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Abstract. Advances in biomarker-based diagnostic modalities, recent approval of anti-amyloid monoclonal antibodies for
early Alzheimer’s disease (AD; mild cognitive impairment or mild dementia due to AD) and late-stage clinical development
of other disease-modifying therapies for AD necessitate a significant paradigm shift in the early detection, diagnosis and
management of AD. Anti-amyloid monoclonal antibodies target the underlying pathophysiological mechanisms of AD and
have demonstrated a significant reduction in the rate of clinical decline in cognitive and functional outcome measures in
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patients with early AD. With growing recognition of the benefit of early interventions in AD, an increasing number of
people may seek diagnosis for their subjective cognitive problems in an already busy medical system. Various factors such
as limited examination time, lack of expertise for cognitive assessment and limited access to specialized tests can impact
diagnostic accuracy and timely detection of AD. To overcome these challenges, a new model of care will be required.
In this paper, we provide practical guidance for institutional readiness for anti-amyloid therapies for early AD in Asia,
in terms of best practices for identifying eligible patients and diagnosing them appropriately, safe administration of anti-
amyloid monoclonal antibodies and monitoring of treatment, managing potential adverse events such as infusion reactions and
amyloid-related imaging abnormalities, and cross-disciplinary collaboration. Education and training will be the cornerstone
for the establishment of new pathways of care for the identification of patients with early AD and delivery of anti-amyloid
therapies in a safe and efficient manner to eligible patients.
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INTRODUCTION

Population ageing and increasing life expectancy
have contributed to an increasing prevalence of
age-related illnesses worldwide, including dementia
related to Alzheimer’s disease (AD) and cerebrovas-
cular disease.1,2 The global prevalence of dementia
is projected to reach 135 million by 2050—over 50%
of these people are expected to be from the Asia-
Pacific region, where the number of people living
with dementia will increase from 23 million in 2015
to almost 71 million in 2050.3 AD, the most com-
mon cause of dementia accounting for 50–75% of
all cases,4–6 has a physical, mental, social, and eco-
nomic impact on people living with dementia as well
as their families and caregivers, in addition to exert-
ing a significant burden on the healthcare systems.6–8

The socioeconomic burden of AD, a chronic progres-
sive neurodegenerative condition, will worsen over
the forthcoming years due to population ageing and
increasing life expectancy. More recently, there is
growing recognition of the benefit of providing early
treatment to patients with mild cognitive impairment
(MCI; the early symptomatic stage of AD) or mild
dementia due to AD (referred to together as early
AD hereafter; Fig. 1), allowing function at a higher
level for longer.

Amyloid-� (A�) plaques comprising extracellular
accumulation of beta amyloid peptide and neurofib-
rillary tangles formed by intracellular accumulation
of hyperphosphorylated tau protein are the hallmarks
of AD histopathology.9,10 Consequently, research has
focused on therapies that can prevent A� formation,
lower A� levels in the brain, block its aggrega-
tion into plaques, take apart existing A� plaques,
and/or clear the amyloid, thereby potentially slow-
ing the progression of AD.9,10 Indeed, studies of

anti-amyloid monoclonal antibodies have demon-
strated a significant reduction in the rate of clinical
decline in early AD in cognitive and functional out-
come measures, while also showing an impact on the
pathophysiological process in AD as evidenced by
changes in the biomarkers of antibody targets such
as amyloid positron emission tomography (PET) and
plasma/cerebrospinal fluid (CSF) phosphorylated-
tau (p-tau) and total tau.11,12 Historically, therapies
for AD have predominantly targeted symptoms, but
novel anti-amyloid monoclonal antibodies, such as
lecanemab (United States Food and Drug Adminis-
tration [FDA], Japan Pharmaceuticals and Medical
Devices Agency [PMDA], and China National Med-
ical Products Administration [NMPA] approved) and
donanemab (in clinical development), offer the poten-
tial of slowing down disease progression by targeting
the underlying pathophysiological mechanisms of
AD.13–16

