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Executive Summary
The Canadian Dementia Action Network (CDAN,
www.cdan.ca) is a not-for-profit company registered under the
Canada Corporations Act (File Number 448551-3). It has
charitable status. It has been created as a Canadian initiative to
meet the dementia crisis and to achieve the goal of eliminating
Alzheimer disease and related dementias. Efforts are 100%
focused on goal driven research to develop effective
treatments and cures for dementia diseases.

Critical Points About the Dementia Crisis
We are dedicated to
eradicating Alzheimer‘s
disease and related
dementias (ADRD)

By 2038, over 1 million
Canadians will have








Dementia affects one in eight Canadian seniors
A new case develops every five minutes. The rate is
rapidly rising
Each case has a lifetime cost of $175,000
Total costs in Canada are already $50 million per day
Currently approved drugs have little influence on this
outcome
Promising therapeutic targets have been identified by
basic scientists.

dementia
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Why CDAN?





CDAN has been created to fast track scientific discoveries to the bedside
CDAN assembled nine teams of medical research experts to achieve this
objective
CDAN considers that its mission of eliminating dementia can be accomplished
CDAN needs the equivalent of one day’s cost of dementia to implement its
plan

Alzheimer disease and related dementias are impacting Canada‘s aging population at
an alarming rate. There are already an estimated 500,000 Canadians suffering from
dementia and the strain on Canada‘s health care system is evident. Current estimates
suggest that 100,000 Canadians will develop dementia this year, which means that on
average, one new case is being identified every five
minutes. The current lifetime cost of a single case is

There are already

estimated to be about $175,000, which translates into a

an estimated

national financial burden of almost $50,000,000 per

500,000 Canadians

day. As our population ages, this number is projected

suffering

to triple by 2050 unless effective interventions can be
developed and implemented. Urgent efforts are

from dementia.

required by government to minimize the social and
economic impacts of the emerging dementia epidemic.

Dementia is an International Concern
Governments around the world are recognizing the consequences of the impending
dementia epidemic and the failure to find effective methods of prevention and
treatment. The United States, France and the United Kingdom are dramatically
increasing their support of research into Alzheimer disease and related dementias. One
example is bill S. 1492, currently before the United States Senate, entitled the
―Alzheimer‘s Breakthrough Act of 2009.‖ The Act authorizes the Public Health Service of
the United States to appropriate up to $2 billion per year in 2010 to conduct and
support research on Alzheimer disease with equal amounts being authorized for the
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fiscal years 2011 through 2014. On a population basis, this translates into a comparable
Canadian commitment of $240 million per year for the next 5 years. Canada must act
with other countries to encourage its most talented life scientists to make the
discoveries that will eliminate dementia and fast track these to the bedside.

The CDAN Solution
The CDAN plan is unique in the world. It will circumvent
the Big Pharma model which restricts clinical trials to
agents under Big Pharma patent control. The CDAN
plan opens the door to Canadian discoveries and
provides a fast track method for getting them to the
bedside. It does so by bringing together national teams
representing the nine disciplines necessary for success.
No other country has even contemplated this
integrated approach. That is why Canada, with a
relatively modest commitment to dementia research,
may be the first to reach the goal of prevention and a
truly effective method of treatment. The teams are

PET scan (above)

basic research, brain banking, animal models, genetics

of a person with

research, clinical research, neuroimaging, translational

AD showing a loss

research, formal clinical trials, and international and

of function in the

industry relations.

temporal lobe.

Although it is a relatively minor consideration, there
may also be a commercial reward for Canadian industry. The current worldwide market
for effective drugs to treat dementia is estimated to be in excess of $15 billion per year.
CDAN will cooperate fully with the Alzheimer Society of Canada and with the
Canadian Institutes for Health Research in implementing this plan. In particular, CDAN
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will ensure that duplication of funding does not occur where there is overlap with these
stakeholders.

CDAN model showing the role of each of the nine CDAN teams required for converting
research results into successful treatments of dementia:

The CDAN Recommendation to the Government of Canada
To implement its action plan, CDAN requests financing of $50 million per year for a
minimum of five years. This annual sum is equivalent to only one day‘s cost of dementia
in Canada and is modest in comparison with the commitments of forward looking
countries such as Australia, UK, United States and France.
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Introduction
Seniors—those aged 65 and older—are the fastest growing population group in
Canada. This population is expected to reach 6.7 million in 2021 and 9.2 million in
2041—nearly one in four Canadians1. As this demographic evolution occurs, the
concerns and problems of seniors will take centre stage in Canada.
At the forefront of this concern is the rising number of
people afflicted with Alzheimer‘s disease (AD) and
related dementias. The dementias are progressive,
degenerative, and terminal brain disorders that rob
their victims of memory, reasoning, dignity, and
eventually their lives—while placing an enormous
burden on their loved ones and on society. Alzheimer
disease has been variously described as ―death
without a funeral‖ and ―the curse of the elderly‖. It is
the most common of the degenerative dementias,
accounting for 60-80% of individuals with cognitive
decline. It frequently occurs with cerebral vascular

Figure 1 - Alzheimer’s diseased
brain (top) and normal brain
(bottom).

disease and diffuse Lewy body disease. Pick‘s disease and the fronto-temporal
dementias are less common but are devastating disorders that often affect people in
their fifties.

1

Canada‘s Aging Population, Health Canada Report, 2002 ISBN 0-662-31821-8
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The Impending Dementia Crisis
Dementia is not only an individual tragedy, it is commonly an overwhelming burden for
elderly spouses and their families. Dementia is striking Canada‘s aging population at an
alarming rate. Today, an estimated 500,000 Canadians
suffer from dementia. The strain on Canada‘s
healthcare system is already evident. Current
estimates suggest that over 100,000 Canadians will
develop dementia this year – an average of one new
case every five minutes. Unless the current disease
trajectory can be altered, between 1 million and 1.3
million Canadians will be afflicted in less than a
generation. With an estimated lifetime cost of $175,000

Between 1 million

per affected individual2, dementia could become one

and 1.3 million

of the most devastating socioeconomic problems the

Canadians will be

developed world has ever faced. Taken collectively,

afflicted in less

the dementia problem imposes a triple threat to

than a generation.

Canadians and our economy.

Dementia – A Triple Threat to the Canadian Economy
1. Escalating Health Care Costs
The economic cost of dementia is immense; a 1991 estimate using data from the
Canadian Study of Health and Aging put the total cost in Canada at about $5.5 billion
per year. The conclusion then was that Alzheimer‘s disease was the third most costly
disease after heart disease and cancer. The current numbers suggest the cost is
growing as more people become elderly, and especially as more live to be 85 years
and older. According to the Alzheimer‘s Society of Canada, the cost of caring for
people with dementia in Ontario alone is $7 billion dollars per year. Ontario has 39% of
2

Based on 1991 & 1994 statistics from the American Alzheimer‘s Association
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Canada‘s population, which would place the total current Canadian financial burden
at $17.9 billion annually. The cost of care will only continue to increase as our
population ages. Looking ahead, it is clear that unless effective prevention and
treatment measures can be found, dementia will have by far the highest social and
economic impact of all diseases in Canada.

2. The Burden of Care
The burden of caring for dementia cases initially falls on elderly spouses and their
immediate families. Today, one-in-five Canadians over 45 are providing some form of
care to seniors who have long-term health problems. In what should be their most
productive working years, adult children of people with dementia must all too
frequently take time off from their careers to care for an ailing parent. Close to one half
of people suffering from dementia are in the early stages where they live at home,
supported by a primary caregiver that is generally the afflicted person's spouse or adult
child. Without family support, many would be compelled to enter an institution—
increasing the need for costly, long-term residential care. These caregivers themselves
endure considerable stress and often suffer from an increased number of illnesses
(including clinical depression), which increases
demand for health care resources. This caregiver

25 million people

burden is the primary reason for eventual

are suffering from

institutionalization—yet it is less related to the afflicted

dementia.

person's cognitive deficits than it is to the troublesome
behaviors caused by the disease and the caregiver
stress that results. Therefore it is important for society to find new interventions, including
ways to support caregivers. If we can reduce their stress burden, we can improve both
the quality of life for the affected families while minimizing health care costs.
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3. The New “Brain Drain”
Dementia is affecting some of our most respected and valuable citizens. Approximately
15% of the people suffering from dementia are under 65. In fact, over 71,000 of those
affected are under 65 and approximately 50,000 are under 60. The sobering reality is
that some of our most senior executives, managers, researchers, leaders and mentors
are in, or are entering, the greatest risk years for developing dementia. Unless a cure is
found, dementia will strike some of the very people we count upon to lead our
economy and our country in the years to come.
http://www.alzheimer.ca/english/society/advocacyguide_issues.htm

Cause for Hope! – The Case for Accelerating Research
Alzheimer disease and related dementias are not an inevitable consequence of aging.
Current evidence indicates that Alzheimer disease and many of the related dementias
can be prevented and effectively treated. Although clinical results to date have been
very disappointing, this should spur us to move beyond drugs that treat the symptoms of
neuronal loss but not the underlying pathologies. Currently approved drugs provide
temporary symptomatic relief at best and do not influence disease progression.
Breakthroughs can be anticipated by focusing on
discovering agents that will influence the underlying
pathology. In contrast to many complex, multifactor diseases (e.g. cancer, cardiovascular
disease, stroke, schizophrenia), the pathological
hallmarks of Alzheimer disease are relatively simple
and well defined. A focused approach on this
aspect stands a very good chance of success in the near
future.
Figure 2 (right) illustrates the reason for such optimism. It
shows that the lesions of Alzheimer disease consist of

Figure 2 - Microscopical image of
plaques (brown) and
neurofibrillary tangles (black)
which are the two pathological
hallmarks found in the brains of
patients with Alzheimer’s
disease.

senile plaques and neurofibrillary tangles. The senile plaques are deposits of a very small
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protein known as beta amyloid protein. The neurofibrillary tangles are deposits of a
larger protein known as tau. These deposits only appear in susceptible people and then
only as they age. Agents which prevent the buildup of these deposits should act as
disease preventatives, and, if administered very early in disease development, as a
cure. The amyloid cascade hypothesis of Alzheimer disease holds that the beta
amyloid protein aggregates induce the tau aggregates. If this is true, the Alzheimer
disease target can be narrowed to preventing the beta amyloid protein aggregation
that results in senile plaque deposits. Many strategies have been devised for hitting this
target, but to date none have reached the bedside. These strategies include
developing agents that will block beta-amyloid protein aggregation, limit its
production, enhance its breakdown, stimulate its clearance, or inhibit the inflammation
it stimulates.
It can be anticipated that the time line to success will be related to how many groups
tackle the problem. CDAN, with its integrated approach, anticipates being the first to
be successful. Canada has lagged far behind other countries in providing funds for
Alzheimer research. Despite the enormous cost of patient care, it has never been a
priority focus for research funding. Between 2000 and 2005, the Government of
Canada, through CIHR, contributed only $69 million to various Alzheimer research
projects. This is less than $1 in research for every $1000 in the cost of patient care.
Moreover, the research has lacked focus with no overall objectives having been
defined. As a result, Canada has been handicapped compared with other nations.
France, UK, Australia, and the United States have already formed, or are forming,
National Alzheimer‘s Strategies3. These international initiatives recognize the important
need for increasing support for dementia research. CDAN plans not only to put
Canada on an equal footing with these nations, but to have an integrated strategy
that will permit Canada to become the international leader.
3 National plan For Alzheimer and related disease 2008-2012; US Alzheimer‘s Breakthrough Act 2009;
Alzheimer‘s Society of Canada/CIHR
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The Opportunity
Despite a paucity of research funding, Canadian neuroscientists have punched well
above their weight in the world of dementia research. So the time is ripe to develop a
Canadian program. We have a unique opportunity to integrate our established
research teams in a way that is unparalleled in other countries. We can develop
centralized resources that will maximize synergy and productivity across the country. All
this will assure that Canadian investigators are at the forefront of international research
into the understanding, prevention, and treatment of dementia.
From an industry perspective, the worldwide market potential for Alzheimer
pharmaceuticals is estimated at over US$15 billion per year and is being driven by the
more than 25 million people who are suffering from dementia. A single disease
modifying Alzheimer drug could propel a modest Canadian biotech firm into a
pharmaceutical giant. While success in eradicating Alzheimer‘s disease and related
dementia is by no means guaranteed, we believe that CDAN is a crucial step towards
that goal and will help to reduce the social and economic burden of dementia in
Canada.
Canadian scientists already have extremely promising therapeutic approaches,
backed by animal models that cry out for testing and development. By focusing effort
and resources on dementia, CDAN will accelerate the process of discovery and
implementation of solutions. Near term interventions that could delay disease onset,
progression, or institutionalization by even a single year would yield significant savings.
Given an estimated lifetime cost per patient of some $175,000. The reductions in cost to
the Canadian health care system would be in the billions of dollars per year.
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The CDAN Plan: Nine Teams, One Vision

Mission and Vision
CDAN‘s overarching goal is to help make Alzheimer‘s disease and related dementias as
rare as polio is today. The societal and economic benefits that will flow from this
accomplishment will be directly determined by how soon this goal can be achieved.
CDAN is envisioned as a vehicle for fast tracking research breakthroughs from the
bench to the bedside. In order to achieve this objective, CDAN will link essentially all
Canadian researchers and institutions involved in dementia research. In addition, CDAN
will serve as the bridge to international efforts to find a cure.

Strategic Objectives
In seeking to achieve our ultimate goals, CDAN researchers will work to:





Delineate the underlying causes of Alzheimer‘s disease and related
dementias;
Developing best practices to improve in-community care and delay
institutionalization;
Develop methods for early detection and intervention; and
Discover, develop, and implement novel therapies to treat, cure, and
ultimately prevent disease onset.
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The Network Model
CDAN links basic
researchers with drug
development experts and
clinicians to build a
complete bench-tobedside approach that is
focused on both
developing new
breakthroughs and expediting the process required to deliver solutions to patients.
The CDAN plan will enhance capacity within each of the five stages of the value chain:






Basic Research that is goal oriented
Animal Model testing of promising therapeutic and biomarker candidates
Clinical Research following animal testing
Clinical Trials for treatment certification
Prevention researching for Alzheimer disease and other dementias

The CDAN plan will expedite the transfer from discovery to bedside by providing core
resources to strengthen each stage:





Genetics to evaluate risk factors for Alzheimer disease and related dementias
Brain Banking to provide the necessary human tissue for experimental
purposes
Neuroimaging to test in vivo effects of drug candidates
Translational research to maximize benefits at the clinical level

Each of the nine teams in the CDAN plan represents an existing Canadian Pillar of
Excellence. Each team is led by a world-class expert. Bringing these groups into a closer
working relationship is a necessary first step towards mounting a concerted Canadian
effort to find a cure for Alzheimer‘s disease and related dementias.
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CDAN Team 1 – Basic Research
Team Leader, CDAN President
Patrick McGeer, OC, OBC, MD, PhD, FRCP(C), FRSC
Professor Emeritus, Faculty of Medicine
University of British Columbia
Director, Kinsmen Laboratory of Neurological Research
Vancouver, BC

Context and Purpose
Compared with many human diseases, the pathology of the dementias is relatively simple. For
Alzheimer disease, it involves the self-aggregation of two small, linear proteins named betaamyloid protein and tau. For several of the fronto-temporal dementias, it involves the selfaggregation of tau alone. It is thought that preventing the aggregation of these simple proteins
can eliminate most dementias. The known biochemical pathology makes it probable that small,
easily prepared, and inexpensive compounds will be identified that will act as antidotes. It is
almost a certainty that such preventative methods will eventually be developed. How long this
will take depends on how much effort is put into solving the scientific problem. Only a few
Canadian scientists are now working in this area. The estimated worldwide market for a diseasemodifying drug is greater than $15 billion per year. A Canadian developed solution would not
only be a financial and social boon to our own country, it would also be a direct benefit to the
more than 25 million people worldwide who now suffer from dementia.

Key Objectives
The role of the basic science team is to lead discovery into new methods of preventing
and treating Alzheimer disease and related dementias. Such discovery is currently
necessary for clinicians to have better therapies to take to the bedside. The goal is to
have at least one new and effective world-class drug ready for the bedside within 5
years.
The primary objective will be for teams across the nation to collaborate and share
information in order to discover agents that will prevent and arrest Alzheimer disease
16

and related dementias. A secondary objective is to discover agents that will better
treat neuroinflammation and other downstream consequences which routinely
accompany these disorders. Such agents will be disease modifiers rather than outright
preventatives. Nevertheless, they will be a great advance over currently approved
treatments which only afford modest symptomatic relief and only mask the disease
process.

