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diagnose depression. The problem
with using screening instruments such
as the CES-D is that they lack
specificity and therefore overdiagnose
depression.1 
A recent meta-analysis concluded that
the CES-D ‘should not be used as an
isolated diagnostic measure of
depression.’2

Mild cognitive impairment is
impairment in one or more cognitive
domains which is intermediate
between ‘normal ageing’ and dementia.
Amnestic (episodic memory) and 
non-amnestic (e.g. executive function,
language, spatial awareness) subtypes
have been proposed. Mild cognitive
impairment is distinguished from
dementia by the preservation of social
and occupational functioning.3

However, there is no agreement as
to how precisely memory impairment
should be defined, subjective memory
impairment may be caused by
depression, and there is no precise
boundary between ‘some difficulty’
and ‘impairment’ of functional
abilities.4 A further problem is that
brief screening tools for dementia lack
sensitivity for detecting mild cognitive
impairment.5

The present study suggests that if
we can make a diagnosis of mild
cognitive impairment this will alert us
to a group of patients who are at high
risk for depression. Moreover, comorbid
depression increases the risk that mild
cognitive impairment will progress to
dementia, but unfortunately there is
no evidence that antidepressant
treatment reduces this risk.6

NICE recommends that patients
who are showing signs of mild
cognitive impairment  should be
referred to memory clinics to facilitate
early diagnosis in those who
subsequently progress to dementia7

(approximately 10% progress each
year).8 However, my own recent
referral data suggest that I only refer
patients with a high clinical suspicion
of dementia: out of 14 patients, ten
were immediately diagnosed with
dementia, a further two were
diagnosed at six months’ review and
only two were diagnosed with mild
cognitive impairment.

In my defence, there are a number of
reasons why referral of patients with
possible mild cognitive impairment
may not be such a good idea:
•No clinical interventions have been
shown to reduce the risk of
progression from mild cognitive
impairment to dementia9

•Diagnosis of mild cognitive

Mental health

Depression
common in
patients with
mild cognitive
impairment 
A third of patients with mild cognitive
impairment also suffer from depression,
a meta-analysis has found.

A total of 57 studies representing
20,892 patients were included in the
analysis. The majority of these studies
were carried out in North America (23)
and Europe (22), with eight from Asia,
two from Australia and one each from
South America and Africa. There was a
high level of heterogeneity (I2 = 90.7%)
as a result of study populations drawn
from a mixture of community and
clinic settings (in different countries),
the lack of an agreed definition of 
mild cognitive impairment, and a wide
range of methods used to identify
depression. 

The combined prevalence of
depression in patients with mild
cognitive impairment was 32% 
(95% CI: 27-37%). 

There was a significant difference
between the prevalence of depression
in community-based samples 
25% (95% CI: 19-30%) and clinic-based
samples 40% (95% CI: 32-48%). 

The estimated prevalence was not
significantly affected by either the
criteria used to define mild cognitive
impairment or the chosen tool for
depression diagnosis (clinician-rated,
self-reported or informant-reported).

The authors suggest that the higher
prevalence of depression in clinic-based
samples is because patients with mild
cognitive impairment are more likely
to consult if they are depressed. Only a
small minority of included studies used
semi-structured clinical interviews to

impairment may cause unnecessary
anxiety in those patients (nearly half)
who will not progress to dementia
within five years
•Mild cognitive impairment may be
missed by memory clinics especially in
female patients10 leading to false
reassurance and possible delayed
diagnosis of subsequent dementia
•Referral of patients with mild
cognitive impairment may overwhelm
memory clinics and delay treatment
for those patients with dementia.
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