Treatment Goals for Anti-Amyloid Therapy in Early-Stage AD:
A Consensus From U.S. Dementia Specialists
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Final Consensus Results
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Targeted Literature Search and Grading Care Partner Burden' Treatment/Administration Biological/Mechanistic Care Experience and
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October 2025 using predefined search terms (Figure 2) Figure 2. Systematic Literature Review Strategy and Predefined burden (P/CP/HCP) 43-46% — Routes of administration (P/HCP) 64.3% — Removal of toxic AR (HCP) 59.1% — Satisfaction with initiation (P)
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independent (CP)

inclusion and exclusion criteria, followed by a full-text
review of selected publications.

PubMed Filters
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* Level 1: Strong support. for full-text screening « Across patient, care partner, and HCP perspectives, consensus was driven by goals focused on keeping patients in the
» Level 2: Moderate or partial support. v Cateqorizing Publications earlier, milder stage of disease for longer, supported by a manageable safety profile and continued access to treatment.
* Level 3: Limited evidence; support primarily derived 70 publications used to create _y, ‘icles grouped into 3 domins: patients; care partner:  These findings support the use of consensus-based treatment goals as part of a structured framework to facilitate
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evidence, patient circumstances, and treatment experiences evolve.
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