Management Plan
Six highly productive laboratories that are currently focused on CDAN objectives will be
designated as CDAN centers of excellence. Each centre will submit annual budgets to
the management team. These will be approved, or amended as appropriate on a
yearly basis. These laboratories will be required to submit annual reports on their
progress to receive funding for the next year. They will also be required to present their
findings at an annual meeting of participating laboratories. Reporting of ongoing
research results will be communicated on a regular and frequent basis to the network.
To encourage participation from all qualified investigators in Canada, there will be an
open competition for grant funds with up to 40 awards being made across Canada
each year. Proposals from investigators at all stages of career development, including
young investigators with innovative research concepts, will be welcomed. Young
investigators will benefit from the networking and career development opportunities
that involvement in CDAN will provide. Applications will follow CIHR guidelines and an
International Advisory Committee of dementia experts from outside of Canada will
conduct the peer review process. Awardees will be required to submit annual reports
showing satisfactory progress in order to receive ongoing funding. They will also be
required to present their findings at an annual meeting of all grant recipients.
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Budget Summary
A typical annual budget for a functioning biochemical team devoted to Alzheimer
Research with a principal investigator and a support staff totaling six is as follows:
Personnel: one senior research assistant, two technicians, one post doctoral fellow, and
two graduate students=salary total with benefits of $240,000; Consumable supplies
$100,000; Equipment $100,000; Miscellaneous items $10,000; Total $450,000/yr per centre
This total will increase or decrease proportionally to the number of personnel involved.
The overall budget provides for 6 of Canada‘s top laboratories in the field to be
guaranteed funding so that there is a national network of excellence in basic research
into cures and prevention of dementia. The budget will provide for up to 40 grants to be
available on a competitive basis following peer review by an International Advisory
Committee of dementia experts.
The budget includes administrative and meeting costs of $ 300,000

Basic Research

Year 1

Year 2

Year 3

Year 4

Year 5

5-yr TOTAL

$2.7 M

$2.7 M

$2.7 M

$2.7 M

$2.7 M

$13.5 M

$3.8 M

$8.4 M

$6.6 M

$6.6 M

$6.6 M

$32.0 M

administrative

$0.3M

$0.3M

$0.3M

$0.3M

$0.3M

$1.5 M

TOTAL

$6.8 M

$11.4 M

$9.6 M

$9.6 M

$9.6 M

$47.0 M

Six Centres of
Excellence
Peer Reviewed
Granting
Meetings and
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CDAN Team 2 – Animal Models
Team Leader
David Westaway, PhD
Professor of Neurology
University of Alberta
Director, Centre For Prions and Protein Folding Diseases
Edmonton, AB

Context and Purpose
Animal models are the next stage beyond basic research for studying anti-dementia
drug candidates. They serve as the starting point for a) determining whether potential
therapies might be worthy of further development into human clinical research and b)
detecting the very earliest changes in the pre-symptomatic phase of the disease
process. In addition to providing very basic information about potential biochemical
and molecular targets, they also help to preserve the precious human brain banked
tissue from deceased dementia patients (section: Brain Banking). Animal models are
the first in vivo test of experimental agents identified through basic research. They give
an indication of both safety and efficacy. It is essential that agents pass animal model
testing before consideration is given to human testing. Dr. David Westaway‘s group,
while at the University of Toronto, created the TgCRND8 line of transgenic mice, a robust
model of early-onset Alzheimer disease. TgCRND8 mice are now used in over forty
Alzheimer disease laboratories in the USA and Europe, as well as in the drug
development programs of several pharmaceutical companies.

Key Objectives and 5-Year Goals




Create a centralized transgenic division to provide access to animal models of
Alzheimer disease for CDAN researchers.
Launch a forward-looking initiative for generating new animal models of
Alzheimer disease
Exploit extant and future models of Alzheimer disease for metabolomic studies,
to define the very earliest signs of disease in accessible biofluids such as
plasma and urine
19

In addition to the use of animals for drug testing, we suggest that metabolomic studies
may be particularly informative. For example, Canadian studies of brain sections of
animal models of Alzheimer disease yielded the striking result that the energy
metabolite creatine is over represented in affected mouse brains and crystallizes. This
finding suggests an imbalance in energy metabolism. It forms a connection to clinical
studies of Team 4, to dietary risks for Alzheimer disease developed by Team 6, and
might be exploited in new imaging modalities of Team 8. Other studies will look for
signature metabolites in simple biofluids. Lastly, in addition to the ―feed-forward‖
function of work on animal models to facilitate human studies, animal modeling
activities may greatly benefit from feedback from other teams, e.g. progress on new
AD gene loci identified by Team 7.

Importance to the Network
The net result of these three goals is to facilitate the path from bench-to bedside, to
underpin and strengthen the studies of therapies and pathogenesis carried out by other
Research Teams. The animal models made available by this team will have significant
impact on the quality of research produced by other teams such as Basic Research
and Genetics.

Budget Summary
Animal Models

Year 1

Year 2

Year 3

Year 4

Year 5

5-yr TOTAL

TOTAL

$0.6 M

$0.6 M

$0.6 M

$0.6 M

$0.6 M

$3.0 M
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CDAN Team 3 – Brain Banking
Team Leader
Sultan Darvesh, MD, PhD, FRCP(C)
Professor of Medicine
Dalhousie University
Director, Co-Founder Maritime Brain Tissue Bank
Halifax, NS

Context and Purpose
As described in the previous section, some animal models for Alzheimer disease exist.
There are, however, limitations inherent to translating the knowledge gained from other
species and applying it to humans. In studying the dementias, cutting edge research
that is directly applicable to humans has depended on securing well-characterized
human brain tissue.
Research using human brain tissues has made, and is expected to continue to make,
significant contributions to our understanding of the causes, treatments and the
ultimate cures for dementias and other diseases of the central nervous system. In fact,
the drugs currently used to treat symptoms of Alzheimer disease were developed solely
as a consequence of examining post-mortem brain tissues of persons who had the
disease and comparing them to normal brain tissues. To be able to examine and work
with brain tissue from diseased and normal individuals, it is imperative that wellcharacterized brain tissues be banked and made available to researchers. At present,
the availability of human brain tissue for this purpose is limited. This is, in part, due to an
alarming and dramatic reduction in autopsy rates worldwide. Furthermore, lack of
adequate funding for brain banks has affected retrieval and maintenance of brain
tissue supplies for research. The CDAN Brain Bank system will co-ordinate and bolster the
resources of existing Canadian Brain Banks and help ensure that adequate tissue
resources are available for studying ongoing and future therapies.
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Key Objectives and 5-Year Goals




To promote the importance of autopsy and donation through education of
the public and health care providers across Canada, through a common
website and comparable information brochures
To adopt standard protocols for autopsy, retrieval, dissection, storage,
neuropathological analysis, and databases across the dementia brain banks
network within Canada
To make available via the brain bank network, well-characterized brain tissues
for research

Importance to the Network
The net result of these three objectives is to facilitate the path from bench-to bedside,
to underpin and strengthen the studies of therapies and pathogenesis carried out by
other Research Teams. The human tissues made available by the Brain Bank Team will
have significant impact on the quality of research produced by other teams such as
Genetics and Basic Research. It will also directly impact decisions about bringing a
potential treatment into the clinic via the Clinical Research and Clinical Trials teams.

Ethics and Management
The operation and brochures for public dissemination describing each brain bank will
be approved by the ethics board within each centre. In this process, attempts will be
made to develop standardized protocols for consent forms, requests for tissue and
other forms in order to conform to the guidelines of the ethics board from each
institution.
A committee comprised of the directors of member brain banks will govern the
consortium of brain banks across Canada. This committee will report to the Board of
the Canadian Dementia Action Network. During the first year of establishment of this
network a retreat will held with participation of the director, technician and database
manager from each bank. At this retreat, standardized autopsy forms, consent forms,
database requirements, tissue request forms and further governance will be discussed.
22

Three members from each brain bank are proposed to attend and representatives from
the American Brain Banking Network and BrainNet Europe will be invited as guest
lecturers.

Participating Institutions and Investigators
Participating Institutions

Director

Primary Affiliation

Maritime Brain Tissue Bank

Dr. Sultan Darvesh,
Director
Dr. Pat McGeer,
Director

Dalhousie University
Halifax, NS
University of British
Columbia, Vancouver,
BC
McGill University
Montreal, PQ

Kinsmen Laboratory of
Neurological Research
Douglas Hospital Research
Centre Brain Bank in
Montreal
The Toronto Brain Bank
The North Toronto Brain Bank
(or Sunnybrook Brain Bank)

Dr. Judes Poirier

Dr. Lil-Naz Hazrati
Drs. Juan Bilbao/Julia
Keith

University of Toronto
Toronto, ON
Sunnybrook HSC, U of T,
ON

Budget Summary
Brain Banking

Year 1

Year 2

Year 3

Year 4

Year 5

5-yr TOTAL

TOTAL

$1.7 M

$1.7 M

$1.7 M

$1.7 M

$1.7 M

$8.5 M
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CDAN Team 4 – Clinical Research
Team Leader
Howard Chertkow, MD, FRCP(C)
Professor of Neurology, Neurosurgery and Medicine
McGill University
Director, Bloomfield Centre for Research in Aging
Lady Davis Institute for Medical Research
Montreal, PQ

Context and Purpose
Clinical research provides the background for testing new agents for efficacy in
humans. Such agents may have never been given to humans before or they may have
been given to humans for conditions other than dementia. Clinical research involves
human subjects with Alzheimer and other dementias, with milder forms of memory loss,
and even individuals without memory symptoms who may develop Alzheimer disease in
the future. It will provide answers to essential questions as we move towards effective
treatment and prevention of Alzheimer disease and other dementias. The current pace
of this research in Canada is much too slow to provide the crucial research answers
needed in the coming years. Questions that must be addressed urgently include:







How can Alzheimer disease be detected at its earliest point (using biomarkers,
imaging, and other tests)?
How can we predict which individuals will deteriorate rapidly (or stabilize and
not deteriorate) over time? How can we best track their disease progression?
Is Alzheimer a single disease or multiple diseases, and how can they best be
differentiated (and separately treated?)
How can we understand the various protective factors (such as education)
and disease-promoting factors (such as vascular disease) and how they
interact to produce the clinical state of memory loss and dementia?
How can we redesign health care systems so that effective dementia care
and treatments will reach all patients who can benefit from them?
How can we help patients with dementia in the community (and their
caregivers) compensate for their reduced ―competency‖, and better deal
with the stress of illness? Can we reduce caregiver stress and enhance the
quality of life of individuals with dementia? Can we design innovative
computer science and biomedical engineering techniques to develop
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assistive technology that adapts to the needs of dementia patients and their
caregivers?

Key Objectives





Stabilize and integrate the infrastructure created through the Consortium of
Canadian Centres for Clinical Cognitive Research (www.C5R.ca) in order to
catalyze our ability to carry out clinical research on Alzheimer disease and
other dementias in Canada, by supporting a core set of clinical research
centres across Canada
Create essential core national resources to measure biomarkers (blood, CSF),
oxidative stress measures, along with clinical genetics and imaging of
Alzheimer disease and other dementias
Double the funding of clinical research projects across Canada

CDAN Clinical Research Team Strategy
1. Establishing Core Resources:
CDAN will support establishment of national core centres for necessary aspects of
clinical research. Two of these are sufficiently important to entail their own team: A
neuroimaging centre [Ref: Team 8 – Imaging, Dr. Alan Evans} and a genetics centre to
accommodate samples from across the country needing genetic characterization [Ref:
Team 7 – Dr. P. St George-Hyslop]. The other core facilities to be established are:
Centre for Biomarkers (blood, CSF) – This core will accept blood and cerebrospinal fluid
(CSF) from clinical centres across the country in order to measure and characterize the
levels of biomarkers such as total tau, phospho-tau, abeta-42 (amyloid marker), and
isoprostane – marker shown to have high sensitivity and specificity in early Alzheimer
disease. These markers will be used for clinical as well as research diagnosis. Currently
Dr. H. Paudel (McGill) is likely to organize and run this centre.
Centre for Oxidative stress measures -This core will accept blood and cerebrospinal fluid
(CSF) from clinical centres across the country in order to measure and characterize the
levels of oxidative stress markers. Oxidative stress has been defined as ―a disturbance in
the pro-oxidant/antioxidant balance in favor of the former, leading to tissue damage‖.
In neurodegenerative disorders, oxidative stress becomes a pivotal pathway for cell
dysfunction and death, and a target for therapeutic intervention. There is currently no
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Canadian facility capable of, and devoted to, measuring these in the elderly
population. These markers will be used for clinical as well as research diagnosis. Dr. H.
Schipper (McGill) will organize and operate this centre.
2. Support for Clinical Research in Canada
The total amount funded for clinical research on dementia in Canada is difficult to
ascertain except from public sources such as CIHR and the Alzheimer Society of
Canada. To fund our total effort to answer the urgent questions posed at the beginning
of this section, we propose an immediate doubling of this effort (in effect funding all of
the proposals currently rated as ―very good and above‖, rather than simply a
proportion of those projects deemed ―excellent‖). The current peer-reviewed
processes at CIHR and the Alzheimer Society of Canada are excellent. The problem is
that funds presently allocated for Alzheimer disease research are inadequate.
3. Infrastructure for Clinical Research Centres Across Canada
Across Canada there are 32 centres for clinical research involved in C5R. We propose
immediate annual support for 12 of these centres which are well-established and
productive, [Vancouver, Calgary, Toronto (three centres), London, Kingston, Montreal
(three centres), Quebec City, and Halifax] with 5 additional centres to be added
annually in year two and beyond in a competitive fashion. Such support will ensure
adequate enrollment in clinical research and proposed clinical trials, adequate genetic
testing and imaging, and adequate autopsies to supply crucial, well-ascertained cases
for the brain banks (see Brain Bank team).

Importance to the Network
Canadian researchers have already made considerable contributions on all aspects of
the stated objectives. Our researchers are top notch, well-trained, creative, and
integrated into an effective research community with strong national and international
linkages. Canada has developed a cohesive set of clinical centres across the country
based around academic Memory Clinics that care for and follow thousands of elderly
patients. These clinics are the centres where elderly individuals with memory loss [with
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Alzheimer disease, other dementias, and mild memory loss termed Mild Cognitive
Impairment] can be studied for diagnosis and therapy. They are connected through an
organization called the C5R (Consortium of Canadian Centres for Clinical Cognitive
Research). The dementia research community has also come together to reach
national consensus on approaches to diagnosis and therapy, in a cooperative manner
which is the envy of other countries (www.cccdtd.org).
In Canada we have greater potential than virtually any other country to operate
cohesively, to share analysis of diagnostic biomarkers and imaging, and to assess the
best and most cost- effective means of detecting and preventing dementia in the
elderly.
It is crucial that the centres carrying out clinical research and supporting ongoing
cohorts of research patients be adequately supported to sustain and study groups of
elderly subjects with various forms of memory loss. Currently these centres receive no
formal support, and are barely able to function (much less support ambitious and
cutting-edge clinical research projects), while centres in the USA, France, etc. receive
adequate funding to encourage and catalyze clinical research. Furthermore, the
internationally known researchers carrying out clinical research on these questions in
Canada often fail to have their projects funded because of the lack of necessary funds
at the CIHR and Alzheimer Society of Canada (the two main sources of funding in
Canada for Alzheimer Disease research). Finally, there are no national core resources
for measuring brain images, genetics, and biomarkers of early disease in individuals.

