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Clinical Practice Recommendations 
Providing Client and Caregiver Support in the MCI Phase 

The following Clinical Practice Recommendations were created as part of the IH Phased Dementia Pathway.  These recommendations are 
evidence-informed or “best practice”, and were created by the process described in the IH Dementia Care website*. Clinical Practice 
Recommendations at the Mild Cognitive Impairment phase of the pathway highlight the need for interdisciplinary health professionals to 
recognize early cognitive changes, understand the clinical and ethical challenges related to early diagnosis and disclosure, and be able to 
meet the support and informational needs of the client and caregiver throughout the uncertainty of this phase. 
 

Levels of Evidence and Strength of Recommendations 
The SORT research grading tool† emphasizes client-oriented outcomes – outcomes that matter to clients and help them live longer or better 
lives, including reduced morbidity, mortality or symptoms, improved quality of life and lower cost of health care services. Levels of evidence 
are ranked “1, 2, 3” based on the validity (quality) of the study design. Where existing relevant guidelines were found, they are cited as “G” in 
the level of evidence. Strengths of recommendations (A, B, C) are based on grading the quantity and consistency of the body of evidence. 
Ratings are listed following each recommendation or group of recommendations as needed. 
 

 
 
 
 
 
 
 

 
 
 
Qualitative Evidence 
No comparable grading tool was found for qualitative research, however the well established criteria of credibility, applicability (or fittingness), 
auditability and confirmability are used. All four criteria must be met in order to be considered suitable evidence for practice recommendations. 
A designation of “Q” is given under level of evidence and source cited. 

                                                
*
 
   
†
 Ebell MH, Siwek J, Weiss BD, Woolf SH, Susman J, Ewigman B, & Bowman M. Simplifying the language of evidence to improve patient care: Strength of Recommendation 

Taxonomy (SORT): A patient-centered approach to grading evidence in the medical literature. The Journal of Family Practice 2004;53(2):111-120, available in the public 
domain from http://www.aafp.org/afp/20040201/548.pdf 
 

Levels of Evidence and Strength of Recommendations Taxonomy 
Levels of Evidence are ranked 1-3 based on the validity (quality) of the study design. 
1 = Good quality client-oriented evidence 
2 = Limited quality client-oriented evidence 
3 = Other evidence 
 
Evidence-based Recommendations are rated as follows: 
A = consistent and good quality client-oriented evidence; 
B = inconsistent or limited-quality client-oriented evidence; 
C= evidence lacking, more research needed; based on expert consensus/usual practice 
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Clinical Practice Recommendations 
The Dementia Clinical Practice Working Group advises the following clinical practice recommendations concerning the provision of client and 
caregiver support and information following the diagnosis of possible or probable mild cognitive impairment: 
 
1. Education/Training: 

Provide interdisciplinary education and training opportunities regarding:  
 

Level of Evidence 
(sources cited) 

SOR
‡
 

 

• the importance of follow-up visits and/or interdisciplinary referrals to address client and caregiver needs for 
further monitoring, emotional support, and information and support services following the diagnosis of mild 
cognitive impairment. 

Q
(13,17,18)  

3
(§,††,‡‡)

 
A 

• current knowledge of cross-sector program information and available resources that assist clients and 
caregivers to connect with appropriate services in the formal health system (as needed); 

3
**
 B 

• current knowledge of information and material resources that assist clients and caregivers to initiate advanced 
planning for financial, legal and domestic personal matters 

3** B 

• current knowledge of informal health resources (i.e., Alzheimer Society of BC) that assist clients and 
caregivers to connect to support and information services. 

3** B 

 
2. Information: 
a)  Communicate the following key information about the need for information and support for clients with Mild 
Cognitive Impairment and their caregivers for use in planning and delivering care. 

Level of Evidence 
(sources cited) 

SOR
‡
 

• There is limited research evidence concerning the psychological consequences of receiving a diagnosis of 
MCI (i.e, both first reactions and longer term emotional outcomes of living with MCI) available to guide 
practitioners in providing effective emotional support.  It is reasonable to suspect that because the diagnosis of 
MCI is often a challenging and extended process, the uncertainty of this phase can produce anxiety and stress 
for clients and caregivers. Reported emotional reactions during the MCI phase include depression, apathy and 
irritability. 

