementia screening while the second part of the questionnaire assesses barriers
to its implementation.
Results: Confirmatory factor analysis on the first part of the questionnaire suggested a two-factor structure (feasibility/acceptability). The total score of all items loading on each factor was calculated. For feasibility, scores ranged between 10
and 25 (M = 19.38, SD = 3.80). For acceptability, scores ranged between 6 and 20 (M = 15.27, SD = 2.76). The main barriers
to implementation were cost of equipment, insufficient training, lack of a plan for the integration of computerized screening
tests in the daily routine of the hospital and time needed for staff training.
Conclusion: The positive attitude of nurses supports the implementation of computerized dementia screening in public
hospitals as long as identified barriers are addressed.
Keywords: Attitude of health personnel, cognitive assessment screening instrument, dementia, geriatric nursing, hospitals,
neurocognitive tests, questionnaire design, questionnaires, screening

INTRODUCTION
Dementia is a global public health priority as its
impact in individuals, families, and health care systems is enormous [1]. Despite a marked reduction
in the prevalence of dementia, the number of people with dementia (PwD) is expected to double by
2050 [2]. Underdiagnosis remains an issue with more
∗ Correspondence to: Stelios Zygouris, MSc, Aristotle University of Thessaloniki, School of Medicine, University Campus,
54124 Thessaloniki, Greece. E-mail: szygouris@gmail.com.

than half of dementia cases being undiagnosed [3,
4]. As older adults make frequent use of healthcare
services, undiagnosed dementia in a hospital environment can affect patients, healthcare personnel,
and the healthcare system in general. Dementia can
affect all aspects of therapy and care from communication with hospital staff to adherence to therapy.
PwD are more likely to experience longer hospital
stays and worse clinical outcomes compared to their
cognitively healthy counterparts [5]. The majority
of people with dementia admitted to an emergency
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department will exhibit behavioral and psychological
symptoms of dementia (BPSD) [6] comprising agitation, aggression, mood disorders, wandering, and
sleep disorders [7]. BPSDs complicate patient management, create significant distress for family and
professional caregivers, and are often aggravated during an acute hospital admission [8–10]. Furthermore
BPSDs are a major source of stress for PwD as BPSDs
are usually a response to an environment that fails
to fulfill the PwD’s needs [11]. At the same time,
PwD experience difficulties in many aspects of their
communication with hospital staff [12] further complicating treatment.
As national dementia plans are being implemented,
one of their core goals in many countries is dementia training for nurses [13, 14] and lately a large
number of training programs for hospital staff has
been implemented [15]. At the same time, despite
the beneficial effect of training for the management
and support of PwD in a hospital environment, there
is a lack of brief, accurate, and easy to use cognitive
screening tools for dementia detection that can be
administered by non-specialists such as nurses [16].
Existing screening tools for use by non-specialists
rely on assessment of a patient’s behavior by an informant and not on a direct assessment of the patient’s
cognitive functioning. Furthermore they are designed
to detect cognitive impairment at the dementia stage,
where behavioral disturbances are more pronounced,
and thus are not suited to detecting subtler impairment [17]. The lack of appropriate screening tools
affects the ability to detect clinical and pre-clinical
dementia in the hospital (and also in primary care
facilities which are staffed mainly by nurses and general practitioners). Indeed, primary care services and
primary care physicians often fail to diagnose dementia and provide appropriate follow-up and referrals
to specialist services for comprehensive assessment
and support [18–21]. Detecting cognitive impairment before it starts affecting a patient’s behavior
could allow for better patient management and
reduced stress for patients, caregivers, and healthcare
personnel.
Computerized dementia screening comprises the
use of cognitive screening tests that are administered
in a digital format and has been proposed as a way
to enable non-specialists to screen for dementia by
directly assessing a patient’s cognitive functioning
[16, 22]. Lately, computerized cognitive test designers have been focusing on screening and are creating
tests that are brief and can be administered by nonspecialists such as nurses and healthcare assistants.

