




Journal of the West Bengal Medical Council

3

Patrons

Dr. Mani Chhetri

Prof B. N. Chakraborty

Prof D. N. Guha Majumdar

Dr. Sukumar Mukherjee

Prof Asokananda Konar

Dr. Sudipto Roy

 Vol 4, Issue No 4, October-December 2020                                              ISSN:  2582-2462

Medical Glory

International Advisory Board

Prof. Phillip Stabblefield, MD, Emeritus Prof of Boston University, Mass, USA

Prof. Ian McNiece, PhD, Chairman, Stem Cell Research, University of Texas, USA

Prof. Elaine Gluckman, MD, PhD, Emeritus Prof of University of Paris, France

Andrew Burd, MD, FRCS, Chairman, Plastic & Reconstructive Surgery,

Chinese University of Hong Kong, China

Editor

Prof. Niranjan Bhattacharya, DSc, MD, MS, FACS (USA)

Executive Editors

Prof. Rajendra Pandey, MD, DM             Dr. Pradeep Kumar Nemani, MS

Prof. Basudev Bhattacharya

Editorial Board

Dr. Pradip Kumar Mitra Dr. Gopal Krishna Dhali

Dr. Tridib Banerjee Dr. Sibananda Dutta

Dr. Sagarmay Basu Dr. Pradip Kumar Saha

Dr. Dipanjan Bandopadhyay Dr. Debasis Bose

Dr. Sitesh Dasgupta Dr. Debasis Maji

Dr. Maitreyee Bhattacharya Dr. Siddhartha Chatterjee

Dr. Krishnendu Mukherjee Dr. Sandip Chatterjee

Dr. Mouli Madhab Ghatak Dr. Amit Ghosh

   Dr. Bhabotosh Biswas



MEDICAL GLORY

Volume 4       ::      Issue No 4       ::       Kolkata         ::       October-December 2020

CONTENTS

4

Editorial :

•    Utility of Placental Cord Blood in Beta-thalassaemic Patients: A Report among 42 Patients

                      _____________ Niranjan Bhattacharya     6

Originals and Papers :

•    Can Serum COX-2 Expression Be of Prognostic Significance in Breast Cancer

      __________ Ayan Pradhan, Babuji Santra, Subhabrato Ray, Rudradeep Banerjee,

                                                                                                         Diptendra Kumar Sarkar     7

Review  Articles :

•    Alzheimer Disease

        __________ Alok Bandyopadhyay, Abira Datta      14

•    Evolution of Intra-ocular Lens Implantation Surgery

__________ Bikas  Bhattacharya       33

INDEX TO  VOLUME 4       39



West Bengal Medical Council

5

President  Vice President 
 

Dr. Nirmal Maji 
  9830051426 / 9831570990 

E-mail: drnirmal15sep@gmail.com 

 Dr. Rajib Gon Chowdhury 
  2337-6370/ 9830275974 

E-mail: rjibgon.chowdhury@yahoo.in 

 Members 
 

 

Dr. Niranjan Bhattacharya 
 24662520 / 9830038158 

E-mail: sanjuktaniranjan@gmail.com 

 Dr. Abul Kasem Molla 
 9674523664 

E-mail: drabulkasemmolla@yahoo.com 

Dr. Debasish Bhattacharya 
 9433033333 

E-mail: prof.db.1958@gmail.com 
 

Dr. Rajendra Pandey 
 9831096910 / 9433033163 

E-mail: rajensankrityan@gmail.com 
 

Dr. Sudipto Kumar Roy 
 2556-5100/ 9831080813 

E-mail: drsudiptoroy@aol.com 
 

Dr. Ram Dayal Dubey 
 9831028711 E-mail: rddubey@gmail.com 

 

Dr. Santanu Sen 
 9830144496 / 9831018395 

E-mail: santanu_sen2007@yahoo.co.in 
 

Dr. Pradip Kumar Saha 
 9231667703/ 9830277607 

E-mail: pradeepnimhan@gmail.com 
 

Dr. Mousumi Bandyopadhyay 
 9474172851 E-mail: moukl001@gmail.com 

 

Dr. Abhijit Bhakta 
 25280550/ 9836160427 / 9830520909 

E-mail: drabhijit3@gmail.com 

 Dr. Tridib Banerjee 
 9830021738 

E-mail: tridibbanerji@hotmail.com 
 

Dr. Pradeep Kumar Nemani 
 9831046446 

E- mail: pknemani@gmail.com 
 

Dr. Asim Kumar Sarkar 
 9836450508 

E-mail: sarkarasimkumar@gmail.com 
 

Dr. Tapan Kumar Naskar 
 9433323338 

E-mail: tknaskar1807@gmail.com 
 

Dr. Plaban Mukhopadhyay 
 9830007503 

E-mail: Plaban999@rediffmail.com 
 

Dr. Nirmal Kumar Bera 
 9434006972/ 9800000472 

E-mail: drbera@yahoo.co.in 
 

Dr. Gopal Krishna Dhali 
 9830955293 / 9831003965 

E-mail: gkdhali@yahoo.co.in 

 



EditorialEditorialEditorialEditorialEditorial

Thalassaemia is a genetic defect that results in production of an abnormally low quantity of production of

haemoglobin chain or chains. Countries such as India, Pakistan, Bangladesh and Iran have seen a  conspicuous increase

in the number of thalassaemic patients in recent years, partly due to a lack of  genetic counselling and screening. Thalassaemia

major patients receive frequent blood transfusions.  Untreated thalassaemia major eventually leads to death usually by

heart failure or complications of iron  overload or transfusion-induced problems.

Placental umbilical cord blood – because of its rich mix of foetal and adult haemoglobin, high platelet  and WBC

count, a plasma filled with cytokine and growth factors, as well as its hypo-antigenic nature and  altered metabolic

profile–has the potential for emerging as a real and safe alternative to adult blood  during emergencies due to any

aetiology of blood loss and anaemia.

The transfusion of placental blood was carried out at  Bejoygarh State Hospital, Jadavpur, Kolkata, India,

between the period April 1999 and August 2012, where 122 units of cord blood were transfused to 42 patients (male:female

ratio 1:1,  age varying from 6 months to 44 years) suffering from beta-thalassaemia with severe anaemia [haemoglobin

concentration varying from 3.5 to 5.9 g per cent with mean haemoglobin 4.38+0.36 g/dl standard  deviation (SD)]. Such

transfusion proved to be extremely effective as a substitute for adult concentrated red  blood cell (RBC) transfusion. The

collection of the blood varied from 56 ml to 138 ml. After collection from consenting mothers  undergoing lower uterine

caesarean section, the blood was immediately preserved in the refrigerator and transfused within 72 hours.

The rise in haemoglobin levels within 72 hours of transfusion of two units of freshly collected cord blood  was 0.6

g/dl to 1 g/dl – with the mean rise being 0.68+0.12 g/dl standard deviation in the present series of transfusion. Each

patient received two to eight units of freshly collected cord blood transfusion (two units at  a time), depending on

availability and compatibility. There was also a secondary rise of haemoglobin in  each case as noted on the seventh day

of estimation of haemoglobin. We did not encounter a single case of  immunological or non-immunological reaction.
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Can Serum COX-2 Expression Be of Prognostic Significance in

Breast Cancer

Ayan Pradhan1, Babuji Santra2, Subhabrato Ray3, Rudradeep Banerjee4, Diptendra Kumar Sarkar5

Abstract:

Breast cancer is one of the highest occurring cancers in India and the world and also one of the leading

causes of mortality among females. In spite of having different treatment modalities, breast cancer still requires a

cost effective prognostic marker which can accurately predict the outcome of the disease. COX-2 is an enzyme of

the cyclo-oxegenase (COX) family which is an important mediator of inflammation in the body. It is also responsible

for proliferation, angiogenesis and distant metastasis of a tumour. In case of breast cancers also COX-2 is found to

be responsible for the growth and proliferation of the tumour. Breast cancers having higher COX-2 concentration

should have higher rate of tumour growth and have higher chances of metastasis and vice versa.  COX-2 level was

measured by the ELISA and we found raised levels of COX-2 in the serum of all the patients with breast cancer,

the mean COX-2 level being 5.42 ± 0.90 ng/ml which is higher than the normal value. Also we found COX-2 has

a significant correlation with Nottingham Prognostic Index, tumour size, age and the tumour, nodes, metastasis

stage of the tumour. COX-2 increases with the increase in tumour size, Nottingham Prognostic Index, age of the

patient and is also higher in higher tumour, nodes, metastasis stages of breast cancer. So we can conclude that

COX-2 may be used as a cost effective prognostic marker in the future to accurately predict the outcome of the

disease.

Key words: Breast cancer, cyclo-oxegenase, ELISA, Nottingham Prognostic Index.

