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The National Association of Nurse Practi-
tioners in Women’s Health (NPWH) supports collaborative 
action to establish brain health as a crucial aspect of 
women’s healthcare. A comprehensive approach includes 
promoting brain health, detecting cognitive impairment 
(CI) to facilitate accurate diagnosis and early intervention, 
and identifying and addressing the needs of individuals 
who are caregivers for loved ones with CI. 

NPWH believes a need exists for extensive research to 
better understand modifi able factors that infl uence brain 
health, improve one’s ability to make an early diagnosis of 
CI, establish eff ective therapies to prevent and treat CI, and 
support families and caregivers of individuals with CI. NPWH 
endorses federal and state policies that devote resources 
to fi nance the needed research and that ensure access to 
needed diagnostic, care, and treatment resources for individ-
uals with CI, caregivers, families, and healthcare providers.

Background
Cognitive function refers to memory, speech, language, 
judgment, reasoning, and planning and thinking abilities.1 
Brain health is a term commonly used to describe healthy 
cognitive function.2,3 Changes in these functions may indi-
cate CI. These changes may range in their level of severity, 
may be progressive, and may have treatable causes. 

The Diagnostic and Statistical Manual of Mental Dis-
orders, Fifth Edition’s (DSM-5’s) diagnostic categories of 
minor and major neurocognitive disorders (NCDs) refl ect 
the range in CI severity. Minor NCD is a condition in 
which the individual has mild but measurable changes 
in cognitive function that are noticeable to the person 
aff ected and to family members and friends but do not 
aff ect the individual’s ability to carry out activities of daily 
living (ADLs).1 Minor NCD may be progressive. Approxi-
mately 15%-20% of persons aged 65 years or older have 
minor NCD.4 Major NCD is impairment characterized by 
decline in at least two cognitive domains (e.g., memory, 
attention, language, visuospatial function, executive 
function) severe enough to aff ect a person’s ability to 
perform ADLs; the individual also may exhibit behavioral 
and psychological symptoms.1 Dementia is a commonly 

used term for major NCD.
Alzheimer’s disease (AD), a progressive degenerative 

brain disease, is the most common cause of dementia.1

Most statistics on dementia refl ect data related to AD. As 
of 2018, about 5.7 million adults in the United States have 
AD, with 5.5 million of them being aged 65 years or older. 
As the size and proportion of this older U.S. population 
grows, it is projected that 7.1 million persons aged 65 
or older will have dementia, primarily AD, by 2025.1 The 
annual number of new cases of AD and other dementias 
will likely double by 2050 unless research discovers the 
key to prevention.1

These statistics do not refl ect pre-clinical AD. Current 
thinking is that Alzheimer’s-related brain changes may be-
gin 20 or more years before symptoms occur.1 No proven 
strategies are available to prevent AD. However, recognized 
risk factors for cognitive decline and AD, some modifi able, 
do exist.5,6 Increasing evidence suggests that lifestyle inter-
ventions may have a long-term impact on preserving brain 
health. The Alzheimer’s Association published a report in 
2015 summarizing existing evidence related to risk factors 
and risk reduction (Box 1).5

Position Statement

Brain Health is Womenʼs Health 

Box 1. Risk factors for cognitive decline 
and dementia5  

Non-modifi able risk factors
•  Older age (greatest risk factor)
•  Apolipoprotein E4 genotype
•  Family history of dementia

Modifi able risk factors (moderate or 
strong evidence)
•  Midlife obesity 
•  Midlife hypertension
•  Current smoking
•  Diabetes
•  Traumatic brain injury

Factors that may decrease risk (moderate or 
strong evidence)
•  Increased years of formal education
•  Regular physical exercise
•  Mediterranean diet (cognitive decline only)
•  Cognitive training (cognitive decline only)
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All nurse practitioners (NPs) who care for midlife and 
older adults play a critical role in early recognition of CI. 
Early signs and symptoms include problems with mem-
ory or language, noted defi cits in personal or instrumen-
tal ADLs, and concerns reported by the individual or a 
family member or caregiver.7-9 Assessment to detect CI is 
a required component of the annual wellness visit estab-
lished in 2011 for Medicare recipients under the Patient 
Protection and Aff ordable Care Act.7

The Alzheimer’s Association has published guidance 
on detection of CI during the annual wellness visit. This 
guidance includes an algorithm for health risk assess-
ment, patient observation, unstructured questioning, 
and structured assessment.7 Use of a structured cognitive 
assessment instrument can improve detection of CI in 
primary care settings by identifying individuals who may 
need further evaluation. Validated brief cognitive as-
sessment tools that can be administered in 5 minutes or 
less in the primary care setting are available. Individuals 
whose assessment fi ndings indicate possible CI should 
be evaluated further or referred to a specialist.7 Several 
initiatives have provided lists of these assessment tools, 
as well as recommendations and strategies NPs can use 
to address brain health and CI (Box 2).10-12

Early detection of CI and diagnosis of dementia are 
integral to individual and family counseling, advance 
care planning, and consideration of supportive thera-
pies.13-15 The years from diagnosis to end-of-life may be 
fraught with poor health and disability, resulting in loss 

of independence and, over time, a substantially lowered 
quality of life. When interprofessional team members 
work together with the individual, family members, and 
caregivers, the changes that occur throughout the course 
of the disease process can be anticipated and the best 
care provided.

