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lzheimer’s disease and related dementias (ADRD) affect more than 6.5 million people in

the United States (Alzheimer’s Association, 2023) and more than 55 million worldwide

(Long, Benoist, and Weidner, 2023). Although the age-adjusted prevalence of dementia has

been decreasing in the United States in recent decades, the total number of older adults
living with this condition is still expected to rise because of population aging and the aging of the
large baby boomer generation. Collectively, ADRD is one of the costliest medical conditions primar-
ily because of the care involved in treatment (Wimo et al., 2023).

The detection and disease-modifying treatment options for dementia are currently limited.
However, advances in medical science may soon enable early and accurate detection of ADRD, as
well as effective treatments (Reynolds, 2024). These developments could have significant implica-
tions for the care and well-being of older individuals by identifying early stages of ADRD and
determining the most-effective treatments. The value of the detection of cognitive decline before
symptoms arise and the value of treatment options critically depend on how many people would
use these options. That is not easy to predict and likely depends on the specificities of the tests and
treatments, including their price, efficacy, and potential side effects, as well as on individuals’ moti-
vations or potential reservations.

Dementia care typically involves three main steps: screening for existing memory problems,
referral to a brain specialist for further assessment if issues are detected, and consideration of treat-
ment options if a diagnosis is made. The potential availability of effective dementia treatments and
tests that can identify presymptomatic ADRD raises questions about who would seek early detection
and screening, follow up with a specialist, and pursue treatment. The answers to such questions are
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SUMMARY

Issue

Recent advances in the development of early-detection tests and treatments for Alzheimer’s disease have
raised the prospect of their integration into routine health care in the near future. To prepare for the implementa-
tion of these advances in dementia care, new data are needed to inform estimates of anticipated demand for
testing and treatment and to gain a deeper understanding of individuals’ motivations or potential reservations.

Approach

We designed and conducted a survey in the RAND American Life Panel of a population-representative sample
of individuals ages 50-70 to obtain the data necessary to estimate the percentage of the population who would
(1) undergo a cognitive assessment, (2) take an early-detection test for Alzheimer’s disease, (3) follow up with a
brain specialist if recommended to do so, and (4) enroll in disease-modifying treatment for Alzheimer’s if eligible.

Key Findings

If the out-of-pocket costs were zero, about 80 percent of 50-70-year-old Americans would take a cognitive
assessment, and 77 percent would take an early-detection test for Alzheimer’s disease.

The cost of testing is the strongest factor determining demand: If testing cost $300, just 40 percent would
take a cognitive assessment and 35 percent would take an early-detection test for Alzheimer’s disease.
About 72 percent would see a brain specialist if advised, and 60 percent would enroll in a disease-
modifying treatment that would help maintain independence and ability to participate in daily life for an
additional three years.

Treatment availability is an important driver of demand: The availability of modestly effective disease-
modifying treatment raises the likelihood of taking a cognitive assessment by 5 percentage points, a treat-
ment without side effects raises the probability of taking an early-detection test for Alzheimer’s disease by
11 percentage points, and a treatment that helps maintain independence for three additional years would
increase the enrollment rate in treatment by 14 percentage points (compared with a treatment that adds six
months).

The most often affirmed reason for testing is to increase the chance of better treating the disease, and the
most mentioned barrier is a concern that the cost of long-term care insurance might increase with a posi-
tive test result.

The demand for testing and treatment varied by individual characteristics: More-educated, higher-income,
and homeowner individuals reported higher probabilities for testing and treatment, and there were
additional—but less consistent—variations by age, health status, the individual’s support network for navi-
gating the emergence of memory problems, and the availability of potential caregivers.

Recommendations

Make testing affordable or free and easily accessible, especially for low-income households.

Develop treatments that do not have serious side effects and are effective in helping maintain indepen-

dence for a meaningful time.

Establish policies that would expand and strengthen individuals’ support networks to relieve the economic

and time burden on family caregivers—for example, through expanded support of home and community-

based services.

Strengthen confidentiality protections and regulatory frameworks to reduce the chances of the disclosure

of test results and diagnosis, and reassure patients by discussing confidentiality protections at the time of

offering testing.

Provide information to help individuals and families better understand the value of testing, including

- how best to plan ahead should a loved one be assessed to be at risk

- what actions individuals can take to reduce the chances of developing dementia or to mitigate the nega-
tive consequences of this condition.




crucial for planning future testing and treatment pro-
grams, as well as for considerations of equitable test-
ing and care access. Some older individuals might not
want to undergo testing or treatment for ADRD, even
if available, because of costs, fear of stigma, concerns
about accuracy, and potential expenses. Willingness
to undergo screening or treatment is likely to change
as testing and treatment options evolve, particularly
in terms of accuracy and effectiveness.

The primary goals of this project were to esti-
mate the potential demand for dementia detection
and treatment and to find important drivers of this
demand. More concretely, we sought to find the per-
centage of adults ages 50 to 70 who would (1) undergo
a cognitive assessment, (2) take an early-detection
test for Alzheimer’s disease, (3) seek further con-
sultation with a brain specialist if warranted, and
(4) pursue treatment if diagnosed. We also investi-
gated the extent to which these outcomes vary with
individual characteristics and beliefs and whether
outcomes are sensitive to the cost and mode of testing
or to aspects related to treatment availability.

Prior research has investigated these questions,
but many of the findings were obtained from conve-
nience samples, such as patients of a memory clinic,
limiting the generalizability of the results. Moreover,
much of that research was conducted before the
first disease-modifying treatments became avail-
able. With further progress on treatment options,
individuals’ attitudes toward the value of cognitive
assessments and early-detection ADRD tests might
have changed, highlighting the need for fresh evi-
dence. Another significant limitation of previous
studies is the widespread use of ordinal—as opposed
to quantitative—scales to gauge the likelihood of
individuals to undergo testing or other dementia-
related care. Subjective probabilities allow directly
quantifying the fraction of the population that would
do certain things (Manski, 2004; Hurd, 2009), such
as undergo early-detection testing for Alzheimer’s
disease. To our knowledge, none of the existing stud-
ies used subjective probabilities or other quantitative
response scales. When asking individuals about the
likelihood of taking a cognitive assessment, the spe-
cifics of the posed scenario are bound to affect indi-
viduals’ responses. For instance, if respondents are
instructed to assume that there currently is an effec-

tive disease-modifying medication for Alzheimer’s
disease, they may give higher probabilities of getting
tested than when they are told to assume that there is
no such treatment. This makes it difficult to compare
findings across studies that differ in the specifics of
posed scenarios. Assessing the impact of such differ-
ences requires testing them in the context of random-
ized designs.

For this study, we designed and fielded a survey
using the RAND American Life Panel (ALP), a
population-representative sample of the adult U.S.
population. Prior literature found that demand for
cognitive assessment is higher among individu-
als ages 50 and over compared with those below
50 (Wikler, Blendon, and Benson, 2013), possibly
because cognitive decline, Alzheimer’s disease, and
treatment are more salient in this age range. Because
our survey questions were best suited for individuals
with no dementia symptoms and because those with
cognitive impairment are less likely to participate
in surveys, we decided to not interview individuals
at advanced old ages, among whom rates of cogni-
tive impairment are elevated. Thus, our survey was
fielded on the 50-70-year-old subsample of the ALP.
We used a quantitative scale (subjective probabilities)
for eliciting individuals’ likelihood of undergoing
testing under different hypothetical conditions. Sev-
eral parameters of the hypothetical scenarios were
randomized across respondents, such as the cost
and mode of testing and aspects related to treatment
availability. Each respondent was presented with
multiple hypothetical scenarios, including variation
in price, which is the out-of-pocket (OOP) cost (or
subsidy) to the individual. Thus, we have both cross-
sectional and within-person variation in prices and
other attributes of the hypothetical scenarios. By
associating the scenarios with prices, we can measure
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the strength of individuals’ preferences across the
various attributes of the posed scenarios.

In terms of using randomized variation in OOP
prices for predictive medical tests, we employed a
similar experimental design to that of Neumann et al.
(2012). In terms of using a quantitative scale (subjec-
tive probabilities) to elicit individuals’ likelihood of
choosing a specified option, our design is most simi-
lar to the design presented in Hudomiet et al. (2020),
which was also conducted using the ALP.

Our survey included questions about individu-
als’ chances of following up with a brain specialist
after testing and about their chances of enroll-
ing in disease-modifying treatment, permitting
us to estimate the percentage of people who may
follow through all the way from testing, to seeing a
brain specialist, to enrolling in disease-modifying
treatment.

We elicited an extensive set of covariates in the
survey capturing—for example, differences in demo-
graphic characteristics, socioeconomic status, and
personal experiences with and beliefs about ADRD.
We examined how those factors contribute to the
likelihood that an individual would undergo cogni-
tive testing and obtain dementia-related care.

We turn next to a more detailed discussion of
previous research on these questions. The following
section discusses our data and approach, followed
by a section on analyses and results. Our concluding
section notes the implications of our work and poten-
tial directions for future research.

Previous Research

Dubois et al. (2016) assembled an extensive list

of potential benefits of and challenges to timely
Alzheimer’s disease diagnosis. The authors con-
sidered the perspectives of patients, families and
caregivers, health care providers, and society. The
authors concluded that more empirical evidence was
needed to demonstrate the benefits of timely diag-
nosis because much of the evidence and insights on
these topics were based on expert opinions rather
than on surveys of the larger population. Although
some empirical studies since 2016 have addressed this
gap, more remains to be done, as we will discuss. In

what follows, we summarize the findings from previ-
ous work regarding (1) the fraction of the population
that would take up testing for ADRD, (2) predictors
of who in the population is more or less likely to seek
information about their cognitive status, and (3) the
barriers to and benefits of gaining such information,
including those related to the stigma of cognitive
decline.

Fraction of Population That Would
Seek Testing

Many studies investigating who would seek cognitive
testing rely on convenience samples, such as patients
at a memory clinic, and might not generalize to the
population at large, potentially leading to biased
estimates. Here, we discuss some studies that relied
on sampling methods representative of the total
population. Even among these studies, estimates vary
widely, finding that 60 to 90 percent of the popula-
tion would likely take a test to predict their risk of
developing ADRD. The wide range of these find-
ings is probably due to varying methods, including
sampling and survey design, as well as the specific
scenarios posed about the accuracy and modalities of
the test.

A recent study on the willingness and reasons to
take a hypothetical brain health test was conducted
by Carver et al. (2022), who analyzed data from the
Global Brain Health Survey conducted in 2019 and
2020 on respondents at least 18 years of age. This
survey asked respondents about their willingness to
take a simple brain health test to assess their risk of
developing a brain disease. The authors found that
91 percent of respondents would definitely or prob-
ably take such a test. Those expressing greater will-
ingness to take such a test were men, had lower levels
of educational attainment, and reported their cogni-
tive health as poor. When asked about the likelihood
of taking the test if there were no treatment or means
of prevention, 86 percent of respondents still said that
they would definitely or probably take such a test.
The most widely cited reason for wanting to take the
test was to be able to respond in case of a positive
result, such as by making lifestyle changes, seeking
counseling, or starting treatment.




In a similar vein, Wikler, Blendon, and Benson
(2013) found comparable results among survey
respondents at least 18 years of age who were sampled
at random in France, Germany, Poland, and the
United States in 2011. This survey asked respondents
about their likelihood of taking a medical test that
would predict their risk of developing Alzheimer’s
disease before symptoms appeared. In this survey,

67 percent said they were at least somewhat likely to
take such a test.

Neumann et al. (2012) estimated how much U.S.
adults would be willing to pay for a laboratory test
that predicted future Alzheimer’s status. They esti-
mated that—if the test were free—70 to 75 percent of
their sample would be inclined to take it.

Owing to differences in sampling, question
wording, and response scales, the three studies
discussed above are not directly comparable. The
qualitative response scales of Carver et al. (2022) and
Wikler, Blendon, and Benson (2013) do not easily
translate into an estimate of the fraction of individu-
als who would seek out early detection. Nevertheless,
all three studies suggest that interest in early detec-
tion is considerable.

Contributors to Interest in Testing

Wikler, Blendon, and Benson (2013) examined the
influence of personal beliefs and experience with
Alzheimer’s disease, expected costs, and sociodemo-
graphic characteristics on willingness to undergo

a test indicating personal likelihood of developing
Alzheimer’s disease. The authors found that indi-
viduals with a close relative affected by Alzheimer’s,
those who had taken care of or made decisions for an
Alzheimer’s patient, those who reported their health
as fair or poor, and those highly concerned about
developing Alzheimer’s were more inclined to seek an
assessment for the disease. In terms of expected costs,
individuals anticipating the need for a paid caregiver
if they were to develop Alzheimer’s disease were also
more likely to seek an assessment. Additionally, the
study found that individuals age 50 or older, females,
and those with lower levels of educational attain-
ment were more inclined to seek an assessment for
Alzheimer’s disease.

Given the findings by Wikler, Blendon, and
Benson (2013) that individuals who were concerned
about developing Alzheimer’s disease were more
likely to seek early testing, we reviewed research on
the predictors of such perceptions. Ostergren et al.
(2017) found that the perceived risk of Alzheimer’s
disease was higher among individuals with a family
history of the disease, as well as among those who
believed that stress and genetics could lead to an
Alzheimer’s diagnosis, experienced depression,
reported relatively poor memory, or considered lower
cognitive function to be an indicator of Alzheimer’s
disease. Similarly, Blendon et al. (2012) discovered
that individuals who reported difficulty remember-
ing things from the previous day perceived a greater
threat of developing Alzheimer’s disease. Hiraki et al.
(2009) and Cutler (2015) also found that individu-
als with a family history of Alzheimer’s disease and
those who believed that genetics influences the likeli-
hood of an Alzheimer’s diagnosis considered them-
selves more likely to be diagnosed with the disease.

