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AB S TRA C T

We describe the model developed by two separate healthcare systems to deliver

the antiamyloid therapy, lecanemab, to patients with mild cognitive

impairment and mild dementia. Based on current guidelines, the experience

of two separate healthcare systems that developed lecanemab clinical care

delivery programs is described in detail including the development of patient

eligibility criteria, cooperation with specialty services, patient monitoring,

and practical steps required to safely implement lecanemab programs at a sys-

tems level. Geriatric psychiatrists have a prominent role in prescribing and

monitoring antiamyloid therapy in both systems and we highlight the unique

role of the geriatric psychiatrist in the future delivery of antiamyloid therapies

as memory care specialists. (Am J Geriatr Psychiatry 2025; 33:601−610)
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Highlights

� What is the primary question addressed by this study?
How do different healthcare systems develop their respective models for lecanemab implementation?.

� What is the main finding of this study?
We describe the model developed by two separate healthcare systems for the delivery of lecanemab to pro-

vide guidance for other health care systems.

� What is the meaning of the finding?
Implementation of lecanemab in health systems is a complex and multidisciplinary process that requires

institutional investment for appropriate delivery and monitoring, however institutions can develop unique

delivery models based on their infrastructure.
OBJECTIVE

A lzheimer’s Disease (AD) is the most common
cause of dementia worldwide, with an esti-

mated 6.9 million Americans over 65 living with
AD.1 As increased age is the biggest risk factor for
development of AD, the number of Americans with
Alzheimer’s disease is expected to increase to 13.8 mil-
lion by the year 2060 as the number of Americans
aged 65 and above increases.1,2 The amyloid cascade
hypothesis describes the pathogenesis of AD as the
accumulation of amyloid beta (Ab) protein into cere-
bral plaques. These plaques lead to downstream neu-
rotoxic effects from the subsequent development of
hyperphosphorylated tau which progresses to intra-
neuronal neurofibrillary tangles. This progression is
thought to lead to subsequent neurodegeneration and
clinical symptoms of AD.3 Treatment of AD is limited
- there are few treatments available for management
of cognitive and functional decline. Recent research
has focused on amyloid-beta as a potential target for
disease-modifying therapy given its role in
neurotoxicity.4

Lecanemab is the first monoclonal antibody
granted traditional approval by the United States
Food and Drug Administration (FDA) indicated for
treatment of mild cognitive impairment (MCI) and
mild dementia due to Alzheimer’s disease. Lecane-
mab is a monoclonal antibody with affinity for solu-
ble amyloid-beta protofibrils, a prefibrillar form of Ab

formed by soluble Ab aggregates and part of treat-
ment now known as antiamyloid therapies (AAT).5

In studies, lecanemab has been shown to decrease the
presence of Ab plaques in the brain while slowing the
2

clinical progression of neurocognitive decline in
patients with early AD.6

Administered via intravenous infusion at two-
week intervals, current guidelines require that
patients have evidence of amyloid deposition
obtained through amyloid PET scan or CSF analysis
prior to lecanemab infusion.7 Recent FDA approval
was informed by a Phase 2b and the Clarity AD Phase
3 trials, both randomized placebo-controlled trials
which demonstrate amyloid removal and slowing of
cognitive decline on the Alzheimer’s Disease Assess-
ment Scale-Cognitive subscale, version 14 (ADAS-
Cog 14) and Clinical Dementia Rating Sum of Boxes
(CDR-SB) in patients with MCI and mild dementia
due to AD.7,8 While results from the CLARITY- AD
trial showed cognitive decline in both treatment and
placebo groups, treatment with lecanemab demon-
strated 27% slower cognitive decline in the treatment
group compared to placebo after the 18-month trial.7

