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< KEY RESULT: The DCR detected MCI with AUC 0.90 vs. 0.71 for the MoCA — and O vs. 8 false positives among cognitively unimpaired adults >
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O.7 0.898 0.774 dem.) ' ' Scalable & efficient. The DCR takes ~3 min (vs. 10-15 for MoCA),
Etiology (AD vs. non- . requires no specialized training, and uses automated,
(] o — — —
Study Design 95% Cl R DSOS Srt=iel AD) Cognition Score 0.791 0.758 demographically corrected scoring—making it feasible for routine
e e screening.
. R L i . Sensitivity 83.7% 81.0% 1.4% Table 3. Exploratory analysis (n=8 AD-confirmed ). DCR probability ] . ] _ _ _ . .
3. Bihers R P & ot metrics outperform MoCA across tasks. Am.yI0|d Prjobablllty metrlg may add an etlologlc.al trlgge signal in the
' ' ' - Anay Specificity 41.2% 88.2% 76.5% _ _ anti-amyloid era. Confirmation in larger, prospective, biomarker-
p 5 — - N fuRS: AD-assocmlted VS AD not agssomated . .
+ — = Primary | | Secondary 100 | M | I p characterized cohorts is warranted.
Q0O Q o aa || 200 False pos. (N) 8 O 1 09 ol
( \( \/ A — . CuvsMCl || cuvscl 80 1 — 081 A "
MoCA | | ® Immediaterecal R Table 2. DCR vs. MoCA: higher AUC, far higher specificity, fewer false pos. g o7 . : Refe rences
UCV cohort . _ _ o Clock drawing 0 X 51 L7 |
N=49 » Clinical diagnosis » & [(Bayeilesds * ~ o ROC/AUC . ] ] % 60 | ] -.2 ,/
o History 3 i t K R Among 17 cogr.\l'flvely unimpaired adults, MoCA flagged 8 f; 05 .’ ‘ 1. Nasreddine et al. The MoCA: a brief screening tool for MCI. J Am Geriatr Soc.
e w p— . l : @ ° :):f:::ce false positives — the DCR O-5 Score flagged O. 40 E Zz /' * 2005:53(4):695-9.
® " ® Rescue . . % 2. Jannati et al. Digital Clock and Recall is superior to the MMSE for detecting MCIl and
MCI 21 e Neuropsycholo . ! / ]
: n . p jb gyk ock || & || gl || 8 i MoCA-negative rescue: of 14 MoCA-negative cases (226), 5 were 20 f e B mild dementia. Alzheimers Res Ther. 2024:16(1):2.
i ® Imaging / biomarkers 5 Cognition 1 1 . o 0.1 p — ARS (AUC=0.756) | -
@ Dementia n=1i e score | | seore || A% || ° { ? S J truly !r.rmpalred, the DCR correctly flagged 40% (2/5) that MoCA 1 ot 3. Gomes-Osman et al. Digital Clock and Recall: a process-driven evolution of the Mini-
classified as normal. Ot —— - — 0 0.2 0.4 0.6 0.8 1 Cog. Front Hum Neurosci. 2024;18:1337851.
- J - J % 2 N 7 Unimpaired MCI Dementia False Positive Rate
. : : At 20% prevalence: the DCR O-5 Score vields PPV 63% and NPV ) _ . 4. Jannati et al. Concurrent detection of cognitive impairment and amyloid positivity
Flgu.re I Wo!’kflow. The UC.V Cohqrt was assgssed with MoCA and DCR during 95% su P orting use as a rule-out screen Y Figure 6. Exploratory (n=8 AD): ARS rises across CU < MCI < dementia with a multimodal ML-enabled digital cognitive assessment. Alzheimers Res Ther.

Abbreviations: CU/CI, cognitively unimpaired / impaired; MCI, mild cognitive impairment; ARS, Amyloid Risk Score; FIP, Functional Impairment Probability; DCR, Digital Clock & Recall; DCT, Digital Clock Drawing Test (part of DCR); PET/CSF, amyloid-confirmation biomarkers.
Ethics: all participants provided written informed consent for research use. Disclosures: K. Thompson, S. Tobyne, A. Pascual-Leone, and A. Jannati are affiliated with Linus Health.

AAIC 2026 =+ © 2026 Linus Health,Inc. <+ ajannati@linus.health < linushealth.com




	Slide 1