Barriers to Seeking Assessment or
Early Testing

One common and enduring obstacle to seeking cog-
nitive testing is the perception that cognitive decline
is just a normal part of aging (Clark et al., 2005;
Laron et al., 2018; Withers et al., 2019). Such beliefs
have been found to be more prevalent among African
American individuals compared with non-Hispanic
White individuals (Roberts et al., 2003; Roberts et al.,
2015; Sayegh and Knight, 2013). Pavarini et al. (2021)
and Arias et al. (2022) found that both patients and
providers cite excessive worry of patients as a poten-
tial drawback to testing. Several systematic reviews,
including those by Koch and Iliffe (2010) and Parker
et al. (2020), identified other common mispercep-
tions that reduce individuals’ interest in cognitive
testing, broadly relating to the causes of dementia
and the risks for the disease. These authors found
that fear of stigma related to dementia diagnosis and
denial of cognitive issues play important roles as well,
as does a more general lack of knowledge and aware-
ness of dementia. These issues have also arisen in the
context of direct-to-consumer genetic testing for the




presence of an APOE4 allele (a variant of the apoli-
poprotein E [APOE] gene). These tests have gained

in popularity since the mid-2010s while raising con-
cerns about privacy and potential discrimination
related to APOE status, even in the absence of a diag-
nosis, and about implications of genetic risk of family
members (Frank et al., 2018).

Some individuals express reluctance to learn
about their dementia status because of concerns
about preserving their autonomy or lacking a sup-
port network. Erickson et al. (2022) noted potential
greater costs for long-term care insurance following a
diagnosis indicating possible dementia. In a review of
state laws regarding long-term care insurance, Arias
et al. (2018) found no specific prohibitions against
the inclusion of early-diagnosis data in underwrit-
ing long-term care policies, consistent with observa-
tions in a systematic review by Martin et al. (2015).
Martin et al. also addressed the role of caregivers in
either facilitating or delaying cognitive assessments,
highlighting how some caregivers prefer to avoid
managing difficult news with their loved ones, which
leads to a delay in diagnosis. Parker et al. (2020)
emphasized the compounding effects of barriers,
particularly for individuals living with dementia, and
suggested that overcoming multiple barriers for seek-
ing a dementia diagnosis often requires more than
one facilitator, such as support from the families of
those living with dementia and members of infor-
mal networks, prior knowledge of the disease, and
experience with and exposure to people who have
dementia.

Reasons for Seeking Assessment or
Early Testing

Individuals who are interested in knowing about
their cognitive status and prospects cite various
reasons, which are broadly related to three motives:
(1) anticipatory care and financial planning, not just
to ensure their own well-being but also to reduce
the burden on others, particularly their caregivers
(Wehrmann et al., 2021); (2) timely lifestyle changes
and the seeking of counseling (Carver et al., 2022),
including living arrangements (e.g., ensuring a safe
living space and sufficient caregivers) and assistance

with driving, cooking, and managing medications
(Gauthier et al., 2022); and (3) the desire to seek
timely care, including life-extending treatment
(Carver et al., 2022).

Summary of Previous Research

A considerable body of research has investigated
what fraction of the population is interested in
dementia screening and early detection, as well as
which characteristics or other factors may increase or
dampen such interest. Some of this research is based
on less-than-ideal samples, such as convenience
samples or samples of patients recruited at a memory
clinic, which can lead to findings that might not be
generalizable to the population at large, especially for
estimates of the fraction of the population who would
seek testing. Still, the findings on what increases or
dampens interest in screening and early detection
likely carry over, at least qualitatively, to the general
population. Only a few studies, such as Neumann

et al. (2012), specify prices for cognitive testing,
which are needed to measure the strength of individ-
ual preferences for testing in hypothetical scenarios.
We are not aware of a study that used a quantitative
scale to measure the likelihood of engaging in cogni-
tive testing or dementia-related care.

Data and Methods

We designed and fielded a survey as part of the ALP.
The ALP is an internet panel of 6,000 individuals age
18 or older. To ensure that the sample is representa-
tive of the U.S. population, RAND provides internet
services and computers to panel members who would
otherwise be unable to participate. ALP members
have been recruited from several sources since the
panel’s inception in 2006, primarily using probability
sampling methods. Participants are paid quarterly

at a rate of $20 for a 30-minute survey. Eligible indi-
viduals receive email invitations to join the survey
and receive several reminder emails over the course
of the fielding period. The ALP collects demographic
data on respondents through a quarterly household
information survey patterned after the U.S. Census
Bureau’s Current Population Survey. The ALP uses




these quarterly data to weight the survey to reflect
the general population. The ALP has conducted
more than 600 surveys covering such diverse topics
as financial decisionmaking, the effect of political
events on self-reported well-being, inflation expecta-
tions, joint retirement decisions, retirement prefer-
ences, health decisionmaking, Social Security knowl-
edge and expectations, measurement of health utility,
and numeracy. For further information about the
ALP, see Pollard and Baird (2017).

We pursued two main goals with the survey.
The first was to obtain population-representative
estimates of the proportions of the population who
would (1) seek a cognitive assessment to screen
for current ADRD symptoms; (2) undergo early-
detection testing for Alzheimer’s disease, conducted
before symptoms arise; (3) follow up with a brain
specialist if the screening detects memory problems;
and (4) pursue treatment if eligible to do so. These
steps constitute the four main outcome variables
of the empirical analyses presented below. Second,
we sought to identify how these outcomes vary by
individuals’ socioeconomic, demographic, and other
characteristics, as well as beliefs.

For each of the four outcomes, we asked respon-
dents: “On a scale from 0 to 100, what are the chances
you would . . .2” This probabilistic format has sev-
eral advantages (see Manski, 2004; Hurd, 2009;
Bachmann, Topa, and van der Klaauw, 2023). Most
importantly for this study, subjective probabilities
use a quantitative response scale with a standard-
ized meaning across individuals. Furthermore, this
format permits respondents to express uncertainty
about whether they would take the queried action.
Averaging of the subjective probabilities across
the population or across subgroups can be directly
interpreted as an estimate of the outcome of inter-
est, such as the percentage of the population taking
the cognitive assessment. This requires that, at least
on average, individuals can correctly articulate these
probabilities and that the average of the reported
probabilities approximates the objective one. Prior
research using longitudinal data found that the aver-
age of the reported probabilities lines up well with
the average occurrence of future events observed later
in the panel (Bachmann, Topa, and van der Klaauw,
2023), with the exception of events that are very rare

in the population (Hudomiet, Hurd, and Rohwedder,
2023).

Experimental Design

For the questions about taking a cognitive assessment
and the early-detection test, we employed a random-
ized design to quantify how much some key features
of the hypothetical scenarios, such as price or treat-
ment availability, affected the estimated proportions
of the population who would take these tests. To
permit adjusting for potential anchoring effects (i.e.,
the possibility that responses may vary depending on
which scenario was asked about first), we random-
ized across respondents the specifics of the scenario
that would be asked about first. In follow-up ques-
tions, we modified one parameter at a time from one
question to the next. Thus, we obtained both cross-
sectional and within-person variation.

Specifically, we randomized the OOP price at
which the test was hypothetically offered to respon-
dents, taking one of three values ($0, $100, or $300).
In follow-up questions, the price was changed. In
addition, we randomized whether respondents were
first to assume that a disease-modifying treatment
for Alzheimer’s disease was available. In the scenarios
that conditioned on such a treatment being available,
we aimed in our description to approximately reflect
the current state of research in terms of the effective-
ness of available treatment options (there is modest
effectiveness, adding on average about six months of
independence, if treatment is taken early in the dis-
ease stage).

For the cognitive assessment questions, we also
varied the location and mode of the assessment
(either in person at a doctor’s office or a computer-
based assessment administered in a private setting of
the individual’s choice). For the early-detection test,
we always specified that it would take place in a doc-
tor’s office, because, according to current research,
the test would most likely involve a blood draw. We
therefore randomized whether the disease-modifying
treatment has either “no side effects” or “a small
chance of causing severe side effects and individuals
receiving treatment must go to a clinic once a month
for a brain scan to monitor for side effects.”




We provide the detailed wording in the boxes
below when presenting the results.

Covariates

Our survey included a rich set of covariates to serve
as control variables in our analysis:

o demographics, with questions on age, sex,
marital status, education, race and Hispanic
origin, household income, current Census
region, and household size

o health, with questions on self-assessed gen-
eral health and self-assessed memory and
whether memory changed over past two years,
health insurance coverage and the source of
coverage, whether the individual had a prior
cognitive assessment, and doctor-diagnosed
conditions (high blood pressure or hyperten-
sion, diabetes, stroke, Alzheimer’s disease,
dementia or other serious memory impair-
ment, heart disease, sleep disorder, depression,
or impaired hearing)

« experience with and beliefs about dementia,
with questions on whether parents or grand-
parents have or had dementia (or their likeli-
hood of getting it in the future), whether the
respondent ever cared for a person living with
dementia, the intensity of that care, and the
chances the respondent will become a care-
giver in the next five years

o support network, with questions on the
respondent’s family structure (siblings, chil-
dren, and any children nearby) and the avail-
ability of someone to help the respondent if
experiencing memory problems or if needed
for day-to-day care or personal needs

o reasons for or against cognitive testing,
including how important the reasons are to
the respondent.

The ALP survey (labeled MS612) for this study
was fielded from October 19, 2023, to January 17,
2024, to a sample of respondents ages 50 to 70. We
invited a total of 2,116 ALP members to participate,

of whom 1,439 completed our survey, resulting in a
response rate of 68.0 percent.! To test that all aspects
of the survey worked as intended, we used the first
100 completed responses from a random subsample
of 200 eligible ALP members as a pilot; then we
opened the survey to the entire eligible sample.

In the appendix, Table A.1 summarizes the
unweighted and weighted characteristics of our
analysis sample. The unweighted statistics show the
means and standard deviations of the key variables
in our sample. The weighted ones show these statis-
tics after adjusting the composition of the sample by
gender, age, race and ethnicity, education, and house-
hold income to the Current Population Survey. Our
weighted sample is 49 percent male and 64 percent
married or partnered. Each age band—>50 to 54, 55
to 59, 60 to 64, and 65 to 70—is well represented. In
terms of education, 65 percent of our sample does not
have a college degree and 35 percent does; among our
unweighted sample, 53 percent has a college degree.
Non-Hispanic White individuals are 68 percent in
the weighted sample, and that portion is 6 percentage
points higher in the unweighted sample. Accordingly,
minority groups are somewhat underrepresented,
highlighting the importance of using weighted sta-
tistics when drawing inference to the general popula-
tion at large. The ALP elicits household income in
ranges in U.S. dollars (0-4,999, 5,000-7,499, etc.),
which we divided into four quartiles. We estimated
the quartiles separately for single and coupled house-
holds. About three-fourths of our sample respon-
dents live in urban areas. Nearly all have some form
of health insurance, including government-provided
insurance, such as Medicare or Medicaid. Nearly
one in five respondents reported fair or poor health.
Nearly two in three reported at least one doctor-
diagnosed condition, most commonly high blood
pressure or hypertension, diabetes, a sleep disorder,
or depression. More than one in four reported previ-
ously having a cognitive assessment, but fewer than
one in ten reported having fair or poor memory.

Tables A.2 and A.3 show the summary statistics
of the large set of other covariates we elicited.




Analyses and Results

We present results for the four primary outcome
variables. The first two pertain to testing, specifi-
cally whether respondents would undergo a cognitive
assessment for current symptoms and whether they
would opt for an early-detection test for Alzheimer’s
disease. The second two concern whether the respon-
dent would seek a follow-up with a brain specialist

if memory problems were detected and whether

they would enroll in treatment if eligible. We first
discuss the average responses, without considering
any demographic or socioeconomic characteristics.
Subsequently, we report findings obtained from mul-
tivariate regressions.

Interest in Taking a Cognitive
Assessment

Our questionnaire asked respondents about their
subjective probability of taking a cognitive assess-
ment to screen for current symptoms of dementia,
conditioning on the following scenarios:

o whether treatment for Alzheimer’s disease is
available (no, yes)

« thelocation and mode of the test (doctor’s
office, computer-based in a private setting)

« the OOP price of the test ($0, $100, $300).

This resulted in a total of 12 scenarios (2 x 2 x 3).
We randomized across respondents which scenario
was asked first. In follow-up questions, we modified
the price of the test. For example, if a respondent
indicated a high probability of taking the test, then
we asked about the probability of taking the test at a
higher price; if a respondent indicated a low probabil-
ity of taking the test, we asked about the probability
of doing so at a lower price.

We asked five questions of each respondent
regarding the cognitive assessment, changing only
one parameter of the posed scenario at a time.

Table A.4 shows the details of the experimental
design. Specifically, we asked respondents the prob-
ability of taking the assessment

1. under initial scenario conditions
2. atahigher or lower price that was

a. increased by $100 for those indicating a
probability greater than 50 percent in ques-
tion 1
b. decreased by $100 for those indicat-
ing a probability of 50 percent or less in
question 12
3. if the location or mode of the test were
to change from the baseline scenario in
question 1
4. under the conditions of question 3, if the price
was
a. increased by $100 for those indicating a
probability greater than 50 percent prob-
ability in question 3
b. decreased by $100 for those indicat-
ing a probability of 50 percent or less in
question 3
5. if the assumption on treatment for Alzheimer’s
disease were to change.