Introduction:

Prognostication of breast cancer still remains a

challenge and though researches are going on worldwide,

it still is an area of major research. COX-2 is related to

breast cancer and shows promising result as a cost effective
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prognostic marker1. As per WHO, breast cancer accounts

for 2.09 million cases and 627,000 deaths globally. It is the

most common cancer in women in India and accounts for

14% of all cancers in women2.
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Comprehensive Breast Service and Breast Cancer Research Unit, Department of General Surgery, IPGME&R

and SSKM Hospital, Kolkata 700020



COX-2 is an enzyme of the cyclo-oxegenase

(COX) family. COX-1 is normally present in the body

whereas COX-2 is produced in response to stimuli. COX-

2 promotes proliferation, angiogenesis and tumour inva-

sion, hence helping in tumour growth.  COX is present in

the body in mainly two isoforms, namely COX-1 and COX-

2. COX-1 is found in tissues and has housekeeping func-

tions, while COX-2 is expressed in response to certain

Fig 1 – Mechanism of Action of the COX-2 Enzyme, COX-2 Positively Catalyses the Formation

of Prostaglandin E2 (PGE2) which in Turn Positively Catalyses the Enzyme Aromatase and

Increases the Rate of Conversion of Testosterone to Oestradiol

stimuli3. The chemical environment in a tumour is an ideal

for COX-2 transcription and contains biomolecules which

are known to cause induction of COX-2 expression. Also

loss of function of tumour suppressor genes may be an-

other explanation for overexpression of COX-2. The ex-

pression of COX-2 is markedly repressed by wt p534.

COX-2 is responsible for the conversion of free

arachidonic acid to prostaglandin; arachidonic acid to

prostaglandin G2, prostaglandin G2 to prostaglandin H2

and prostaglandin H2 to prostaglandin E2. Prostaglandin

E2 is responsible for proliferation of cancer cells, tumour

specific angiogenesis, tumour growth and metastasis5,6. Also

prostaglandinE2 catalyses the conversion of testosterone

to oestradiol by acting on the enzyme aromatase. Oestradiol

influences the progression of cell cycle by increasing the

percentage of cells in G2/M phase 7. So, COX-2 is

responsible for proliferation, growth and metastasis of the

tumour to distant sites. Hence, COX-2 can be used as

prognostic marker and potential target for treatment and

prevention of breast cancer and metastasis.

Age of the patient, tumour, nodes, metastasis (TNM)

staging and tumour size are some of the variables that

determine the prognosis of a patient diagnosed with breast

cancer. Nottingham Prognostic Index (NPI) is a proven

indicator of prognosis of breast cancer. The aim of this study

was to find a correlation between breast cancer and COX-2

        8  MEDICAL GLORY, VOL 4, ISSUE NO 4, OCTOBER-DECEMBER, 2020



Fig 2 – Showing the Correlation between Nottingham Prognostic Index and COX-2 Levels (ng/ml)

(r = 0.47 and p < 0.01)

expression that can be used as a prognostic marker.

Materials and Methods :

(1)  Patients’ selection – It is a prospective study

with 30 female patients who attended the comprehensive

breast service and general surgery OPD at SSKM and SNP

Hospital, Kolkata. All female breast cancer patients above

the age of 30 years were included in the study.  Patients

having metastasis at the time of presentation were excluded

Parameters which have been recorded are: Patient’s name,

age, address, contact, registration number, histopathological

type of carcinoma, menstrual status, tumour size and grade,

TNM staging, node metastasis, metastasis.

(3) Collection of samples – Blood samples were

collected in heparinised vials and serum was separated from

blood by centrifugation at 3000 rpm for 10 minutes.

(4) ELISA (COX-2) procedure – All reagents

were obtained from Ray Biotech, Norcross, GA, USA.

COX-2 was measured in serum using commercially available

ELISA kits, according to the manufacturer’s instructions. The

sensitivity of the ELISA kit was 1.2ng/ml.

(5) Ethics statement – The study received

approval from the Institute of Postgraduate Medical

Education and Research, Kolkata and all experiments were

performed in  accordance with relevant guidelines and

regulations. Individuals gave a written informed consent.

Informed consent was also obtained to publish after

from the study. Also patients who had undergone

chemotherapy or radiotherapy for breast cancer previously

were excluded from the study. None of the patients included

in the study had any sign of inflammation during specimen

collection. Also they had no history of any immunologically

mediated disease.

(2) Collection of patients’ clinical data – After

selection of the patients, case history was recorded in a

specified proforma sheet in the form of basic identification,

clinical evaluation, laboratory evaluation, follow-up. maintaining patient confidentiality information/images in an

CAN SERUM COX-2 EXPRESSION BE OF PROGNOSTIC SIGNIFICANCE IN BREAST CANCER – PRADHAN ET AL 9



Table 1 –  Study Population (n=30)

online open-access publication.

(6) Statistical analysis – Results were expressed

as median (interquartile range, IQR) and data analysed

between groups by Kruskal Wallis  test followed by Dunn’s

multiple comparison test for non-parametric data, while

paired data were analysed using Student’s t-test (for

parametric data). Correlation was by Pearson’s correlation

for parametric data and Spearman’s rank correlation for

non-parametric data using GraphPad Prism software

(version 5.0, GraphPad software Inc, La Jolla, CA, USA),

value of p < 0.05 is considered significant.

Results:

COX-2 expression was measured in 30 patients.

There were 30 patients of invasive breast cancer. All patients

were aged between 32 and 67 years with mean age of

approximately 50 years. COX -2 was overexpressed in

patients with larger tumour size, higher grade, lymph node

metastasis, advanced stage of disease. COX-2

overexpression was also associated with ER negativity, PR

negativity and HER-2/neu positivity.

The normal level of COX-2 in a normal individual

is supposed to be 2.16 ± 1.64 ng/ml8. The COX-2 levels

in all the patients included in the study were greater than the

normal level, the mean being 5.42 ± 0.90 ng/ml and the

minimum being 3.86 ng/ml. Hence, all the patients included in

the study had higher than normal levels of COX-2 (Table 1).

The correlation between COX-2 and NPI is

significant and has r = 0.47 and p < 0.01 ie, COX-2

increases with increasing NPI (Fig 2). Hence it can be said

that high COX-2 indicates bad prognosis. Age also has a

significant correlation with COX-2 concentration in the body.

Elder patients showed higher COX-2 concentration than

younger patients  (r = 0.41 and p < 0.05 for the correlation

between age in years and COX-2) (Fig 3).  The size of the

tumour also has a significant correlation with COX-2

Parameters  Values (mean ± SD)  

Age (in years) 50.50 ± 9.67 (median- 51.50 years, 

IQR = 43- 60 years) 

Tumour size (in cm) 3.66 ± 1.48 

Nottingham Prognostic Index* 4.63 ± 1.36 

COX-2 (ng/ml) 5.42 ± 0.90 

 

*NPI or Nottingham Prognostic Index is a proven marker of prognosis and takes three factors into

consideration – tumour size, number of nodes positive for metastasis and grade of the tumour [NPI =

(0.2 * tumour size in cm) + nodes + grade]

       10  MEDICAL GLORY, VOL 4, ISSUE NO 4, OCTOBER-DECEMBER, 2020



Fig 3 –  Showing the Correlation between Age of the Patients (in Years) and COX-2 Levels (ng/ml)

(r = 0.41 and p < 0.05)

concentration. Tumours with greater size in the longest

dimension had a higher COX-2 concentration whereas

tumours with smaller size had a lesser COX-2 concentration

(r = 0.71 and p < 0.0001 for the correlation between

COX-2 and tumour size in cm) (Fig 4). COX-2 also had a

significant correlation with the TNM stage of the tumour.

In the study we had only stage 2 and stage 3 patients, stage

4 patients were not included in the study. Higher TNM

stage patients had higher concentrations of COX-2 and

hence it can be concluded that higher COX-2

concentrations point to bad prognosis whereas lower

COX-2 concentrations can be a sign of better prognosis (r

= 0.42 and p < 0.05 for the correlation between TNM

staging and COX-2 concentrations) (Fig 5). Fig 6 shows

the correlation between number of nodes positive for

metastasis of the tumour and COX-2 levels.

Discussion:

In this study, all the patients were of invasive breast

cancer above the age of 30 years and there was no

metastasis. All of them had raised levels of COX-2 in the

serum. As per studies with the immunohistochemistry

technique, COX-2 is supposed to be overexpressed in

breast carcinoma patient9 which is in line with the present

study, though the study presents the expression of COX-2

quantitatively.

There been many studies with COX-2 using

immunohistochemistry methods and some of them didn’t

find any correlation between age and COX-210. But in the

study we could find a significant correlation between the

age of the patient and the COX-2 levels (p < 0.05) which

could indicate a better prognosis in younger patients than in

older patients.

Previously many studies have found correlation

between tumour size and COX-2 expression by

immunohistochemistry methods where there was significant

overexpression of COX-2 in breast tumour11. From the

present study we can conclude that there is considerable

association between the size of the tumour in cm and COX-

2 levels in the serum (p < 0.0001). As we already know, a

CAN SERUM COX-2 EXPRESSION BE OF PROGNOSTIC SIGNIFICANCE IN BREAST CANCER – PRADHAN ET AL   11



larger tumour has worse prognosis than a smaller one, so outcome than a tumour with lesser TNM stage. As per

Fig 4 – Showing the Correlation between Tumour size in the Longest Dimension (in cm) and COX-2 Levels (ng/ml) (r

= 0.71 and p < 0.0001)

levels of COX-2 may also indicate the prognosis of the

patient in a similar way.

previous studies, higher T stage and lymph node involvement

has significant positive correlation with higher COX-2

Fig 5 – Showing the Correlation between TNM Stage of the Tumour and COX-2 Levels (ng/ml)

(r = 0.42 and p < 0.05)

A tumour of higher TNM stage has a worse expression10. As per the present study, higher levels of

        12  MEDICAL GLORY, VOL 4, ISSUE NO 4, OCTOBER-DECEMBER, 2020



COX-2 concentration were found in patients having higher

 

r = 0.44, p < 0.05
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Fig 6 – Figure Showing the Correlation between Number of Nodes Positive for Metastasis of the Tumour and

COX-2 levels (ng/ml) (r = 0.44, p <  0.05)

TNM stage (p < 0.05 ) and also with number of nodes

involved (p < 0.05). Both showed significant positive

correlation. Also both TNM stage and node status being

reliable indicators of prognosis, so we can conclude that

COX-2 concentration in the serum can be dependable

indicator of prognosis.

