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Discussion transcript

Professor Philip Scheltens, chair of World Dementia Council, Professor Emeritus at Amsterdam 
University Medical Centers and head of the EQT Life Sciences Dementia Fund

We’re going to end today with two very exciting sessions. Not that the other ones were not exciting! 
But these are even more exciting, I would say! We have very excellent panellists and we are talking 
about prevention and new treatments. So, we’ll first start with the prevention, the case for prevention 
interventions. I will invite to the podium: 

• Matthew Baumgart, Vice President of Health Policy for the Alzheimer’s Association. Welcome. 

• Professor Miia Kivipelto or Professor Prevention herself in Clinical Geriatrics, Karolinska 
Institutet.

• Professor Johannes Streffer, he is the CMO of AC Immune. Welcome, welcome. 

• And George Vradenburg, he’s the founding chairman of Davos Alzheimer Collaborative and many, 
many other things George, welcome. 

So you know what is expected from you? Short statements on your view on the topic and then we’ll 
put it out to the audience. Matthew, can I invite you to go first? 

Matthew Baumgart, Vice President of Health Policy, Alzheimer’s Association

A lot of what’s been said in earlier panels today has been clinical-based or research-based and that’s 
not me. I am neither a clinician nor a researcher. I’m a policy guy who does a lot of public health work. 

And so, the first point I want to make is that I really think when it comes to prevention or risk 
reduction, whichever term you feel most comfortable using, we need to separate the clinical and 
the population-level evidence because I think there are two levels of evidence here. I think the 
population-level evidence is much stronger currently than the clinical-level evidence. But the lack 
of – or the less than ideal level of – clinical evidence should not prevent us from moving forward on 
a population level or a public health basis because I think the evidence is strong enough on a public 
health basis. And the flip side is, there isn’t really any harm. What’s the harm if we have fewer cases 
of hypertension, if we have more physical activity, if we have people who have better sleep, if there’s 
less diabetes, if there’s less obesity? I don’t think we should let the clinical dictate us not acting from 
a public health perspective. 

My second point is I think we need to shift our mindset. Most of us in this room have worked 
on dementia for a long time. What that means is, we work with older people or with their family 
members. And when it comes to prevention, while the saying is, “It’s never too late,” it’s also never 
too early. We are going to have to think about risk reduction at an earlier point in the lifespan, 
otherwise we’re not going to be as successful. This is something we’re struggling with at the 
Alzheimer’s Association. I’ve had staff say, “Oh, we should go in and talk about risk reduction in 
senior centers.” I said, “Well, why aren’t we going in and doing lunch-and-learns in workplaces?” 
We need to shift our mindset about who our audience is and who we work with when it comes to 
prevention. 

And then the third and last point is that there’s a lot of talk about people taking responsibility, and I 
am all in favour of that. But someone asked the question earlier today about integrating equity into 
other panels, and here’s my attempt to integrate equity into this panel. Individual responsibility can 
only go so far. There is a big public policy component here. You can’t address diet among people 
who live in food deserts. You can tell them to eat broccoli all you want. If they don’t have a store 
where they can buy broccoli, it’s not going to do any good. You can talk about physical activity and 
exercise, but if people live in unsafe communities – if they don’t have access to parks – the chances 
of their ability to engage in physical activity go down. Similarly, none of us are able to go into our 
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backyard with a machine that pushes the air pollution out of our yard. There are a lot of public 
policy components here. So while we often think of the individual when we talk about individual risk 
reduction, we need to think of the public policy implications and the public policy actions that also 
need to be taken. 

Miia Kivipelto, Professor in Clinical Geriatrics, Karolinska Institutet

Thank you, Philip, and thank you for the invitation. It’s my great pleasure to be here today. And it 
has been such good discussions. I’m very happy that the prevention part has been mentioned already 
several times by the previous speakers as well. Philip, I also liked your idea, not just talking what we 
have been doing, but what is the next decade? What is needed to give a maximum benefit for most of 
the persons and the societies? 