The “Wording of the Introductory Screen to
Testing Questions” box provides the detailed wording
that respondents saw. The experimental design for
these questions permits us to study variation across
respondents and within-person variation resulting
from changing conditions.

We begin the analysis with responses from the
first question, about the chances of taking a cognitive
assessment in which the variation in prices, location
and test mode, and treatment availability are ran-
domized, and there is no potential for responses to
be affected by anchoring bias from a prior scenario.
As Figure 1 indicates, the population average of
taking the cognitive assessment (computed across all
random groups and weighted) is 57.4 percent. There
is large variation in the average reported subjec-
tive probabilities by the OOP price of the cognitive
assessment (79.6 percent if the OOP price is $0, and
40 percent if the OOP price is $300). There is only
modest variation by whether a disease-modifying
treatment is available and by whether the assess-
ment would be administered in a doctor’s office
or computer-based at a location of the individual’s
choice.

The first panel of Table 1 provides detail on the
distribution of the reported probabilities of taking
the assessment at the initial question as a function of




Wording of the Introductory Screen to Testing Questions

As people age, some develop memory problems, Alzheimer’s disease or other types of dementia. Researchers
are working hard to develop treatments for these conditions, and there have been some promising discoveries.
But there is still uncertainty about how effective these treatments are. An important input into the research is

how many people would be willing to be tested. We will ask about two types of tests:

1. A cognitive assessment to screen for current memory problems,

and

2. An early detection test for Alzheimer’s disease before the person has any symptoms

We will ask you a series of questions about the chances that you would take one of these tests under varying
scenarios such as testing mode and location, how much you would have to pay out of pocket, and whether or
not there is any treatment available for Alzheimer’s disease, which is the most common form of dementia.

First question—assuming no effective treatment available:

For the next set of questions, please assume that there is no effective treatment for Alzheimer’s disease.

Suppose an assessment for memory problems were offered to you. The assessment would take about 10-15
minutes. It would consist of a series of questions about your health and lifestyle and a few questions testing
your brain health and memory. The assessment would detect whether you have symptoms that should be evalu-

ated by a brain specialist.

It would cost you $[fill: CA_P1] out of pocket and it would be administered
[fill ML1: “by your physician in the doctor’s office” or “in a private setting with the help of a computer, at a loca-

tion of your choice.”]

On a scale from 0 to 100, what are the chances you would take this cognitive assessment? %

First question—assuming modestly effective disease-modifying treatment available:

For the next set of questions, please assume one of the recently developed treatments for Alzheimer’s disease
proves to be effective in slowing the progression of the disease: If treatment is started early, that is, when
symptoms first arise, it can help patients maintain their independence and ability to participate in daily life on

average for 6 additional months.

Suppose an assessment for memory problems were offered to you. The assessment would take [. . . same as

above . . ]

the price. If the OOP price were $0, then 54.8 percent
of respondents said that they were completely certain
they would take the assessment—that is, they indi-
cated a 100 percent chance of taking the cognitive
assessment, as shown in the fourth row (“100%”) of
the left panel. Among respondents who were initially
told that the OOP price would be $100, 23.2 percent
said that they were completely certain they would
take the assessment. Among those who were ini-
tially told that the OOP price would be $300, only
9.6 percent said that they were completely certain
they would take the assessment. An opposite pattern
is seen among those who were completely certain

they would not take the assessment—that is, those
who indicated a 0 percent chance of taking it. If the
assessment were free, only 4.3 percent of respondents
said that they were completely certain they would not
take it; if it were to cost $300, 24.4 percent of respon-
dents said that they were completely certain that they
would not take it.

A follow-up question asked respondents their
chances of taking the assessment with a change in
OOP cost (all other aspects of the scenario remained
the same). For respondents who had given a subjec-
tive probability of 50 percent or smaller (the first
two rows in the first panel of Table 1), the OOP cost

10



FIGURE 1
Average Subjective Probability of Taking the Cognitive Assessment by Price, Mode
and Location of Assessment, and Whether a Disease-Modifying Treatment |Is
Available, Weighted
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SOURCE: Authors’ calculations based on data from ALP survey MS612.

NOTE: The first column shows the average reported subjective probabilities of taking the cognitive assessment. The second set of columns
shows these probabilities as a function of price ($0, $100, or $300), the third set by the availability of treatment options (no or yes), and the
fourth set by whether the assessment would take place in a doctor’s office or in a private setting.

TABLE 1
Distribution of Reported Subjective Probabilities of Taking a Cognitive Assessment,
Unweighted

Initial Question

Follow-Up Question

Entry Price Entry Price
$0 (%) $100 (%) $300 (%) All (%) $0 (%) $100 (%) $300 (%) All (%)

0% 4.3 174 24.4 15.2 15.3 7.6 23.2 15.4
1-50% 14.0 36.2 47.2 32.4 39.8 29.9 47.8 39.2
51-99% 26.4 23.4 18.4 227 23.9 28.0 23.0 24.9
100% 54.8 23.2 9.6 29.3 21.0 34.3 6.1 20.4
Missing? 0.4 0.2 0.4 0.3 0.0 0.2 0.0 0.1
All 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
N 485 475 479 1,439 485 475 479 1,439

SOURCE: Authors’ calculations based on data from ALP survey MS612.

@The cognitive assessment question asked about the subjective probability that the person would undertake a cognitive assessment. The table shows
the percentage of individuals whose response was 0 percent (i.e., no chance), 1-50%, 51-99%, and 100% (i.e., absolute certainty). For respondents
who did not answer the initial question, we randomized whether the OOP price quoted in the follow-up question was increased or decreased by $100.
Columns might not sum to 100 because of rounding.
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was reduced by $100 (with an incentive payment for
those for whom the initial cost was $0); for those
who had given a subjective probability greater than
50 percent (the third and fourth rows of the first
panel of Table 1), the OOP cost was increased by
$100. The objective of these adaptive OOP costs was
to reduce the potential influence of floor and ceil-
ing effects—that is, situations in which responses in
the follow-up question would be the same, because
the first response was at the extreme of the provided
scale (either 0 percent for floor effects or 100 percent
for ceiling effects). In other words, we sought to make
the assessment more attractive for those who had
given a low initial probability and less attractive for
those who had given a higher initial probability. Our
approach was successful: As Table 1 indicates, the
prevalence of extreme values (0 percent or 100 per-
cent subjective probability) diminished with the
adaptive pricing (see the second panel). A detailed
transition table of responses for the first two cogni-
tive assessment questions is included in Table A.6,
which demonstrates the extent to which the adaptive
pricing caused individuals to move away from the

0 percent and 100 percent responses.

Still, we found that 38.4 percent of respondents
gave the same response to the first and second
question—that is, their subjective probability of
taking the assessment did not change even as the
OOP price did (not shown in the table). This percent-
age was highest among those with the initial OOP
price of $300 (57.0 percent). Most of the persistent
responses pertained to individuals who gave a 0 per-
cent chance (9.4 percent of the sample) or a 100 per-
cent chance (12.6 percent of the sample) to both. For
these respondents, the price change was not suf-
ficient to move them off their initial floor or ceiling
response. Of course, considerations other than price
may cause individuals to have persistent views about
whether to take the assessment.

Interest in Taking an Early-Detection
Test for Alzheimer’s Disease

Our survey also asked respondents about their sub-
jective probability of taking an early-detection test
for Alzheimer’s disease, which would be adminis-

tered before any symptoms of memory problems were
present. We followed the same general strategy as
when asking about a cognitive assessment. We condi-
tioned on different scenarios, which varied by

» whether a disease-modifying treatment for
Alzheimer’s disease is available (no, yes)
- If such treatment were available, whether it
has side effects (no, yes)
o OOP price of the test ($0, $100, $300).

Different combinations of these parameters
yielded nine scenarios, which were administered at
random as the first question in this survey module.
For the follow-up question, we used adaptive pricing
again: Respondents giving a high initial probabil-
ity of taking the test were asked their probability of
doing so if the price were to increase, and those with
a low initial probability of taking the test were asked
about their probability of doing so if the price were to
decrease.

We asked four questions of each respondent,
changing only one parameter of the scenario each
time. Specifically, we asked respondents about the
probability of taking the test

o under the initial scenario (randomizing for
whether a disease-modifying treatment is
available and, if so, whether it has potentially
serious side effects)

o if the price were to increase or decrease by
$100, depending on the initial probability

o if the assumption on a treatment for Alzheim-
er’s disease were to change

o if the price of the test under the third question
were to increase or decrease by $100, depend-
ing on the probability in the third question.

The “Wording for the Introductory Sequence
About Early-Detection Testing for Alzheimer’s
Disease” box provides an example of the detailed
wording that respondents saw. The experimental
design for this block of questions, which is shown in
Table A.5, permits us to study variation in the sce-
narios across respondents and within a person.

Figure 2 shows the weighted average of the sub-
jective probabilities from the initial question for the
entire sample and by the randomized parameters.
Opverall, we estimate that 55.4 percent would undergo

12



Wording for the Introductory Sequence About Early-Detection Testing for Alzheimer’s Disease

There is active research to develop a test that could detect Alzheimer’s disease before an individual shows

any symptoms of cognitive decline. Early detection of the disease means the individual gets a chance to make
advance arrangements before symptoms may start, such as financial or care arrangements, and to consider
lifestyle changes or treatment options. Most likely such a test would require a blood draw. In the next questions
we will ask how likely it is you would take such an early detection test under different sets of circumstances,
related to cost and availability of a treatment for Alzheimer’s disease.

First question—assuming that no effective treatment is available:

Please assume that there is no effective treatment for Alzheimer’s disease.

Furthermore, suppose an early detection test for this disease became available, which would require a blood
draw. Your out-of-pocket cost for the test would be $[fill: REDT_P1].

What are the chances that you would take this early detection test under these circumstances? %

First question—assuming a modestly effective disease-modifying treatment is available (with or without side

effects):

Please assume that a treatment for Alzheimer’s disease has become available: If treatment is started early,

that is, when symptoms first arise, it can help patients maintain their independence and ability to participate in
daily life on average for 6 additional months. The treatment involves getting an infusion once a month at an out-
patient clinic, and it is fully covered by insurance. It has [fill: “no serious known side effects” or “it has a small
chance of causing severe side effects and individuals receiving treatment must go to a clinic once a month for a

brain scan to monitor for side effects”].

Furthermore, suppose an early detection test for Alzheimer’s disease became available, which would require a
blood draw. Your out-of-pocket cost for the test would be $[fill: REDT_P1].

What are the chances that you would take this early detection test under these circumstances? %

early-detection testing. Just as we found for the cog-
nitive assessment, the percentage estimated to take
the early-detection test varies most by the OOP price.
If the test were free ($0 OOP price), then 77.2 percent
of respondents would take the test. If the OOP price
were $300, then the proportion predicted to take the
test would diminish by more than half, to 34.8 per-
cent. The availability of a modestly effective disease-
modifying treatment—adding only six months of
independence—would meaningfully increase the
proportion taking the test only if such treatment did
not have side effects (63.5 percent when there are no
side effects, compared with 52.1 percent when there
is no treatment available at all, which is not much
different from the 53.3 percent when the disease-
modifying treatment may result in potentially serious
side effects). We computed these effects, averaging
across the different entry-price scenarios. The differ-
ence in the percentage testing when there is a disease-

modifying treatment without side effects compared
with no treatment is larger when the OOP price is
higher (4.1 percentage points difference at $0 OOP
and a 12.4 percentage points difference at $300 OOP,
not shown in the figure).

Estimates of the Price Sensitivity of the
Demand for Cognitive Assessment and
Early-Detection Testing

For both types of tests (cognitive assessment and
early detection), we estimated the effects on demand
from cross-sectional variation in prices, as well

as from within-person variation obtained in the
follow-up question that increased or decreased the
respective OOP price by $100. For the cross-section
estimates, we used the statistics shown in Figures 1
and 2. For estimates based on the within-person
variation (the first-difference estimate) we regressed




FIGURE 2

Average Subjective Probability of Taking an Early-Detection Test: Variation by OOP
Price of the Test and by Whether a Treatment for Alzheimer’s Disease Is Available
With and Without Side Effects, Weighted
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SOURCE: Authors’ calculations based on data from ALP survey MS612.

NOTE: The first column shows the average reported subjective probabilities of taking an early-detection test in the sample. The middle set of
columns shows these probabilities as a function of OOP price ($0, $100, or $300), and the last set of columns shows these probabilities by

the availability of treatment options (no treatment available, available with a small chance of a serious side effect, and available with no

serious side effects).

the individual-level change in the subjective prob-
ability of taking the test on the individual-level price
change (plus or minus $100). Earlier analyses of the
response transitions suggested that the sensitivity

of demand to price is likely to vary by the price level
(see Table 1).

We therefore performed separate regressions
conditional on the price stated in the initial question
(the OOP entry price). The constant of these first
difference regressions is suppressed so that the esti-
mated coefficients directly reflect the price effect. We
estimated two versions of the first difference regres-
sions: one on the full sample and one excluding those
individuals whose reported subjective probability
did not change from the first to the second question
because of floor or ceiling effects (i.e., the respon-
dents reported a 0 percent or 100 percent chance

to both questions). The rationale is that, because of
floor and ceiling effects, nonchanging responses
attenuate the estimated response to a price change.
For example, 24 percent of respondents who were
provided with an entry price of $300 gave a 0 percent
chance of taking the cognitive assessment. This per-
centage was almost unchanged when the price was
adjusted downward in the next question (23 percent
reported a 0 percent chance of taking the test). This
may be because these individuals’ demand for testing
is completely inelastic or because the lower second
price was still too high for them to consider testing. It
is also possible that each explanation applies to some
part of the sample. Although we cannot determine
the relative importance of these explanations, we
provide estimates both for the full sample and for the
subsample that excludes observations with unchang-
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ing responses at the bottom and the top of the prob-
ability scale.