Following FDA approval in 2023, guidelines were
published for the delivery and clinical monitoring of
lecanemab. Given potential side effects associated
with lecanemab, appropriate use guidelines were
developed by Cummings et al.9 to inform eligibility
criteria and clinical monitoring of patients receiving
lecanemab. A potentially serious side effect of antia-
myloid therapy is amyloid-related imaging abnormal-
ities (ARIA). There are two types of ARIA associated
with lecanemab treatment including edema (ARIA-E)
and hemorrhage (ARIA-H). In the CLARITY-AD trial,
the overall incidence of ARIA-E was 12.6% compared
to 1.7% in the treatment and placebo groups respec-
tively. For ARIA-H, the overall incidence was 17.3%
in the treatment group compared to 8.7% for placebo.
ARIA-E and H can occur in isolation or in
Am J Geriatr Psychiatry 33:6, June 2025
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combination. It is known that ARIA-H incidence is
increased in patients with ARIA-E.10 There was also
increased risk of ARIA in patients with one or two
copies of the APOE4 allele, leading to the recommen-
dation for APOE genotype testing in clinical candi-
dates. Hemorrhage was also seen more frequently in
patients on anticoagulation, which has become a con-
sideration for eligibility criteria. Given the increased
risk of ARIA and cerebrovascular hemorrhage seen in
treatment groups, current guidelines recommend reg-
ular monitoring of patients by brain MRI.9

Implementing a clinical delivery structure to effec-
tively and safely deliver lecanemab to patients is a
major undertaking for the memory care specialist.
Current guidelines outlined by Cummings et al.
advise clinicians on 1) how to identify appropriate
candidates for lecanemab treatment, 2) MRI intervals
for imaging assessment prior to treatment and during
treatment to monitor for ARIA, 3) assessment of amy-
loid pathology based upon lumbar puncture or amy-
loid PET scans, 4) screening recommendations for
APOE status to assess risk with treatment and how to
provide adequate counsel of these results to patients
and families, 5) need for infusion centers where
patients can receive bi-weekly lecanemab infusions,
and 6) ensuring trained medical staff is available to
manage severe side effects of ARIA. Clinics currently
use these guidelines to develop effective and safe
delivery models for lecanemab implementation.11 In
addition, health systems show that lecanemab infu-
sion is feasible and financially sustainable.12

Cognitive evaluation, diagnosis and treatment is a
sub-specialty of geriatric psychiatry and geriatric psy-
chiatrists receive formal fellowship training in demen-
tia care. As patients and caregivers seek more
knowledge and understanding of their disease, geriat-
ric psychiatrists, who see primarily patients ages 65
and over, are in a strong position to manage cognitive
evaluation and treatment as the primary cognitive dis-
order specialist and may contribute to patient and
caregiver satisfaction. Geriatric psychiatrists bring
unique perspectives to new onset psychiatric symp-
toms, especially late life depression, that many times
turn out to be early signs of cognitive decline.13 In
addition, geriatric psychiatrists employ treatment
approaches that focus on psychoeducation. A recent
study shows psychiatrists were more likely than pri-
mary care physicians or geriatricians to discuss etiol-
ogy of MCI or mild AD with patients at the time of
Am J Geriatr Psychiatry 33:6, June 2025
diagnosis.14 Geriatric psychiatrists provide cognitive
care at several academic institutions nationally and
have served in key leadership roles in clinical trials of
antiamyloid therapies.7 Therefore, it is appropriate for
the geriatric psychiatrist, as the primary memory care
specialist to oversee and manage new treatments such
as antiamyloid therapy as part of the treatment plan.

In this paper, we describe processes to safely pre-
scribe lecanemab in two separate health systems, Duke
University and the University of North Carolina
(UNC) where geriatric psychiatrists, along with neu-
rologists and geriatricians play a key role in providing
cognitive care and prescribe lecanemab. We discuss
how these academic medical centers developed proto-
cols to 1) accommodate increased referrals and stream-
line assessment to identify appropriate treatment
candidates, 2) assess eligibility for treatment, 3)
develop processes for coordinating infusions and fol-
lowing safety monitoring protocols, 4) develop imag-
ing protocols, efficient scheduling and coordinate
serial MRI safety review practices, and 5) implement
processes to reduce emergency room medication risks
and optimize safety surrounding urgent evaluations.
Additionally, we discuss the importance of developing
a standardized way to document findings appropri-
ately, manage health care system reimbursement, and
effectively communicate with patients and across disci-
plines. We anticipate these models in our health sys-
tems will extend to the offering of all approved
antiamyloid therapies, including donanemab, which
was recently approved by the FDA in July 2024.
METHODS