Q(1,20) 

3(††,‡‡) 

 
 

1(2,3,4); 2(5,6) 

C 

• It is reasonable to believe that some of the limited evidence from investigation into disclosure of early stage 
dementia may be applicable to clients with MCI. However, care must be taken not to confuse or equate a 

 
Q(7) 

 
B 

                                                
‡
 Strength of Recommendation 

§
 Based on interview results from discussions with both the Kelowna Early Dementia Client Support Group and the Kelowna Early Dementia Caregiver Support Group (see 

other footnotes) held in Kelowna on June 2005 and April 2006. The Kelowna Early Dementia Support Group is comprised of people with diagnoses of both MCI and various 
dementias in the early stages of disease progression. Both clients and caregivers report feeling ”lost” and “isolated” and identified that their priority need following diagnosis is 
information about what to expect and how to connect to the health care system to find resources for further or future assistance.  
**
 Both clients and caregivers reported receiving outdated contact information (i.e., telephone numbers, names) and brochure information on support services, and expressed 

frustration that health providers were not knowledgeable and up-to-date in these areas. 
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diagnosis of MCI with dementia, and some key differences between MCI and dementia may result in very 
different emotional needs.  These differences include: 

o the degree of personal awareness into cognitive disabilities (anosognosia); 
o the variance in diagnostic certainty (MCI does not currently have diagnostic consensus, whereas 

criteria do exist for Alzheimer Disease and related dementias); 
o the long term cognitive prognosis (uncertain cognitive outcome for MCI vs. progressive debility for 

dementias). 

 
Q(13,14,15,16) 

3(8,9); 
Reviews(10,11,12) 

 

• There is good evidence that compared to persons with early stage dementia, persons with MCI have 
significant insight into their cognitive and functional abilities.  As a result of studies into this unique increased 
awareness, emotional reactions such as embarrassment, fear and depression have also been identified. 
Therefore, taking a client-led approach to providing emotional support is likely the best clinical practice focus 
available.  

Q(13,14,15, 16) A 

• Practitioners should realize that caregivers may have different information and support needs and these needs 
may change throughout the caregiving experience. 

Q(17, 18) B 

b) Communicate to the general public the following key information about Mild Cognitive Impairment:   

• The diagnosis of mild cognitive impairment is not a diagnosis of dementia, yet the literature suggests that 
some clients with MCI may already be convinced that they have dementia. Provide accurate and current public 
information that while MCI is associated with an increased risk of dementia, many people with MCI do not 
progress to dementia, even after several years.  

3(19) B 

• Provide public information about the benefits of contacting a local coordinator of The Alzheimer Society of 
British Columbia (a national non-profit health organization) as a valuable resource that provides information, 
education and support to people affected by Alzheimer's disease and related dementias, including MCI. 

3§,**,††,‡‡) A 

• Provide public information about the benefits of advanced personal planning and ensuring personal voice in 
decision-making in the event that one should not be able to speak for one self.  

3(§) C 

• Provide public information regarding access to resources for advanced personal planning.  3 C 

 
3. Program Planning: 
It is recommended that the following information (which identifies potential and actual gaps in providing emotional 
support for clients and caregivers following the diagnosis and disclosure of Mild Cognitive Impairment) is used for 
clinical program planning across disciplines and sectors as relevant: 

Level of 
Evidence 
(sources cited) 

SOR
‡
 

 

• There is limited phenomenological research into the client’s emotional needs following the diagnosis of 
cognitive loss, particularly for MCI. This is an area that needs further research attention. 

2(20); Q(7) C 

• It is reasonable to expect this phase to be a period of turmoil, uncertainty and stress for both client and 
caregiver, and a critical time for families to receive support through follow-up contact, either with their 

3(§,**,††,‡‡) A 
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physician or through interdisciplinary (e.g., social work or mental health) support services. Yet, the feedback 
received from clients with MCI in Support Groups††, Caregiver Support Groups‡‡ and from various providers in 
Interior Health (case managers, social workers, mental health clinicians) indicate that this follow-up support is 
infrequently practiced. This appears to be a gap in care delivery that could be addressed. 

• The idea that individuals may benefit from a short series of counseling following the disclosure of a diagnosis 
such as MCI or dementia is mentioned in literature, yet this is not an identifiable interdisciplinary practice 
within IH programs. While some physicians disclose diagnoses and request a follow-up visit to assess coping 
and answer questions, client and clinical group feedback††‡‡ indicates that this is also not common. More 
frequently, follow-up visits with the physician are booked at 6 month to 1 year intervals for the purposes of 
monitoring cognitive losses to see if they have progressed or clearly converted to early dementia. This 
appears to be a gap in existing program planning that could be addressed.  

Q(7) 

3(§,††) 
B 

• The Kelowna client group also identified that during this period they did not always feel they could speak with 
their family and friends as talking about it was upsetting for both of them, and clients wanted to protect their 
family members from further distress. Allowing for variability in coping styles, it appears that the immediate 
emotional care needs (first reactions) in the weeks following diagnosis are a potential gap between the formal 
and informal health system.   

