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Abstract

Background Primary care clinicians (PCCs) are typically the first practitioners to detect cognitive impairment in their
patients, including those with Alzheimer’s disease or related dementias (ADRD). However, conversations around cog-
nitive changes can be challenging for patients, family members, and clinicians to initiate, with all groups reporting
barriers to open dialogue. With the expanding array of evidence-based interventions for ADRD, from multidomain
care management to novel biotherapeutics for early-stage AD, incorporating conversations about brain health

into routine healthcare should become a standard of care. We conducted a systematic review to identify barriers

to and facilitators of brain health conversations in primary care settings.

Methods We systematically searched PubMed, Scopus, Web of Science, and the Cochrane Library for qualitative

or quantitative studies conducted in the US between January 2000 and October 2022 that evaluated perceptions

of cognition and provider-patient brain health conversations prior to formal screening for, or diagnosis of, mild cogni-
tive impairment or ADRD. We assessed the quality of the included studies using the Mixed Methods Appraisal Tool.

Results In total, 5547 unique abstracts were screened and 22 articles describing 19 studies were included. The stud-
ies explored perceptions of cognition among laypersons or clinicians, or provider-patient interactions in the context
of a patient’s cognitive concerns. We identified 4 main themes: (1) PCCs are hesitant to discuss brain health and cogni-
tive concerns; (2) patients are hesitant to raise cognitive concerns; (3) evidence to guide clinicians in developing treat-
ment plans that address cognitive decline is often poorly communicated; and (4) social and cultural context influence
perceptions of brain health and cognition, and therefore affect clinical engagement.

Conclusions Early conversations about brain health between PCCs and their patients are rare, and effective tools,
processes, and strategies are needed to make these vital conversations routine.
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Background

Current evidence suggests that up to 40% of Alzheimer’s
disease and related dementias (ADRD) may be partly
attributable to modifiable risk factors, among them hyper-
tension, physical inactivity, hearing loss, excessive alco-
hol consumption, smoking, and social isolation [1, 2],
and new research continues to identify others. Primary
prevention efforts, such as lifestyle changes (especially
if adopted as a lifespan strategy), early intervention for
clinically treatable risk factors, and amelioration of social
determinants of poor cognitive health could help miti-
gate the societal burden associated with ADRD [1-3]. For
example, the Finnish Geriatric Intervention Study to Pre-
vent Cognitive Impairment and Disability (FINGER) trial
demonstrated that a multidomain lifestyle intervention
could provide cognitive benefits to older people at risk for
ADRD [4-6], and studies of this and similar interventions
are underway in several countries.

Because of the population-wide impacts of ADRD, the
US National Plan to Address Alzheimer’s Disease now
includes a public health initiative [7]. The Building Our
Largest Dementia (BOLD) Infrastructure for Alzheimer’s
Act of 2018 authorized the Centers for Disease Control
and Prevention (CDC) to establish 3 centers of excel-
lence for ADRD prevention, early detection, and caregiv-
ing, and to energize over 40 state and local public health
and other entities to develop and implement new local
initiatives [8]. However, strategies for implementing and
measuring the impact of such efforts in clinical practice
remain ill defined, especially with respect to primary
care.

Approximately 4 of 5 primary care clinicians (PCCs)
consider themselves on the frontlines of brain health [9].
In the US, PCCs are usually the first point of contact for
patients worried about memory loss [10] and are typi-
cally the first to detect and evaluate patients experienc-
ing mild cognitive impairment (MCI) or ADRD [11].
As such, PCCs are uniquely positioned to initiate early
conversations about brain health—even before patients
have symptoms of or are diagnosed with MCI or demen-
tia—and they are the only medical discipline capable of
improving population health [12]. PCCs already play a
key role in preventing several chronic diseases by offering
interventions that modify risk factors [13—15], and older
adults are more likely to improve their diet and physi-
cal activity when encouraged to do so by their PCC [13,
16-24].

Thus, PCCs can play a vital role in making early con-
versations around brain health and cognitive concerns
part of routine healthcare, long before symptoms appear.
Some resources offer guidance regarding interventions
for brain health [25], but understanding of barriers to
early conversations about brain health in the primary
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care setting remains limited. This systematic review sum-
marizes the existing literature and aims to inform the
development of tools, processes, and strategies that could
facilitate early brain health conversations between PCCs
and their patients.