Clinic Provider Composition

The Memory Disorders Clinics at Duke and UNC
are multidisciplinary in nature, housed in the Depart-
ments of Neurology with physician providers from
neurology, geriatric psychiatry, and geriatric medi-
cine. Providers from these different home disciplines
participate equally in new and follow-up assess-
ments. At Duke, the leader of the Duke Memory Dis-
orders Division is a geriatric psychiatrist, and at UNC
the leader of the Memory Disorders Clinic (the UNC
Aging Brain Clinic), is a behavioral neurologist.15

Advanced practice providers (APPs) including physi-
cian assistants and nurse practitioners at both Duke
603



FIGURE 1. Stakeholders in lecanemab health system initiative.
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and UNC play important roles, performing new and
return evaluations to increase clinic access.
Lecanemab Program Implementation

The implementation of lecanemab programs at
both Duke and UNC was started with weekly stake-
holder meetings across different departments in the
health systems. At Duke, the Vice President of Neuro-
sciences led the meetings, and at UNC hospital lead-
ership appointed a high-level operational project
manager responsible for implementing new pro-
grams. Having an administrative leader with contacts
and leverage across the hospital system was key in
both health systems for achieving successful and effi-
cient implementation. Stakeholders across the health
system were present, including physician leadership
at the Memory clinics, clinic nursing staff and manag-
ers, hospital and clinic central scheduling staff, neuro-
radiology, central pharmacy, infusion center
leadership and staff, insurance authorization and
payment specialists, and electronic health record
(EHR) specialists. See Fig. 1. Duke and UNC both use
Epic Systems for their EHR. This weekly virtual meet-
ing platform, with about 20 people in attendance was
ideal to run through issues and obtain updates from
each stakeholder. Key issues were diagnostic evalua-
tion of eligible patients, memory clinic inclusion and
exclusion criteria, infusion center procedures and
safety, pharmacy preparation of the drug, coordina-
tion of MRI scans and reports with neuroradiology,
Epic builds for pharmacy orders and clinical notes,
ensuring health system reimbursement of diagnostic
604
services and treatment, and patient understanding of
financial considerations.
Clinic Capacity and Access Challenges

Antiamyloid therapy is most effective when initi-
ated in early cognitive impairment, with recent data
indicating that those patients on the mildest end of
MCI benefit most,16 which creates an increase in
demand for memory care appointments to identify
patients with early memory issues. Therefore, it is
necessary to ensure access for evaluation in a timely
manner when patients will benefit the most. Many
clinics struggle with timely access to cognitive evalua-
tions and long wait times. Strategies to address this
problem within the Duke health system delivery
structure include triaging patients with early cogni-
tive decline and mild dementia to Department of
Neurology Memory Clinic and patients with moder-
ate to severe dementia to Geriatric Medicine clinic
who focus on long term dementia care. The Neurol-
ogy Memory Clinics at Duke and UNC require that
referrals include a Montreal Cognitive Assessment
(MOCA), Saint Louis University Mental Status
(SLUMS) Exam, or Mini Mental State Exam (MMSE)
score and a Functional Activities Questionnaire score
(FAQ) to help triage patients with more moderate to
severe impairments to Geriatric Medicine or other
clinics. We do use cut off scores, which could lead to
disparities of care; however we collaborate closely
with Geriatric Medicine clinics to refer patients back
and forth who are more suitable for a particular clinic
based on further formal evaluation.
Am J Geriatr Psychiatry 33:6, June 2025



Weber et al.
Ensuring Timely Laboratory Workup and

Assessment

Another important issue in the workup for lecane-
mab candidacy is timely laboratory evaluation and
follow up on results. For the UNC clinics, follow-up
and return appointment times were not always easy
to schedule at shorter time frames, so they changed
the scheduling system to a “yoked appointment
model”, in which patients were scheduled with 2
appointments at the same time 8 weeks apart. This
allowed clinic providers to guarantee follow-up
would occur in a timely fashion, and that patients
could be counseled in person regarding the biomarker
results and therapy if they qualified.

At Duke and UNC, laboratory work-up for lecane-
mab is expedited and completed prior to the follow-
up appointment. All laboratory and radiology
appointments are made at check-out (rather than
coordinated at a later time). Amyloid testing and
required baseline MRI are scheduled within a 2-6
week time frame in dedicated slots. Laboratory work
up which includes APOE genotyping occurs on the
same day as the initial appointment.

