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impairment to monitor cognitive decline
and other signs of possible dementia, 
in order to plan care at an early stage.17
In practice, with increased service
demands this may not always be
possible. Indeed, given the relative lack
of effective management options,
regular follow-up may not change
treatment approaches significantly
(although it would help early detection
of dementia). Where services are not
able to follow up patients with mild
cognitive impairment routinely, there is
an additional responsibility for patients,
families and GPs to consider whether
there has been a decline in cognition,
and whether re-referral is necessary.

GPs should have a system to ensure
that patients with mild cognitive
impairment are not lost to follow-up, 
for example through entering mild
cognitive impairment Read Codes and
setting up an electronic reminder to call
patients for annual review. At annual
review any change to symptoms or
function should be assessed through 
a history (including collateral history),
rather than relying on brief cognitive
screening tests. Depression case finding
is also important as one in three patients
with mild cognitive impairment will be
depressed.18 

At diagnosis patients should be given
clear information about the possibility of
conversion to dementia, and should be
alerted to new signs and symptoms that
should prompt them to seek further
assessment, such as: decline in more
than one cognitive domain, change in
physical function (e.g. gait change,
decline in mobility and falls), or
behavioural change (reduced range of
activity, reduced level of function).

CONCLUSION
The prevalence of mild cognitive
impairment is likely to increase over time
and because of pressures on secondary
care services, once a diagnosis has been
established it is likely that many will be
discharged to primary care unless, or
until, the patient develops dementia.

It is possible that in the future
improved biomarkers will facilitate
identification of those at risk of
developing dementia and this subgroup
may be more rigorously followed up in
secondary care. Although no specific
treatment is indicated, a diagnosis of
mild cognitive impairment may be a
good impetus to optimise the patient’s
health from both a physical and mental
health perspective and will also act 
as a trigger for conversations about
long-term planning for financial and
legal affairs.
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There has been a rapid rise in the number of people 
diagnosed with dementia in England from 232,000 in
2008 to 850,000 in 2014. Currently, it is estimated that
the prevalence of mild cognitive impairment in adults
aged 65 and over is 10-20%. It is likely that this figure
will increase in line with trends in dementia diagnosis.

In some cases, mild cognitive impairment may be a 
prodrome for dementia, and may be caused by any of the
dementia pathology subtypes. The relationship between
depression in the elderly and mild cognitive impairment is
difficult to tease out as they are frequently comorbid
conditions and both have been found to be independent
risk factors for subsequent dementia. 

People with mild cognitive impairment are at higher 
risk of developing dementia: about 10% convert to
dementia each year, compared with 1-2% of the general
elderly population. Amnestic mild cognitive impairment is
associated with progression to Alzheimer’s disease, while
patients with non-amnestic mild cognitive impairment
more often develop dementias that are not related to
Alzheimer’s disease such as vascular, frontotemporal or
dementia with Lewy bodies.

It is important to obtain a history of cognitive changes 
over time, as well as information about the onset and
nature of cognitive symptoms, confirmed by a reliable
informant, if available. A progressive memory decline is
suggestive of Alzheimer’s type pathology, multiple
vascular risk factors point towards a vascular aetiology,
while a fluctuating course, visual hallucinations,
parkinsonism and REM-sleep behaviour disorder are
associated with Lewy body pathology.

To confirm the diagnosis objective evidence of 
cognitive impairment is required. However, there are no
specific neuropsychological tests for patients with mild
cognitive impairment. On neuropsychological tests,
individuals with mild cognitive impairment typically score 
1-1.5 SD below the mean for their age and education, although
these ranges are guidelines and not cut-off scores.

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. Prior to making
a referral GPs should screen for depression and anxiety. If this
indicates the presence of significant symptoms, these should
be treated according to the NICE guidelines prior to making 
a referral. There is no specific treatment for 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 and
prevention of stroke.


