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Background & Objective

Results

. The arrival of new medications for Alzheimer’s disease Figure 1. Equity Pathway for Treatment of Early Alzheimer’s Disease Figure 4. Social Welfare Impact of Funding Disease-Modifying AD Treatment, Scenario Analyses

(AD) has prompted efforts to measure their value using 400,000
conventional cost-effectiveness analyses (CEAS)
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>000 10000 15000 20000 25000 4. [Earlier & Equitable Treatment] All patients with early AD are diagnosed and started on treatment

" Estimated Prevalence of Early AD among Adults Ages 65 and Older during the MCI due to AD stage (i.e., there are no missed or delayed diagnoses, and all eligible patients
m Estimated Number of Individuals with Formal Diagnosis receive treatment)

* We expressed opportunity costs in terms of lost quality-
adjusted life-years (QALYSs), and assumed each subgroup
bore a share proportionate to its population size.

5. [Targeted Equity Implications for 65+] Focusing the analysis on the 65 and older population only,
Figure 3. Net Health Impact of Funding Disease-Modifying Treatment for AD where both benefits of treatment and opportunity costs are borne only by the 65+ group. This result
represents the social welfare impact among the general population aged 65 and older

* We quantified changes in population health resulting from
health gains and opportunity costs from treatment, and
used the Atkinson Index to examine equity tradeoffs.
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Conclusion 9 Summary of Key Findings

QL 60
 Our ana_xlysis suggests AD treatment could improve 3 At an opportunity cost threshold of $150,000/QALY, treatment improved population health, adding
population health and health equity. s ¥ I 28,197 QALYs a year to the U.S. population.
« Health systems changes (e.g., expanding diagnostic testing S o0 — L
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and starting patients on treatment at earlier disease stages) 2 I I l _ I I _ Groups with a positive net health impact had the greater proportion of individuals assumed to receive
are key to strengthening treatment and equity impacts. 5 30 . O .
> treatment and a greater proportion of individuals aged 65 and older (Figure 3).
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. 90 Accounting for health inequality preferences (Atkinson inequality aversion parameter = 11), AD
Medlc al treatment reduced health inequality by 0.009% annually in the U.S.
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Center Highest © ¢ % ¥ v v ¥ ¥ Y owest In scenario analyses, population health improved more than tenfold in comparison to the base case.
e © baseline Conclusions were robust across a wide range of inequality aversion parameters (Figure 4).

AD: Alzheimer’s disease; Q: Quintile (1= least socially vulnerable; 5 = most socially vulnerable); APl = Asian/Pacific Islander; H = Hispanic;

ThIS Stu dy was Sponsored by GenenteCh1 InC W = White non-Hispanic; B = Black, non-Hispanic; AIAN = American Indian and Alaska Native; QALY: quality adjusted life year