Another proven prognostic indicator of breast

cancer is the NPI which is widely used and is dependable12.

An NPI > 5.4 is considered as poor prognosis. In this

study, we obtained a mean NPI of 4.63 ± 1.36 of all the

patients and COX-2 levels were higher in patients with

higher NPI (p < 0.01). From this result we may conclude

that higher levels of COX-2 are associated with cancers

with worse prognosis while a low level COX-2 should

indicate better prognosis and lesser chances of distant

metastasis. Subsequent / concurrent IHC study is going on

in the laboratory for breast cancer but not on any other

malignancy.

Conclusions:

in the serum can be used as a cost effective and reliable

indicator of the prognosis of a breast cancer patient. Also

higher levels of COX-2 are responsible for tumour growth

and proliferation and distant metastasis. So, COX-2 may

be a potential therapeutic target for the treatment of breast

cancer and prevent its recurrence. Since higher levels of

COX-2 are responsible for worse prognosis, it is possible

that by the use of available COX-2 inhibitors and decreasing

the COX-2 concentration may reduce the chance of

metastasis and slow down the growth of the tumour.

The result analysis and discussion part incorporates

patients with node metastasis only which is obtained during

histopathological examination of the postmastectomy

specimen. As the study is of short duration, we have not

included any patients with long term complications. However

the number of node metastasis gives an idea of the prognosis

and also the chances of long term metastatic disease.
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Alzheimer disease is the most common neurodegenerative disease that afflicts mankind. Tremendous ef-

forts have been made in investigating the genetic understanding and molecular pathophysiology of this illness. Dis-

ease mainly defined by its pathological attributes including amyloid β deposits in the form of extracellular amyloid β

(Aβ) plaques and tau protein aggregates in the form of intracellular neurofibrillary tangles. A central mechanism

underlying the formation of both amyloid plaques and neurofibrillary tangles in Alzheimer disease is pathogenic

cerebral tau protein aggregation. Though both amyloid plaques and aggregated tau have an essential role in Alzheimer

disease pathology and are part of the neuropathological definition of the disease, numerous studies suggest that in

these precipitated forms they are relatively biologically inert. Hence, the accumulation of aggregated Aâ in plaques

correlates poorly with the clinical status of patients. This review highlights recent advances in molecular and clinical

aspects. Metabolic and functional studies by scanning tomography indicate that prominent atrophy and metabolic

abnormalities emerged in the posterior cortical regions and medial temporal regions at early stages of Alzheimer

disease progression. Several genes including APP, PSEN1, PSEN2 and APOE e4 have been identified to be

associated with Alzheimer disease. Some of the latest high thought put technological platforms including genomewide

association studies, transcriptomics, proteomics, metabolomics and epigenetics. These approaches are introduced

briefly. Many newly identified Alzheimer disease risk genes such as triggering receptor expressed on myeloid cells-

2 (TREM2) are exclusively expressed, or highly enriched in glial cells. Alzheimer disease pathogenesis involves

pathogenic contributions from multiple components and alterations in behaviour of various cell types presented in a

model within the central nervous system. Other than TREM2, a few other genes are discovered which are associ-

ated with Alzheimer disease but their functions are not known. Since no efficacious drugs are available at present,

a systematic approach towards the diverse findings from various platforms will most likely give us understanding of

about the disease pattern.

Abstract:

Key words: Alzheimer disease, neurofibrillary tangles, genes, central nervous system, tau protein, amyloid plaques,

cholinergic hypothesis, glial cells.

Introduction:

It was a cold day in November, 1901 a patient

escorted by her husband came in the chamber of Dr Alois

Alzheimer, a young psychiatrist in his late 30s, a hard-

working clinician committed to understanding the



relationship between brain disease and mental illness, at

the asylum in Frankfurt, Germany. Alois was born in a small

village in Bavaria. His father, the first notary to work at the

royal provincial law court in Low Franconia, valued learning

very highly. He sent Alois to a well-regarded secondary

school in Aschaffenburg so that this gifted young man could

acquire a superior education. Alois excelled in science and

undertook the study of medicine at the Royal Friedrich

Wilhelm University in Berlin at a time when scientists were

deepening their understanding of the effects of various

diseases on the body’s cells. Alzheimer was also exposed

to the evolving view of psychotic symptoms as a reflection

of brain disease. Even as a medical student, Alzheimer

showed his keen powers of observation and description in

his graduation thesis, a study of the glands that produce

earwax. Alzheimer’s education had taught him the value of

the microscope in exploring the causes and effects of

disease. He wondered whether the same tool might be used

in furthering our understanding of psychiatric disorders. After

medical school, Alzheimer was able to follow up on this

idea at the hospital for the mentally ill and epileptics in

Frankfurt on Main, where he was employed as a resident

and subsequently as a senior physician. He then worked at

the asylum in Frankfurt, becoming its director in 1895. One

of his colleagues there, Franz Nissl, had developed special

chemical stains for revealing structures within the brain’s

cells. Alzheimer and Nissl carried out an important series

of brain cell studies together. The clinical treatment approach

at this institute was progressive, with a focus on medical

treatments and avoidance of isolation as a treatment.

Alzheimer had married in 1894 and with his wife Cecilie, a

banker’s widow, he raised three children. Following the

death of his loving wife earlier that year, he had buried

himself in his clinical work, caring for psychiatric patients at

the Community Hospital for Mental and Epileptic Patients

in Frankfurt, Germany. After the tragic early death of his

wife in 1901, Alzheimer moved to Heidelberg to join Emil

Kraepelin in 1902. Subsequently, he followed Kraepelin

to Munich in 1904. Kraepelin was the most influential

psychiatrist of his era, and the psychiatric clinic led by

Kraepelin and Alzheimer was known for its modern and

humane treatment. Alzheimer continued his research in

Munich, publishing his observations on the brains of a large

series of syphilitic patients in 1904. Syphilis, less common

in our time, was a major cause of psychosis and psychiatric

institutionalisation during Alzheimer’s lifetime1.

The patient, who came in this morning of

November, 1901, was Auguste Deter (whom we would

learn about as “Auguste D”) was only 50 years old when

her husband noticed her increasing memory problems.

Husband noticed that she soon became more fearful,

paranoid, and aggressive, So he decided to make it

necessary to admit her to the psychiatric hospital at age 51.

She remained an inpatient there until her death in 1906,

although by then she was no longer under Dr Alzheimer’s

care. He had since moved on to a research position at the

Munich Hospital under the leadership of Dr Emil Kraepelin,

one of the most influential psychiatrists of his era. Alzheimer’s

former boss from Frankfurt, Dr Emil Sioli informed Dr

Alzheimer of his former patient’s death. He sent her brain

material to Alzheimer, who examined Ms Dater’s brain

microscopically using new stains that revealed the presence

of what we now call amyloid plaques and neurofibrillary

tangles.  Though it seems odd now, Alzheimer’s initial 1906

presentation linking this specific brain pathology to a clinical

syndrome was met with limited enthusiasm by his peers1.

Dr Emil Kraepelin named the disease in the name of Alois

as “Alzheimer Disease” (AD) (Figs 1 & 2)1.

Neurons are a major player in the central nervous

system, but other cell types are also key to healthy brain

function. In fact, glial cells are by far the most numerous

cells in the brain, outnumbering neurons by about 10 to 12-6.

These cells, which come in various forms–such as microglia,

astrocytes, and oligodendrocytes–surround and support the

functional aspects of neurons. For example, microglia protect

neurons from physical and chemical damage and are

responsible for clearing foreign substances and cellular

debris from the brain. To carry out these functions, glial

cells often collaborate with blood vessels in the brain.

Together, glial and blood vessel cells regulate the delicate

ALZHEIMER DISEASE – BANDYOPADHYAY AND DUTTA   15



balance within the brain to ensure that it functions at its

best. Investigations are underway to determine which

changes may cause AD. At first, AD typically destroys

neurons and their connections in parts of the brain involved

and disrupt cell function. β-amyloid (Aβ) protein is the

principal component of AD-associated amyloid plaques and

is produced by protease cleavage of the type I

transmembrane amyloid precursor protein (APP)3-6.

Fig 1 – AD Changes in the Whole Brain [AD leads to nerve cell death and tissue loss throughout the brain. Over

time the brain shrinks dramatically affecting nearly all its functions]
in memory, including the entorhinal cortex and hippocampus.

It later affects areas in the cerebral cortex responsible for

language, reasoning, and social behaviour. Eventually, many

other areas of the brain are damaged. Over time, a person

with  AD gradually loses his or her ability to live and function

independently. Ultimately, the disease is fatal.