Clinic efficiency was further supported by building
an EHR based set of preclinic questionnaires the
patients and caregivers complete on-line through their
patient health portal prior to appointments to assess
cognitive symptoms, sleep, neuropsychiatric symptoms
and functional status in the home setting. UNC evalu-
ates cognition with a separate 1-hour mini neurocogni-
tive battery administered by psychometrists and
neurospsychologists on the same day as initial appoint-
ments. Duke obtains information about cognitive status
based upon repeat testing with the MOCA, MMSE or
other brief cognitive tests administered by the provider
during the allotted appointment time. The laboratory
ordering flow was made easier by having a dedicated
order set (Epic Smart Set) for lecanemab evaluations
including MRI, LP, APOE genotyping, and reversible
dementia laboratory testing.

Clinic nuts and bolts: Screening for lecanemab
candidacy, patient introductions to biomarker
assessment, and lecanemab consent.
Inclusion/ Exclusion Checklist

Memory Disorders Clinic leadership developed an
inclusion and exclusion criteria checklist based on the
Am J Geriatr Psychiatry 33:6, June 2025
Cummings Appropriate Use article, the CLARITY
AD Study and FDA guidelines. See Suppl S1. This
requires a clinical diagnosis of mild cognitive
impairment or mild dementia, confirmation of pres-
ence of amyloid as well as review of medical condi-
tions, medications and MRI findings. The inclusion
and exclusion checklists differed slightly across insti-
tutions. At Duke, the inclusion and exclusion criteria
include all APOE genotypes including APOE4/4 but
excludes patients on anticoagulant medications. UNC
allows anticoagulation, but not patients with the
APOE4/4 genotype. The inclusion and exclusion
check list is stored in the Epic EHR systems and can
be placed in the providers note to assist the provider.
Choices of Biomarker Testing and

Recommendations

At the initial evaluation appointment if patients
meet criteria based upon cognitive testing and clinical
diagnosis of mild cognitive impairment or mild
dementia, testing is ordered including APOE geno-
type, amyloid testing and baseline MRI. Providers
offer patients the choice of lumbar puncture with spi-
nal fluid testing or amyloid PET to confirm presence
of amyloid. In patients with early disease, providers
at Duke and UNC prefer testing of amyloid-beta 42/
40 ratio to detect amyloid as this measure is often
more sensitive than clinical amyloid PET at detecting
the presence of amyloid.17 For spinal fluid testing the
clinic uses Mayo labs Beta-Amyloid Ratio (1-42/1-40)
Spinal Fluid (AMYR) and Alzheimer’s Disease Evalu-
ation, Spinal Fluid (ADEVL) tests. APOE genotyping
is required to help stratify risks for ARIA should
patients be a candidate for therapy, but is not deter-
minant in establishing a diagnosis of Alzheimer’s dis-
ease.
Visit 1: Preparatory Counseling and Discussion

If it appears that the patient will be a potential can-
didate for lecanemab at the first visit, the general out-
line of how lecaneamb works, and its potential
benefits and risks are briefly introduced. In addition
at visit 1, the patients are educated about the meaning
of biomarker results, since these may become avail-
able to them through their patient health portal prior
to their next appointment. In particular, it is empha-
sized that the amyloid biomarkers do not indicate
605
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that the patient has debilitating “dementia,” but
rather that they have early amyloid disease consistent
with Alzheimer’s disease pathology. Their clinical
diagnosis will remain either mild cognitive
impairment or mild dementia. It is emphasized that
the goal in the clinic is to offer them therapy early in
the disease to delay cognitive loss which may post-
pone development of functional loss in patients with
MCI.
Visit 2: Results Discussion, Risk and Benefit

Handouts; Consent; Summary Documentation

At the follow-up appointment, patients discuss
their eligibility and risk for adverse events in light of
their APOE genotype and MRI findings. This discus-
sion is critical to introduce the benefits and the com-
plexity of the treatment with patients and families.
We emphasize that this therapy is not a “cure” but
“on average” offers benefit of about a 27% cognitive
slowing with some people having more benefit, and
some have no benefit at all, over an 18-month period
per the CLARITY AD Trial.7 This discussion helps
manage expectations about the benefits or potential
capability of the antiamyloid therapy. Potential risks
are also discussed, providing a full table with data to
indicate percent risk of asymptomatic and symptom-
atic ARIA-E, ARIA-H as per the APOE genotype sta-
tus, again based upon the CLARITY AD Trial.
Patients and families are provided a handout and ref-
erence explaining the mechanism of the medication,
risks, and benefits to review and are also informed
about the intensity of therapy and requirement for
frequent infusions and follow-up MRIs. See Supple-
ment S2. Finally, at visit 2, the provider completes an
additional summary note if the patient consents to
treatment. This summary note documents the consent
discussion and organizes clinical items that assists
with Medicare and insurance reimbursement, as well
as registry and insurance submission and tracking.
See Suppl S3 and S4.
Role of the Clinic Support Nurse Coordinator:

Postorder Coordination

After consent and the summary sheet is docu-
mented, an order is placed in the EPIC system for
pharmacy infusions services in a therapy plan by the
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provider. The lecanemab coordinator then plays a
critical role entering the patient into required moni-
toring registries including the required Centers for
Medicare and Medicaid Services (CMS) registry,
educating the patient and families about the process
and requirements, and coordinating follow-up visits
and safety MRI scans. Clinic leadership and the
health systems at both institutions identified the
need for this nurse or clinical coordinator position
specifically dedicated to antiamyloid coordination of
care.
Initial Nurse Coordination Steps: Registry and

Counseling

Patients on lecanemab must be enrolled in a regis-
try as per the FDA approval guideline. The dedicated
coordinator is responsible for entering information
into the CMS registry required for all Medicare partic-
ipants. Duke and UNC also participate in the more
detailed Alzheimer’s Network for Treatment and
Diagnostics (ALZ-NET) registry sponsored by the
Alzheimer’s Association and the American College of
Radiology. In addition to initiating the registry pro-
cess, the coordinator maintains close contact with the
insurance prior authorization team. Nursing helps
schedule the initial infusions, review potential
adverse events including infusion reactions, and gives
the patient and family a wallet/pocket card to indi-
cate that they are receiving lecanemab infusions with
potential ARIA symptoms listed and guidelines for
emergency care if needed. See Suppl S5.
Nurse Coordination After Therapy is Started:

Timeline of Safety MRIs and Follow-Up Visits

The coordinator takes on the primary coordination
role for scheduling safety MRI scans and follow-up
provider visits. Three safety MRI scans are ordered
with the initial lecanemab order and scheduled after
infusions # 4, # 6, and # 13. At UNC, follow-up visits
are as follows: the nurse coordinator does a phone list
check-up on any possible symptoms after the 1st
safety MRI at 2 months, there is an APP visit in clinic
after the 2nd MRI at 3 months, and an APP visit after
the 3rd MRI at 6 months. At Duke, the coordinator
sends an inquiry checklist through the patient health
portal after 5 weeks and 11 weeks of treatment and
Am J Geriatr Psychiatry 33:6, June 2025
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the first follow up visit is after 6 months. Both clinics
schedule subsequent follow up visits every 6 months.
See Supplement S6. A spreadsheet is maintained that
includes all patients on therapy with columns for
their infusion timeline, MRI scheduling times, visit
follow-up times, as well as a record of any emergent
symptoms/ side effects, infusion reactions, or ARIA
events.
Radiology

Prior to launching the lecanemab program, clinic
leadership met with neuroradiology scheduling staff
to ensure MRI scheduling is accessible and precise to
meet the required surveillance MRI schedule and for
urgent situations to assess for possible ARIA. Regard-
ing MRI protocols, clinic leadership requested all
scans on 3T scanners with susceptibility weighted
imaging (SWI) and T2 FLAIR sequences to ade-
quately detect ARIA-H and ARIA-E respectively. The
CLARITY trial used gradient echo (GRE) sequences
to detect microhemorrhages but our clinics chose to
use SWI which has an increase in sensitivity at detect-
ing microhemorrhages.18 Neuroradiology also
devised a special MRI report template for lecanemab
patients that includes quantification of microhemor-
rhages, measurement of white matter lesions (graded
on the Fazekas scale), stroke, presence of superficial
siderosis, and brain volumes. The MRI template com-
ments on the presence of ARIA-E or H and the sever-
ity ranging from mild, moderate, severe compared to
the baseline scan.
Infusion Center Protocols