Methods

This review was conducted in accordance with the Pre-
ferred Reporting Items for Systematic reviews and Meta-
Analyses (PRISMA) 2020 statement (Appendix A) [26].

All authors collaboratively identified key terms to be
included in the search algorithms, and initial search
strings were developed for each database using all key
terms. On October 17, 2022, we searched PubMed, Sco-
pus, Web of Science, and the Cochrane Library with
predetermined algorithms using terms related to “brain
health,” “cognitive dysfunction,” “cognitive impair-
ment,” “cognitive decline,” and “dementia,” along with
terms related to health knowledge, attitudes, behav-
iors, and communication (Appendix B). Two reviewers
(QOB and AM) conducted test searches using the initial
algorithms, which were then refined for each specific
database to ensure a sufficient and feasible number of
returned records. The first 30 titles returned by the test
searches were reviewed to assess the overall relevance of
the records returned by each algorithm. The initial search
string appeared to be too restrictive for Scopus, Web
of Science, and Cochrane Library databases; therefore,
some groupings of search terms were removed from the
algorithms to ensure a sufficient number of records to
review.

We included studies that assessed perceptions of cogni-
tion or that evaluated PCC-patient conversations about
brain health occurring before formal assessment or diag-
nosis of MCI/ADRD. Studies focused on evaluation,
diagnosis, or treatment of MCI or ADRD were excluded.
Notably, the term “Alzheimer’s” was omitted from the
algorithms because our review specifically excluded stud-
ies that focused on individuals already diagnosed with
ADRD. Furthermore, inclusion of “Alzheimer’s” as a
term in early test searches led to an infeasible number of
records to review. Other eligibility criteria included arti-
cles published in English on or after January 1, 2000. As
global health systems vary widely, we limited our review
to studies conducted in the US.

All retrieved references were imported into Covi-
dence (Veritas Health Innovation, www.covidence.org).
Two reviewers (QOB and AM) independently screened
all titles and abstracts for relevance, and disagreements
were resolved by discussion between these 2 reviewers.
The same 2 reviewers independently screened all full-
text articles. Additional articles were identified for inclu-
sion through searches of the reference lists of included
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articles. Data were manually extracted and organized into
a data charting form developed by all authors. Results
were synthesized into a table summarizing key findings
from each study. After the data extraction process was
complete, all authors reviewed the included articles, par-
ticipated in finalization of the summary table, and col-
laboratively identified the themes that emerged from the
included articles through iterative discussion of the key
findings of each paper. These discussions continued until
all authors agreed on the final set of themes, at which
point each article was mapped to the theme or themes
that represented its key findings.

The quality of each included study was independently
evaluated by 2 reviewers (QOB and AM) using the
mixed methods appraisal tool (MMAT) [27]. Because we
expected to include studies with a wide variety of designs
in our review, we selected the MMAT as it was designed
to assess the methodological quality of qualitative, quan-
titative, and mixed methods studies (Appendix C).

Results

In total, 5547 unique records were identified. Of these,
5468 were excluded after title and abstract screening.
Articles were excluded if they were published before the
year 2000 or if they were published in a language other
than English. Studies conducted outside the US were
also excluded, as were those that focused on patients
already diagnosed with Alzheimer’s disease or mild
cognitive impairment, or that described specialist clini-
cians practicing outside of primary care settings. Addi-
tionally, review articles and studies that did not explore
perspectives, knowledge, attitudes, beliefs, barriers, or
facilitators to communication related to brain health or
cognitive concerns were also excluded. In total, 79 full-
text articles were assessed for eligibility. A manual review
of reference lists and key authors’ works led to the inclu-
sion of another 8 articles. After screening, 22 articles rep-
resenting 19 unique studies were identified for inclusion
(Fig. 1).

Characteristics of included studies are detailed in
Table 1. Studies explored either perceptions of cogni-
tion or provider-patient interactions in the context of a
patient’s cognitive complaints. We found no articles that
specifically explored preventive brain health conversa-
tions. Most were descriptive in nature, using qualita-
tive, quantitative, or mixed-methods approaches. The
most common methods of data collection included focus
groups, semi-structured individual interviews, surveys,
or a combination. Notably, most articles (n=15) were
published more than 10 years ago.