And clearly, I hope many of you agree, prevention is an important part of the story. I think it’s 
really the key to manage the dementia epidemic globally. In the same way, it’s the key for many 
other chronic diseases, think about diabetes or stroke. And that’s my first point. I think we should 
learn from the other chronic diseases. We should not work in isolation. There is this wonderful 40% 
dementia prevention potential. And if we are thinking low middle-income countries, I think this 
number is even higher. So, there is so much we can do globally and importantly we can do it already 
now. There is something we can offer for all persons. We have this potential, and we have the WHO 
risk reduction guidelines, my priority would be going to implementation. We have enough evidence to 
implement, we need to be ambitious, and we need to act now. 

How to do that? That’s maybe more difficult. We have of course the multi-domain FINGER 
interventions which can give benefits on many levels. I liked a lot the discussion what is clinically 
meaningful? And if I’m thinking the multi-domain interventions, we have efficacy on cognition but 
also on the functional level, quality of life, and even clear health economic benefits. So, we have a 
model that benefits the individual and sociery and can be adapted for different settings. 

What I think is very important now is trying to tailor the interventions on two different levels. On 
individual level, because we all have different risk profiles, if we are thinking younger persons, at 
midlife or older persons, I fully agree it’s never too late, we can always do something with these 
interventions. But also, on population levels, different settings, like I said, the population level 
interventions. And I would say that these both are not enough in isolation, we need to do both 
individual and population-based interventions, making the healthy choices the easy ones. 

And finally for the future I would say my dream would be a precision prevention for dementia. Not 
only lifestyle or the drugs but combining them to having even more efficacy. I’m very happy that we 
are now conducting the first combination therapy trials and here the precision medicine approach 
giving the right treatments for the right persons at the right time.
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And finally joint collaborations and data sharing. If I’m thinking how the randomised control trials 
have been planned and conducted in isolation, I think that time is over. We need to work together. We 
need to join and share the data. I’m very happy for the support we are now having for the World-Wide 
FINGERS to make that happen. We are now having around 45 countries in the network and many of 
those are from low-and-middle income countries. Thank you.

Professor Philip Scheltens, chair of World Dementia Council, Professor Emeritus at Amsterdam 
University Medical Centers and head of the EQT Life Sciences Dementia Fund

Thank you very much Johannes. 

Johannes Streffer, CMO, AC Immune

Philip, thank you very much for inviting me. Great pleasure and honour to be in this elusive room. I do 
not really understand why I deserve the honour but thank you.

Professor Philip Scheltens, chair of World Dementia Council, Professor Emeritus at Amsterdam 
University Medical Centers and head of the EQT Life Sciences Dementia Fund

Me neither!

Johannes Streffer, CMO, AC Immune

I thought so! I guess for this audience I do not have to talk about the why, the what and the how may 
be more important? But it is worth thinking about the why briefly. Steve Salloway I think said once 
there is nothing mild about mild cognitive impairment. Nobody wants to have that. If we want to start 
early, then prevention is really what we have to do. Miia and Matthew both talked about the what. 
And I am fully agree with Miia that it should be lifestyle and pharma prevention if we target it right. 
It really should come down to the how and I think the how is a critical problem where we all have to 
work together. 

We will have to identify the right people, for instance for interventions. Now, this means having the 
right biomarkers for that we have confidence in. We have to work on the clinical trial methodology. 
These trials will not be possible if we do not get a general understanding for instance of surrogate 
biomarkers that we trust. So first of all, as a community we have to trust these biomarkers and then 
we have to educate everyone from physicians, to the general public through to politicians, that these 
are the right things to measure and that we can trust that they will help us to understand these 
therapies. 

And then the question is, how do we develop an intervention that really can get to everybody. So, how 
do, how can we treat a pandemic. And how can we get the same traction that for instance you had 
during the COVID pandemic for Alzheimer’s. Because this is what we really need. We need traction 
across the overall world that this is possible. So, I think that how we are going to do that is for me the 
most critical point today. 

Professor Philip Scheltens, chair of World Dementia Council, Professor Emeritus at Amsterdam 
University Medical Centers and head of the EQT Life Sciences Dementia Fund

Thank you very much. George. 