Neurobiological mechanisms underlying AD have been a

key element in the understanding of the pathology, currently

the most important alterations identified can be explained

through: The amyloid peptide theory, the cholinergic

hypothesis that includes glutamatergic neurotransmission

alterations, the role of tau protein, and the involvement of

oxidative stress (OS) and calcium2-8.

Amyloid Plaques:

The beta-amyloid protein involved in AD comes in

several different molecular forms that collect between

neurons. It is formed from the breakdown of a larger protein,

called amyloid precursor protein. One form, beta-amyloid

42, is thought to be especially toxic. In the AD patient’s

brain, abnormal levels of this naturally occurring protein

clump together to form plaques that collect between neurons

Anywhere from 8 to 11 APP isoforms can be generated

from alternative transcriptional splicing, where three most

common splice isoforms include the 695 amino acid form

(APP695) predominantly expressed in neurons, 751 and

770 amino acid forms (APP751, APP770) expressed both

in neurons and glial cells7. So far, several physiological roles

of APP have been proposed. The extracellular domain of

APP mediates cell-to-cell adhesion to support synaptic

connections. APP homodimers may function as cell-surface

G-protein coupled receptors which can bind Aβ, and

mediate neuronal signalling and neurotransmitter release

through the activation of calcium channels5,7. More

specifically,  APP can mediate hippocampal γ-aminobutyric

acid (GABA)-ergic inhibition via direct protein-protein

interactions with K+-Cl- cotransporter 2 (KCC2), thereby

stabilising KCC2 on cell membranes. APP deficiency

increases KCC2 degradation via tyrosine-phosphorylation

and ubiquitination, therefore, leading to GABA reversal

potential depolarisation and impairment during GABAA-

receptor-mediated inhibition9. Some aspects of APP

function are derived from APP cleavage products such as

the soluble amyloid precursor proteins (sAPP) α and β,
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where sAPPα function has been well characterised. sAPPα

plays an important role in neuronal plasticity/survival and

processing pathways (Fig 3).

Fig 2 – Microscopic View of Normal Brain versus Alzheimer’s Brain [Dr Alzheimer, who examined Ms Dater’s brain

microscopically using new stains that revealed the presence of what we now call amyloid plaques and neurofibrillary

tangles in AD, not in normal subject]

has been shown to be protective against Aβ-induced

toxicity9. In addition, sAPPα can regulate neural stem cell

proliferation and early developmental events in the central

nervous system (CNS)11,12.

APP Processing:

APP processing is mainly dependent on three

proteolytic secretase enzymes: α-, β- and γ-secretase.

Potential α-secretases include ADAM9, 10 and 17. In

brain, BACE1 is the major β-secretase, while γ-secretase

is comprised of at least four core components, including

presenilins (PS1 and PS2), niacstrin, PEN2, and APH113.

Based on its cleavage products, APP processing can be

assembled from Aβ monomers into a variety of unstable

oligomeric species. Oligomeric Aβ (oAβ) then further

aggregates to form short, flexible, irregular protofibrils, which

ultimately elongate into insoluble fibrillar assemblies

comprising β-strand repeats oriented perpendicularly to the

fibre axis. Extracellular Aβ aggregates in their fibrillar form

are resistant to hydrolytic degradation14,15. Although

mechanisms underlying oAβ-dependent synaptic

dysfunction have not been exhaustively characterised, studies

have identified several receptors which can mediate Aβ

synaptotoxicity. These receptors bind Aβ with a relatively

high affinity, which include the NMDAR, ephrin type-B

receptor 2 (EphB2), ephrin type-A receptor 4 (EphA4),

divided into non-amyloidogenic and amyloidogenic

During AD pathogenesis, Aβ aggregates are

cellular prion protein (PrPc), and leucocyte immunoglobulin-
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like receptor B2 (Lilrb2).

Evidence also suggests that oxidative insults

significantly contribute to AD pathogenesis16. Oxidative

mitochondrial dysfunction, cell apoptosis and neuronal

loss18,19. We have recently identified a mitochondrial protein

appoptosin, as an important regulator for Aβ-induced

Fig 3 – APP Metabolism, Aâ Oligomerisation and Signalling Involvement in the Mechanisms of Synaptic Damage in

AD [Proteolytic cleavage of APP by â- and ã-secretase results in the generation of the Aâ
1–42

 monomer, which under

pathological conditions can assemble into potentially toxic oligomers. Enzymes such as neprilysin and insulin-degrading

enzyme (IDE) can degrade the Aâ monomer, whereas oligomers can be sequestered into fibrillar aggregates in plaques.

Oligomers may be the toxic Aâ species that contribute to deregulation of signalling pathways (Fyn, FAK, GSK3â,

CDK5) and result in alterations to cytoskeletal and synaptic proteins and subsequent synaptic and neuronal damage.

Aâ accumulation is mediated by factors including rates of peptide production, aggregation and clearance]

stress manifests early in AD, which supports the notion that

oxidative stress may drive Aβ-induced AD pathogenesis17.

Mitochondria are the primary source of intracellular reactive

oxygen species(ROS). Aβ peptides can induce ROS

production from mitochondria, leading to release of

cytochrome c and apoptosis-inducing factor, thereby driving

neuronal cell death. The expression of appoptosin is

upregulated in AD, where it can activate the intrinsic caspase

pathway. Notably, downregulation of appoptosin can

protect against Aβ-induced neurotoxicity20. Other

mitochondrial proteins such as amyloid-binding alcohol

dehydrogenase, cyclophilin D also have been shown to play
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a role in mitochondrial dysfunction21-23.

The Cholinergic Hypothesis:

At a molecular level, the cholinergic hypothesis is

the first and most studied approach that describes AD

pathophysiology. It was defined more than 30 years ago as

a primary degenerative process capable of selectively

damaging groups of cholinergic neurons in the hippocampus,

frontal cortex, amygdala, nucleus basalis, and medial

septum, regions and structures that serve important

functional roles in conscious awareness, attention, learning,

memory, and other mnemonic processes24. This selective

alteration generates a downregulation of cholinergic markers

such as acetyltransferase and acetylcholinesterase that

associate with the onset of cognitive impairment25,26 through

the existence of proportionality between the decrease in

cholinergic markers, the density of neurofibrillary alterations,

and the severity of the pathology.

Neurofibrillary Tangles:

Neurofibrillary tangles (NFT) are abnormal

accumulations of a protein called tau that collects inside

neurons. Healthy neurons, in part, are supported internally

by structures called microtubules, which help guide nutrients

and molecules from the cell body to the axon and dendrites.

In healthy neurons, tau normally binds to and stabilises

microtubules. In AD, however, abnormal chemical changes

cause tau to detach from microtubules and stick to other

tau molecules, forming threads that eventually join to form

tangles inside neurons. These tangles block the neuron's

transport system, which harms the synaptic communication

between neurons27-29.

The tau protein is predominantly found in brain cells

(neurons). Among tau’s multiple functions in healthy brain

cells, a very important one is stabilisation of the internal

microtubules. Tau is a small protein with a short name but a

large reputation because of its association with multiple brain

diseases.When mice are genetically designed to lack tau

protein, their brain cells do not function properly, and tau

dysfunction has been identified in a number of very severe

human brain diseases.Then, after tau has been created from

DNA, chemical activities in the brain further modify it in

several ways. These chemical alterations of tau change its

properties. No longer fit to carry out its usual job, it takes

on characteristics that are potentially very damaging. This

form of tau no longer sticks together in the same way.

Instead, the fabric of connected tau proteins comes apart

and reassembles in a disorganised, messy tangle that

accumulates in brain cells and is not effectively disposed of

through the cell’s usual ways of removing “trash”. Besides

the microtubular form, which is composed of many tau

molecules, tau also exists in smaller versions, called

oligomers, which are made up of a few tau proteins. The

smaller forms of tau circulate among the neurons, interfering

with cellular function. They are found in brains that are

developing AD decades before the disease blossoms

clinically27-29.

Various forms of post-translational modifications

(PTMs) on tau include phosphorylation, acetylation,

glycosylation, nitration, glycation, methylation, ubiquitination,

sumoylation, truncation and prolyl-isomerisation. Multiple

lines of evidence indicate that PTMs regulate tau function,

as well as pathogenesis of tauopathies such as AD.

Alterations of tau PTMs have been observed in AD and

other tauopathies.

Tau pathology is initiated and derived from the

accumulation of tau aggregates. Monomeric tau is highly

soluble and is biochemically disordered, lacking a well-

defined secondary structure30. Under certain conditions,

monomeric tau can aggregate into oligomers, fibrils,

filaments, and eventually NFTs. Hexapeptide VQIINK

motifs in the second repeat and VQIVYK in the third repeat

within the tau microtubule-binding domain are crucial for

the formation of β-sheet structures and consequent tau

aggregation31-33. Notably, inhibitors targeting VQIINK

dramatically decrease tau aggregation.

Tau propagation: NFTs first appear in layer II of

the entorhinal cortex (EC) during AD onset. NFTs

subsequently appear in interconnected anatomical regions

within the brain, including the hippocampus and neocortex
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during neurodegenerative progression34-36. Since the spatial-

temporal distribution of tau pathology correlates tightly with

cognitive decay in AD patients, the severity of AD onset is

classified by Braak stages which are defined by pathological

NFT staining.