The infusion center and clinic team require a care
partner to accompany the patient for the first 5 visits.
After visit 5, clinic providers decide on an individual
basis about whether it is safe for the patient to come
on their own. Infusion center staff ensure that all
scheduled MRIs are completed before designated
infusions. In addition, the infusion center manages
infusion reactions with a standard hypersensitivity
protocol and transfer to the emergency room if
needed. If a patient has a significant infusion reaction,
the infusion center orders a preinfusion treatment
protocol that includes acetaminophen and diphenhy-
dramine and a possible immunosuppression agent if
needed for subsequent infusions.
Am J Geriatr Psychiatry 33:6, June 2025
Emergency Services and Urgent Assessment

Protocols for Possible ARIA Symptoms

Nursing provides patients with a wallet/pocket
card stating they are receiving lecanemab infusions
with potential ARIA symptoms listed and guidelines
for emergency care. ARIA symptoms may present
similar to stroke symptoms19 and guidelines list
increased risk of death from thrombolytic medica-
tions. Patients having stroke-like symptoms are
advised to seek emergency care. Therefore, it is
important for patients to have a wallet/pocket card
to alert emergency room providers that they are
receiving lecanemab, especially for patients who pres-
ent to emergency departments outside of Duke or
UNC. Memory clinic providers at Duke and UNC
held education sessions with emergency medicine
personnel and stroke neurology at their institutions
before the initiation of lecanemab therapy. At UNC, a
medication warning banner pops-up on the patient’s
EHR to indicate the patient is receiving lecanemab
including general warnings about increased risks for
hemorrhage with thrombolytics. When possible, the
stroke and emergency room personnel are advised to
ascertain if a stroke is occurring versus ARIA by
obtaining diffusion weighted MRI sequences if an ini-
tial CT angiogram is not definitive. Other urgent
safety considerations include the importance of moni-
toring for symptoms that might indicate ARIA as an
outpatient. When patients experience any symptoms,
they are scheduled for same day MRI preferably at a
Duke or UNC location before they can proceed with
the next treatment. If ARIA is present, guidance
included in the product prescribing information is fol-
lowed when making decisions about whether to con-
tinue or stop infusions.
DISCUSSION

The development of lecanemab delivery models in
healthcare systems is a robust multispecialty process
that requires significant investment. Current treat-
ment guidelines offer direction for patient eligibility
criteria and the healthcare frameworks needed to
deliver lecanemab safely. While these guidelines are
essential for safe delivery and monitoring of lecane-
mab, current healthcare systems vary in their delivery
models. As outlined above, there is a collaborative
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effort between Duke and UNC on developing their
delivery pathways, but each institution has different
criteria for patient eligibility. While there are patient
factors that both institutions deem necessary for leca-
nemab infusion such as AD pathology confirmed by
biomarkers,20,21 access to multiple MRI scans,22 and
stage of clinical disease,21 they differ in other patient
eligibility factors. Given the risk of hemorrhage asso-
ciated with patients on anticoagulants, Duke deter-
mined that they would not infuse patients currently
taking anticoagulant medications. However, Duke
does infuse patients with APOE4/4 genotype who
are well informed of their risks of adverse events and
choose to have the treatment. After reviewing current
guidelines, UNC chose different eligibility criteria for
their patients, determining that APOE4/4 would be a
contraindication for patients while opting to infuse
patients on anticoagulants following appropriate
informed consent discussion. Healthcare systems
developing their own delivery models will need to
determine their patient eligibility criteria based on
current evidence, administrative leadership and clini-
cian comfort, and informed consent procedure with
patients. The difference in pathways developed by
both Duke and UNC highlight room for separate
guidelines, even in neighboring, collaborating institu-
tions.

It will be important to develop a workforce of
skilled clinicians and staff who can clinically diagnose
MCI and mild AD, complete appropriate biomarker
workup, assess patient eligibility for lecanemab treat-
ment, and engage in informed consent
discussions.23,24 As part of the workup for patient eli-
gibility, there must be access to APOE genetic testing
and discussion of APOE4 carrier status with patients
and their families.25 Additionally, health systems will
require skilled radiologists to interpret diagnostic
imaging such as amyloid PET and identify potentially
serious adverse events of ARIA on MRI.26 At Duke
and UNC, partnerships with radiology are necessary
to standardize MRI interpretations. Health systems
also need to establish protocols for management of
ARIA in outpatient and emergency settings when it is
identified and have available access to emergency
and inpatient services including ICU settings.