Budget Summary
A. Centre for Biomarkers (blood, CSF) – Initial equipment [High Performance Liquid
Chromatography with Electrochemical Detection (ED)-(HPLC-ED)] ($96, 700). Full time
technician ($45,000/year) and materials ($100/ sample) with estimated 500
samples/year ($40,000/year). Total = $200,000 first year, $100,000 subsequent years.
B. Centre for Oxidative stress measures – We will establish a centre with appropriate
equipment to carry out detailed measurement of free radicals. With this facility, we will
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be able to characterize the redox abnormalities of human subjects in an unparalleled
fashion and make this service available anywhere in Canada. – Initial equipment will
consist of Electron Paramagnetic Resonance (EPR) Spectroscopy ($503 900), Gas
Chromatography Mass Spectrometry ($107 651), and High Performance Liquid
Chromatography with fluorescent detection (FD) ($140, 089). Total equipment =
$750,000. Full time technician ($45,000) and materials ($100/ sample) with estimated 500
samples/year ($40,000/year). Total = $850,000 first year, $100,000 subsequent years.
C. Infrastructure for Clinical Research Centres. We propose immediate annual support
for 12 Clinical Research Centres across Canada which are well-established and
productive, with 5 additional centres to be added in Year Two in a competitive fashion.
Support will consist of the following annually at each clinical centre:
Coordinator - $38,000; Nurse $60,000; Psychometrician (full time) $44,000;Neuropsychologist (half time) $32,000;Social Worker (1 day/wk) $12,000
Benefits associated with these salaries will total $27,900 per year
Office supplies $3,000; Lab supplies $5,000; Transportation costs $6,000
Total per centre: $228,000/year.
Total 12 initial centres across the country = $2,736,000/year. Subsequent year totals
would be $3,876,000, as five new centres are added.
D. Support for Clinical Research in Canada. We propose an immediate budget of
$3,000,000 annually for clinical research on dementia in Canada (in effect funding all of
the proposals currently rated as ―very good and above‖, rather than simply a
proportion of those projects deemed ―excellent‖. These funds will be focused on a
coherent set of clinical research themes (see appendix) that will address the crucial
questions stated at the beginning of this section. Major international breakthroughs are
sure to result from this important infusion of research dollars for worthy projects.
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Clinical Research

Year 1

Year 2

Year 3

Year 4

Year 5

5-yr TOTAL

$2.0 M

$1.0 M

$1.0 M

$1.0 M

$1.0 M

$6.0 M

$0.8 M

$0.1 M

$0.1 M

$0.1 M

$0.1 M

$1.2 M

$2.7M

$3.9M

$3.9M

$3.9M

$3.9M

$18.3 M

Clinical Research

$3.0M

$3.0M

$3.0M

$3.0M

$3.0M

$15.0 M

TOTAL

$8.5 M

$8.0 M

$8.0 M

$8.0 M

$8.0 M

$40.5 M

A. Centre for
Biomarkers
B. Centre for
Oxidative Stress
Measures
C. Infrastructure
for Clinical
Research
D. Support for
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CDAN Team 5 – Clinical Trials & Industry
Relations
Team Leader
Sandra Black, MD, FRCP(C)
Brill Professor of Neurology, Faculty of Medicine
University of Toronto
Research Director, Brain Sciences Program
Sunnybrook Health Sciences Centre
Toronto, ON

Context and Purpose
Formal clinical trials establishing safety and efficacy are the last step that needs to be
taken for drugs to receive certification by the Canadian Health Protection Branch and
its equivalent in other countries for the treatment of Alzheimer disease and related
dementias. Canada is well established to conduct such trials through the aegis of the
Consortium of Canadian Centres for Clinical Cognitive Research (C5R) (www.c5r.ca).
The consortium comprises a network of 32 accredited sites from all Canadian Provinces.
These sites are highly experienced having already participated in phase 2, phase 3,
and phase 4 dementia drug trials.
C5R was founded in 1991 by neurologists, geriatricians and psychiatrists who had
worked together on the Canadian Study of Health and Aging. It has grown in size and
experience over the years. No other country has developed such a consortium of
clinical trial investigators. Clinical CDAN team leaders provide links through the C5R
investigator consortium to Industry partners, and will continue to provide global
leadership. In addition to fast-tracking our own pipelines from discovery to translation,
we will further develop Canada‘s influence in the international arena of drug
development with Pharma partners. The proposed infrastructure in themes 4-6 will
improve our competitiveness for nimble, high-quality participation in those Pharmasponsored clinical trials deemed to be particularly promising, Our national core centres
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can offer state of the art fluid and neuroimaging biomarker and clinical
characterization, based on 20 years of Phase II-IV clinical dementia trial experience
(and more recently Phase I). A mutually beneficial alliance with industry is crucial for
Canadians in the next few years, as drug trial development will follow other economic
trends, and increasingly migrate toward Eastern Europe, Asia and South America.

Background
The dementias are a group of disorders involving multiple pathologies in the brain. Two
thirds of demented patients have Alzheimer disease and 19% have primary vascular
etiology. It is likely that the degenerative disorders incubate during a sub-clinical phase
for several decades. Neurofibrillary tangles, the main pathological hallmark of
Alzheimer disease along with amyloid deposition, are detectable in the fourth decade
of life and appear to spread slowly in an orderly fashion through specific brain networks
over a period of forty years. Another important contributor to cognitive and physical
disability, Parkinson Disease Dementia-Lewy Body Dementia also starts silently and
eventually reaches a clinical threshold. Fronto-temporal dementia has a progression
which is less well understood, but some recent research suggests that it may be present
for years and even impact on choice of professional career in the young adult. Finally,
atherosclerosis can be detected in the early twenties and progresses steadily through
middle life, driven by genetics and lifestyle choices; in those fortunate enough to survive
its more dramatic effects, such as coronary thrombosis and hemorrhagic and ischemic
stroke, atherosclerosis also threatens brain health in the golden years.
In recent decades, the world‘s focus in the field of dementia research has been
primarily on Alzheimer disease, which remains the commonest single pathology driving
dementia, but is seldom the only pathology in aging humans, and should itself be
recognized as a blood vessel disease. In fact, the more sophisticated approach to the
phenomenon of cognitive impairment in the elderly must address the common realityco-morbid disease- as population autopsy studies have consistently shown. In one US
population dementia autopsy study, about a third of cases were attributed to
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Alzheimer disease alone, less than 10% to Vascular or Lewy Body pathology alone, and
about 45% revealed mixed Alzheimer disease and cerebral infarcts. In studies of the
elderly, so-called silent brain Vascular disease is detectable through MRI imaging, and
the first studies from the mid-90‘s showed a surprising prevalence of small silent strokes
called lacunes (e.g. 28% of those > 65, average age 75, had them in the American
Cardiovascular Health survey). These silent lacunes are risk factors for dementia and
overt stroke in follow-up as short as 4 years. So-called incidental white matter disease,
visible on T2-weighted MRI as focal, patchy or confluent hyperintensities in the white
matter, are detectable in 95% of the elderly, making this one of the most prevalent
pathologies known in human elders. In fact, Alzheimer disease and vascular pathology
are implicated in 80% of all dementias. It is not unusual in autopsy series of individuals in
their eighties to have co-morbid Alzheimer disease, cerebrovascular disease and Lewy
Body pathology. In the British Cognitive Function and Aging Study (CFAS), a community
autopsy study (average age 80), 78% of subjects had evidence of vascular disease (2/3
of which was small vessel disease), while 70% had Alzheimer pathology. Hence, the
prevalence of these concomitant disorders becomes very high as humans survive into
the upper decades.
Our guiding hypothesis is that it is time to come to grips with the co-morbidities that
underlie dementia in our aging population, and focus drug development initiatives
accordingly. It has been reasonable to pursue therapeutic pipelines focused on
patients with so-called pure Alzheimer disease in whom small degrees of concomitant
small vessel disease have been tolerated. This approach has allowed some
symptomatic drugs to come to market, but as we move toward the disease
modification, the interactions of vascular risk factors, small vessel disease and Alzheimer
pathology must be acknowledged and receive attention. For example, for some of the
new anti-amyloid therapies that may work by clearing amyloid, such as monoclonal
antibodies, concomitant vascular pathology can no longer be ignored as it may
interfere with clearance mechanisms.
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We are just at the beginning of understanding these complex vascular-AD interactions
and it would distinguish Canada internationally, as we plan our Clinical Trials Program
that seeks to develop drugs that address these interactions and take advantage of
multiple (pleiotropic) effects of drugs used for cardiovascular disease,- which may have
beneficial effects on brain targets as well.
It is necessary for us to discover new or existing compounds or drug cocktails that apply
in the real world. We need to develop a clinical trials translational network that will not
exclude the commonest cases. Hence, our goal must be to discover treatments that
can ameliorate the complex pathologies that superimpose on human aging, and must
be addressed as an ensemble, not as artificial isolated pathophysiologies. We can no
longer shy away from mixed brain diseases. Rather, through the judicious use of
biomarker technologies which have matured enormously in the last decade, we need
to ascertain the burden of each disorder, which can be evaluated through brain
imaging, the use of consensus criteria based on standardized clinical and cognitive
examination, and possibly CSF studies and serum biomarkers as there may be
proteomic signatures in blood that will allow us to detect the presence of these
different pathologies as well. The prevalence figures suggest that the majority of mixed
cases will have concomitant Alzheimer and vascular pathologies, with a significant
minority also harboring Parkinson / Lewy Body Spectrum disorders.

Purpose
The purpose of our Clinical Trials team will be to undertake investigator-driven clinical
trials in populations at risk for developing cognitive impairment as well as those already
symptomatic. This will target a large variety of individuals not traditionally investigated
in dementia clinics and we will create a need for multidisciplinary approaches that will
cross boundaries between, for example, Neurology, Geriatric Psychiatry and Medicine,
and expertise in cardiovascular diabetes, and Nephrology and renal disease. The
purpose will be to conduct investigator-driven trials using currently available as well as
new compounds in Phase II, III and IV development.
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We will use cutting-edge brain imaging to evaluate baseline brain pathology
using quantitative techniques to assess grey matter, white matter and
hippocampal volume in combination with reliable measures of vascular white
matter disease. In some centres, Diffusion Tensor Imaging will be used to
evaluate pathology in normal-appearing white matter, and amyloid PET
imaging will be used as well. We will target several common and uncommon
populations.
Trials to delay onset will be carried out in older adults over 65 considered at
high risk for Alzheimer disease, such as those who have one or two immediate
family members with probable Alzheimer disease, in combination with an
apoE4 allele and/or with a higher burden of vascular pathology indicated by
having at least two major vascular risk factors.
We will mount trials in those over age 55 who are already identified as having
subjective complaints of memory and cognitive difficulty verified by collateral
testimony and by objective deficits in specific cognitive domains though they
may not meet artificial criteria for dementia, the so-called amnestic or multidomain Mild Cognitive Impairment syndrome.
We will include patients who meet criteria for dementia but will not eliminate
those who have concomitant pathologies. Rather, we will evaluate these and
take them into account statistically when evaluating efficacy, side effects and
progression rates.
We will also target rarer conditions such as Fronto-temporal Degeneration,
behavioral variants and language variants using up-to-date consensus criteria
that are being modernized in the current era.
Finally we will also do small proof of concept studies in pre-symptomatic and
early stage autosomal dominant Familial Alzheimer disease in the small
number of families in the country we have identified to provide access to
investigational drugs, as they are currently excluded from pharmaceutical
trials.

CDAN Clinical Trials Team Strategy
We will choose candidate drugs and target populations in the pre-symptomatic, high
risk populations and symptomatic phases of cognitive impairment. We will aim within
one year to begin trials in both these populations, initially concentrating on Alzheimer
disease irrespective of the presence of small vessel disease. Because of our broad
recruitment criteria, we expect to be able to rapidly recruit the Alzheimer disease
population, focusing on mild to early moderate disease using a MMSE range of 16-26,
but allowing age and education corrections so that patients who are younger and
highly educated, but have clear functional decline can be considered with scores as
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high as 29. Those who are older and less educated, but are still relatively preserved in
basic self-care can have scores below 10-16.
We will draw from the 32 clinical research centres already in existence in Canada and
coordinated through C5R , in order to rapidly mount the clinical trials to be developed
in Canada under the CDAN program. With the increased infrastructure funding some of
these centres proposed in the Clinical Research section, it will be possible to rapidly
ramp up the new trials that we will be proposing.
There are already sets of promising agents, which lack the standard driving force (i.e.,
patents which are owned by pharmaceutical companies) to bring them to adequate
trials at the phase 2 or 3 level. We will aim, through our steering committee of dementia
trialists from C5R and study design experts to select candidate drugs that have new or
previous evidence of possible efficacy. This could be off-patent drugs like
propentofylline, a glia modulator, non steroidal anti-inflammatory drugs with antiamyloid properties, metal chelators like desferrioxamine, ACE-inhibitors ( pro-amyloid)
facing off against angiotensin blockers (anti amyloid), or nutraceuticals such as DHA,
Omega 3, or combined acetylcarnitine and lipoic acid. The outcomes would include
measures of brain atrophy and white matter disease progression, or amyloid reduction,
depending on the drug mechanism, through our Imaging team, as well as functional
and behavioral scales, caregiver burden scores, and sensitive cognitive instruments,
more heavily weighted for executive functions. The oral medications could be given
alone or combined with physical exercise regimes in comparison with placebo. We
would also collect blood for proteomics and genotyping and consider CSF studies in a
subset, if the drug has disease-modifying potential, analyzed through our biomarker
core.
We would undertake two parallel double-blind placebo-controlled trials, in the second
year, one targeting presymptomatic individuals at high risk due to vascular risk
factors/disease and the other focused on the Alzheimer disease cases described
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above. We would also seek out promising new therapies for Fronto-temporal
degeneration and Lewy Body/ Parkinson‘s Dementia.

Budget Summary
C5R will give priority to Canadian investigator initiated proposals that have been
endorsed by CDAN and which have passed safety and efficacy criteria up to stage 2.
Formal clinical trials take up to 3 years to complete. We are budgeting for an estimated
5 such trials to take place over the 5-year lifetime of the CDAN request.
15 sites across Canada
Cost per pt = $10,000 (to include salaries of RN, psychometrist, coordinator, imaging
analyst, phlebotomy, and patient travel costs, etc.)
Years 1-2 (Three Phase II studies)
The three phase II studies will target Alzheimer disease, MCI and at-risk subjects, with 2
promising compounds targeted to each of these three populations. Each study will
have 200 subjects, which means 200 Alzheimer disease, 200 MCI and 200 ―at risk‖
subjects recruited across Canada (600 patients total for the three studies).
Costs
$6M for 600 patients at $10,000/pt.
$1M for infrastructure support (to include computers, ECG machine, equipment and
supplies) – Year 1 only (for start-up)
$400,000/yr for study oversight (to include 3 monitors for East, Central and Western
Canada at $100,000 each, and 1 national project coordinator at $100,000)
$50,000/yr for statistical consultation/oversight
$200,000/yr for travel costs
$90,000 for Investigator meetings (3 meetings at $30,000 each) – Year 1 only
Years 3-5 (Two Phase III studies)
The two phase III studies will be based on the most promising compounds coming out of
the Phase II studies. Each study will have 400 subjects (800 patients total for the two
studies).
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Costs
$8M for 800 patients at $10,000/pt
$500,000 for infrastructure support – Year 3 only (for continuation start-up)
$400,000/yr for study oversight (to include 3 monitors for East, Central and Western
Canada at $100,000 each, and 1 national project coordinator at $100,000)
$50,000/yr for statistical consultation/oversight
$200,000/yr for travel costs
$60,000 for Investigator meetings (2 meetings at $30,000 each) – Year 3 only

Clinical Trials

Year 1

Year 2

Year 3

Year 4

Year 5

5-yr TOTAL

TOTAL

$7.74M

$6.65M

$9.21M

$8.65M

$8.65M

$40.9 M
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CDAN Team 6 – Prevention of Alzheimer
Disease and Other Dementias
Team Leader
David Hogan, MD, FRCP(C)
Geriatric Medicine
University of Calgary
Calgary, AB

Context and Purpose
There is a pending global epidemic of Alzheimer disease, the most common cause of
dementia, as the world's population ages. Between 2006 and 2050, it‘s predicted that
the worldwide number of people with Alzheimer disease will quadruple to over 106
million. While prevention would be the ultimate goal, even small delays in disease onset
could significantly reduce the global burden of Alzheimer disease. For example,
interventions able to delay onset by two years would translate into nearly 23 million
fewer cases by 2050. (Alzheimer and Dementia 2007, 3(30:186-91)
A variety of factors have been associated in at least some observational studies with an
increased (e.g., diabetes, depression) or a decreased (e.g., Mediterranean diet, use of
HMG-CoA reductase inhibitor) risk for Alzheimer disease (see Table 1), but a panel of
experts recently convened by the National Institutes of Health in the United States
concluded that there is no strong evidence showing that any modifiable factor is
associated with a reduced risk of developing the disease. (National Institutes of Health
State-of-the Science-Conference Statement: Preventing Alzheimer Disease and
Cognitive Decline (April 26-28, 2010); background document - Preventing Alzheimer
Disease and Cognitive Decline – AHRQ Publication No. 10-E005)
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While we cannot conclude at present that any intervention is effective in preventing
Alzheimer disease, a number of approaches do seem promising. Some ―make sense‖
from what we know of the disease, have other beneficial outcomes, and are safe
making them particularly attractive. They may entail non-pharmacological
approaches. For example, a recent report suggests that increasing crystallized
intelligence possibly by education, improving fruit and vegetable consumption, and
implementing effective public health programs aimed at eliminating diabetes and
depression could have a three-fold greater impact on decreasing the incidence of
dementia than eliminating the principal known genetic risk factor for Alzheimer disease,
ApoE4. (BMJ 2010, 341:c3885)
We are entering a hopeful time where effective interventions to prevent or delay
Alzheimer disease will likely be established. Randomized controlled trials or prospective
cohort studies of adequate power and duration (at least two years) in diverse
populations are urgently needed to evaluate promising strategies. There is a growing
consensus that these studies are best done as a collaborative venture both at a
national and international level. Identification of individuals at higher risk for Alzheimer
disease to enrich the study population will likely have to be used in the initial evaluation
of strategies to prevent or delay disease onset.
A number of international prevention studies are in the process of being launched.
There will be opportunities for Canadian researchers and sites to participate in them. In
addition to other benefits, international collaboration will help ensure adequately
powered trials, spread costs across a number of funders, speed up recruitment thereby
decreasing the time needed to complete the study, and improve our ability to
generalize the results obtained. The creation of a national network for prevention trials
would also create opportunities for prevention studies developed in Canada by
Canadian researchers for the Canadian population.
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Table 1: Summary of findings of potential risk factors and interventions for Alzheimer disease
(Source: AHRQ Publication No. 10-E005)
Direction of Association

Factor

Current Level of Evidence
(GRADE criteria)

Increased Risk

APOE e4 genotype

Moderate

Conjugated equine estrogen with

Moderate

progesterone

Decreased Risk

No Association

Select NSAIDs

Low

Depressive disorder

Low

Diabetes mellitus

Low

Hyperlipidemia

(mid-life)

Low

Traumatic brain

injury (male)

Low

Pesticide exposure

Low

Never married, less social support

Low

Current tobacco use

Low

Mediterranean diet

Low

Folic acid

Low

HMG-CoA reductase inhibitors (statins)

Low

Higher levels of

Low

education

Light to moderate alcohol intake

Low

Cognitively engaging activities

Low

Physical activity(esp. high levels)

Low

Ginkgo biloba

High

Vitamin E

Moderate

Cholinesterase inhibitors

Moderate

Anti-hypertensive medication

Low

Conjugated equine estrogen

Low

Omega-3 fatty acids

Low

Vitamin B12

Low

Beta-carotene

Low

Homocysteine

Low

Hypertension

Low

Obesity

Low

Metabolic syndrome

Low

Early childhood factors

Low

Occupational level

Low

Lead

Low
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CDAN Dementias Prevention Strategy
The CDAN Prevention Trials Team will create the conditions necessary for Canadian
participation in a variety of prevention trials for Alzheimer disease.