• Providing clients and caregivers with opportunities to talk about the diagnosis and what it means to them with 
a professional may be very useful intervention. This need could potentially be met through existing 
individualized home-based programs or in through “memory clinic” referrals (support and education following 
diagnosis) via shared or integrated care programs that involve interdisciplinary staff from HCC, Mental Health, 
Acute or Primary Care Centers, etc. and which could provide a few brief intervention sessions. Such contact 
is also an opportunity for clients and caregivers to learn and understand how and when to make contact with 
the formal health system in the future as their needs may change. 

3(††,§) 

 

 

 

 

Q(1,713,17,) 

1(21); 2(22,23) 
 

B 
 
 
 
 

B 

• Although the Alzheimer Society of B.C. has expanded their focus for care beyond Alzheimer disease to 
include support, information and education for people experiencing related dementias, as well as for people 
with MCI, this fact is not well understood by practitioners or the public. Identifying the Society as an 
appropriate resource for clients with MCI and their caregivers should be incorporated into appropriate client 
pamphlets web-based sites and other dementia-related resource brokering tools used by staff. 

3** B 

• Early advanced planning of financial, legal and personal affairs is essential to addressing future crisis problem 
solving and decision making should a client’s autonomy become incapacitated by cognitive losses.  Advance 
planning involves building a trusting relationship with client and caregivers, engaging in psychosocial and 

Q(24,25) 

1(26) 

3(27,28) 

A 

                                                
††

 Based on interview results from discussions with the Kelowna Early Dementia Client Support Group (validation client focus groups for this project) held in Kelowna on June 
2005 and April 2006). The Kelowna Early Dementia Client Support Group is comprised of people with diagnoses of both MCI and various dementias in the early stages of 
disease progression. Clients report that once they have been given their diagnosis, they find themselves trying to adjust and cope with this life-altering event without further 
assistance. Members of the group used words like “scary”, “confusing”, “dismal” to describe the period after diagnosis. 
‡‡

 Based on group discussions held with Kelowna Early Stage Caregiver Group, April 2006. 
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lifestyle discussion, and providing basic information about B.C. tools such as enduring power of attorney, 
Representation Agreements, financial arrangements, living will directives, etc.  During the Mild Cognitive 
Impairment phase, clients are able to actively participate in advanced financial, legal and personal planning 
and decision-making and should be encouraged to do so. There is good evidence that a team approach to 
early advanced planning results in better client outcomes than relying or assuming that physicians alone will 
address these issues.  

• LTC case managers, mental health clinicians and social workers have special educational and practice needs 
to both advise and use knowledge regarding details of advanced planning resources, legislation, etc.  
Programs need to plan education and support time to these clinicians to ensure currency of knowledge, skills 
and abilities. 

3(**,29,30,31) 

 
C 

 
4. Provision of Care: 
Interdisciplinary professionals in all sectors are encouraged to use the following practice recommendations to 
guide the provision of emotional support and informational/educational needs related to clients with Mild 
Cognitive Impairment and their family/caregivers. The focus for care is to connect clients and their caregivers 
to appropriate support and information services both in the formal and informal health care system to assist 
adjusting to the diagnosis of MCI.. 

Level of Evidence 
(sources cited) 

SOR§§ 
 

A. Supporting Emotional Needs:   

• Use knowledge of MCI as different from Alzheimer Disease and Related Dementias to appropriately 
assess and provide sensitive emotional support and care. 

3(§,††,‡‡) B 

• Assess client and caregiver coping in the period following diagnosis of MCI, particularly in the areas of 
adjustment to uncertainty, current and past coping behaviours, knowledge and availability of formal and 
informal supports, etc.   

3 C 

• Assess the quality of social support networks for both client and caregiver, and encourage clients to 
identify a close trusted companion (family member, friend) who can provide emotional support at a 
personal level throughout this period of time (e.g., accompany to physician offices, be available to talk, 
etc.);  

332 C 

• Recognize client or caregiver emotional distress in the period following diagnosis and provide emotional 
support, either by direct brief counselling or referral to appropriate interdisciplinary support services 
(social work, mental health, physician, etc).  

3 C 

B. Supporting Information and Educational Needs   

• Provide clients and families with current information of MCI, particularly enforcing that MCI is not 
dementia and that while MCI is a risk factor for dementia, many people with MCI do not progress to 

3(††,‡‡) B 

                                                
§§

 Strength of Recommendation 
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develop disease, even after several years. Truthful and accurate information can assist clients and 
families to balance hope and understanding of what the future might bring, and may help them to adjust to 
the shock by using this information and taking action to plan ahead. 