Tau and neurotoxicity: Neurotoxic effects related

to tau have been extensively studied and reviewed37-39.

Many tau species such as tauopathy-associated tau mutants,

tau with aberrant PTMs, soluble tau oligomers and tau fibrils

have been shown to be neurotoxic. Tau is primarily

expressed in neurons, and its subcellular distribution is

primarily localised to axons where it associates with

microtubules. Pathological tau has been shown to distribute

to pre- and postsynaptic compartments in synaptosomal

fractions from AD brain40. Thus, pathogenic tau may impair

microtubule assembly, disrupt axonal transport, impair pre-

and postsynaptic functions, and induce neuronal cell death.

Links between Aβββββ and tau pathogenesis:

Unlike mutations in APP and PS1/2 that affect Aβ

generation in early onset familial AD41,42 mutations in

microtubule associated protein tau(MAPT) have not been

associated with AD43,44, suggesting that tau pathogenesis

may occur downstream of Aβ accumulation45. Indeed, Aβ

can induce tau pathology in multiple APP transgenic animal

models, whereas tau does not induce amyloid pathology.

Emerging evidence suggests that AD-related brain

changes may result from a complex interplay among

abnormal tau and beta-amyloid proteins and several other

factors. It appears that abnormal tau accumulates in specific

brain regions involved in memory. Beta-amyloid clumps

into plaques between neurons. As the level of beta-amyloid

reaches a tipping point, there is a rapid spread of tau

throughout the brain.

Soluble oligomeric forms of Aβ and tau, which may

replicate via a “prion-like” mechanism, are thought to be

the chief mediators of cytotoxicity in AD46. These oligomeric

species of Aβ initially accumulate intraneuronal, eventually

leading to cell death and the extracellular deposition of

amyloid plaques46,47. Both Aβ and tau oligomers have similar

but not identical structural and biophysical properties,

including a high b sheet content, some resistance to

proteolytic degradation, and neuronal toxicity. Recent work

also has revealed that Aβ- and tau-related pathology can,

in certain scenarios, “seed” or transmit each other42, 48-50.

Existing therapies have either no or minimal disease-

modifying benefit. Hence, a number of novel therapeutic

strategies are currently under investigation, many of which

involve modulating the immune system (Fig 4).

Preclinical studies in transgenic mouse models have

shown great efficacy of immunotherapy in the prevention

of both AD and prion diseases51,52. With a central role for

Aβ in AD pathogenesis under the “amyloid cascade” model,

several strategies directed toward the eradication of Aβ and

downstream targets via small molecules or immunotherapies

have been and are being explored51-54. Though Aβ -directed

immunisation via multiple approaches has shown promising

results in AD Tg mouse models, the translation to safe and

efficacious therapy for humans still remains a challenge.

Insights from these studies have raised further issues that

need to be addressed in current and future studies (Fig 5).

The microtubule-associated protein tau is the main

structural component of paired helical filaments (PHFs),

which in turn are one of the major aberrant polymers found

in AD. Immunological studies were carried out using site-

directed monoclonal and polyclonal antibodies that

recognise tubulin binding epitopes on tau, to further

understand the mechanisms of tau self-association into

PHFs. Tau protein was subjected to either carbamoylation

with potassium cyanate (KCNO) or glycation with glucose,

and the immunoreactivity of the chemically modified protein

with these antibodies was compared with tau derived from

paired helical filaments and with normal brain tau. The data

on the immunoblot patterns of tau isoforms and the ELISA

titration curves revealed significant differences between the

modified tau and normal controls. However, the Western

blot patterns of immunoreactive tau from the chemically-

modified protein and from AD patient’s brains were similar.

The data on the differences in the electrophoretic profiles

and Western blots of normal brain tau as compared with

solubilised paired helical filaments, insoluble tangles and

tau proteins of the AD’s type, provide new clues to

understand the anomalous interactions of tau in AD
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disease51-54. Neuro-inflammation is an additional hallmark for

Glial Contributions to AD Pathogenesis: AD, which manifests in gliosis, characterised by proliferation

Fig 4 – Ab and Tau Conformational Changes in AD [(1) APP undergoes normal cleavage by b and g-secretase (PS is

part of the g-secretase complex) to produce the (2) normal sAb.sAb can undergo a conformational change to (3) a b

sheet-rich conformer that further aggregates to form (4) soluble, toxic Ab oligomers. These also may precipitate to form

(5) relatively inert fibrils in amyloid plaques and congophilic amyloid angiopathy. (A) Tau is a microtubule-binding

protein. Tau can undergo (B) hyperphosphorylation or (C) a conformational change to a b sheet conformer. These

species can both further change to (D) hyperphosphorylated tau in a b sheet-rich form that is predisposed to further

aggregation into (E) toxic, tau oligomers. These can precipitate to form (F) PHFs in the form of NFTs. (I and II) The

Ab b sheet conformers and Ab oligomers may cross-seed, under some circumstances, with intermediate tau species in

a b sheet conformation and with tau oligomers, to synergistically exacerbate AD pathology. The most effective

immunotherapeutic approaches for AD will need to be able to concurrently reduce levels of the toxic Ab and tau

oligomeric species]
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and activation of microglia and astrocytes, two major glial cell types in the brain. Many newly identified AD risk genes

Fig 5 – Different Immunotherapeutic Approaches to Ameliorate AD Pathology [(A) Active immunisation can be

performed using Ab peptides, phosphorylated tau (ptau) peptides, or preparations such as pBri as an immunogen. These

immunogens are presented to B cells by antigen-presenting cells (APC). Use of Ab peptides or ptau peptides will give

rise to the production by B cells of antibodies to Ab or ptau epitopes, respectively. Use of pBri (or equivalent

preparations of an immunogen that is a non-self peptide, in a stabilised, oligomeric b sheet conformation) will lead to the

production of antibodies that recognise both Ab and tau pathological conformers (but not normal monomeric sAb or tau

proteins). (B) Passive immunisation can be performed by the production of mAbs that bind to Ab, ptau, or b sheet

pathological conformations. These antibodies need to be infused systemically in concentrations sufficient for adequate

BBB penetration (typically only 0.1% of a systemically injected mAb will cross the BBB). Once antibodies cross the

BBB (using either active or passive immunisation), they will act to enhance the clearance and degradation of their

targets. Additional or alternative mechanisms may include disaggregation or neutralisation of their target (ie, blocking of

toxicity). Antibodies to Ab will recognise normal sAb, oligomericAb, and/or deposited fibrillar Ab (with varying

preference depending on the type/s of antibodies to Ab). Similarly, antibodies to ptau will recognise monomeric ptau

species, oligomeric tau, and/or NFTs, with varying preference depending on the specific anti-ptau antibody/antibodies.

Antibodies to b sheet will simultaneously act to ameliorate both Ab and tau pathologies by specifically binding

pathological conformers, without binding to normal sAb or tau. (C) Stimulation of innate immunity also can be used to

ameliorate AD pathology by enhancing microglia/macrophage function via TLRs or related pathways. Microglia/

macrophages are stimulated similarly by the immune complexes produced using active or passive immunisation

approaches]
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such as triggering receptor expressed on myeloid cells-2

(TREM2) are exclusively expressed, or highly enriched in

glial cells. Therefore, the potential involvement of glia in

AD pathogenesis has recently attracted much attention.

Pathogenic Aβ and tau species can induce gliosis and

neuro-inflammation. Reciprocally, glial cells and

inflammation can regulate Aβ and tau pathogenesis.

Generally, it is believed that abnormal activation of microglia

and astrocytes is a deleterious event during AD onset, and

inhibition of malignant glial response to pathological Aβ

and tau, as well as blockade of pro-inflammatory cytokine

release may impede AD pathogenesis54,55.

Astrocytic Receptors:

Nicotinic acetylcholine receptor (nAChRs) is a

classical neurotransmitter receptor which is widely

distributed in the CNS and participates in a variety of

important physiological functions such as cognition56,57. In

the CNS, nAChRs are expressed in neurons and glial cells,

including microglia, oligodendrocytes, and astrocytes, with

highest expression in astrocytes among the glial cells57,58.

Previous studies have shown that cognitive deficits

associated with AD may be partly caused by dysfunction

of α 7 subtype of nAChR (α7nAChRs) in hippocampal

neurons59. α7nAChRs activation results in Ca2+ influx and

participates in the release of neurotransmitters; α7nAChRs

also regulate neuronal excitability and long-term potentation

(LTP) response, implicating a role for these receptors in

neuronal function59-61. In addition, Aβ42 oligomers released

from neurons can bind directly to α7nAChRs in adjacent

astrocytes, thereby inducing astrocytic glutamate release62.

Excreted glutamate can activate extrasynaptic NMDAR in

neurons residing within neuron/astrocyte conjugates,

resulting in Ca2+ efflux. This triggers multiple events, including

mitochondrial dysfunction, caspase 3 activation, tau

hyperphosphorylation, and excessive production of NO,

ROS and VEG-F. These events result in damage to

dendritic spines and neuronal synapses, disrupting neuronal/

astrocytic communication 4,53,54,63-66.

AD pathogenesis involves pathogenic contributions

from multiple components and alterations in behaviour of

various cell types within the CNS. A model is suggested by

Guo et al66 shown in Figs 6 and 7.