Table 2 shows the different estimates side by
side. According to the cross-sectional estimates,
an increase in the price of the cognitive assessment
from $0 to $100 would reduce the proportion taking
the assessment by 27 percentage points, whereas the
estimates based on within-person variation suggest
a larger effect, ranging between 37.9 and 46.1 per-
centage points. Because the latter is estimated on the
same sample and therefore controls for unobserved
individual differences, we place greater confidence
in the first-difference estimates. At the higher OOP
price level of $300, the effect is smaller in absolute
value, a reduction between 8.5 and 11.3 percentage
points for a $100 price change, as fewer individuals
are considering testing.

The patterns are similar for the early-detection
testing. The cross-section estimate suggests a reduc-
tion by 22.7 percentage points among those who
would take the test if the OOP price increased from
$0 to $100, whereas the first-difference estimates
point to larger reductions (between 25.8 and 34.0

TABLE 2

percentage points). At the higher price level of $300,
the effects are substantially smaller.

Although there is considerable variation in the
magnitude of the estimates, they consistently suggest
a large sensitivity to price.

Respondents’ Assessment of the
Importance of Motivating Factors and
Barriers for Testing

Study participants were presented with a list of 12
potential reasons in favor of testing and 14 potential
reasons against it. The selection of these reasons was
informed by our literature review. Respondents rated
how important each reason would be to them. Table 3
shows the percentage of the population (weighted)
who rated the respective reason as “important” or
“very important,” sorted in descending order (the
reason that was most widely considered an important
motivating factor is at the top); the same order was
applied to the reasons against testing.

Overall, the reasons in favor of testing were
more widely considered important than the reasons

Estimates of the Change in Demand for Cognitive Assessment and Early-Detection
Test for a $100 Change in Price, Cross-Sectional Versus First-Difference Estimates,

Weighted
Within Person (First Difference: Change in Probability for
Cross-Section $100 Change in Price)
Subsample: Excludes Observations
OOP Entry Means Difference from Reference with Zero Change in Probability
Price (Weighted) Group per $100 Full Sample Because of Floor or Ceiling Effects
Cognitive assessment
$0 79.6 (ref) -37.9 -46.1
$100 52.6 -27.0 -33.0 -41.6
$300 4041 -13.2 -8.5 -11.3
All 57.4 -26.3 -33.4
Early-detection test
$0 77.2 (ref) -25.8 -34.0
$100 54.5 -22.7 -26.5 -33.4
$300 34.8 -14.1 -6.3 -10.0
All 55.4 -19.4 -26.8

SOURCE: Authors’ calculations based on data from ALP survey MS612.

NOTE: The table presents analyses of changes in individuals’ reported subjective probabilities of taking the cognitive assessment and the early-detection

test under different price scenarios. ref = reference group.




TABLE 3
Reported Importance of Reasons for or Against Cognitive Testing, Weighted

Reasons Important or Very Important (%)
Pro

To increase the chance of treating the disease better 83.9
To help my physician determine what treatment approach would be best for me 80.5
To learn about my cognitive and mental health 79.3
To learn if | need to change my lifestyle to enhance brain health 76.5
To have more time to plan my future care 76.1
To learn about my risk of developing the disorder 7341
To prepare my advanced directive or my living will 7341
To have more time to plan my finances 72.5
To relieve my worries in case of negative result 63.8
To learn about my child(ren)’s risk of developing the disorder 58.5
To participate in research about new drugs or treatments for dementia 56.9
To please my loved ones 49.2
Con

| could face greater costs for long-term care insurance with a positive test 55.9
The test results might not be accurate 481
| am concerned that others would limit the things | can do if | had a positive test 46.7
| could lose my health insurance with a positive test 45.0
The test would cost too much 43.5
| do not want to worry about something that may not happen 42.8
| am concerned that the test result wouldn’t be kept confidential 42.3
| would be concerned about how my loved ones would react to my test results 40.0
| do not want to know about a disease that could not be prevented or treated 36.7
Family members or | could face discrimination from employers with a positive test 36.0
| would be afraid of how | would react emotionally to the results 31.3
| would be afraid of the treatments that might be recommended 28.9
There is nothing | can do for my brain health anyway 27.8
| do not like to go to doctors 20.2

SOURCE: Authors’ calculations based on data from ALP survey MS612.

against testing. Several of these reasons related to one’s own cognitive and mental health (79.3 percent),
the desire to improve one’s health, such as increasing and learning whether one needed to change their

the chance of better treating the disease (83.9 per- lifestyle to enhance their brain health (76.5 percent).
cent cited this as “important” or “very important”), Other commonly cited reasons were those regarding
helping one’s physician determine what treatment advance care planning and finances. However, 8 per-
approach would be best (80.5 percent), learning about cent of the sample did not consider any of the reasons
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listed in favor of testing to be important, consistent
with their reporting much lower chances of taking
the cognitive assessment or the early-detection test
(not shown in the table).

Among the reasons against testing, several of
the ones most widely rated as important were related
to financial concerns: that the cost of long-term
care insurance might increase in case of a posi-
tive test result (55.9 percent), the fear of losing one’s
health insurance (45.0 percent), and that the test
would be too costly (43.5 percent). It is interesting
that the most common concern is about long-term
care insurance, even though very few individuals
have such insurance in the United States (Brown
and Finkelstein, 2011). Other commonly cited rea-
sons against testing were concern about lack of test
accuracy (48.1 percent), concern that others would
limit the respondent in the event of a positive test
(46.7 percent), and that the results would not be kept
confidential (42.3 percent). Across all respondents,
15 percent did not consider any of the listed reasons
against testing to be “important” or “very important”
(not shown in the table).

Seeking Medical Follow-Up Care in
Case of a Positive Test

Although our survey gathered the most detail about
testing, we also included questions to elicit indi-
viduals’ likelihood of engaging in subsequent stages
of dementia care. Specifically, we asked patients
whether they would follow up with a brain specialist
if recommended to do so following a cognitive assess-
ment and enroll in treatment if suggested by a brain
specialist. The “Wording About Follow-Up Care in
Case of a Positive Test” box provides the question
wording.

As Table 4 shows, we estimated that 71.9 percent
of respondents would follow up with a brain special-
ist within six months if advised to do so following a
cognitive assessment. Whether a respondent would
pursue treatment depends on the expected benefit.
We found that 59.7 percent of respondents would
pursue treatment, conditional on a doctor’s recom-
mendation, if it might help them “maintain their
independence and ability to participate in daily life
on average for an additional three years,” but only
45.3 percent would do so if the benefit was just an
additional six months of independence.

Wording About Follow-Up Care in Case of a Positive Test

Follow-up with specialist:

Suppose you had a cognitive assessment, and it detects some symptoms. You are advised to follow-up with a
brain specialist who would conduct additional tests to find whether the symptoms are early signs of a form of
dementia.

What are the chances that you would go to see the brain specialist within 6 months of the cognitive assess-
ment? %

Pursue available treatment:

Suppose a brain specialist finds that you have early-stage Alzheimer’s disease and recommends to you a drug
treatment that can help maintain your independence and ability to participate in daily life for about 6 addi-
tional months. The drug would be given intravenously (by 1V) once every two or four weeks. Each infusion lasts
approximately 45-60 minutes and is given at hospitals or specialty infusion centers.

The most common side effects include IV or infusion-related reactions, which can include flu-like symptoms,
nausea, vomiting, and changes in blood pressure, most of which occur with the first infusion. Additionally tem-
porary swelling and bleeding in the brain may occur that usually goes away over time and without symptoms.
This is monitored by monthly imaging (MRI) scans before and during treatment course.
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TABLE 4

Average Percentage Probabilities of Seeking Follow-Up Dementia Care, Weighted

Standard Error

Chances Respondent Will . . . Mean (%) (Mean)
See specialist within six months of a positive cognitive assessment 71.9 0.84
Enroll in treatment that may add six months of participation in daily life, conditional on a 45.3 0.89
doctor recommending treatment

Enroll in treatment that may add three years of participation in daily life, conditional on a 59.7 0.88

doctor recommending treatment

SOURCE: Authors’ calculations based on data from ALP survey MS612.

Variation in Outcomes of Interest by
Individual Characteristics

In this section, we analyze how individuals’ prefer-
ences vary with their personal characteristics, using
a rich set of available measures from the ALP, focus-
ing on ones that the literature identified as potential
explanatory factors.

We estimated multivariate regression models for
the four main outcomes—that is, the reported subjec-
tive probabilities of

o taking a cognitive assessment

o taking an early-detection test

o following up with a brain specialist if a cogni-
tive assessment identified memory issues

o enrolling in disease-modifying treatment
for Alzheimer’s disease if recommended by a
brain specialist.

Because these actions are all related to dementia
screening and related care, we suspected that they are
linked to similar sets of covariates. Accordingly, we
examined variation in the outcomes with explanatory
variables from the following domains:

» randomized parameters of the hypothetical
scenarios (e.g., cost and place of assessment,
whether treatment was available)

 demographics and socioeconomic status (edu-
cation, income band, home ownership)

 health

o firsthand experience and beliefs about
Alzheimer’s disease

o support network

« importance of different reasons for or against
testing.

For each domain, our ALP survey has several
detailed measures, and some of them are corre-
lated, making it difficult to estimate their respective
independent effects. The appendix presents regres-
sion models that begin with a baseline specification
that includes only controls for the socioeconomic
demographic characteristics and the randomized
parameters (see Table A.7), followed by specifications
that add to this baseline specification an expanded
set of measures from each domain and a more par-
simonious set, focusing on the strongest and most-
interesting measures (see Tables A.8-A.11). In what
follows, we discuss our preferred multivariate regres-
sion models that include the parsimonious set of
covariates from each domain (Table 5).

Overall, the largest significant effects are those
associated with the OOP price. Relative to having
to pay $0 OOP, a $100 OOP price would make indi-
viduals 28.3 percentage points less likely to take the
cognitive assessment on average and 19.4 percentage
points less likely to take the early-detection test; a
$300 OOP cost would make individuals 42.4 percent-
age points less likely to take the cognitive assessment
and 38.2 percentage points less likely to take the
early-detection test.

Treatment availability has an important effect
on testing as well, although smaller in magnitude
than OOP price, and only if there is no mention of
potentially serious side effects. Other things equal,
respondents who were told to assume that there was
a modestly effective treatment were 7.5 percentage
points more likely to undergo a cognitive assessment
than those who were told to assume that there was no
effective treatment. Those who were told that such a
treatment would have no side effects were 10.1 per-

18



TABLE 5
Multivariate Regression Models of the Subjective Probabilities for Cognitive

Assessment, Early-Detection Testing, Follow-Ups with Brain Specialists, and Enrollment
in Disease-Modifying Treatment for Alzheimer’s Disease, Combined Model, Unweighted

Enroliment in Disease-

Follow-Ups with Brain Modifying Treatment for

Cognitive Assessment  Early-Detection Testing Specialists Alzheimer’s Disease
Estimate SE Estimate SE Estimate SE Estimate SE

Randomized
parameters
Price =0 (ref) (ref)
Price = 100 -28.333*** (1.937) -19.390*** (2.054)
Price = 300 —42.418* (1.930) —-38.214** (2.053)
Mode/location = 2.153 (1.598)
doctor’s office
Mode/location = (ref)
private setting
Treatment available 7.472%* (1.586)
(cognitive assessment)
No treatment (ref)
(early-detection testing)
No side effects 10.129*** (2.050)
(early-detection testing)
Possible side effects 2.703 (2.077)
(early-detection testing)
Demographics
Male 2.042 (1.684) 2.940* (1.780) -0.063 (1.513) 4129** (1.644)
Ages 50-54 (ref) (ref) (ref) (ref)
Ages 55-59 -1.083 (2.593) -1.510 (2.742) 0.542 (2.333) -1.723 (2.538)
Ages 60-64 -1.130 (2.395) -3.621 (2.536) 0.114 (2.154) -1.992 (2.344)
Ages 65-70 —-7.162** (2.353) -3.436 (2.487) 2.862 (2.116) -2.626 (2.303)
Married or partnered -1.462 (1.891) 1.434 (1.994) 1.645 (1.696) 1.642 (1.843)
High school or less (ref) (ref) (ref) (ref)
Some college 1.200 (2.556) 0.887 (2.699) 1.967 (2.294) 3.832 (2.493)
College 2.020 (2.744) 3.360 (2.897) 5.331* (2.465) 7.149% (2.678)
Postgraduate 1.781 (2.921) 7.324* (8.077) 9.605"** (2.617) 15.508*** (2.845)
Non-Hispanic White (ref) (ref) (ref) (ref)
Non-Hispanic Black -0.232 (2.858) 1.015 (3.023) -2.338 (2.573) —8.547** (2.796)
Hispanic 6.999*** (2.663) 2.884 (2.801) -1.952 (2.383) —4.717* (2.590)
Non-Hispanic other -5.245 (3.764) -1.824 (3.985) 2.329 (3.388) —7.359** (3.683)
Lowest income band (ref) (ref) (ref) (ref)
2nd income band 3.699* (2.110) 2.269 (2.231) -0.493 (1.898) 1.296 (2.063)
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Table 5—Continued

Enroliment in Disease-
Follow-Ups with Brain Modifying Treatment for

Cognitive Assessment Early-Detection Testing Specialists Alzheimer’s Disease
Estimate SE Estimate SE Estimate SE Estimate SE

3rd income band 6.931*** (2.458) 5.193** (2.599) -0.255 (2.210) 7.741%* (2.402)
Highest income band 9.152*** (2.712) 5.453* (2.868) 4.553* (2.435) 8.048*** (2.647)
Owns home 6.369*** (2.222) 3.270 (2.349) 2.726 (1.999) 5.546™ (2.172)
Lives in urban area 1.045 (1.915) -0.230 (2.024) 2.830 (1.720) 2.047 (1.869)
Health
Fair or poor -5.027** (2.311) —6.805**  (2.444) 0.874 (2.079) 0.716 (2.259)
self-assessed health
No chronic conditions -2.726 (1.732) -2.505 (1.833) -3.717** (1.557) -4.018** (1.692)

out of 9

Experiences with and
beliefs about dementia

Family member with 9.338*** (3.304) 1.015 (8.500) 12.574*** (2.975) 3.913 (3.232)
dementia symptoms
should see doctor

Mother or father has/ 3.534* (1.943) 2.982 (2.056) 1.461 (1.746) -1.607 (1.899)
had dementia

Help(ed) someone with 3.146 (2.246) 1.844 (2.366) -3.665* (2.013) -0.735 (2.194)
dementia daily

Chance will develop 0.058* (0.033) 0.101*** (0.035) 0.008 (0.030) -0.010 (0.032)
memory problems?

