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Does the presence of chronic pain affect scores on 
cognitive screening tests/brief cognitive measures for 
dementia? A systematic review and meta-analysis

Alex Fraderaa, Jessica McLarenb, Lisa Gadonc, Breda Cullena and Jonathan 
Evansa

aSchool of Health & Wellbeing, College of Medical, Veterinary and Life Sciences, University of Glasgow, 
Glasgow, UK; bNHS Ayrshire and Arran, Ayr, UK; cNHS Greater Glasgow and Clyde, Glasgow, UK

ABSTRACT
Objective:  Cognitive screening tests can identify potential dementia 
by indicating a concerning level of cognitive impairment. The older 
populations for whom this is most relevant are more likely to experi-
ence chronic pain, which also impairs cognitive function, but pain’s 
impact on cognitive screening tests specifically remains unknown. 
Method: We conducted a systematic review and meta-analysis (SR/
MA) following PRISMA guidelines evaluating cognitive screening 
scores in studies involving participants with chronic pain compared 
with a pain-free control group. Our question was whether the pres-
ence of chronic pain (self-reported or based on diagnosis) was 
associated with poorer performance on these screens, and to iden-
tify the heterogeneity across groups and screens. Results:  The 51 
studies identified yielded 62 effect size estimates. The pooled g was 
0.76 (95% confidence interval 0.57 to 0.95). Heterogeneity was high 
for the full model (= 93.16%) with some reductions in sub-analyses. 
Around half of the studies were identified as being at a low risk of 
bias. There was no evidence of publication bias. Conclusions:  As a 
whole, this analysis suggests medium to large effect sizes on cogni-
tive screen performance when people are living with chronic pain. 
We suggest that clinicians should consider the effect of chronic pain 
when cognitive screens are employed to investigate dementia. 
Further research could clarify the effect pain has on different screen 
sub-domains to aid their effective use with these populations.

Introduction

Rationale

Cognitive screening tools are measures designed to detect cognitive impairment 
through brief means, typically within 20 min (Cullen et  al., 2007). These target either 
one highly predictive ability or core domains (e.g. language, memory, attention) using 
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a minimal set of items. While cognitive screening is used for many conditions such 
as brain tumors, psychiatric disorders, and traumatic brain injuries (Roebuck-Spencer 
et  al., 2017), a common rationale for their development is to screen for dementia.

In some instances, low cognitive screen scores that corroborate deficits reported 
at clinical interview may help clinicians reach a diagnosis. Screening scores also aid 
in determining the need for more in-depth assessment conducted by clinical psy-
chologists and neuropsychologists, assessment which is typically time-intensive and 
cognitively demanding. Cognitive screens should thus be sufficiently sensitive—cor-
rectly identifying when follow-up is warranted, to maximise early diagnosis - and 
specific—avoiding putting people onto an unnecessary investigative pathway (Cullen 
et  al., 2007).

Key to diagnostic accuracy is understanding how other factors may influence screen 
performance besides the presence of dementia. For instance, while the screening 
measure Addenbrooke’s Cognitive Examination-III (ACE-III) appears reasonably robust 
to levels of premorbid intelligence of the test-taker (Stott et  al., 2017), other frequently 
used screens such as the Mini-Mental State Examination (MMSE) and Montreal 
Cognitive Assessment (MoCA) show an influence of intelligence (Alves et  al., 2013), 
leading those researchers to recommend premorbid IQ scores be considered alongside 
the test results. Environmental factors have also been noted as influential, with Dupuis 
et  al. (2016) reporting a three-point decrement on the MoCA when completing the 
measure under noisy conditions. Performance concerns also apply to populations with 
co-morbid conditions that may affect cognition, such as chronic pain.

When someone experiences chronic pain they are more likely to report problems 
with memory, attention and thinking (McCracken & Iverson, 2001). Pain is known to 
affect performance on neuropsychological tests and batteries, on domains including 
attention, speed of information processing and executive function, as described by 
Moriarty et  al. (2011).

These authors note that potential mechanisms driving this impairment include 
resource depletion and disrupted attention due to pain symptoms; for chronic pain, 
further possibilities are concomitant analgesic use and longer-term neurological changes 
due to the pain condition or sustained experience of pain. As chronic pain is more 
prevalent with aging (Schofield, 2007), clinical psychologists and neuropsychologists 
who work in dementia services are likely to be presented with cognitive screening 
scores for people living with chronic pain, and to make judgments on how to interpret 
these. It is, therefore, important to understand whether the experience impacts cog-
nition sufficiently to result in alterations of cognitive screen performance.

Further reviews provide more detail on the impact of chronic pain on aspects of 
cognition. Meta-analyses of performance in working memory are described by 
Berryman et  al. (2013) and in executive function by Berryman et  al. (2014). For rheu-
matoid arthritis specifically, Pankowski et  al. (2022) present meta-analyses showing 
cognitive impairment across several domains, and Meade et  al. (2018) note impair-
ments particularly in memory, attention and verbal function. A review of fibromyalgia 
by Schmidt-Wilcke et  al. (2010) summarizes problems in free recall, working memory 
and a mixed pattern of results around attention.

In the main, these studies do not focus on cognitive screening tools. The primary 
exception is a review on rheumatoid arthritis by Pankowski et  al. (2022) which 
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reports estimated effect sizes for two such measures, the MMSE (based on eight 
comparisons) and the MoCA (based on three comparisons), finding respective stan-
dardized mean differences of .66(95% CI 0.42–0.90) and 1.27 (95% CI 0.68–1.87). 
This suggests pain conditions may be associated with poorer performance on 
cognitive screens used to investigate dementia. However, this may not generalize 
to other conditions, especially as other mechanisms for cognitive impairment are 
suspected for rheumatoid arthritis (such as impact on intracranial circulation, see 
e.g. Oláh et  al., 2017).

Objectives

The aim of this study was to conduct a systematic review/meta-analysis to assess the 
impact of chronic pain upon cognitive screen performance.

Materials and methods

The study followed the PRISMA guidelines for reporting SRs and MAs (Moher et  al., 
2009), with a checklist of the steps completed found in Appendix 1. The protocol of 
the study was registered with the International Prospective Register of Systematic 
Reviews ([NB registration number available once masked review stage completed] 
and published elsewhere (anonymized view https://osf.io/jsqxn/?view_only=237cdaa
33511422890730eb1de49d44d); this includes an analysis plan released prior to the 
work being conducted. The protocol was updated 14 May 2022 to clarify that com-
parisons must involve pain-free controls.

Eligibility criteria

The review focused on primary research that satisfied a set of PECO criteria—(P)
opulation, (E)xposure, (C)omparator, (O)utcomes—defined as follows: in (P) partic-
ipants of any sex aged 18 or over investigate (E) the effect of having chronic pain 
versus (C) controls without chronic pain on (O) cognitive screening tool perfor-
mance. Studies could include cross-sectional as well as experimental designs unless 
the available screening data were confounded by an introduced treatment. Studies 
were excluded if they involved samples with a diagnosed cognitive impairment 
due to a disease originating in the brain, such as stroke, traumatic brain injury or 
dementia.

Definitions of cognitive screening tools are varied and are the subject of a number of 
previous systematic reviews (e.g. Ashford, 2008; Cullen et  al., 2007). This SR utilized a 
practitioner definition provided by the Alzheimer’s Society (2013), which reports nine 
screens agreed by UK clinicians to be appropriate for common clinical practice, being: 
Addenbrooke’s Cognitive Examination-III (ACE-III), Abbreviated Mental Test (AMT), Mini-Cog, 
Montreal Cognitive Assessment (MoCA), Mini Mental State Examination (MMSE), 6-item 
Cognitive Impairment Test (6CIT), Hopkins Verbal Learning Test (HVLT), Test for the Early 
Detection of Dementia (TE4D-Cog), and Test Your Memory test (TYM). Studies using dif-
ferent editions and language variants of these screens were eligible.

https://doi.org/10.1080/13854046.2024.2315739
https://osf.io/jsqxn/?view_only=237cdaa33511422890730eb1de49d44d
https://osf.io/jsqxn/?view_only=237cdaa33511422890730eb1de49d44d
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Information sources

PROSPERO and Epistimonikos were searched for similar ongoing or recently completed 
SRs on 5 April 2021. Searches of bibliographic databases were conducted on 17 
September 2021 via: Ovid for Embase (1947–present), and EBSCOhost for Medline 
(1946–present) and PsycINFO; a mapping of articles from preliminary searches showed 
these databases achieved saturation. OpenGrey (System for Information on Grey 
Literature in Europe) was separately searched for identification of relevant non 
peer-reviewed research in January 2021.

Search strategy

Database searches were designed using the PECO model described above. Exposure 
was operationalized in title and abstract by identification of key pain-related condi-
tions (fibromyalgia, arthritic, and rheumatic conditions), headache/migraine, or the 
terms chronic and pain with no more than four words separating them, or report of 
a standardized pain measure (e.g. McGill Pain Questionnaire); where available medical 
headers for pain were used. Population was defined by use of Medical Headers. 
Outcome was operationalized by full names and abbreviations of the nine cognitive 
measures in title and abstract and where available tests and measures fields. No 
comparator information was used to define the search parameters. Searches were 
initially piloted in PsychINFO before adaptation for use in the other databases. Full 
search strategies for each database can be found in Appendix 2.

Hand-searches were made prior to search to identify relevant studies that met 
criteria, using keywords and reviews identified by searching Epistimonikos and 
PROSPERO. Further studies were identified through a review article discovered sub-
sequent to search completion. Due to the number of final studies obtained back- or 
forward-citation searches were deemed unnecessary.

Selection process

After acquiring search results and removal of duplicates, two initial co-review stages 
were completed by reviewers 1 (AF) and 2 (JM). Stage one began by calibrating the 
eligibility checklist on 10 title-abstracts and agreeing refinements. After this both 
reviewers independently screened 120 titles and abstracts against inclusion criteria, 
discussing discrepancies in judgment until reaching consensus on all cases (consulting 
with a third author where necessary). AF then completed sifting of titles and abstracts. 
In stage 2, the full-texts of two retained studies were reviewed by both reviewers to 
calibrate eligibility. These reviewers then independently screened 20 further full texts, 
addressing discrepancies as per stage 1. AF completed the full text review on all 
remaining results. Authors were contacted when full articles were unavailable (n = 1). 
Studies had to meet one of two criteria for chronic pain: experience of pain at one 
or more body locations for at least 3 months at the time of study involvement, or 
diagnosis with a condition known to involve chronic pain such as fibromyalgia, arthritis, 
or any condition found on the lists of chronic pain conditions provided by the 
International Association for the Study of Pain (IASP) (Merskey & Bogduk, 1994, lists 

https://doi.org/10.1080/13854046.2024.2315739
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1 A, 1 F, 1H). Full guidelines for reviewers for both title-abstract and full-text screening 
can be found in Appendix 3.

