
•	Clinical providers and support staff viewed confirmatory BBMs positively across implementation domains, with strong agreement on 
acceptability, appropriateness, feasibility, and integration into existing workflows. These perspectives were consistent across diverse 
US clinical settings, independent of practice size, geography, structure, and available resources.

•	Participants agreed that confirmatory BBMs meet diagnostic needs in patients with high and intermediate suspicion of AD, with lower 
agreement observed in low-suspicion cases. These findings are aligned with clinical practice guidelines recommending confirmatory 
BBMs in cases where AD pathology is suspected.6

•	Overall, findings support the potential for scalable, evidence-aligned use of BBMs to confirm amyloid pathology as an alternative to 
amyloid PET and CSF testing in appropriate patient populations.
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Results
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•	BBMs are accessible tools for detecting amyloid 
pathology in suspected AD, with some assays showing 
strong concordance with amyloid PET and CSF.1–3 

•	The potential scalability of BBM implementation may 
facilitate broader patient access to amyloid testing and 
support more efficient diagnostic pathways.4,5

•	The Alzheimer’s Association Clinical Practice Guidelines 
recommend BBMs as a substitute for confirmatory PET 
or CSF in secondary care settings where test sensitivity 
and specificity are ≥90%.6

•	However, real-world evidence on BBM integration into  
diagnostic pathways, care team perceptions, and 
organizational and system-level factors  
remains limited.7

•	This study aimed to assess the acceptability, 
appropriateness, and feasibility ​of using BBMs to 
confirm amyloid pathology in routine patient care for 
those with cognitive symptoms.

Study Design
•	A BBM implementation survey was conducted as part 

of a prospective, multi-site, implementation science 
study across 3 geographically and structurally diverse 
US clinical sites (rural practice, multi-physician private 
practice, and academic medical center).

Participants
•	The surveys were completed by clinical providers and 

support staff at sites with experience of:
	– Managing patients with MCI and diagnosis of AD
	– Using BBMs in routine clinical practice to confirm 

amyloid pathology without additional PET/CSF testing

Survey
•	The survey evaluated participant characteristics and BBM 

experience, perceptions of BBM use and clinical utility, 
and factors influencing implementation.

•	Implementation outcomes were assessed using validated 
measures: Acceptability of Intervention Measure, 
Intervention Appropriateness Measure, and Feasibility  
of Intervention Measure.8

•	Survey responses were measured on a 1–5 Likert scale, 
with higher scores indicating more favorable perceptions.

•	Implementation factors were aligned to domains from 
the Consolidated Framework for Implementation 
Research (CFIR v2),9 including workflow integration, 
available resources, and organizational context.

Participant Demographics
•	The BBM implementation survey was completed by  

19 participants (12 clinicians, 7 non-clinicians; Table 1).

Acceptability, Appropriateness, and Feasibility
•	Participants reported high acceptability, appropriateness, 

and feasibility of BBMs (Figure 1), with consistently 
positive responses across domains incorporating  
BBM characteristics, perceptions, and implementation 
process (Figure 2).

BBM Implementation Perceptions
•	Confirmatory BBMs were reported as meeting diagnostic 

needs in patients with high or intermediate suspicion  
of AD, with lower agreement for use in low-suspicion  
cases (Figure 2).

•	BBM implementation was perceived as compatible 
with existing workflows and supported within current 
organizational settings, while system-level factors, 
including financial considerations, showed greater 
variability (Figure 2).

•	Participants reported feeling positive, proficient, and 
confident integrating confirmatory BBMs into their  
clinical practice across diverse settings (Figure 2).

Table 1. Survey Participant Demographics

Participants (N=19) n (%)
Role

Clinician* 12 (63)
Non-clinician† 7 (37)

Race and Ethnicity
White: Hispanic or Latino 2 (11)
White: not Hispanic or Latino 14 (74)
Other: Hispanic or Latino 1 (5)
Other: not Hispanic or Latino 1 (5)
Mixed: Hispanic or Latino 1 (5)

Gender
Female 13 (68)
Male 6 (32)

Education
Professional degree (MD, PhD) 7 (37)
Master’s degree 7 (37)
Bachelor’s degree 4 (21)
Associate’s degree 1 (5)

* Clinicians: neurologists (n=6), physician assistants (n=3), nurse practitioners (n=3). 
† Non-clinicians: clinical research coordinator, licensed clinical social worker, medical assistant, 
neurology manager, neuropsychologist, nurse, patient coordinator (all n=1).

Figure 1. Acceptability, Appropriateness, and Feasibility of BBM Implementation

AIM, IAM, and FIM each consisted of 4 items rated on a 5-point scale (“completely disagree,” “disagree,” “neither agree nor disagree,” “agree,” “completely agree”). Responses were mapped to numeric 
scores from 1 to 5 and averaged across respondents to produce a mean score for each item.

* AD suspicion levels were not predefined and reflect respondents’ clinical judgement and perceived appropriateness of BBMs in each scenario. † Results were based on a 5-point Likert scale; “agreement” is a combination of 
“strongly agree” and “agree” responses. Denominators (n) for each item exclude non-substantive responses such as “N/A,” “not available,” and “this is not within my role at the clinic,” as well as missing values.

Figure 2. Agreement on Intervention and Individual Characteristics, Outer and Inner Setting, and Implementation  
Process for Confirmatory BBMs
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