Hindawi Publishing Corporation
BioMed Research International

Volume 2015, Article ID 438908, 14 pages
http://dx.doi.org/10.1155/2015/438908

Review Article

Cognitive Interventions in Older Persons: Do They Change
the Functioning of the Brain?

Yindee van Os,' Marjolein E. de Vugt,” and Martin van Boxtel’

'Department of Medical Psychology, Elkerliek Hospital, Wesselmanlaan 25, 5507 HA Helmond, Netherlands
%School for Mental Health and Neuroscience, Alzheimer Centre Limburg, Department of Psychiatry and Neuropsychology,
Maastricht University, PO. Box 616, 6200 MD Maastricht, Netherlands

Correspondence should be addressed to Yindee van Os; yindeevanos@yahoo.com
Received 13 February 2015; Revised 5 May 2015; Accepted 18 May 2015
Academic Editor: Emmanuel Moyse

Copyright © 2015 Yindee van Os et al. This is an open access article distributed under the Creative Commons Attribution License,
which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.

Background. Cognitive interventions for older persons that may diminish the burden of cognitive problems and could delay
conversion to dementia are of great importance. The underlying mechanisms of such interventions might be psychological
compensation and neuronal plasticity. This review provides an overview of the literature concerning the evidence that cognitive
interventions cause brain activation changes, even in damaged neural systems. Method. A systematic search of the literature was
conducted in several international databases, Medline, Embase, Cinahl, Cochrane, and Psychinfo. The methodological quality
was assessed according to the guidelines of the Dutch Institute for Health Care Improvement (CBO). Results. Nineteen relevant
articles were included with varied methodological quality. All studies were conducted in diverse populations from healthy elderly to
patients with dementia and show changes in brain activation after intervention. Conclusions. The results thus far show that cognitive
interventions cause changes in brain activation patterns. The exact interpretation of these neurobiological changes remains unclear.
More study is needed to understand the extent to which cognitive interventions are effective to delay conversion to dementia. Future
studies should more explicitly try to relate clinically significant improvement to changes in brain activation. Long-term follow-up
data are necessary to evaluate the stability of the effects.

1. Introduction years. The main goal of cognitive interventions is to stimulate

the cognitive system or offer compensatory methods to

Aging is accompanied by changes in our cognitive function-
ing based on structural and functional changes in the brain [1,
2]. Many older persons complain about diminished cognitive
functioning [3]. Cognitive complaints and cognitive deficits
are often a burden for older persons and their family [4-
6]. Cognitive deficits could also be a precursor for dementia.
In that case it is important to intervene in an early stage to
prevent or delay conversion to dementia and to minimize
the impact of these objective or perceived cognitive problems
(5, 7].

Pharmacological interventions are of limited efficacy,
may have serious side effects, and are only available for
patients with a clinical diagnosis of dementia [8]. Cognitive
interventions have gained a lot of attention over the last

address difficulties with cognitive functioning [7, 9]. Clin-
icians acknowledge the benefits of cognitive interventions
such as changing a patient’s sets of beliefs, affective states, or
behavioural patterns and compensating for cognitive losses
[10].

A literature review performed by Buschert and colleagues
in 2010 highlights the effectiveness of cognitive interventions
in improving global cognitive functioning, daily activities,
quality of life, and diminishing behavioural problems in
patients with Mild Cognitive Impairment (MCI) or dementia
[8]. A review of randomized controlled trials on this topic
in persons with MCI concluded that there is evidence for
intervention success in overall cognition, overall self-ratings,
episodic memory, and executive function/working memory.
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The quality of the evidence is limited due to several method-
ological issues such as a small amount of long-term follow-up
measures with generally small effect sizes. Moreover there are
differences in design, sample sizes, and types of intervention
(11].

Cognitive stimulation in a social setting such as remi-
niscence with reality orientation is associated with benefits
in cognitive functioning as well as quality of life, well-
being, communication, and social interaction skills [9].
In healthy elderly, cognitive interventions lead to fewer
negative emotional reactions towards cognitive functioning
[3, 12, 13], improvement in coping with reported cognitive
failures [12, 13], and better objective cognitive functioning
[13, 14]. Another important goal of cognitive interventions
is intervening at an early stage of cognitive decline to slow
or prevent progression to dementia. Cognitive interventions
could even have the potential to delay the onset of Alzheimer’s
Dementia (AD) by 5 years in those patients at risk for AD
[8]. The evidence for the efficacy of cognitive interventions
is promising yet inconclusive due to differences in design,
outcome measures, interventions, and sample sizes. The low
costs, absence of adverse effects, and the possibility to delay
the onset of Alzheimer’s dementia make cognitive interven-
tions attractive [8]. Some even stated that neurobiological
outcomes might be used as a sensitive biomarker for the
efficacy of cognitive training [15].