Objective At Five Years
The CDAN Prevention Trials Team will –
1. Ensure that Canadian researchers and research sites will participate as full
partners in international prevention trials for Alzheimer disease.
2. Identify, recruit, nurture and where appropriate develop the expertise,
infrastructure and network of clinical sites needed for designing and
performing national and international prevention trials for Alzheimer disease.
3. Design where appropriate and select methodologically sound prevention
studies using a peer review process to test promising strategies for the
prevention of Alzheimer disease.
4. Implement the prevention studies selected, ensuring they are completed in a
timely and rigorous manner.
5. Disseminate widely the results obtained.
6. Explore opportunities for commercialization where appropriate.

Significance and Uniqueness
In the absence of any proven disease modifying therapies, effective strategies are
needed to delay or prevent the onset of Alzheimer disease in order to mitigate the
personal and societal impact of this disease.
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Budget Summary
Year one will entail pulling together the CDAN Prevention Trials Team, creating its
policies and procedures, identifying participating clinical sites through the Consortium
of Canadian Centres for Clinical Cognitive Research (C5R), and designing/ selecting
our first prevention study for initiation in year 2. Two additional studies will be initiated in
year 3 and 4 respectively. We will recruit a total of 1,000 subjects (none in Year 1, 300 in
Year 2, cumulative total 600 in Year 3, and cumulative total 1000 in Year 4 and 5) for
these trials. Subjects will be followed for between 2 and 4 years over the first 5 years. The
anticipated cost per subject would be $5,500/year.

Industry and Int’n
Relations
Trial Development/

5-yr

Year 1

Year 2

Year 3

Year 4

Year 5

SUBTOTAL

$1.0M

$0.5M

$0.5M

$0.2M

$0.2M

$2.4 M

0

$1.65M

$3.3M

$5.5M

$5.5M

$15.95M

Management
Subject Costs
Five-year total: $18.35M
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CDAN Team 7 – Genetics
Team Leader
Peter St. George-Hyslop, MD, PhD, FRCP(C), FRSC
Howard Hughes Medical Institute
Centre for Research in Neurodegenerative Diseases
University of Toronto
Toronto, ON

Context and Purpose
Genetic factors contribute to approximately 40% of the overall risk for dementias, either
alone or in combination with environmental factors. Some of these genetic factors
have already been identified through studies of families with Mendelian inheritance,
others via genome-wide association studies (GWAS). However, the genes discovered to
date account for only about half of the overall genetic risk, indicating that other genes
remain to be identified. The discovery of the full complement of genes which contribute
to risk for dementias will have a number of useful outcomes, including their use for presymptomatic detection, their use for development of novel functional biomarkers, and
their use for development of new therapeutic targets.

Overall Objective
The overall objectives of the genetics program will be to identify genes and geneenvironment interactions that are important in the development of these
neurodegenerative dementias. This will require a collaborative transnational program,
which will investigate the genetics of existing cohorts, will compare the genetics of
dementia in Canadian populations compared to those observed in other populations,
and will investigate the role of Canadian environmental factors as they play upon the
genetic background. It will take advantage of the rich ethnic and cultural diversity of
Canada to explore genotypes and environmental modulators of risk for Alzheimer
disease. In order to accomplish this goal, there will be a close collaboration between
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molecular geneticists, statistical geneticists, genetic epidemiologists, as well as clinicians
expert in clinical phenotypes, imaging phenotypes, and neuropathological phenotypes
against which genetic and environmental factors can be assessed.

Management Plan
Three to six laboratories are designated to be in the CDAN centers of excellence
program in genetics and genetics- related research based on molecular genetics,
epidemiology, statistical genetics and genomics. These centres will hold a budget that
will be approved, or amended as appropriate on an annual basis. Laboratories will be
required to submit annual reports on their progress to receive funding for the next year.
They will also be required to present their findings at an annual meeting of participating
laboratories. Reporting of ongoing research results will be communicated on a regular
basis to the network making use of CDAN‘s proposed KT & E activities (refer to KT & E
section). To encourage participation from all qualified investigators in Canada, there
will be an open competition for operating grant funds for genetics-related research,
with awards being made across Canada. Proposals from investigators at all stages of
career development, including young investigators with particularly innovative research
concepts, are welcome. Young investigators in particular will benefit from the
networking and career-development opportunities that involvement in CDAN will
provide. Applications will follow CIHR guidelines and peer review will be conducted by
an International Advisory Committee of dementia experts from outside of Canada. As
with the Centers of Excellence laboratories, awardees will be required to submit annual
reports showing satisfactory progress in order to receive ongoing funding. They will also
be required to present their findings at an annual meeting of all grant recipients.

Participating Institutions and Investigators
Rogaeva (Genetics); Sadovnick (Genetic Epidemiology); St George-Hyslop (Genomics
and Proteomics); TBD (Statistical Genetics)
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Budget
A. Typical annual budget for a functioning genetics-related centre devoted to genetics
and Alzheimer Research with a principal investigator and a support staff totaling six is as
follows:
Personnel: one senior research assistant, two technicians, one post doctoral fellow, and
two graduate students=salary total with benefits $240,000;
Consumable supplies $100,000 (genomics, proteomics, genotyping);
Equipment $100,000 (flow cells and other equipment for ultra-high throughput
sequencing and databases, etc.);
Miscellaneous items $ 10,000
Total $450,000/yr per centre
This total will increase or decrease proportionally to the number of personnel involved.
The budget will provide for 3-6 of Canada‘s top laboratories in the field to be
guaranteed funding so that there is a national network of excellence in genetics of
dementia up to a total $2.7 million per year for 6 Centres of Excellence.
B. The budget will provide for up to 20 grants to be available on a competitive basis
following peer review by an International Advisory Committee of dementia experts.
Total at least $4.6 million per year for peer-reviewed funding for dementia research
C. Meetings and administrative costs $ 300,000
D. Overall budget of $6.8-9.6 million/year

Genetics

Year 1

Year 2

Year 3

Year 4

Year 5

5-yr TOTAL

$2.7 M

$2.7 M

$2.7 M

$2.7 M

$2.7 M

$13.5 M

$3.8 M

$8.4 M

$6.6 M

$6.6 M

$6.6 M

$23.0 M

administrative

$0.3M

$0.3M

$0.3M

$0.3M

$0.3M

$1.5 M

D. TOTAL

$6.8 M

$11.4 M

$9.6 M

$9.6 M

$9.6 M

$47.0 M

A. Six Centres of
Excellence
B. Peer Reviewed
Granting
C. Meetings and
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CDAN Team 8 – Neuroimaging
Team Leader
Alan Evans, PhD
James McGill Professor of Neurology, Psychiatry
and Biomedical Engineering
Montreal Neurological Institute,
McGill University
Montreal, PQ

Context and Purpose
Advanced medical imaging techniques such as MRI, fMRI, and PET will play an
increasingly important role in both basic and clinical research in the coming years.
Identifying brain changes in people who will go on to develop Alzheimer disease before
they show symptoms has been a top priority of researchers in the field. Imaging has
been identified as a powerful support tool for reducing the cost of clinical trials4. In
particular, using time-to-progression (often detected by imaging) rather than survival as
the outcome measure can reduce costs and improve timeliness of generating clinical
trial results. Imaging is also important in areas of research such as detection of early
changes and disease biomarkers (early diagnosis). However, there are many different
forms of ―imaging‖ indices, as well as clinical measures and genetic markers that
reveal different aspects of an individual‗s vulnerability for developing Alzheimer disease.
All of this information has to be integrated within some unified risk assessment. Therefore,
we anticipate a growing need for Imaging/Behavioral/Genetics correlation, using
powerful statistical tools.
We anticipate a growing need for Imaging/Behavioral/Genetics correlations. The
advance of genetic technology allows separation of the population into prognostically
homogeneous groups. Combining imaging data with genetic differences in Alzheimer
disease patients (ref: Genetics section, Peter St.George-Hyslop), and behavioral test
4

Imaging in Clinical Trials, Bradley J Erickson1 and Jan C Buckner, Cancer Informatics 2007:4 13–18.
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results could predict the success of a therapy and may have prognostic value as well.
CDAN is leveraging existing Canadian investment in imaging by partnering with the
Montreal Consortium for Brain Imaging Research (MCBIR). This group is led by Dr. Alan
Evans (McGill University). Sharing of imaging resources and data is desirable. Research
projects utilizing brain imaging are expensive, and require considerable expertise to
process and analyze each image. The maximum benefit of sharing data is gained
when the imaging data collected is done in a high quality and uniform way. This means
it is critical that imaging experts be involved in the design of the clinical trial which
utilizes imaging as an endpoint. Historically, the lack of good mechanisms and
motivators for sharing data have minimized the amount of sharing that occurs between
trials. Powerful new databases, such as LORIS (created by Dr. Evan‗s group at MCBIR)
are solving this problem and making imaging data sharing easier and more accessible
than ever before.

Objectives and 5-Year Goals





Increase scanning capacity for Alzheimer disease, MCI, and elderly normal
patient cohorts across the country who may be then slotted into clinical trials
Conduct research brain scanning [MRI, fMRI, PET, PIB PET, MRS] for Alzheimer
disease, MCI and elderly normal research subjects across the country who will
be used in clinical research projects
Create a centralized web-based database to store and use the MRI imaging
data collected
Utilize a central ―pipeline‖ to deliver to clinicians, based at the Canadian
Alzheimer disease clinical research centres, useful imaging information, such
as cortical thickness and volumes of specific brain structures that can aid in
diagnosis

Importance to the Network
CDAN funding will provide sufficient funds to support 6000 research MRI scans per year
across the country (fewer if complex series or functional MRI or MR spectroscopy are
used) as well as 1500 PET scans (PIB or FDG) in years 1 and 5. This level of funding will be
sufficient to supply the research needs of Canadian investigators. This will include,
where necessary, scanning of patients in research cohorts at the CDAN clinical
research centres.
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We will work with local radiologists serving Memory Clinics across the country, to
standardize protocols for MRI at each site. We will then be able to offer timely,
accurate, and standardized quantitative analysis of each MRI scan at
the central CDAN data base in Montreal. Fully automated pipeline analysis will be
applied to Alzheimer disease patients and patients in Memory Clinics and clinical
research centres across Canada.
CDAN will take advantage of a pre-existing, powerful web-based database
architecture (LORIS) that was developed at the MNI by Dr. Alan Evans‗ group to
underpin the $30M multi-centre NIH MRI Study of Normal Brain Development (NIHPD).
The publicly available NIHPD database from this project provides large-N baseline data
on normal development for studies investigating specific brain disorders
(www.bic.mni.mcgill.ca/nihpd/info).
LORIS has since been deployed in support of numerous other multi-centre network
projects, studying both developmental and neurodegenerative disorders, including a
multi-centre US study of autism, the IBIS project (www.ibis-network.org), and two large
European initiatives investigating Alzheimer disease: AddNeuroMed
(http://www.innomed-addneuromed.com) and Neugrid (http://www.neugrid.eu).
Of direct relevance to CDAN, the LORIS infrastructure is also being deployed in support
of the Canadian NeuroDevNet network. This will link major neuro-developmental
laboratories across Canada by providing a web platform for collection of imaging,
behavioral, clinical and genetic information on developmental disorders. The same
infrastructure will be immediately usable for the CDAN Network. Our plan will be for all
MRI scans obtained in participating Canadian clinics to be uploaded and stored
centrally within LORIS.
The sophisticated CIVET pipeline developed in Dr. Evan‗s laboratory will supply
physicians in Canada with timely and reliable data on the brain anatomy of their
patients. Cortical thickness and regional brain volume measurements will be supplied
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initially. As further measures (PIB SUVR, MRI cortical thickness, etc.) are sufficiently
validated, they too will be supplied as a clinical service from the central imaging centre
in Montreal.

Budget
Neuroimaging

Year 1

Year 2

Year 3

Year 4

Year 5

5-yr TOTAL

TOTAL

$12.1 M

$5.2 M

$5.2 M

$5.2 M

$5.2 M

$32.9 M
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CDAN Team 9 – Knowledge Translation
& Exchange
Team Leader
Kenneth Rockwood, MD, FRCP(C), FRCP
Kathryn Allen Weldon Professor of Alzheimer Research
Professor of Medicine
Dalhousie University
Halifax, NS

Context and Purpose
Canada punches well above its weight in dementia research worldwide. Even so,
Canadians with dementia commonly do not receive the latest in care – either
medications or non-pharmacological support. The next decade will witness an
explosion of evidence-based treatments to prevent cognitive decline in dementia,
some provided by CDAN studies as well as international efforts. Knowledge Translation
(KT) is the adaptation of these research findings into effective treatments, services, and
products. Knowledge Exchange (KE) is the process of collaborative information sharing
and problem-solving between researchers, caregivers, and policy makers. Together,
KT&E connects people, ideas, and resources to help bridge the gaps in turning basic
research results into meaningful health decisions respecting availability of treatment
and access to appropriate health services for persons with dementia. Knowledge
Translation and Exchange (KT&E) is represented by a continuum of activities embedded
in the CDAN proposal.

Strategy
In 2008, the CIHR Institute of Aging identified knowledge translation in dementia as a
particular need and has committed $4.0 million in funding over five years to the
Canadian Dementia Knowledge Translation Network (CDKTN). CDAN has partnered
with the CDKTN to leverage CIHR‗s KT investment. CDAN will integrate the existing
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CDKTN infrastructure to increase the interest, scope and application of new knowledge
among researchers, health practitioners, patients and families. A number of tools and
activities will be used in partnership with the CDKTN including: KT training for CDAN
members, online tools such as websites, central databases, a CDAN wiki, Skype
conferencing, video as well as more traditional communication methods such as peerreviewed publications, annual conference/workshops and written reports of activities.
CDAN will make available publicly its Annual Report highlighting and summarizing
network activities as a follow-up to the annual conference and AGM.

CDKTN In-Kind Support for CDAN Activities
CDKTN has created www.lifeandminds.ca as the public website to gain attention to
dementia. In addition, CDKTN has an intranet dedicated for researchers to enhance
their access to new information, research investigations and findings and potential
collaborators. Researchers will use the CDKTN infrastructure as their platform to increase
their awareness of investigations – failures as well as potential breakthroughs.
To date, CDKTN has also developed two modules for KT training and intends to build a
series of KT training materials for different settings and personnel (families, front line care
providers, researchers).
Currently CDKTN has over a 120 network members in Canada, the majority of whom are
clinician/ researchers and their teams. The Network has organized workshops and is
building its profile as a place to connect and find out what is taking place in dementia
research in Canada.

Objectives and 5-Year Goals




Identify KT gaps for CDAN, make recommendations for adopting KT practices
and training
Create and implement a CDAN KT strategy, providing technical infrastructure
and training as appropriate for each CDAN Team/Core
Introduce new measurements for clinical meaningfulness for drug trials that
address patient and care giver needs
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CDKTN will continually feature CDAN‗ s research in a series of short videos
which will be designed to capture the essence of the research and to set up a
virtual campus of dementia investigators using CDKTN information technology
Measure the success in KT at each site

Expected Results









Acceleration of application of new knowledge from each of the CDAN Teams
& Cores
A better understanding of the clinical meaningfulness of any treatments that
improve the dementia course
Closing the time gap to finding improved interventions and a cure
Increased dialogue among researchers at all levels of investigation of
dementia, its causes and treatment
Increased awareness of dementia in determining health policy and
programming
Better understanding of the cost of dementia care, indirect and direct
Improved access for care givers to care management information and
treatment options
Improved quality of life for those diagnosed with dementia

CDKTN will benefit from linking its existing network to the downstream research
community. Much of the focus for CDKTN has been on health professionals as this has
been identified as a critical area where the translation of new disease management
techniques and treatments are sporadic and isolated to individuals or small groups of
workers. A CDAN-CDKTN partnership will improve the communication pipeline between
the basic sciences & clinical trials areas so they better reach those in direct contact
with patients and their caregivers. This will aid in increasing awareness on both ends of
the discovery chain; bringing a new dimension of patient and family participation to
drug discovery process, and allowing researchers to form a deeper appreciation for the
urgency and human concerns that accompany Alzheimer disease and dementia.
Support of this CDAN proposal will also enable CDKTN to expand its reach to a greater
number of researchers by providing funding for KT personnel to work closely with the
CDAN sites. CDKTN as it is currently structured provides minimal KT hands on expertise to
take research findings to other settings. In many cases, the KT is done after the research
project has been initiated and the study protocols have been approved. With this
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proposal, CDKTN will be able to participate with the CDAN research sites from the very
beginning. This provides a much needed intervention: ensuring the questions pursued
are ones that the patient and their families understand and support. Support is critical
for recruiting study participants and for research funding contributions whether from
governments, business or the individual donor.
CDAN needs a vehicle that can celebrate progress in the research community as well
as the public domain. CDKTN will be that vehicle through its websites, and video
production expertise and network of > 100 committed dementia researchers. A key
feature of the KT team will be to recruit and train a group of researchers who will be
integrated with each of the CDAN site research teams. This design and development of
a cadre of KT dementia researchers from a wide range of disciplines will create a virtual
KT campus. The budget reflects the costs associated with managing a nationwide KT
platform for CDAN as well as a large cohort of new researchers who have committed
to incorporating KT in their investigations.