AD and Inflammation:

Neuro-inflammation is the term used to describe

an inflammatory response in the brain, and it could be at

least partially responsible for the early progression of AD .

As mentioned above, Aβ accumulates into deposits called

plaques in the brains of AD patients. Plaques activate the

immune system and are targeted by microglia, causing

prolonged neuro-inflammation in the affected brain

areas63-66. The consistent and early onset of beta-amyloid

accumulation in the APPswe/PS1dE9 model confirms its

utility for studies of biochemical and pathological

mechanisms underlying beta-amyloid deposition, as well

as exploring new therapeutic treatments.In the new study,

scientists tested participants’ blood. The researchers

spotted a difference in immune system cells called

macrophages. Chronic inflammation normally meant to help

keep the brain free of debris. One type of glial cell, microglia,

engulfs and destroys waste and toxins in a healthy brain. In

AD, microglia fail to clear away waste, debris, and protein

collections, including beta-amyloid plaques. Researchers

are trying to find out why microglia fail to perform this vital

function in AD63-66.

Astrocytes–another type of glial cell are signalled

to help clear the buildup of plaques and other cellular debris

left behind. These microglia and astrocytes collect around

the neurons but fail to perform their debris-clearing function.

In addition, they release chemicals that cause chronic

inflammation and further damage the neurons they are meant

to protect. People with dementia seldom have only AD-

related changes in their brains. Any number of vascular

issues–problems that affect blood vessels, such as beta-

amyloid deposits in brain arteries, atherosclerosis

(hardening of the arteries), and mini-strokes–may also be

at play. Vascular problems may lead to reduced blood flow

and oxygen to the brain, as well as a breakdown of the

blood-brain barrier, which usually protects the brain from

harmful agents while allowing in glucose and other necessary

factors. In a person with AD, a faulty blood-brain barrier
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Fig 6 – A Model for Aβ-induced Neurotoxicity and Glial Response in AD [(A) APP processing and Aβ generation. Aβ

is generated by APP cleavage in acidified compartments such as late endosomes, and subsequently released from

neurons. Extracellular Aβ sequentially assemble into Aβ oligomer aggregates (oAβ), fibrils, and ultimately amyloid

plaques. (B) Aβ-mediated neuronal dysfunction. oAβ can disrupt synaptic function through LTP impairment and LTD

enhancement. A variety of potential neuronal Aβ receptors such as EphA4, PrPc, EphB2, NMDAR, and LiLRB2 have

been shown to bind Aβ and transduce synaptotoxicity. SORLA can inhibit EphA4-mediated synaptic and cognitive

dysfunction with oAβ exposure. Fyn kinase is an important regulator for NMDAR-mediated oAβ neurotoxicity. oAβ

also can alter mitochondria function to induce caspase-3 activation, ATP reduction and ROS upregulation, thereby

aggravating synaptic dysfunction. (C) Effects of Aβ on microglia. oAβ may activate microglia through binding to the

putative Aβ receptors such as TREM2, LRP1, RAGE, TLR4 and CD36. Specifically, the binding of Aβ to TREM2

activates SYK pathway through DAP12, an adaptor protein for TREM2, and leads to the degradation of Aβ. (D) Aβ-

dependent microglia/astrocyte interactions, and Aβ-mediated astrocyte dysfunction. APOE released from the astrocytes

binds Aβ, which enhances Aβ/APOE interactions with LRP1. Activated microglia release pro-inflammatory such as

TNF-α, IL-1β, IL-6 and IL-8, which can activate astrocytes. In addition, oAβ can potentially activate astrocytes

directly through α7-nAchR, CaSR, CD36, CD47 and AQP4. Activated astrocytes may damage neurons through

extracellular glutamate dyshomeostasis/excitotoxicity, TNF-α, IL-1β and IL-6]

prevents glucose from reaching the brain and prevents the

clearing toxic beta-amyloid and tau proteins63-65.

reanalysis of previous metabolic and functional studies67.

In total, data from 764 participants were compared across

Metabolic and Functional Studies by Scanning

Tomography:

AD and antecedent factors associated with AD

were explored using amyloid imaging and unbiased

measures of longitudinal atrophy in combination with

five in vivo imaging methods (Figs 8-12). Convergence of

effects was seen in posterior cortical regions, including

posterior cingulate, retrosplenial, and lateral parietal cortex.

These regions were active in default states in young adults

and also showed amyloid deposition in older adults with
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AD. At early stages of AD progression, prominent atrophy

and metabolic abnormalities emerged in these posterior

cortical regions; atrophy in medial temporal regions was

also observed. Event-related functional magnetic resonance

One possibility is that lifetime cerebral metabolism

associated with regionally specific default activity

predisposes cortical regions to AD-related changes,

including amyloid deposition, metabolic disruption, and

Fig 7 – A Model for Tau Pathogenesis [(A) Tau is a microtubule-binding protein, which can undergo various types of

post-translational modifications (PTMs), such as phosphorylation and truncation. Under disease conditions, aberrant

PTMs induce tau dissociation from microtubules, leading to tau aggregation and oligomer formation. Tau oligomers

can further aggregate to form PHFs and NFTs in neurons. Tau aggregates can induce mitochondria fragmentation,

impair synaptic vesicle mobility and release, thereby leading to presynaptic dysfunction. In addition, pathological tau

species such as truncated tau and tau oligomers can be released to the extracellular environment via exosomes or

directly from the plasma membrane. (B) Tau is normally distributed to compartments other than postsynaptic

densities. Hyperphosphorylated and truncated tau species may enter postsynaptic compartments to consequently

impair LTP by modulating Fyn/NMDAR complexes. Extracellular pathogenic tau species may be internalised in

neurons through a HSPGs-mediated pathway to induce the aggregation of intracellular tau. (C) Extracellular tau can

bind CX3CR1 receptors, and subsequently internalised by microglia for degradation. Alternatively, tau released from

neurons can enter microglia through unknown mechanisms. Internalised tau may be modified and re-released from

microglia to the extracellular space via exosomes, and then taken up by adjacent neurons to induce tau propagation.

In addition, pathological tau species can activate microglial NF-êB and NLRP3 inflammasome pathways, leading to

pro-inflammatory cytokine release. Excessive pro-inflammatory cytokines can increase the activity of tau kinases

such as CDK5 and P38, thereby exacerbating tau hyperphosphorylation]

imaging studies further revealed that these cortical regions

are active during successful memory retrieval in young adults.

atrophy. These cortical regions may be part of a network

with the medial temporal lobe whose disruption contributes
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to memory impairment.

Genetic Risk and Disease:

higher. But not everyone who has one or even two APOE

e4 genes develops AD and the disease occurs in many

people who don’t even have an APOE e4 gene, suggesting

that the APOE e4 gene affects risk but is not a cause. Other

Fig 8 – Default Mode Activity in Young Adults Measured by [15O] H2O PET [Transverse (horizontal) sections

through the brain show activity during default states in young adults from ameta-analysis of nine studies (data from

Shulman et al, 1997b). The left hemisphere is displayed on the left. Section labels (at bottom) correspond to the

approximate transverse level from the Talairach and Tournoux (1988) atlas. Scale is in percentage of PET counts.

Notable default mode activity is apparent in medial and lateral posterior parietal regions, extending into precuneus,

posterior cingulate, and retrosplenial cortex, as well as in frontal cortex along the midline]

AD usually begins after age 65 (late-onset AD). The most

common gene associated with late-onset AD is a risk gene

called apolipoprotein E (APOE).

APOE has three common forms:

  *APOE e2 – the least common – appears to reduce the

risk of Alzheimer’s.

  *APOE e4 – a little more common – increases the risk of

Alzheimer’s.

  *APOE e3 – the most common – doesn’t seem to affect

the risk of Alzheimer’s.

Genes aren’t the only factor – Because you

inherit one APOE gene from your mother and another from

your father, you have two copies of the APOE gene. Having

at least one APOE e4 gene increases your risk of developing

AD. If you have two APOE e4 genes, your risk is even

genetic and environmental factors likely are involved in the

development of AD65,66.

Other late-onset genes –  As research on the

genetics of Alzheimer’s progresses, researchers are

uncovering links between late-onset Alzheimer’s and a

number of other genes shown in Table 1. Researchers are

continuing to learn more about the basic mechanisms of

AD, which may potentially lead to new ways to treat and

prevent the disease. As with APOE, these genes are risk

factors, not direct causes. In other words, having a variation

of one of these genes may increase your risk of AD.

However, not everyone who has one will develop AD.

Early-onset AD – A very small percentage of

people who develop AD have the early-onset type. Signs

and symptoms of this type usually appear between ages

As mentioned above, the most common type of

30 and 60 years. This type of AD is very strongly linked to
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Table 1 – Late-onset Genes

your genes.

Scientists have identified three genes in which

mutations cause early-onset AD. If you inherit one of these

mutated genes from either parent, you will probably have

AD’s symptoms before age 65. The genes involved are:

Amyloid precursor protein (APP), presenilin 1, (PSEN1),

presenilin 2 (PSEN2).

Mutations of these genes cause the production of

excessive amounts of a toxic protein fragment called

AD is the most common neurodegenerative disease

that afflicts mankind. Tremendous efforts have been made

in investigating the genetic underpinnings and molecular

pathophysiology of this illness. The heritability of AD is

estimated to be around 60% and about 5% of AD cases

are familiar with early onset caused by gene mutations.