Data extraction and items

Data were extracted by AF, with JM performing a check to ensure accurate extraction on 
five consecutive papers, which was achieved after eight papers. Authors were contacted 
when data was partially incomplete (e.g., means but no standard deviations), appeared to 
contain errors, or potentially duplicated data from another study. Relevant data included 
type of pain condition, participant details, measures of pain and mood and scores on the 
cognitive screening test (mean and standard deviation, or median and inter-quartile range), 
as well as whether the test was key or incidental to the study (e.g. a baseline measure). 
Where data were provide on multiple outcomes (cognitive screens) all outcomes were 
extracted. A data dictionary can be found at the OSF folder.

Quality assessment tool

Study quality was assessed using the JBI Critical Appraisal Checklist for Analytical Cross 
Sectional Studies (Moola et  al., 2017). The checklist includes items that required some 
adaptation for relevance in this review, which was supplied to both reviewers as supple-
mentary guidance reproduced in Appendix 4. Briefly, the items concerned: 1) criteria for 
sample inclusion; 2) describing subjects and demographics; 3) measurement of pain with 
a validated tool; 4) not used as deemed redundant for this SR; 5) reporting confounding 
factors of age, education, mood and medication usage; 6) matching or controlling for 
age and education1; 7) reporting information about screen administration; 8) appropriate 
screen data available without floor effects introduced by a cognitive screen cutoff. No 
overall risk of bias score is produced using this tool. Reviewers AF and JM independently 
reviewed quality for five studies before meeting to address discrepancies. This meeting 
identified overlap on how the criteria were being applied and led to clarification within 
the supplementary guidance, after which further quality assessment was completed by AF.

Statistical analyses—effect measures and synthesis

Cognitive screen means and standard deviations were used to compute standardized 
mean differences (SMD) in the form of Hedges’ g using the approach described by 
Hedges and Olkin (1985). Scores reflect the size of effect due to pain status with 
larger positive scores reflecting greater impairment in the chronic pain group. Where 
data were presented as median and inter-quartile range, this was converted into 
estimated mean and standard deviation with the estmeansd R package using the 
Box-Cox method described in McGrath et  al. (2020).

Analyses were conducted using the metafor package (Viechtbauer, 2010) with a 
random-effects model using restricted maximum-likelihood (REML) estimation to 
measure between-study variance and producing a Wald-type confidence interval. 
Individual and aggregated effect sizes were visualized using forest plots. A multi-level 
meta-analytic approach was taken as for a number of studies more than one 

https://doi.org/10.1080/13854046.2024.2315739
https://doi.org/10.1080/13854046.2024.2315739
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comparison of cognitive screen scores fit review criteria (due either to multiple chronic 
pain groups compared to one control group or two cognitive screens administered 
across participants). In most instances, this led to generating multiple standardized 
mean differences per study.2 This produces interdependency between outcomes best 
addressed by a multi-level approach to pooling data. This involved a correlated and 
hierarchical effects model which drew on a covariance matrix estimating these inter-
dependencies, incorporating information about the relationships between cognitive 
screen scores. We also explored whether results differed when employing robust 
variance estimation methods to further account for non-independence. Details are 
provided in Appendix 5. Three types of subgroup analysis were considered. One 
approach was to use data from a single cognitive screening measure; a second those 
involving data from a single pain condition. A third approach was to stratify the 
groups by age. These analyses were attempted for situations where five or more 
comparisons were available. Analysis code is available at [anonymous link] https://osf.
io/jsqxn/?view_only=237cdaa33511422890730eb1de49d44d.

Reporting bias assessment

A funnel plot was produced to investigate whether results may be missing in a 
non-random fashion due to reporting bias. In many studies, our measure of interest 
(cognitive screen) was incidental to the wider motive for the research (e.g., merely 
to report sample characteristics). The funnel plot excluded these studies to consider 
only those where the findings hinged on the cognitive screening data, to identify 
whether there has been a systematic under-reporting of non-significant findings.

Results

Study selection

A total of 3505 records were identified, 485 of which were initially identified as duplicates. 
Following two sifting stages (an additional step was made when accessing full-texts to 
dispose of a large number of conference abstracts), 140 were examined in full text. This 
led to 45 studies that appeared to meet inclusion criteria, but we excluded one study 
(Han et  al., 2013) that did explicitly report a chronic pain group but using a minimum 
duration of 1 month of pain (rather than three), with no diagnostic information or mean 
duration reported to verify that this would constitute chronic pain by our criteria. Seven 
further articles were identified by hand-searching prior to and following the search; these 
involved studies discovered in review papers (e.g., of arthritis) that either did not refer to 
pain in key words/title/abstract or did not make explicit that it contained cognitive screen-
ing data. This leads to 51 studies in total. Figure 1 depicts this as a flow diagram.

Study characteristics

The search process led to the extraction of 63 effect size estimates from 51 studies. Data 
from 7,054 people experiencing chronic pain and 5917 pain-free controls were extracted. 

https://doi.org/10.1080/13854046.2024.2315739
https://osf.io/jsqxn/?view_only=237cdaa33511422890730eb1de49d44d
https://osf.io/jsqxn/?view_only=237cdaa33511422890730eb1de49d44d
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There were 37 comparisons involving the MMSE, 19 for the MoCA, 3 for the TYM, 2 for 
the ACE, and 1 for the HVLT. Information on reliability for these instruments can be found 
in Appendix 5. In 36 comparisons, the screen was part of the study focus and 26 where 
the screen was used merely to inform the description of samples. Table 1 presents sum-
mary information on these studies. Appendix 5 includes a table reporting those studies 
for which ratings on a pain instrument are reported (group means and standard deviations).

Risk of bias in studies

Only three comparisons (from two studies) met every JBI criterion. The majority of 
comparisons (k = 48) did adequately describe sample details and inclusion criteria as 
per criterion 1 and 2. However a minority of comparisons met criteria 3 (k = 10/62) 
or 5 (k = NA) due, respectively, to lack of pain measurement in both control and pain 

Figure 1. PRIS MA flow diagram.

https://doi.org/10.1080/13854046.2024.2315739
https://doi.org/10.1080/13854046.2024.2315739
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Table 1.  Characteristics of studies.

Authors Country Pain group
Patient 

group n Education
Patient age 
- Mean (SD) Screen

Al-Malki et  al. (2020) Egypt Chronic tension-type 
headache

100 no sig diff 35.31 (6.95) MoCA

Baptista et  al. (2017) Brazil Rheumatoid arthritis 20 no sig diff 56.9 (9.2) MMSE
Barceló-Martinez 

et  al. (2018)
Colombia Fibromyalgia 30 no sig diff 52 (8.9) MMSE

Rattay et  al. (2020) Germany Hereditary spastic 
paraplegia

26 higher for 
controls

50.6 (9.5) MoCA

Borg et  al. (2015) USA Fibromyalgia 18 higher for 
controls

50.39 (9.87) MoCA

Buckalew et  al. (2008) USA Older adults self-reporting 
chronic lower back 
pain

8 no sig diff 74.5 (4.2)* MMSE

Can et  al. (2012) Turkey Fibromyalgia 50 no sig diff 35.9 (8.2) MMSE
Canfora et  al. (2021) Italy Burning Mouth Syndrome 40 no sig diff 65.63 (8.59) MMSE
Cardoso et  al. (2021) USA Community dwelling older 

adults reporting 
chronic pain

39 no sig diff 71.1 (6.1) MoCA

Z. Chen et  al. (2016) China Chronic migraine 16 higher for 
controls

42.4 (8.7) MoCA

Z. Chen et  al. (2016) China Chronic migraine 16 higher for 
controls

42.4 (8.7) MMSE

Coelho Rebelo Maia 
(2012)

Portugal Rheumatoid arthritis 45 no sig diff 41.07 (9.68) MMSE

Corti et  al. (2021) Australia Chronic lower back pain 31 no sig diff 56.9 (14.62) HVLT
Demirci and Savas 

(2002)
Turkey Chronic lower back pain 23 not reported 47.6 (12) MMSE

Di Carlo et  al. (2021) Italy Psioratic arthritis 96 no sig diff 52.7 (11.7) MoCA
El-Shafey et  al. (2012) Egypt SLE 30 no sig diff 34.56 (6.01) MoCA
Fayed et  al. (2012) Spain Fibromyalgia 10 not reported 38.94 (5.56) MMSE
Fayed et  al. (2012) Spain Somatisation disorder 10 not reported 43.92 (9.96) MMSE
Fayed et  al. (2017) Spain Fibromyalgia 12 unclear 41.7 (7.3) MMSE
Feng et  al. (2020) China Osteonecrosis of the 

femoral head
10 not reported 54.3 (19) MMSE

Foss et  al. (2016) Brazil Outpatients with 
self-reported 
non-oncologic chronic 
pain

45 no sig diff 46.9 (11.9) MoCA

Garcia et  al. (2021) Brazil Psioratic arthritis 37 no sig diff 57.37 
(13.48)

MoCA

Güzel et  al. (2018) Turkey Rheumatoid arthritis 
(active)

45 no sig diff 55.73 
(10.36)

MMSE

Gwinnutt et  al. (2021) UK Rheumatoid arthritis 38 higher for 
controls

69.1 (8) ACE-III

Hamed et  al. (2012) Egypt Rheumatoid arthritis 55 no sig diff 41.9 (6.8) MMSE
Karp et  al. (2008) USA Older adults with 

self-reported pain
476 no sig diff 73.4 (5.9) MMSE

E. J. Kim and 
Buschmann (2006)

Korea Older adults with 
self-reported pain

85 higher for 
patients

72.85 
(5.42)†

MMSE

Kotb et  al. (2019) Egypt Rheumatoid arthritis 30 not reported 44.97 (9.58) MoCA
Li et  al. (2018) China Mixed chronic pain, 

self-reported
3,250 not reported higher for 

patients
MMSE

Liao et  al. (2018) China Knee osteoarthritis 30 not reported 56.5 (6.8) MoCA
Liao et  al. (2018) China Knee osteoarthritis 30 not reported 56.5 (6.8) MMSE
Z. Chen et  al. (2017) China Medication overuse 

headache
44 not reported 42.3 (9.62) MoCA

Maneeton et  al. 
(2010)

Thailand SLE - no CNS involvement 19 no sig diff 31.3 (8.2) MMSE

Mednieks et  al. 
(2021)

United Arab 
Emirates

Rheumatoid arthritis 20 no sig diff 55.44 
(12.53)

MoCA

Ojeda et  al. (2016) Spain Neuropathic chronic 
non-malignant pain

104 no sig diff 45.6 (8.7)* MMSE

(Continued)
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groups and non-reporting of mood, education, age or medication information. Half 
of comparisons (k = 30) failed to control for education and age (criterion 6) and around 
half (k = 30) failed to provide information about administration of the cognitive screen 
(criterion 7). Finally, 16 studies showed bias on criterion 8, involving a floor on screen-
ing scores due to exclusion of low-scoring participants (Figure 2).3

As the appraisal tool does not provide guidance as to how to categorize studies 
as high or low risk of bias, we considered the implications of failing to meet each 
criterion and determined that for this SR, studies with low risk of bias were those 
meeting these key criteria:

Authors Country Pain group
Patient 

group n Education
Patient age 
- Mean (SD) Screen

Ojeda et  al. (2016) Spain MSK chronic 
non-malignant pain

99 no sig diff 47.6 (9.4)* MMSE

Ojeda et  al. (2016) Spain Fibromyalgia 51 no sig diff 50.8 (6.7)* MMSE
Ojeda et  al. (2016) Spain Neuropathic chronic 

non-malignant pain
104 no sig diff 45.6 (8.7)* TYM

Ojeda et  al. (2016) Spain MSK chronic 
non-malignant pain

99 no sig diff 47.6 (9.4)* TYM

Ojeda et  al. (2016) Spain Fibromyalgia 51 no sig diff 50.8 (6.7)* TYM
Oláh et  al. (2020) Hungary Rheumatoid Arthritis 60 no sig diff 60.7 (9.5) MoCA
Oosterman et  al. 