Budget
Knowledge
Translation &
Exchange
TOTAL

Year 1

Year 2

Year 3

Year 4

Year 5

5-yr TOTAL

$0.6 M

$0.84 M

$0.94 M

$1.0 M

$1.1 M

$4.4 M
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Table 2 - KT&E is planned for all stages of the CDAN Plan. These activities will be added to and refined
annually as per the recommendations of the CDAN Steering Committee:

CDAN Research
Theme and Cores

Proposed Knowledge Translation & Exchange Activities

General

CDKTN will work with each of the CDAN Teams & Cores to create a comprehensive
database of research activity, participating researchers, their collaborators and the
critical paths for their research outcome achievements. Individual team workshops,
video/teleconferencing, annual meeting will facilitate goal-setting and knowledge
exchange. Creation of a CDAN wiki will facilitate regular collaboration between all areas
of the CDAN value chain.
Centralized facility for obtaining information on mouse and other AD animal models to
reduce unnecessary resource duplication, increase consistency of models and
information relating to them; information updates about these models to be provided on
CDAN/CDKTN website for network use; annual workshop report on progress of this Team
made available online
Information updates about new research results to be provided on CDAN/CDKTN website
for network use; annual workshop(s) report on progress of this Team made available
online; Ideas exchange portion of website for feedback and discussion of results;
AGM/Conference for presenting results and highlighted in Annual Report; video
production of significant results for educating public and clinicians.
Website listing participating repositories for obtaining tissue, guidelines for use; information
updates about these models to be provided on CDAN/CDKTN website for network use;
annual workshop report on progress of this Team made available online.
On line collaboration tools for clinical research teams and KT training.
Communication to public on research progress
AGM/Conference for presenting results and highlighted in Annual Report
Recruitment vehicle for clinical trials through the CDKTN network communication links
AGM/Conference for presenting results and highlighted in Annual Report.
KT services for targeted groups interested in genetic research investigations (the influence
of genetics on a person or families risk of dementia is fraught with many misconceptions –
and it is top of mind for anyone who has a parent or sibling who has dementia)
Central database of imaging made available to clinicians and researchers by internet.
Data ‗pipeline‘ to allow submission & retrieval of imaging information. Website with
standardized guidelines for imaging.
Development of online physician training modules.

Animal models

Basic Science

Brain Banks

Clinical Research

Clinical Trials
Genetics

Imaging

Post-Research Activities
Evidence Synthesis &
Clinical Guidelines

Application Gaps

Measure Health
Outcomes
Inform Public
Influence Policy
Health Economics &
Commercialization

Consensus conference (Year 1) to generate evidence-based guidelines for a Canadian
best-practice system of diagnosis and treatment for dementia; guidelines to be made
available to clinicians via peer-reviewed publication and wide distribution via CDAN and
partner websites.
Monitoring of KT and E activities by the CDAN teams.
Organization and communication of stakeholder observations of research gaps to CDAN
teams.
Develop unique health outcome measures that can readily be used to quantify and
qualify change in dementia care and quality of life.
CDAN website, regular newsletters, media releases, make Annual Report available online;
increase awareness by participating in World Alzheimer‘s Day events.
Preparation of background documents for decision makers on CDAN outcomes that
would change health programs.
Provide KT on IP protection, spin off company requirements and business partnering
criteria for CDAN commercialization opportunities.
Create a health economics sub team across the CDAN Teams and Cores that translates
the new knowledge into economic models.
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CDAN Budget Summary
Network
Component Budget
Animal Models

Year 1

Year 2

Year 3

Year 4

Year 5

5-yr TOTAL

$0.6M

$0.6M

$0.6M

$0.6M

$0.6M

$3.0 M

Basic Research

$6.8M

$11.4M

$9.6M

$9.6M

$9.6M

$47.0M

Brain Banks

$1.7M

$1.7M

$1.7M

$1.7M

$1.7M

$8.5M

Clinical Research

$8.5M

$8.0M

$8.0M

$8.0M

$8.0M

$40.5M

Clinical Trials

$7.74M

$6.65M

$9.21M

$8.65M

$8.65M

$40.9M

Prevention Trials

$1.0M

$2.15M

$3.8M

$5.7M

$5.7M

$18.35M

Genetics

$6.8M

$11.4M

$9.6M

$9.6M

$9.6M

$47.0M

KT&E

$0.6M

$0.84M

$0.94M

$1.0M

$1.1M

$4.48M

Neuroimaging

$12.1M

$5.2M

$5.2M

$5.2M

$5.2M

$32.9M

Other: Network
Administration
TOTAL COMMITMENT

$0.5M

$0.5M

$0.5M

$0.5M

$0.5M

$2.5M

$46.34 M

$48.44 M

$49.15 M

$50.55 M

$50.65 M

$245.13M
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Effective Management and
Governance
CDAN is a federally incorporated, charitable, not-for-profit corporation (www.cdan.ca).
It has a structure which unites network investigators with their participating institutions
and partner organizations to reach the common goal of eradicating dementia. To
bring discoveries to the bedside, a series of stages must be linked. The chain is broken if
any link fails. CDAN has a world expert leading each stage in the value chain (basic
research, animal models, clinical research, clinical trials and industry and international
relations). They are supported by core resources (brain banking, genetics, and imaging)
to enhance their effectiveness and shorten the time line to success. This process is
supplemented by a knowledge translational team derived from the Canadian
Dementia Knowledge Translation Network. Centralized administration and
communication functions allow for efficient management and communication.
Accountability is ensured via an effective governance process which includes an
independent Audit and Finance Committee, and three Advisory Panels (Scientific,
Industry, and Ethics). Input will also be obtained from organizations that are members of
CDAN such as the Pacific Alzheimer Research Foundation (www.parf.ca) as well as
cooperating partners such as the Centre for Drug Research and Development
(www.cdrd.ca). See the Organization Chart.
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Organization Chart

Participating Members and Partners
Members of CDAN include organizations with a similar mission. Each member has a
vote at the annual general meeting and is encouraged to provide input to the
Directors on all aspects of CDAN activities. Partners of CDAN include cooperating
organizations with a wider mandate than that of CDAN but who possess the capacity
to make important contributions to its mission. They do not have voting privileges but
are encouraged to provide input to CDAN and cooperate with CDAN researchers in
achieving their objectives.
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Participating
Organizations
Member:
The Pacific Alzheimer
Research Foundation

Member:
The Consortium of
Canadian Centres
for Clinical Cognitive
Research (C5R)
Partner:
The Centre for Drug
Research and
Development
(CDRD)

Logo

Description
Founded in 2005 as a British Columbia
charitable foundation with the mission to
eliminate Alzheimer disease. It received a
$15 million grant from the British Columbia
Government in 2006 to support Alzheimer
disease research and is a sponsor of CDAN.
Website: http://www.parf.ca
Composed of 32 accredited sites, with
clinics in every Canadian Province.
Essentially all academic clinical dementia
researchers in Canada are members of
C5R.
Website: http://www.c5R.ca
Located at University of British Columbia is
a partner, CDRD is designed to bridge the
gap between discovery of a promising
agent and preparing it for
commercialization. CDRD has received
important financial support from the
Government of Canada.
Website: http://www.cdrd.ca

58

Officers and Directors
The CDAN Board of Directors is comprised of experts from coast to coast who possess
an extraordinary range of expertise that covers the spectrum from basic research to
healthcare policy. Directors will actively participate in determining CDAN‘s strategic
plans, safeguarding its resources, and monitoring its performance towards fulfillment of
the mission to eliminate dementia.
Name

Photo

Position

Primary Affiliations

Location

Patrick McGeer,

CDAN President

University of British

Vancouver,

OC, OBC,MD, PhD,

Team Leader Basic

Columbia Kinsmen

BC

FRCP(C), FRS

Research

Laboratory of
Neurological Research

R. Paul Beckmann,

CDAN Secretary-

Associate Counsel

Vancouver,

QC

Treasurer

Wills, Estates and Trusts

BC

Group
Davis, LLP - Legal
Advisors
Howard Chertkow,

CDAN Director

McGill University;

MD, FRCP(C)

Team Leader Clinical

Director, Bloomfield

Research

Centre for Research in

Montreal, PQ

Aging
Lady Davis Institute for
Medical Research
Kenneth Rockwood,

CDAN Director

Dalhousie University

MD, FRCP(C), FRCP

Team Leader

Canadian Dementia

Knowledge

Knowledge Translation

Translation

Network (CDKTN)

Halifax, NS
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Board Committees and Advisory Panels
To enable efficient operations during intervals between Board meetings, the Executive
Committee will be empowered to exercise all of the powers of the Board in the
administration of CDAN‘s affairs other than the power to amend the by-laws of the
Corporation.

Audit and Finance Committee
CDAN will establish an independent Audit and Finance Committee to act in an
advisory capacity to the Board with respect to all financial matters. It will review
financial support from all sources, fiscal feasibility of proposed budgets, periodic
financial statements, annual audited financial statements and investment strategy. The
Committee will also report to the Auditor General of Canada regarding all funds
received from the Federal Government and to Provincial Auditors General for any funds
received from Provincial governments. The Committee will also be responsible for
recommending the appointment of internal auditors to the Members at the annual
meeting, as well as recommending follow up action to be taken by management
regarding internal control mechanisms, financial and accounting policies, and
investment policy.

External Scientific Panel
To ensure ongoing research excellence, proposed and ongoing projects will be
submitted for independent peer review by the External Scientific Review Panel that
reports directly to the Board. The panel will be comprised of internationally respected
experts selected to provide unbiased insight and recommendations to the CEO and
Board regarding proposed projects that will require significant CDAN resources.

Industry Advisory Panel
The Industry Advisory Panel will be comprised of respected members of the
pharmaceutical and health care communities. The panel will advise the Board
regarding issues and opportunities that impact the commercialization and/or
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implementation of network-funded research.

Ethics Advisory Panel
Because of the many ethical issues involved in care of the declining elderly, diagnosis,
and treatment, an advisory board of outstanding academic Ethicists and stakeholders
will be established to evaluate the many ethical aspects of CDAN at all stages.
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Biographies of CDAN Directors and
Team Leaders
Patrick McGeer, MD, PhD, FRCP(C), FRSC, OC, OBC
Team Leader: Basic Research
CDAN President
Professor Emeritus, Faculty of Medicine
Kinsmen Laboratory of Neurological Research
University of British Columbia

Patrick L McGeer, MD, PhD, FRCP(C), FRSC, is a professor emeritus, Faculty of Medicine, UBC. He
graduated with first class honors in chemistry from UBC in 1948 and received his PhD in chemistry
from Princeton University in 1951. He worked for the DuPont Company in Wilmington, Delaware
from 1951 to 1954, where he met his wife, Dr. Edith McGeer. He then entered medical school
receiving his MD from UBC in 1958.
He is a fellow of the American Association for the Advancement of Science, the Royal College
of Physicians of Canada and the Royal Society of Canada. He is an Officer of the Order of
Canada and a member of the Order of British Columbia. For many years, he combined his
scientific career with politics, serving as an opposition member in the British Columbia Legislature
from 1962 to 1975, and as a Minister of the Crown in the British Columbia Cabinet from 1975 to
1986. In Government, he held various portfolios including Education, Universities, Science,
Communications and International Trade. While serving in the B.C. Cabinet, he was officially on
leave of absence from UBC but continued to work evenings and weekends in the laboratory.
During that period he produced some 150 scientific papers and the first edition of the Molecular
Biology of the Mammalian Brain with Nobel Laureate Sir John Eccles and Edith McGeer. With his
colleagues, he is the author of over 760 scientific publications. He holds Honorary Doctorates
from 4 Universities. He was recognized by ISI International in the original data base of the world‘s
100 most highly cited neuroscientists. Scopus lists him in 2008 as Canada‘s most highly cited
neuroscientist.
Dr. McGeer has always been interested in sports. He was a conference scoring champion and
All-Star basketball player at UBC and his team defeated the Harlem Globe Trotters. He played
basketball for Canada‘s Olympic team in 1948. He is a member of the UBC Sports Halls of Fame
and a team member of the British Columbia Sports Hall of Fame.
Drs. Patrick and Edith McGeer now direct the Kinsmen Laboratory research program to eliminate
dementia sponsored by the Pacific Alzheimer Research Foundation program.
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Sultan Darvesh, MD, PhD, FRCP(C)
Team Leader: Brain Banking
Professor of Medicine
Departments of Medicine (Neurology and Geriatric
Medicine) Anatomy & Neurobiology and Chemistry
Dalhousie University
Director, Co-Founder
Maritime Brain Tissue Bank
Dr. Sultan Darvesh graduated with BSc (Honours) and MSc degrees simultaneously at the
University of New Brunswick (Fredericton) in 1979. He received a PhD degree from the University
of New Brunswick (Fredericton) (organic chemistry - 1983) which was followed by a postdoctoral
fellowship year in molecular biology at the same institution. Medical training was at Dalhousie
University (MD, 1988), as was his residency in Neurology ending in 1993. Subsequently, he did a
fellowship in Behavioral (cognitive) Neurology at Baycrest Center for Geriatric Care and the
University of Toronto (1994) and is now Professor of Medicine at Dalhousie University.
Dr. Darvesh is a staff Neurologist at the Capital District Health Authority (Department of
Medicine, Neurology), and is the Director of the Behavioral Neurology Clinic, conducted
through the Memory Disability Clinic and associated with the Division of Geriatric Medicine,
where he holds a cross-appointment. His interest is in assessment and management of patients
with cognitive impairment and in doing basic research on the causes and treatment of
neurodegenerative disorders. He is also cross-appointed at Dalhousie University in the
Department of Anatomy & Neurobiology and the Department of Chemistry, where he conducts
basic research in development of innovative strategies for the diagnosis and treatment of
neurodegenerative disorders. He is the co-founder and the Director of The Maritime Brain Tissue
Bank that makes brain tissues available for research scientists worldwide. He is also a Research
Associate in the Department of Chemistry at the University of New Brunswick (Fredericton) and
Adjunct Professor in the Department of Chemistry at Mount Saint Vincent University (Halifax).
Dr. Darvesh is the principal author in over 50 peer-reviewed publications; he holds a number of
patents and has been successful in obtaining significant grants to support his research. He has
received a number of awards for excellence in research and continues to engage in
collaborative work within Canada, the US, Europe and Asia.
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Kenneth Rockwood, MD, FRCP(C), FRCP
Team Leader: Knowledge Translation
CDAN Director
Kathryn Allen Weldon Professor of Alzheimer Research
Professor of Medicine
Dalhousie University
Principal Investigator & Chair, Management Committee
Canadian Dementia Knowledge Translation Network

Dr. Kenneth Rockwood is Professor of Geriatric Medicine & Neurology at Dalhousie University
and a physician in the Department of Medicine at Capital Health, Halifax. As the Kathryn Allen
Weldon Professor of Alzheimer Research, he has a longstanding interest in dementia and
delirium.
Professor Rockwood is the author of more than 250 peer-reviewed scientific publications, and
seven books, the most recent being (as co-editor) the 7th edition of Brocklehurst‘s Textbook of
Geriatric Medicine & Gerontology. In 2000, he founded DementiaGuide Inc, a web-based,
health information company. Most recently, he heads up the Canadian Dementia Knowledge
Translation Network, which includes more than 100 investigators in 36 centres across Canada,
and the Canada China Collaboration on Ageing and Longevity.
His work is funded by the Canadian Institutes of Health Research, the Alzheimer Society of
Canada, the Mathematics of Information Technology and Complex Systems Canadian
Research Network, the National Science Foundation of China, the Dalhousie Medical Research
Foundation and the Fountain Innovation Fund of the QEII Health Sciences Foundation.
A native Newfoundlander, Dr. Rockwood holds degrees from Memorial University (BA, BMed and
MD), MPA (Queen‘s University) and diplomas in Internal Medicine (U of Alberta) and Geriatric
Medicine (Dalhousie University).
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David Westaway, PhD
Team Leader: Animal Models
Professor of Neurology
University of Alberta
Director, Centre For Prions and Protein Folding Diseases

