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Abstract

Background: Older patients with mild cognitive impairment (MCI) should receive evidence-
based treatments when clinically indicated. However, patients with MCI appear less likely than
cognitively normal patients to receive evidence-based treatments.

Objective: To explore the influence of a patient’s MCI diagnosis on physician decision-making.

Methods: Qualitative study of 18 physicians from cardiology, neurology, and internal medicine
using semi-structured interviews. We sought to understand whether and how a patient’s having
MCI has influenced physicians’ decisions about five categories of treatments or tests (surgery,
invasive tests, non-invasive tests, rehabilitation, and preventive medication). We used qualitative
content analysis to identify the unifying and recurrent themes.

Results: Most physician participants described MCI as influencing their recommendations for at
least one treatment or test. We identified two major themes as factors that influenced physician
recommendations in patients with MCI: Physicians assume that MCI patients’ decreased cognitive
ability will impact treatment; and physicians assume that MCI patients have poor health status and
physical functioning that will impact treatment. These two themes were representative of
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physician beliefs that MCI patients have impaired independent decision-making, inability to
adhere to treatment, inability to communicate treatment preferences, and increased risk and burden
from treatment.

Conclusions: A patient’s MCI diagnosis influences physician decision-making for treatment.
Some physician assumptions about patients with MCI were not evidence-based. This phenomenon
potentially explains why many patients with MCI get fewer effective treatments or tests than
cognitively normal patients. Interventions that improve how physicians understand MCI and make
decisions for treatments in patients with MCI are needed.

Keywords

mild cognitive impairment; decision making; treatment; aging

Introduction

Mild cognitive impairment (MCI) affects 5.4 million older Americans (65 or older) [1-4].
This number is projected to triple by 2050 [4]. MCI is characterized as measurable cognitive
impairment that does not severely impair daily, social, or occupational functioning, whereas
dementia does. While dementia worsens in nearly all individuals [5], MCI does not
inevitably progress to dementia. Although patients with MCI are at higher risk of
progressing to dementia than age-matched controls, patients with MCI might remain stable
or reverse to normal cognition (14%-55%) [6]. Many older patients with MCI live years
with good quality of life [7,8] and do not progress to dementia [9-11]. These patients face
competing health risks of aging, particularly cardiovascular disease (CVD) events and
cancer [11]. Despite recommendations that all vulnerable older adults, except those with
severe dementia or limited life expectancy, receive established and effective treatments [12—
14], evidence suggests that patients with MCI are less likely to receive effective treatments
than cognitively normal patients including for CVD [15,16].

Although there is strong evidence that a patient’s diagnosis of dementia affects physician
decision-making for treatments and tests [17-19], there has been little research on the
influence of a patient’s MCI diagnosis on physician decision-making. We have previously
reported in a mixed-methods study [20] that patient MCI diagnosis can influence some
physician recommendations for CVD treatments, particularly invasive procedures. However,
little is known about how patient MCI diagnosis influences physician recommendations in
general, such as for non-invasive tests, rehabilitation, and preventative medication. Although
the primary focus of the project was on CVD treatments, the interview started with
discussion of how patient MCI diagnosis impacts physician decisions in their routine
practice. In this report, we present results from the qualitative study on whether and how a
patient’s having pre-existing MCI affects physicians’ decisions about five kinds of
treatments or tests (surgery, invasive tests, non-invasive tests, rehabilitation, and preventive
medication) commonly used to treat diseases of aging.
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We present methods adhering to the consolidated criteria for reporting qualitative research
[21].

Study Design and Participant Selection

We conducted a pilot descriptive qualitative study [22, 23] using in-person, semi-structured
interviews to explore the influence of MCI on physician decision-making and
recommendations for CVD treatments. Details of the study sample are described elsewhere
[20]. Briefly, the study population consisted of 18 physicians who practiced in one of three
specialties (cardiology, neurology, and internal medicine) at one large academic medical
center [24-26]. We chose these specialties because they manage most cases of acute
myocardial infarction and ischemic stroke, the two most common CVD events (the primary
focus of the larger study). By design, we interviewed a minimum of three physicians in each
specialty. The Principal Investigator (DAL) sent an email invitation and recruited
participants from a purposeful sample of 39 expert physicians who were selected based on
their clinical experience and willingness to participate [23]. We used purposeful sampling to
identify and select information-rich subjects efficiently [23]. Eighteen participants
completed interviews. No participants refused to participate or dropped out, although some
individuals did not respond to the email solicitation. Participants received a $100 incentive
after completing the interview.