(2011)
Netherlands Mixed chronic pain 

diagnoses
34 no sig diff 

(IQ)
51.5 (20.4) MMSE

Petersen et  al. (2015) Brazil Rheumatoid arthritis 30 no sig diff 50.6 (13.45) MMSE
Petersen et  al. (2018) Brazil Rheumatoid arthritis 

(active)
67 no sig diff 55.9 (11.9) MMSE

Petersen et  al. (2018) Brazil Rheumatoid arthritis 
(controlled)

35 no sig diff 57.2 (7.3) MMSE

Petra et  al. (2020) Romania Rheumatoid arthritis 29 no sig diff 50.6 (12.3) MMSE
Qu et  al. (2018) China Chronic tension-type 

headache
51 no sig diff 37.6 (12.6) MoCA

Ruscheweyh et  al. 
(2018)

Germany Nonspecific chronic spinal 
pain

30 unclear 51.7 (13.5) MMSE

Segura-Jiménez et  al. 
(2015)

Spain Fibromyalgia 459 higher for 
controls

52.2 (7.1) MMSE

Seo et  al. (2017) Korea Phantom limb pain 10 not reported 43.8 (3.4) MMSE
Shehata et  al. (2010) Egypt SLE (non-neuropsychiatric) 12 no sig diff 24.9 (7.6) MMSE
Terassi et  al. (2021) Brazil Older adults with chronic 

pain
88 no sig diff 70.55 (6.63) ACE-Revised

Tiwari et  al. (2021) India Fibromyalgia 30 not reported 40.6 (8.7)* MMSE
Torkamani et  al. 

(2015)
UK Chronic cluster headache 11 no sig diff 49.18 

(11.02)
MMSE

Veldhuijzen et  al. 
(2012)

Netherlands Fibromyalgia 35 higher for 
controls

30.4 (8.6) MMSE

Vitturi et  al. (2019) Brazil Rheumatoid arthritis 210 no sig diff 57.3 (12.3) MoCA
Vitturi et  al. (2019) Brazil Rheumatoid arthritis 210 no sig diff 57.3 (12.3) MMSE
R. Wang et  al. (2014) China Cluster headache 17 not reported 35.4 (NA) MoCA
R. Wang et  al. (2014) China Cluster headache 17 not reported 35.4 (NA) MMSE
Y. Wang et  al. (2014) China Idiopathic trigeminal 

neuralgia
36 no sig diff 56.4 (8.49) MoCA

Weiner et  al. (2006) USA Chronic lower back pain 163 no sig diff 73.6 (5.2) MMSE
Xiang et  al. (2021) China Medication overuse 

headache
88 no sig diff 50.01 

(14.49)
MoCA

Note. MSK: Musculo-skeletal condition; SLE: Systemic Lupus Erythematosus; ACE: Addenbrooke’s Cognitive Examination 
(R = Revised, III = 3rd edition); HVLT: Hopkins Verbal Learning Test; MMSE = Mini-Mental State Examination; MoCA: 
Montreal Cognitive Assessment; TYM: Test Your Memory test.

† denotes patients significantly older, * controls significantly older. NB Li et  al. reported significant age differences 
but age data did not allow extraction of a mean and standard deviation.

Table 1.  Continued.
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adequate exclusion criteria (J1)

controlled or matched for age and education (J6)

did not employ a cut-off that prevented detection of poor performance (J8)

This resulted in 24 comparisons with a low risk of bias.

Figure 2. R isk of bias plot. Asterisks denote those determined to have low risk of bias. Column 
numbers are JBI items. Criterion 4 not utilized due to redundancy with other items in this 
context.
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As criterion 6 does not evaluate controlling for mood, this was evaluated separately: 
mood disturbance was significantly higher for the pain group in 41 of the compari-
sons, with 13 not reporting mood and only 8 reporting similar levels of mood.

Results of syntheses

For the meta-analytic calculations, we first employed the random effects multi-level 
meta-analytic model using the full dataset. The pooled SMD estimate (with a positive 
effect denoting degree of impairment in pain groups) was 0.76 with the 95% confi-
dence interval ranging from 0.57 to 0.95. This describes the range within which we 
expect the average effect size to fall. A comparison of dataset heterogeneity against 
within-comparison variances suggests that the comparisons reflect different effects 
(Cochran’s Q = 481.90, p < .0001). The estimated variance components were τ

Level3

2  = 0.25 
and τ

Level2

2  = 0.15, meaning that between-study variation accounts for 58.63% of the 
total variation, whereas 34.53% is due to variability between multiple comparisons 
within a single study. Figure 3 depicts the SMDs for each comparison.

Subgroup analysis
A simple random effects model produced a higher pooled SMD estimate, suggesting 
that effect non-independence was evident, thus justifying the multi-level approach 
where clusters existed. A sensitivity analysis using robust variance estimators pro-
duced almost identical outputs to the standard multi-level method. A further sen-
sitivity analysis focused on comparisons with a low risk of bias as well as the 
remainder (high risk of bias). Sub-analyses were then conducted with i) MMSE screen 
only ii) MoCA screen only iii–vi) individual pain conditions, employing the multi-level 
approach when the data-set contained clusters and vii) including only comparisons 
where groups had similar levels of mood. Age of participants varied within and 
across studies with a high degree of overlap, which prevents operationalizing age 
as a moderator variable. Instead, we categorized studies into “young” and “old” 
buckets depending on whether the majority of participants in the patient group 
would have fallen above or below the weighted mean age of the full dataset (55): 
where sample mean plus sample standard deviation was below 55, assigned as 
young, where sample mean minus sample standard deviation was above 55, assigned 
as old). We also designated an “oldest” group where the majority of participants 
were over 65, using comparable criteria. These data are reported in Table 2 and 
summarized here, reporting the correlated hierarchical effects model information 
when available).

Limiting analysis to low risk of bias studies found a slightly smaller estimate of 
effect size with narrower 95% confidence interval (0.667, CI 0.46 − 0.874), whereas the 
group of high risk of bias studies had both a larger effect size and wider confidence 
interval (0.876, CI 0.534 − 1.218). Within the pain subgroups, the smallest effect size 
was for the musculoskeletal conditions group (0.481, CI 0.175 − 0.788), intermediate 
for arthritis (0.751, CI 0.505 − 0.997) and largest for samples experiencing fibromyalgia 
(1.069, CI 0.39 − 1.747) and headache (1.102, CI 0.075 − 2.128), although these latter 
groups also showed much wider confidence intervals.
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Effect sizes were larger for studies employing the MoCA (1.085, CI 0.624 − 1.546) 
than those using the MMSE (0.636, CI 0.445 − 0.826). For age comparisons, effects 
were larger for the young group (1.517, CI 1.007 − 2.028) than the old group (0.463, 
CI 0.075 − 0.851) and smaller still for the subset of these with the oldest samples 
(0.244, CI 0.119 − 0.368). When considering only groups where mood levels were 

Figure 3.  Forest plot. Depicts individual effects and pooled effects based on multi-level CHE model.



The Clinical Neuropsychologist 13

explicitly matched, the estimated effect was 0.532 (CI 0.337 − 0.727). Forest plots for 
these comparisons can be found in Appendix 5.

Study heterogeneity remained fairly high across these analyses except for two 
(mood-matched and oldest groups), where I2 should be interpreted carefully as study 
numbers are small; values of zero occur in approximately a quarter of meta-analyses (von 
Hippel, 2015).

Table 2.  Chronic pain status associations with cognitive screen performance.

Dataset
Meta-analytic 

method k n

SMD (95% 
confidence 

interval) p-value I2
Within- 

cluster I2
Between-cluster 

I2

Total dataset CHE 62 12991 0.760 
[0.57 − 0.951]

<.001 93.16 34.59 58.57

Total dataset RE 62 12991 0.827 
[0.648 − 1.006]

<.001 94.00

Low risk of 
bias

CHE 24 3070 0.667 
[0.46 − 0.874]

<.001 81.23 29.38 51.85

Low risk of 
bias

RE 24 3070 0.693 
[0.503 − 0.883]

<.001 81.00

High risk of 
bias

CHE 38 9921 0.876 
[0.534 − 1.218]

<.001 96.13 27.26 68.87

High risk of 
bias

RE 38 9921 0.961 
[0.663 − 1.258]

<.001 96.00

MMSE CHE 37 10556 0.636 
[0.445 − 0.826]

<.001 89.34 0 89.34

MMSE RE 37 10556 0.7 [0.518 − 0.882] <.001 90.00
MoCA RE 19 1692 1.085 

[0.624 − 1.546]
<.001 94.00

Arthritis CHE 18 1746 0.751 
[0.505 − 0.997]

<.001 74.57 22.9 51.68

Arthritis RE 18 1746 0.782 
[0.573 − 0.991]

<.001 74.00

Fibromyalgia CHE 10 1288 1.069 
[0.39 − 1.747]

0.006 93.67 9.03 84.64

Fibromyalgia RE 10 1288 1.052 
[0.541 − 1.563]

<.001 92.00

Headache CHE 9 897 1.102 
[0.075 − 2.128]

0.038 95.04 50.78 44.27

Headache RE 9 897 1.21 
[0.365 − 2.054]

0.005 95.00

MSK CHE 8 677 0.481 
[0.175 − 0.788]

0.008 60.67 43.25 17.42

MSK RE 8 677 0.518 
[0.277 − 0.760]

<.001 61.00

Matched 
depression

RE 8 428 0.532 
[0.337 − 0.727]

<.001 0.00

Young group RE 20 1506 1.517 
[1.007 − 2.028]

<.001 94.67

Old group RE 8 1489 0.463 
[0.075 − 0.851

0.0193 89.75

Oldest group RE 4 1132 0.244 
[0.119 − 0.368]

0.0001 0.03

Note. k = number of studies, n = number of data points, SMD = standardized mean difference, I2 = heterogeneity 
statistic, decomposed into two levels (within each study and between each study) for the multi-level approach, 
RE = Random Effects, CHE = Correlated & Hierarchical Effects, MMSE = Mini-mental State Examination, MSK = mus-
culoskeletal condition, MoCA = Montreal Cognitive Assessment, Young group = weighted mean age 36.3 & each 
study has M + 1SD <55, Old group = weighted mean age 71.8 & each study has M-1SD <55, Older group = weighted 
mean age of 73.4 & each study has M-1SD <65.

https://doi.org/10.1080/13854046.2024.2315739
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Reporting biases

Figure 4 shows a funnel plot including studies where the cognitive screen was key 
to the study purpose. This uses the trim-and-fill method (Duval & Tweedie, 2000) to 
interpolate study effect sizes that would be expected from the extracted results, 
suggesting where low-powered and non-significant effects may be absent from the 
distribution. The plot suggests that no additional low-powered, non-significant effects 
would be expected given the observed distribution. The Egger test was conducted 
which seeks to identify a relationship between effect size and precision of estimate 
that may indicate systematic publication bias. The estimated coefficient was 1.35, 
p = .18, meaning the test cannot reject the null of no such relationship.