The mechanisms underlying the effectiveness of cognitive
interventions are not well understood. A better understand-
ing of these mechanisms can help us tailor our cognitive
interventions and possibly improve the effectiveness.

One mechanism might be psychological compensation.
Cognitive interventions would then improve coping strate-
gies to deal with the still existing cognitive problems [3].
In clinical practice, the working mechanism and goals
of cognitive interventions are explained to participants in
terms of this psychological compensation. But recent neural
models suggest that neuronal plasticity may also underlie
the effectiveness of cognitive interventions [5, 8, 16-18].
Cognitive interventions might increase cognitive reserve that
is reflected in changes in brain activation patterns [4, 8].
Cognitive reserve, the capacity of an adult brain to cope
with brain pathology in order to minimize symptomatology,
is linked to efficiency (less activation of brain networks) in
healthy elderly. On the other hand, in pathological aging,
cognitive reserve enhances the recruitment of compensating
brain networks particularly the frontal areas, hippocampus,
and the precentral gyrus [1, 19].

The aim of this paper is to review the evidence that cog-
nitive interventions cause brain activity changes. Eventually,
early intervention in prodromal stages to delay conversion to
pathological aging is the ultimate goal. Therefore the effects of
cognitive interventions on brain activity changes are studied
in the brain of healthy older persons and in the brain of older
persons suffering from pathological aging. To relate changes
in brain activation to intervention effect, evidence of changes
in performance, function, behaviour, and cognition are also
reviewed.
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2. Methods

2.1. Search Strategy. A systematic literature search of articles
published from 1993 to March 2012 was conducted in Med-
line, Embase, Cinahl, Psychinfo, and the Cochrane Database.
Medical Subject Headings (MeSH) terms, thesaurus terms,
and an age selection > 60 years were used in the search (search
terms used in selection of studies) as follows:

(1) Psychinfo: cognitive impairment OR dementia OR
age selection set on > 60 years, Medline and Cinahl:
cognition disorder OR dementia OR aged OR elderly,
and Embase: cognitive defect OR dementia OR aged
OR elderly;

(2) Psychinfo: behavioural therapy OR cognitive therapy
Medline, Cinahl, Embase: behavior therapy OR cog-
nitive therapy;

(3) Psychinfo: magnetic resonance imaging OR tomog-
raphy OR electrophysiology, Medline and Cinahl:
magnetic resonance imaging OR electroencephalog-
raphy OR tomography, and Embase: nuclear magnetic
resonance imaging OR electroencephalogram OR
tomography.

Reference lists of the retrieved studies were searched to iden-
tify any relevant articles that had not yet been included. To
be selected for this review, papers had to meet the following
criteria: (i) the study had to involve the healthy elderly, the
healthy elderly with cognitive complaints, and the elderly
with Mild Cognitive Impairment or elderly with dementia;
(ii) the study had to contain a cognitive intervention; (iii) the
study had comparisons of brain activity measurements before
and after the intervention; (iv) the study had a full report
available; (v) the articles were in English. A flowchart of the
inclusion process is shown in Figure 1.

2.2. Selection of Studies. The search resulted in 735 papers.
One reviewer (YvO) screened all titles and abstract for
suitability. Six hundred ninety-six studies were rejected
because of duplication, lack of full data, lack of brain activity
measures, or lack of a cognitive intervention. The remaining
39 studies were obtained in full text and assessed by two
reviewers (YvO, MdV). There was full agreement on the
exclusion of 23 papers because they did not meet all inclusion
criteria. A manual search of the reference lists of the included
studies resulted in 3 additional papers. A total of 19 studies
met all inclusion criteria. Figure 1 shows the flowchart of the
selection process of the papers.