Several genes including APP, PSEN1, PSEN2 and APOE

e4 have been identified to be causative or associated with

AD. This is an overview of AD from the perspective of

amyloid-beta peptide. This peptide can build up in the brain

to form clumps called amyloid plaques, which are

characteristic of AD. A build up of toxic amyloid-beta

peptide and amyloid plaques may lead to the death of nerve

cells and the progressive signs and symptoms of this

disorder.

As amyloid plaques collect in the brain, tau proteins

malfunction and stick together to form NFT. These tangles

are associated with the abnormal brain functions seen in

AD. However, some people who have early-onset AD don’t

have mutations in these three genes. That suggests that some

early-onset forms of AD are linked to other genetic

mutations or other factors that haven’t been identified yet.

some of the latest high throughput technological platforms,

including genome-wide association studies (GWAS),

transcriptomics, proteomics, metabolomics and epigenetics.

These approaches are introduced briefly followed by

discussion of some of the more significant endeavours and

findings. These results, including putative gene loci,

differentially expressed genes, epigenetic effects, etc, may

provide some of the pieces of the AD puzzle. However, a

system approach towards the diverse findings from various

platforms will most likely give us a quantum leap in the

understanding of AD that should lead to breakthroughs in

Gene Status 

ABCA7  The exact role of ABCA7 isn’t clear, but the gene seems to be linked to a greater risk 
of Alzheimer disease. Researchers suspect it may have something to do with the 
gene’s role in how the body uses cholesterol 

CLU This gene helps regulate the clearance of amyloid-beta from the brain. Research 
supports the theory that an imbalance in the production and clearance of amyloid-beta 
is central to the development of Alzheimer disease 

CR1   A deficiency of the protein this gene produces may contribute to chronic 
inflammation in the brain; inflammation is another possible factor in the development 
of Alzheimer disease 

PICALM This gene is linked to the process by which brain nerve cells (neurons) communicate 
with each other; smooth communication between neurons is important for proper 
neuron function and memory formation 

PLD3  Scientists don’t know much about the role of PLD3 in the brain, but it’s recently been 
linked to a significantly increased risk of Alzheimer disease 

SORL1 Some variations of SORL1 on chromosome 11 appear to be associated with 
Alzheimer disease 

TREM2  This gene is involved in the regulation of the brain’s response to inflammation; rare 
variants in this gene are associated with an increased risk of Alzheimer disease 

 

diagnosis, tracking the disease progress, drug discovery

and development65,66.
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Drugs and Clinical Trials:

So far, the FDA has only approved five drugs for

AD. Significantly, these drugs merely modulate AD

Immunotherapeutic approaches targeting Aβ have also been

subjected to clinical testing. Aducanumab (Biogen/Eisai) is

a human monoclonal antibody targeting amyloid β fibrils

Fig 9 – Amyloid Deposition in Older Adults Measured by [11C]PIB [The format is similar to Fig 1. The scale is a

percentage of uptake above brainstem activity. The top image shows non-demented older adults (n=6) who have

minimal amyloid deposition (PIB ). There is non-specific binding of [11C]PIB in white matter. The middle image

shows non-demented older adults (n=2) who have significant amyloid deposition (PIB), perhaps indicating

preclinical AD. The bottom image shows demented older adults (n=10). Notable amyloid deposition is apparent in

medial and lateral posterior parietal regions, extending into precuneus, posterior cingulate, and retrosplenial cortex,

as well as in frontal cortex along the midline. Medial temporal amyloid deposition is minimal. This pattern of

amyloid deposition in AD is reliable across separate participants groups (supplemental Fig 1, available at

www.jneurosci.org as supplemental material)]

and soluble oligomers68. Recently, Biogen has announced

that higher dosages of aducanumab show 23%

improvement in AD patients.

Tau is also a critical therapeutic target in AD.

Moreover, use of tau kinase inhibitors such as the GSK-3

inhibitor tideglusib to attenuate pathological tau

symptoms; no drugs have been shown to effectively prevent

or stop AD progression. Most AD models comprise

transgenic mutants associated with familial early-onset AD,

which may not be ideal for sporadic AD research, given

that more than 95% of all AD cases are sporadic68.Clinical

trials targeting Aβ production have seen very little success.
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hyperphosphorylation also showed little or no efficacy in

phase 2 trials, probably due to the critical role of GSK-3

Conclusions:

Fig 10 – Longitudinal Atrophy in Older Adults Measured by Structural MRI [The format is similar to Fig 1. The scale is

atrophy rate, per year. The top two rows show non-demented (n= 44) and demented (n= 40) individuals. The demented

group includes all participants classified as CDR 0.5 or 1 coincident with the first imaging session. Atrophy is clearly

apparent in the medial temporal lobe. In the cortex, posterior cortical regions, extending into precuneus, posterior

cingulate, and retrosplenial cortex, show prominent atrophy. The bottom three rows show atrophy sorted by disease

severity. Converters (n= 8) were non-demented (CDR 0) at initial imaging and progressed to very mild dementia (CDR

0.5) during the study. Very mildly demented individuals (n = 31) were all enrolled at CDR 0.5. Mildly demented

individuals (n= 9) were enrolled at CDR 1. Although the topography of the atrophy pattern is preserved across levels of

dementia severity, clear acceleration of atrophy rate is apparent as disease severity increases. In the converter group,

the earliest indications of atrophy are observed in the medial temporal lobe and posterior cortical regions]

in multifunctional signalling pathways 69,70. pathogenesis. Early-onset AD is mainly due to mutations in

Genetic factors can cause or affect AD
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APP and PS1/2, which are involved in Aβ generation, while

late-onset AD is largely associated with a group of genes

enriched in glial cells, such as APOE and TREM2, which

pathogenesis via various mechanisms. Despite much

knowledge that we have gained, no effective treatment

strategies for AD have been successfully developed.

Fig 11 – Metabolism Reduction in Alzheimer Disease Measured by FDG-PET [The format is similar to Fig 1. The scale

reflects the slope of the regression between CMRgl and dementia severity as measured by the MMSE. All included

participants (n =395) were demented (data from Herholz et al, 2002). Regions showing metabolism reduction as

dementia severity increases include posterior cortical regions near precuneus extending into posterior cingulate and

retrosplenial cortex, as well as to lateral temporoparietal regions]

of AD. In addition, other factors such as ageing, metal ion,

virus, and microbiota may also contribute to AD

early onset forms of the disease. Importantly, there are no

drugs targeting Aβ that have been proven safe for clinical

Fig 12 – Retrieval Success Effects in Young Adults Measured by Event-related fMRI [The format is similar to Fig 1.

The scale reflects the number of independent conditions/studies that showed significant differences between hits and

correct rejections in a meta-analysis of studies. Regions within precuneus extending into posterior cingulate and

retrosplenial cortex, as well as lateral parietal cortex and a frontal region near premotor cortex, all showed significant

retrieval success effects in 100% (8 of 8) of the included studies]

are important for Aβ clearance and glial function. Therefore,

differential mechanisms may be involved in different forms

Intervention for early-onset AD may require treatment at a

young age, as Aβ aggregation and accumulation manifests
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treatment for youths. Mechanisms for late-onset/sporadic

AD are complex, and subtypes of late-onset AD may exist.

However, most of the available AD animal models carrying

early-onset AD-associated mutations can only mimic early-

onset AD. Development of animal models to recapitulate

pathogenesis of late-onset AD may be beneficial to compare

early and late stage forms of AD. This may uncover

mechanisms specific to late-onset AD which represents over

90% of AD cases, and potentially provide new insights to

therapeutic targets for treatment.
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At 6th century BC cataract surgery by couching was first described by Susruta, the renowned Indian

surgeon. Couching made patients aphakic but with partial visual restoration. Till mid-eighteenth century couching

was the standard procedure. On 8th April 1747 Jacques Daviel used a small knife and scissors extracted the lens.

In 1752, Daviel published his results on 206 patients in whom he successfully removed cataracts via corneal

incisions with 88% success rate. Tadini, an Italian oculist regularly performed eye surgeries at many places through-

out Europe. Tadini first conceived the innovative idea of intra-ocular lens for correction of aphakia. Joannis Virgilius

Casaamata, an Italian tried to insert a glass lens underneath  cornea to correct aphakia. The idea was soon aban-

doned. However the idea of implanting a tolerable and technically feasible intra-ocular lens was the revolution in

cataract surgery. Later Dr Ridley succeeded with the support of Mr John Pike, the senior optical specialist about

designing and manufacturing an implantable lens from polymethyl methacrylate for placement in the eye for aphakia

correction. Ridley in 1949-50 refined cataract surgery with intra-ocular implants. Dr Warren S Reese was the first

American who performed intra-ocular lens implant in the United States in 1952. Cataract extraction surgery with

intra-ocular lens implantation is now the commonest type of eye surgery.

Abstract:

Key words: Cataract surgery, couching, intra-ocular lens, aphakia, polymethyl methacrylate (PMMA) material.