Discussion

Summary of findings

There appears to be considerable evidence for chronic pain being associated with lower 
scores on cognitive screens. For every analysis and sub-analysis, the 95% coverage interval 
did not include zero, suggesting that across diverse groups experiencing chronic pain, 
cognitive screen performance is lower than for control groups—even when low mood, 
which frequently co-occurs with pain, is similar across groups. However, the high levels of 
heterogeneity suggest that the sources of this effect may be manifold. Sub-analyses on 
the two most represented screens (MMSE and MoCA) saw some reduction of heterogeneity 
with larger effect sizes for comparisons involving the MoCA. The overall estimate for low 
risk of bias studies was 0.67 (95% CI 0.46 − 0.87).

Different pain conditions yielded slightly different pooled effects. The highest overall 
effect was for chronic headache/migraine sufferers; however, this effect had the 95% 
coverage interval which came closest to including zero. Fibromyalgia studies followed 
a similar pattern: a large point estimates with a wide confidence interval. The MSK 
group saw smaller effect sizes within again a wide confidence interval. The Arthritis 
sub-analysis demonstrated more consistency and an intermediate point estimate. We 
also note that the two studies (Karp et  al., 2008; Terassi et  al., 2021) explicitly limited 
to older adults (with low risk of bias) reported two of the three4 smallest SMDs.

Figure 4.  Funnel plot (focused studies).
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Comparison with previous research

Pain conditions
For people living with arthritis, the current MA found similar effect sizes to those 
reported in Pankowski et  al. (2022). The current arthritis sub-analysis excluded two 
studies from the Pankowski review due to rated high risk of bias - the MMSE study 
by Petersen et  al. (2015) that excluded participants based on MMSE scores, and the 
MoCA study by Kotb et  al. (2019) which lacked information about levels of education. 
The current sub-analysis included two further arthritis studies judged to have low 
risk of bias that were published after the prior review completed its searches.

Inflammatory diseases are increasingly understood to have neurological implications, 
meaning that patients with these conditions may score differently on cognitive screens 
because of pain and the direct action of the disease such as premature immunose-
nescence (Petersen et  al., 2015). There is evidence, for instance, that patients with 
rheumatoid arthritis attain poorer MoCA scores than controls with similar levels of 
bodily pain (S. H. Kim et  al., 2018). Similarly, brain changes are noted with chronic 
headache, for instance medication-overuse headache with increased white matter 
hyperintensity (Xiang et  al., 2021) and changes in functional connectivity in the 
neostriatum (Z. Chen et  al., 2016); however, note neurological changes need not result 
in an impact on cognition. Previous research has reported patients with fibromyalgia 
to have higher prevalence of cognitive deficit based on screen performance compared 
to other forms of pain (e.g. neuropathic or mixed pain, Rodríguez-Andreu et  al., 2009), 
although score ranges do not differ drastically. We note also that the status of fibro-
myalgia is not settled and has been construed by some as a disorder with an origin 
in psychological distress rather than owing to physical causes, which may distinguish 
it from other conditions. However Häuser and Fitzcharles (2018) note that chronic 
primary pain was a category created precisely because "the etiology for many forms 
of chronic pain is unknown" (p. 55) and that fibromyalgia, while complex, appears to 
arise from a number of components rather than being simply an expression of somatic 
symptoms.

In this MA, the effects for musculoskeletal pain were lower than for other pain 
conditions. This may relate to severity of pain, which was not analyzed in this study. 
Q. Chen et  al. (2011) reported that patients with self-reported musculoskeletal chronic 
pain who scored in the upper quartile on the Brief Pain Inventory Severity Scale were 
twice as likely as those in the lower quartile to obtain an MMSE score below 24 
(18.5% vs 9.7%). However, Bosley et  al. (2004) found no difference in MMSE scores 
between groups with significantly different pain intensity scores (MPQ-SF).

Cognitive scores
The larger effect sizes for the MoCA versus MMSE mirror what was reported by 
Pankowski et  al. (2022). It is possible that there are true differential effects across 
these screens, driven by differences such as the lack of executive function assessment 
by the MMSE (Nieuwenhuis-Mark, 2010), as this is a core domain influenced by pain. 
However, the differences we observe may instead reflect the wider heterogeneity 
across studies, e.g. due to included pain conditions.
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Limitations of evidence

The quality assessment found very few studies met every JBI criteria. In some cases, 
study design and decisions may not reflect poor quality per se; for instance, it may 
be appropriate to screen out lower scoring participants on screens for some study 
objectives. The infrequency of conducting pain measurements on control participants 
is understandable but prevents objective comparison of pain levels that could add 
more confidence to findings.

Most studies were uncontrolled for mood and medication differences between pain 
and control groups, which may reflect the realities of typical clinical samples: medi-
cation for the condition in question, and mood as understood to be a prevalent and 
co-occurring symptom with pain, forming part of a symptom cluster (Davis et  al., 
2016). Rock et  al. (2014) report small to moderate effects of depression on cognition; 
however, a sub-analysis in the current meta-analysis involving groups with similar 
mood scores produced effect estimates broadly in line with that for all low risk of 
bias comparisons. Despite some statistical differences in mood scores by group, the 
SR dataset may not have contained a preponderance of individuals who would meet 
caseness for depression (and indeed some studies explicitly excluded participants on 
the basis of such diagnoses). Meanwhile, commonly prescribed medications for rheu-
matoid arthritis have been associated with cognitive impairment (on methotrexate, 
see Pamuk et  al., 2013; on glucocorticoid therapy, see Coluccia et  al., 2008). However, 
a study by Gogol et  al. (2014) looked at the impact of opioidal medication on MMSE 
performance and reported no effect.

Given that cognitive performance is known to be influenced by age and education, 
failure to match for these measures clearly introduces a risk of bias (although some 
studies may still mitigate this for their primary research question by controlling within 
a subsequent analysis of interest).

If pain were under-reported by people with cognitive impairment, this would 
introduce systematic error into the findings. There is evidence of such under-reporting 
for people with a dementia diagnosis (reviewed by Scherder et  al., 2005); however, 
the current review excluded studies on that diagnosis or with similar neuropsycho-
logical impairments. Other research shows that less pronounced cognitive deficits are 
not associated with changes in pain perception or reporting (Docking et  al., 2014; 
Kunz et  al., 2009).

Limitations of review processes

This review focused on studies comparing pain and pain-free groups, meaning that 
it did not include longitudinal studies examining change over time or due to inter-
ventions, which could give insights into how cognitive screen performance follows 
the course of pain condition/fluctuation in pain experience. There was also insufficient 
specification of pain duration across studies to allow controlling for or investigating 
this factor, which is likely to be of interest given the parallels between chronic pain 
and neurodegenerative disease (Apkarian & Scholz, 2006).

This SR encompasses a range of diagnostic groups and samples without diagnosis 
(based on self-ratings), which is likely to contribute to the heterogeneity of the findings. 
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We felt it important to represent the range of forms of chronic pain that could arise for 
clinicians in the assessment of dementia and have conducted sub-analyses by condition 
where there was available data. As heterogeneity remained high when limiting analyses 
to a single cognitive screen, or to a single pain condition, the sources of heterogeneity 
are likely to include other factors that are difficult to model effectively using the available 
data, for instance impact of education, or severity of pain or of related factors such as 
sleep quality or depression. Heterogeneity did drop for two sub-analyses, involving matched 
depression and samples principally involving over-65s, but full interpretation of this is 
difficult due to the performance of I2 for small study numbers.

Constraints on generality

This review chose to limit its cognitive screens to a fairly narrow list,5 to align with 
clinical usage. This list was made by UK clinicians and that this may limit generaliz-
ability. The Alzheimer’s Association have produced a “Cognitive Assessment Toolkit,” 
which uses the MMSE as a minimal reference point for detection validity and on that 
basis recommends two further measures as “equal or superior” (p. 3), the Mini-Cog 
and GP-COG (Alzheimer’s Association, n.d). These tools are all referred to by the UK 
toolkit but the GP-COG is considered distinct from the cognitive screens, as it relies 
partly on informant report and as such is not purely a measure of current cognitive 
performance and was not included in our review. A survey of current primary care 
provider practices in the United States (Bernstein et  al., 2019) reports the prevalence 
of cognitive screen usage, citing the MMSE and MoCA as examples, later noting that 
the MMSE and Mini-Cog are the assessments most frequently used by practitioners.

Cognitive screening tests can be defined in various ways and the UK practitioner 
toolkit takes a pragmatic approach focusing on function (detection validity). As a 
consequence, it includes both instruments that cover a range of cognitive domains 
(e.g. MMSE, MoCA), a few domains (Mini-COG) and a single domain (HVLT and TYM). 
In the event, besides the MoCA and MMSE, there were very few studies extracted for 
the other cognitive screens, meaning that this review heavily focuses on these two 
measures. However, the studies included come from a range of countries including 
multiple from the Middle East, South America, and Asia, avoiding a focus merely on 
European and North American samples.

Meaning and future considerations

Given the association of effects of between half and one standard deviation poorer 
performance in chronic-pain experiencing participants, clinicians may wish to con-
sider this when administering cognitive screens as part of a dementia investigation 
pathway. Based on point estimates from the low-risk of bias analysis (0.70), with 
normative data suggesting the major measures have standard deviations of around 
three or four (MMSE 3 - Tombaugh et  al., 1996; MoCA 4 - Rossetti et  al., 2011) into 
raw scores using normative data, we might plausibly see decrements of 2 − 2.70 
points using these screens. However, it would be unwise to presume that a decre-
ment purely reflects measurement error: for at least some conditions involving pain, 
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cognitive impairment may be a marker for later severe decline and development 
of dementia ( Tian et  al., 2023). It will be crucial to disentangle the 
dementia-uninformative and dementia-relevant components of such effects. In addi-
tion, future research should explore whether screen sub-domains differ in their 
sensitivity to chronic pain.

