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Abstract
Background Burden of dementia is expected to substantially increase. Early dementia is underdiagnosed in primary 
care. Given the benefits of active management of dementia, earlier detection in primary care is imperative. The aim of 
this study was to understand primary care provider (PCP) perceptions of implementing a cognitive assessment toolkit 
in primary care.

Methods PCPs in a large health system in the US were recruited to a qualitative study utilizing semi-structured 
interviews. Interviews captured provider perceptions of options for implementing a cognitive assessment toolkit 
derived from the Gerontological Society of America (GSA) KAER (Kickstart, Assess, Evaluate, Refer) toolkit, including a 
workflow and adapted clinical tools. A content analysis approach distinguished themes and exemplary quotes.

Results Ten PCPs were interviewed. They found the toolkit useful, felt the term Kickstart was not specific to dementia 
care, and stressed that addressing cognitive evaluation would need to be easy to implement in a clinical workflow. 
Finally, providers knew many resources for referral but were unsure how to help patients navigate options.

Conclusions Providers stressed simplicity, ease, and efficiency for implementation of a cognitive assessment toolkit. 
Incorporating these findings into the development of clinical tools and workflows may increase cognitive evaluations 
conducted by PCPs.
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Background
It is estimated that the global burden of dementia is going 
to triple in the next 30 years, from a current prevalence of 
57 million cases to over 150 million cases [1]. The grow-
ing older adult population and the rise of other chronic 
diseases are main contributors to this projected increase 
[1]. The current burden in the US is large as well and is 
expected to double by 2060 [2]. Between 2019 and 2020, 
it was estimated that deaths in the US from Alzheimer’s 
disease increased 145% [3]. Along with increasing preva-
lence, there will be a substantial increase in societal bur-
den from this disease. It is estimated that Alzheimer’s 
and other dementias will cost the US $355  billion [4]. 
Furthermore, it is estimated that a person with demen-
tia lives with disability for an average of 11.9 years, and 
this figure is expected to increase with lengthening life 
expectancy [5]. Complicating the burden is the fact that 
dementia is likely under-diagnosed and under-treated. It 
is estimated that 50% of early cases are missed in primary 
care [6]. Factors contributing to the under diagnosis and 
treatment of dementia by primary care providers (PCPs) 
include patient hesitancy due to the stigma of the dis-
ease, under-recognizing symptoms, demands on provider 
time, and lack of confidence in diagnosing and treating 
dementia among PCPs [6–8].

The expanding prevalence of dementia, along with its 
under diagnosis, has motivated a national effort to create 
better guidance for early diagnosis in primary care [8, 9]. 
Recognition and treatment of dementia falls well within 
the scope of primary care given the definition of primary 
care as “the provision of integrated, accessible health care 
services by clinicians who are accountable for address-
ing a majority of personal health care needs, developing a 
sustained partnership with patients, and practicing in the 
context of family and community.” [10]. There is ample 
evidence that certain modifiable risk factors are associ-
ated with the incidence of dementia and that dementia 
may be preventable [8, 11, 12]. Early diagnosis also allows 
people with dementia to plan for the future, find support, 
participate in clinical trials, and receive treatment early, 
[8] thereby improving quality of life. The Gerontologi-
cal Society of America (GSA) developed the GSA KAER 
toolkit for PCPs to improve awareness, detection, and 
referral for services for patients with dementia [9].

The GSA KAER toolkit has four steps: (1) Kickstart the 
brain health conversation by observing and listening for 
patient signs or concerns about cognition; (2) Assess the 
need for a full cognitive evaluation; (3) Evaluate for cog-
nitive impairment; and (4) Refer the patient and family 
for community services and resources [9]. This toolkit 
provides a comprehensive list of techniques and guidance 
to improve detection of mild cognitive impairment and 
dementia in the primary care settings and was designed 
to provide wide flexibility to meet the needs of individual 

healthcare systems. However, the toolkit has yet to be 
widely used in primary care. As part of a larger project 
that plans to review, refine, pilot test, and evaluate the 
GSA KAER toolkit, we sought to understand PCPs per-
ceptions of adapting the GSA KAER model in primary 
care settings.

