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Abstract 

Objective: As part of the Canadian Task Force on Preventive Health Care (task force) five-year update review 

cycle, the 2016 guideline on screening for cognitive impairment in older adults was deemed a candidate for a 

reaffirmation pilot. New task force methods were piloted to determine if the 2016 guideline could be reaffirmed.  

Design A pilot of the task force reaffirmation methodology to determine if the 2016 guideline on screening for 

cognitive impairment could be reaffirmed. 

Setting: Screening for cognitive impairment in community-dwelling older adults within a primary care setting. 

The target audience of this is primary care providers. 

Participants: This guideline applies to community-dwelling older adults (≥65 years of age) who do not have 

noticeable signs or symptoms suggestive of mild cognitive impairment or dementia.  

Methods: New evidence was gathered based on a rapid review of the literature, clinical expert feedback, and 

clinical trial registry search. The evidence was analysed and compared against the task force considerations 

(criteria) for reaffirmation. 

Main Findings: The task force reaffirms the 2016 recommendation - We recommend against instrument-based 

screening of asymptomatic older adults (≥65 years) for cognitive impairment (strong recommendation; low 

certainty evidence). This guideline does not apply to individuals who are concerned about their own cognitive 

performance or who are suspected of having mild cognitive impairment or dementia by clinicians or non-

clinicians and/or have symptoms suggestive of mild cognitive impairment or dementia. 
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Conclusion: The task force judged that the evidence gathered would not change the direction or strength of the 

screening recommendation and reaffirms the guideline against instrument-based screening asymptomatic of 

adults (≥65 years of age) for cognitive impairment. 
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Introduction  

Cognitive impairment (e.g., mild cognitive impairment (MCI), major neurocognitive disorders (e.g., 

Alzheimer’s disease or other dementias)) is a condition of gradual memory loss and cognitive decline [1]. This 

guideline focuses on neurodegenerative cognitive decline; however, within population-based screening, the 

etiology of cognitive impairment would not initially be known. 

MCI (also diagnosed as mild neurocognitive disorder) causes noticeable changes (e.g., loss of memory, 

attention, language) but does not impact daily functioning [1,2], while dementia (major neurocognitive disorder) 

impacts a patient’s day-to-day life and can lead to further cognitive declines (e.g., loss of executive functioning, 

or behavioural or psychological symptoms) [1,3]. MCI is a risk factor for dementia but may remain stable or 

revert to a normal cognitive state [4–8]. 

Age standardized annual incidence and prevalence rates of dementia were 1,418 and 6,540 respectively 

per 100,000 Canadians ≥ 65 years in 2017 [9]. Risk of cognitive impairment increases with age with a reported 

0.8% of Canadians aged 65-69 years and 24.6% aged ≥85 years living with dementia in 2013-2014 [10]. 

Prevalence rates of MCI vary based on differing diagnostic cut-offs and Canadian data are not readily available. 

MCI prevalence data from the United States ranges from 6.7-25.2% depending on age and diagnostic criteria 

[11,12]. Preventive actions are outside the scope of this guideline (e.g., effectiveness of brain health 

counselling) [13–15]. 

Screening involves universal administration of a test to all asymptomatic individuals in a particular 

setting to identify those that may benefit from an intervention. Tests to assess for cognitive impairment have 

typically focused on neuropsychological instruments (e.g., Mini Mental State Examination (MMSE) [16], 
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MiniCog [17], Montreal Cognitive Assessment (MoCA) [18]). Newer biological markers (e.g., amyloid beta, 

pTau, TDP-43) have generated interest but are not regularly used in Canada [19–21].  

In 2016, the Canadian Task Force on Preventive Health Care (task force) recommended against 

screening asymptomatic adults (≥65 years of age) for cognitive impairment [22] given no randomized trials had 

evaluated screening at that time. As part of our 5-year update review cycle on this topic, we had the option to 

conduct a full update (with protocol development and a new systematic review), reaffirm previous 

recommendation or sunset (i.e., archive) the guideline [23]. Given a lack of new evidence that would alter the 

direction or strength of the recommendation, we deemed the 2016 guideline on screening for cognitive 

impairment in older adults a candidate for reaffirmation. This study will pilot new task force reaffirmation 

methods to determine if the 2016 guideline can be reaffirmed. 