Given the increasing prevalence of AD and the
growing burden on healthcare systems, the advent
of anti-amyloid therapies for early AD, advances in
biomarker-based detection modalities and late-stage
clinical development of other disease-modifying
therapies (DMTs) for AD, new models of care and
clinical pathways need to be established to iden-
tify patients with early AD and deliver anti-amyloid
(and other disease-modifying) therapies in a safe
and efficient manner to eligible patients. As anti-
amyloid agents for early AD receive approval and
become available in Asia, healthcare systems need
the capacity to detect and diagnose early AD effec-
tively, facilitating timely clinical use of these DMTs.
Furthermore, as an increasing number of people seek
diagnosis for their subjective cognitive problems, fac-
tors such as an already busy medical system, limited
examination time for cognitive assessment, limited
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Fig. 1. Early intervention in the AD continuum. AD, Alzheimer’s disease; MCI, mild cognitive impairment.

access to specialized tests, physicians who are not
well-informed about dementia disorders and delayed
referrals can impact diagnostic accuracy and timely
detection of the disease.

With a view of providing practical guidance on
anti-amyloid therapies for early AD, this article
presents a framework for best practices and readi-
ness to prepare for the administration of anti-amyloid
therapies for early AD in Asia, identifies challenges
to introducing these new therapies, and highlights
future directions to support optimal use of these
new therapies. Given the diverse healthcare infras-
tructures and resource availabilities in the different
countries in Asia, the new models and pathways to
enable timely and effective identification, diagnosis
and treatment of early AD may differ by countries,
hence the framework should be adapted to suit local
settings.

METHODS

The framework and recommendations were devel-
oped by experts in the related field (neurologists
[dementia specialists] and neuroradiologist) across
Asia (China, Hong Kong, Taiwan, Thailand, Sin-
gapore, and Korea) who have much experience in
managing patients with MCI and dementia in their
practice. Following review of the literature and
available prescribing information (PI) for approved
anti-amyloid agents for early AD, the experts met
virtually in August 2023 and discussed approaches
to early AD patient identification, treatment delivery
and monitoring of patients, and potential challenges
associated with use of anti-amyloid agents for early
AD in Asia. Based on their clinical experience in Asia
and the available literature, the experts subsequently
drafted the framework and recommendations for best
practices and readiness for anti-amyloid therapies for
early AD in the Asian context, which were refined
through multiple discussions.

RESULTS

Our framework for best practices and readi-
ness for anti-amyloid therapies for early AD in
Asia is based on 5 pillars: clinical evaluation and
diagnostic modalities; infusion protocols and infras-
tructure; monitoring, identification and management
of amyloid-related imaging abnormalities (ARIA)
and other adverse events (AEs) associated with anti-
amyloid therapies; cross disciplinary collaboration;
and education (Figs. 2 and 3). In the context of the
Asian region, we outline the best practices, in terms
of what is needed to deliver anti-amyloid therapies
efficiently and safely to eligible patients with early
AD, potential challenges to implementing best prac-
tices, and recommendations to help achieve readiness
with best practices.

Early identification of patients with early AD

Anti-amyloid therapies have been shown to slow
functional and cognitive decline in patients with
early AD and can hence be beneficial in this
population.11,12 However, the diagnosis of early AD
can be challenging due to a pervasive belief among
healthcare providers and patients/caregivers that cog-
nitive changes experienced by the elderly are related
to the normal ageing process, and very little can
be done to alleviate these changes.17–23 There is
also an element of stigma associated with the term
‘dementia’ which precludes prompt consultation with
healthcare providers.18,20,24,25

Furthermore, primary care physicians are usually
the first point of contact for the elderly with symptoms
suggestive of AD, such as memory complaints, in
chronic care settings such as hypertension or diabetes
clinics; they are often not aware of early symptoms
of AD and/or are not equipped to assess the patients
for their cognitive impairment.21–23 In addition to
time constraints, primary care physicians may also
lack the knowledge and awareness of screening tools
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Fig. 2. Pillars of the framework for best practices and readiness for anti-amyloid therapies for early AD in Asia. AD, Alzheimer’s disease;
AE, adverse event; ARIA, amyloid-related imaging abnormalities.