Introduction:

Cataract surgery by couching was first described

as early as around 6th century BC in  “Susruta Samhita” by

the Indian surgeon Susruta1.Couching is a procedure in

which the surgeon would insert a needle in to the eye through

the pars plana or cornea and forcefully dislocate the lens

into the vitreous cavity. Thus couching renders patients

aphakic with partial visual restoration. Not surprising,

complication and infection rates were quite high following

couching. The returning armies of Alexander the Great

carried this technique across the Europe and to the rest of

the world2. Until the mid-eighteenth century couching was

the standard procedure for cataract practised by surgeons,

quacks and Christian priests. However, before the invention

of aphakic spectacles which have only been available for

nearly 300 years, patients must have gained limited visual

rehabilitation. The thick high aphakic spectacles rendered

a good retinal image when viewing through the centre of

the lens, but peripheral vision was unsatisfactory3.



Early Innovation of Surgical Instruments and Asepsis:

On 8th April 1747, French surgeon Jacques Daviel

(Fig1) failed to couch a lens while operating on right eye of

M Garion, a master wigmaker. Undaunted, he used a small

knife and scissors to incise the patient’s cornea along the

at a dinner and showed him a box with small well polished

crystal like spheres and remarked “I am capable of placing

such a ball under the cornea in the place of the  lens”

[Memoirs of Jacques Casanova de Seingalt, Vol 6b(Fig

2)]. Tadini regularly performed eye surgeries at many places

throughout Europe which are documented by his

Fig 1 – Commemorative Stamp Issued for Jacques

Daviel in 1963

inferior limbus and passed a small spatula through the pupil

and extracted the lens from the posterior chamber with loss

of some vitreous. Postoperatively the eyes were washed

with cocktail of water and wine, covered by a cotton

bandage. The patients then were confined to bed in a dimly

lit room on an average for 8 days4-6. In 1752, Daviel

published his results on 206 patients in whom he removed

cataracts via corneal incisions with 88% success rate7.

Subsequently, he presented a scientific paper “A new method

of curing cataract by removing the lens” to the French Royal

Academy of Surgeons in 17538.This publication ushered in

the era of extracting the lens rather than simply displacing it

through couching. In spite of high complication rates, lens

extraction techniques would continue to evolve slowly over

the next two centuries, substantially improving with the

introduction of local anaesthesia, aseptic technique, and

specialised instrumentation.

First Reference of Artificial Lens:

The idea of replacing a cataract by an artificial lens

placed within the eye goes back to some 254 years. In

1766 Felice Tadini, an Italian oculist who regularly

performed eye surgeries met Giacomo Casanova in Warsaw

Fig 2 – Memoirs of Casanova

advertisements in the local daily newspapers. He was also

mentioned by Hirschberg9,10 in his History of

Ophthalmology, recalling an advertisement from Gazette

van Gent (Fig 3). Felice Tadini used to operate regularly in

the presence of surgeons invited by him to showcase his

technique. Such was his confidence that he never avoided

visiting a city where he had operated earlier.

A fellow German professor present at the dinner

ridiculed Tadini and convinced the Board of the faculty to

instruct him to pass in a examination on the anatomy of eye

as a precondition to practise in Warsaw.Tadini left Warsaw

immediately after a duel with the professor in the street with

his sword. In late 1768 Casanova again met Tadini at the

Barcelona prison where Tadini was serving as prison guard

and Casanova was a prisoner. Casanova asked “What did
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you do with the crystalline lenses?” Tardini replied “…I

have never mentioned them again since Warsaw; although

I am certain that they would be successful”11.  Although

praktische Abhandlung über den grauen Starr” in 1797

reporting that Joannis Virgilius Casaamata an Italian and

Court Oculist of Dresden had tried to insert a glass lens

Fig 3 – Tadini is Cited by Hirschberg in his History of Ophthalmology 1899 with English Translation Below

Tadini may not have performed such operations, yet he

first conceived this innovative idea of intra-ocular lens (IOL)

for correction of aphakia12.

First Attempt to Implant Glass Lens :

Interestingly Swiss surgeon Rudolph Abram

Schiferli published an article (Fig 4) titled  “Theoretisch-

underneath a corneal wound to correct aphakia  in 1795

but this had fallen into the bottom of the eye13.

However, Casaamata quickly realised that the glass

IOL is not a substitute for the natural crystalline lens since

these early IOLs quickly dislocated into the vitreous cavity

due to their sheer weight. The procedure was soon

abandoned. In other words this was the first although

 

“The knight »Tadini, Italian by birth, papal nobility, ophthalmologist of the 
French court« announces himself in 1788 and 1791 in the Gazette van Ghent, 

and recommends for surgery – fees according to the condition of the patient; he 

praises his eyewash (Liqueur ophthalmique) to strengthen eyesight, his artificial 
eyes and his ointment tubes for the cross–eyed children. He treats the poor for 

nothing. No fees are required from distinct people; the others pay 24 sous for 

consultation. In 1766 he operated on the sister of Sultan Mustapha in 
Constantinople. (…) He is known all over Europe, wherever he walked through, 

and explains that his cataract surgery lasts only a minute, is painless and 5 days 

afterwards the patient is able to walk around in the room solitarily 
(Hirschberg 1899)”. 
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unsuccessful attempt to correct aphakia with artificial lens

implantation. However, this idea of implanting a tolerable

asked Dr Harold Ridley that why he didn’t replace the

sick and diseased lens with a new healthy one. This is the

Fig 4 – Rudolph Schiferli’s (1775-1837) Dissertation Describing the Unsuccessful Attempt to Implant an Intraocular

Lens Implantation by Casaamata with English Translation on Right

and technically feasible IOL was a revolution in cataract

surgery.

It is very unlikely that Tadini and Casaamata knew

each other. However,Giacomo Casanova the great lover

visited Dresden several times and could have met

Casaamata and ophthalmologists of Dresden. In such

meetings Casanova could have relayed the unique idea of

Tadini to them14. It is remarkable that this attempt of J V

Casaamata preceded Sir Harold Ridley’s first modern IOL

surgery by more than 150 years.

Era of Modern Intra-ocular Lens Implantation:

History of modern era intra-ocular implantation

begins with two important observations. During world war

II British spitfire fighter pilots sustained penetrating injury

of the eyeball from the splinters of the cockpit canopies

made of polymethyl methacrylate (PMMA) material. These

fragments lodged inside the eyes of pilots remained

miraculously inert. Sir Harold Ridley (Fig 5) whilst working

with Royal Air Force(RAF) during World War II noticed

this fact.

In 1949 at St Thomas Hospital, London during a

routine cataract operation one medical student Steve Perry

It is known that through (cataract) 

operation the vision is not restored as 
it was before, because of experiencing 

the loss of the lens. Casaamata has 

made an attempt to implant a distant 
lens through the circularity of the 

cornea. He claimed, however, that this 

glass lens could not serve as the 
patient's natural lens, since it felt on 

the bottom of the eye. But there is 

another solution of attaining the loss 
of the lens, and this is the most 

common; glasses (Schiferli 1797)”. 
 

question which gave him the impetus to explore the

possibility of lens implantation and search for suitable

biologically inert material. Dr Ridley succeeded with the

 

Fig 5 – Sir Harold Ridley in 1950
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support of Mr John Pike, the senior optical specialist at the

Rayner Optical Company about designing and

manufacturing an implantable lens from PMMA for

placement within the eye for correction of aphakia. The

first lens was manufactured by the Rayner Company of

Brighton & Hove, East Sussex, and charged only about

£1 for each lens. The Rayner Company continues to

manufacture and market modern, small-incision foldable

versions of these lenses today.

On November 29th the same year (1949) he did

the first modern IOL implantation in the capsular bag after

extracapsular operation on a 45-year-old female at St

Thomas Hospital, London15,16. The procedure was done

as a two-stage process; the IOL was only implanted

permanently three months later, on 8th February 1950. The

procedure was highly sensitive and controversial. Hence,

St Thomas Hospital was chosen because it provided more

privacy. He performed the next operation on 23rd August

1950.

Ridley went on to further refine cataract surgery

with intra-ocular implants and pioneered this treatment

undeterred by the prolonged opposition from the medical

community17.

Unearthing Two Italians Tadini and Casaamata from

Memoirs of Casanova:

It is interesting to know that Sir Harold Ridley was

unaware of the 18th century idea of Tadini and first IOL

operation performed by Casaamata. Later, A Taieb18, a

Tunisian ophthalmologist unearthed the medical importance

of meeting  of  Tadini with Casanova, who read through all

the volumes of Memoirs of Casanova in 1955 and reported

the accidental discovery in Archives d’Ophtalmogie.

Presentation of the New Intra-ocular Lens

Implantation Concept to United States of America:

In 1952, Sir Harold Ridley presented his surgical

results with IOL implantation in Chicago at the American

Association of Ophthalmologists conference. Dr Harold

Ridley’s presentation in Chicago was criticised heavily by

his American colleauges, with the exception of Dr Warren

S Reese of Wills Eye Hospital in Philadelphia.

Dr Warren S Reese was the first American who

performed IOL implant in the United States in 1952 with a

Ridley (Rayner) lens at the Wills Eye Hospital,

Philadelphia20. Intra-ocular lens was finally approved as

safe and effective and approved for use in the USA by the

FDA in 1981.

Conclusions:

Cataract extraction surgery with IOL implantation

is now the commonest type of eye surgery. Sir Harold

Ridley did his last IOL operation in 1964 and prophesied19

“I think the day is coming when we will no longer say to the

patient you have a cataract; it must be removed, but rather

your eye needs a new lens,we can insert one”.
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