Data Collection

A trained qualitative researcher (co-author Colleen Dowd Kollman, MBA, female)
conducted one-on-one, in-person interviews. The interviewer conducted interviews in the
participants’ professional offices or workspaces. Her occupation was qualitative research
consultant at the time of the study. Ms. Kollman has training in interviewing and moderating
techniques. She did not have an established relationship with the participants before study
commencement. The participants’ knowledge of the interviewer was limited to knowing her
occupation, the reasons for doing the research, and the purpose of the interview. The
interviewer told participants that she was a qualitative research consultant and non-medical.
Non-participants were not present.

The interviewer used a standard guide [25,26] that has been published [20]. The interviewer
stated the purpose of the study and definition for MCI by reading the following introductory
statement, “The study is designed to learn about how physicians think about treatment
recommendations and health risks in adult patients with mild cognitive impairment. Mild
cognitive impairment is currently defined as objective cognitive impairment that is not
severe enough to cause difficulties with activities of daily living such as bathing, dressing,
grocery shopping, and taking medicines.” Interviews consisted of general questions
regarding physician experience caring for patients with MCI, then focused more specifically
on how patient MCI diagnosis influences decision-making and recommendations for specific
treatments and tests: a) surgery; b) invasive tests or procedures; c) noninvasive tests like
ultrasounds; d) rehabilitation; and e) preventive medicines (Table 1). Subsequent questions
asked about how patient MCI diagnosis influences physician recommendations for stroke
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and myocardial infarction treatments. Repeat interviews were not conducted. The
interviewer used audio recording to collect the data. The interviewer did make field notes
during or after the interview. The interview duration was 60 minutes.

We discontinued data collection after 18 physicians were interviewed because thematic
saturation was achieved based on the inductive approach; specifically, interviews did not
identify new codes for how patient MCI influenced physician decision-making or
recommendations for treatments and tests [27]. A professional transcriptionist transcribed
the interviews. Transcripts were not returned to participants for comment and/or correction.
De-identified transcripts were uploaded into Dedoose (http://www.dedoose.com/) [28], a
qualitative and mixed methods software package, for analysis.

Data Analysis

Results

We performed qualitative content analysis to identify unifying and recurrent themes from the
interview data using the Dedoose web application. The coding team consisted of a vascular
neurologist (DZ), internal medicine physician (DAL), qualitative researchers (JF, CK), and
study staff. We used a descriptive qualitative methodology grounded in a naturalist
philosophy, wherein the goal is to be “data-near”, reporting findings in their everyday terms,
rather than more highly theorized terms [29]. The underlying epistemology is subjectivism
[30]. In using inductive qualitative content analysis [26] as our approach to coding, we
accepted data as representing our participants’ subjective perceptions, and our role as
researchers as using our skills to interpret the phenomenon based on these perceptions. This
approach supports our goal of producing concrete findings for real-world practice.

First, the coding team read through the first several transcripts to identify factors that might
explain why physicians might treat patients with MCI differently than cognitively normal
patients. The team then created and defined codes corresponding to these factors. Codes
were not pre-specified, but emerged from the data and were iteratively discussed by the
coding team. Codes were organized into two main themes — patient cognitive ability and
functional health. Transcripts were coded with themes (not original factor codes) in an
iterative process that included discussing and fine-tuning themes and sub-themes. Themes
were derived from the data and not identified in advance. Inter-coder reliability was
established through double-coding one third of the interviews and discussing discrepancies.
The University of Michigan Institutional Review Board approved the study.

Participant characteristics are described in Table 2. Most participants were men, of
Caucasian race/ethnicity, and doing outpatient clinical work. Participants had been
practicing medicine a median (interquartile range) of 16 (11 to 25) years from medical
school graduation.

All participants but one described MCI as influencing their recommendations for treatments
and tests. We identified two overarching themes that address how patient MCI diagnosis
may influence physician decision-making for treatments and tests (Table 3). These themes
are presented below with their sub-themes generally organized in decreasing order of the
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number of participants in whose interviews we identified them. Representative quotations
from the participant interviews can be found in the text and also in Table 3.

Theme 1: Physicians assume that the decreased cognitive ability of MCI patients will
impact treatment.