George Vradenburg, Founding Chair, Davos Alzheimer’s Collaborative

George Vradenburg. I’m chairman of the Davos Alzheimer’s Collaborative, which many of you don’t 
know. So, a word of introduction here. This is a partnership between the biopharmaceutical industry 
on Alzheimer’s, through a global CEO initiative, with the World Economic Forum. It is creating a 
global mechanism through the establishment of a Swiss-based foundation, that basically is along 
the line of GAVI and CEPI. Now, why a global effort? Because all the efforts that we’re making in 
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individual countries, individual labs, and individual efforts are not linked or scaled in a way that 
solves the problem. As Elias Zerhouni who is on our board, said we are trying to solve a 100-foot 
problem with 10-foot ladders. And so, unless we link and scale what is going on around the world, 
particularly in low-and-middle-income countries, we are not going to solve this problem for the 
people of the world.

So, that is what we do. Our programme is threefold. One is on global clinical cohorts. I will come back 
to that in a second because it’s relevant to this. Second is on trials where we do combination trials and 
we’re partnered with Miia to try and figure out that problem around the world and with health system 
readiness. And you’ve heard from Phyllis Ferrell earlier about some of the work that we’re doing and 
trying to drive new technologies into health systems around the world. But all of it is built on the 
notion that no one researcher is going to solve this problem. No one government is going to solve this 
problem. No one advocacy organisation or company is going to solve this problem. We want every 
company to make money by curing this disease. We want every researcher in this room to get a Nobel 
Prize for curing this disease. But we need to work together. It’s a whole of society approach. 

When it comes to prevention and the sense of risk reduction, much of the work that my organisations 
are doing is doing out of our U.S.-based advocacy organisation called Us Against Alzheimer’s, where 
basically we’re working there to bring both advocacy in getting the United States government 
committed to a healthy aging and reduction of risk of dementia goal. It’s now a goal of our national 
government to link this notion of healthy aging and reduction in the risk of dementia. And so, the 
public sector through HHS, working with Matthew, is very much looking at what the federal agencies 
can do on that regard. 

I want to bring business into this because I think business has a much more likely possibility of 
changing our behaviours than the United States government. So, we have efforts as business, as 
employers. They care about the workforce, they care about the health of their workforce, so how do 
we encourage them with data and with practice to determine how better to improve the quality of 
care, quality of health for the brain in their workforce? Business also an is innovator of products and 
services. If you want to eliminate food deserts, you don’t go to the United States government, you go 
to the food industry and say, what incentives do we need to put in place to eliminate food deserts, 
to reduce the amount of processed food, and to increase the amount of fresh food? So that means 
working with industry, potentially with the Food Drug Administration, the food part of the FDA. 

Let me give you an example of why I think business has an important role. We just recently 
deregulated the ability to get hearing aids through normal pharmacies and over the counter as 
opposed to having to go through experts. That’s going to increase hearing aid use. That’s going to 
reduce loneliness because we know that hearing, loss of hearing is one of the factors that leads to 
social isolation. So, business should be part of this. The challenge is to do it. The UK has been ahead of 
us on the Business for Leadership effort of Tina Woods, and so we’re partnering now with them.

On the cohort front, we’re adding Alzheimer’s measures to existing cohorts around the world. These 
are very large cohorts on infectious disease, cardiovascular, metabolic disease and so on. If you begin 
to add cognitive measures, digital cognitive measures, blood for both genetics and biomarkers you 
can make progress. We now have the suite of things that can link all of these chronic diseases of aging 
that are linked together and so create a global platform, a global architecture for how it is that we can 
get to healthy aging around the world. 

Professor Philip Scheltens, chair of World Dementia Council, Professor Emeritus at Amsterdam 
University Medical Centers and head of the EQT Life Sciences Dementia Fund

Thank you very much all for these very brief comments, although the word brief has a different 
meaning. 



9  |  The case for prevention interventions? Summit 2023

George Vradenburg, Founding Chair, Davos Alzheimer’s Collaborative

We’re now in the stage of the day. Everything has been said, but not everyone has said it.

