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there may be clues to cognitive function
on simple observation. Obvious dressing
errors, stains on clothing, change in
mobility, level of alertness or
engagement, any obvious mood
disorders, level of orientation, verbal
fluency or problems with comprehension
as well as any sensory impairment. 

Assessment 
To meet the diagnostic criteria there
must be evidence of cognitive decline
but maintained functioning in activities
of daily living and so an assessment of
both is required. Cognitive testing can
cause some distress to patients so
consider asking relatives or carers to sit
outside and ensure the room is free from
distractions and any sensory
impairment has been addressed. 

In the primary care setting cognitive
screening tools such as the GPCOG,16
are widely used as they are brief and
have a similar sensitivity to detecting
dementia as the mini-mental state
examination (MMSE).17 A score less than
5 on the patient section or less than 3 on
the informant questionnaire of the 
GPCOG indicates cognitive impairment
but a normal score does not rule out
cognitive impairment or dementia.18

Additional cognitive assessment tools
such as the Addenbrooke’s Cognitive
Examination Revised (ACE-R) are useful
to differentiate deficits in the different
cognitive domains, particularly in 
non-amnestic MCI presentations.19 

Functional assessment could include
the basic activities of daily living (BADL)
or instrumental activities of daily living
(IADL) questionnaires.20,21

A full physical examination including
neurological examination is required to
help rule out potentially reversible
causes as described above. 

Additional investigations 
Blood tests should be completed as part
of initial investigations to help rule out
potential reversible causes, seetable 2,
above. 

Depending on availability and access

to services, neuroimaging is also
indicated, most commonly a CT brain
scan mainly to rule out major structural
abnormalities or vascular events.  

MANAGEMENT 
There is currently no UK national
guidance for MCI. There are also no
medications approved for the
treatment of MCI. Drugs used in the
treatment of Alzheimer’s disease have
been investigated but have not
demonstrated any improvement in
cognitive function in MCI.22

As the causes are multiple and
include a range of medical and lifestyle
factors the best evidence appears to be
for a multidomain approach. 

The FINGER trial was a double blind
randomised controlled trial in
community settings in Finland. 
It investigated the effects of a
multidomain approach targeting
cardiovascular risk factors, diet, exercise
and cognitive training in older people at
increased risk of dementia.23

Inclusion criteria were CAIDE
(Cardiovascular Risk Factors, Ageing
and Incidence of Dementia) dementia
risk score of at least 6 points and
cognition at mean level or slightly lower
than expected for age. A total of 1,260
participants aged 60-77 years were
randomised to the intervention group
(n = 631) or control group (n = 629). 

In the intervention group cognitive
benefits, quality of life and physical
function were better maintained over
the two-year follow-up period although
the effect size was small. The study has
now been expanded to other countries
with longer follow-up planned. 

REFERRAL AND FOLLOW-UP 
Where there is concern about future
dementia risk or diagnostic uncertainty
it may be useful to make a referral to a
specialist memory clinic which may be
run by neurology, geriatric or psychiatry
of old age specialist teams. These 
teams may have access to additional
structural or functional neuroimaging

Table 2

Routine blood tests typically performed in primary care to screen for reversible
causes of cognitive impairment 

Blood tests

Full blood count, ESR, CRP

Renal function, thyroid function, liver 
function, lipids, bone profile, iron studies, 
B
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, folate, fasting glucose or HbA

1C

Conditions

Anaemia, vasculitis 

Metabolic conditions 

key points
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Mild cognitive impairment (MCI) is a heterogeneous
clinical syndrome defined as evidence of cognitive decline
which is greater than expected for an individual’s age and
educational level but which does not significantly impact
on activities of daily living. Around 6% of those over the
age of 60 are thought to have MCI.

Alzheimer’s disease is now thought to have a long 
preclinical phase which lasts for several years to decades,
and some consider MCI to be an intermediate stage 
along a continuum from normal cognition to dementia.
However, a proportion of those with MCI will remain 
stable with little further cognitive decline or find that their
cognitive function improves. Only 5-15% of individuals with
MCI develop dementia each year and around 50% remain
stable after five years of follow-up. Risk factors associated
with dementia are also linked to MCI risk, and the strongest
of them are increasing age, family history, the APOE e4
gene and cardiovascular risk factors.

The challenge for clinicians is to distinguish between
normal cognition, cognitive decline normal for ageing,
subjective cognitive decline, delirium, MCI and dementia.
The history should focus on the onset and progression 
of symptoms. An acute or fluctuating course suggests
delirium or another potentially reversible cause. 
It is important to identify any recent physical illnesses,
medication changes or stressful life events. Risk factors for
MCI and dementia should be recorded together with the
level of social support or requirement for carers. It is also
important to determine if there is any risk to the individual
as a result of their cognitive impairment.

To meet the diagnostic criteria for MCI there must be
evidence of cognitive decline but maintained activities of
daily living and so an assessment of both is required. 
In the primary care setting cognitive screening tools such
as the GPCOG are widely used but it is important to be
aware that a normal score does not rule out cognitive
impairment or dementia. A full physical examination
(including neurological examination) and screening blood
tests are required to identify any potentially reversible
causes.

No medications are approved for the treatment of MCI. 
Where there is concern about future dementia risk or
diagnostic uncertainty it may be useful to make a referral
to a specialist memory clinic. If MCI is confirmed patients
should be offered six monthly or annual reviews for
cognitive monitoring and assertive management of risk
factors. A multidomain approach targeting cardiovascular
risk factors, diet, exercise and cognitive training has been
shown to have a small benefit on cognition.