and the interpretation of results, and the potential
next steps.21–23 Nevertheless, primary care can play
a vital role in the early detection and management
of AD, particularly given the rapidly ageing popu-
lations and a shortage of dementia specialists.26,27

Education and training of primary care physicians
on how to assess cognitive concerns in their elderly
patients, how to communicate with patients and man-
age expectations, and when and who to refer patients
to will go a long way in empowering them to take a
more active role in the process. Other stakeholders
such as geriatricians, general neurologists and psy-
chiatrists can also be enlisted and trained to contribute
to the early identification of patients with AD. Addi-
tionally, standardized workflows and checklists will
aid these healthcare providers in patient identification
and referral by promoting efficiency in the referral
process.

Family members are usually the first to notice
symptoms of early AD and their participation in the
diagnosis and management journey is crucial but
is often overlooked. The general public should be
educated on the importance and benefit of bringing
cognitive complaints in their elderly family members
to the attention of their primary care physician at
the earliest opportunity. Increasing awareness of the
availability of potential therapies to slow cognitive
decline when initiated early in the disease contin-
uum will improve attitudes towards an AD diagnosis

and will foster confidence in seeking treatment. Early
detection of AD could empower patients and their
caregivers to proactively make decisions about future
treatment and prepare for the cognitive and behav-
ioral changes associated with disease.

Clinical evaluation and diagnostic modalities

Diagnostic requirements for anti-amyloid thera-
pies depend on the identification of patients who
may be eligible to receive these therapies. Patients
should be selected for newly introduced anti-amyloid
therapies strictly based on the approved label of
the therapies.28 The US FDA, Japan PMDA, and
China NMPA have approved lecanemab for patients
with MCI or mild dementia due to AD,13–15 but the
prescribing information may differ from country to
country, and these should be used to determine patient
eligibility.

Patient selection should begin with a diagnosis
of MCI or mild dementia due to AD, with AD eti-
ology confirmed based on biomarker positivity and
cognitive testing to determine cognitive impairment
severity. The diagnosis of MCI and mild dementia
requires extensive neuropsychological and functional
assessment which may not be possible in resource
restricted Asian countries. While the Mini-Mental
Status Examination is widely used in the clinical
trials of anti-amyloid therapies to establish the sever-
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Fig. 3. Best practices workflow for the delivery of anti-amyloid therapies for patients with early AD. AD, Alzheimer’s disease; AE, adverse
event; ARIA, amyloid-related imaging abnormalities; CSF, cerebrospinal fluid; DMT, disease modifying therapy; MCI, mild cognitive
impairment; MRI, magnetic resonance imaging; MS, multiple sclerosis; PCP, primary care physician; PET, positron emission tomography;
PI, prescribing information

ity of cognitive impairment,12,16 this may not be
routinely used in primary clinical practice in Asia.
Cognitive assessment tools that are familiar and cul-
turally appropriate in respective Asian countries, with
population-appropriate cutoff points, may need to be
used instead. One possibility is the Quick Dementia
Rating Scale which is a brief questionnaire which has
been validated in Asian countries.29–31 Other tools
that are commonly used in Asia include the Montreal
Cognitive Assessment,32,33 the Korean Dementia
Screening Questionnaire,34,35 and the Visual Cog-
nitive Assessment Test.36

Evidence of brain amyloidosis, determined by ele-
vated amyloid uptake on PET or increased A�42,
A�42/A�40, and p-tau/A�42 in the CSF, is required
for the initiation of anti-amyloid therapies.12,16 The
measurement of CSF biomarkers may be more acces-
sible compared with amyloid PET but needs facilities
and expertise for a lumbar puncture and sample

interpretation.37 Furthermore, a baseline magnetic
resonance imaging (MRI) scan to exclude dementia
disorders other than AD and to evaluate the extent
of cerebrovascular involvement and identify other
abnormalities which may be associated with a higher
risk of ARIA, such as lobar microbleeds, is also
needed. Consequently, MRI and PET/CSF biomarker
facilities are an absolute requirement along with
trained dementia neurologists, neuroradiologists and
nuclear medicine specialists who are experienced in
assessing MRI and PET scans.