Notes

	 1.	 it was deemed unrealistic to expect mood and medication to be extricated from pain 
in most clinical samples; more detail in discussion section.

	 2.	 In one case, it was judged that groups could be more appropriately merged to produce 
a single standardised mean difference.

	 3.	 In most cases the cut-off employed (e.g. MMSE 24 or 28) fell within a 68% coverage 
interval of scores observed within our datasets; we exempted two cases where the 
threshold was very low and well outside this (e.g. MMSE 10 or 14) which removed only 
the severely cognitively impaired as part of exclusion criteria.

	 4.	 with Torkamani et  al. (2015).
	 5.	 In preparation for this review, the first author collated a list of over 100 measures de-

scribed across systematic reviews of cognitive screens.

Acknowledgements

The authors made the following contributions. Alex Fradera: Conceptualization, Data curation, 
Formal analysis, Investigation, Methodology, Project administration, Software, Visualisation, 
Writing—Original Draft Preparation, Writing—Review & Editing; Jessica McLaren: Investigation, 
Methodology, Writing—Review & Editing; Lisa Gadon: Conceptualization, Methodology, Writing—
Review & Editing; Breda Cullen: Conceptualization, Methodology, Writing—Review & Editing; 
Jonathan Evans: Conceptualization, Methodology, Writing—Review & Editing.

We greatly appreciate the guidance given by Paul Cannon in the development of search 
terms for the review, by Robin Young on meta-analytic decisions, and by Jessica Fish on details 
of the overall process.

Disclosure statement

No potential conflict of interest was reported by the author(s).

Funding

The author(s) reported there is no funding associated with the work featured in this article.

References

Al-Malki, D., Kotb, M. A., Kamal, A. M., Abd El Fatah, A. S., & Ahmed, Y. M. (2020). Cognitive 
performance in patients with chronic tension-type headache and its relation to neuroendo-
crine hormones. Egyptian Journal of Neurology, Psychiatry and Neurosurgery, 56(1), 16. https://
doi.org/10.1186/s41983-020-0150-3

Alves, L., Simões, M. R., Martins, C., Freitas, S., & Santana, I. (2013). Premorbid IQ influence on 
screening tests’ scores in healthy patients and patients with cognitive impairment. Journal 
of Geriatric Psychiatry and Neurology, 26(2), 117–126. https://doi.org/10.1177/0891988713484194

https://doi.org/10.1186/s41983-020-0150-3
https://doi.org/10.1186/s41983-020-0150-3
https://doi.org/10.1177/0891988713484194


The Clinical Neuropsychologist 19

Alzheimer’s Association. (n.d). Cognitive Assessment Toolkit: A guide to detecting cognitive 
impairment during the Medicare Annual Wellness Visit. Alzheimer’s Association. https://www.
alz.org/getmedia/9687d51e-641a-43a1-a96b-b29eb00e72bb/cognitive-assessment-toolkit

Alzheimer’s Society. (2013). Helping you to assess cognition: A practical toolkit for clinicians. Alzheimer’s 
Society. https://www.wamhinpc.org.uk/sites/default/files/dementia-practical-toolkit-for-clinicians.
pdf

Apkarian, A. V., & Scholz, J. (2006). Shared mechanisms between chronic pain and neurode-
generative disease. Drug Discovery Today: Disease Mechanisms, 3(3), 319–326. https://doi.
org/10.1016/j.ddmec.2006.09.006

Ashford, J. W. (2008). Screening for memory disorders, dementia and Alzheimer’s disease. Aging 
Health, 4(4), 399–432. https://doi.org/10.2217/1745509X.4.4.399

Baptista, T. S. A., Petersen, L. E., Molina, J. K., de Nardi, T., Wieck, A., do Prado, A., Piovesan, D. 
M., Keisermann, M., Grassi-Oliveira, R., & Bauer, M. E. (2017). Autoantibodies against myelin 
sheath and S100β are associated with cognitive dysfunction in patients with rheumatoid 
arthritis. Clinical Rheumatology, 36(9), 1959–1968. https://doi.org/10.1007/s10067-017-3724-4

Barceló-Martinez, E., Gelves-Ospina, M., Lechuga, E. N., Allegri, R. F., Orozco-Acosta, E., 
Benítez-Agudelo, J. C., León-Jacobus, A., & Román, N. F. (2018). Serum cortisol levels and 
neuropsychological impairments in patients diagnosed with fibromyalgia. Actas Españolas de 
Psiquiatría, 46(1), 1–11. https://pubmed.ncbi.nlm.nih.gov/29417976/

Bernstein, A., Rogers, K. M., Possin, K. L., Steele, N. Z. R., Ritchie, C. S., Kramer, J. H., Geschwind, 
M., Higgins, J. J., Wohlgemuth, J., Pesano, R., Miller, B. L., & Rankin, K. P. (2019). Dementia 
assessment and management in primary care settings: A survey of current provider practic-
es in the United States. BMC Health Services Research, 19(1), 919. https://doi.org/10.1186/
s12913-019-4603-2

Berryman, C., Stanton, T. R., Bowering, K. J., Tabor, A., McFarlane, A., & Moseley, G. L. (2013). 
Evidence for working memory deficits in chronic pain: A systematic review and meta-analysis. 
Pain, 154(8), 1181–1196. https://doi.org/10.1016/j.pain.2013.03.002

Berryman, C., Stanton, T. R., Bowering, K. J., Tabor, A., McFarlane, A., & Moseley, G. L. (2014). 
Do people with chronic pain have impaired executive function? A meta-analytical review. 
Clinical Psychology Review, 34(7), 563–579. https://doi.org/10.1016/j.cpr.2014.08.003

Borg, C., Emond, F. C., Colson, D., Laurent, B., & Michael, G. A. (2015). Attentional focus on 
subjective interoceptive experience in patients with fibromyalgia. Brain and Cognition, 101, 
35–43. https://doi.org/10.1016/j.bandc.2015.10.002

Bosley, B. N., Rudy, T. E., Granieri, E., & Weiner, D. K. (2004). Is chronic nonmalignant pain  
associated with decreased appetite in older adults? Preliminary evidence. Journal of the 
American Geriatrics Society, 52(2), 247–251. https://doi.org/10.1111/j.1532-5415.2004.52063.x

Buckalew, N., Haut, M. W., Morrow, L., & Weiner, D. (2008). Chronic pain is associated with brain 
volume loss in older adults: Preliminary evidence. Pain Medicine (Malden, Mass.), 9(2), 240–248. 
https://doi.org/10.1111/j.1526-4637.2008.00412.x

Can, S. S., Gencay-Can, A., & Gunendi, Z. (2012). Validity and reliability of the clock drawing 
test as a screening tool for cognitive impairment in patients with fibromyalgia. Comprehensive 
Psychiatry, 53(1), 81–86. https://doi.org/10.1016/j.comppsych.2011.02.001

Canfora, F., Calabria, E., Cuocolo, R., Ugga, L., Buono, G., Marenzi, G., Gasparro, R., Pecoraro, G., 
Aria, M., D’Aniello, L., Mignogna, M. D., & Adamo, D. (2021). Burning fog: Cognitive impairment 
in burning mouth syndrome. Frontiers in Aging Neuroscience, 13, 727417. https://doi.
org/10.3389/fnagi.2021.727417

Cardoso, J., Apagueno, B., Lysne, P., Hoyos, L., Porges, E., Riley, J. L., Fillingim, R. B., Woods, A. 
J., Cohen, R., & Cruz-Almeida, Y. (2021). Pain and the Montreal Cognitive Assessment (MoCA) 
in aging. Pain Medicine (Malden, Mass.), 22(8), 1776–1783. https://doi.org/10.1093/pm/pnab003

Chen, Z., Chen, X., Chen, Z., Liu, M., He, H., Ma, L., & Yu, S. (2017). Alteration of gray matter 
texture features over the whole brain in medication-overuse headache using a 3-dimentional 
texture analysis. The Journal of Headache and Pain, 18(1), 112. https://doi.org/10.1186/
s10194-017-0820-4

https://www.alz.org/getmedia/9687d51e-641a-43a1-a96b-b29eb00e72bb/cognitive-assessment-toolkit
https://www.alz.org/getmedia/9687d51e-641a-43a1-a96b-b29eb00e72bb/cognitive-assessment-toolkit
https://www.wamhinpc.org.uk/sites/default/files/dementia-practical-toolkit-for-clinicians.pdf
https://www.wamhinpc.org.uk/sites/default/files/dementia-practical-toolkit-for-clinicians.pdf
https://doi.org/10.1016/j.ddmec.2006.09.006
https://doi.org/10.1016/j.ddmec.2006.09.006
https://doi.org/10.2217/1745509X.4.4.399
https://doi.org/10.1007/s10067-017-3724-4
https://pubmed.ncbi.nlm.nih.gov/29417976/
https://doi.org/10.1186/s12913-019-4603-2
https://doi.org/10.1186/s12913-019-4603-2
https://doi.org/10.1016/j.pain.2013.03.002
https://doi.org/10.1016/j.cpr.2014.08.003
https://doi.org/10.1016/j.bandc.2015.10.002
https://doi.org/10.1111/j.1532-5415.2004.52063.x
https://doi.org/10.1111/j.1526-4637.2008.00412.x
https://doi.org/10.1016/j.comppsych.2011.02.001
https://doi.org/10.3389/fnagi.2021.727417
https://doi.org/10.3389/fnagi.2021.727417
https://doi.org/10.1093/pm/pnab003
https://doi.org/10.1186/s10194-017-0820-4
https://doi.org/10.1186/s10194-017-0820-4


20 A. FRADERA ET AL.

Chen, Z., Chen, X., Liu, M., Liu, S., Shu, S., Ma, L., & Yu, S. (2016). Altered functional connec-
tivity of the marginal division in migraine: A resting-state fMRI study. The Journal of Headache 
and Pain, 17(1), 89. https://doi.org/10.1186/s10194-016-0682-1

Chen, Q., Hayman, L. L., Shmerling, R. H., Bean, J. F., & Leveille, S. G. (2011). Characteristics of 
chronic pain associated with sleep difficulty in older adults: The maintenance of balance, 
independent living, intellect, and zest in the elderly (MOBILIZE) Boston study. Journal of the 
American Geriatrics Society, 59(8), 1385–1392. https://doi.org/10.1111/j.1532-5415.2011.03544.x