Chance will become 0.045* (0.023) 0.003 (0.024) 0.020 (0.021) 0.045** (0.023)
caregiver (if not

currently)?

Dementia is normal part  —3.058 (2.094) 1.651 (2.208) 1.025 (1.879) -1.094 (2.042)
of aging

Healthy lifestyle 0.982 (1.919) -0.502 (2.026) 1.106 (1.723) 0.215 (1.872)

reduces dementia risk

Chance of effective 0.062** (0.028) 0.032 (0.029) 0.022 (0.025) 0.035 (0.027)
Alzheimer’s disease
treatment in 5 years®

Support network

Chance family/friends 0.093*** (0.023) 0.051** (0.024) 0.082*** (0.021) 0.013 (0.022)
provide daily personal
care?

Reasons for testing

Learn about cognitive 8.472*** (2.644) 8.060*** (2.816) 7.061*** (2.381) -0.324 (2.588)
and mental health

Learn about risk of 8.260*** (2.427) 8.759*** (2.566) 1.046 (2.183) 4.716* (2.378)
developing the disorder

Help physician 8.751*** (2.664) 8.219*** (2.823) 16.360*** (2.398) 12.573*** (2.608)
determine best

treatment
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Table 5—Continued

Enroliment in Disease-

Follow-Ups with Brain  Modifying Treatment for

Cognitive Assessment  Early-Detection Testing Specialists Alzheimer’s Disease
Estimate SE Estimate SE Estimate SE Estimate SE

Participate in dementia ~ 6.098*** (1.835) 8.376™* (1.938) 5.920*** (1.647) 9.590*** (1.790)
research
Have more time to plan 6.511* (2.121) 9.271* (2.240) 9.453*** (1.906) 7.831* (2.073)
finances
Reasons against
testing
There is no treatment -3.700** (1.850) -5.376"* (1.954) -3.160* (1.663) 0.528 (1.807)
The test would cost too  —8.314*** (1.908) -8.961*** (2.020) -0.997 (1.717) —-4.088** (1.866)
much
Do not like to go to —-4.530* (2.379) -5.210** (2.514) -11.276*** (2.131) —-6.374*** (2.316)
doctors
Concern others would 5.152%** (1.957) 5.395*** (2.073) -2.242 (1.761) 0.195 (1.914)
limit the things one
does
Concern about -2.540 (1.860) -2.089 (1.971) -2.419 (1.673) -3.436* (1.819)
confidentiality
Further statistics
Mean of dependent 57.7 56.4 73.6 62.4
variable
Observations 1,418 1,421 1,421 1,420
Adjusted R-squared 0.432 0.366 0.280 0.220

SOURCE: Authors’ calculations based on data from ALP survey MS612.
NOTE: SE = standard error. * p < 0.1; ** p < 0.05; *** p < 0.01.

@These beliefs that are elicited as subjective probability, such as the chance that the respondent will develop memory problems, are scaled from 0 (no
chance) to 100 (absolutely certain). Accordingly, interpretation of the estimated effect size assumes a change in the underlying variable from 0 to 100. For
example, those who thought that they would develop memory problems were 5.8 percentage points more likely to take the cognitive assessment.

centage points more likely to undergo early-detection
testing, compared with those who were told that no
treatment was available. If the modestly effective
treatment was said to have potentially serious side
effects, then treatment availability was not associated
with a higher likelihood of taking the early-detection
test.

Several individual characteristics are associated
with the likelihood of testing and follow-up dementia
care. Men were 4.1 percentage points more likely to
enroll in a disease-modifying treatment than women.
Although the point estimates for cognitive assess-
ment and early-detection testing were also positive
for men, they are not statistically significant at the
conventional 5 percent level. Respondents ages 65
to 70 were 7.2 percentage points less likely than

those ages 50 to 54 to take the cognitive assessment,
whereas there were only small differences by age in
the other three outcomes. There were no significant
differences by marital status. Note that marital status
was statistically significant in the baseline specifica-
tion that had fewer covariates (see Table A.7). We
see robust evidence that socioeconomic status is
important. For example, individuals and households
with higher incomes are more likely to engage in

all four outcomes—that is, seek a cognitive assess-
ment, take an early-detection test, follow up with a
brain specialist, and enroll in treatment. Those with
a postgraduate degree were 7.3 percentage points
more likely to take an early-detection test, 9.6 per-
centage points more likely to follow up with a brain
specialist if warranted, and 15.5 percentage points
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more likely to undergo treatment if reccommended
than those with no more than high school educa-
tion. Home ownership, an important component of
wealth, is also associated with a greater likelihood to
undergo assessment or treatment: Homeowners were,
controlling for other factors, 6.4 percentage points
more likely than others to get a cognitive assessment
and 5.5 percentage points more likely to enroll in
treatment.

There are some significant differences by race
and ethnicity, particularly for Hispanic individu-
als. Hispanic individuals were 7.0 percentage points
more likely than non-Hispanic White individuals to
undergo a cognitive assessment but 4.7 percentage
points less likely to enroll in treatment if warranted.
Non-Hispanic Black individuals were 8.5 percentage
points less likely to enroll in treatment, and non-
Hispanic individuals of other races were 7.4 percent-
age points less likely to do so. There were no differ-
ences by race and Hispanic origin for willingness to
undergo early-detection testing or to consult with a
brain specialist if recommended to do so.

There appears to be a complex relationship
between the four outcomes and health status. Indi-
viduals who reported fair or poor health were 5.0
percentage points less likely to undergo a cognitive
assessment and 6.8 percentage points less likely to
take an early-detection test but were as likely as
others to follow up with a brain specialist if war-
ranted and undergo treatment if recommended.
Conversely, those with no identified adverse health
conditions (e.g., diabetes, stroke) were no more likely
than others to undergo a cognitive assessment or
early-detection testing but were 3.7 percentage points
less likely to see a brain specialist if warranted and
4.0 percentage points less likely to undergo treatment
if recommended. Table A.8 also shows that those who
were ever told by a doctor that they have Alzheimer’s
disease, dementia, or other serious memory-related
impairment were substantially more likely to enroll
in cognitive testing, follow up with brain specialists,
and enroll in treatment. We did not include this mea-
sure in the final specification because there were only
12 such cases in the sample.

Personal beliefs about or experience with demen-
tia positively influenced decisions to undergo assess-
ment or treatment, other things being equal. Indi-

viduals who reported feeling that a family member
exhibiting confusion and memory loss should see

a doctor were themselves 9.3 percentage points

more likely to seek a cognitive assessment and 12.6
percentage points more likely to follow up with a
brain specialist. Those who thought that they would
develop memory problems were 5.8 percentage points
more likely to take the cognitive assessment and 10.1
percentage points more likely to take early-detection
testing. Those who thought that there would be an
effective treatment for Alzheimer’s disease in the next
five years were 6.2 percentage points more likely than
others to seek a cognitive assessment, although the
two groups did not differ in likelihood to undergo
early-detection testing, pursue a follow-up with a
brain specialist, or enroll in treatment. Those who
expected to become a caregiver in the future were 4.5
percentage points more likely to enroll in treatment.

Individuals’ support networks also matter. Those
who reported believing that their families or friends
would provide daily personal care if needed were 9.3
percentage points more likely to undergo a cogni-
tive assessment, 5.1 percentage points more likely to
undergo early-detection testing, and 8.2 percentage
points more likely to follow up with a brain special-
ist. In Table A.10 we explore the role of expected help
from specific people, such as spouses, children, and
siblings. We found that most of these coefficients
were muted and not statistically significant. It seems
that the expectation to get any help is more impor-
tant than the source of that help.

Respondents’ own motivations for or against
cognitive testing predicted their choices in several
cases. Those who thought that testing was important
to learn about cognitive and mental health status
were significantly more likely to undergo cognitive
assessment, take an early-detection test, or follow up
with brain specialists, with coefficients between 7.1
and 8.5 percentage points. Those who thought that
testing was important to learn about their own risk
of developing the disease were more likely to seek
cognitive assessment and early-detection testing and
enroll in treatment (4.7 to 8.8 percentage points).
Those mentioning the importance of helping physi-
cians determine the best treatment reported higher
probabilities for all four outcomes, with coefficients
ranging between 8.2 and 16.4 percentage points.
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Interest in participating in research about new drugs
or treatments for dementia increased respondents’
likelihood to undergo cognitive assessment, early-
detection testing, a follow-up with a brain specialist,
and treatment by 6 to 10 percentage points. Desire for
financial planning also increased the likelihood of
these outcomes by 6 to 10 percentage points.
Conversely, not wanting to know about a disease
that cannot be prevented or for which there is no
cure decreases the likelihood of seeking cognitive
assessment, early-detection testing, and a follow-up
with a specialist by 3 to 5 percentage points. Those
worried about the cost of the test also reported lower
chances of undergoing cognitive assessment and
early-detection testing and enrolling in treatment
by 4.1 to 9.0 percentage points. Similarly, those who
did not like to go to doctors gave lower chances of
undergoing cognitive assessment and early-detection
testing, following up with a specialist, or enrolling in
treatment by 4 to 11 percentage points. Confidential-
ity concerns had only a limited effect on our outcome
variables, leading to lower likelihood of enrolling
in treatment if warranted and no other statistical
effects. Perhaps contrary to expectations, concern
that others would place limits on them if they had
a memory disease made respondents more likely
to undergo cognitive assessment or early-detection
testing. It is possible that individuals who are worried
about being limited by others in case of a positive test
result intend to keep this information to themselves.

Discussion

The primary goal of this project was to estimate the
percentage of the older population in the United
States who would undergo a cognitive assessment,
take an early-detection test for Alzheimer’s dis-
ease, follow up with a brain specialist, and enroll

in disease-modifying treatment. We found that the
demand for tests and treatment is generally high but
not universal. For example, given the current state
of research and health policy, the most realistic test-
ing scenario we specified was the cognitive assess-
ment offered in a doctor’s office at no extra charge
($0 OOP price), assuming that a modestly effective
disease-modifying treatment is available.? For this

scenario, we estimated that more than 80 percent of
the population ages 50-70 would take the cognitive
assessment. The demand for early-detection testing,
brain specialists, and treatment was also similarly
high, especially when the OOP price was $0.

The second goal of this project was to determine
how the demand for testing and treatment varied
according to their characteristics, such as price, treat-
ment effectiveness, delivery method, or side effects.
We showed that the specifications of the posed sce-
narios affected the results in important ways. Price
was by far the strongest predictor of demand. For
example, if individuals had to pay $100 (or $300) for
cognitive assessments, the number undergoing them
would be about 30 (or 40) percentage points lower
than if the price were $0. The demand for early-
detection testing was similarly sensitive to price.

Other features also affected demand. For
example, offering a computer-based assessment that
the individual could take in a private setting at a
location of their choice lowered the number seeking
testing by 4 percentage points on average across all
scenarios. Whether a disease-modifying treatment
is available also mattered for those seeking testing,
and the effect depended on the OOP price of the test.
When the price was $0, individuals reported almost
the same chance of taking the cognitive assessment,
irrespective of whether a treatment were available.
At greater OOP prices, the availability of an effective
treatment began to influence responses. Apparently
and reasonably, individuals will pay more when the
potential benefit is greater. Importantly, we found
that the demand for assessment was high even when
no treatment was available, possibly because indi-
viduals value the option to make behavioral changes
or prepare for the risk of dementia both financially
and nonfinancially. For the early-detection testing
section, we added scenarios that specified that the
modestly effective disease-modifying treatment (six
additional months of independence) either had no
side effects or had potentially serious side effects.
The number of respondents who would take the test
was not increased when the available treatment had
potentially serious side effects. Only the modestly
effective disease-modifying treatment without side
effects increased the demand for testing meaning-
fully, by a little more than 10 percentage points.

23



T the tests were available to older individuals free
of charge, substantially more individuals would
take them. Thus, policymakers may consider
making testing part of regular checkups or directly

supporting it financially.

These findings suggest that the OOP cost of the
tests and some of the features of available treatments
are important policy levers. Most importantly, if
the tests were available to older individuals free of
charge, substantially more individuals would take
them. Thus, policymakers may consider making test-
ing part of regular checkups or directly supporting it
financially. Such support may be particularly relevant
for poorer individuals, who have fewer means to
cover these costs and have higher chances of develop-
ing dementia (Wang et al., 2023). We also found that
the availability of effective treatment options—ones
that meaningfully reduce cognitive decline with
little to no side effects—would increase take-up. This
effect was largest in the scenario assuming that the
OOP cost of testing was $300, which is consistent
with the interpretation that, at higher OOP cost,
individuals demand greater value or else prefer to
forgo testing.