Professor Philip Scheltens, chair of World Dementia Council, Professor Emeritus at Amsterdam 
University Medical Centers and head of the EQT Life Sciences Dementia Fund

He announced already that he would say this, so I got you this. So, audience, come on, challenge them. 
I mean, this is all true but what! Oh, Brian, you haven’t said anything this afternoon yet, so I’ll give 
you the floor immediately. Brian Lawlor, over there. Does he have a microphone yet? Oh, okay. Sorry. 
Myrra took the microphone, so you can, Myrra, really, really briefly, briefly, because there are many 
people who want to comment.

Participant | Myrra Vernooij-Dassen, Professor emeritus Radboud University Medical Centre

Briefly. Okay. Well, one of the important elements of Miia’s comment is the importance of treating 
dementia as a multifactorial syndrome, and this is something which has not been said too much 
today. We can deliver improved interventions in the future if we have a better understanding of 
mechanisms and we better use the evidence there is, because there is evidence on the level of 
association, of epidemiological association and so on. We have to know more about the mechanism 
in order to improve our interventions and to know what we are really doing and what is important in 
these multifactorial interventions. 

Miia Kivipelto, Professor in Clinical Geriatrics, Karolinska Institutet

Thank you. Fully agree. I see late-onset Alzheimer’s and dementia as a multifactorial, quite complex 
disorder, and probably we need to target several mechanisms and risk factor targets at the same time. 
But really to move to the personalized or precision medicine approach. I agree, we need to study more 
and understand more about the mechanisms. What we are doing now in the World-Wide FINGERS 
trials, and this comes back to the blood-based biomarkers, is we can analyse the blood samples to try 
and understand what the exact mechanisms are. So, this kind of network gives us opportunities for a 
new kind of, I would say, findings when it comes to these underlying mechanisms.
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Participant | Brian Lawlor, professor of old age psychiatry at Trinity College Dublin, and deputy 
executive director of the Global Brain Health Institute

They say that brain health is the new heart health. And I’m just wondering about the panel’s views 
on a societal-wide approach to prevention. The concept around brain healthy communities and brain 
health across the life course. What are the panel’s views on that? 

Professor Philip Scheltens, chair of World Dementia Council, Professor Emeritus at Amsterdam 
University Medical Centers and head of the EQT Life Sciences Dementia Fund

Yeah. Can we go for the panel? Matthew, you first. 

Matthew Baumgart, Vice President of Health Policy, Alzheimer’s Association

Sure, I’ll answer that. I am completely in favour of it. When you look at a lot of the risk factors, 
you’re right. A lot of them are heart-related, whether that is an actual heart-related condition 
– hypertension, diabetes, obesity – or whether it is a lifestyle factor that affects the heart – diet, 
exercise, smoking and so on. I think given the resources of public health, the better way to go is to try 
to integrate dementia messaging and a dementia focus into a broader health effort. Kill two birds with 
one stone. That also helps on the resource side, at least when you’re talking about the public health 
world. 

Miia Kivipelto, Professor in Clinical Geriatrics, Karolinska Institutet

Yes, I fully agree. And what we have been saying for years, what is good for the heart is good for 
the brain, is still true, and this vascular part is probably the one where we have already so many 
treatments, both non-pharmacological and pharmacological. There are still questions. For example, 
what type of blood pressure medication or diabetes medications are the best for the brain? So more 
research is needed, but absolutely we can give these recommendations. And I think, brain health, it 
motivates people to maybe take better care of these risk factors. 

Matthew Baumgart, Vice President of Health Policy, Alzheimer’s Association

Can I make one other comment on the previous point about multifactorial? Most of the multifactorial 
components is also heart-related. You rarely find people with only one of these health problems. You 
have people with hypertension who are also obese or who also don’t exercise or who have a bad diet. 
So that multifactor approach, doing it across the board on health, I think is our best public health 
approach. 