Materials and methods 

Scope 
This guideline is intended for primary care practitioners, defined as health professionals who provide accessible, 

continued, comprehensive, coordinated care and who are the first health system contact [24]. The target 

population is community dwelling adults aged ≥ 65 years who do not have noticeable signs or symptoms 

suggestive of MCI or dementia. Screening is limited to the clinical administration of a neuropsychological 

instrument. This recommendation does not apply to usual care where the provider asks questions about and 

discusses a patient’s cognitive health and proceeds based on their clinical judgment. This guideline does not 

address prevention, diagnostic accuracy, or effectiveness of treatment interventions. 

The task force is an independent panel of clinicians and scientists that makes recommendations on 

primary and secondary prevention in primary care (http://www.canadiantaskforce.ca). A working group (WG) 
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of five members of the task force (D.R., A.A., S.K., B.W. A.M.) conducted this reaffirmation with scientific 

support from Public Health Agency of Canada (PHAC) staff (H.L., G.T., J.W.). 

In September 2020, we piloted a reaffirmation methodology [23] to review the 2016 guideline on 

screening for cognitive impairment in older adults [22]. This guideline included key questions on the benefits 

and harms of screening for cognitive impairment and on treatment of MCI. Potential screening benefits included 

cognition, function, behaviour, global status, and mortality. Harms included serious adverse events due to 

treatment (i.e., hospital admission or death) and psychosocial harms (e.g., lack of independence, stress, 

depression) [22]. Contextual questions included diagnostic accuracy, cost-effectiveness and patient values and 

preferences. Reaffirmation methods included gathering new evidence from a rapid review, clinical expert 

feedback, and a clinical trial registry search. The evidence was analysed and compared against the 

considerations (criteria) for reaffirmation (Table 1). 

Table 1. Considerations for reaffirmation. 

Considerations Response 

Is there new evidence on this topic?  

 

Yes, new evidence from 1 RCT  

Is the new evidence consistent with the previous 

guideline? 

 

Yes, the 1 RCT findings were consistent 

Does feedback from clinical experts and 

Working Group chairs or members indicate 

key advances in evidence or practice in this 

area since the guideline was published? This 

may include changes to healthcare models, 

patient management, regulatory changes, 

There was no new evidence received that 

would alter the strength or direction of the 

previous recommendation. Response to 

clinical expert feedback was incorporated 

into the reaffirmed guideline where 
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Considerations Response 

equity, feasibility, patient values and 

preferences, acceptability or costs exist that 

might impact this guideline. 

applicable (see Discussion and 

Implementation sections). 

Are there relevant clinical trials that are expected 

to be completed within the next few years? 

Yes, the search of clinical trial registries 

found one RCT [33] that examined 

caregiver outcomes for screening versus no 

screening for cognitive impairment. No 

current publications are available and are 

not expected until late 2024. Preliminary, 

non-published results from this study 

suggest that they will not alter our 

recommendations (Dr. Fowler, personal 

communication, April 18, 2024). 

Are there unaddressed gaps or limitations in the 

previous guideline that could be improved with 

additional key questions or changes to key 

aspects (e.g., population(s), intervention(s), 

comparator(s), outcome(s), timing, setting(s))? 

Unaddressed gaps persist as per the 2016 

guideline. The previous guideline raised 

patient values and preferences (PVP) as a 

contextual question; This was not 

addressed given that there was no evidence 

to support screening. For reaffirmation, 

there was no evidence that would suggest 

that PVP have changed significantly and 

would influence our strong 

recommendation (given the lack of 

evidence to support screening). 
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Reaffirmation focused on the benefits and harms of screening as treatment and contextual questions 

(diagnostic accuracy, cost-effectiveness and patient values and preferences) given the lack of screening benefit 

and previous strong recommendation. However, if a change in recommendations strength or direction appeared 

likely, a full update of these topics would be undertaken.  