Coelho Rebelo Maia, L. A. (2012). The impact of rheumatoid arthritis in neuropsychology,  
depression and anxiety. A case control study, with 90 Portuguese female subjects. Revista 
Ecuatoriana de Neurologia, 21(1-3), 55–60. http://revecuatneurol.com/magazine_issue_article/
the-impact-of-rheumatoid-arthritis-in-neuropsychology-depression-and-anxiety-case-control-study/

Coluccia, D., Wolf, O. T., Kollias, S., Roozendaal, B., Forster, A., & Dominique, J.-F. (2008). 
Glucocorticoid therapy-induced memory deficits: Acute versus chronic effects. The Journal of 
Neuroscience: The Official Journal of the Society for Neuroscience, 28(13), 3474–3478. https://
doi.org/10.1523/JNEUROSCI.4893-07.2008

Corti, E. J., Gasson, N., & Loftus, A. M. (2021). Cognitive profile and mild cognitive impairment 
in people with chronic lower back pain. Brain and Cognition, 151, 105737. https://doi.
org/10.1016/j.bandc.2021.105737

Cullen, B., O’Neill, B., Evans, J. J., Coen, R. F., & Lawlor, B. A. (2007). A review of screening tests 
for cognitive impairment. Journal of Neurology, Neurosurgery, and Psychiatry, 78(8), 790–799. 
https://doi.org/10.1136/jnnp.2006.095414

Davis, L. L., Kroenke, K., Monahan, P., Kean, J., & Stump, T. E. (2016). The SPADE symptom clus-
ter in primary care patients with chronic pain. The Clinical Journal of Pain, 32(5), 388–393. 
https://doi.org/10.1097/AJP.0000000000000286

Demirci, S., & Savas, S. (2002). The auditory event related potentials in episodic and chronic 
pain sufferers. European Journal of Pain (London, England), 6(3), 239–244. https://doi.org/10.1053/
eujp.2001.0342

Di Carlo, M., Becciolini, A., Incorvaia, A., Beci, G., Smerilli, G., Biggioggero, M., Tardella, M., 
Angelis, R. D., & Salaffi, F. (2021). Mild cognitive impairment in psoriatic arthritis: Prevalence 
and associated factors. Medicine, 100(11), e24833. https://doi.org/10.1097/MD.0000000000024833

Docking, R. E., Fleming, J., Brayne, C., Zhao, J., Macfarlane, G. J., & Jones, G. T, & Cambridge 
City over-75s Cohort (CC75C) study collaboration. (2014). Pain reporting in older adults: The  
influence of cognitive impairment – Results from the Cambridge City >75 cohort study. 
British Journal of Pain, 8(3), 119–124. https://doi.org/10.1177/2049463714527437

Dupuis, K., Marchuk, V., & Pichora-Fuller, M. (2016). Noise affects performance on the Montreal 
Cognitive Assessment. Canadian Journal on Aging = La Revue Canadienne du Vieillissement, 
35(3), 298–307. https://doi.org/10.1017/S0714980816000313

Duval, S., & Tweedie, R. (2000). Trim and fill: A simple funnel-plot–based method of testing and 
adjusting for publication bias in meta-analysis. Biometrics, 56(2), 455–463. https://doi.
org/10.1111/j.0006-341x.2000.00455.x

El-Shafey, A., Abd-El-Geleel, S. M., & Soliman, E. S. (2012). Cognitive impairment  
in non-neuropsychiatric systemic lupus erythematosus. The Egyptian Rheumatologist, 34(2), 
67–73. https://doi.org/10.1016/j.ejr.2012.02.002

Fayed, N., Andres, E., Rojas, G., Moreno, S., Serrano-Blanco, A., Roca, M., & Garcia-Campayo, J. 
(2012). Brain dysfunction in fibromyalgia and somatization disorder using proton magnetic 
resonance spectroscopy: A controlled study. Acta Psychiatrica Scandinavica, 126(2), 115–125. 
https://doi.org/10.1111/j.1600-0447.2011.01820.x

Fayed, N., García-Martí, G., Sanz-Requena, R., Marti-Bonmatí, L., & Garcia-Campayo, J. (2017). 
Difference in regional brain volume between fibromyalgia patients and long-term medita-
tors. Actas Espanolas de Psiquiatria, 45(6), 268–276. https://pubmed.ncbi.nlm.nih.
gov/29199761/

Feng, S., Li, B., Li, G., Hua, X., Zhu, B., Li, X., Lu, W., & Xu, J. (2020). Abnormal spatial patterns 
of intrinsic brain activity in osteonecrosis of the femoral head: A resting-state functional 

https://doi.org/10.1186/s10194-016-0682-1
https://doi.org/10.1111/j.1532-5415.2011.03544.x
http://revecuatneurol.com/magazine_issue_article/the-impact-of-rheumatoid-arthritis-in-neuropsychology-depression-and-anxiety-case-control-study/
http://revecuatneurol.com/magazine_issue_article/the-impact-of-rheumatoid-arthritis-in-neuropsychology-depression-and-anxiety-case-control-study/
https://doi.org/10.1523/JNEUROSCI.4893-07.2008
https://doi.org/10.1523/JNEUROSCI.4893-07.2008
https://doi.org/10.1016/j.bandc.2021.105737
https://doi.org/10.1016/j.bandc.2021.105737
https://doi.org/10.1136/jnnp.2006.095414
https://doi.org/10.1097/AJP.0000000000000286
https://doi.org/10.1053/eujp.2001.0342
https://doi.org/10.1053/eujp.2001.0342
https://doi.org/10.1097/MD.0000000000024833
https://doi.org/10.1177/2049463714527437
https://doi.org/10.1017/S0714980816000313
https://doi.org/10.1111/j.0006-341x.2000.00455.x
https://doi.org/10.1111/j.0006-341x.2000.00455.x
https://doi.org/10.1016/j.ejr.2012.02.002
https://doi.org/10.1111/j.1600-0447.2011.01820.x
https://pubmed.ncbi.nlm.nih.gov/29199761/
https://pubmed.ncbi.nlm.nih.gov/29199761/


The Clinical Neuropsychologist 21

magnetic resonance imaging study. Frontiers in Human Neuroscience, 14, 551470. https://doi.
org/10.3389/fnhum.2020.551470

Foss, M. P., Ferreira, K. D. S., Oliver, G. Z., Thomaz, D. C., & Teixeira, C. T. (2016). Cognitive defi-
cits in chronic pain patients, in a brief screening test, are independent of comorbidities and 
medication use. Arquivos de Neuro-Psiquiatria, 74(5), 361–366. https://doi.org/10.159
0/0004-282X20160071

Garcia, L. O. K. L., Júnior, A. T. S., Gómez, D. C. D. S., Yoshikawa, G. S. S., Kamikoga, C. K., & 
Vitturi, B. K. (2021). Cognitive impairment in patients with psoriatic arthritis. Acta Neurologica 
Belgica, 122(1), 91–96. https://doi.org/10.1007/s13760-021-01644-y

Gogol, M., Hartmann, H., Wustmann, S., & Simm, A. (2014). Influence of central nervous 
system-acting drugs on results of cognitive testing in geriatric inpatients. Zeitschrift Fur 
Gerontologie Und Geriatrie, 47(4), 279–284. https://doi.org/10.1007/s00391-014-0654-5

Güzel, D., Sağ, S., Sağ, M. S., Tekeoğlu, İ., Kamanli, A., & Nas, K. (2018). Romatoid artritte biliş-
sel bozukluğun değerlendirilmesi: Eklem yikimi ve hastalik aktivitesinin belirleyici değeri 
[Evaluation of cognitive impairment in rheumatoid arthritis: Predictive value of joint destruc-
tion and disease activity]. Kocatepe Tıp Dergisi, 19(3), 86–92. https://doi.org/10.18229/kocate-
petip.446832

Gwinnutt, J. M., Toyoda, T., Jeffs, S., Flanagan, E., Chipping, J. R., Dainty, J. R., Mioshi, E., 
Hornberger, M., & MacGregor, A. (2021). Reduced cognitive ability in people with rheumatoid 
arthritis compared with age-matched healthy controls. Rheumatology Advances in Practice, 
5(2), rkab044. https://doi.org/10.1093/rap/rkab044

Hamed, S. A., Selim, Z. I., Elattar, A. M., Elserogy, Y. M., Ahmed, E. A., & Mohamed, H. O. (2012). 
Assessment of biocorrelates for brain involvement in female patients with rheumatoid ar-
thritis. Clinical Rheumatology, 31(1), 123–132. https://doi.org/10.1007/s10067-011-1795-1

Han, S. D., Buchman, A. S., Arfanakis, K., Fleischman, D. A., & Bennett, D. A. (2013). Functional 
connectivity networks associated with chronic musculoskeletal pain in old age. International 
Journal of Geriatric Psychiatry, 28(8), 858–867. https://doi.org/10.1002/gps.3898

Häuser, W., & Fitzcharles, M. A. (2018). Facts and myths pertaining to fibromyalgia. Dialogues 
in Clinical Neuroscience, 20(1), 53–62. https://doi.org/10.31887/DCNS.2018.20.1/whauser

Hedges, L., & Olkin, I. (1985). Statistical methods in meta-analysis. San Diego, CA: Academic 
Press.

Karp, J. F., Rudy, T., & Weiner, D. K. (2008). Persistent pain biases item response on the geriat-
ric depression scale (GDS): Preliminary evidence for validity of the GDS-PAIN. Pain Medicine 
(Malden, Mass.), 9(1), 33–43. https://doi.org/10.1111/j.1526-4637.2007.00406.x

Kim, E. J., & Buschmann, M. T. (2006). Reliability and validity of the faces pain scale with older 
adults. International Journal of Nursing Studies, 43(4), 447–456. https://doi.org/10.1016/ 
j.ijnurstu.2006.01.001

Kim, S. H., Kim, H., Kim, S., Paek, S., Koh, J. H., Lee, J., Cho, Y.-W., & Park, S.-H. (2018). Sleep 
quality independently affects health-related quality of life and cognitive function in Korean 
female patients with rheumatoid arthritis: A case-control study. Journal of Korean Medical 
Science, 33(35), e216. https://doi.org/10.3346/jkms.2018.33.e216

Kotb, H. G., El Attar, R. S., Elabd, H. A., El Nagger, B. M. M. A., & Maabady, M. H. (2019). Cognitive 
function in rheumatoid arthritis female patients: A prospective cohort study. Clinical Medicine 
and Diagnostics, 9(2), 36–40. https://doi.org/10.5923/j.cmd.20190902.03

Kunz, M., Mylius, V., Schepelmann, K., & Lautenbacher, S. (2009). Effects of age and mild cog-
nitive impairment on the pain response system. Gerontology, 55(6), 674–682. https://doi.
org/10.1159/000235719

Li, J., Chen, J., Qin, Q., Zhao, D., Dong, B., Ren, Q., Yu, D., Bi, P., & Sun, Y. (2018). Chronic pain 
and its association with obesity among older adults in China. Archives of Gerontology and 
Geriatrics, 76, 12–18. https://doi.org/10.1016/j.archger.2018.01.009