The latest generation of computerized tests are usually administered in a tablet PC in the span of 10–15
minutes, comprise of tasks assessing all major cognitive domains, and can adapt to the ability level of the
examinee [16, 23]. While they do not replace a neurologist’s diagnosis they often provide an interpretive
report at the end of testing which provides information for further assessment and follow-up thus
allowing for better care for patients with probable
dementia [23]. Implementation studies in primary
care have assessed the feasibility of computerized
dementia screening by non-specialists with promising results [24, 25]. At the same time patients
themselves are exhibiting positive attitudes toward
computerized screening [26]. Still the attitude of
nurses toward computerized dementia screening has
not been studied as studies assessing attitudes of hospital personnel toward technological solutions have
focused mostly on the use of technology for administrative purposes such as the implementation of digital
patient records [26–28].
The eventual adoption and effectiveness of computerized dementia screening will be influenced
by various parameters. Primary care studies have
demonstrated that length of administration, including time needed for interpretation of test results
can be a significant barrier to adoption [24, 25].
Research on the acceptance of other technological
tools, such as electronic medical records (EMRs), by
nurses provides useful information. Underutilization
after initial implementation remains an issue [27].
Healthcare professionals accept change at different
rates [27] and utilization and acceptance of novel
tools are influenced by the way they are perceived
by healthcare personnel [28]. Computer literacy and
familiarity lead to better attitudes toward technology
and support technology acceptance, thus it could be
beneficial to provide information and communication technology (ICT) training to nurses before the
implementation of computerized dementia screening
[27, 29]. The overall culture and work environment of
the hospital also has an effect on the acceptance and
utilization of new technologies [27]. The concept of
nurses acting as “ICT champions” promoting the use
of new technologies has been proposed [30]. Since
the concept of “dementia champions” has already
been successfully implemented in hospitals [31, 32],
it could be combined with the concept of an “ICT
champion” to train nurses who will act as “digital
dementia champions” supporting their colleagues in
using new technologies to better care for people with
dementia.
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This study aims to assess the attitudes of Greek
nurses toward computerized dementia screening
using a novel validated questionnaire [22]. Furthermore, it aims to conduct a confirmatory factor analysis of the questionnaire being used to assess the
attitudes of participating nurses. For the aforementioned purpose, the study was designed to investigate:
1) Whether the originally calculated 1-factor structure of the questionnaire is confirmed in a large
sample of nurses, as the initial validation of the questionnaire was conducted in a sample of psychology
students. We hypothesized that validation in a large
sample of nurses could lead to a more detailed factor structure, based on the fact that, in the initial
validation, questions describing two distinct aspects
of attitudes towards computerized testing (feasibility and acceptability) loaded on the same (single)
factor [22]. 2) What is the overall attitude of Greek
nurses toward computerized dementia screening. We
hypothesized that the attitude of nurses in this study
will be similar to the attitude of nurses recorded
in a previous published study using the same questionnaire. In that study, a small sample of nurses
presented an overall positive attitude toward computerized dementia screening [22]. 3) Barriers to future
implementation of computerized dementia screening in the Greek healthcare system (as reported by
nurses). We hypothesized that the barriers reported
in this study will be similar to the barriers reported
by a small sample of nurses in a previous published
study using the same questionnaire. These were found
to be mainly cost of equipment, lack of a plan for
the integration of computerized screening tests in the
daily routine of the hospital and time needed for staff
training [22].
MATERIALS AND METHODS
Participants
Participants were recruited from a convenience
sample of nurses, from two public general hospitals
in Thessaloniki Greece, who participated in a dementia training program. They were administered this
questionnaire along with other scales and a demographics questionnaire as part of an assessment of
their overall knowledge of dementia. The study was
approved by the Greek Association of Alzheimer’s
Disease and Related Disorders (GAADRD) ethical committee and the scientific council of each of
the two hospitals where nurses were recruited from,
and all participants provided informed consent. This
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study followed the methodological recommendations
regarding the sample size needed for validation studies [33].
Questionnaire
Participants were administered a questionnaire that
measures the attitudes of nurses toward computerized dementia screening. The design and validation
of the questionnaire has been described in a previous
study. In that study, the questionnaire was validated
on a sample of 212 psychology students and subsequently administered to a sample of 19 nurses [22].
The 12-item questionnaire is divided in two parts.
The first part comprises eight items scored on a Likert scale and assesses the overall attitude of nurses
toward computerized testing. The second part comprises one item scored on a binary scale and three
items scored on an ordinal scale and assesses barriers to the implementation of computerized dementia
screening. Initial factor analysis of the first part of
the questionnaire has indicated that the eight items
scored on a Likert scale are loading on a single
factor (acceptability - feasibility) assessing the feasibility and acceptability of computerized dementia
screening. The questionnaire’s reliability had been
calculated using Cronbach’s alpha and was found
to be good (alpha = 0.762) [22]. The questionnaire
is included in the Supplementary Material.
Statistical analyses
Analysis was conducted in three stages. In the first
stage, the factorial structure of the questionnaire was
tested using confirmatory factor analysis, in order to
examine whether the unifactorial structure of it which
reflects an overall concept of ‘feasibility - acceptability’ is verified in a nurses’ sample [34]. This
analysis was conducted in EQS (version 6.1) statistical software [35]. Specifically, structural equation
modeling (SEM) on covariance matrices was used. A
maximum likelihood estimation procedure was performed. Regarding the confirmation of a structural
model, a non-significant level of Goodness of Fit
index χ2 , that is p > 0.05, is indicative of a good
fit of the model to the data. In addition, when the
value of Root Mean Square Error of Approximation (RMSEA) is < 0.05, it is also an indication of
the good fit of the model to the data. RMSEA values ranging from 0.06 to 0.08 indicate a reasonable
and therefore acceptable approximation error. Comparative Fit Index (CFI) examines whether the data
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Table 1
Demographic characteristics of participants
Age (y)
Work experience (y)