The majority of articles (#=20) included lay par-
ticipants (e.g., patients, caregivers, and community
members); 4 included PCCs (e.g., physicians, nurse
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practitioners, and physician assistants). One study
included both laypersons and PCCs [28]. Several studies
specifically explored the beliefs, attitudes, and knowledge
of US racial and ethnic minority groups: 2 each were con-
ducted with Black/African American [29, 30] or Asian
American participants [31, 32], 3 with Latino partici-
pants [33-35], and 2 with racially and ethnically diverse
participants [36—40].

Overall, the quality of the studies was high. Using the
MMAT to appraise the quality of the studies, we found
that 15 of the 16 qualitative studies adequately met all
criteria for methodological quality. [29-33, 35-44] Qual-
ity was more varied among quantitative descriptive stud-
ies [28, 45, 46], and the lowest quality studies included
in this review used mixed methods designs [34, 47, 48].
Detailed quality assessment results can be found in
Appendix C.

Our review uncovered 4 main themes that provide
insight into barriers to and facilitators of implementing
early conversations about brain health between PCCs
and their patients.

Theme 1: PCCs are hesitant to discuss brain health

and cognitive concerns

Studies addressed discussions of cognitive concerns or
impairment, rather than brain health as a general cat-
egory of health or wellness. Many PCCs are uncomfort-
able discussing cognitive concerns with their patients,
or lack resources and support for these conversations
[47]. In a survey of 972 physicians, approximately half
of whom were family or general practitioners, 31.9% of
respondents reported that lack of reimbursement was the
most frequent barrier to discussing cognitive impairment
with patients [45]. Other barriers commonly reported
by respondents included a lack of proven treatments
and limited scientific evidence for prevention of MCI
or ADRD (26.3%) and the need to address more press-
ing medical issues (24.6%) [45]. A qualitative study of
49 PCCs reported additional barriers to talking about
cognition, such as a lack of time during appointments,
therapeutic nihilism, insufficient evidence regarding
prevention and treatment of cognitive impairment, and
negative patient attitudes about cognition education [42].
Although these studies were conducted before the 2011
introduction of the Annual Wellness Visit, a preventive
Medicare benefit that requires identification of any existing
cognitive impairment [49], there is little evidence to sug-
gest that PCCs’ attitudes and practices have dramatically
changed.

According to the articles included in the present
review, addressing these barriers would require resolv-
ing constraints related to time, clinic resources, and
reimbursement; tailoring education to improve PCCs’
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Fig. 1 PRISMA flow diagram. PRISMA, Preferred Reporting Items for Systematic Reviews and Meta-Analyses

comfort and cultural awareness around discussing cog-
nitive difficulties and interventions with their patients;
and increasing their confidence in the evidence support-
ing the value of interventions. In a study of PCCs across
3 states, practitioners reported using a variety of sources,
such as continuing medical education, popular media,
and online resources to educate themselves on brain
health [48], a finding corroborated by another study [45].
Effective dissemination of educational material related
to brain health, cognition, and cognitive disorder care
can and should occur through multiple approaches (e.g.,
online sources, continuing medical education, and pro-
fessional journals). Strategies for establishing effective

collaboration between PCCs and cognitive disorder
specialists—who are scarce in many regions—have not
yet been described in the literature. Productive areas
for exploration include how best to facilitate knowledge
transfer, how to provide PCCs with up-to-date under-
standing of interventions usable in primary care settings
[48], and how best to define the clinical contributions of
generalists and specialists in the evaluation and care of
people with cognitive impairments.