Methods
A qualitative study of semi-structured interviews was 
conducted. PCPs (nurse practitioners, physicians, and 
physician assistants) were recruited from a 16-clinic pri-
mary care network in a large health system in Washing-
ton State. Participants were asked to volunteer through 
an email sent to a PCP listserv within the health system. 
A convenience sample of volunteer participants was 
enrolled. The University of Washington Human Sub-
jects Division reviewed all experimental protocols and 
approved all protocols for this project under the desig-
nation of quality improvement and not human subjects 
research (IRB #: STUDY00012214). Informed verbal con-
sent was provided by each interviewee since interviews 
were conducted remotely over a video conferencing plat-
form, the University of Washington Human Subject Divi-
sion approved the verbal consent method. All methods 
were carried out in accordance with relevant guidelines 
and regulations outlined by the University of Washington 
Human Subjects Division. Participants received a $100 
gift card as compensation for their time.

The GSA KAER model was developed with a focus on 
4 steps to guide primary care clinicians on managing 
cognitive health among their patients. Each step in the 
model (Kickstart, Assess, Evaluate, and Refer) has spe-
cific approaches to addressing the topic in clinical prac-
tice (21 total approaches)  and various tools to aid each 
step. The intended purpose of the model is to adapt it 
to fit the needs of specific health systems. For example, 
the model provides 7 possible approaches for the Kick-
start step (“Raise the topic of brain health; Ask about 
memory and cognition; Listen for older adults’ concerns 
about memory and cognition; Listen for family concerns 
about the older adult’s memory and cognition; Observe 
for signs and symptoms of cognitive impairment; Add a 
question about memory or cognition to health risk ques-
tionnaires; Use information about health conditions and 
functioning from existing patient records”) and suggests 
combining two or more of them [9].

To develop a clinic workflow utilizing a variety of tools 
recommended by the GSA KAER model, an interview 
guide was created to describe to clinicians how the GSA 
KAER model and clinic tools could be implemented and 
utilized in primary care. The interview guide asked for 
provider preferences and workflow suggestions when 
multiple tools were presented. From the Kickstart section 
we discussed brain health conversations and triggers to 
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warrant taking further clinical action to assess cognition. 
Three potential assessment tools were presented from 
the Assess step. We asked for feedback on draft electronic 
health record tools to aid the evaluation visit.

Interviewers (BG and JR) were two primary care phy-
sicians, one male and one female, with expertise in ger-
ontology. The two interviewers both work in the same 
health system as PCPs invited for interview but do not 
work at the same clinic location as each other or with any 
of the PCPs that participated in an interview. Therefore, 
some interviewees were work acquaintances with the 
interviewers, but interviewees were not direct colleagues. 
The goal of the interview was outlined in the interview 
guide and described to interviewees. Sessions were led by 
both interviewers and conducted with either one or two 
PCPs at a time. Interviews were conducted during April 
and May 2021. Each interview lasted 45–60 min. Partici-
pants were enrolled and interviews were conducted until 
data saturation was reached [13, 14]. Interviews were 
done exclusively over video conferencing, audio and visu-
ally recorded, and transcribed. Video conferencing was 
selected to abide by COVID-19 safety regulations and to 
provide flexibility for timing to maximize participation. 
Interviewers shared field notes with the project team 
after the interviews.