15–25

26–35

36–45

46–55

56–65

1 (0.6%)
1–5
5 (3.1%)

5 (3.1%)
6–10
8 (5.0%)

38 (23.6%)
11–15
17 (10.6%)

106 (65.8%)
>15
131 (81.4%)

11 (6.8%)

Table 2
Comparisons of fit indices of various models of the factor structure of the questionnaire
χ2

p

CFI

SRMR

RMSEA

(20, N = 161) = 142.992
χ2 (20, N = 161) = 62.137
χ2 (17, N = 161) = 23.403

<0.001
<0.001
0.137

0.722
0.905
0.986

0.135
0.133
0.056

0.196(90% CI: 0.166–0.226)
0.115(90% CI: 0.083–0.147)
0.049(90% CI: 0.000–0.092)

Model (factor)
1-F (Fe + Ac)
2-Fa (Fe Vs Ac: measurement model)
2-Fb (Fe Vs Ac: structural model)

χ2

1-F, one-factor model; 2-Fa & 2-Fb, two-factor models. Measurement model: the factors were defined without any covariance between
them; structural model: the factors were allowed to freely covary. Fe, Feasibility; Ac, Acceptability; CFI, comparative fit index; SRMR,
standardized root mean-square residual; RMSEA, root mean-square error of approximation.

fit a hypothesized measurement model compared to
the basic model. Values greater than 0.90 indicate
adequate fit of the model to the data, whereas values close to 1.00 indicate a good fit [36]. Moreover,
to improve model fit, we examined the modification
indices, namely the Wald and the Lagrange tests,
which represent frequently used statistics to identify
focal areas of a misfit in a confirmatory factor analysis
(CFA) solution [36].
In the second stage, the total score for each factor
was calculated. In the third stage, frequencies were
calculated for those items that were not included in
the factor analysis because they were not scored on
a Likert scale. The second and third stage analyses were conducted in SPSS (version 24.0) statistical
software [37].
RESULTS
Demographic characteristics of participants
173 participants completed the questionnaire but
12 participants were excluded from analysis due to
missing data in their answers. The final study sample
included 161 nurses from two public general hospitals. Demographic characteristics of participants
are shown in Table 1. The majority of the participants were female (149 persons). All participating
nurses had completed post-secondary education of
some form.
Conﬁrmatory factor analysis
The one-factor model revealed in the original validation study of the questionnaire using exploratory