Impaired Independent Decision-Making—A majority of participants believed that
patients with MCI do not understand treatments and tests, their risk and benefits, and
potential alternatives (Table 3). Participants expressed concerns that patients with MCI may
not be capable of making informed decisions or providing consent: “/ think it might be
difficult for them to understand completely why they are getting the treatment and
understand what the risks and benefits of the two or three alternatives are. That can be
challenging.” (MD14, neurologist). When discussing treatment options with patients with
MCI, many participants noted that they felt there is often a need to have a family member
present to help the patient understand the information.

Participants discussed using different approaches to informed consent discussions for
treatment in patients with MCI such as using simpler language and slower speech, verifying
patient understanding (e.g., having the patient to teach back the information), and increasing
family involvement in discussions. For example, one participant reported their belief that it
could be necessary at times to make treatment decisions on behalf of patients with MCI
instead of consulting with them, “/ think there is a very conscious decision of treatment
aaversity and harm that happens either in discussion with patients and their families or in a
substituted judgment type approach where you are now making decisions on behalf of the
patient with respect to potential side effects.” (MD3, internist).

Inability to Adhere to Treatment—Some participants assumed that patients with MCI
will not adhere to treatment (Table 3). One participant explained, “/ think we shouldn’t be as
aggressive with this person because clearly there are issues here with their mental faculties
or ability to adhere to treatment recommendations and follow through in what we’re seging.”
(MD3, internist). Similarly, another participant explained how clinical decision-making for
treatments during the acute hospitalization is influenced by concerns about long-term
treatment adherence, “Longer term, it matters though because | worry about follow-up a lot,
that if people are forgetful of their appointments and they’re not able to get their blood
draws or get to appointments or things like that and | worry a little bit about
overcomplicating their medication regimen and somebody who may not have help with their
medications.” (MD7, neurologist).

Inability to Communicate Treatment Preferences—Some participants reported the
belief that patients with MCI may struggle with communicating their preferences about
treatment (Table 3). Participants said that treatment decision-making can be hindered by the
MCI patients’ inability to communicate their treatment preferences clearly. Participants said
that physicians might assume that patients with MCI want less care because they have
difficulty expressing their preferences for treatment. A participant stated, “/ certainly have
seen examples where the primary team has, you know, taken patients with MCI’s statements
maybe at face value. ‘I don’t want to have surgery’, you know, whereas what they’re really
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saying Is, ‘1’m scared to have surgery...1’m aware that 1I’'m sick but | don’t exactly know
why and I don’t really understand sort of what the benefits are’... ” (MD8, internist).
Participants also suggested that patients with MCI might need more time to communicate
their preferences.

Theme 2: Physicians assume that the poor health status and physical functioning of MCI
patients will impact treatment.

Poor Health, Life Expectancy and Functional Status—Many participants raised the
issue of patient age in response to the question in Table 1. Many participants made
assumptions that MCI is associated with poor health, old age, shortened life expectancy, and
co-morbidities. Their narratives stated or implied that these assumptions would cause them
to recommend fewer treatments to patients with MCI (Table 3). One participant explained,
“Patients with MCI tend to be, in my mind, a little older than patients that don’t have MC/
and there are some treatments and therapies that | find myself not sort of willing to
recommend with respect to the overall implications of that treatment for that patient” (MD4,
internist). One participant stated that MCI can be a predictor of a patient’s overall health and
life expectancy, “We know that patients with mild cognitive impairment have a reduced
lifespan [sic], compared to someone who has no cognitive impairment... You know, it’s like
anything else — maybe one system doesn’t work, then what if two systems don’t work, or
three systems don’t work. So that does affect my decision-making in a sense.” (MD10,
cardiologist).

Many participants assumed that MCI is associated with frailty and poor functional status.
Some participants stated that patients with MCI may not be appropriate candidates for
treatments because they believed patients with MCI are incapable of functioning
independently or do not have the capacity to care for themselves, especially following
treatment (Table 3). A participant said: “..they re [patients with MCI] not going to be able
to cope with the aftermath of that [surgery]. Then they’re going to have to go to a rehab
facility or a nursing home, and, you know, are they ever going to be able to get out of that
and regain independent living?” (MD2, cardiologist).

