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The International Brain Health Services for the prevention of cognitive 

impairment and dementia (dBHS) Network was established to harmonize clinical 

efforts in secondary prevention. This study reports implementation data from 36 

pilot dBHS centers across Europe, North America, and Australia. 

Dementia prevention has historically lacked a standardized clinical infrastructure 

connecting academic research to practice. The landmark FINGER trial proved 

multi-domain interventions enhance cognition, yet cognitively unimpaired high-

risk individuals remain underserved by existing memory clinic pathways.

Despite significant variability, core pillars are coherently implemented across sites of the International dBHS Network. The network aims to continue harmonising procedures, following the 
example of memory clinics 40 years ago, and demonstrate their effectiveness and long-term viability.

Conclusion

Results

Implementation varies across the network. Patients are referred via a single source in 56% of sites, while 
44% use multiple sources.

Background Methods

Interventions are based on the FINGER model in most sites, with several also including psychoeducation, 
sleep management, and supplements. Funding models vary widely across sites and pillars.

Services are delivered in clinical settings in 60% of centers, the remainder operating in research or mixed 
contexts

Only cognitively unimpaired individuals are the target population of 35% of sites, while 65% include both impaired and unimpaired populations

Implementation rates were very high for risk assessment, high for communication, and moderate for risk 
reduction. Lifestyle risk factors are assessed in 98% of sites; genetic and biological factors in 50% and 70%, 
respectively. 50% of centers report using a cumulative risk score (e.g., LIBRA, ANU-ADRI, AI-based or in-
house tools). 

Three workshops supported protocol 

harmonization across the core pillars: risk 

assessment and communication, and risk 

reduction across 45 sites. A cross-sectional 

survey was conducted. Data were collected in 

36 sites on clinical setting, referral pathways, 

target populations, risk factor assessment and 

communication, intervention strategies, funding 

models, and practical challenges. 
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