Theme 2: patients are hesitant to raise cognitive concerns
In a study of older, primarily White patients attending
a first visit to an outpatient geriatric practice, patients
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identified several barriers to discussing cognitive con-
cerns with their physician [47]. Most often, patients felt
it was the physician’s responsibility to initiate the discus-
sion. Others intended to initiate the conversation during
the appointment but forgot. In this same study, research-
ers noted that some patients may hesitate to raise cogni-
tive concerns due to feelings of embarrassment or shame,
resulting from stigma surrounding MCI and ADRD [47].
The role of stigma was also reported in a study of eth-
nically diverse older adults [38]. In that study, 42 focus
groups were conducted with older adults represent-
ing 6 racial and ethnic groups (i.e., African American,
Native American, Chinese American, Latino, White, and
Vietnamese American). Researchers found that Native
American, Chinese American, and Vietnamese American
respondents were specifically concerned about stigma
associated with MCI or ADRD and how stigma may
impact their family relationships [38]. Two other studies
suggested that individuals may not distinguish normal
aging from cognitive decline [32, 41]. For example, in a
study of 62 older Asian American participants, 95% of
participants assumed that memory loss was part of nor-
mal aging [32].

The studies included in the present review also high-
lighted the need for solutions that address patients’
hesitance to initiate important brain health discussions
and provided examples of such solutions. For instance,
if patients believe it is the responsibility of their PCC
to start discussions regarding cognition and if patients
are likely to forget to raise cognitive concerns during
appointments, then PCCs can remove this barrier by
taking the lead [47]. However, as mentioned previously,
PCCs are also often hesitant to start these conversations
[42, 45, 47, 48]. One approach to successful, practical
implementation is to treat discussions of cognitive con-
cerns as routine by embedding questions around cogni-
tion within a medical review of systems [47]; however,
additional resources are clearly needed to aid clinicians
in leading these conversations.

Theme 3: evidence to guide clinicians in developing
treatment plans that address cognitive decline is often
poorly communicated

Both lay media and scientific discussions of brain health
are often confusing, contradictory, or limited [30, 36-38,
48]. Thus, although most people recognize the impor-
tance of aging well and maintaining brain health [28,
30-34, 36, 37, 39-41, 48, 50], many remain skeptical
of brain health research and unsure about which cog-
nitive interventions are worthwhile, leading to thera-
peutic nihilism [43, 44, 46]. This theme was common
across multiple studies reviewed. To date, no study has
addressed whether the perception of ADRD as a disease

Page 13 of 19

that affects only elderly individuals may have promoted
catastrophic thinking and reinforced avoidance on the
part of both clinicians and their patients. In addition,
many publications have described ADRD as a “termi-
nal illness” rather than a manageable chronic condition
[51-53]. Although this characterization may have been
intended to elevate the importance of ADRD in pub-
lic and medical discourse, this portrayal may have rein-
forced fear and avoidance.

To facilitate action around brain health, the studies
included in the present review suggest that both layper-
sons and PCCs should be educated on the existing evi-
dence that supports a range of interventions for brain
health and cognitive disorders [29, 50]. This education
should be communicated clearly, concisely, and consist-
ently [30, 33, 43].

Theme 4: social and cultural context influence perceptions
of brain health and cognition, and therefore affect clinical
engagement

Several studies found that differences in beliefs about
brain health and cognitive decline among racial and eth-
nic minority groups could be attributed to cultural dif-
ferences. For example, in one study, Black people—and
particularly Black women—were more likely to use lan-
guage expressing spiritual elements when discussing
brain health and concerns about cognitive decline; this
fact highlights the importance of recognizing differ-
ences in the way individuals frame their concerns; one
study suggests that Black women may respond more
positively to messages that incorporate spiritual ideas
[30]. Similarly, in 2 other studies, Latin American partici-
pants expressed spiritual and supernatural ideas related
to brain health and cognitive decline [34, 35]. Both stud-
ies highlighted the value of collaborating with faith-based
organizations to more effectively tailor messages for
Latin American populations, and emphasized references
to prayer, church-going, gratitude to a higher power, and
a connection with God [35]. One study found beliefs and
knowledge about memory loss differed across and within
Asian American and Pacific Islander (AAPI) participants,
and these beliefs were informed by the unique social and
structural factors of each AAPI ethnic group [32]. Immi-
gration status and language barriers among various AAPI
groups were also found to limit opportunities to engage
in social and economic activities in the US, leading to a
need for messaging that is not only culturally sensitive
but that can also help surmount barriers to accessing
appropriate health care [32]. On the other hand, another
study found that Filipino American individuals often
have a strong biomedical understanding of brain health
through workplace exposure to individuals with cognitive
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impairment; many are employed in healthcare profes-
sions, including in long-term care [31].