Liao, X., Mao, C., Wang, Y., Zhang, Q., Cao, D., Seminowicz, D. A., Zhang, M., & Yang, X. (2018). Brain 
gray matter alterations in Chinese patients with chronic knee osteoarthritis pain based on 
voxel-based morphometry. Medicine, 97(12), e0145. https://doi.org/10.1097/MD.0000000000010145

https://doi.org/10.3389/fnhum.2020.551470
https://doi.org/10.3389/fnhum.2020.551470
https://doi.org/10.1590/0004-282X20160071
https://doi.org/10.1590/0004-282X20160071
https://doi.org/10.1007/s13760-021-01644-y
https://doi.org/10.1007/s00391-014-0654-5
https://doi.org/10.18229/kocatepetip.446832
https://doi.org/10.18229/kocatepetip.446832
https://doi.org/10.1093/rap/rkab044
https://doi.org/10.1007/s10067-011-1795-1
https://doi.org/10.1002/gps.3898
https://doi.org/10.31887/DCNS.2018.20.1/whauser
https://doi.org/10.1111/j.1526-4637.2007.00406.x
https://doi.org/10.1016/
https://doi.org/10.1016/
https://doi.org/10.3346/jkms.2018.33.e216
https://doi.org/10.5923/j.cmd.20190902.03
https://doi.org/10.1159/000235719
https://doi.org/10.1159/000235719
https://doi.org/10.1016/j.archger.2018.01.009
https://doi.org/10.1097/MD.0000000000010145


22 A. FRADERA ET AL.

Maneeton, B., Maneeton, N., & Louthrenoo, W. (2010). Cognitive deficit in patients with system-
ic lupus erythematosus. Asian Pacific Journal of Allergy and Immunology, 28(1), 77. https://
www.apjai-journal.org/wp-content/uploads/2017/12/12CognitivedeficitinpatientsVol28No1Ma
rch2010P77.pdf

McCracken, L. M., & Iverson, G. L. (2001). Predicting complaints of impaired cognitive function-
ing in patients with chronic pain. Journal of Pain and Symptom Management, 21(5), 392–396. 
https://doi.org/10.1016/s0885-3924(01)00267-6

McGrath, S., Zhao, X., Steele, R., Thombs, B. D., Benedetti, A., & DEPRESsion Screening Data 
(DEPRESSD) Collaboration (2020). Estimating the sample mean and standard deviation from 
commonly reported quantiles in meta-analysis. Statistical Methods in Medical Research, 29(9), 
2520–2537. https://doi.org/10.1177/0962280219889080

Meade, T., Manolios, N., Cumming, S. R., Conaghan, P. G., & Katz, P. (2018). Cognitive impairment 
in rheumatoid arthritis: A systematic review. Arthritis Care & Research, 70(1), 39–52. https://
doi.org/10.1002/acr.23243

Mednieks, J., Naumovs, V., & Skilters, J. (2021). Ideational fluency in patients with rheumatoid 
arthritis. Current Rheumatology Reviews, 17(2), 205–212. https://doi.org/10.2174/1573397116
666201119145640

Merskey, H., & Bogduk, N. (1994). Classification of chronic pain second edition (revised). IASP 
Press.

Moher, D., Liberati, A., Tetzlaff, J., Altman, D. G., & PRISMA Group (2009). Preferred reporting 
items for systematic reviews and meta-analyses: The PRISMA statement. BMJ (Clinical Research 
ed.), 339(4), b2535. https://doi.org/10.1136/bmj.b2535

Moola, S., Munn, Z., Tufanaru, C., Aromataris, E., Sears, K., Sfetcu, R., Currie, M., Qureshi, R., 
Mattis, P., Lisy, K., & Mu, P.-F. (2017). Chapter 7: Systematic reviews of etiology and risk. In 
E. Aromataris & Z. Munn (Eds.), Joanna Briggs Institute reviewer’s manual. The Joanna Briggs 
Institute. https://reviewersmanual.joannabriggs.org/

Moriarty, O., McGuire, B. E., & Finn, D. P. (2011). The effect of pain on cognitive function: A 
review of clinical and preclinical research. Progress in Neurobiology, 93(3), 385–404. https://
doi.org/10.1016/j.pneurobio.2011.01.002

Nieuwenhuis-Mark, R. E. (2010). The death knoll for the MMSE: Has it outlived its purpose? Journal 
of Geriatric Psychiatry and Neurology, 23(3), 151–157. https://doi.org/10.1177/0891988710363714

Ojeda, B., Salazar, A., Dueñas, M., Torres, L. M., Mico, J. A., & Failde, I. (2016). Assessing the 
construct validity and internal reliability of the screening tool Test Your Memory in patients 
with chronic pain. PloS One, 11(4), e0154240. https://doi.org/10.1371/journal.pone.0154240

Oláh, C., Kardos, Z., Andrejkovics, M., Szarka, E., Hodosi, K., Domján, A., Sepsi, M., Sas, A., Kostyál, 
L., Fazekas, K., Flórián, Á., Lukács, K., Miksi, Á., Baráth, Z., Kerekes, G., Péntek, M., Valikovics, 
A., Tamási, L., Bereczki, D., & Szekanecz, Z. (2020). Assessment of cognitive function in female 
rheumatoid arthritis patients: Associations with cerebrovascular pathology, depression and 
anxiety. Rheumatology International, 40(4), 529–540. https://doi.org/10.1007/s00296-019-04449-8

Oláh, C., Kardos, Z., Sepsi, M., Sas, A., Kostyál, L., Bhattoa, H. P., Hodosi, K., Kerekes, G., Tamási, 
L., Valikovics, A., Bereczk, D., & Szekanecz, Z. (2017). Assessment of intracranial vessels in 
association with carotid atherosclerosis and brain vascular lesions in rheumatoid arthritis. 
Arthritis Research & Therapy, 19(1), 213. https://doi.org/10.1186/s13075-017-1422-x

Oosterman, J. M., Derksen, L. C., Wijck, A. J. M., van, Veldhuijzen, D. S., & Kessels, R. P. C. (2011). 
Memory functions in chronic pain: Examining contributions of attention and age to test 
performance. The Clinical Journal of Pain, 27(1), 70–75. https://doi.org/10.1097/
AJP.0b013e3181f15cf5

Pamuk, O. N., Kisacik, B., Pamuk, G. E., Onat, A. M., Sayarlioglu, M., Donmez, S., Pehlivan, Y., & 
Keystone, E. C. (2013). Do impaired memory, cognitive dysfunction and distress play a role 
in methotrexate-related neutropenia in rheumatoid arthritis patients? A comparative study. 
Rheumatology International, 33(10), 2631–2635. https://doi.org/10.1007/s00296-013-2792-2

Pankowski, D., Wytrychiewicz-Pankowska, K., Janowski, K., & Pisula, E. (2022). Cognitive impair-
ment in patients with rheumatoid arthritis: A systematic review and meta-analysis. Joint Bone 
Spine, 89(3), 105298. https://doi.org/10.1016/j.jbspin.2021.105298

https://www.apjai-journal.org/wp-content/uploads/2017/12/12CognitivedeficitinpatientsVol28No1March2010P77.pdf
https://www.apjai-journal.org/wp-content/uploads/2017/12/12CognitivedeficitinpatientsVol28No1March2010P77.pdf
https://www.apjai-journal.org/wp-content/uploads/2017/12/12CognitivedeficitinpatientsVol28No1March2010P77.pdf
https://doi.org/10.1016/s0885-3924(01)00267-6
https://doi.org/10.1177/0962280219889080
https://doi.org/10.1002/acr.23243
https://doi.org/10.1002/acr.23243
https://doi.org/10.2174/1573397116666201119145640
https://doi.org/10.2174/1573397116666201119145640
https://doi.org/10.1136/bmj.b2535
https://reviewersmanual.joannabriggs.org/
https://doi.org/10.1016/j.pneurobio.2011.01.002
https://doi.org/10.1016/j.pneurobio.2011.01.002
https://doi.org/10.1177/0891988710363714
https://doi.org/10.1371/journal.pone.0154240
https://doi.org/10.1007/s00296-019-04449-8
https://doi.org/10.1186/s13075-017-1422-x
https://doi.org/10.1097/AJP.0b013e3181f15cf5
https://doi.org/10.1097/AJP.0b013e3181f15cf5
https://doi.org/10.1007/s00296-013-2792-2
https://doi.org/10.1016/j.jbspin.2021.105298


The Clinical Neuropsychologist 23

Petersen, L. E., Baptista, T. S. A., Molina, J. K., Motta, J. G., do Prado, A., Piovesan, D. M., de Nardi, 
T., Viola, T. W., Vieira, É. L. M., Teixeira, A. L., Grassi-Oliveira, R., & Bauer, M. E. (2018). Cognitive 
impairment in rheumatoid arthritis: Role of lymphocyte subsets, cytokines and neurotrophic 
factors. Clinical Rheumatology, 37(5), 1171–1181. https://doi.org/10.1007/s10067-018-3990-9

Petersen, L. E., Siara, T., Ribeiro, S. D. S. G., Ilha, M., Grassi-Oliveira, R., Nardi, T. D., Keisermann, M., 
& Bauer, M. E. (2015). Premature immunosenescence is associated with memory dysfunction in 
rheumatoid arthritis. Neuroimmunomodulation, 22(3), 130–137. https://doi.org/10.1159/000358437

Petra, C. V., Visu-Petra, L., Buta, M., Tămaș, M. M., Benga, O., & Rednic, S. (2020). A computerized 
assessment of verbal and visuospatial memory (dys) functions in patients with rheumatoid 
arthritis. Psychology Research and Behavior Management, 13, 619–629. https://doi.org/10.2147/
PRBM.S261312

Qu, P., Yu, J., Xia, L., & Chen, G. (2018). Cognitive performance and the alteration of neuroen-
docrine hormones in chronic tension-type headache. Pain Practice: The Official Journal of 
World Institute of Pain, 18(1), 8–17. https://doi.org/10.1111/papr.12574

Rattay, T. W., Boldt, A., Völker, M., Wiethoff, S., Hengel, H., Schüle, R., & Schöls, L. (2020). 
Non-motor symptoms are relevant and possibly treatable in hereditary spastic paraplegia 
type 4 (SPG4). Clinical Neurophysiology, 131(4), e209. https://doi.org/10.1016/j.clinph.2019.12.065

Rock, P. L., Roiser, J., Riedel, W. J., & Blackwell, A. (2014). Cognitive impairment in depression: 
A systematic review and meta-analysis. Psychological Medicine, 44(10), 2029–2040. https://doi.
org/10.1017/S0033291713002535