Data were organized and analyzed using the Microsoft 
Word comment feature to highlight quotes pertaining 

to specific codes. Coded versions of transcripts were 
merged into one document and highlighted quotes 
were extracted into a table. A deductive content ana-
lytic approach informed the analytic process [15]. Initial 
codes were predetermined from the GSA KAER model: 
Kickstart, Assess, Evaluate, Refer. After immersion by 
three coders (BB, AF, MZS) in 2 transcripts, new codes 
appeared and were included in the coding framework: 
time, barriers, clinical presentation, tools, who can help, 
pandemic, resource suggestions, provider perceptions, 
and provider awareness. The remaining transcripts were 
coded by two of the three coders and reconciled by the 
third coder. Excerpts/quotes were organized by code and 
compared across interviews. Themes emerged and were 
organized within the GSA KAER model categories. Par-
ticipants did not review transcripts or provide feedback 
on the final themes. This report is in adherence with 
COREQ guidance [16].

Results
Ten PCPs completed interviews, 3 interviews were con-
ducted with 2 PCPs at once, and 4 interviews were con-
ducted with 1 PCP. Of those, 9 were female and 1 was 
male; 9 were physicians and 1 a nurse practitioner. Clini-
cal experience ranged from early (4.5 years) to late career 
(28 years). Themes and supporting quotes were grouped 
by current practice of cognitive evaluation in primary 
care and the GSA KAER model terms, Kickstart, Assess, 
Evaluate, Refer.

Current practice
Study participants did not report a clear method for 
determining if a cognitive evaluation was needed 
(Table  1). A variety of methods were described, includ-
ing, reviewing care history for repeated calls for the 
same indication or missed visits, patient/family member 
initiation, or provider noticed changes. When cognitive 
assessments were completed, providers described the 
process either as routinely done or “hit or miss”. The type 
of assessment tool varied according to provider prefer-
ence. Provider time, patient reluctance or anxiety, and 
provider hesitation were the most reported barriers to 
conducting cognitive assessments during a primary care 
visit. Providers conveyed concern about what to do with 
a positive finding, described difficulty picking up on sub-
tle changes in cognition, and felt they lacked understand-
ing of what to do with specific assessment results.

Kickstart
Provider appreciation of the term Kickstart in reference 
to cognitive health varied (Table  2). Some expressed 
that the term made them think of a “fundraiser” or an 
“exercise program” instead of the intended meaning of 
being on the look-out for warning signs of cognitive 

Table 1 Practice Themes as Identified by Participants
Theme Examples from Study Participants
Deciding 
which patient 
would benefit 
from a cogni-
tive evaluation 
isn’t always 
clear.

I’m sure there’s room for improvement. I think I usually 
assess for cognitive function when a patient brings up 
a concern. I don’t think I am usually the one to initiate 
that process. – I02

Consistently 
assessing 
patients is 
challenging.

I’d say it’s rather hit or miss. I’d say probably I do it most 
consistently if I’m doing a Medicare Annual Wellness 
Visit. Otherwise, it’s based on a patient concern or 
family member concern. – I07
If you have rapport with patients and you’ve been see-
ing them for a long time it’s hard to say let’s assess you 
cognitively. They don’t want to be assessed because 
they might have some suspicion that there’s some 
decline, and they just don’t want to be assessed. It is 
helpful to have the Medicare Wellness Visit where we 
do a cognitive assessment or screening. – I05

There are barri-
ers to perform-
ing cognitive 
evaluations.

I would need to know how to better do an assessment 
specifically around mild cognitive impairment. – I01
In primary care where there’s 1,000 other things to ad-
dress this is just one element of many. You’re hoping 
no one says they have concerns for memory. – I03
I don’t like to bring up memory issues, especially 
when I have no answers for them and it can just cause 
anxiety. – I01
I don’t have a good framework for how to counsel 
people on their diagnosis. – I02
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impairment. When the goal of the term Kickstart was 
explained, PCPs identified other terms that resonated 
with them more such as “eyes open”, “be aware”, “radar” 
or “have your antenna up.” An approach suggested for the 
Kickstart step is to discuss brain health as part of demen-
tia prevention, however, one provider felt this discussion 
belonged with assessment and counseling to motivate 
patients to take steps for dementia prevention such as 
drinking less alcohol.