There are several other ways policy could
increase the percentage of the population seek-
ing testing and dementia care. For example, we
found that an individual’s support network was an
important factor. Policies to expand and strengthen
individuals’ support networks would likely increase
testing and dementia care. This improvement could
be achieved through facilitating more active involve-
ment by family caregivers, offering programs that
relieve the economic and time burden on caregivers,
or supporting home and community-based services
for older individuals. Furthermore, a sizable percent-
age of respondents expressed concern that results
might not be kept confidential, potentially result-
ing in various adverse effects, such as loss of health

insurance, increased cost of long-term care insur-
ance, or discrimination, as well as other effects that
limit the individual’s activities. Policymakers could
ease these concerns by strengthening the regulatory
framework to reduce the chances of the disclosure
of test results and diagnosis. We found that about
20 percent of the population cited not liking to go
to doctors as an important reason not to take a cog-
nitive assessment, and this preference was indeed
strongly predictive of reduced reported chances of
testing and enrolling in treatment (but of increased
chances of seeing a brain specialist). To reach mem-
bers of this population to inform them about the
value of cognitive testing and advance care planning
may require considering alternative information
channels that do not rely on interactions with the
health care system.

We also identified several nonmodifiable factors
among the individual characteristics that predict the
likelihood of testing and dementia care, such as edu-
cation or race and ethnicity. It is important to recog-
nize that, although these characteristics cannot be
changed, the likelihood of seeking dementia testing
and follow-up care might nevertheless be influenced
for subgroups identified along these dimensions. But
that requires identifying the underlying reasons for
observed disparities. For example, if differences by
education or race and ethnicity are mainly attribut-
able to differences in access to economic resources,
then covering the OOP costs by insurance or making
them available for free for low-income households (or
even offering incentives) could overcome the dispari-
ties. If differences by education are due to differences
in awareness and knowledge, then information inter-
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ventions could help reduce the observed disparities.
Similarly, we found that having a strong support
network mattered for several of the outcomes, and
the education and race and ethnicity variables may
capture some of these effects to the extent that differ-
ences in family structure by education and racial and
ethnic groups are not fully captured by the control
variables in our analyses. Future research should aim
to investigate this further.

There may be other barriers that have yet to be
fully identified. Non-Hispanic Black individuals may
lack trust in the effectiveness of the treatments or in
whether testing and treatment have sufficiently taken
their communities’ needs into account when carrying
out the research (Portacolone et al., 2020).

Limitations

Our study relied on hypothetical scenarios posed in

a survey. There is some concern that participants’
survey responses to such scenarios might not accu-
rately reflect what they would do when encountering
the situation in real life. Prior studies have shown
that the salience of the scenarios and the speci-

fied conditions influence the quality of responses
(Hudomiet, Hurd, and Rohwedder, 2023). We fielded
the survey only on the 50-70-year-old subsample

of the ALP; Alzheimer’s disease and dementia are
likely more salient in this age range than at younger
ages because of the very low prevalence rates below
age 50. However, it would be interesting in future
research to query younger and older individuals. We
also randomized several parameters—such as costs
and the availability of treatment options—to investi-
gate the sensitivity of our results and found that the
responses meaningfully changed, suggesting that

the responses were generally high quality. Another
potential limitation of our study is that only a few
hypothetical scenarios and parameters were analyzed
because of survey time constraints. Future advances
in dementia research may lead to different scenarios
from the ones we considered in terms of, for example,
treatment efficacy, delivery method, or side effects.
Because of randomization, some of the results can be
interpreted causally, but the regression models pre-
sented at the end of our study were primarily descrip-

tive and might not show causal effects of the studied
factors on the probabilities of testing and treatment.

Conclusions

We conducted an ALP survey to estimate the per-
centage of the population who would take a cognitive
assessment or an early-detection test under various
hypothetical scenarios, as well as to estimate the
percentage who would follow up with a brain spe-
cialist or enroll in treatment if recommended to do
so. To this end, we elicited individuals’ subjective
probabilities about the chances of engaging in each
of the main four outcomes, and we investigated a
broad variety of factors that may increase or decrease
individuals’ responses. Among the investigated fac-
tors, we identified the most-important ones in terms
of statistical significance and magnitude. Some of
the factors are modifiable—for example, through
changes in personal behavior or health policy—while
others are not.

We have established that this data-elicitation
method—subjective probabilities with random-
ized hypothetical scenarios—works well, so future
research might consider additional data collection
to investigate further aspects of the testing process
and of conditioning scenarios. For example, new
scenarios could directly address some of the most
frequently mentioned concerns, such as test accu-
racy, confidentiality of the information, and cost of
long-term care and related insurance. The method
of subjective probabilities permits quantification of
the amount of increased testing and treatment that
would result from various policy changes, provid-
ing the ingredients for designs with higher expected
take-up rates. Further, because of the randomized
price variation, the data permit the estimation of
willingness to pay for various features of the testing
and treatment process, such as test location, the effec-
tiveness of treatment, and its potential side effects.

The rapid developments in medical research on
ADRD in terms of testing and treatment options
will lead to increased benefits from early testing. The
results in this report can provide guidance about
which testing protocols would be most effective in
increasing testing in the population overall and how
to promote equitable access to dementia care.
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Appendix

TABLE A1

Descriptive Statistics of the Analytic Sample

Standard Standard
Mean Deviation Mean Deviation

Variable Observations Weighted Unweighted
Main outcome variables: chances respondent will . . .
Take cognitive assessment 1,434 57.4 38.4 57.8 39.1
Take early-detection test for Alzheimer’s disease 1,439 55.4 39.2 56.3 39.2
Follow up with specialist if indicated by cognitive assessment 1,436 71.9 31.9 73.6 31.3
Enroll in treatment (6 months additional independence) 1,435 45.3 33.6 45.9 33.2
Enroll in treatment (3 years additional independence) 1,435 59.7 33.4 62.4 32.7
Demographics
Male 1,439 0.487 0.500 0.420 0.494
Age

50-54 1,439 0.225 0.417 0.191 0.393

55-59 1,439 0.208 0.406 0.189 0.392

60-64 1,439 0.290 0.454 0.272 0.445

65-70 1,439 0.278 0.448 0.347 0.476
Married/partnered 1,439 0.643 0.479 0.606 0.489
Education

High school or less 1,439 0.396 0.489 0.142 0.350

Some college 1,439 0.257 0.437 0.330 0.470

College graduate 1,439 0.187 0.390 0.286 0.452

Postgraduate 1,439 0.160 0.367 0.242 0.428
Race and ethnicity

Non-Hispanic White 1,439 0.676 0.468 0.737 0.441

Non-Hispanic Black 1,439 0.115 0.319 0.104 0.305

Hispanic 1,439 0.156 0.363 0.112 0.315

Non-Hispanic other 1,439 0.053 0.225 0.048 0.214
Household income

Lowest income band 1,436 0.371 0.483 0.319 0.466

2nd income band 1,436 0.283 0.451 0.300 0.458

3rd income band 1,436 0.180 0.384 0.200 0.400

Highest income band 1,436 0.167 0.373 0.181 0.385
Working now 1,439 0.545 0.498 0.541 0.498
Owns home 1,437 0.771 0.421 0.802 0.399
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Table A.1—Continued

Standard Standard
Mean Deviation Mean Deviation
Variable Observations Weighted Unweighted
Lives in urban area 1,437 0.739 0.439 0.751 0.433
Region
Northeast/mid-Atlantic 1,437 0.202 0.401 0.199 0.399
Midwest 1,437 0.179 0.383 0.191 0.394
South 1,437 0.351 0.477 0.351 0.478
West 1,437 0.268 0.443 0.258 0.438
Household size
1 1,439 0.179 0.383 0.250 0.433
2 1,439 0.461 0.499 0.475 0.500
3+ 1,439 0.361 0.480 0.275 0.447
Covered by any form of health insurance or health plan 1,430 0.948 0.221 0.957 0.202
Has private health insurance 1,439 0.695 0.461 0.694 0.461
Has government health insurance 1,439 0.377 0.485 0.400 0.490
Fair or poor self-assessed health 1,439 0177 0.382 0.167 0.374
Fair or poor self-assessed memory 1,439 0.098 0.298 0.086 0.281
Self-assessed memory worse than 2 years ago 1,439 0.150 0.358 0.170 0.376
Ever had a cognitive assessment 1,438 0.256 0.436 0.261 0.439
Doctor ever told respondent that they have . . .
High blood pressure or hypertension 1,439 0.468 0.499 0.443 0.497
Diabetes 1,439 0.199 0.399 0.179 0.383
Had stroke 1,439 0.012 0.109 0.017 0.128
Alzheimer’s disease/dementia/serious memory 1,439 0.007 0.086 0.008 0.091
impairment
Heart disease 1,439 0.057 0.232 0.060 0.237
Sleep disorder 1,439 0.170 0.376 0.167 0.374
Depression 1,439 0.162 0.368 0.188 0.391
Impaired hearing 1,439 0.105 0.306 0.104 0.305
None of the above 1,439 0.347 0.476 0.361 0.480

SOURCE: Authors’ calculations based on data from ALP survey MS612.

27



TABLE A.2
Experiences with and Beliefs About Dementia

Standard Standard
Mean Deviation Mean Deviation

Variable Observations Weighted Unweighted
Experiences with dementia
Chances respondent will develop memory problems? 1,437 354 26.2 34.9 25.8
Mother or father has/had/will have dementia? 1,439 0.394 0.437 0.420 0.442
Grandparents have/had dementia 1,439 0.674 0.804 0.663 0.791
Respondent currently or ever caregiver to person living with 1,438 0.355 0.479 0.391 0.488
dementia
Cared for parent with dementia 1,438 0.193 0.395 0.204 0.403
Cared for parent-in-law with dementia 1,438 0.054 0.227 0.064 0.245
Cared for spouse with dementia 1,438 0.006 0.076 0.006 0.079
Cared for sibling with dementia 1,438 0.005 0.071 0.006 0.079
Cared for other relative with dementia 1,438 0.061 0.239 0.070 0.256
Cared for friend with dementia 1,438 0.030 0.172 0.033 0.180
Cared for other person with dementia 1,438 0.033 0.179 0.041 0.198
How often did/do you help take care of this person?

About daily 562 0.468 0.499 0.441 0.497

About every week 562 0.313 0.464 0.320 0.467

About every month 562 0.104 0.305 0.116 0.320

Less often 562 0.115 0.320 0.123 0.328
Helping this person negatively impacted my ability to work 562 0.377 0.485 0.395 0.489
Chances respondent becomes caregiver (if not current 1,239 231 27.0 21.5 25.8
caregiver) (%)
Chances would continue working if became caregiver (if 779 47.9 36.4 47.4 371
currently working) (%)
Beliefs about dementia
Believes dementia is a normal part of aging 1,439 0.203 0.402 0.186 0.389
Believes healthy lifestyle reduces dementia risk 1,439 0.714 0.452 0.762 0.426
Believes Medicare typically covers long-term care cost 1,439 0.147 0.354 0.116 0.320
Should family member with dementia symptoms see a doctor? 1,439 0.915 0.279 0.937 0.242
Chances dementia early detection tests available in 5 years (%) 1,438 5741 30.0 58.0 29.5
Chances effective dementia treatment in 5 years (%) 1,438 45.0 30.8 44.3 30.3

SOURCE: Authors’ calculations based on data from ALP survey MS612.