Although apolipoprotein E ε4 (APOE4) is the
strongest risk factor for non-familial AD, APOE test-
ing has not been recommended in the past for the
management of patients with AD because of a lim-
ited clinical utility. However, phase III studies of
anti-amyloid monoclonal antibodies demonstrated an
increased incidence of ARIA among APOE4 car-
riers, with much larger effects observed among ε4
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homozygotes compared to heterozygotes.11,12 Since
APOE4 genotypes are associated with an increased
risk of ARIA,38,39 APOE4 genotyping is highly rec-
ommended to inform patient decisions regarding
anti-amyloid therapy. The practice for APOE4 test-
ing and communication of results to patients and
their family varies across Asia, but genetic coun-
selling regarding the implications of APOE testing is
important and may require the involvement of genetic
counselors. As such, we suggest that APOE4 genetic
testing be offered to patients in whom biomarker tests
support anti-amyloid treatment and when patients are
interested in pursuing these treatments. Patient con-
sent prior to the test and education and counseling will
be essential, as is the involvement of caregivers and
family members. The results of the APOE4 genetic
test will have implications for the family of the patient
undergoing the test—the biological children of ε4
homozygotes will definitely be ε4 carriers and this
information can impact their mental well-being as
well as future life choice and planning.39

Open communication with patients and caregivers
about the implications of the AD diagnosis and the
APOE4 status, and the expectation from therapy
is essential. Dementia specialists need to involve
patients and their caregivers at every step of the
care/treatment journey for the alignment of expec-
tations, benefits versus risks and goals of therapy. It
is particularly important that patients and caregivers
understand that anti-amyloid therapies will not cure
AD but will potentially slow disease progression, and
they may be associated with side effects.

Countries in Asia have diverse healthcare infras-
tructures and it should be acknowledged that cost
constraints could preclude PET/MRI scans, CSF
biomarker analysis, and APOE4 testing. Blood-based
biomarkers are being researched and may become
available as screening as well as diagnostic tools in
the future.40 However, for eligible patients to receive
anti-amyloid therapies in a safe and efficacious man-
ner, it is important that dementia specialists undergo
comprehensive education about the available data for
these therapies so that they can perform all manda-
tory clinical and diagnostic evaluations to identify
appropriate patients.

Infusion protocols and infrastructure

Currently available anti-amyloid therapies are
administered by intravenous infusion every 2-4
weeks, with each infusion requiring at least 1 h.28 Fol-
lowing the determination of eligibility, patients will

need to undergo recurrent infusions of anti-amyloid
therapy. Logistically, this will require infusion cen-
ters with the capacity to provide these infusions and
administrative staff to schedule the infusions and
follow-up with the patients. With sustained efforts
to identify patients with AD early in the continuum,
an increase in the number of patients who might be
eligible for anti-amyloid therapies could require the
establishment of new infusion centers specifically for
anti-amyloid therapies and/or increasing the capacity
of existing infusion centers for other therapies, such
as those for multiple sclerosis, rheumatology, and
oncology. Opportunities for cross disciplinary collab-
oration and other innovative private-public models of
collaboration should be explored to build capacity.

Infusion-related reactions and ARIAs are the most
common side effects of anti-amyloid therapies that
infusion centers must be prepared to deal with appro-
priately and expeditiously. In clinical trials, infusion
reactions including fever, chills, headache, rash, nau-
sea, vomiting, abdominal discomfort and elevated
blood pressure, were usually mild-to-moderate in
severity, and typically resolved within 24 h fol-
lowing the infusion.12,28 As such, patients should
be carefully monitored during each infusion and
followed-up periodically thereafter. Care pathways
and protocols with clearly assigned responsibilities
for the management of infusion reactions must be
established and communicated to all infusion center
staff who should be trained to identify and address
infusion reactions. Infusion centers should also be
prepared for unforeseen severe reactions, such as
anaphylaxis—immediate access to emergency physi-
cians and critical care facilities is essential.

