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Initiative Memory Study
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WHI Hormone Program Design

Hysterectomy l

NN

\ \ \ CEE 0.625 mg/d + MPA 2.5 mg/d

/ I I | l

IR QU ey

\ \ Placebo /

CEE=conjugated equine estrogen; MPA=medroxyprogesterone acetate.
*Initially: CEE only (n=331), CEE + MPA, or placebo.

(CEE only was subsequently converted to CEE + MPA).

WHI Study Group. Control Clin Trials. 1998;19:61-109.
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WHIMS Methodology

NP battery, questionnaires

Clinical exam, labs, clinical
impression

Ry

Central adjudication |
\ LR
R i o

/
NP=neuropsychological; PD=probable dementia; MCI=mild cognitive impairment;
ND=no dementia.
Shumaker SA, et al. JAMA. 2003;289:2651-2662.




Estrogen-Alone Trial
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Estrogen-Alone and Estrogen « Progestin Trials
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Estrogan-Alone and Estrogen + Progestin Trials
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| B | Estrogen-Alona and Estrogen + Progestin Trials
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Enhancing Outcomes

Ascertainment




Are dementia and MCI| more prevalent
among WHIMS decedents and women
on ‘proxy only’ follow-up?
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WHIMS MRI
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Summary of Relevant WHI and
WHIMS Findings

n WIS FEPOIET thiat BOLN E=aleNE  ald E57F
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‘= WHIMS reported that treatment with E+P

oudled the incilden e cﬁ probable

\ dementia, and significantly increased the
composite endpoint of obam,éﬂéneﬁtiaj—

\ and/or MCI (Shumaker 2003) |

s WHIMS women assigned to E-alone were

also at increased risk for probable
dementia and MCI
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\ clinical stroke in women 65 years,
and older (WHI, 2002; Wassertheil-
Smoller, 2002; WHI, 2004)
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- Eully mformed consent to participate
and to allow data sharing (HIPAA)




jﬂl nron=trial=oliow=up:= 4. 0LV/IES
4-year E+P a her,LenC' 0)%s

-

\. HIMS = Alor]le tlerminatlortn 2/04

\ o Meén on-trial {‘olldw-up 5.2 yr§ / /
. o 5-yvear E-alone adherence: 46% '

s WHIMS-MRI scans: 9/04-12/05




What else can we learn from
WHIMS?
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Other Opportunities with WHIMS
Paradigm: A look at the younger
WHI wormen
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