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INTRODUCTION

Unrecognized cognitive impairment affects
an estimated 37-50% of older surgical patients
and is a major risk factor for perioperative neuro-
cognitive disorders.! These disorders affect up
to 50% of older surgical patients and contribute
to prolonged hospitalization, increased mortal-
ity, accelerated cognitive decline, and billions in
annual healthcare costs.? Despite strong recom-
mendations supporting preoperative cognitive
screening,>® adoption remains limited. A recent
multicenter analysis of more than 900,000 sur-
gical patients documented cognitive screening
in fewer than 1% of relevant cases and delirium
screening in only 13.6%.° To better understand
current attitudes and barriers among anesthesia
professionals engaged with the Anesthesia
Patient Safety Foundation (APSF), we con-
ducted a brief member survey on preoperative
cognitive assessment practices.

THE APSF SURVEY:
WHAT MEMBERS TOLD US

In September—October 2025, the APSF
Patient Safety Priority Advisory Group created
and distributed an anonymous 11-item elec-
tronic survey to 205 APSF board and commit-
tee members. Of the 113 respondents (55%
response rate), 94.7% identified as clinicians;
the remaining six were APSF members in non-
clinical roles (administrators, researchers, and
industry representatives) and are included in
the overall summary below. Practice-level ques-
tions were answered by 80 respondents who
completed those items. Most respondents
practiced in the United States (97.5%), with
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Figure 1. Current preoperative cognitive screening practices among APSF survey respondents (n=80). Bar chart
showing the distribution of self-reported screening practices: routine screening of all eligible older patients (3.8%),
selective screening based on clinical suspicion (23.8%), no current screening (48.8%), and unsure about institutional

practices (23.8%).

anesthesiologists comprising 57.5%; the
remainder included certified registered nurse
anesthetists, anesthesiologist assistants, stu-
dents and trainees, and perioperative nurses.

Importance is rated high,
but practice lags far behind

Nearly two-thirds of respondents (65%) rated
preoperative cognitive screening as “very” or
“extremely” important for patient safety and out-
comes, with an additional 28.8% considering it
“moderately” important. Only 5% viewed
screening as having little or no importance.
Despite this strong endorsement, routine
screening remains rare (Figure 1). Among the 33

Table 1. Barriers to Preoperative Cognitive Screening Reported by Respondents Who
Do Not Routinely Screen All Eligible Older Patients (n=66; respondents could select

multiple barriers).

Barrier Respondents reporting n (%)*

Absence of institutional support or protocols 32 (48.5%)
Insufficient time during preoperative evaluation 26 (39.4%)
Lack of resources or staffing 25 (37.9%)
Insufficient training on screening tools 20 (30.3%)
Uncertainty about what to do with a positive screen 20 (30.3%)
Uncertainty about clinical utility of screening 13 (19.7%)
Patient or family concerns 2 (3%)

*Of the 80 respondents who completed the practice-level survey items, 66 answered the barriers question;
percentages reported in this table are calculated using 66 as the denominator.

respondents who did screen, the most com-
monly used tools were the Mini-Cog (33.3%) and
the Montreal Cognitive Assessment (MoCA,
33.3%), followed by the Sweet 16 (12.1%) and the
Mini-Mental State Examination (MMSE, 9:1%).

Demand for resources and training

When asked what would most help imple-
mentation, respondents prioritized standard-
ized protocols and guidelines, electronic health
record integration, outcome data demonstrat-
ing impact, and training programs. Most respon-
dents expressed interest in additional training
on cognitive screening tools.

THE KNOWLEDGE-PRACTICE GAP

These findings reveal a striking disconnect.
Anesthesia professionals engaged with the
APSF clearly understand that cognitive impair-
ment matters; 65% rate screening as very or
extremely important. Yet only 27.5% perform
any screening at all, and routine assessment of
every eligible older patient occurs in fewer than
4% of practices. Because the survey reached
APSF board and committee members, a group
with an unusually active interest in periopera-
tive patient safety, the level of engagement
reported here likely exceeds what would be
observed in the broader anesthesia community.
The true implementation gap is therefore prob-
ably wider than these figures suggest.
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Table 2. Comparison of Common Preoperative Cognitive Screening Tools.

Mini-Cog MoCA Sweet 16 MMSE
Time to test 2-4 min 10—15 min 2-3min 7-10 min
Cost Free Free Free Paid license
Sensitivity Moderate Highest High Moderate
Components 3-word recall; clock | Executive, Orientation, recall, Orientation, recall,
draw visuospatial, digit span attention, language
memory, attention

Abbreviations: Mini-Cog, Mini-Cognitive Assessment Instrument; MoCA, Montreal Cognitive Assessment; Sweet 16,
Sweet 16 cognitive screen; MMSE, Mini-Mental State Examination.

Respondents identified clear, structural rea-
sons for this gap and cited a variety of barriers
(Table 1). The consequences of failing to perform
cognitive assessment fall disproportionately on
older patients. Without baseline cognitive
assessment, subtle impairment goes unrecog-
nized, care plans proceed without appropriate
modifications, and delirium, the most common
perioperative neurocognitive disorder and often
preventable, may develop and remain unde-
tected until complications emerge.