Johannes Streffer, CMO, AC Immune

Yes, obviously, fully agree. And I think brain health is critically important. Everything we can do to 
keep the brain healthy has to be done. And this is the way to go. It’s certainly true on a population 
level where we have a lot of easy wins in a way, because a lot of things are just not done. 

What I would like to mention as well is that if you are not a healthy brain, and an unfortunate 
model is for instance brain trauma, then you’re at much higher risk for aggregating proteins in the 
brain. So, the diseases we are talking about, are as well associated with less good brain health not 
necessarily caused by lifestyle. So, these things go together. And I think we talked about multifactorial 
interventions.

Where we need to end up is having multifactorial lifestyle interventions for brain health and 
multifactorial pharmacological interventions. Very similar to the heart, right, there is no way of 
solving this by starting late or starting one dimensional. And then the question for me is, how are 



11  |  The case for prevention interventions? Summit 2023

we ever going to prove anything like that? So how are we going to prove? And then I would like to 
come back to that point. And that is the education, for instance, on biomarkers. Can we find markers 
that, and take it very broad, we believe are predictive of the treatment effect. And we do not need 
a thousand patients for five years for everything, but we have something we can track. So, if we say 
multifactorial, then biomarkers, again, the only way to prove it. 

George Vradenburg, Founding Chair, Davos Alzheimer’s Collaborative

I would say the only intervention or comorbidity that at least the NIH thinks is significant is diet 
and hypertension. They don’t believe that a lot of these other stuff in Lancet, all these other 13 
factors, have been shown to have much of an impact on disease risk or progression. They have over 
100 lifestyle clinical trials and are trying to understand the biological change associated with a wide 
variety of other different lifestyle interventions.

But in a sense, we know that in fact, a healthy lifestyle is probably good for a lot of reasons, so why 
not go after healthy aging in addition to talking about therapeutic approaches to dementia? Or talk 
about brain health. When you go to the doctor, you typically get a checkup from the neck down, you 
rarely get a checkup from the neck up. So again, it comes back to the health system that a number of 
us have been railing about, and I will reiterate that the health system is just not yet prepared to think 
about the brain yet. 

Professor Philip Scheltens, chair of World Dementia Council, Professor Emeritus at Amsterdam 
University Medical Centers and head of the EQT Life Sciences Dementia Fund

I’m gonna come back to you. Mark, you are first. 

Participant | Mark Roithmayr, Chief Executive Officer, Alzheimer’s Drug Discovery Foundation 
(ADDF)

This question is a question for Miia and it’s about the future of precision prevention. And Miia you 
are doing a combined trial now, right? Prevention with a repurposed drug metformin. Can you tell us 
a little bit about that? But even more importantly, take us out three, five years, and do you see other 
repurposed drugs or other single molecule drugs that you could work with in FINGER trials? 
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Miia Kivipelto, Professor in Clinical Geriatrics, Karolinska Institutet

Yes, it’s a great question. So, the MET-FINGER trial is the first trial where we combine the FINGER 
model with the repurposed drug, metformin, a diabetes medication. And the idea is simple. We 
thought that if you combine, you could get the better efficacy. Not for all, but for those who have 
the risk profile. So, all are getting the FINGER intervention or are included in the control arm which 
is regular health advice. In the multi-domain intervention group, those who have a pre-diabetes or 
a certain risk profile, then they get metformin in different doses. I think this is a model for the next 
generation of clinical trials where you could test, for example, the new diabetes medication, for 
example, GLP-1 agonist, or maybe some other repurposed drugs.

This is a pragmatic trial, and at the same time, using the precision preventive approach. We also use 
ApoE4 enrichment. So, we try to really get people before they have symptoms, but who have a clear 
risk profile. It will be exciting to see how the model works and to use the platform design to other 
clinical trials.

Professor Philip Scheltens, chair of World Dementia Council, Professor Emeritus at Amsterdam 
University Medical Centers and head of the EQT Life Sciences Dementia Fund

Thank you. Rhoda, I think you have the microphone. Any question? 

Participant | Rhoda Au, Professor Anatomy and Neurobiology, Boston University

Yeah, well, you cut me off in the last one! So I’m gonna use this opportunity now, right? And it turns 
out it might work better! 