@ Combines responses to three differently worded versions, and the format was randomly assigned; regression analyses add control for question format.
b Combines responses from multiple questions asking about each parent: whether they have or had dementia or, if still living without dementia, what the
chances are that the parent will develop dementia in the next five years. If the parent has or had dementia, assign 100; if parent is still alive, use reported
expectations.
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TABLE A.3
Available Support, Summary Statistics

Standard Standard
Mean Deviation Mean Deviation
Support Variable Observations Weighted Unweighted
Any siblings 1,439 0.919 0.273 0.920 0.271
Any children 1,439 0.775 0.418 0.728 0.445
Any children nearby 1,439 0.536 0.499 0.461 0.499
| would have someone to help me navigate dementia 1,439 0.978 0.148 0.972 0.164
| could rely on my . . . to help me some/a lot to navigate
dementia
Spouse or partner 1,439 0.640 0.480 0.603 0.489
Children 1,439 0.574 0.495 0.534 0.499
Siblings 1,439 0.348 0.476 0.345 0.476
Other close relatives 1,439 0.211 0.408 0.195 0.396
Close friends 1,439 0.294 0.456 0.290 0.454
Other person 1,439 0.125 0.330 0.103 0.304
Number of types of people who would give some/a lot of
help to navigate dementia
No one would help some/a lot 1,439 0.132 0.338 0.133 0.340
1 type would help some/a lot 1,439 0.201 0.401 0.220 0.415
2 types would help some/a lot 1,439 0.317 0.465 0.325 0.469
3+ types would help some/a lot 1,439 0.350 0.477 0.321 0.467
Chances that 1+ family members or friends would help with 1,438 57.0 36.2 54.5 36.7
your day-to-day care if you had dementia
| have someone to support me with daily care 1,439 0.969 0174 0.963 0.188
| could rely on my . . . some/a lot to help me with daily care
Spouse or partner 1,439 0.641 0.480 0.590 0.492
Children 1,439 0.515 0.500 0.460 0.499
Siblings 1,439 0.258 0.438 0.243 0.429
Other close relatives 1,439 0.169 0.375 0.138 0.345
Close friends 1,439 0.182 0.386 0.169 0.375
Other person 1,439 0.109 0.312 0.092 0.289
Number of types of people who would help with daily care
No one would help some/a lot 1,439 0.164 0.371 0.199 0.399
1 type would help some/a lot 1,439 0.279 0.448 0.284 0.451
2 types would help some/a lot 1,439 0.297 0.457 0.300 0.458
3+ types would help some/a lot 1,439 0.260 0.439 0.218 0.413

SOURCE: Authors’ calculations based on data from ALP survey MS612.
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TABLE A.4
Experimental Design: Questions About Cognitive Assessment

Experimental design/question order: from one question to the next, only one parameter at a time changes

Question 2: Question 4:
If Q1 If Q3
Response Response
P-Q1 >50, Increase P-Q2 P-Q3  >50, Increase P-Q4 P-Q5
Random [fill: P, Else [fill: CA_ [fill: CA_ P, Else [fill: [fill:
Group Question1 CA_P1] Decrease P P2] Question 3 P2] Decrease P CA_P3] Question5 CA_P3]
1 TA1 =1, 0 >50 100 TA1 =1, 100 >50 200 TA2=2, 200
ML1 =1, ML2 =2 ML2 =2
RP1 = low <50 0 0
<50 -100 TA1 =1, -100 >50 0 TA2 =2, 0
ML2 =2 ML2 =2
<50 -200 -200
2 TA1 =1, 100 >50 200 TAT1 =1, 200 >50 300 TA2 =2, 300
ML1 =1, ML2 =2 ML2 =2
RP1 = med <50 100 100
<50 0 TA1 =1, 0 >50 100 TA2 =2, 100
ML2 =2 ML2 =2
<50 -100 -100
3 TA1 =1, 300 >50 400 TA1 =1, 400 >50 500 TA2 =2, 500
ML1 =1, ML2 =2 ML2 =2
RP1 = high
<50 300 300
<50 200 TA1 =1, 200 >50 300 TA2=2, 300
ML2 =2 ML2 =2
<50 100 100
200
0
0
-100
300
100
100
-100
500
300
300
100
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Table A.4—Continued

Question 2: Question 4:
If Q1 If Q3
Response Response
P-Q1 >50, Increase P-Q2 P-Q3 >50, Increase P-Q4 P-Q5
Random [fill: P, Else [fill: CA_ [fill: CA_ P, Else [fill: [fill:
Group Question1 CA_P1] Decrease P P2] Question 3 P2] Decrease P CA_P3] Question5 CA_P3]
7 TA1 =2, 0 >50 100 TA1 =2, 100 >50 200 TA2 =1, 200
ML1 =1, ML2 =2 ML2 =2
RP1 = low <50 0 0
<50 -100 TA1 =2, -100 >50 0 TA2 =1, 0
ML2 =2 ML2 =2
<50 -200 -200
8 TA1 =2, 100 >50 200 TA1 =2, 200 >50 300 TA2 =1, 300
ML1 =1, ML2 =2 ML2 =2
RP1 = med <50 100 100
<50 0 TA1 =2, 0 >50 100 TA2 =1, 100
ML2 =2 ML2 =2
<50 -100 -100
9 TA1 =2, 300 >50 400 TA1 =2, 400 >50 500 TA2 =1, 500
ML1 =1, ML2 =2 ML2 =2
RP1 = high
<50 300 300
<50 200 TA1 =2, 200 >50 300 TA2 =1, 300
ML2 =2 ML2 =2
<50 100 100
10 TA1 =2, 0 >50 100 TA1 =2, 100 >50 200 TA2 =1, 200
ML1 =2, ML2 = 1 ML2 =1
RP1 = low <50 0 0
<50 -100 TA1 =2, -100 >50 0 TA2 =1, 0
ML2 = 1 ML2 =1
<50 -100 -100
11 TA1 =2, 100 >50 200 TA1 =2, 200 >50 300 TA2 =1, 300
ML1 =2, ML2 = 1 ML2 =1
RP1 = med <50 100 100
<50 0 TA1 =2, 0 >50 100 TA2 =1, 100
ML2 = 1 ML2 =1
<50 -100 -100
12 TA1 =2, 300 >50 400 TA1 =2, 400 >50 500 TA2 =1, 500
ML1 = 2, ML2 = 1 ML2 =1
RP1 = high <50 300 300
<50 200 TA1 =2, 200 >50 300 TA2 =1, 300
ML2 = 1 ML2 =1
<50 200 200

NOTE: P = OOP cost of test [-100], 0, 100, 300, [200, 300, 400, 500]. If RP1 = 0, then entry point = $0. If RP1 = 100, then entry point = $100.

If response >50%, then follow-up question will have higher price [0 to 100; or 100 to 200]. If response <50%, then follow-up question will have lower price
[0 to —100; or 100 to 0].

ML = mode/location of test (1 = doctor’s office; 2 = private setting/location of choice); P1 = first offered price; P2 = second offered price; P3 = third of-
fered price; RP = randomized price; TA = treatment availability (1 = no; 2 = yes).
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TABLE A.5
Experimental Design

: Questions About Early-Detection Testing

Question 2: Question 4:
If Q1 Response Question 3: If Q3 Response
Random EDT_ >50, Increase P, EDT_ Change TA, EDT_ >50, Increase P, EDT_
Group Question 1 P1 Else Decrease P P2 Randomize SE P2 Else Decrease P P3
1 REDT_TA=1--> 0 >50 100 TA = yes; RSE = no 100 >50 200
first condition on no
treatment available; <50 0
RSE = N/A; P = low
TA = yes; RSE = yes 100 >50 200
<50 0
<50 -100 TA =yes; RSE = no -100 >50 0
<50 -200
TA=yes; RSE=yes -100 >50 0
<50 -200
2 REDT_TA=1--> 100 >50 200 TA = yes; RSE = no 200 >50 300
first condition on no
treatment available; <50 100
RSE = N/A; P = med
TA = yes; RSE = yes 200 >50 300
<50 100
<50 0 TA = yes; RSE = no 0 >50 100
<50 -100
TA = yes; RSE = yes 0 >50 100
<50 -100
3 REDT TA=1--> 300 >50 400 TA =yes; RSE =no 400 >50 500
first condition on no
treatment available; <50 300
RSE = N/A; P = high TA=vyes;RSE=yes 400 50 500
<50 300
<50 200 TA =yes; RSE =no 200 >50 300
<50 100
TA = yes; RSE = yes 200 >50 300
<50 100
4 REDT_TA=2 --> 0 >50 100 TA =no; RSE = N/A 100 >50 200
first condition
on treatment IS <50 0
available; RSE = no;
P = low
5 REDT_TA=2 --> 0 <50 -100 TA =no; RSE = N/A -100 >50 0
first condition
on treatment IS <50 -200

available; RSE = yes;
P = low
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Table A.5—Continued

Question 2:

Question 4:

If Q1 Response Question 3: If Q3 Response
Random EDT_ >50, Increase P, EDT_ Change TA, EDT_ >50, Increase P, EDT_
Group Question 1 P1 Else Decrease P P2 Randomize SE P2 Else Decrease P P3
6 REDT TA=2 --> 100 >50 200 TA =no; RSE = N/A 200 >50 300
first condition
on treatment IS <50 100
available; RSE = no;
P = med
7 REDT_TA=2 --> 100 <50 0 TA=no; RSE = N/A 0 >50 100
first condition
on treatment IS <50 -100
available; RSE = yes;
P = med
8 REDT_ TA=2 --> 300 >50 400 TA =no; RSE = N/A 400 >50 500
first condition
on treatment IS <50 300
available; RSE = no;
P = high
9 REDT TA=2 --> 300 <50 200 TA =no; RSE = N/A 200 >50 300
first condition
<50 100

on treatment IS
available; RSE = yes;
P = high

NOTE: EDT = early-detection testing; ML = mode/location of test (1 = doctor’s office; 2 = private setting/location of choice); N/A = not applicable; P1 =
first offered price; P2 = second offered price; P3 = third offered price; RSE = randomized whether side effects; TA = treatment availability (1 = no; 2 =

yes).

33



TABLE A.6

Response Transitions from the Initial Question to the

Follow-Up Question

Entry Price = $0

Cognitive Assessment Question 2

Cognitive
Assessment
Question 1 0% 1-50% 51-99% 100% All
0% 33.3% 4.8% 14.3% 100.0%
1-50% 29.4% 13.2% 100.0%
51-99% 1.6% 100.0%
100% 15.0% 35.7%
All 15.3% 40.0% 100.0%
Entry Price = $100

Cognitive Assessment Question 2
Cognitive
Assessment
Question 1 0% 1-50% 51-99% 100% All
0% 22.2% 16.0% 37.0% 100.0%
1-50% 31.4% 37.8% 100.0%
51-99% 47.3% 0.0% 100.0%
100% 7.3% 18.2% 13.6% 100.0%
All 7.6% 30.0% 28.1% 100.0%

Entry Price = $300

Cognitive Assessment Question 2
Cognitive
Assessment
Question 1 0% 1-50% 51-99% 100% All
0% 10.3% 0.0% 0.0% 100.0%
1-50% 16.8% 0.4% 100.0%
51-99% 11% 100.0%
100% 4.3% 17.4% 100.0%
All 22.9% 48.0% 23.1%

SOURCE: Authors

" calculations based on data from ALP survey MS612.

34



TABLE A.7

Core Control Variables and Randomized Parameters

Follow-Up with

Cognitive Assessment Early-Detection Test Specialist Enroll in Treatment
Standard Standard Standard Standard
Covariate Estimate Error Estimate Error Estimate Error Estimate Error
Male 0.373 (1.823) 1.864 (1.914) -0.871 (1.687) 2.796 (1.725)
Age band
50-54 (ref) (ref) (ref) (ref)
55-59 -2.706 (2.867) -4.164 (3.015) -0.256 (2.661) -2.550 (2.723)
60-64 -1.118 (2.660) 4177 (2.799) 0.298 (2.467) -1.321 (2.525)
65-70 7479 (2.575) -4.116 (2.708) 2.703 (2.389) -2.155 (2.446)
Married/partnered 4.491* (1.986) 6.890*** (2.081) 6.167*** (1.835) 4.722** (1.877)
Education
High school or less (ref) (ref) (ref) (ref)
Some college 3.285 (2.814) 2.875 (2.956) 3.813 (2.604) 5.229** (2.662)
College graduate 2.411 (2.984) 4.260 (8.134) 7.694** (2.762) 8.011* (2.824)
Postgraduate 2.621 (3.166) 7.737* (3.320) 11.325*** (2.924) 16.253*** (2.990)
Race and ethnicity
Non-Hispanic White (ref) (ref) (ref) (ref)
Non-Hispanic Black 2.741 (3.087) 2.915 (3.239) 0.456 (2.862) -5.654* (2.926)
Hispanic 8.578** (2.925) 4.483 (3.059) 0.044 (2.694) -1.834 (2.755)
Non-Hispanic other -7.205* 4.182) -2.523 (4.403) 1.391 (3.878) -7.087* (3.965)
Family income
Lowest income band (ref) (ref) (ref) (ref)
2nd income band 6.524*** (2.298) 5.896** (2.418) 1.455 (2.130) 2115 (2178)
3rd income band 10.823*** (2.648) 9.072*** (2.784) 1.730 (2.457) 8.778*** (2.512)
Highest income band  14.247*** (2.903) 11.631*** (3.050) 8.120*** (2.683) 10.088*** (2.744)
Owns home 6.514*** (2.444) 2.766 (2.570) 1.793 (2.265) 3.912* (2.317)
Lives in urban area 1.448 (2.120) -0.080 (2.227) 3.639* (1.964) 2.263 (2.008)
Price=0 (ref) (ref)
Price = 100 -29.376**  (2.150) -20.960"**  (2.267)
Price = 300 —44.748*** (2.150) -39.403**  (2.251)
1. Mode/location = 1.055 (1.765)
doctor’s office
2. Mode/location = private (ref)
setting
Treatment available for 8.373*** (1.765)

cognitive assessment
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Table A.7—Continued

Follow-Up with

Cognitive Assessment Early-Detection Test Specialist Enroll in Treatment
Standard Standard Standard Standard
Covariate Estimate Error Estimate Error Estimate Error Estimate Error
0. No treatment (ref)
(early-detection test)
1. No side effects 9.174*** (2.259)
(early-detection test)
2. Possible side effects 3.090 (2.282)
(early-detection test)
Mean of dependent 57.7 56.3 73.6 62.3
variable
Observations 1,427 1,432 1,429 1,428
Adjusted R-squared 0.284 0.209 0.037 0.077

SOURCE: Authors’ calculations based on data from ALP survey MS612.