2.3. Methodological Quality. The methodological quality of
the included studies was assessed according to the guidelines
of the Dutch Institute for Health Care Improvement (CBO).
The CBO aims to improve healthcare by providing guide-
lines for evidence-based interventions both nationally and
internationally (CBO, http://www.cbo.nl/). For randomized
controlled trials, the following aspects were evaluated: ran-
domization, blinding of randomization, blinding of partici-
pants, blinding of outcome assessors, baseline comparability,
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Possible relevant studies from literature search in databases: 735

o) | outcome measurements, lack of full data, lack of

Rejected: 696, lack of (functional) neurobiological

cognitive intervention, duplicates

MdVv

Full text studies for further assessment: 39. Reviewers: YvO,

. cognitive intervention, participants with acquired

Rejected: 23, lack of (functional) neurobiological
outcome measurements, lack of full data, lack of a

brain injury

A total of 16 studies met all inclusion criteria. A manual search of the references resulted in
3 more articles that met all inclusion criteria. Reviewers: YvO, MdV

Studies included in this review: 19

FIGURE 1: Flowchart of the search strategy.

loss to follow, use of intent-to-treat analysis, comparability of
intervention, and a judgment of the validity and applicability
of the study. Because it is impossible in cognitive intervention
trials to blind the therapists to the intervention, this item was
not included as one of the quality criteria. With regard to
studies that did not contain a randomized controlled design,
the following aspects were evaluated: definition of study
population, selection bias, intervention description, outcome
definition, blinded outcome assessments, completeness of
the dataset/follow-up, loss to follow, confounders, and a
judgment of the validity and applicability of the study.

Eventually, the overall quality of the individual studies
was rated in a level of evidence, ranging from Al to D. Al is
a systematic review of at least two independent, randomized
double-blind studies of sufficient quality and size. A2 is
a randomized double blind study of sufficient quality and
size. B is a comparative study, which does not meet all the
criteria of an A2 study. C is a noncomparative study and D is
the opinion of experts (http://www.cbo.nl/). Two reviewers
(YvO and MdV) independently assessed the methodological
quality of the studies. The level of agreement was 96%. After
a consensus meeting, both reviewers reached full agreement
on the quality ratings. The quality ratings of the studies are
displayed in Tables 1 and 2.

3. Results

3.1. The Healthy Elderly

3.11 Study Characteristics. Six studies focused on healthy
older adults [18, 20-23, 30]. Two studies investigated the
effect of the method of loci, a mnemonic technique, on
brain activation [18, 30]. The intervention duration varied
between these two studies from one day [30] to five weeks
[18]. The neurobiological outcomes were different; the one-
day intervention used Positron Emission Tomography (PET)
measures and a memory test as outcomes [30]. The other
study used magnetic resonance imaging (MRI), Magnetic
Resonance Spectroscopy (MRS), performance on a memory
test, and level of depression and anxiety as outcomes. One
study lacked a control group [30], and the other study had
a randomized controlled trial (RCT) design with a small
sample size.

A third study [20] used a RCT design and studied
the effect of a multicomponent intervention in 17 older
persons with mild subjective memory complaints. Eight of
them took part in the intervention that consisted of a diet,
relaxation exercises, brain-teasers, memory strategies, and
cardiovascular physical training. The PET and MRI data,
performance on cognitive tasks, and scores on the subscale
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TABLE 2: Methodological quality of observational studies.

The healthy

MCI Dementia

Observational studies elderly

Nybergetal.  Clareetal. Hampstead Bellevilleet Nagayaet Tanakaetal. Spironelli et

2003 [30] 2009 [31] 2011 [32]  al. 2011 [33] al. 2005 [34] 2007 [35] al. 2013 [36]

Definition study population 0 1 1 1 0 1
Selection bias 0 0 0 1 0 0 0
Intervention description and allocation 1 1 1 1 1 1 1
Outcome definition 1 1 1 1 1 1 1
Blinded outcome assessments 0 0 0 1 0 0 0
Completeness dataset/follow-up 0 1 1 1 0 1 1
Loss to follow 0 1 1 1 1 1 1
Confounders 1 0 0 1 0 0 0
Validity and applicability 0 1 0 1 0 0 1
Total 3 6 5 9 3 5 6
CBO classification C C C B C C C

The CBO classification reflects the level of evidence. Al is a systematic review of at least two independent randomized double blind studies of sufficient quality
and size. A2 is a randomized double blind study of sufficient quality and size. B is a comparative study, which does not meet all the criteria of an A2 study. C is

a noncomparative study and D is the opinion of experts (http://www.cbo.nl/).

self-awareness of memory ability of the Mood and Feelings
Questionnaire (MFQ) were collected.