factor analysis was firstly examined [22]. Due to nonacceptable fit of the uni-factorial model to the data of
the nurses’ sample, a two-factor model without any
covariance between the factors (measurement model)
and a two-factor structural model where the factors
were allowed to freely covary were tested. As shown
in Table 2 the fit indices of the one-factor model and
the two-factor model without any covariance between
the factors indicate non-acceptable fit of the models to the data, with the exception of the CFI of the
two-factor measurement model, which was found to
indicate adequate fit. Based on the Wald test, the
addition of interrelation between latent factors and
between the variables Q2a and Q2b as well as the
double loading of the variable Q2c increased the twofactor model’s (2-Fb model) fit to a good level. After
following these steps, the Wald Test and the Lagrange
Multiplier Test did not support the elimination or
the addition of other parameters, respectively. The
factor structure and correlations between variables
and factors for that model are presented in Table 3.1
and Table 3.2. Cronbach’s alpha for the scale was
a = 0.794 while Cronbach’s alpha for factor 1 (Feasibility) was a = 0.826 and Cronbach’s alpha for factor
2 (Acceptability) was a = 0.707.
Questionnaire score
The score for each factor was calculated. Furthermore, the total score of all the questionnaire items
loading on either factor was calculated in order to
facilitate a comparison with a previous study where
all these items loaded on a single factor. The scores
for each factor, and the total score, are presented in
Table 4.
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Frequencies analysis
Frequencies were calculated for those items that
were not included in the factor analysis because
they were not scored on a Likert scale. Frequencies for each answer on dichotomous questions (or
dichotomous sub-items of questions) are presented
in Table 5.1 while frequencies for ordinal questions
are presented in Table 5.2. The most common answer
to Question 3 (How much time could you devote to
training in the use of computerized dementia screening tests?) was “1–2 days”. The most common answer
to Question 4 (How much time could you devote
during your shift to examine an older adult with a
computerized dementia screening test?) was “10–20
minutes”.
DISCUSSION
This study expands the results of a previous effort to create and validate a questionnaire for the
assessment of attitudes of Greek nurses toward com-

puterized testing [22]. It is the first study that has
recorded and analyzed the attitude of a sufficiently
large sample of Greek nurses toward computerized
dementia screening.
It is worth noting that the study sample was quite
homogenous displaying certain demographic characteristics. Almost 90% of participants were 36–55
years old with the majority (65.8%) being 46–55
years old. Also, the overwhelming majority (81.4%)
of participants had more than 15 years of work experience. The absence of younger and less experienced
nurses is noteworthy. Since this sample represents
a sample of nurses that are interested in dementia
training, this raises questions about the attitude of
younger and less experienced nurses toward dementia
training. Literature supports the notion that younger
nurses focus on gaining competency in core aspects
of nursing thus enabling them to feel comfortable in
their professional role [38]. It is unclear, however,
whether younger nurses feel that dementia training
is not necessary or relevant to their work or whether
they believe they should first gain experience in core
aspects of nursing before getting specialized train-

Table 3.1
The structure of the questionnaire: Standardized solution
(2-Fb model)
Items

Table 5.1
Frequencies analysis for dichotomous
questions/sub-items

Factors
Fe (F1)

Q2a
Q2b
Q2c
Q2d
Q2e
Q5
Q6
Q7

0.464
0.611
0.763
0.841
0.734

Ac (F2)

0.196

0.610
0.705
0.800

E

R

0.886
0.791
0.550
0.540
0.679
0.792
0.709
0.600

0.215
0.374
0.698
0.708
0.539
0.372
0.497
0.840

Q1
Q8a
Q8b
Q8c
Q8d
Q8e
Q8f

Yes

No

36.0%
69.6%
42.2%
66.5%
63.4%
59.6%
51.6%

64.0%
30.4%
57.8%
33.5%
36.6%
40.4%
48.4%

Q1, Question 1; Q8a, Question 8a; Q8b, Question 8b; Q8c, Question 8c; Q8d, Question 8d;
Q8e, Question 8e; Q8f, Question 8f.

Q2a, Question 2a; Q2b, Question 2b; Q2c, Question 2c; Q2d, Question 2d; Q2e, Question 2e; Q5, Question 5; Q6, Question 6, Q7,
Question 7. Fe, Feasibility; Ac, Acceptability. Factor loadings are
statistically significant (p<0.05).

Table 5.2
Frequencies analysis for ordinal questions

Table 3.2
Factor and variable correlations
F1 – F2

0.259∗

Q2a – Q2b

0.352∗

∗ Correlation
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Q3

<4 h

4–8 h

1–2 days

3–4 days

1 week

Q4

8.1%
<5 min
2.5%

21.3%
5–10 min
28.8%

30.6%
10–20 min
31.9%

15.6%
20–40 min
25.0%

24.4%
40–60 min
11.9%

is significant at the p < 0.05

Q3, Question 3; Q4, Question 4.

level.