NOTE: * p < 0.1; ** p < 0.05; *** p < 0.01.
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TABLE A.8
Health Variables

Follow-Up with

Cognitive Assessment  Early-Detection Test Specialist Enroll in Treatment
Covariate Full Compact Full Compact Full Compact Full Compact
Fair or poor self-assessed -6.980*** -5.694** -8.607*** -6.682"* -1.835 1.087 -3.170 1.079
health (2.697) (2.541) (2.828) (2.666) (2.484) (2.353) (2.528) (2.407)
Self-assessed memory worse 1.230 0.896 3.292 0.976
than 2 years ago (2.416) (2.548) (2.225) (2.265)
Doctor ever told respondent
that they have . ..
High blood pressure or -1.269 -0.967 0.360 0.022
hypertension (1.909) (2.002) (1.757) (1.788)
Diabetes -1.669 -0.827 -1.738 2.469
(2.448) (2.564) (2.253) (2.293)
Stroke 0.589 7.860 4.999 -4.818
(6.920) (7.283) (6.379) (6.493)
Alzheimer’s disease or 24.593** 14.240 20.168** 19.516**
dementia or other serious 9.771) (10.267) (8.994) (9.155)
memory impairment
Heart disease -0.288 -2.444 -1.045 -0.594
(3.834) (4.030) (8.533) (3.596)
Sleep disorder 5.638** 2.085 2.624 4.835"*
(2.519) (2.649) (2.321) (2.363)
Depression 2.448 8.514*** 9.106™** 11.964**
(2.504) (2.630) (2.306) (2.348)
Impaired hearing 1.927 0.144 3.761 2.931
(2.969) (8.123) (2.735) (2.784)
No health conditions -3.581* -3.924* —4.755*** -4.505**
(1.902) (2.001) (1.761) (1.802)
Mean of dependent variable 57.7 57.7 56.3 56.3 73.6 73.6 62.3 62.3
Observations 1,427 1,427 1,432 1,432 1,429 1,429 1,428 1,428
Adjusted R-squared 0.288 0.286 0.216 0.213 0.055 0.042 0.103 0.081

SOURCE: Authors’ calculations based on data from ALP survey MS612.
NOTE: Regressions control for all the core control variables in Table A.7. Standard errors are in parentheses. * p < 0.1; ** p < 0.05; *** p < 0.01.
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TABLE A.9
Experiences with and Beliefs About Dementia

Early-Detection Follow-Up with Enrollment in
Cognitive Assessment Test Specialist Treatment

Covariate Full Compact Full Compact Full Compact Full Compact
Should family member with 14.615"*  14.765"*  6.277 6.465* 19.150*** 19.035*** 8.834** 8.861**
dementia symptoms see (3.610) (3.600) (3.853) (3.846) (3.367) (3.360) (3.482) (3.474)
doctor?
Mother or father has/had 4.484** 4.422* 3.755 4.018* 2.870 2.565 -0.063 -0.488
dementia (2.223) (2.125) (2.373)  (2.268) (2.070) (1.980) (2.143) (2.049)
No help (ref) (ref) (ref) (ref)
About daily 2.695 2.698 1.300 1.135 —4.751* —4.511* -2.357 -1.751

(2.603) (2.440) (2.767)  (2.593) (2.418) (2.267) (2.508) (2.350)
About every week -0.659 2141 -2.566 -2.374

(2.857) (3.032) (2.651) (2.742)
About every month 2.787 -2.463 1.487 -2.697

(4.314) (4.594) 4.017) (4.155)
Less often -0.318 -1.099 2.494 1.893

(4.190) (4.466) (3.899) (4.033)
Chance respondent will develop  0.066* 0.065* 0.114***  0.116*** 0.032 0.030 0.021 0.021
memory problem (0.036) (0.036) (0.038) (0.038) (0.033) (0.033) (0.035) (0.035)
Chance respondent becomes 0.054* 0.055* 0.015 0.016 0.034 0.033 0.059** 0.056**
caregiver (0.026) (0.025) (0.028) (0.027) (0.024) (0.024) (0.025) (0.024)
Dementia is normal part of aging -3.379 -3.253 0.582 0.950 0.568 0.356 -1.271 -1.050
is true (2.302) (2.281)  (2.439) (2.420) (2.138) (2.121) 2.211) (2.192)
Dementia risk is less if lifestyle is  4.130** 4.235** 2.895 2.977 4.287* 4178** 2.577 2.468
healthy is true (2.090) (2.083) (2.222) (2.215) (1.946) (1.941) (2.013) (2.006)
Medicare pays for long-term 1.584 4.201 -3.004 1.304
care is true (2.780) (2.963) (2.590) (2.679)
Chance of effective Alzheimer’s ~ 0.103*** 0.104***  0.071**  0.071** 0.045 0.046* 0.052* 0.054*
disease treatment in 5 years (0.030) (0.030) (0.032) (0.032) (0.028) (0.028) (0.029) (0.029)
Mean of dependent variable 57.7 57.7 56.3 56.3 73.6 73.6 62.3 62.3
Observations 1,426 1,426 1,430 1,430 1,428 1,428 1,427 1,427
Adjusted R-squared 0.311 0.312 0.220 0.220 0.064 0.065 0.082 0.084

SOURGCE: Authors’ calculations based on data from ALP survey MS612.
NOTE: Regressions control for all core control variables in Table A.7. Standard errors are in parentheses. * p < 0.1; ** p < 0.05; *** p < 0.01.
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TABLE A.10

Role of Support Network

Follow-Up with

Cognitive Assessment Early-Detection Test Specialist Enroll in Treatment
1M ) (©) (4) (5) (6) (7) 8) 9) (10) (11 (12)
To navigate
dementia concerns,
respondent could
rely a lot or some
on...
Spouse or 4.384 6.870** 7.690*** 2.937
partner (8.070) (8.230) (2.839) (2.912)
Children 1.027 1.231 0.435 -0.675
(1.869) (1.961) (1.726) (1.771)
Siblings 2.395 0.935 1.344 3.037
(2.077) (2.182) (1.918) (1.969)
Other close 2.526 -1.071 0.775 -0.824
relatives (2.531) (2.668) (2.346) (2.409)
Close friends  2.915 1.862 2.602 0.071
(2.241) (2.357) (2.071) (2.126)
Other person  -0.556 3.099 -3.484 1.284
(3.082) (8.249) (2.861) (2.935)
For daily assistance
with personal care,
respondent could
rely a lot or some
on...
Spouse or 3.979 5.450* 5.954** 2.143
partner (2.895) (3.047) (2.683) (2.744)
Children 1.182 1.391 0.870 -0.145
(1.888) (1.980) (1.749) (1.789)
Siblings 5.912* 6.291** 1.459 5.558**
(2.357) (2.483) (2.186) (2.236)
Other close 0.003 -1.023 -0.951 -4.795
relatives (3.095) (8.257) (2.872) (2.939)
Close friends —2.247 -3.006 -1.339 -0.922
(2.848) (2.993) (2.640) (2.701)
Other person 2131 4.066 4.529 2.719
(8.251) (8.417) (8.017) (3.087)
Chances get help 0.116™** 0.071*** 0.095"** 0.027
with personal care (0.025) (0.026) (0.023) (0.024)
Mean of dependent  57.7 57.7 57.7 56.3 56.3 56.3 73.6 73.6 73.6 62.3 62.3 62.3
variable
Observations 1,427 1,427 1,427 1,432 1,432 1,431 1,429 1,429 1,429 1,428 1,428 1,428
Adjusted R-squared 0.287 0.286 0.294 0.211  0.214 0.213 0.042 0.039 0.048 0.076 0.079 0.078

SOURCE: Authors’ calculations based on data from ALP survey MS612.
NOTE: Regressions control for all core control variables in Table A.7. Standard errors are in parentheses. * p < 0.1; ** p < 0.05; *** p < 0.01.
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TABLE A.11

Reasons for or Against Testing That Respondent Rated as Important or Very Important

Cognitive Assessment

Early-Detection Testing Follow-Up with Specialist

Enroliment in Treatment

U] (2 @) (@) () (6) (7) (8 ) (10) (11) (12)
Reasons for testing
Learn about my 7.70%** 9.78**  6.94** 8.35"*  8.20*** 8.20"* -0.86 0.50
cognitive/mental (2.82) (2.68) (2.97) (2.81) (2.53) (2.39) (2.70) (2.57)
health
Relieve worries if no  3.72* 1.86 -0.46 2.20
problems found (2.25) (2.36) (2.01) (2.15)
Learn about my risk  5.51** 8.13**  7.99** 8.87*** 0.36 1.18 2.63 4.35%
of dementia (2.74) (2.47) (2.87) (2.57) (2.45) (2.20) (2.61) (2.37)
Learn about my 0.49 -2.34 -2.99% -2.59
child(ren)’s risk of (1.98) (2.08) (1.77) (1.89)
dementia
Learn if need to 3.44 3.70 0.58 2.09
change lifestyle to (2.76) (2.89) (2.47) (2.64)
enhance brain health
Help my physician 5.80* 10.21*  2.92 8.79*** 11.35"** 18.00"*  7.69** 13.24**
determine best (3.29) (2.70) (3.46) (2.82) (2.95) 2.41) (3.14) (2.59)
treatment for me
Increase chances 6.50" 8.57** 13.31*** 8.95*
of better disease (3.52) (3.69) (8.15) (3.36)
treatment
Participate in 5.81* 6.51**  8.22*** 8.86™*  4.71%* 6.17**  8.81*** 9.79**
research about (1.94) (1.86) (2.03) (1.94) (1.73) (1.66) (1.84) (1.78)
dementia drugs/
treatments
To have more timeto  0.49 0.02 6.65** 5.40*
plan my future care  (3.36) (8.51) (3.00) (3.19)
To have more time to  5.40* 6.34"**  8.14* 9.147*** 2.97 8.72*** 240 7.57**
plan my finances (3.28) (2.15) (8.43) (2.24) (2.93) (1.91) (3.12) (2.06)
To prepare advanced -0.61 0.23 0.69 0.71
directive/living will (2.61) (2.73) (2.33) (2.49)
To please my loved  -1.76 -1.47 -2.29 -1.35
ones (1.89) (1.98) (1.69) (1.80)

Reasons against
testing

Don’t want to worry
about something that
may not happen

Afraid how | would
react emotionally to
results

Concerned about
how loved ones
would react to results

-5.00"

(2.23)

1.75
2.73)

3.95
(2.45)

—8.40%*
(2.32)

4.56
(2.85)

0.97
(2.55)

—5.44%%
(2.03)

214
(2.49)

-0.25
(2.23)

-4.63"
2.12)

6.04*
(2.59)

-0.47
(2.32)
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Table A.11—Continued

Cognitive Assessment

Early-Detection Testing

Follow-Up with Specialist

Enrollment in Treatment

M

2

3)

@ (6)

(6)

@)

@®)

(©)

(10) (1) (12)

Do not want to -4.91** -3.08 -6.22** —4.72** -2.46  -2.80* 1.00 0.51
know about disease (2.41) (1.88) (2.52) (1.96) (2.20) (1.67) (2.29) (1.80)
without prevention or

treatment

Test results might not 1.28 3.28 -0.33 -2.18

be accurate (2.13) (2.23) (1.95) (2.03)

Nothing | can do -2.80 6.42** 0.06 1.51

for my brain health (2.74) (2.86) (2.50) (2.60)

anyway

Afraid of treatments 1.72 -6.95" 0.82 -4.58*

that might be (2.71) (2.83) (2.47) (2.58)
recommended

Test would cost too —7.76*** -8.33*** —7.08*** —-8.95** 0.30 -0.33 -214  -3.84**
much (218)  (1.99) (2.28)  (2.01) (1.99) (1.72) (2.08) (1.85)
| do not like to go to -6.75" -4.29* -6.77" -4.81" -14.23"* 1116 =771 -6.43"**
doctors (2.70) (2.41) (2.82) (2.51) (2.46) (2.14) (2.56)  (2.30)
Could lose my health 2.46 2.44 4.29™ 3.35
insurance if test (2.25) (2.34) (2.04) (2.13)

positive

Concerned others 5.26" 5.91"** 5.76** 5.70*** -3.87* -1.86 0.44 0.66
would limit the (2.34) (1.98) (2.45) (2.07) (2.13) (1.77) (2.22) (1.90)
things | can do if test

positive

Costs for long-term 2.54 0.49 5.41** 1.41

care insurance might (2.41) (2.51) (2.19) (2.29)

go up

Concerned about 2.75 419 4.05* 4.07*
discrimination from (2.59) (2.65) (2.31) (2.40)
employers

Concerned result -4.25* -2.91 -3.39 -2.27 -5.63*** -3.37** -4.63* -3.62**
wouldn’t be kept (2.31) (1.88) (2.42) (1.97) (2.11) (1.68) (2.20) (1.80)
confidential

Mean of dependent 57.8 577 57.7 56.4 56.5 56.4 73.7 73.7 73.6 62.4 62.5 62.4
variable

Observations 1,420 1,416 1,419 1,424 1,419 1,422 1,422 1,419 1,422 1,421 1,418 1,421
Adjusted R-squared 0.397 0.303 0.409 0.340 0.240 0.358 0.241 0.084 0.262 0.211  0.093 0.219

SOURCE: Authors’ calculations based on data from ALP survey MS612.
NOTE: Regressions control for all core control variables in Table A.7. Standard errors are in parentheses. * p < 0.1; ** p < 0.05; *** p < 0.01.
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Notes

! To maximize the sample size, we invited all ALP members

in the relevant age range who are part of the ALP probability
sample to take the survey, including some who had not taken a
survey in the past 12 months. That resulted in a lower-than-usual
overall response rate. Among active panel members (n = 1,552)—
that is, those who participated in at least one survey in the past
12 months—the response rate was 92.7 percent.

2 Altogether, we asked four questions about a $100 increase or
decrease in price: two for the cognitive assessment and two for
early-detection testing. For a small number of cases—no more
than five for any of these questions—the response to the preced-
ing question was missing. For these cases, we randomly assigned
an increase or decrease of $100.

3 Note that Medicare covers a cognitive assessment as part of the
annual wellness visit.
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those deemed eligible for treatment, would enroll in it. Determining the answers to
each of these questions depends on both individual demand and the availability of
screening, specialists, and treatments, which may be subject to capacity constraints.

This study investigated the factors influencing patient demand for cognitive test-
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