Increased Risks and Burden from Treatment—A majority of participants assumed
that patients with MCI have increased treatment risks and burden. Participants were
concerned that treatments might increase dementia risk and cause agitation and delirium in a
patient with pre-existing MCI, “For someone who has cognitive issues, they oftentimes will
have more cognitive decline after a major operation... | think sometimes it’s the wrong thing
to do to recommend that [surgery].” (MD2, cardiologist). Participants also thought that
inpatient rehabilitation and noninvasive tests (such as cardiac event monitors and
electroencephalograms) might be frightening or stressful to a patient with MCI (Table 3).
Owing to these concerns, multiple participants commented that they would consider the
necessity of the treatment more in patients with MCI than in those with normal cognition. A
participant stated, “When we are doing procedures that are on the margins of elective, most
of the specialists I interact with will say, ‘Look, | don’t know if this is really in the best
Interest of this patient’... | just am not certain whether this particular therapy would have
value given where they are with their lifestyle” (MD3, internist).
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High Risk of Dementia—Many of the participants assumed that patients with MCI are
likely to progress to dementia. For example, regarding the treatment of a feeding tube, a
participant stated, “/ would tell them upfront that there is risk of patients with MC/
progressing into a condition with dementia, and is that something they would want to be
sustained with a feeding tube while they have dementia?’ (MD13, neurologist). Some
participants seemed to conflate the diagnosis and features of MCI and dementia, and assume
individuals with MCI have more severe cognitive deficits than they do. One participant said,
“my bias is that as you say MCI, | am unwittingly thinking dementia.” (MD1, cardiologist).
Another participant described a patient with MCI as requiring help with daily activities, a
feature of dementia (Table 3). Some participants expressed concerns that a patient diagnosed
with MCI might actually have dementia because there is uncertainty in diagnosing MCI,
with one participant stating, “/ think not knowing a patient has MCI versus mild dementia or
moderate dementia — it happens more than we probably think.” (MD18, neurologist).

Discussion

In this qualitative study of eighteen physicians, we identified multiple ways in which patient
MCI diagnosis might influence physician decision-making and recommendations for
diagnostic tests and treatment. All physician participants but one reported that MCI has
affected their decision-making for surgery, invasive tests or procedures, noninvasive tests,
rehabilitation, and preventive medicines. We identified two primary themes and several sub-
themes for reasons why physicians might recommend a less intensive treatment approach for
patients with MCI. Some physicians made assumptions that patients with MCI, compared to
cognitively normal patients, have problems with cognitive ability that will impact treatment,
including problems with independent decision-making, ability to adhere to treatment, and
ability to communicate treatment preferences. The majority of physician participants
assumed that MCI is associated with health and functional problems that will impact
treatment, including poor health, limited life expectancy, functional impairment, increased
risks and burden from treatment, and high risk of dementia.

Previous research suggests that patient MCI diagnosis influences physician
recommendations for specific invasive procedures for acute CVD events like myocardial
infarction and ischemic stroke [20]. Our results extend prior work by showing how a
patient’s MCI diagnosis influences physician decision-making and recommendations for
general treatments and tests including noninvasive procedures, rehabilitation, and preventive
medicines that are frequently used to manage chronic conditions in older adults, like cancer
and osteoarthritis. We identified multiple misunderstandings of MCI by physician
participants—many of whom have treated patients with MCI. Some participants conflated
MCI with dementia, a more advanced cognitive impairment that severely affects daily
functioning and worsens over time in nearly all patients. Although MCI is characterized as a
measurable deficit in cognition that does not severely affect activities of daily living, some
physician participants assumed that MCI severely impacts patient capacity for self-
management, treatment adherence, and decision-making. Evidence suggests that patients
with MCI, except the minority with executive decision-making dysfunction as a foremost
feature, do not have substantially worse decision-making capacity than cognitively normal
patients [31, 32]. It is notable that physician participants made these assumptions despite
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being reminded of the definition of MCI at the interview onset. Our results highlight that
treating patients with MCI is complicated and difficult for physicians. A study suggests that
inadequate physician training may contribute to their challenges in treating patients with
MCI and dementia, and suggests that education might increase physicians’ confidence in
dementia care competency and use of cognitive screening tools [33].