Dr. David Westaway is a molecular biologist with a special interest in human neurologic
disorders. After obtaining a PhD in Biochemistry at the University of London he completed
postdoctoral training with two Nobel Laureates, Harold Varmus and Stanley Prusiner, both at the
University of California San Francisco.
In 1994 Dr. Westaway moved from California to the Centre for Research in Neurodegenerative
Disease at the University of Toronto. Here his laboratory defined the prion-related doppel and
shadoo proteins and created the TgCRND8 line of transgenic mice, a robust model of earlyonset Alzheimer disease. TgCRND8 mice are widely used in over forty Alzheimer Disease
laboratories in the USA and Europe, as well as in the drug development programs of several
pharmaceutical companies. In 2006 Dr Westaway moved to the University of Alberta where he
is appointed as Professor (Neurology) and Director of the Centre for Prions and Protein Folding
Diseases.
Dr. Westaway‘s current work is directed towards an understanding of the common features in
the pathogenesis of prion disease and Alzheimer disease. His awards include CIHR Investigator
and Zenith Scholar of the Alzheimer‘s Association (USA). He holds a Canada Research Chair (Tier
1) in prion biology, is a Scientist of the Alberta Heritage Foundation for Medical Research
Scientist, and an Alberta Ingenuity Scholar. His work is funded by CIHR, the Alberta Prion
Research Institute, and the PrioNet NCE.
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Sandra Black, MD, FRCP(C)
Team Leader: Clinical Trials & Industry Relations
Brill Professor of Neurology, Faculty of Medicine
University of Toronto
Research Director
Brain Sciences Program
Sunnybrook Health Sciences Centre

Dr. Sandra E. Black holds the inaugural Brill Chair in Neurology, Dept of Medicine, University of
Toronto, Sunnybrook Health Sciences Centre. She is the Brain Sciences Program Research
Director at Sunnybrook Health Sciences Centre, and Medical Director of the Regional Stroke
Centre for the North and East Greater Toronto Area. She directs the LC Campbell Cognitive
Neurology Research Unit, and is the Interim Centre Director for the Heart and Stroke Foundation
Centre for Stroke Recovery. She is also a Senior Scientist at the Rotman Research Institute at
Baycrest. She served as Head of the Division of Neurology at Sunnybrook from 1995-2006.
Dr. Black received her medical degree and neurology training at the University of Toronto, and
did graduate work at Oxford University in the History and Philosophy of Science. Her research
interests include the cognitive and behavioral consequences of stroke and vascular brain
disease, stroke recovery, the differential diagnosis of dementia, and the use of neuroimaging
techniques to elucidate brain-behavior relationships in stroke and dementia, including
quantitative structural imaging and functional magnetic resonance imaging. She has
authored/co-authored over 300 publications including 252 peer reviewed and 51 invited
publications as well as 39 group publications as clinical trialist. She is actively engaged in
treatment trials for stroke and stroke recovery, Alzheimer‘s disease, and Vascular Dementia.
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Howard Chertkow, MD, FRCP(C)
Team Leader: Clinical Research
CDAN Director
Professor of Neurology, Neurosurgery and Medicine
McGill University
Director
Bloomfield Centre for Research in Aging
Lady Davis Institute for Medical Research

Dr. Howard Chertkow is a cognitive neurologist, founder (with Howard Bergman) and director of
the JGH/ McGill Memory Clinic. Dr. Chertkow is a member of the Jewish General Hospital‘s Dept.
of Clinical Neuroscience and Division of Geriatric Medicine.
Dr. Chertkow‘s major areas of research interest include 1) Early diagnosis of Alzheimer disease
and prediction of deterioration in individuals with Mild Cognitive Impairment: 2) the structure,
organization, and function of the Semantic Memory component of long term memory, and its
deterioration in dementia and 3) localization of language and memory functions in the brain
using functional imaging. He has been continuously funded by the CIHR and its forerunner, the
MRC, for the past 18 years, and currently holds CIHR grants to explore the natural history of Mild
Cognitive Impairment and the neural substrate of semantic memory. His CV lists 258 publications,
including 110 peer-reviewed articles and chapters. Dr. Chertkow‘s salary support has included a
prestigious ―Chercheur national‖ award from the FRSQ.
Dr. Chertkow is past president of the Consortium of Canadian Centres for Clinical Cognitive
Research (C5R). He was previously coordinator of the cognition axis of the provincial FRSQ
network on Aging. He currently sits on the Research Advisory Board of the Alzheimer Society of
Canada, and a Quebec Government board to draw up a provincial strategy for dementia
management. In 2006 he chaired the Third Canadian Consensus Conference on the Diagnosis
and Treatment of Dementia, which brought together many of the country‘s experts to formulate
new guidelines for physicians. Results have been published nationally and internationally and will
form the basis of physician training and government policy in Canada regarding dementia in
the coming years. These results are being disseminated with the support of ―knowledge transfer‖
grants from the CIHR to Dr. Chertkow. In 2008 Dr. Chertkow received the national Irma Parhad
Award from C5R for contributions to excellence in Alzheimer Disease research.
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Dr. David Hogan, MD, RCPSC
Team Leader: Prevention of Alzheimer Disease and
other Dementias
Professor of Geriatric Medicine
University of Calgary

Dr. David Hogan is a physician and specialist in geriatric medicine. He holds the Brenda Strafford
Foundation Chair in Geriatric Medicine, University of Calgary (the first Canadian Chair in geriatric
medicine).
From 1984 till 1990 he was a member of the Faculty of Medicine, Dalhousie University. In 1990 he
moved to the University of Calgary where he founded the Division of Geriatric Medicine and
served as Head for its first ten years. Dr. Hogan has served as Chair of the Royal College of
Physicians and Surgeons of Canada (RCPSC) Specialty Committee in Geriatric Medicine, Chief
Examiner in Geriatric Medicine for the RCPSC, President of the Canadian Geriatrics Society,
President of the C5R (a national network of dementia researchers), and he is currently editor of
the Canadian Journal of Geriatrics.
Dr. Hogan‘s undergraduate and postgraduate medical education took place in Nova Scotia
(Dalhousie University), Alberta (University of Alberta), and Ontario (University of Ottawa, University
of Western Ontario).
Dr. Hogan has authored over 400 publications (193 peer-reviewed papers, 119 non-peer
reviewed publications, 26 books/ chapters/ monographs, and 92 abstracts). His research
interests include cognitive decline and dementia (and its various causes such as Alzheimer
disease), falls, frailty, and health services for older Canadians. Within the last few years he
played a leading role in two national projects that developed guidelines for the assessment and
care of older persons with delirium and mild to moderate stages of Alzheimer Disease as well as
being primarily responsible for a fall prevention algorithm for physicians and other health care
providers in Alberta.
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Alan Evans, PhD
Team Leader: Imaging
James McGill Professor of Neurology, Psychiatry and
Biomedical Engineering
Montreal Neurological Institute, McGill University
Director, Montreal Consortium for Brain Imaging Research
ACE Neuroimaging Laboratory

Dr. Alan Evans trained in physics at Liverpool University in the U.K. He completed his PhD in
biophysics (1979), studying the 3D folding patterns of protein structure and the binding of cofactors and substrates to enzymes. He then spent 5-years at Atomic Energy of Canada Ltd. in
Ottawa, working on the physics and biochemical analysis of positron emission tomography (PET)
data.
In 1984, he moved to the Montreal Neurological Institute (MNI) at McGill University in Montreal to
continue his PET research. His research interests include multi-modal brain imaging with PET and
MRI, image processing, and large-scale brain database analysis. During his 25 years at the MNI,
he has held numerous leadership roles, most notably as director of the McConnell Brain Imaging
Centre (BIC) during the 1990‘s.
He is currently Director of the Montreal Consortium for Brain Imaging Research (MCBIR), a $35M
multi-center initiative to network the BIC with 6 other institutions engaged in research in
psychiatry, neurology, development and aging, cognitive neuroscience, brain development
and drug addiction and large-scale brain data processing. MCBIR provides the BIC with state-ofthe-art equipment for human (MRI/PET/MEG) and animal (MRI/PET) studies as well as extensive
computational resources.
Dr. Evans also heads the data-coordinating center for two large NIH-funded multi-center MRI
studies of normal pediatric development and research on Autism in infants. These projects
provide a web-accessible reference database of normal and autistic maturation, both
neuroanatomical and behavioral, for studies of normal and abnormal brain development. The
methodologies developed for those projects, most notably (i) the web-based
imaging/behavioral database, (ii) the automated MRI segmentation pipeline, and (iii) the brainbehavior correlation analysis for voxel-based (volumetric) or vertex-based (surface) data, are
being used in a series of international collaborations on abnormal pediatric development and
Alzheimer disease.
Dr. Evans has published over 350 peer-reviewed papers and holds numerous NIH and CIHR
grants. He is a founding member of the International Consortium for Brain Mapping (ICBM) and
was one of the founders of the Organization for Human Brain Mapping (OHBM). In 1998, he
chaired the 4th International Conference on Human Brain Mapping. He is on the scientific
advisory board of numerous research programs in this field. In 2003 he received a prestigious
Senior Scientist Award from the Canadian Institutes of Health Research.
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Peter St. George-Hyslop, MD, FRCP(C)
Team Leader: Genetics
Professor, Department of Medicine
University of Toronto
Investigator, Howard Hughes Medical Institute
Director, Center for Research in Neurodegenerative Disease

Dr. Peter St. George-Hyslop received his M.D. from the Faculty of Medicine, University of Ottawa,
and an F.R.C.P.(C) in internal medicine and in neurology from the Royal College of Physicians of
Canada. He conducted postdoctoral research at the University of Toronto and at Harvard
Medical School and was appointed Instructor in Neurology and Genetics at Harvard University
and was an assistant physician in the Department of Neurology and the Department of
Genetics at Massachusetts General Hospital. In 2003 he assumed his current position as Professor
of Medicine at the University of Toronto.
Dr. St. George-Hyslop‘s research on the genetics of Alzheimer disease has made a significant
impact on the field of molecular and biochemical research. In addition to his work on Alzheimer
disease, Dr. St George-Hyslop has made major contributions to the understanding of several
other genetic diseases, such as Parkinson's, motor neuron disease, and Creutzfeldt-Jakob/mad
cow disease.
Dr. St. George-Hyslop has published more than 200 papers in leading peer-reviewed journals,
such as Nature, Nature Genetics, Nature Medicine, and Science; he is one of the most cited
authors in the field of Alzheimer disease research. His research has earned him numerous awards
and prizes. His honors include the Francis A. McNaughton Prize from the Canadian Neurologic
Society and the Award for Medical Research from the Metropolitan Life Foundation. He was
selected as a Medical Research Council of Canada (Canadian Institutes of Health Research)
Scholar in 1991 and as a Distinguished Scientist in 2000. He received the Gold Medal in Medicine
from the Royal College of Physicians of Canada in 1994 and the Michael Smith Award from the
Canadian Institutes of Health Research in 1997. In 1995, he became a member of the American
Society for Clinical Investigation, and he is a fellow of the Royal Society of Canada. In 2004 he
was awarded the Oon Prize in Medicine from the University of Cambridge, and in 2007 he was
elected as a foreign member to the Institute of Medicine of the National Academies.
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R. Paul Beckmann, Q.C.
CDAN Secretary-Treasurer
Associate Counsel
Wills, Estates and Trusts Group
Davis, LLP - Legal Advisors

Paul Beckmann is an associate counsel with Davis, LLP (Vancouver office) practising in the Wills,
Estates and Trusts Group. Mr. Beckmann practises in the areas of business law, closely-held
corporations, trusts, wills, estates, tax and investment planning, probate, and estate and
financial administration. In recent years, Mr. Beckmann has acted for clients in sophisticated
estate planning arrangements, including the use of holding companies and family trusts, and in
all aspects of managing financial and personal affairs.
Mr. Beckmann has been very active in the Bar. He was a Bencher of the Law Society of British
Columbia from 1979 to 1989, serving as chairman of various committees and as Treasurer in
1989. He was a Director of the Federation of Law Societies of Canada from1988 to 1994, serving
as President in 1993 and 1994. He also served on the Board of Directors and the Executive
Committee of the Continuing Legal Education Society of British Columbia.
On November 21, 2002, Mr. Beckmann received the Georges A. Goyer, QC Memorial Award,
one of the Canadian Bar Association, BC Branch's highest honours recognizing exceptional
contributions to the legal profession. Mr. Beckmann was previously a member of the Provincial
Council of the Canadian Bar Association and is presently a member of the Estate Planning
Council of Vancouver and the Society of Trust and Estate Practitioners.
Mr. Beckmann has been active in a number of community organizations including the
Vancouver Board of Trade, the Vancouver Playhouse Theatre Company, the Anglican Homes
Society, the Face the World Foundation, the Hamber Foundation, ―Leave Out Violence‖, and
the Sovereign Order of St. John of Jerusalem Knights Hospitaller. At the present time, he is a
member of the Board and President of The Pacific Alzheimer Research Foundation.
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CDAN Endorsement Letters
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List of support letters for CDAN
Item name

title

organization

Country

Province of British Columbia
Health, Province of Nova Scotia
Centre Drug Res. & Dev., Vancouver
MaRS Innovation, Toronto
C5R, Calgary
Journal of Alzheimer’s Disease
College of Science, U. of Texas at San Antonio
Alzheimer’s and Dementia
Campaign to Prevent Alzheimer’s Disease
Current Alzheimer Research
Neuroscience, Indiana U. School of Medicine
Drug Design & Devel., National Institute of Aging
Banner Sun Health Research Institute
Center for Aging, Washington U., St. Louis
Dept. Neurology, UCLA School of Medicine, LA
Inst. for Basic Res. in Devel. Disabilities, NY
Center for Imaging, U. of Cali., San Francisco
Alzheimer's Disease Center, Baylor Coll. of Med.
Rush Alzheimer's Disease Center, Rush U., Chicago
Neurology & Memory &Aging, Brown U., RI

Canada
Canada
Canada
Canada
Canada

Dementia Programme, University of Oxford
University College London Institute of Neurology
Alzheimer’s Dis. Res. & Care, Edith Cowan U., Perth
Institute of Clinical Neurobiology, Geneva
Dept. Molecular Genetics, U. of Antwerp
Intl. Centre for Biomedicine, U. of Chile, Santiago
Rehab. Med., Chin. Soc. for Dementia Res., Beijing
Depart. Neurology, Helsinki University
Scientific Committee of France Alzheimer Assoc.
Gerontology, Toulouse Hospital
Depart. Neurology, University of Ulm
Institute for Medicine, Julich
Dept Pharmaceutical Chem., U. of Thessaloniki
Alzheimer Center, VU, Amsterdam
Technion-Israel Institute of Technology, Haifa
Dept Pharmacology, University of Florence
National Center for Alzheimer Disease
Div. Psychobiology, Tokyo Institute of Psychiatry
Dept. of Pharmacol., Seoul Nat’l Univ., Seoul
Spanish Multiple Sclerosis Consortium, Barcelona
Alzheimer Disease Res. Center , Karolinska Institute
Rehab and Geriatrics, U. of Geneva Med School

UK
UK
Australia
Austria
Belgium
Chile
China
Finland
France
France
Germany
Germany
Greece
Holland
Israel
Italy
Italy
Japan
Korea
Spain
Sweden
Switzerland

1
2
3
4
5

Gordon Campbell
Maureen MacDonald
Pieter R. Cullis
Ilse Treurnicht
Angeles Garcia

6

George Perry

7

Zaven S. Khachaturian

8
9
10
11
12
13
14
15
16
17

Debomoy K. Lahiri
Nigel H. Greig
Joseph Rogers
John C. Morris
John C. Mazziotta
Khalid Iqbal
Michael W. Weiner
Rachelle Doody
David A. Bennett
Stephen Salloway

Premier
Minister
Director
CEO
President
Editor-in-chief
Dean
Editor-in-chief
Chair
Editor-in-chief
Professor
Chief
Founder
Director
Chair
Chair
Director
Director
Director
Director

18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39

Gordon Wilcock
John Hardy
Ralph Martins
Kurt A. Jellinger
Christine Broeckhoven
Ricardo Maccione
Gao Qian
Timo Erkinjutti
Bruno Dubols
Bruno Vellas
Albert Ludolph
Karl Zilles
Panos N. Kourounakis
Philip Scheltens
Moussa B.H. Youdim
Giancarlo Pepeu
Giovanni B. Frisoni
Haruhiko Akiyama
Yoo-Hun Suh
Pablo Villoslada
Bengt Winblad
Ezio Giacobini

Director
Professor
Director
Director
Director
Director
Director
Director
President
Chief
Chair
Director
Professor
Professor
Professor
Emeritus Prof
Deputy Director
Director
Director
Director
Director
Professor

USA
USA
USA
USA
USA
USA
USA
USA
USA
USA
USA
USA

DEPARTMENT OF HEALTH & HUMAN SERVICES

Public Health Service

Drug Design & Development Section
Laboratory of Neurosciences
Biomedical Research Center
National Institute on Aging
National Institutes of Health
251 Bayview Blvd.
Baltimore, MD 21224