We talk a lot about dementia as a life course disease, but we actually don’t study it that way. Because 
if you look at the data, we tend to look at people 50 years and up, and we don’t look at 50 years and 
down. If we’re trying to think about how we make this relevant to all governments, to all public policy 
makers, it turns out that everything that’s bad for the body is bad for the brain, right? The only reason 
we think about heart-brain is because of things like Framingham. We started with the study of heart 
disease and stroke. And look, we collected lots of data for a really long time, and then we realised, oh, 
it’s related to the brain. Well, it turns out, so is probably almost everything that we study.

We need to figure out how to bring true life course data into this and bring in, again, public health, 
which is our government leaders, right? And really take sort of the whatever disease, I don’t really 
care what you’re interested in, I already know it’s relevant to the brain. So why don’t I make that 
connect? Why don’t we just start with wherever your interests are and connect that to the brain, 
right? I think that gets us to the much bigger public health agenda. 

And to that, because I wanted to address this to Andrew last time, I want to point out, we are all 
working with really biased data, all of us. Everything we know today is on biased samples. We don’t 
actually even know something as basic as blood pressure and its real relationship to the brain because 
we don’t study blood pressure in the right way. That’s where technology comes in. Technology is not 
supposed to be doing a better version of what we are doing. It’s supposed to be doing what we’re not 
doing. And if we get the data that we really need, then people like Andrew can move forward with the 
AI, that’s going to get us to the solutions that we’re talking about. 

Professor Philip Scheltens, chair of World Dementia Council, Professor Emeritus at Amsterdam 
University Medical Centers and head of the EQT Life Sciences Dementia Fund

Thank you. If you just pass the microphone to Tetsu, so, but wait a while, so, so, I first have the panel 
respond quickly to, so George. 
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George Vradenburg, Founding Chair, Davos Alzheimer’s Collaborative

Yeah, you’ve just heard from the manager of the DAC global cohorts work. One of the things Rhoda 
is doing, based upon the responses DAC has had in Africa, raises an intriguing challenge. African 
researchers are working with a demographic profile that’s quite different from Japan and Europe. 
And so, they’re saying, we’re working in maternal health, working with young people. And so, as a 
consequence, they’re saying, let’s think about starting now what will be the ADNI of the future in 
which we look at all of these factors as they relate to brain health across the life span. Early childhood 
problems, education levels, sex violence in the home, all of these factors which over a period of one’s 
lifetime you could begin to accumulate and marshal the data which in fact will demonstrate the 
basis for potential precision interventions and on brain health more generally. The challenge for us 
in the field is we don’t have methodological research on how to do this yet, but we have an appetite 
to explore this perspective in those countries of the world who have a demographic profile quite 
different from Europeans, Americans, and Japanese.

Miia Kivipelto, Professor in Clinical Geriatrics, Karolinska Institutet

Just a short note, I like a lot the concept life course perspective and it’s never too early to start to 
prevent. We are now working with the concept Family-FINGERS, trying to take FINGER to the schools 
where you shape your lifestyle, and also multi-generation FINGERS so that the caregivers, who is also 
a risk group, could take part of that. So, these are some new concepts we are working with.

Participant | John Gallacher, Professor of Cognitive Health, Oxford University and Director of 
Dementias Platform UK 

I’d like to congratulate George on focusing on cohorts and the theme of life course, which is currently 
coming up. The problem with the population cohort is it’s optimised to detect the causes of diagnosis. 
The problem with the clinical cohort that it’s optimized to detect the effect of a treatment. Bringing 
these two together is extremely difficult. And using just legacy data, I really don’t think it’s going to 
work. So how about a dedicated disease progression cohort going from, designed to go from earliest 
detection through to diagnosis, through to trajectory, and then through to death? 