Table 4
Factor score and total score
Factor 1 (Feasibility)
Factor 2 (Acceptability)
Total score

N

Minimum

Maximum

Median

Mean

Std. Deviation

161
161
161

10
6
17

25
20
40

19
15
31

19.38
15.27
30.85

3.80
2.76
4.93
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ing. Furthermore, other issues such as job insecurity
or temporary employment in the group of younger or
less experienced nurses may be affecting their attendance in dementia training programs. Therefore, we
can only report the noteworthy absence of younger
and less experienced nurses without coming to any
conclusion about its causes.
The confirmatory factor analysis revealed a different factor structure compared to the previous study,
and that could be attributed to the fact that initial
validation was conducted in a sample of psychology
students. Since the questionnaire has been designed
for nurses, it was expected that psychology students
might not have a clear picture of the latent variables
measured by the questionnaire and that was evident
in the factor structure revealed in the initial validation study of the questionnaire [22]. In that study a
single factor was revealed with all items included in
the factor analysis loading on a single factor. The single factor (acceptability-feasibility) combined items
describing two distinct aspects of attitude toward
computerized dementia screening, feasibility, and
acceptability. Essentially it acted as an indicator of
the overall attitude of nurses toward computerized
dementia screening [22].
A more detailed factor structure was expected in
the present study since the items included in the
factor analysis assess two distinct aspects of attitudes toward computerized dementia screening. We
expected nurses to be able to better differentiate
between these two latent variables in comparison with
psychology students. The items loading on the first
factor (feasibility) are the sub-items of Question 2.
All of them assess how desirable are the core characteristics of computerized dementia screening tests.
For computerized dementia screening to be feasible, core characteristics of computerized tests, which
make them unique and differentiate them from other
instruments, must be desirable and relevant to nurses.
Thus, this factor assesses the feasibility of computerized dementia screening. The items loading on the
second factor (acceptability) comprise questions 5,
6, and 7 and Question 2c. Questions 5, 6, and 7
assess how interested nurses would be in using selfadministered computerized tests and how interested
they believe their patients and their relatives would
be in using those tests. Question 2c assesses how
desirable is automated administration and scoring of
computerized tests. Essentially this factor assesses
the acceptability of self-administered computerized
tests which represent the latest generation of computerized dementia screening tests.

At the same time, the two distinct aspects of attitudes assessed by the first part of the questionnaire (and their respective factors) are closely related
and this is reflected in the current factor structure
where there is correlation between the two factors.
As expected, screening tools that have certain characteristics (ease of administration, ability to be used
in different environments) that increase the feasibility of their use tend to be more acceptable by nurses.
It is also worth noting that a correlation between
questions 2a and 2b was detected in the confirmatory
factor analysis. Question 2a pertains to brief administration while question 2b pertains to the ability to
be administered by most members of staff. These
two characteristics are correlated since more lengthy
computerized screening tests are generally suited to
administration in specialist settings by neurologists
and neuropsychologists while brief screening tests
are usually designed to be administered in various
settings by non-specialist healthcare personnel [16,
23]. Indeed, implementation studies of brief computerized screening tests have indicated that they can
be used effectively by non-specialists such as family
doctors [24, 25]. Another noteworthy finding is the
double loading of question 2c which loads on both
factors even though its loading on the acceptability
factor is minimal. Question 2c pertains to automatic
scoring and administration which is the core attribute
of computerized screening tests that are designed to
be used by non-specialists [16, 23, 24, 39]. Being
the most important quality enabling the use of such
tests by nurses in a hospital environment, its double
loading is not surprising. Still, in a revised version
of the questionnaire, it could be beneficial to modify
the question in order to better assess one of the two
aspects reflected in the two factors.
The attitudes of nurses toward computerized dementia screening, in our study sample, are overall positive. Both feasibility and acceptability scores
are high. Also, the total score of the questionnaire,
expressing overall attitude toward computerized
dementia screening, is high. The findings of this
study, concerning the attitudes of nurses, are in line
with those of a previous study using the same questionnaire despite the fact that in that study the nurses’
sample was very small comprising only 19 nurses.
In that study, the nurses’ sample was not used for
validation of the questionnaire, as validation was conducted on a sample of psychology students, but was
used to assess nurses’ attitudes toward computerized
dementia screening [22]. The total score of the questionnaire in the present study ( = 30.85, SD = 4.93)
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is similar to the total score calculated in the previous
study ( = 29.50, SD = 3.20) [22]. This indicates that
the previous study provided a good initial overview
of nurses’ attitudes despite its limited nurses’ sample.
At the same time there were some differences in
reported barriers to implementation of computerized
testing between the present study and the previous
study. In this study the main reported barriers were
cost of equipment, insufficient training, lack of a plan
for the integration of computerized dementia screening in the daily routine of the hospital and time needed
for staff training. In the previous study the main
reported barriers were cost of equipment and lack
of a plan for the integration of computerized dementia screening in the daily routine of the hospital [22].
It can be argued that, while the overall attitude of
nurses was not different in the two studies, this study
provided a more accurate assessment of barriers to
implementation of computerized dementia screening
due to its larger sample. A comparison of the percentage of nurses that replied “Yes” in dichotomous
questions assessing potential barriers to implementation, in the present study and in the initial validation
study of the questionnaire, is presented in Table 6.1.
Concerning time-related barriers to implementation of computerized dementia screening, in the
present study, nurses reported that they could devote
Table 6.1
Percentage of nurses who replied “Yes” in
dichotomous questions in the present study and in
the initial validation study of the questionnaire