Among laypersons, sex and gender may also play a role
in conceptions of brain health and behaviors to maintain
or improve brain health. Women often take the lead in
providing healthcare information for their families, high-
lighting the need to specifically engage this population in
early conversations on brain health [44]. Societally influ-
enced traditional gender roles also appeared to affect
specific beliefs and behaviors related to cognition. For
example, while both women and men understood the
importance of physical exercise and social engagement
for maintaining cognitive functioning, women endorsed
social and physical activities like group exercise classes,
whereas men indicated that manual labor and formal
employment could fulfill physical exercise and social
needs [44].

The studies included in the present review also high-
light that conversations around cognition should be
tailored to specific patients and audiences, include cul-
turally relevant information, and consider both the social
and cultural contexts in which patients live [29-31, 37,
39]. The literature also reveals that primary care is just
one setting in which to circulate this information; part-
nering with local communities’ trusted media sources
and institutions is important for disseminating brain
health messages [31, 33].

Discussion

Our systematic review revealed 4 themes describing bar-
riers to and facilitators of conversations around brain
health in primary care: (1) PCCs are hesitant to discuss
brain health and cognitive concerns; (2) patients are hesi-
tant to raise cognitive concerns; (3) evidence to guide
clinicians in developing treatment plans that address
cognitive decline is often poorly communicated; and (4)
social and cultural context influence perceptions of brain
health and cognition, and therefore can affect clinical
engagement.

Although PCCs’ and patients’ hesitation to discuss
brain health and cognition was identified in literature
from over a decade ago, this hesitation still looms large in
clinical practice today. A recent report by the Alzheimer’s
Association found that although 75% of PCCs provide
direct care for patients with MCI or ADRD, many are
uncomfortable diagnosing ADRD, and the vast major-
ity had little to no residency training in ADRD diagno-
sis [54]. Additionally, stigma [38] and the perception that
ADRD interventions are not available or effective [43, 44,
46, 55] make these discussions challenging. These per-
ceptions may be partially due to the need for multimodal
rather than singular interventions to effectively address
and potentially slow cognitive decline [56].The recent
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approval of AD disease-modifying therapies may lend
new impetus for these conversations by decreasing thera-
peutic nihilism.

Important innovations in clinician and health system
training are occurring now. For example, the Geronto-
logical Society of America has developed the Kickstart,
Assess, Evaluate, Refer (KAER) Toolkit for Primary Care
Teams to provide practical tools, processes, and strate-
gies for PCCs who wish to initiate conversations about
brain health, detect and diagnose ADRD, and provide
patients with community-based support [57]. The KAER
model identifies 4 broad steps to achieve greater aware-
ness of brain health (“Kickstart”), increase detection of
cognitive impairment (“Assess”), initiate earlier diagnos-
tic evaluation (“Evaluate”), and refer people with ADRD
(“Refer”). The “Kickstart” phase includes practical rec-
ommendations for initiating conversations around brain
health and cognitive concerns. These recommendations
include raising the topic of brain health during initial
patient visits, asking patients about their memory and
cognition, and making these discussions part of routine
care, among others.

The BOLD Public Health Center of Excellence on
Early Detection of Dementia (EDD) has developed a
basic toolkit for health systems [58]. Like the KAER
model, the BOLD toolkit provides practitioners with
practical guidance for having conversations with patients
before performing formal dementia screening. The
BOLD toolkit emphasizes ways to build trust, use posi-
tive framing to normalize conversations about cognition
in health care settings, and be ready with simple state-
ments that explain the importance of cognition in every-
day functioning.