• Refer clients and families to the Alzheimer Society of B.C. or other relevant client-support sites for easy to 
understand information, information on local support persons, groups and other resources.  

3** B 

• Encourage clients and families to openly discuss and prepare for the future by planning and organizing 
financial, legal, health and personal affairs in advance, including the use of advance planning tools 

Q(24,25); 3(27,28) B 

 
 

References 
                                                
1
 Husband, HJ (2000). Diagnostic disclosure in dementia: An opportunity for intervention? International J of Geri Psych., 15:544-547 

2
 Barnes DE, Alexopoulos GS, Lopez OL, Williamson JD, Yaffe K.(2006). Depressive symptoms, vascular disease, and mild cognitive impairment: findings 

from the Cardiovascular Health Study. Arch Gen Psychiatry, 63(3):273-9. 
3
 Modrego PJ, Ferrandez J (2004). Depression in patients with mild cognitive impairment increases the risk of developing dementia of Alzheimer type: a 

prospective cohort study. Arch Neurol, 61(8):1290-3. 
4
 Robert PH, Berr C, Volteau M, Bertogliati C, Benoit M, Sarazin M, Legrain S, Dubois B; members of the PreAL study.(2006). Apathy in patients with mild 

cognitive impairment and the risk of developing dementia of Alzheimer's disease A one-year follow-up study. Clinic Neurol Neurosurg, 2006 Mar 24; [Epub 
ahead of print] 
5
 Lopez OL, Jagust WJ, Dulberg C, Becker JT, DeKosky ST, Fitzpatrick A, Breitner J, Lyketsos C, Jones B, Kawas C, Carlson M, Kuller LH (2003). Risk 

factors for mild cognitive impairment in the Cardiovascular Health Study Cognition Study: part 2.Arch Neurol, 60(10):1394-9. 
6
 Hwang TJ, Masterman DL, Ortiz F, Fairbanks LA, Cummings JL. (2004). Mild cognitive impairment is associated with characteristic neuropsychiatric 

symptoms. Alz Dis Assoc Disord, 18(1):17-21. 
7
 Husband HJ (1999). The psychological consequences of learning a diagnosis of dementia: three case examples. Aging and Mental Health, 3(2):179-183. 

8
 Winblad B, Palmer K, Kivipelto M, Jelic V, Fratiglioni L, Wahlund LO, Nordberg A, Backman L, Albert M, Almkvist O, Arai H, Basun H, Blennow K, de Leon 

M, DeCarli C, Erkinjuntti T, Giacobini E, Graff C, Hardy J, Jack C, Jorm A, Ritchie K, van Duijn C, Visser P, Petersen RC (2004). Mild cognitive impairment--
beyond controversies, towards a consensus: report of the International Working Group on Mild Cognitive Impairment. J Intern Med, 256(3):240-6 
9
 Portet F, Ousset PJ, Visser PJ, Frisoni GB, Nobili F, Scheltens P, Vellas B, Touchon J; MCI Working Group of the European Consortium on Alzheimer's 

Disease (EADC). (2006). Mild cognitive impairment (MCI) in medical practice: a critical review of the concept and new diagnostic procedure. Report of the 
MCI Working Group of the European Consortium on Alzheimer's Disease. J Neurol Neurosurg Psychiatry, 77(6):714-8. Epub 2006 Mar 20 
10

 Backman L, Jones S, Berger AK, Laukka EJ, Small BJ.(2005). Cognitive impairment in preclinical Alzheimer's disease: a meta-analysis.Neuropsychology, 
19(4):520-31. 
11

 Panza F, D'Introno A, Colacicco AM, Capurso C, Del Parigi A, Caselli RJ, Pilotto A, Argentieri G, Scapicchio PL, Scafato E, Capurso A, Solfrizzi V. (2005). 
Current epidemiology of mild cognitive impairment and other predementia syndromes.Am J Geriatr psychiatry, 13(8):633-44. 
12

 Chong MS, Sahadevan S.(2005). Preclinical Alzheimer's disease: diagnosis and prediction of progression. Lancet Neurol., 4(9):576-9. 
13

 Frank L, Lloyd A, Flynn JA, Kleinman L, Matza LS, Margolis MK, Bowman L, Bullock R. (2006). Impact of cognitive impairment on mild dementia patients 
and mild cognitive impairment patients and their informants. International Psychogeriatrics., 2006 Jan 11;:1-12 [Epub ahead of print] 



 
Phased Dementia Pathway – Mild Cognitive Impairment 

N:\Dementia Resources\IH Clinical Practice Recommendations (short) 
v.2, 26/Mayl/2006, EA. 