Physician participants assumed that patients with MCI have frailty and poor functional status
so they cannot tolerate certain treatments. Some studies [34] suggest that frailty might be
associated with dementia, MCI, and cognitive decline. Yet, many patients with MCI are not
frail and many patients with frailty do not have MCI [35,36]. Physician participants also
assumed that patients with MCI are likely to progress to dementia. While patients with MCI
are more likely to progress to dementia than cognitively normal patients, dementia is not
inevitable. Many patients with MCI live years with good quality of life, and do not progress
to dementia even after 10 years, while a small percentage see improvements in cognition
[9,37,38]. We were unable to find evidence in the literature that patients with MCI want less
treatment than cognitively normal patients to support this physician assumption.

Our study has several strengths. Common themes emerged prominently. Although our
sample size was small, our participants included men and women, Asians, and Whites, and
had a broad range of clinical experience in varying fields of expertise. This diversity enabled
us to gather a wide range of perspectives that inform the understanding of physician beliefs
about patients with MCI. Despite the differences in our participants, many shared common
experiences and beliefs about treating patients with MCI. The method of conducting
interviews allowed for collection of rich data on whether and how a patient’s MCI influences
physician decision-making and recommendations for tests and treatments.

Our study has limitations. Although the sample size of this pilot study was small, the size
was typical for qualitative interviews [24,25], and we used purposeful sampling to select
information-rich cases, and we achieved thematic saturation. Although the physician
participants were recruited from three clinical specialties, these specialties treat most cases
of stroke and myocardial infarction, the focus of the pilot study. We recruited participants
from one academic center so our findings may not be generalizable to other medical settings.
However, it is plausible that physicians in community-based practices share similar beliefs to
those in academic settings. We were primarily able to assess reasons why patient MCI might
affect decision-making and recommendations known to physicians, and we were unable to
assess any unconscious biases that physicians have. We did not assess differences by type
(e.g., amnestic vs. non-amnestic) of MCI. The sample size limited power to examine
differences by physician specialty. Although we asked questions about non-CVD treatments
and drew inferences about physician decision-making for treatments in general, these data
were taken from a pilot study largely focused on CVD, and we cannot exclude the
possibility that participants were thinking about CVD when answering general treatment
questions. However, the interviewer stressed that the interview questions about how patient
MCI diagnosis influences their recommendations for the 5 general treatments was to focus
on a larger scope of treatments, not just those for CVD. Our study focused on patients with
MCI. We did not assess physician beliefs about the ability of other older patients with poor
functional health to understand treatments, how physicians communicate with patients’
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families generally, and how physicians’ concerns about treating patients with MCI might be
mitigated. We are conducting a larger-scale study of how patient MCI influences decision-
making and recommendations in physicians from academic and non-academic settings.

This work has clinical and policy implications for improving the medical care of older adults
diagnosed with MCI, a population expected to grow in size because the Baby Boomer
generation is aging and the Medicare Annual Wellness Visit requires an assessment to detect
cognitive impairment [39]. Patients with MCI warrant effective treatments to manage their
competing health risks. Yet, evidence shows that patients with MCI are less likely to receive
effective procedures than cognitively normal patients including cardiac catheterization and
coronary revascularization after acute myocardial infarction as well as cataract surgery [15,
16, 40]. Our study suggests one potential explanation for this disparity. Physicians might
recommend less intensive treatment to patients with MCI because they assume that patients
with MCI have decreased cognitive ability, poor health status, and impaired physical
functioning that will impact treatment. Our results also suggest that many physicians are
uncertain about the diagnosis of MCI, with some confusing MCI with dementia and others
assuming MCI inevitably leads to dementia, consistent with previous research [41]. These
physician assumptions and, in some cases, misconceptions about patients with MCI could
lead to potential under-treatment.

Our findings suggest a scientific need to better understand how patient MCI influences
physician recommendations for treatment. More research is needed to inform decision-
making tailored to patients with MCI [42]. In particular, evidence for effective strategies that
ensure the safety and efficacy of diagnostic and treatment decisions in patients with MCl is
lacking. As a result, recommendations for specific strategies to improve physician decision-
making for the treatment of competing health risks in patients with MCI are premature.
Promising evidence shows that educational interventions improve physician knowledge and
confidence in diagnosing and managing dementia, including distinguishing between MCI
and dementia [43]. Enhanced physician education about MCI and decision support tools
might help ensure that patients get the guideline-concordant care they would want if
adequately informed, but studies are warranted. Given that MCI is common in older adults
[1-4], it is important for physicians to recognize and verify their assumptions about MCI
and ensure that patients with MCI receive high-quality care. Without awareness of incorrect
physician assumptions and knowledge about MCI, a large portion of the elderly population
may not get effective, evidence-based treatments.