Although resources like the KAER model and the
BOLD EDD toolkit provide practical strategies that can
be adapted to meet the needs of PCCs and their patients,
evidence regarding their use in clinical practice is unde-
veloped. To further assist PCCs, Figs. 2 and 3 provide
examples of hypothetical conversations about cognition,
initiated by a PCC, both with patients who do and do not
express concerns about cognitive decline. Both conversa-
tions incorporate elements from the KAER and BOLD
toolkits, starting with raising the topic of brain health
and normalizing the conversation as part of a routine
healthcare visit. After specifically asking the patient if
they have any memory or cognition concerns, the PCC
builds trust by listening and responding to the patient’s
concerns, offering guidance that reassures the patient
that the PCC is a trusted source of information on brain
health. Finally, the PCC encourages the brain health con-
versation to continue by providing tangible resources and
explaining how brain health fits into a larger picture of
overall health.
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PCC: Hi Mrs. Smith! It's great to see you. How have you been since we last met?
Patient: Hi Dr. Jones. I've been doing okay.
PCC: Just okay? How has your mood been since | last saw you?

Patient: My mood has been fine, but | recently found out that my oldest brother is being
assessed for dementia, and now I'm a little worried about my own brain.

PCC: Oh, | see. Are you having any concerns about your memory or your thinking?

Patient: Not all the time, but sometimes | get a little worried about my memory. The other
day, | was going through old pictures, and | realized | couldn’t remember the name of one of
my old coworkers. | saw him almost every day for years, but his name just completely slipped
my mind! Is that something | should be worried about?

PCC: It's something we can keep an eye on, but | don’t think we need to panic just yet! | will
say that it's good that you’re thinking about these things now. The brain ages in a gradual
way, just like the rest of the body. The good news is that there is a lot of science that
supports the idea that if we live a healthier lifestyle, we can slow down that aging process,
which can help to preserve our memory and thinking. And it's easier to protect a healthy brain
now than it is to repair damage later. Does that make sense?

Patient: It does make sense, but I'm also a little skeptical. I've heard that dementia runs in
families. Is there really anything | can do to prevent dementia if it’s just part of my DNA?

PCC: It's true that we don’t yet know how to completely prevent dementia, but we do know
how to keep our brains healthy for a longer period of time. Let me explain with a quick
drawing. So this first line in black is the current trajectory of a person’s brain. You can see
that over time, they have a decline in their cognitive function, eventually leading to dementia.
But if today we are able to implement lifestyle changes that help to maintain their brain
health, we can delay that decline in cognitive function, which is what this line in red shows.

A

Cognitive Function

Time
Patient: Okay, that is helpful! If | can do things to prevent my brain function from declining, I'd
like to give it a try.

PCC: Why don't | provide you with some brochures on the way out that can give you some
guidance on healthy eating habits and exercise? The local community center also offers
some classes and workshops on these topics.

Patient: That would be great!

Fig. 2 An example of initiating conversations around brain health and cognition with a patient who has cognitive concerns. PCC, primary care

clinician

These conversations are quick but informative and
allow PCCs to incorporate conversations about brain
health into routine visits, even when no cognitive con-
cern exists. Building basic brain health awareness as part
of primary care is an important foundation for preven-
tive interventions, when possible, and identifying decline
when it does occur. When cognitive impairment is sus-
pected, the language and content of these conversations
should be tailored to the patient’s social and cultural
context. For example, nurse-led, faith-based, culturally
tailored educational programs about ADRD and early
detection have generally been positively received by
members of the Black community [59]. Although this
education is provided in a group setting instead of in an
individual encounter, the culturally relevant messaging

developed as part of these programs can serve as a guide
for physicians. This point is particularly important given
how stigma and sociocultural differences can negatively
impact health-seeking behaviors related to cognitive
concerns and discourage inclusion in clinical research
and advances in clinical care [60-65]. Starting conver-
sations in individuals who are at risk because of age,
comorbid conditions, or known risk factors—but are still
cognitively normal—may increase a patient’s trust and
openness, as well as the clinician’s comfort in initiating
discussion should cognitive symptoms start to appear.

In addition to the resources and strategies that can help
guide provider-patient conversations about brain health,
there is also a need for a system-level approach to imple-
mentation that creates demand for these provider-patient
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PCC: Hi Mr. Davis! How are things going?

Patient: Hi Dr. Jones. Things are going all right; | can’t complain. | just wanted to make sure to get in
for my checkup.

PCC: Sounds good. I’'m going to start our checkup with just some routine screening questions to make
sure everything is working the way it should. I'll start with asking about your brain health. Do you
have any concerns about your thinking or memory?