A Canadian Agency for Drugs and Technologies in Health (CADTH) rapid report was conducted for 

new systematic reviews (SRs), randomized controlled trials (RCTs) and evidence-based guidelines on the 

clinical utility (benefits and harms) of cognitive impairment screening in asymptomatic community-dwelling 

older adults [25]. Outcomes included but were not limited to: cognitive function, quality of life, depression, 

anxiety, mortality, health care utilization, health effects of false positive or negative test result, and any other 

associated harms of screening. Medline, PsycInfo, the Cochrane Library, the University of York Centre for 

Reviews and Dissemination databases, and websites of Canadian and major international health technology 

agencies were searched for documents published between January 1, 2016, and September 29, 2020 (later 

updated to January 2022). We also examined evidence that had been gathered through our routine surveillance 

of high impact journals and appraisals of relevant articles via the Prevention Plus alert system [26].  

The following databases and websites were searched for clinical trials: European Union Clinical Trials 

Register, ClinicalTrials.gov, National Institute on Aging, Mayo Clinic, Alzheimer’s Association TrialMatch, 

Alzheimer Society Research Portal and the World Health Organization International Clinical Trials Registry 

Platform, for trials registered from January 2002 to November 2020 (later updated to January 2022).  

The task force reaffirmation methodology does not update GRADE (Grading of Recommendations, 

Assessment, Development and Evaluations) assessments [23]. Therefore, we cannot comment on the certainty 
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of the evidence beyond what was found in the original guideline. However, if new evidence isn’t convergent 

with the previous guideline, the task force would recommend a full update (including GRADE evaluation). 

The entirety of the evidence collected was analysed and compared against the task force considerations 

for reaffirmation (Table 1) [23]. The entire task force approved reaffirmation of this guideline through its 

consensus process [27]. 

Results 

The 2016 guideline found 0 studies on benefits and harms of screening [22]. The treatment review found that 

pharmacotherapy for mild cognitive impairment did not produce a clinically meaningful benefit [22]. 

Additionally, the likelihood of a false positive was 10-14% (MMSE) and 25% (MoCA). Given the lack of 

evidence on benefits and harms analyses of cost-effectiveness, patient values and preferences were not 

performed. No Canadian data were found on willingness to be screened or to receive a diagnosis of mild 

cognitive impairment [22]. 

Our current review found 1 new SR [28], 1 RCT [29] and 3 evidence based guidelines [19,30–32]. This 

included the U.S. Preventive Services Task Force (USPSTF) guideline and accompanying SR [28,31,32]. The 

USPSTF concluded that current evidence is insufficient to assess the balance of benefits and harms of 

screening.  

The other two guidelines were both from the Canadian Consensus Conference on the diagnosis and 

treatment of dementia which recommended against screening asymptomatic individuals for cognitive 

impairment [19,30]. 

The RCT [29] examined n=4005 community dwelling adults ≥65 years over a 12 month follow-up. 

Screening interventions included the Memory Impairment Screen (MIS) assessment (3) and Mini-Cog (4). Due 



 

Page 10 of 21 

 

 

 

 

 

to loss to follow-up and data excluded for quality control, only 2000 participants completed the study. Results 

showed no benefits of screening for dementia on identified primary outcomes (health-related quality of life, 

depressive symptoms, anxiety symptoms) or secondary outcomes (healthcare utilization, advance care planning, 

and dementia recognition) [29]. Details of this study can be found in Appendix 1. 

The search of clinical trial registries found one ongoing RCT [33] examining the impact of screening on 

caregivers. The trial authors were contacted, and publication is not expected until late 2024. Additionally, 

preliminary, non-published results from this study suggest that they will not alter our recommendations (Dr. 

Fowler, personal communication, April 18, 2024).  