Assess
Providers valued a structured and systematic approach 
to implementation of the assessment step. Providers 
approved of short and simple assessments such as an 
abbreviated version of the Alzheimer’s Association 10 
Warning Signs [17]. They heavily stressed that if the step 
added more work, they were unlikely to adopt it. Pro-
vider descriptions for the Mini-Cog screening test varied 
to include descriptions such as cumbersome, easy, “takes 
too much time”, a good gauge of cognitive impairment, 
and even if it was normal a full cognitive evaluation may 
still be needed. Assessments during a typical clinic visit 

should be easy to do and must be able to be integrated in 
the time already allotted for the visit, such as while the 
patient is waiting (Table 2).

Evaluate
Providers discussed the utility of tools during an evalu-
ation for dementia. The length of the tool and the time 
it takes to use it was determined by some providers 
to impact whether the tool would be used in a patient 
encounter (Table  2). Providers felt a checklist to guide 
cognitive evaluations would be helpful and prevent them 
from missing key components during the evaluation. 
They expressed organization and efficiency of the tool as 
important. Similar to the Assess step, they voiced concern 
that tools that were not well designed or took too much 
time would not be used.

Refer
Providers were aware of a large number of commu-
nity resources. Despite knowledge of many different 
resources, providers were uncertain what resources 
would be most helpful for their patients with a new 

Table 2 Themes within the GSA KAER Model and Exemplary Quotes
Theme Examples from Study Providers
The term Kickstart elicits a number 
of interpretations.

The kickstart is not specific to cognitive health, so it doesn’t resonate with me in terms of cognitive impairment 
and dementia evaluation. – I04
If you change the Kickstart, then you wouldn’t have that acronym as well… That’s a nice feature of it. I don’t 
have any real feeling pro or con Kickstart. I think what you want, is something that in the middle of a busy day 
when you haven’t thought about it, maybe in a while you’re like oh what’s that acronym again and, what is the 
K. That’s sort of the process that happens is because it’ll come up…sporadically and you want something that 
you can remember. In that sense, I think the K, fits with the overall acronym. – I07
I need to be intentional about paying attention if a patient expresses concerns or a family member has 
expressed concerns about their memory. If this is a patient who has recurrent missed appointments. It wasn’t 
their intention to miss it, but perhaps they forgot about it, to bring more awareness. Being aware, more atten-
tion grabbing than kickstart. My patients with dementia or mild cognitive impairment fake it well. – I03

Providers desire simplicity and 
clear recommendations regarding 
assessment.

What’s the most effective way of figuring out if someone has mild cognitive impairment and then add that to 
what we’re doing if we’re missing that… integrate in a way that doesn’t add a new form – I07
The Mini-Cog is limiting, but it is what I do the most… With my own practice of patients with dementia and 
the Mini-Cog in and of itself is very limiting just from a pragmatic perspective, even though it’s evidence based 
it’s pretty limiting. I have to have the threshold myself to say you know what I still think you need to have a 
MoCA or I still think we need to advance the conversation. - I03

EMR tools for evaluation should be 
efficient and streamlined.

[smart sets] I have some that some seem helpful to me, and there are others out there that do not and the 
ones that I don’t like are the ones that… just consider too busy, too many things. – I05
The dot phrase [workflow tool] actually can be super helpful when they’re not a full note because you can have 
all of these really concise lists like this of just check boxes to just remind yourself of what you need do. – I01
I like having a structured list of normal signs of aging… that would be a really useful tool if it covers a lot of the 
questions I’m asking on my own, and then it gives patients some structure and you can potentially follow that 
over time if it’s a continual concern. – I06

Referral to community resources is 
difficult.