George Vradenburg, Founding Chair, Davos Alzheimer’s Collaborative

I think that’s great. One thought: perhaps we should start now with what you got. We indeed have 
cohorts around the world, remarkably, that have been collecting data on their populations for a wide 
variety of reasons. And, in many cases, that data goes back 20 and 30 years, in some cases with cohorts 
with 100,000 persons. So, in fact, if you work with it and then try and patch it, fill it in, and begin to try 
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and think of the research methodology of what it is that you want systematically to collect through 
time, you at least start somewhere. Because one of the problems that all of these meetings tend to 
have, at least in my opinion, is that we tend to have a vision but we don’t have action. Was it Emerson 
who said, that ‘vision without action is hallucination’?

Professor Philip Scheltens, chair of World Dementia Council, Professor Emeritus at Amsterdam 
University Medical Centers and head of the EQT Life Sciences Dementia Fund

Trust George to have a quote. 

George Vradenburg, Founding Chair, Davos Alzheimer’s Collaborative

Someone here said it’s the people in this room who will make change. If you look at people in this 
room, however, this is not the people that we ought to be working with. The people in this room do 
not reflect the 75% of the people of the world with dementia who are in low-and-middle income 
countries. That population is not significantly represented here. So, we all can act very effectively in 
Europe and the United States and Japan, but the people outside of this room are the people we should 
be working with much more effectively. That means Africa, the most diverse legacy populations in the 
world. It means Asia, much more diverse than the United States or Europe. So, I would suggest that 
we have got to act, not just think about what we want to do, not making the perfect the enemy of the 
good, but to act with what we have now and build upon it.

Professor Philip Scheltens, chair of World Dementia Council, Professor Emeritus at Amsterdam 
University Medical Centers and head of the EQT Life Sciences Dementia Fund

You haven’t even mentioned China actually for that matter also. Tetsu.

Participant | Tetsu Maruyama, Chief Scientific Officer, Alzheimer’s Disease Data Initiative (ADDI)

So, I’d like to ask about the elephant in the room. It’s great to have identified the risk and even for 
individuals the things that you can do. But, we know that almost everybody in the developed world 
who smokes knows that it’s bad for them. And people at least know that they ought to lose weight. 
But some of the interventions that have mattered have been policy ones. Banning smoking indoors 
has had a huge effect on heart health. So the question is, should we be emphasising policy that’s going 
to have people follow the recommendations that research is producing right now? Or is education 
really the answer here? Or how else are we going to get people to take up these recommendations and 
use them to prevent dementia? 
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Professor Philip Scheltens, chair of World Dementia Council, Professor Emeritus at Amsterdam 
University Medical Centers and head of the EQT Life Sciences Dementia Fund

Quick comments. Yeah, so quick.

Matthew Baumgart, Vice President of Health Policy, Alzheimer’s Association

That was one of the points I made in my opening statement. We cannot forget public policy here and 
the significant role it has. I was talking about it more in the context of social determinants of health 
and health equity, but the example that you gave is perfect in terms of smoking. In terms of access, 
George mentioned another example: the hearing aid policy in the United States having changed. So, 
Tetsu, I one hundred percent agree with you. 

Miia Kivipelto, Professor in Clinical Geriatrics, Karolinska Institutet

Yes, fully agree. Both individual level and population level approaches are needed, but either is 
insufficient alone. You need to have them both. And I think, again, the nice thing with the multi-
domain interventions is you don’t need to do a huge amount of everything. It can increase the layer of 
protection if you do several of those interventions. So in that way, I think we need both.

Johannes Streffer, CMO, AC Immune

I mean, this is a great point, and we were discussing that earlier in the coffee break with John. It is 
about motivation right. So policy can do a lot. You can say we stop this we forbid it! But that is very 
difficult on lifestyle in a free world, we do not want people to tell us how we live. We have to motivate 
people instead. So, it’s about motivation and finding the right motivators. And this is something to 
motivate all of us family and friends. It is about education and awareness. So, do people know that 
these risk factors are really important for dementia? And I think most people don’t know. 

Professor Philip Scheltens, chair of World Dementia Council, Professor Emeritus at Amsterdam 
University Medical Centers and head of the EQT Life Sciences Dementia Fund

Good point.
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George Vradenburg, Founding Chair, Davos Alzheimer’s Collaborative

I would also say that, in fact, you can make a lot of money  with safe cigarettes, right? We’re moving 
that direction with vaping. And, in fact, you can continue to go down that path. And I’m suggesting 
business innovation can solve this a lot faster than public policy.