Feedback from a clinical expert and previous WG member did not identify any additional evidence that 

would change the direction or strength of our recommendation. Considerations raised included; changes in the 

conceptual framework of dementia, enhancements in diagnostic accuracy, potential biases of currently available 

screening tools (e.g., language, education, culture), recognition of changes in behaviour or personality as 

symptoms of early neurodegenerative disease, the importance of including family members for a proper 

assessment and when to initiate diagnostic testing (see Appendix 2).  

Recommendations 
We reaffirm the 2016 guideline as follows: We recommend against instrument-based screening of 

asymptomatic older adults (≥ 65 years) for cognitive impairment. (Strong recommendation; low certainty 

evidence)  

This recommendation is about screening and does not apply to symptomatic individuals such as those who are 

concerned about their own cognitive performance (i.e., the patient has raised complaints about cognitive 

changes with their clinician or others) or who are suspected of having mild cognitive impairment or dementia 
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by clinicians or non-clinicians (caregivers, family, or friends) and/or have signs or symptoms suggestive of mild 

cognitive impairment or dementia (such as loss of memory, language, attention, visuospatial, or executive 

functioning, or behavioural or psychological symptoms that may either mildly or significantly impact a 

patient’s day-to-day life or usual activities). 

 

Discussion 

Evidence from the current review reaffirms the 2016 findings as the new RCT (Fowler et al., 2020) did not 

show any benefit of screening [29]. Screening did not affect health-related quality of life or show a difference in 

depressive or anxiety symptoms [29]. Screening also did not impact healthcare utilization, advance care 

planning or incidence of cognitive impairment diagnoses and/or treatment [29]. Screening tools used in this 

study (MIS and Mini-Cog) were shown by the 2020 USPSTF SR to have adequate test performance [31]. The 

task force also considered the opportunity cost of screening all asymptomatic older adults to be important. 

There were concerns with Fowler, et al., 2020 due to missing data (loss to follow-up, excluded for 

quality control) and low dementia incidence [29]. However, baseline characteristics remained similar and 

control of missing data via multiple imputations did not show any difference in outcomes.  

Treatment evidence was considered indirect and therefore a rapid review was not performed during 

reaffirmation. The task force is aware of new drug treatments for dementia (specifically aducanumab, 

lecanemab or other monoclonal antibodies) [34–39]. However, there have been no trials performed in a 

screening population. The 2020 USPSTF SR found some improvement in function (e.g., acetylcholinesterase 

inhibitors and memantine) but the effect sizes were small with limited follow-up [31]. Non-pharmacological 
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treatments were not studied but USPSTF showed small intervention benefits of uncertain clinical importance 

[31]. 

Although there may be advances in diagnostic test accuracy and detection of cognitive impairment, this 

would not impact the rationale underlying the original recommendation as it was based on a lack of evidence of 

benefit of screening. However, evidence from screening trials using biomarkers could prompt an update and the 

task force will continue monitoring the literature.  

Implementation  

This recommendation against screening emphasizes the importance of good clinical practice, in which clinicians 

inquire about and are alert to changes in physical and mental health symptoms of their patients. The USPSTF 

notes that instruments such as MMSE, MoCA, MiniCog can adequately detect cognitive impairment [31] and 

these instruments could be a resource for diagnostic assessment of patients. As noted by the clinical expert, 

sensitivity, specificity, length of administration, cost and cultural, language or educational biases of validated 

screening tools as well as inclusion of information from family or caregivers are important considerations for 

diagnostic investigations.   

Certain comorbidities may put individuals at a higher risk of cognitive impairment (e.g., vascular 

disease, hearing loss) [13,14]. However, the available screening evidence did not stratify by risk and therefore 

we cannot make separate recommendations.   

Although we cannot comment on the certainty of the updated evidence, based on the new rapid review 

we can reaffirm the previous recommendation’s strength as strong against. Further information on 

implementation and knowledge translation tools can be found in the original guideline: 

https://canadiantaskforce.ca/guidelines/published-guidelines/cognitive-impairment/.  

https://canadiantaskforce.ca/guidelines/published-guidelines/cognitive-impairment/
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Other guidelines 

The task force guideline is consistent with the Canadian Consensus Conference on the Diagnosis and Treatment 

of Dementia [19] and UK National Screening guidelines [40] which do not recommend universal screening for 

dementia. The USPSTF guideline states that the current evidence is insufficient to assess the balance of benefits 

and harms of screening [28] (Table 2). 