Conclusion

These results suggest that physicians might recommend less evidence-based treatment to
patients with MCI compared with cognitively normal patients owing to questionable
assumptions that MCI patients’ cognitive ability, poor health status and physical functioning
will detrimentally impact treatment. Further study is needed to determine if these
assumptions represent targets for physician educational interventions.
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Table 1:

Main Interview Questions from Standard Guide

“Now thinking about patients with MCI who you have treated, 1’d like to ask you about decisions about specific tests and treatments
(interviewer asks one by one). Has mild cognitive impairment influenced how you make decisions about the following for patients with MCI? If
yes, how?”

a. Surgery;

b. Invasive tests or procedures like catheterization;

c¢. Non-invasive tests like ultrasounds or computerized tomography scans;
d. Rehabilitation;

e. Preventive medicines

J Alzheimers Dis. Author manuscript; available in PMC 2021 March 11.



1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuep Joyiny

Blair et al.

Physician Characteristics

Table 2:

Characteristic

n (%)

Years since medical school graduation, (interquartile range)

16 (11 to 25)

Race

Caucasian 14 (78)

Asian 4(22)
Female gender 6 (33)
Specialty

Cardiology 4(22)

Internal Medicine 5 (28)

Neurology 9 (50)
Board certification 18 (100)
Outpatient work 15 (83)
Academic 18 (100)
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Table 3:

Representative Quotes of the Two Themes Influencing Physician Decision-making for Treatment in Patients
with MCI

Theme 1. Physicians assume that the decreased cognitive ability of M Cl patientswill impact treatment.

Impaired Independent Decision Making

« “The patient themselves might not fully understand or be able to balance the risks and benefits of surgery when it comes to manipulating
complex numbers and knowing how they do or don’t apply to them.” (MD4, internist).

« “It’s often in those cases I’ll ask - like | had one case where | actually asked to see the document, the consent. | can find it in the computer
and then | went over it with a family member who was with them at the visit...1 said, “Did you see this form,” and she said, “Well no, they let
him [MCI patient] sign it,” and | said, “He’s not been declared legally incompetent to sign documents,” but they didn’t know that actually he
doesn’t understand a lot of the language.” (MD12, internist)

Inability to Adhere to Treatment

« “Here’s what’s happening; they’re actually not taking their medicines like they say they are. They don’t do anything; they just sit in a chair
and watch TV all day.” (MD2, cardiologist)

« “The less somebody is able to understand and be part of their recovery, the rockier that course is going to be.” (MD9, cardiologist)

« “With that [electroencephalogram, EEG] there is often a lot of electrodes on the head and that can be quite bothersome to a patient. If
they’re not understanding why they’re there they might be pulling at the EEG leads.” (MD13, neurologist)

Inability to Communicate Treatment Preferences

« “|I think a lot of that comes from clinicians being busy, consulting services being busy, and there’s a real risk of anchoring bias for what the
patient sort of first says to you or what their first impression is... I think with mild cognitive impairment, that’s the type of diagnosis that I think
can often be somewhat glossed over and maybe it would not, you know, trip the threshold for the consulting service to say, well, we should
really pressure test the statement of, ‘I don’t want to have surgery’.” (MD8, internist)

Theme 2: Physicians assume that the poor health status and physical functioning of MCI patients will impact treatment.

Poor Health, Life Expectancy and Functional Status

« “I would not put those devices [defibrillators] in if there’s an older patient where the life expectancy would be limited because I feel like
they wouldn’t get benefit from it at all...It’s more age than cognitive but they go together very frequently” (MD3, internist)

« “If there are three or four different factors and there’s MCI, | might be more conservative and less aggressive in recommending surgery...
MCI in that particular case would tip you over to not do something, | think.” (MD14, neurologist)

Increased Risks and Burden from Treatment

« “If they had mild cognitive impairment and now we’re concerned they’re going to become much more impaired than it might make their
surgical decision making more conservative.” (MD186, internist)

« “If somebody like, for whatever reason gets tested, is found to have [carotid] narrowing but has not had a stroke or a TIA, I’m in general
pretty disinclined to recommend those patients ever go for surgery, unless it’s the perfect circumstance. And MCI might be a variable that |
could talk myself into being a non-perfect circumstance.” (MD11, neurologist)
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