February 1, 2010
Professor Patrick L. McGeer, M.D., Ph.D., OC, OBC
Kinsmen Laboratory of Neurological Research
University of British Columbia
Vancouver, BC
Canada
Dear Professor McGeer
I am writing in the strongest support of the national initiative that you and your colleagues have
formulated that is dedicated to eradicating Alzheimer disease and related dementias within Canada.
Having carefully read this significant and thoughtful proposal, I believe that it should be implemented
as quickly as possible. I fully agree with and support its planned actions and believe that clear outlines
the direction to proceed in.
I am Chief of the Drug Design & Development Section, Laboratory of Neurosciences, Intramural
Research Program, National Institute on Aging, National Institutes of Health, based in Baltimore, MD,
USA, and have devoted the last several decades of my life to the design and development of novel
therapeutic agents to treat and understand neurodegenerative diseases associated with aging, and in
particular Alzheimer’s disease. As you correctly describe, Alzheimer’s disease represents an
impending crisis to the Canadian people and economy, and, additionally is a worldwide emergency. A
new and dynamic approach is required to deal with this that steps beyond current limited approaches
of the pharmaceutical industry. The fast track approach that you describe, which utilizes nine teams
with demonstrated and world recognized expertise, is a sound one that has a high probability of
success.
Academic groups such as my own that have translated experimental drugs from concept into the clinic
in the arena of Alzheimer’s disease are extraordinary rare, and the detailed plan that you propose will
dramatically aid this and maximize future success. The plans you have outlined for CDAN are critical
to Canada, show a rationale way forward to the world, and should be implemented as soon as
possible.
Sincerely yours,

Nigel H. Greig, Ph.D.
Chief, Drug Design and Development Section, Laboratory of Neurosciences
Intramural Research Program, NIA, NIH

February 8, 2010
Dear Sir or Madam:
By now, the dire statistics of Alzheimer’s disease and other dementias are well
known to everyone and need not be recounted here. The real question is, are we going
to do something about this problem before the economic costs bankrupt us and the
social costs make a mockery of our lives?
I have been performing research on dementia for nearly three decades. I have
seen one “breakthrough” after another announced in the press, yet nothing has
changed. From anti-inflammatory to neurogenetic approaches, Canada has led the way
with new discoveries of great potential importance, only to have them fall to the wayside
because the major pharmaceutical houses in American and Europe are not interested.
Sometimes the reason given is lack of proprietary protection, or the daunting costs of
organizing clinical trials. As often, however, it is pure lack of imagination. When a
pharmaceutical company can make billions with a copy-cat drug that is barely more
efficacious than the original, why would it risk hundreds of millions to make something
new? Hence, virtually all the major therapeutics for dementia that we have today are
merely thinly-disguised copies of cholinergic drugs that were already known to be
marginally effective, at best, 20 years ago when they were first developed.
Clearly, there is something fundamentally wrong with the process.
I have therefore read with great care and mounting excitement the proposal of
the Canadian Dementia Action Network. It is a plan that finally takes control of
developing effective treatments for dementia, streamlines the process, creates
substantial cost-savings, and organizes Canada’s remarkably talented but presently
scattered dementia investigators into a seamless group where they can work together.
Great synergies should arise. Most of all, the focus will finally be on rescuing the lives
of dementia victims rather than on patent issues.
The team that the Canadian Dementia Action Network has assembled represents
not only Canada’s best but one of the world’s best. I know all of the members by their
international reputations, and I have worked directly with many of them. You might be
able to enlist their services individually by means of conventional government grants,
but to make possible their working as a team will require the kind of vision and

leadership that Canada has sometimes risen to as my own country was in process of
failing miserably.
This is such a time. I am therefore extremely hopeful that Canada will take on
world leadership in the fight against dementia through this incredibly important initiative.
If I can provide any further information or assistance, please call on me.
With Best Regards,

Joseph Rogers, Ph.D.
Founder & Senior Scientist
Banner Sun Health Research Institute—
an NIH National Alzheimer’s Disease Center

Institute for Basic Research
in Developmental
Disabilities
W. Ted Brown, M.D., Ph.D., Director
1050 Forest Hill Road
Staten Island NY 10314

February 8, 2010

Khalid Iqbal, Ph.D,
Chairman, Department of Neurochemistry
Head, Chemical Neuropathology Lab
Phone: 718-494-5259; Fax: 718-494-1080
khalid.iqbal.ibr@gmail.com
khalid.iqbal@omr.state.ny.us

Patrick L. McGeer, M.D., Ph.D.
Kinsmen Laboratory of Neurological Research
University of British Columbia
2255 Wesbrook Mall
Vancouver, B.C. V6T1Z3, Canada
Dear Pat:
I am indeed most impressed with the initiative you and your team of Alzheimer disease
(AD) scientists have taken to establish the Canadian Dementia Action Network (CDAN) for
the purpose of developing effective, therapeutic, disease-modifying drugs for AD and
related dementias. I fully agree that AD is too big a public health problem to be left to the
Big Pharma alone. There is no doubt, given the intellectual ingenuity, the passion and
dedication of the AD researchers in academia, that the goal of developing truly diseasemodifying, therapeutic targets can be achieved several-fold faster and at a fraction of the
cost of that of the Big Pharma. You indeed have put together a world-leading team of AD
scientists at CDAN.
I commend you and your team for this initiative of establishing CDAN and wholeheartedly
support it, and will be very happy to provide any scientific support if and where needed.
Good luck and best wishes,
Sincerely,

Khalid Iqbal, Ph.D.

We help people with developmental disabilities live richer lives.

UNIVERSITY OF CALIFORNIA, SAN FRANCISCO
BERKELEY x DAVIS x IRVINE x LOS ANGELES x RIVERSIDE x SAN DIEGO x SAN FRANCISCO x SANTA BARBARA x SANTA CRUZ

Center for Imaging of Neurodegenerative Diseases
San Francisco Veterans Affairs Medical Center
4150 Clement Street (114M)
San Francisco, CA 94121

Tel: (415) 750-2146
Fax: (415) 668-2864
E-mail: michael.weiner@ucsf.edu

February 1, 2010
Alan Evans Ph.D.
Professor of Neurology,
Montreal Neurological Institute, McGill University
MONTREAL H3A 2B4
Dear Alan,
As the Principal Investigator for the Alzheimer’s Disease Neuroimaging Initiative (ADNI), I am delighted
to offer my whole-hearted support to the CDAN initiative. As the proposal correctly points out, the cost
of Alzheimer’s Disease to society is immense and growing. As the population in Western countries ages
and puts an increasing burden on the healthcare system, the pressure to find a cure is being felt at every
level of that system. However, the normal funding mechanisms only allow a typical research team to
target a tiny aspect of the problem. This incremental approach will not deliver an effective treatment for
Alzheimer’s disease in any reasonable time frame. The need for an entirely new strategy has become
evident, one that is international in scope and combines the best in each country.
We in the US have committed $2 Billion per year to fight this terrible disease and other countries in
Europe and Asia are launching similar efforts.
Canada has outstanding scientists in the area of AD research and a national Canadian AD research
network such as CDAN would be a vital component of the international assault on Alzheimer’s disease.
The CDAN leadership, with Pat McGeer at the front, is made up of world-class scientists who would
instantly command respect within the Canadian and international AD community. As you know, ADNI is
building links with sister efforts around the world. We need Canada to be part of that global effort. It is
exciting to see that CDAN is targeting much more than imaging since the integration of genetics,
imaging, clinical and basic neuroscience will be essential to the search for an effective treatment.
If there is anything I can do to advance this exciting vision, please don’t hesitate to call on me.
Sincerely,

Michael W. Weiner, M.D.
Director, Center for Imaging of Neurodegenerative Diseases
San Francisco Veterans Affairs Medical Center
Professor of Medicine, Radiology, Neurology and Psychiatry
University of California, San Francisco

Date: February 9, 2010
Patrick L. McGeer, MD, PhD
Kinsmen Laboratory of Neurological Research
University of British Colombia
2255 Westbrook Mall
Vancouver, B.C. v6T1Z3

Rachelle Doody, M D., Ph.D.
Professor of Neurology
Department of Neurology
6550 Fannin, Suite 1801
Houston, Texas 77030-3498
TEL 713-798-4734
FAX 713-798-5326

Re: Canadian Dementia Action Network proposal

Dear Dr. McGeer,
Thank you for allowing me to review the ambitious, timely and much-needed project proposed
by you and your colleagues. You have assembled an excellent and accomplished team of leaders
who are clearly capable of carrying out the plan. Your plan is comprehensive and organized
along the important axis of basic research, translational research, clinical research, information
dissemination and public policy. As researchers dedicated to memory disorders and dementia,
you and I know that there is a great deal of unmet need for our patients, their families, and our
healthcare providers.
In the State of Texas, we have developed a consortium of research centers at five institutions that
was motivated by similar concerns. In under four years we have established a cohort of over
1,050 carefully assessed patients and control subjects who have contributed clinical data and
biological samples to a genome wide association study, and to multiplex biomarker assay study.
Without this investment from the State, no single site could have come close to these goals. The
situation is analogous to yours in Canada, where you can clearly leverage the expertise of all of
your prominent investigators for the good of the country.
I hope that this letter of support is helpful to your efforts to obtain the funding that you need, and
look forward to seeing the results of this collaboration.

Sincerely,

Rachelle Doody, M.D., Ph.D.
Effie Marie Cain Chair in Alzheimer's Disease Research
Director, Alzheimer's Disease and Memory Disorders Center

Stephen P. Salloway, M.D., M.S.
Chief of Neurology, Butler Hospital
Professor of Clinical Neurosciences and Psychiatry
Brown Medical School
Tel: 401-455-6403 Fax: 401-455-6405
Email: Stephen_Salloway@Brown.Edu

2/21/10
Patrick L. McGeer, MD, PhD
Kinsmen Laboratory of Neurological Research
University of British Columbia
2255 Wesbrook Mall
Vancouver, B.C. V6T1Z3, Canada

Dear Dr. McGeer
I am pleased to write a letter in support of the critically important Canadian Dementia
Action Network (CDAN) that you and your colleagues across Canada have organized in
the fight against Alzheimer’s disease (AD). Without new treatments, AD is expected to
cripple the vitality of our aging population. Preventing AD for those at risk and slowing
the progression of the disease for those already affected is essential for alleviating the
suffering of patients and families and for decreasing the economic burden of care for
dementia. CDAN has assembled a powerful team of clinician scientists to build the
necessary research infrastructure to make progress against this dreadful disease. Your
proposed consortium of scientific centers has the experience and expertise to make
significant progress in these goals over the next 5-10 years. The program has the
necessary ingredients for scientific success with centers of excellence in genetics,
imaging, animal models, and clinical trials plus having a translational core headed by Dr.
Rockwood to help educate the public and practitioners about new advances in science
and how to use them.
I direct an Alzheimer’s research center at Brown University and I have been involved in
developing AD research networks for the past 20 years. I know the character and quality
of work of the core leadership proposed for CDAN. All core leaders are first rate
international experts in their field.
CDAN is innovative and comprehensive. The program will foster new ideas, facilitate the
development of young investigators, and encourage a wide variety of Canadian
investigators to participate in this effort. Independent oversight and an external advisory
board of leading scientists will ensure that resources are used wisely and research targets
are being met.
Alzheimer’s disease is a formidable foe but this is the Canadian A team that is up to the
task of defeating it. The Canadian government would be wise to invest in this effort.

345 Blackstone Boulevard, Providence, RI 02906
http://memorydisorder.org

With best wishes for your success in this vital endeavor,

Stephen Salloway, M.D., M.S.
Director of Neurology and the Memory and Aging Program, Butler Hospital
Professor of Clinical Neurosciences and Psychiatry
Warren Alpert Medical School of Brown University

University of Oxford
Nuffield Department of Clinical Medicine
Professor Gordon Wilcock
Director, Dementia Programme,
John Radcliffe Hospital,
Level 4,
Oxford OX3 9DU

Tel: +44 (0)1865 234615
(Secretary: +44 (0)1865 234614)
Fax: +44 (0)1865 231525
Email: gordon.wilcock@ndm.ox.ac.uk

February 8th 2010

Dr P McGeer
Head, Canadian Dementia Action Network
Kinsmen Laboratory for Neurological Research
UBC
Canada

Dear Dr McGeer,
I am writing in support of CDAN. This is a very important initiative and a
wonderful opportunity for Canada to continue to show the rest of the world
that it wishes to pursue making a major contribution to the fight against
Alzheimer’s disease and the dementias. This will build on the great level of
respect that we already have for Canada’s role in this context.
You have assembled a first rate team, and it is clear that they have the
potential to make major advances in the field. As well as yourself it includes
others whom I hold in highest scientific regard, e.g. Dr Ken Rockwood and Dr
Sandra Black. You, they and others have already gained major international
reputations for their contributions to advancing science in the battle against
these conditions, and have established a track record second to none.
I shall look forward to seeing this initiative move forward, and continuing to
secure Canada’s place amongst those taking forward the battle against these
terrible diseases.
With best wishes,

Gordon Wilcock

UCL INSTITUTE OF NEUROLOGY
QUEEN SQUARE
THE NATIONAL HOSPITAL FOR NEUROLOGY AND
NEUROSURGERY
QUEEN SQUARE
LONDON WC1N 3BG
Department of Molecular Neuroscience
Miriam Marks Laboratory
Professor John Hardy, PhD

To:- Prof Pat McGeer
Re:- CDAN initiative
Saturday, 06 February 2010
Dear Pat,
Thank you for sending me the CDAN initiative document. I have long known, what the
booklet makes clear, that in Dementia Research, Canada punches way above its weight and
it is clear that the initiative brings together a group of internationally acclaimed researchers
who are all very well know to me for the excellence of their work.
I think we are all realising that Alzheimer’s disease can only be cracked by groups with
different expertises pulling together and sharing ideas and resources and clearly your CDAN
initiative is designed along those lines. Here in the UK we have just had an initiative to form
similar funded networks on disease areas: I head the Parkinson’s initiative which has people
with a range of skills from 5 centres and has the same broad goals as CDAN. Clearly, this is
the way we need to go. The group of investigators you have put together from all across
Canada are all in the first division internationally and I am sure that getting them to work
together will add enormous value to their contributions.
I wish you well on this

John Hardy PhD, MD (Hon), FMedSci., FRS

UCL Institute of Neurology  National Hospital for Neurology & Neurosurgery  Queen Square  London WC1N 3BG
 +44 (0)20 7837 3611  Fax: +44 (0)20 7278 5069  www.ion.ucl.ac.uk
Director: Professor Roger Lemon, BSc, MA, PhD, FMedSci
Institute Secretary: R P Walker BSc (Econ)
Head of Department: Professor NW Wood PhD, FRCP
The Institute of Neurology promotes teaching and research of the highest quality in neurology and the neurosciences.

Patron: Malcolm McCusker A.O. QC

February 12th, 2010

TO WHOM IT MAY CONCERN
I have read the proposal put forward by the Canadian Dementia Action Network (CDAN) for
funding for $250 million over 5 years to support nine leading national teams that will enable
interdisciplinary collaboration and thereby enhance the development of effective ways of treating
Alzheimer’s disease.
There is no question that Canada and in fact globally we face a major Alzheimer epidemic within
30 years if effective prevention measures and treatments are not developed in the near future. In
order to achieve these objectives in a timely manner it is essential that integrated multidisciplinary
collaborative teams be established in countries where the calibre of the researchers has been
demonstrated.
The team leaders named in the CDAN proposal are premier researchers who have made outstanding
contributions to our understanding of Alzheimer’s disease on the international stage. Most of them
are personally known to me and a number of them have made seminal findings in the Alzheimer
field. For example Professor Patrick McGeer has pioneered therapeutic approaches to Alzheimer’s
disease and demonstrated the importance of inflammation in the pathogenesis of this devastating
disease. Dr David Westaway developed the world’s most powerful animal model for Alzheimer’s
disease which is an essential first step in the assessment of drugs before proceeding to clinical trials.
Professor Peter St. George Hyslop identified the gene, presenilin 1, that when defective due to
mutations leads to early onset Alzheimer’s disease in virtually half of all affected families. This
outstanding finding has led to early diagnosis of at risk individuals before symptoms arise in these
families thereby giving them the best chance of a successful therapeutic outcome. Likewise Dr
Serge Gauthier is yet another example of a Canadian world leader in the field of epidemiological
and demographic research. His research is essential to the development of effective prevention
programs. Its amazing what the above mentioned and the other team leaders have achieved with
such limited resources working independently.
One can only imagine the phenomenal
advancements in the prevention and treatment of Alzheimer’s if these Canadian researchers were
adequately funded to work as an integrated team. Furthermore such an approach would not make
them dependant on pharmaceutical companies and thus be able to take promising drugs from the
laboratory to the bedside much more effectively. There are already drugs known to have great
potential in the prevention and treatment of Alzheimer’s but are currently not being tested in
clinical trials because of lack of pharmaceutical funding support as they are not patentable.
Contd/.....
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I strongly support this excellent and timely initiative of CDAN as I am confident the investment
made will result in major returns to Canada and will go a long way towards neutralizing the
predicted Alzheimer epidemic by leading to effective measures to be promptly put into place.
Yours sincerely

Ralph Martins
Director, WA Centre of Excellence for Alzheimer’s Disease Research and Care
Foundation Professor, Ageing and Alzheimer’s Disease, Edith Cowan University
WA Australian of the Year 2010
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INSTITUTE OF CLINICAL NEUROBIOLOGY
Director: Prof. K. Jellinger, MD
Kenyongasse 18; A-1070 Vienna, Austria
Tel. und Fax: +43-1-526 65 34

e-mail: kurt.jellinger@univie.ac.at

To
Patrick L. McGeer, MD, PhD
Kinsmen Laboratory of Neurological Research
University of British Columbia
2255 Wesbrook Mall
Vancouver, B.C. V6T1Z3, Canada
Vienna, February 8, 2010