Patient: No, no concerns about that. | think my brain has been working just fine.

PCC: Well that’s great! And | think you may be in the minority on that. Most of us do start to have
some issues with our memory as we get older, so it’s great that you haven’t noticed anything. But
brain health is one of those things that we have to address proactively. Our goal is to keep our brains
healthy and in shape so that we can prevent any potential damage later and preserve our function as
we age. And we can do that by making health choices about our diets, exercise, and social activities.
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We’ll talk a little bit more about those things as we continue these routine questions. Does that

sound okay to you?

Patient: Sure. I’'m always happy to talk about things | can do to stay healthy. And you're right—I'm

not getting any younger!

PCC: Great. Now | wanted to ask some questions about your physical health... [conversation

continues]

Fig. 3 An example of initiating conversations around brain health and cognition with a patient who does not express cognitive concerns. PCC,

primary care clinician

conversations. The Agile processes (i.e., Agile Innovation,
Agile Implementation, and Agile Diffusion) provide a
framework for facilitating the rapid uptake and diffusion
of evidence-based solutions [66, 67]. The Agile frame-
work has been used to guide the implementation and
evaluation of evidence-based interventions for dementia
care [68], and the Agile principles can also be applied to
early conversations around brain health in the primary
care setting. One concept used within the Agile processes
is the “nudge;” which refers to a small change in environ-
ment that can positively influence individuals’ behaviors
and choices. A simple and easily implemented strategy
could be a poster on a clinic wall encouraging patients
to ask questions about their cognition. Another key
component of the approach is the idea of creating mar-
ket demand for an evidence-based intervention prior to
rollout and scale-up within an organization. In the con-
text of discussions about brain health, healthcare policies
may play a role in driving this demand. As one example,
in 2011, Medicare established the Annual Wellness Visit,
which requires providers to discuss cognition and cogni-
tive concerns with their Medicare patients [49]. Although
the literature has not conclusively determined the effec-
tiveness of the Annual Wellness Visit in improving
dementia diagnosis [69—-71], this policy feature provides
an avenue for incentivizing brain health conversations.
We recommend considering Agile processes and con-
cepts such as nudges and market demand when looking
to implement early conversations about cognition at the
practice or system level.

This systematic review is subject to several limitations.
Only English-language studies conducted in the US were

included, so some relevant literature was excluded by
design during the screening process. Studies assessing
conversations with patients formally screened for or diag-
nosed with MCI or ADRD were also excluded, though
the results of these studies may also contain valuable
information that can be applied earlier in a patient’s jour-
ney. However, many patients are unaware they have been
diagnosed with MCI or ADRD [72, 73], which means that
the studies we reviewed may have included patients who
qualify for a formal diagnosis. In addition, a majority of
the included articles were published more than 10 years
ago, presenting another limitation and highlighting a
gap in the literature. This gap presents an opportunity to
conduct research on barriers and facilitators to early con-
versations around brain health and cognitive concerns
in primary care settings. Such research should include
implementation research to evaluate the real-world effec-
tiveness of interventions that aim to mitigate barriers and
optimize facilitators to these important conversations.

Conclusions

In this systematic review we sought to identify barriers to
and facilitators of early conversations around brain health
and cognitive concerns between PCCs and their patients
before patients receive a formal screening or diagnosis of
MCI or ADRD. Findings from this review revealed that
both PCCs and patients are hesitant to initiate these con-
versations, evidence to inform brain health interventions
is often poorly communicated, and social and cultural
factors impact clinical engagement between PCCs and
their patients.
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These themes highlight the importance of framing dis-
cussions about brain health and cognitive concerns as
part of routine primary care, clearly translating knowl-
edge about the effectiveness of brain health interven-
tions to clinicians in order to reduce therapeutic nihilism,
and partnering with communities to tailor education
to patients’ social and cultural contexts. Putting these
key suggestions within the context of the broader litera-
ture also underscores the importance of implementing
system-level approaches to facilitate these conversations
between PCCs and their patients. Future research should
identify additional barriers that hinder early conversa-
tions about brain health and cognition between PCCs
and their patients and evaluate the effectiveness and fea-
sibility of both interpersonal and system-level approaches
to address these barriers.
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