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mild cognitive impairment. There are a
number of reasons why patients may
not consent to referral (or their doctors
may not recommend it), for example
fear of causing unnecessary anxiety in
those who do not progress to dementia,
and lack of effective clinical interventions
for mild cognitive impairment. On the
other hand, the prospect of novel
therapies targeting those with minimal
symptoms to prevent the development
of dementia may, in future, radically
change referral pathways and patterns.  

MANAGEMENT
There is no specific treatment or
medication for mild cognitive
impairment.2 Systematic reviews show
that cholinesterase inhibitors are not
effective in those with mild cognitive
impairment, and do not reduce the risk
of conversion to Alzheimer’s disease.17
There are no studies of memantine in
mild cognitive impairment.

Treatment should aim at secondary
prevention i.e. to reduce the risk of
conversion to dementia. Evidence to
support effective secondary prevention
strategies is limited, but primarily
includes reducing cardiovascular risk
factors (particularly hypertension and
diabetes) and prevention of stroke.2 To
optimise cognition, depression should
be proactively treated and medication
should be reviewed with a view to
reducing or stopping medication with a
high cholinergic burden.

Encouraging patients to take exercise,
engage in mentally stimulating activity
and social activities may also help
decrease the risk of further cognitive
decline.2 A diagnosis of mild cognitive
impairment should also prompt a
discussion on longer term planning
including appointing a power of
attorney and addressing financial affairs.
Clinicians should consider whether there
are risks relating to driving or home
safety, and address these where
necessary.

NICE recommends that memory
assessment services should offer 
follow-up to people with mild cognitive »

education, prior level of functioning or
psychiatric illness, should be considered.14
There are no brief screening tests
available to detect mild cognitive
impairment in primary care; completion
time for more detailed testing excludes
their routine use in primary care.
Screening tests such as the Mini-Cog, 
the GPCOG or the AMTS are only
recommended for use in primary care 
if dementia is suspected. (See Useful
information box, p20.)  Although these
tests can detect dementia, they are not
suitable for detecting mild cognitive
impairment because of their lower
sensitivity. 

A systematic review of the
performance of screening tools for mild
cognitive impairment demonstrated
that only three out of eleven non-
comprehensive tests (DemTect, M@T,
ABCS) had sensitivities > 80%.
In contrast all four comprehensive
screening tests (ACE-R, MoCA,
CAMCOG, CERAD) had sensitivities 
> 80% for detecting mild cognitive
impairment among healthy volunteers.6
The comprehensive screening tests,
however, take 15-20 minutes to complete
which is unlikely to be feasible in 
primary care. 

Activities of daily living
Standardised instruments, such as the
Bristol Activities of Daily Living Scale,
are available for assessment of everyday
functioning. Although significant
impairment in activities of daily living is
not consistent with a diagnosis of mild
cognitive impairment, individuals with

mild cognitive impairment often have
some difficulty with complex tasks, such
as the ability to deal with financial affairs.15

REFERRAL
The assessment of mild cognitive
impairment is generally a task for
specialists. GPs should consider
referring people who show signs of mild
cognitive impairment for assessment by
specialist memory assessment services
to aid early identification of dementia,
because more than 50% of people with
mild cognitive impairment later develop
dementia.14 With the advent of increased
targets for diagnosis of cognitive
impairment,16 GPs should have a
relatively low threshold for referral to
secondary care memory clinics for
comprehensive assessment and
management.

Although the results of cognitive
screening tests may be a steer towards 
a referral, if the patient, their family or 
the GP has significant concerns about
cognition, then a referral is indicated.
This is particularly important for people
with high premorbid function, where
screening tests are unlikely to detect
subtle changes in cognition effectively,
and the subjective experience of
individuals is particularly important.

Prior to making a referral GPs should
screen for depression and anxiety.
Standardised rating scales (such as the
PHQ9 or GAD7) may aid diagnosis, but
should not be relied upon given the
overlap of depression and mild cognitive
impairment symptoms. If clinical
assessment indicates the presence of
significant symptoms, these should be
treated according to the NICE guidelines
prior to making a referral. 

Patients with focal neurological
symptoms may require referral to a
neurology clinic specialising in cognitive
disorders. Referral to a generic memory
service may not be appropriate for all
patients with cognitive concerns: people
with learning disability, alcohol or
substance misuse or significant head
injury may need referral to specialist
services. 

Finally, patients must consent to
referral for specialist assessment for 

Table 2 

Criteria for diagnosis of mild cognitive impairment (adapted from Albert et al 11)

•Self- or informant-reported cognitive decline/
observed evidence of cognitive decline by clinician
•Objective cognitive impairment
•Preserved general functional abilities
•No dementia

‘Patients with focal
neurological
symptoms may
require referral to 
a neurology clinic
specialising in
cognitive disorders’

‘It is important to
obtain a history of
cognitive changes
over time, as well as
information about
the onset and
nature of cognitive
symptoms’