The impact of this disease on quality of life extends to 
the more than 16 million adults in the U.S. who provide 
unpaid care for loved ones with dementia.1 Approxi-
mately two-thirds of these informal caregivers—that 
is, 10.7 million of them—are women, and more than 
one-third of these women are the daughters of the indi-
viduals with dementia.1 The average age of caregivers is 
49 years, although about one-third of them are aged 65 
years or older.1,16 One-fourth of caregivers belong to a 
sandwich generation—that is, they are caring not only 
for an aging parent but also for children younger than 
age 18.1

Caregiving tasks include helping with instrumental 
ADLs (e.g., shopping, providing transportation, managing 
fi nances) and personal ADLs (e.g., bathing, dressing, feed-
ing). In addition, caregivers may coordinate healthcare 
and support services. As dementia progresses, caregivers 
often must manage behavioral symptoms of the disease 
(e.g., aggressive behavior, wandering).1 Such tasks can 
take an emotional and physical toll on caregivers, as well 
as aff ect their fi nancial status if they must modify or ter-
minate paid employment and pay for healthcare services 
for themselves and their care recipient.1,16 In many cases, 
their own needs go unrecognized and unattended.15

A call to action has arisen to transform policies and 
practices aff ecting the role of informal caregivers as a 
major source of care for a growing population of older 
adults with dementia. A strategic national-level action 
plan will be required to address the needs of these 
caregivers. Policies to create evidence-based training 
for informal caregivers specifi c to the care of individu-
als with dementia, provide support such as expanded 
family leave and job protection for working caregivers, 
and fund evidence-based caregiver services are critical. 
Policies must recognize the needs and values of a diverse 
population of caregivers and the individuals under their 
care.15,17,18 Box 3 lists resources devoted to caring for 
caregivers themselves.

Implications for women’s healthcare and 
NP practice
Nurse practitioners who provide healthcare to women 
of all ages have the opportunity to address brain health 

Box 2. Resources for assessment of brain 
health and cognitive impairment10-12

•  Alzheimerʼs Association. Cognitive Assessment 
Toolkit. 2013: alz.org/professionals/healthcare-
professionals/cognitive-assessment

•  Gerontological Society of America Workgroup 
on Cognitive Detection and Earlier Diagnosis. 
KAER Toolkit: 4-Step Process to Detecting 
Cognitive Impairment and Earlier Diagnosis of 
Dementia. Approaches and Tools for Primary Care 
Providers. 2015: geron.org/programs-services/
alliances-and-multi-stakeholder-collaborations/
cognitive-impairment-detection-and-earlier-
diagnosis

•  National Institute on Aging. Dementia Resources for 
Health Professionals: Assessing Cognitive Impairment 
in Older Patients. 2014: nia.nih.gov/health/
assessing-cognitive-impairment-older-patients

•  National Institute on Aging. What is Brain Health? 
2018: brainhealth.nia.nih.gov/
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during annual well-woman visits and/or during other 
visits if concern about patients’ cognitive function arises. 
In addition, NPs are likely to see, on a regular basis, a 
large portion of the roughly 10.7 million informal care-
givers who are female. NPs are in an excellent position to 
identify women who are in the caregiver role and address 
their physical and mental health needs, including their 
brain health needs.

Recommendations 
Nurse practitioners who provide healthcare for mid-life 
and older women, as well as women of any age who may 
be caregivers for loved ones with dementia, should:
•  raise the topic of brain health as part of women’s 

health during routine healthcare visits;
•  address risk factors for cognitive decline that may 

be reduced with lifestyle changes (e.g., improved 
nutrition, regular physical activity, cognitive train-
ing, smoking cessation);

•  include a question about memory or cognition on 
health risk questionnaires;

•  observe for signs and symptoms of CI;
•  use an evidence-based protocol for screening and 

diagnostic evaluation of patients’ brain health and 
referral for further evaluation if indicated;

•  include a question about any caregiving responsibil-
ities in health assessment;

•  off er additional screening for caregivers to as-
sess preparedness for caregiving and caregiver 
strain;19,20

•  develop health system partnerships to connect indi-
viduals with dementia and their caregivers with com-
munity agencies to identify needs and access help;

•  collaborate with aff ected individuals, caregivers, and 
an interprofessional team to facilitate decision making 
and planning (e.g., living arrangements, advance care 

planning, end-of-life care) that addresses changing 
needs over time and across care settings; and

•  advocate for policies at local, state, and national lev-
els that address the needs and values of individuals 
with dementia and their caregivers.

NPWH will provide leadership to ensure that:
•  continuing education programs and other evi-

dence-based resources are available for NPs to learn 
and update knowledge regarding brain health, de-
mentia, and caregiver needs;

•  ongoing collaborative engagement occurs with a 
variety of stakeholders to address brain health and 
caregiving issues as important components of an 
older women’s health agenda;

•  research moves forward in all aspects of brain 
health to prevent dementia, treat existing CI, help 
those with CI maintain function and quality of life, 
and support caregivers; and

•  policies strongly support individuals and families in 
coping with the physical, emotional, and fi nancial 
burden of dementia.  
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Box 3. Resources for caring for caregivers  

•  Alzheimerʼs Association: alz.org
•  Family Caregiver Alliance: caregiver.org
•  Preparedness for Caregiving Scale: consultgeri.org/

try-this/general-assessment/issue-28.pdf  
•   The Modifi ed Caregiver Strain Index (MCSI): 

consultgeri.org/try-this/general-assessment/
issue-14.pdf

•  UCLA Alzheimerʼs and Dementia Care Program: 
uclahealth.org/dementia/