Patients and caregivers must be educated about the
possibility of infusion reactions so that they can alert
the infusion center staff in a timely manner. They
should be provided with a clear explanation of the
administration of infusions and the frequency, and the
contact information of nurses and treating/infusing
physicians with instructions to report in case of an
unexplained symptom.

Monitoring, identifying, and managing ARIA

Imaging abnormalities related to amyloid, referred
to as ARIA, have been observed in clinical tri-
als of anti-amyloid therapies in AD.11,12,28 ARIA
can be associated with edema (ARIA-E) or with
hemorrhagic changes (ARIA-H) and can co-occur.41

The incidence of ARIA observed in clinical trials
is variable with the different anti-amyloid mono-
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clonal antibodies, with the incidence of ARIA-E
ranging from 12.6%–36.8% (symptomatic ARIA-E:
2.8%–6.1%) and the incidence of ARIA-H ranging
from 17.3%–31.4%.11,12 Although ARIA is not lim-
ited to people who received anti-amyloid therapies, its
occurrence in this population highlights the need for
risk assessment, monitoring, and response strategies.
Increased awareness of ARIA is needed to ensure
that appropriate monitoring and management proto-
cols are in place for the current and future use of
amyloid-targeting treatments in clinical practice.

Common symptoms of ARIA observed in studies
of anti-amyloid therapies in early AD included dizzi-
ness, headache, visual disturbances and increased
mental confusion; however, it must be noted
that most cases of ARIAs in these studies were
asymptomatic.12,28,42 As such, in addition to the
baseline MRI, safety MRI scans before specific infu-
sions as outlined in the prescribing information of
approved agents are recommended to minimize the
likelihood of worsening or recurrence of ARIA. In
patients at higher risk of ARIA, such as APOE4
homozygotes and those who had ARIA on previous
MRI scans, additional scans are recommended.28,43

Care pathways for the management of symp-
tomatic and asymptomatic ARIA should be devel-
oped, clearly outlining when the anti-amyloid
therapies should be discontinued and any additional
treatment strategies that need to be employed. These
pathways can be based on the protocols included
in the prescribing information of the therapies, but
it is important for these pathways to be flexible
to evolve as more information becomes available.
These care pathways should clearly assign roles and
responsibilities to follow when ARIA is detected
and all members of the care team must be trained
adequately to monitor patients, identify ARIAs and
manage these events appropriately. Access to other
hospital resources, such as emergency rooms, inten-
sive care units, beds in hospital wards for admission,
laboratory tests, medications (such as anti-seizure
drugs) and inpatient MRI and electroencephalogra-
phy, must be ensured. Cross-disciplinary training and
collaboration can ensure optimal utilization of hos-
pital resources that could be required for monitoring
and managing ARIA.

Since the findings of ARIA may be subtle and
the treatment pathways will be based on the grade
of ARIA, neuro-radiology expertise will be criti-
cal. Neuroradiologists should be trained to detect
ARIA on MRI scans; radiologists who are not specif-
ically trained to detect ARIA may miss subtle lesions.

Above all, dementia specialists should be primarily
responsible for administering anti-amyloid therapies
and monitoring treatment response and safety, and
they should be well-versed with the efficacy and
safety profiles of anti-amyloid therapies. The num-
ber of dementia specialists, particularly those who
are aware of anti-amyloid therapies and willing to
administer them, may be low compared to the num-
ber of patients who might be eligible for anti-amyloid
therapies. Concerted efforts are needed to increase
the knowledge and training of dementia specialists
for administering anti-amyloid therapies safely and
effectively. At the same time, general neurologists,
geriatricians, and psychiatrists can be trained to per-
form these clinical and diagnostic assessments to
reduce the burden on dementia specialists.

Patients with early AD who are deemed eligible for
anti-amyloid therapies and their caregivers should be
made aware of the benefits versus risk of these thera-
pies so they can make an informed decision. Patients
and caregivers must understand the risk of occur-
rence of ARIA and the potential consequences, and
the need for safety MRI scans. To empower patients
and caregivers, the care team should offer clear expla-
nations of the safety issues and the measures in place
to mitigate these issues (Fig. 4).