I give a ton of verbal information, but if you have memory impairment you’re not going to hold on to 90% of 
that probably, and so I try to put everything in writing in my after visit summary. – I04
Our social worker seems really busy doing counseling and I’m not sure if she knows resources in the commu-
nity for dementia, I know that our psychiatrist doesn’t. – I06
I think care provider respite is something that people have had problems with, more support groups that are 
more varied and maybe culturally appropriate, more expectant guidance for care providers and patients on the 
progression of their MCI or their dementia, I think there’s so much fear. And I still don’t totally understand how 
people get like home health aides for like chores, the logistics of that as well as the actual services. Resources 
on like driving assessment, an alternative for seniors who are no longer able to drive or shouldn’t be driving… 
what are you going to do if you can’t… it really takes away people’s freedom. – I02
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diagnosis of dementia. They did not point to one primary 
resource that they rely on. Providers expressed concern 
about availability or accessibility of referring to specialty 
care, support services such as a social worker, or outside 
resources (Table 2). Providers who had fully staffed clin-
ics with either a social worker or health navigator relied 
on them to refer patients to community resources. How-
ever, providers didn’t utilize the clinic social worker or 
navigator to refer resources when clinics were stretched 
thin or providers felt the clinic social worker or health 
navigator’s area of expertise was not geriatrics/dementia 
care.

Discussion
Implementation of the GSA KAER toolkit in primary 
care is a promising method to promote earlier diagno-
sis of dementia and dementia prevention [9]. This is the 
first study examining PCPs’ perceptions of this model. 
To help plan the adaptation of the GSA KAER toolkit to 
a large health system, PCPs reflected on how the tool-
kit would be used in primary care practice. Providers 
stressed workflow simplicity, ease, efficiency, and spe-
cifically outlined steps as imperative to implementing the 
GSA KAER toolkit. The Assess step in particular, deciding 
when to proceed to a full Evaluation step, cannot create 
more work or undue burden for the provider.

Two studies present similar challenges and opportuni-
ties in diagnosis of cognitive impairment in primary care. 
One program implemented an electronic medical record 
clinical tool, such as those that would be used in the Eval-
uation step of the KAER model [18]. The tool was found 
to increase provider confidence in diagnosis but did not 
increase rates of diagnosis. A second study found posi-
tive associations with provider training aimed to improve 
diagnosis and treatment of people with dementia and 
increased knowledge about it [19]. Given the small 
sample sizes and scope of previous research (including 
this current study), more research is clearly needed to 
increase understanding of implementation of programs 
aimed at improving early assessment and diagnosis of 
dementia.

This project is not without limitations. Interviewers 
and interviewees were colleagues within the same health 
system, potentially introducing social desirability bias. To 
overcome this possibility, the interview guide was devel-
oped to ask open-ended questions and interviewees were 
encouraged to provide their perspective. In addition, the 
results may have been subject to confirmation bias by the 
point of view of the researchers. To address this, quotes 
to support and weaken themes were collated compre-
hensively and considered fully when finalizing the analy-
sis. The study sample is limited to a convenience sample 
within a single health system, mainly female and trained 
as physicians. As a result of the convenience sample, 

those that volunteered to participate may have had a 
higher interest in dementia assessment. Although this 
may impact generalizability, the themes identified in this 
study were broad. Future research should confirm these 
findings in broader primary care populations.

Conclusions
This is the first published study to investigate factors that 
would influence the success of the GSA KAER model 
implemented in primary care. Main findings from this 
study identify specific methods that can improve accep-
tance and usability of the model. This study will inform 
implementation of the GSA KAER toolkit in primary care 
clinics across a large health system. Specific changes to 
be made to the toolkit for implementation in the health 
system include a rebranding of Kickstart to Be Aware, 
shortening a longer assessment tool to fit into a typical 
appointment timeslot, and electronic health record tools 
developed to simplify the evaluation and counseling step. 
Additionally, all tool adjustments and resources will be 
made available on the project website (cognition-prima-
rycare.org). Incorporating these findings into the devel-
opment of clinical tools and workflows derived from the 
GSA KAER model may increase the model’s usage among 
PCPs, thereby improving early assessment and diagnosis 
of dementia. If successfully implemented, next steps in 
research will be to determine if implementation of the 
model increases early assessment and diagnosis.
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