Professor Philip Scheltens, chair of World Dementia Council, Professor Emeritus at Amsterdam 
University Medical Centers and head of the EQT Life Sciences Dementia Fund

Question from you. 

Participant | Lucia Crivelli, Neuropsychology Coordinator, FLENI

I’m part of the World-Wide FINGERS Network. We are working in the LATAM-FINGER Network, 
which gathers 12 countries across Latin America in an effort to follow multi-domain intervention. 
We have been funded and supported by the Alzheimer’s Association. One of the things that was 
more difficult for our initiative was to recruit participants. We got there! We have now over 1,000 
participants already being recruited. This is a very diverse population. We have more than 50% of 
our sample is mestizo. So, it’s ethnically diverse, but it’s also culturally diverse. When we wanted 
to apply the multi-domain model to our population what we found is that it was impossible, very 
difficult to import the knowledge gained in Finland to Latin America. So, we had to do modifications, 
but these modifications had also to be done within Latin America because of the heterogeneity of 
our own population. There was no single modification that worked for such a diverse population. 
So, when I think about bringing this in public health policy on a much bigger population group than 
a trial population, I cannot imagine how can we implement, how can we bring to earth all of these 
differences, all of these things that are part of our richness but are also big challenges. So, I wanted 
your comment on that. 

Professor Philip Scheltens, chair of World Dementia Council, Professor Emeritus at Amsterdam 
University Medical Centers and head of the EQT Life Sciences Dementia Fund

Question on implementation Miia.

Miia Kivipelto, Professor in Clinical Geriatrics, Karolinska Institutet

Yes, it’s a great example about diversity. While we use the same model, it should be adapted to 
the local circumstances and to that population. One size does not fit all. So, I think this practical 
experience is very, very important. And I really think implementation research is so important. And it 
is true for the behavioural changes, what is needed for that person, what is needed from that society. 
It is not the same everywhere. So, I really would like to highlight that we need to work much more 
with these questions, both research, implementation and policy. 

Johannes Streffer, CMO, AC Immune

Very short, that is the same for every pharmacological intervention. They as well have to be tailored to 
be available everywhere. So it cannot be a treatment that is not affordable for the world. It has to be a 
treatment that is affordable for the world. 

Professor Philip Scheltens, chair of World Dementia Council, Professor Emeritus at Amsterdam 
University Medical Centers and head of the EQT Life Sciences Dementia Fund

Last question from the audience. 
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Participant | Dominic Trepel, Assistant Professor (Health Economics), Trinity College Dublin

I think that there’s a lot of potential benefit in prevention that we haven’t realised. I’ve been working 
as an economist in dementia for 15 years. I just wanted to hear from the panel if there is a case to 
divest what’s currently being invested in post diagnostic dementia across all of the things that we’ve 
heard about today and to start putting into prevention, how will that happen? 

Professor Philip Scheltens, chair of World Dementia Council, Professor Emeritus at Amsterdam 
University Medical Centers and head of the EQT Life Sciences Dementia Fund

That brings me to the question that you can end the panel with. So, should we divest the investments 
that we do in other things into prevention? Matthew, you first? 

Matthew Baumgart, Vice President of Health Policy, Alzheimer’s Association

No.

Miia Kivipelto, Professor in Clinical Geriatrics, Karolinska Institutet

No.

Johannes Streffer, CMO, AC Immune

No.

George Vradenburg, Founding Chair, Davos Alzheimer’s Collaborative

No.

Professor Philip Scheltens, chair of World Dementia Council, Professor Emeritus at Amsterdam 
University Medical Centers and head of the EQT Life Sciences Dementia Fund

Okay. No. No. Well, that ends the panel today. Very nice. It’s actually right on time. It’s 4.15 and we 
have to hard stop at 5.00. I don’t want to allow the last panel the same amount of time as you have. 
Thank you very much. Thank you. 
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