Cross-disciplinary collaboration

Cross-disciplinary collaboration is important at all
stages from early identification of patients with early
AD to treatment and management with anti-amyloid
therapies. One of the primary challenges is the dis-
parity in the number of neurologists versus patients.
Although Asia constitutes 60% of the world’s popula-
tion, it contains only 20% of the world’s neurologists
and there is significant variability in neurologic care
across different countries depending on the level of
economic development and healthcare infrastructure
and the system of healthcare financing.26 With the
rapidly ageing population and the efforts to iden-
tify AD early in the disease process in light of
the availability of anti-amyloid therapies, a signif-
icant increase in the number of patients requiring
assessment and management is anticipated. To ease
the burden on dementia specialists, other health-
care practitioners, such as primary care physicians,
geriatricians, general neurologist or psychiatrists,
neuropsychologists, can offer valuable support in
the identification and assessment of patients with
early AD. While dementia specialists should be the
primary healthcare professional responsible for the
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Fig. 4. Safeguarding patients from adverse events of anti-amyloid therapies. ARIA, amyloid-related imaging abnormalities; MRI, magnetic
resonance imaging; PET, positron emission tomography.

management of early AD, collaboration with radiol-
ogists/nuclear medicine specialists for diagnosis and
monitoring, emergency staff to provide urgent care
in case of infusion reactions/ARIA/other AEs, and
geneticists for APOE4 testing and educating patients
and caregivers on implications will be required.
Dementia specialists who are educated and trained in
the use of anti-amyloid therapies can lead the edu-
cation of physicians in these disciplines to ensure
complete alignment in terms of the protocols and
pathways. When the therapies become available in
Asia, social workers can support administrative tasks
related to insurance and reimbursement as well as
provide patient and caregiver support.

Ideally, fully resourced centers/clinics should be
established for AD dementia diagnosis and care,
where anti-amyloid therapies can be provided to
eligible patients with early AD and these patients
can then be monitored and managed appropriately.
However, resource constraints could preclude such
clinics. Cross-disciplinary collaboration can address
this challenge; care pathways to facilitate the delivery
of anti-amyloid therapies can be introduced to exist-
ing pathways for other conditions, such as multiple
sclerosis and cancer.

Education

Education and training are the foundation for the
identification of patients with AD at the very early
stage and the efficient and safe delivery of anti-
amyloid therapies to eligible patients with early AD.
Educational efforts should be consistent and targeted
to specific challenges and barriers throughout the
patient journey.

As elucidated previously, there is a widespread
misconception in the general public as well as general
physicians and primary care physicians that cogni-
tive complaints in the elderly are a normal part of
ageing and a diagnosis of AD is pointless because
there is no available cure.17–24 Furthermore, most
general neurologists who do not manage patients with
AD dementia routinely in their practice are not likely
to be aware of the research and progress that led to
the development of anti-amyloid therapies for early
AD. For that matter, dementia specialists may not be
aware of the emerging clinical research data for anti-
amyloid therapies unless they were involved in the
clinical trials. Education for general physicians and
primary care physicians should be directed towards
increasing their awareness of the importance of fur-



J.-H. Lee et al. / Preparing for Anti-Amyloid Therapies for Early AD 9

ther assessment of elderly patients presenting with
cognitive symptoms and improving their capability
for administering screening tests. They should be
empowered to refer appropriate patients upstream
to specialists. Specialists, such as general neurolo-
gists, psychiatrists, and geriatricians can be trained to
further assess patients referred from the community
and administer diagnostic tests. These specialists are
uniquely placed to support dementia specialists in the
initial assessment of patients and in providing infor-
mation to patients and caregivers about the potential
of anti-amyloid therapies. Dementia specialists can
benefit from education and training on anti-amyloid
therapies, their efficacy and safety data, identifica-
tion and management of ARIA, and strategies for
communicating with patients and their caregivers,
while neuroradiologists should be trained for read-
ing MRI and PET scans to detect early changes in
AD, MRI sequencing protocols and criteria, and to
identify ARIA.