Re:

Canadian Dementia Action Network - Letter of Support

Dear Dr. McGeer,
Thanks for sending the Internal Draft for CDAN which I read with great interest. The concentration of
basic and clinical research in the important and expanding field of dementia, affecting an increasing
number of aged people, is of utmost national and international interest, not only with regard to
medical and social but, in particular, of socioeconomic concern. In view of the rapidly increasing
number of aged people involved by cognitive and behavioural impairment due to age-related
disorders of the central nervous system, the motion of nine internationally renowned Canadian
research centres to concentrate research in various fields of dementia is of extreme interest, in
particular, when comparing the daily costs in Canada alone for the care and treatment of demented
persons. As an internationally well known neuroscientist with particular interest in neurodegenerative
and dementia disorders, I whole-heartedly support the national initiative of the Canadian consortium
to try to eradicate Alzheimer disease and related dementias. The project, based on broad clinical and
scientific experience of the applicants, all of them internationally renowned and highly experienced
researchers, is exciting and extremely promising. It will not only concern basic science in order to get
better insight into the pathogenesis and basic genetic and molecular mechanisms of dementing
disorders, but is also intended to increase early diagnostic accuracy as well as to find new therapeutic
and management approaches. All of these goals are of extreme importance not only for the involved
individuals but also for the whole society, and should be well considered by the political authorities by
increasing the hitherto insufficient research funding in this highly important field of neuroscience,
which will certainly help to reduce the costs to the health care systems for demented people's
treatment and care. The politicians and authorities responsible for national healthcare should
seriously consider this important application by this Canadian consortium of internationally famous
research teams in the field of Alzheimer and related dementing disorders, which from the scientific
and public healthcare point of view is absolutely worth to be supported in full extent and with high
priority.
The undersigned, therefore, highly supports the proposal and application by the Canadian consortium
of CDAN to be funded extensively by the Canadian government in order to subsidize further work in
this most important field of dementia research and treatment.
With best wishes for a full success of your work,
cerrel
e y yours
Sincerely

Kurt A. Jellinger, MD
Professor of Neuropathology

DepartmentofMolecularGenetics

Prof.Dr.ChristineVanBroeckhovenPhDDSc
DepartmentDirector
UniversityofAntwerpCDE
Universiteitsplein1
B2610Antwerpen
Belgium

March7th,2010

PatrickL.McGeer,MD,PhD
KinsmenLaboratoryofNeurologicalResearch
UniversityofBritishColumbia
2255WesbrookMall
Vancouver,B.C.V6T1Z3,Canada

RE:SupportLetterfortheCDANinitiativetodevelopeffectivetreatmentsandcuresfor
dementingdiseases


DearDr.McGeer,dearPat,

Ihavereadwithgreatinteresttheprojectproposalregardingthemultidisciplinarycollaborative
initiativeoftheCanadianDementiaActionNetwork,aimingtoaccelerateprogressinthe
Alzheimerfieldinsuchawaythateffectivetreatmentsandcureswillbecomeavailableforthis
devastatingdiseaseandrelateddisorders.Iunderstandthatthistherapeuticdevelopment
researchplanwouldbesolelyfundedbygovernmentalbudgets.
Therearetwoimportantbenefitsfromthisapproachthatmakesthisinitiativeunique
worldwide.First,bringingtogetherexcellentresearchteamsinaninteractivecollaboration
networkisabetterguaranteeforsuccesswithinareasonabletimeframe.Second,the
independenceoftheresearchnetworkfrompharmaceuticalcooperationandinvestmentswill
maketheresearchdiscoveriesindependentofcommercialfinancingandisexpectedto
enhancecommunicationandcollaborationamongtheteams.
Usually,pharmaceuticalcompaniesworkwithindividualacademicresearchteamsexpectedto
guardtheirgeneratedresearchdatainordernottojeopardizethecommercialinterestsofthe
respectivecompany.Inthisformula,researchersmightbecomedependentfortheirresearch
onthefinancialinvestmentofthepharmaceuticalcompany,andfairreturnoninvestment
benefitsmightcreatepotentialconflictofinterestsfortheresearchersand/orpharmaceutical
companies.Thoughcooperationbetweenacademicresearchersandpharmaceuticalcompanies
isadvisableatsomestage,havingalongsideanindependentgovernmentalresearchinitiativein

Direct
Secretariat

Tel. +32 3 265 1001
Tel. +32 3 165 1002

E-mail: christine.vanbroeckhoven@molgen.vib-ua.be
E-mail: gisele.smeyers@molgen.vib-ua.be

thisverycompetitivefieldofpharmaceuticaldevelopmentiswarrantedandinfactmight
potentiallyacceleratethefield.
Therefore,IamverymuchinfavorforhavingthisinitiativesupportedbytheCanadian
government.ThisisasfarasIknow,auniqueinitiativethatinfactmightbeexportedtoother
countriesworldwideasapioneerexampleofindependentfundinginthiscompetitivedomain.I
willcertainlydiscussthiswithmycolleagueresearchersinBelgiumandwiththefederaland
regionalministersresponsibleforfundingbasicandappliedresearchinBelgium.

Bestregards,




Prof.Dr.ChristineVanBroeckhovenPhDDSc
DepartmentDirector
VIBDepartmentforMolecularGenetics
SeniorGroupLeader
NeurodegenerativeBrainDiseases

Tel.+3232651002(SecretariatGisèleSmeyers)
Fax.+3232651012
Email:christine.vanbroeckhoven@molgen.vibua.be
Website:http://www.molgen.vibua.be/




2

Forschungszentrum Jülich
Institut für Medizin
Prof. Dr. med. K. Zilles • IME • Forschungszentrum Jülich • 52425 Jülich • Germany

Prof. Dr. med. K. Zilles
Geschäftsführender Direktor
Patrick McGeer, OC, OBC, MD, PhD, FRCPC, FRSC
Professor Emeritus, Faculty of Medicine
University of British Columbia
Director

Telefon: (02461) 61-3015
Telefax: (02461) 61-2990
E-Mail: k.zilles@fz-juelich.de

Jülich, den 9. Februar 2010

Kinsmen Laboratory of Neurological Research

Dear Professor McGeer,
Many thanks for informing me about the plans for a Canadian global AD research
network. You and your colleagues have clearly outlined the necessity for such a
network caused by the presently desperate situation, particularly regarding
Alzheimer’s disease.
The proposed plan is most encouraging, because only networking between different
centres of excellence and different scientific disciplines provides the only chance to
generate the urgently needed new perspectives for early diagnostics, identification of
the underlying molecular mechanisms, and development of new therapeutic
strategies.
Your plan has many aspects in common with a comparable development here in
Germany. Last year, this effort led to the opening of a National Centre for
Neurodegenerative Diseases, which will comprise a central unit and a network of
excellent research centres throughout the country. I am proud to be one of the
members of this network taking care of neuroimaging and neuroanatomical research.
The structure of this German network is similar to your approach and the budget has
a similar dimension. However, since the challenge by neurodegenerative disorders is
so enormous, a single national centre is not enough to win the fight. We need such
centres in many countries and the ideas and work of many scientists around the
world.

I can only assure, that your plan describes a most effective scientific strategy to
adequately meet the extreme challenges caused by the present situation, and to
generate a sufficiently powerful effort to improve the personal situation of Alzheimer
patients and of the upcoming financial problems threatening the public health
systems in all developed countries.

If I can further support your effort by scientific collaboration or by any other activity,
please, let me know.
Kind regards,

Prof. Dr. Karl Zilles

Panos N. Kourounakis
Professor Emeritus
ARISTOTELIAN UNIVERSITY OF THESSALONIKI
SCHOOL OF PHARMACY
DEPARTMENT OF PHARMACEUTICAL CHEMISTRY
54124 THESSALONIKI, GREECE
Τel.: 0030 2310997621 - fax :0030 2310997852
e-mail: panoskur@pharm.auth.gr

Thessaloniki, February 6, 2010

To whom it may concern
Gentlemen,

I have just been informed about the Canadian Dementia Action Network (CDAN) by visiting their site. I must
immediately state that I fully support CDAN and the objectives in combating Senile Dementia Alzheimer’s Type
(SDAT). SDAT is one of the most serious pathologic conditions in the western world, with devastating
consequences from many viewpoints, health, social and economic, to mention only a few, being a bane to society.
Furthermore, I am impressed by a number of particular characteristics of this Foundation, like the correct way to
speed up the process from the moment of the conception of the idea for a prospective therapeutic agent to the
bedside.
I also greatly appreciate and support the non profit character of the effort.
Another positive point I see in this endeavour is that a multidisciplinary approach is proposed. SDAT most
probably is a pluricausal disease, and I believe that such a condition can be more effectively treated by such a
method.
Needless to say that the involved scientists are prominent, not only nationally, but also worldwide.
I would like to add that, by developing agents against SDAT, not only elderly are helped, but also thousands of
younger patients suffering from head - brain injuries, e.g. due to car accidents, or patients with dementia due to
apnoea at birth.
This effort deserves any national support and can be faced and used as a positive example for many other
countries, which care for the welfare, happiness and health of their citizens. I am certain that this application will
be granted the requested governmental support, for a radical and successful campaign against the bane of our
times for the patients and their families.

P.N. Kourounakis
Professor Emeritus,
Former Director of the Department of Medicinal Chemistry

Prof. Dr. Philip Scheltens
Alzheimer Centrum en afd. Neurologie
VU Medisch Centrum
Postbus 7057
1007 MB Amsterdam
P.Scheltens@vumc.nl
www.Alzheimercentrum.nl
Tel. 31204440742
Mob. 31653370401

25 february 2010
Patrick L. McGeer, MD, PhD
Kinsmen Laboratory of Neurological Research
University of British Columbia
2255 Wesbrook Mall
Vancouver, B.C. V6T1Z3, Canada

Dear Dr. McGeer
I am pleased to write a letter in support of the critically important Canadian Dementia
Action Network (CDAN) that you and your colleagues across Canada have organized in
the fight against Alzheimer’s disease (AD). Without new treatments, AD is expected to
cripple the vitality of our aging population. Preventing AD for those at risk and slowing
the progression of the disease for those already affected is essential for alleviating the
suffering of patients and families and for decreasing the economic burden of care for
dementia. CDAN has assembled a powerful team of clinician scientists to build the
necessary research infrastructure to make progress against this dreadful disease. Your
proposed consortium of scientific centers has the experience and expertise to make
significant progress in these goals over the next 5-10 years. The program has the
necessary ingredients for scientific success with centers of excellence in genetics,
imaging, animal models, and clinical trials plus having a translational core headed by Dr.
Rockwood to help educate the public and practitioners about new advances in science
and how to use them.
I direct the Alzheimer Center at the VU University Medical Amsterdam and I have been
involved in developing AD research networks for the past 20 years in the Netherlands
and have recently been appointed as member of the scientific advisory board of the EU
Joint programming on Neurodegenerative diseases. I know all core leaders proposed for
CDAN and believe they are first rate international experts in their field.
CDAN is innovative and comprehensive. The program will foster new ideas, facilitate the
development of young investigators, and encourage a wide variety of Canadian
investigators to participate in this effort. Independent oversight and an external advisory
board of leading scientists will ensure that resources are used wisely and research targets
are being met.

Alzheimer’s disease is a formidable foe but this is the Canadian A team that is up to the
task of defeating it. The Canadian government would be wise to invest in this effort.

With best wishes for your success in this vital endeavor,

Philip Scheltens

Provincia Lombardo-Veneta
Ordine Ospedaliero di S Giovanni di Dio – Fatebenefratelli

“CENTRO S. GIOVANNI DI DIO – FATEBENEFRATELLI”
ISTITUTO DI RICOVERO E CURA A CARETTERE SCIENTIFICO
(D.L. 19 dicembre 1996)

Brescia, January 31 2010

To:
Patrick McGeer, OC, OBC, MD, PhD, FRCPC, FRSC
Professor Emeritus, Faculty of Medicine, University of British Columbia
Director, Kinsmen Laboratory of Neurological Research

RE: support to CDAN – Canadian Dementia Action Network

This is a letter of support to CDAN – Canadian Dementia Action Network. I am a neurologist and
deputy scientific director at the National Centre for Alzheimer’s Disease in Brescia, Italy, where I
am leading a number of European initiatives. I have imported the ADNI platform in Europe through
the pilot European ADNI, where I was P.I. (http://www.centroalzheimer.org/sito/ip_eadni.php). I
am P.I. of FP7 neuGRID (www.neuGRID.org), aiming to develop an electronic infrastructure for
computational neuroscientists, and FP7 outGRID (www.outGRID.org) to globalize the effort by
making neuGRID interoperable with the homologous CBRAIN infrastructure in Canada. I am
leading the Europeaan ADNI initiative, embedded in the IMI Pharma-cog
(http://www.centroalzheimer.org/sito/ip_pharma_cog.php).
The CDAN effort is a welcome initiative in the global scenario. Some advanced countries such as
the US, France, Germany, the UK, and Sweden have set up national networks to combat
Alzheimer’s Disease. Canada is phenomenally rich of world leading scientists in the field of
Alzheimer’s who can make CDAN a success. This proposal joins all the major Canadian experts, all
of whom are highly reputed abroad, and in Europe in particular. In the field of neuroimaging, where
I am myself active in Europe, Alan Evans is certainly regarded one of the major players in the field.
I fully support the CDAN proposal and am confident that with appropriate resources this team can
provide significant answers to the suffering of patients and distress of families.

Giovanni B Frisoni, Neurologist
Deputy Scientific Director
IRCCS Fatebenefratelli - The National Centre for Research and Care of
Alzheimer's Disease, Brescia, Italy
Imaging Section Editor, NeuroBiology of Aging
www.centroAlzheimer.org

DEPARTMENT OF PHARMACOLYGY, COLLEGE OF MEDICINE,
SEOUL NATIONAL UNIVERSITY
28 YONGON-DONG, CHONGNO-GU, SEOUL, 110-799, KOREA
TEL : +82-2-740-8292 FAX : +82-2-745-7996
http://plaza.snu.ac.kr/~dementia

Dear Sir,

I was asked to review the Canadian Dementia Action Network (CDAN) project from Dr.
Patrick L. McGeer.
As he already mentioned in project plan, Alzheimer’s disease and related dementia are
becoming more serious world-wide problem in health care and national financial burden.
So, many countries have put more resources into basic research and clinical trials including
R&D in relating companies.
Because dementia is complicated disease, consortium plan with national leading teams in
each research group is the most effective way for success. The CDAN plan is effectively
organized for their goals with best research groups in nation-wide. I have no doubt that
each nine team in the CDAN is the best selection and this combination will bring the
successful results in the future.
The most uniqueness of the CDAN plan is the way of circumventing the Big Pharm model,
which restricts clinical trial under patent control. The open policy of CDAN will draw the
maximized synergy in Canadian research and will be effective for the development of
therapeutics.
As a researcher in the field of Alzheimer’s disease, I am sure that this CDAN plan is timely
organized for R&D in Dementia study. With all these reasons, I can say for certain that the
CDAN is worthwhile for supporting it for the future of Canada.
Sincerely yours,

Yoo-Hun Suh, MD. PhD.
Professor and chairman, Dept. of Pharmacol., Coll. of Med., Seoul Nat'l Univ. Director,
Neuroscience Research Institute, Seoul Nat'l Univ.
Director, Cognitive Science Institute, Seoul Nat'l Univ.
ChairmanoftheOrganizingCommitteeof2009ISNmeeting
28 Yeongeon-Dong, Jongno-Gu, Seoul, 110-799, KOREA
Tel:+82-2-740-8285,Fax:+82-2-745-7996
E-mail: yhsuh@snu.ac.kr

Patrick L. McGeer, MD, PhD
Kinsmen Laboratory of Neurological Research
University of British Columbia
2255 Wesbrook Mall
Vancouver, B.C. V6T1Z3, Canada

Barcelona, February 3rd, 2010

Dear Prof McGeer

Thank you for sending me the Canadian Dementia Action Network plan. It is a forward
looking concept which we in Spain could do well to follow. The plan is one I heartily
endorse, and I hope the Canadian Government will be able to support it. Canadian
researchers have an outstanding reputation in international circles and, by implementing a
plan that will join them together, Canada as a nation will move to the forefront. I will be
drawing this plan to the attention of my colleagues in Spain with a view to its potential
for international collaboration, as well as a model for diseases other than Alzheimer
disease. As a clinician who has had long associations with basic researchers, I know how
hard it is to get scientific discoveries to the bedside. The CDAN plan will open up new
opportunities for doing so and I look forward to learning of its progress. Finally,
Alzheimer disease is becoming a serious health problem and even an epidemic for this
century, which requires a big move from the leading countries in research and innovation.
In this sense I really trust your efforts and I am confidence in your leadership for this
endeavor.

Sincerely
Pablo Villoslada, MD
Department of Neurosciences
Director of the Spanish Multiple Sclerosis Consortium
Institut d’Investigacions Biomedicas August Pi i Sunyer (IDIBAPS)
C/Villarroel nº 170 08036 Barcelona Tel: 932275400 Fax: 932275454