7 

                                                                                                                                                                                                                               
14

 Farias ST, Mungas D, & Jagust W. (2005). Degree of discrepancy between self and other-reported everyday functioning by cognitive status: dementia, 
mild cognitive impairment and healthy elders. International Journal of Geriatric Psychiatry. 20:827-834. 
15

 Kalbe E, Salmon E, Perani D, Holthoff V, Sorbi S, Elsner A, Weisenbach S, Brand M, Lenz O, Kessler J, Luedecke S, ORtelli P & Herholz K. (2005). 
Anosognosia in very mild Alzheimer’s disease but not in mild cognitive impairment. Dement Geriatr Cogn Disord, 19:349-356 
16

 Lamar M, Lasarev MR & Libon DJ. (2002). Determining levels of unawareness in dementia research. Journal of Neuropsychiatry and Clinical 
Neurosciences, 14(4):430-437. 
17

 Wackerbarth SB, Johnson MM.(2002). Essential information and support needs of family caregivers. Patient Educ Counsel, 47(2):95-100. 
18

 Dello Buono M, Busato R, Mazzetto M, Paccagnella B, Aleotti F, Zanetti O, Bianchetti A, Trabucchi M, De Leo D.(1999). Community care for patients with 
Alzheimer's disease and non-demented elderly people: use and satisfaction with services and unmet needs in family caregivers.Int J Geriatr Psychiatry, 
14(11):915-24. 
19

 University of California, San Francisco Memory and Aging Center.  Education sheet for Mild Cognitive Impairment. access available at: 
http://memory.ucsf.edu/Education/Disease/mci.html 
20

 Lyketsos CG, Lopez O, Jones B, Fitzpatrick AL, Breitner J, DeKosky S. (2002). Prevalence of neuropsychiatric symptoms in dementia and mild cognitive 
impairment: results from the cardiovascular health study. JAMA, 288(12):1475-83 
21

 Logiudice D, Waltrowicz W, Brown K, Burrows C, Ames D, Flicker L. (1999). Do memory clinics improve the quality of life of carers? A randomized pilot 
trial. Int J Geriatr Psychiatry.14(8):626-32. 
22

 Lopponen M, Raiha I, Isoaho R, Vahlberg T, Kivela SL.(2003). Diagnosing cognitive impairment and dementia in primary health care -- a more active 
approach is needed. Age Ageing.;32(6):606-12 
23

 Nankervis J, Schofield H, Herrman H, Bloch S.(1997). Home-based assessment for family carers: a preventative strategy to identify and meet service 
needs. Int J Geriatr Psychiatry.;12(2):193-201 
24

 Gessert CE, Forbes S, Bern-Klug M. (2000). Planning end-of-life care for patients with dementia: roles of families and health professionals.Omega 
(Westport), 42(4):273-91 
25

 Roter DL, Larson S, Fischer GS, Arnold RM, Tulsky JA. (2000). Experts practice what they preach: A descriptive study of best and normative practices in 
end-of-life discussions. Arch Intern Med, 160(22):3477-85. 
26

 Tulsky JA, Fischer GS, Rose MR, Arnold RM. (1998). Opening the black box: how do physicians communicate about advance directives? Ann Intern Med, 
129(6):441-9. 
27

 Cavalieri TA, Latif W, Ciesielski J, Ciervo CA Jr, Forman LJ.(2002). How physicians approach advance care planning in patients with mild to moderate 
Alzheimer's disease. J Am Osteopath Assoc, 102(10):541-4. 
28

 Ratner E, Norlander L, McSteen K (2001). Death at home following a targeted advance-care planning process at home: the kitchen table discussion. J Am 
Geriatr Soc, 49(6):778-81. 
29

 Black K, Osman H.(2005). Concerned about client decision-making capacity? Considerations for practice. Care Manag J. 6(2):50-5. 
30

 Yoshie S, Saito T, Takahashi M, Kai I. (2006). [Care managers' perceived problems regarding case management of difficult cases and their 
correlates][Article in Japanese – abstract only]. Nippon Koshu Eisei Zasshi. 2006 Jan;53(1):29-39. 
31

 Alcock D, Edwards N, Morris H.(1998). Home care case management. Perspectives from the home front. J Case Manag. 7(4):167-73. 
32

 Clayman ML, Roter D, Wissow LS, Bandeen-Roche K. (2005). Autonomy-related behaviors of patient companions and their effect on decision-making 
activity in geriatric primary care visits. Soc Sci Med. 2005 Apr;60(7):1583-91. 