The general public and patients with dementia and
their families/caregivers should be educated so that
they are encouraged to undergo further assessment
for cognitive complaints. They should also be made
aware of the availability of DMTs for early AD and
the difference between DMTs and symptomatic treat-
ments of AD. Although anti-amyloid therapies have
the potential to change the treatment landscape of
AD, the general public should understand that these
therapies will not cure AD. It is important to man-
age treatment expectations and goals of care from
the outset. Before initiating treatment, patients and
their caregivers should have access to all available
information regarding the administration, frequency,
potential side effects, benefits versus risks of the ther-
apies, so that they are empowered to advocate for
themselves.

FUTURE DIRECTIONS

Current clinical practice for the management of
AD revolves around symptomatic treatment and
infrequent use of diagnostic testing modalities leads
to late-stage diagnosis. Further understanding of the
pathophysiological processes underlying AD and the
development of therapies targeting these processes
signals an upcoming paradigm shift in the approach to
managing AD towards biomarker-based early detec-
tion, diagnosis, and therapeutic interventions. To
adapt to this evolving scenario, healthcare systems

need to rethink the existing pathways for the diagno-
sis and management of AD and develop collaborative
and multidisciplinary pathways and framework with a
patient-centered focus.40 Data for anti-amyloid ther-
apies will continue to become available, both from
clinical trials and real-world studies, and it will be
important to revisit and rework the pathways consid-
ering emerging evidence.

Anti-amyloid agents for early AD are novel ther-
apies supported by rigorous data; however, how this
data translates into clinical settings is yet to be seen.
Results from post-marketing studies and registries
will provide further evidence for the efficacy and
safety of these agents and identify other measures for
evaluation such as clinically meaningful responses
and patient-related outcomes.

To account for regional differences based on eth-
nicities and differences in healthcare systems and
infrastructure, appropriate use recommendations for
specific anti-amyloid therapies can be developed by
each country in Asia based on the local PIs and
accounting for practice differences. These recom-
mendations should ideally be developed under the
auspices of the local dementia societies by dementia
specialists who have been involved in clinical studies
of the specific agents. While the global registration
trials of the available anti-amyloid therapies have
enrolled patients from Asia, further studies specifi-
cally in Asian populations with MCI or mild dementia
due to AD could improve the confidence of local
healthcare providers.

Further research and development of blood-based
biomarkers for AD could potentially transform the
way screening for AD and treatment monitoring is
performed. Blood-based biomarkers in the future
could alleviate cost and access-related issues asso-
ciated with PET or CSF biomarkers. Furthermore,
primary care physicians could potentially use blood-
based biomarkers to identify patients who would
benefit from a referral to specialists for further diag-
nostic tests.

Cost and accessibility issues will arise when anti-
amyloid agents for early AD become available in Asia
and will have to be dealt with according to the local
healthcare and reimbursement systems.

CONCLUSION

Anti-amyloid monoclonal antibodies are promis-
ing disease-modifying therapies that have the



10 J.-H. Lee et al. / Preparing for Anti-Amyloid Therapies for Early AD

potential to offer benefits to patients with early AD
who would otherwise have been treated symptomat-
ically. These agents will be particularly important
in Asia where the number of people living with
AD is expected to more than double by the year
2050. It is imperative for healthcare systems across
the different countries in Asia to prepare for the
availability of anti-amyloid therapies by establish-
ing new clinical pathways and models of care. Early
identification of AD will be crucial, and biomark-
ers will guide the diagnosis, treatment initiation and
patient monitoring. Incorporation of anti-amyloid
monoclonal antibodies into the treatment paradigm
for eligible patients will require strong multidisci-
plinary collaboration, thorough clinical evaluation,
development of protocols and infrastructure for infu-
sion and treatment monitoring, and comprehensive
training of all involved medical personnel. Clear
and transparent communications about anti-amyloid
therapies and the risks and benefits associated with
them to patients and their families/caregivers will
ensure their engagement and acceptance. Finally,
consistent and continuous educational efforts under-
scoring the importance of early diagnosis of AD
in this era of innovative therapies, aimed at the
general public, primary care physicians and spe-
cialists, will be essential for optimizing patient
outcomes.
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