Rodríguez-Andreu, J., Ibáñez-Bosch, R., Portero-Vázquez, A., Masramon, X., Rejas, J., & Gálvez, 
R. (2009). Cognitive impairment in patients with fibromyalgia syndrome as assessed by the 
mini-mental state examination. BMC Musculoskeletal Disorders, 10(1), 162. https://doi.
org/10.1186/1471-2474-10-162

Roebuck-Spencer, T. M., Glen, T., Puente, A. E., Denney, R. L., Ruff, R. M., Hostetter, G., & Bianchini, 
K. J. (2017). Cognitive screening tests versus comprehensive neuropsychological test batter-
ies: A national academy of neuropsychology education paper†. Archives of Clinical 
Neuropsychology: The Official Journal of the National Academy of Neuropsychologists, 32(4), 
491–498. https://doi.org/10.1093/arclin/acx021

Rossetti, H. C., Lacritz, L. H., Cullum, C. M., & Weiner, M. F. (2011). Normative data for the 
Montreal Cognitive Assessment (MoCA) in a population-based sample. Neurology, 77(13), 
1272–1275. https://doi.org/10.1212/WNL.0b013e318230208a

Ruscheweyh, R., Fritz, A., Eggert, T., Azad, S.-C., & Straube, A. (2018). Oculomotor disturbances 
in patients with chronic nonspecific spinal pain. Pain Medicine (Malden, Mass.), 19(10), 2031–
2038. https://doi.org/10.1093/pm/pnx291

Scherder, E., Oosterman, J., Swaab, D., Herr, K., Ooms, M., Ribbe, M., Sergeant, J., Pickering, G., 
& Benedetti, F. (2005). Recent developments in pain in dementia. BMJ (Clinical Research ed.), 
330(7489), 461–464. https://doi.org/10.1136/bmj.330.7489.461

Schmidt-Wilcke, T., Wood, P., & Lürding, R. (2010). Kognitive defizite bei fibromyalgiepatienten. 
[Cognitive impairment in patients suffering from fibromyalgia. An underestimated problem.] 
Schmerz (Berlin, Germany), 24(1), 46–53. https://doi.org/10.1007/s00482-009-0872-8

Schofield, P. (2007). Pain in older adults: Epidemiology, impact and barriers to management. 
Reviews in Pain, 1(1), 12–14. https://doi.org/10.1177/204946370700100104

Segura-Jiménez, V., Álvarez-Gallardo, I. C., Carbonell-Baeza, A., Aparicio, V. A., Ortega, F. B., Casimiro, 
A. J., & Delgado-Fernández, M. (2015). Fibromyalgia has a larger impact on physical health 
than on psychological health, yet both are markedly affected: The al-Ándalus project. Seminars 
in Arthritis and Rheumatism, 44(5), 563–570. https://doi.org/10.1016/j.semarthrit.2014.09.010

Seo, C. H., Park, C.-H., Jung, M. H., Jang, S., Joo, S. Y., Kang, Y., & Ohn, S. H. (2017). Preliminary 
investigation of pain-related changes in cerebral blood volume in patients with phantom 
limb pain. Archives of Physical Medicine and Rehabilitation, 98(11), 2206–2212. https://doi.
org/10.1016/j.apmr.2017.03.010

Shehata, G. A., Abdel-Kareem, M., El Adl, A. H. R., & Yassin, A. N. (2010). Subclinical cerebrovas-
cular cognitive function, and mood changes in patients with systemic lupus erythematosus. 
Open Access Rheumatology: Research and Reviews, 2, 17–25. https://doi.org/10.2147/oarrr.s9711

https://doi.org/10.1007/s10067-018-3990-9
https://doi.org/10.1159/000358437
https://doi.org/10.2147/PRBM.S261312
https://doi.org/10.2147/PRBM.S261312
https://doi.org/10.1111/papr.12574
https://doi.org/10.1016/j.clinph.2019.12.065
https://doi.org/10.1017/S0033291713002535
https://doi.org/10.1017/S0033291713002535
https://doi.org/10.1186/1471-2474-10-162
https://doi.org/10.1186/1471-2474-10-162
https://doi.org/10.1093/arclin/acx021
https://doi.org/10.1212/WNL.0b013e318230208a
https://doi.org/10.1093/pm/pnx291
https://doi.org/10.1136/bmj.330.7489.461
https://doi.org/10.1007/s00482-009-0872-8
https://doi.org/10.1177/204946370700100104
https://doi.org/10.1016/j.semarthrit.2014.09.010
https://doi.org/10.1016/j.apmr.2017.03.010
https://doi.org/10.1016/j.apmr.2017.03.010
https://doi.org/10.2147/oarrr.s9711


24 A. FRADERA ET AL.

Stott, J., Scior, K., Mandy, W., & Charlesworth, G. (2017). Dementia screening accuracy is robust 
to premorbid IQ variation: Evidence from the Addenbrooke’s Cognitive Examination-III and 
the test of premorbid function. Journal of Alzheimer’s Disease: JAD, 57(4), 1293–1302. https://
doi.org/10.3233/JAD-161218

Terassi, M., Ottaviani, A. C., Souza, É. N., de, Fraga, F. J., Montoya, P., Pavarini, S. C. I., & Hortense, 
P. (2021). Cognition and chronic pain: An analysis on community-dwelling elderly caregivers 
and non-caregivers. Arquivos de Neuro-Psiquiatria, 79(3), 201–208. https://doi.org/10.159
0/0004-282X-ANP-2019-0459

Tian, J., Jones, G., Lin, X., Zhou, Y., King, A., Vickers, J., & Pan, F. (2023). Association between 
chronic pain and risk of incident dementia: Findings from a prospective cohort. BMC Medicine, 
21(1), 169. https://doi.org/10.1186/s12916-023-02875-x

Tiwari, V. K., Nanda, S., Arya, S., Bhatia, R., Kumar, U., Sharma, R., & Kumaran, S. S. (2021). 
Correlating cognition and cortical excitability with pain in fibromyalgia: A case control study. 
Advances in Rheumatology, 61(1), 10. https://doi.org/10.1186/s42358-021-00163-x

Tombaugh, T., McDowell, I., Kristjansson, B., & Hubley, A. (1996). Mini-Mental State Examination 
(MMSE) and the Modified MMSE (3MS): A psychometric comparison and normative data. 
Psychological Assessment, 8(1), 48–59. https://doi.org/10.1037/1040-3590.8.1.48

Torkamani, M., Ernst, L., Cheung, L. S., Lambru, G., Matharu, M., & Jahanshahi, M. (2015). The 
neuropsychology of cluster headache: Cognition, mood, disability, and quality of life of 
patients with chronic and episodic cluster headache. Headache, 55(2), 287–300. https://doi.
org/10.1111/head.12486

Veldhuijzen, D. S., Sondaal, S. F. V., & Oosterman, J. M. (2012). Intact cognitive inhibition in 
patients with fibromyalgia but evidence of declined processing speed. The Journal of Pain, 
13(5), 507–515. https://doi.org/10.1016/j.jpain.2012.02.011

Viechtbauer, W. (2010). Conducting meta-analyses in R with the metafor package. Journal of 
Statistical Software, 36(3), 1–48. https://doi.org/10.18637/jss.v036.i03

Vitturi, B. K., Nascimento, B. A. C., Alves, B. R., de Campos Sobolewski Carneiro, F., & Torigoe, 
D. Y. (2019). Cognitive impairment in patients with rheumatoid arthritis. Journal of Clinical 
Neuroscience: Official Journal of the Neurosurgical Society of Australasia, 69, 81–87. https://doi.
org/10.1016/j.jocn.2019.08.027

von Hippel, P. T. (2015). The heterogeneity statistic I2 can be biased in small meta-analyses. 
BMC Medical Research Methodology, 15(1), 1–8. https://doi.org/10.1186/s12874-015-0024-z

Wang, Y., Bao, F., Ma, S., Guo, C., Jin, C., Zhang, M., & Li, D. (2014). Thalamic metabolic alterations 
with cognitive dysfunction in idiopathic trigeminal neuralgia: A multivoxel spectroscopy 
study. Neuroradiology, 56(8), 685–693. https://doi.org/10.1007/s00234-014-1376-5

Wang, R., Dong, Z., Chen, X., Liu, R., Zhang, M., Wu, J., & Yu, S. (2014). Cognitive processing of 
cluster headache patients: Evidence from event-related potentials. The Journal of Headache 
and Pain, 15(66), 1–7. https://doi.org/10.1186/1129-2377-15-66

Weiner, D. K., Rudy, T. E., Morrow, L., Slaboda, J., & Lieber, S. (2006). The relationship between 
pain, neuropsychological performance, and physical function in community-dwelling older 
adults with chronic low back pain. Pain Medicine (Malden, Mass.), 7(1), 60–70. https://doi.
org/10.1111/j.1526-4637.2006.00091.x

Xiang, Y., Chen, S., Lin, H., Xiong, W., & Zheng, Z. (2021). Cognitive function and white matter 
lesions in medication-overuse headache. Journal of Pain Research, 14, 1845–1853. https://doi.
org/10.2147/JPR.S310064

https://doi.org/10.3233/JAD-161218
https://doi.org/10.3233/JAD-161218
https://doi.org/10.1590/0004-282X-ANP-2019-0459
https://doi.org/10.1590/0004-282X-ANP-2019-0459
https://doi.org/10.1186/s12916-023-02875-x
https://doi.org/10.1186/s42358-021-00163-x
https://doi.org/10.1037/1040-3590.8.1.48
https://doi.org/10.1111/head.12486
https://doi.org/10.1111/head.12486
https://doi.org/10.1016/j.jpain.2012.02.011
https://doi.org/10.18637/jss.v036.i03
https://doi.org/10.1016/j.jocn.2019.08.027
https://doi.org/10.1016/j.jocn.2019.08.027
https://doi.org/10.1186/s12874-015-0024-z
https://doi.org/10.1007/s00234-014-1376-5
https://doi.org/10.1186/1129-2377-15-66
https://doi.org/10.1111/j.1526-4637.2006.00091.x
https://doi.org/10.1111/j.1526-4637.2006.00091.x
https://doi.org/10.2147/JPR.S310064
https://doi.org/10.2147/JPR.S310064

	Does the presence of chronic pain affect scores on cognitive screening tests/brief cognitive measures for dementia? A systematic review and meta-analysis
	ABSTRACT
	Introduction
	Rationale
	Objectives

	Materials and methods
	Eligibility criteria
	Information sources
	Search strategy
	Selection process
	Data extraction and items
	Quality assessment tool
	Statistical analyseseffect measures and synthesis
	Reporting bias assessment

	Results
	Study selection
	Study characteristics
	Risk of bias in studies
	Results of syntheses
	Subgroup analysis

	Reporting biases

	Discussion
	Summary of findings
	Comparison with previous research
	Pain conditions
	Cognitive scores

	Limitations of evidence
	Limitations of review processes
	Constraints on generality
	Meaning and future considerations

	Notes
	Acknowledgements
	Disclosure statement
	Funding
	References