Q1
Q8a
Q8b
Q8c
Q8d
Q8e
Q8f

Present
study

Initial
validation
study

36.0%
69.6%
42.2%
66.5%
63.4%
59.6%
51.6%

36.8%
68.4%
15.8%
42.1%
63.2%
52.6%
47.4%

Q1, Question 1; Q8a, Question 8a; Q8b, Question 8b; Q8c, Question 8c; Q8d, Question 8d; Q8e,
Question 8e; Q8f, Question 8f.

more time to training in the use of computerized
dementia screening tests (1–2 days) in comparison
to the previous study (4–8 h). Furthermore, they
reported that they could devote more time during
their shift to examine an older adult with a computerized dementia screening test (10–20 min) in
comparison to the previous study (where the most
frequent response was tied between “5–10 minutes”
and “10–20 minutes”). A comparison of frequencies
of answers to ordinal questions assessing time-related
potential barriers to implementation, in the present
study and in the initial validation study of the questionnaire, is presented in Table 6.2.
Strengths of this study include the large number of
nurses from public hospitals who have good knowledge of the daily routine of hospitals, their needs
and limitations (in general and in regards to computerized dementia screening). Furthermore, this study
addresses the limitations of a previous study conducted with the same questionnaire, namely the fact
that on that study validation was conducted on a
sample of psychology students and the questionnaire
was then administered to a small sample of nurses
that was not included in the initial validation [22].
Limitations of this study include the fact that all
participating nurses were recruited from general hospitals in a major urban center therefore the results
of this study may not reflect the attitudes of nurses
in other healthcare services (rural hospitals, primary
care services, etc.). Furthermore, the overwhelming
majority of participating nurses had more than 15
years of work experience thus their attitudes may not
be indicative of the attitudes of more junior nurses.
Additionally, all participating nurses were recruited
from nurses participating in a dementia training program therefore they may represent a sub-sample of
nurses who display a particular interest in dementia. Finally, due to the small sample of the previous
study, its results concerning attitudes of nurses and
possible barriers to the implementation of computerized dementia screening may be inaccurate therefore
comparisons with the present study may be of limited
value.

Table 6.2
Frequencies of answers to ordinal questions in the present study and in the initial validation study of the questionnaire
Q3
Present study
Initial validation study
Q4
Present study
Initial validation study
Q3, Question 3; Q4, Question 4.
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<4 h

4–8 h

1–2 days

3–4 days

1 week

8.1%
5.3%
<5 min
2.5%
0%

21.3%
31.6%
5–10 min
28.8%
31.6%

30.6%
26.3%
10–20 min
31.9%
31.6%

15.6%
21.1%
20–40 min
25.0%
26.3%

24.4%
15.8%
40–60 min
11.9%
10.5%
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Conclusion
This study provides additional validation of a novel questionnaire designed to assess attitudes of
healthcare personnel toward computerized dementia screening. Study results indicate that the overall
attitude of nurses from two major urban Greek hospitals toward computerized dementia screening is
positive. Additionally, this study identified possible barriers to the implementation of computerized
dementia screening. The findings of this study support the implementation of computerized dementia
screening in public hospitals as long as potential barriers are addressed.
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