WHAT COGNITIVE SCREENING
ACTUALLY MEASURES

Effective cognitive assessment evaluates
multiple domains that directly affect periopera-
tive safety, including memory, visuospatial skills,
orientation, attention, language, praxis, and
executive function. Brief screening tools such
as the Mini-Cog can assess several of these
domains in fewer than three minutes. The goal
is not to make a diagnosis but to identify
patients who would benefit from modified peri-
operative care, enhanced monitoring, or refer-
ral for formal cognitive evaluation. Commonly
used screening tools differ in length, cost, sen-
sitivity, and the domains they assess (Table 2).

WHY INSTITUTIONS MUST LEAD

The survey results make clear that individ-
ual clinician initiative alone cannot solve this
problem. When nearly half of respondents cite
the absence of institutional protocols as a barrier,
the solution must be institutional. Successful
implementation requires deliberate organiza-
tional commitment, including the following:

* Designating responsibility for screening
within the perioperative workflow

 Integrating cognitive assessment into preop-
erative clinic and day-of-surgery processes

e Providing training in tool selection and
interpretation

¢ Building electronic health record (EHR) docu-
mentation and decision-support tools

o Establishing clear pathways for acting on
positive screens.

Without these structures, even motivated clini-
cians face an uphill battle against time pressure
and competing demands. The strong respon-
dent interest in standardized protocols and EHR
integration reflects this need for clear, supported
workflows. Health care systems that have imple-
mented routine cognitive screening have
reported high compliance rates and clinician
acceptance once workflows are established.’

IMPLICATIONS FOR PATIENT SAFETY

Unrecognized cognitive impairment is a gen-
uine safety hazard. Patients with baseline defi-
cits face elevated risks of falls, delirium, difficulty
with medication self-management after dis-
charge, and other adverse discharge out-
comes. Informed consent may be compromised
when decision-making capacity is assumed
rather than assessed, and communication fail-
ures multiply when cognitive limitations go
unacknowledged.

Conversely, early identification enables tar-
geted, evidence-based interventions: simplified
communication, family involvement in care
planning, multicomponent delirium-prevention
protocols, appropriate discharge planning, and
realistic expectation-setting. Multicomponent
nonpharmacologic delirium-prevention pro-
grams have been shown in meta-analyses and
consensus guidelines to reduce postoperative
delirium incidence and falls and to improve
recovery in older surgical patients.®° Routine
cognitive screening has been successfully
implemented in diverse settings; one academic
medical center reported that 21% of older surgi-
cal patients screened positive on the Mini-Cog,
rising to 36% in those older than 85 years, and
that providers blinded to screening results
failed to identify cognitive impairment in half of
affected patients, underscoring the need for
formal, validated screening to ensure reliable
identification.

The APSF has long championed systematic
approaches to patient safety. Routine preopera-
tive cognitive assessment identifies risk before
harm occurs, enabling prevention rather than

reaction and building reliable systems that do
not depend on individual vigilance alone.

A PATH FORWARD

The survey findings should prompt reflection
and action. Closing the gap between recogni-
tion and routine practice will require sustained
organizational commitment to systematic cog-
nitive screening. Future APSF initiatives will
focus on developing practical resources to help
institutions screen at-risk patients and imple-
ment protocols to prevent perioperative neuro-
cognitive disorders.

Recognition of brain health as a periopera-
tive priority has gained important momentum.
The American Society of Anesthesiologists
(ASA) launched the Perioperative Brain Health
Initiative under the direction of Drs. Lee Fleisher
and Daniel Cole. This initiative provides educa-
tional resources designed to help anesthesia
teams identify older patients vulnerable to peri-
operative neurocognitive disorders and to
implement evidence-based perioperative strat-
egies, from preoperative assessment through
postoperative recovery, which protect cognitive
function (https://www.asahg.org/brainhealthini-

tiative/about).

The APSF Brain Health Advisory Group is
partnering with the ASA to develop best prac-
tices for identifying preoperative cognitive
decline and implementing evidence-based
interventions to prevent perioperative neuro-
cognitive disorders. Drawing on published lit-
erature and institutional experience, the APSF
Brain Health Implementation Task Force is pre-
paring a comprehensive protocol that
addresses the rationale for preoperative
screening, describes available screening tools
with recommendations matched to institutional
capabilities, outlines intraoperative and postop-
erative strategies to prevent perioperative neu-
rocognitive disorders, and offers approaches to
improve outcomes when impairment is identi-
fied. As the surgical population ages, it is essen-
tial that we identify older adults at risk for
cognitive decline, and act on what we find.
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Authors’ note: The Sweet 16 was originally
published as a brief, validated cognitive
screening instrument and was described by its

developers as open access. Its reported
administration time of approximately 2—3
minutes, minimal training requirements, and
lack of need for special materials made it an
attractive and practical option for cognitive
screening in busy clinical settings. However,
following its publication, the instrument was
withdrawn from dissemination after an
intellectual-property dispute involving the
MMSE. Its inclusion in this article reflects the
peer-reviewed scientific literature and its
reported clinical utility at the time of publication.
Readers considering cognitive screening tools
should be aware that the Sweet 16 is no longer
routinely available for dissemination and
should confirm current availability and
applicable permissions before considering its
use.
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