Table 2. Current recommendations on screening for cognitive impairment from other organizations. 

Organization Recommendation 

5th Canadian 

Consensus 

Conference on the 

diagnosis and 

treatment of 

dementia, 2020 

(19) 

1. Cognitive testing to screen asymptomatic adults for the presence of 

mild cognitive impairment or dementia, including asymptomatic persons 

with risk factors such as family history or vascular risk factors, is not 

recommended. 1C (95%) 

2. Primary care health professionals should be vigilant for potential 

symptoms of cognitive disorders in older or at-risk individuals, 

including but not limited to: reported cognitive symptoms by the patient 

or an informant, otherwise unexplained decline in instrumental activities 

of living, missed appointments or difficulty remembering or following 

instructions or taking medications, decrease in self-care, victimized by 

financial scams, or new onset later-life behavioral changes including 

new depression or anxiety (1C). If there is a clinical concern for a 

cognitive disorder (which may not always be shared by the patient due 

to anosognosia) then validated assessments of cognition, activities of 

daily living, and neuropsychiatric symptoms are indicated (see 

subsequent sections for suggestions for valid tools). 1A (95%) 
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Organization Recommendation 

U.S. Preventive 

Services Task 

Force, 2020 (28) 

The USPSTF concludes that the current evidence is insufficient to 

assess the balance of benefits and harms of screening for cognitive 

impairment in older adults. (I statement) 

UK National 

Screening 

Committee, 2019 

(40) 

Systematic population screening for dementia is not recommended as a 

population screening programme in the UK. 

 

Future directions 

More high-quality evidence is needed as there was only one RCT examining screening versus not screening for 

cognitive impairment [29]. Additionally, this RCT had serious limitations due to high rate of loss to follow-up 

and data excluded for quality control. Evidence on the impact of screening on family and caregivers is also 

lacking but may be addressed in an ongoing trial [33]. More research into the effect of screening on cognitive 

function or decline, independent living, safety, and harms is needed. Finally, trials of screening including risk 

stratification, updated diagnostic tests (including biomarkers) and new treatments would help inform future 

updates. 

Limitations 

The reaffirmation approach does not include an analysis of the certainty of evidence [23]. However, when no 

new evidence is identified, or new evidence is consistent with the previous guideline, the task force is confident 

in reaffirming the previous recommendation strength (strong recommendation). In this case, there were 

concerns with the quality and power of the identified RCT to detect a difference in outcomes. However, even if 
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this study was rated with very-low certainty this would still result in a reaffirmation based on no new evidence 

of benefit.  

The CADTH rapid report was limited to RCTs, systematic reviews and evidence-based guidelines. 

While observational studies may have been missed, impactful observational studies would likely have been 

identified by clinical experts or previous WG members. 

Like the original guideline, we did not include a systematic review or rapid report on patient values and 

preferences, equity or feasibility given the lack of evidence on the effectiveness of screening. Clinical experts 

and previous WG members were asked about new evidence in these areas.  

There is a small risk that the task force could reaffirm a guideline that may be better suited to undergo a 

full update. To help mediate this risk, all reaffirmed guidelines continue to undergo ongoing surveillance via 

Prevention Plus [26]. 

This analysis was a pilot and future reaffirmations are expected to be completed with shorter time 

frames between the literature search, clinical expert feedback and analysis. Additionally, upcoming 

reaffirmations will require feedback from at least 3 clinical experts. 

 

Conclusions 

The task force judged that the above evidence would not change the direction or strength of the 

recommendation and reaffirms the guideline against instrument-based screening asymptomatic adults (≥65 

years of age) for cognitive impairment (strong recommendation, low certainty evidence).  
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