Since lecanemab is administered intravenously,
health systems must plan to accommodate infusion
services. Considerations include capacity of existing
infusion services and expansion of infusion services if
608
needed to meet demand. Possible long-term duration
of lecanemab treatment with the need for continuous
infusions and the future approval of additional antia-
myloid therapies, will require healthcare systems to
develop new infusion delivery models, possibly with
home infusion services.27

As antiamyloid therapies become more widely
available, increased access to clinical evaluations at
early stages of cognitive decline is a requirement. The
collaboration between neurology, especially behav-
ioral neurology, psychiatry and geriatric medicine as
primary cognitive specialists is vital to increasing cog-
nitive evaluation and treatment access. In fact, current
opinion is that multidisciplinary teams including psy-
chiatrists, neurologists and other specialists such as
geriatricians are required to ensure early diagnosis
and treatment.28 Geriatric psychiatry in particular
may play an essential role in the development of anti-
amyloid therapy delivery programs and should be
aware of health system processes and challenges.

Future considerations for antiamyloid therapy
delivery must include disparities in treatment avail-
ability and patient resources, which presents a current
significant challenge and may limit delivery of the
drug to certain patient populations. Treatment dispar-
ities will not only be important as health systems
implement therapy, but also as delivery is scaled to
meet patient needs. A major limitation to care is the
resources and coordination in a health system
required to provide antiamyloid therapy. Large pri-
vate and academic health centers in urban areas may
have more ability to offer treatments; whereas smaller
centers in more rural areas or economically disadvan-
taged areas may lack necessary resources including
infrastructure and specialized clinicians and staff.
Lack of resources, whether due to geographic location
or to socioeconomic variables, leads to other consider-
ations including patient access to clinical specialists,
ability to schedule diagnostic procedures including
lumbar puncture or amyloid PET and access to 3T
MRIs for surveillance and urgent concerns.22 Patients
also require reliable transportation to infusion serv-
ices, MRIs and follow up appointments with clini-
cians. Limited access to transportation may impact a
patient’s ability to start or continue treatment espe-
cially for the cognitively impaired and for people in
rural areas who require travel to larger health sys-
tems. In addition to transportation services, in this ini-
tial phase of treatment, Duke requires that patients
Am J Geriatr Psychiatry 33:6, June 2025
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have access to reliable support system such a friends
or family to accompany them to infusion appoint-
ments for the first five treatments. Limited access to
this support system may impede a patient’s eligibility
for treatment. Cognitively impaired patients will con-
tinue to require support for travel to treatment centers
and clinical appointments. An important disparity to
consider is that underrepresented populations often
present at later stages in the disease, when they may
be past the stage of qualifying for antiamyloid ther-
apy.29 Outreach and education programs in these
communities may encourage patients and caregivers
to seek earlier detection. Finally, disparities in ability
to pay for treatment must be considered for health
systems to meet the needs of the entire patient popu-
lation. Fortunately, the Centers for Medicare and
Medicaid Services (CMS) has expanded coverage for
diagnosis and antiamyloid treatment including cover-
age of amyloid PET and 80% coverage of drug and
infusion treatment costs.30 However, the additional
20% cost may be a barrier for patients with traditional
Medicare plans and no additional coverage.

CONCLUSION

Lecanemab is a novel antiamyloid therapy which
presents new challenges for health system implemen-
tation and delivery. Given the multiple stakeholders
involved and workup required for patient eligibility
and clinical monitoring, there is significant invest-
ment necessary from a health system for implementa-
tion. While Duke and UNC have both collaborated on
the development of their treatment pathways, each
has approached lecanamab implementation in unique
ways given available infrastructure and protocols. To
increase access to lecanemab, health systems will
need to approach implementation from a multisystem
perspective given the multiple stakeholders and spe-
cialists required for appropriate delivery and moni-
toring. The models developed by Duke and UNC
may provide guidance to other health systems who
are beginning the process of implementing this novel
therapy. However, disparities must be considered as
delivery methods evolve. Geriatric psychiatrists are
in a pivotal position to provide cognitive evaluations
for patients with early cognitive symptoms and to
implement these new treatment delivery models with
adequate health system support.
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