A fourth study [22] evaluated the benefits of 25 sessions of
computerized working memory training on neuropsycholog-
ical tests varying in level of similarity to those practiced in the
training. FMRI measures were studied to evaluate differences
in brain activity post intervention. The strength of this study
is the use of an active control group that also received a
working memory training but with a fixed low level task load.
The intervention group received an adaptive training with
increasing task load.

Two studies [21, 23] studied the effect of repeated practice
with performance feedback on brain activity. Both used
single and dual tasks to study focused and divided attention.
Belleville and collaborators [23] added a condition in which
participants were instructed on the modulation of their atten-
tion to the tasks. They were interested if the training format
would influence brain activity patterns after intervention.
To investigate this hypothesis, all 48 community dwelling
older adults were randomly assigned to one of the three
intervention conditions, for example, single task, dual task,
or top down control of attention. In the other study the 34
older participants were randomly assigned to either a waiting
list or the intervention.

The intervention consists of 5 [21] or 6 [23] sessions.
Both used fMRI and MRI as neurobiological outcomes. The
reaction time and accuracy of the task performances were
collected and served in both studies as behavioural data.
Moreover both studies statistically examined the relation
between performance gains and brain activity changes after
intervention.

3.1.2. Findings. The six studies differ in the type of inter-
vention, sample size, design, neurobiological outcomes, and
the presence of more clinically relevant outcomes to measure

intervention success (Table 2). All six studies found brain
activity differences after intervention.

Participants in the study of Valenzuela et al. learned the
same mnemonic (method of loci). They showed increases in
brain activation in the hippocampus [18] and the left occipital
parietal cortex and left retrosplenial cortex [30]. These areas
are known to be associated with the cognitive domains that
were targeted in the intervention. Post hoc relation between
performance improvement and brain activity changes was
identified in the Nyberg study. Only the older adults who
also improved on a memory test showed these brain activity
increases [30].

The study of Small and colleagues (2006) demonstrated
decrease in the dorsolateral brain activation after interven-
tion and an improvement in verbal fluency. There was no
significant intervention effect on subjective measures of self-
awareness of memory performance and a memory task [20].

There are three studies that explicitly tried to link
intervention related performance gains to brain activation
changes. Participants that profit the most from an adaptive
working memory training showed the largest activation
decreases in regions known to be involved in memory
and attention processes (e.g., right inferior frontal, right
inferior parietal, left fusiform region, and insula) and the
largest activation increases in the caudate [22]. Another
study provided evidence that training induced dual task
performance improvement was related to increased activity
in the left ventral prefrontal cortex and decreased activity in
the dorsolateral prefrontal cortex. Compared with an adult
sample, age related differences in brain activity were reduced
after intervention [21]. The study of Belleville and colleagues
[23] found significant correlations between performance and
training related activity. They provide evidence that type of
intervention influenced the loci and type of brain activity.
Repeated practice in single tasking was associated with a



decreased activity in the inferior and middle frontal gyri
bilaterally and the left thalamus. The computed correlations
revealed that a better performance in single tasking was
correlated with decreased activity in the right inferior and
middle frontal gyrus. Repeated training in dual tasking
resulted in greater activity in the prefrontal cortex during dual
tasking. There were no significant correlations between per-
formance gains and brain activity changes for this condition.
For the strategic control of attention condition, dependent
on the type of instruction, increased activity after training in
the right middle frontal gyrus or the right cerebellum was
seen. An improved ability to modulate attention according
to task instruction was correlated with a greater activity in
Brodmann area 10 [23].

However, how the brain activity changes in all studies
were related to clinical relevant improvement is not clear, due
to a lack of such outcomes and a fail to link brain activation
changes to clinically meaningful improvement [18, 20-23,
30]. The stability of the intervention effects was unclear and
long-term follow-up measures were lacking [18, 20-23, 30].

3.2. Patients with MCI

3.2.1. Study Characteristics. All five studies [16, 24, 31-33]
that focused on MCI patients used fMRI to investigate
the influence of a cognitive intervention on brain activity.
However the targets of the cognitive intervention as well as
the design of the studies differed.

The most recent study with an RCT design evaluated the
effects of a mnemonic strategy training on object location
associations and brain activation in the hippocampus via
fMRI. A matched control group was also exposed to the same
lists of object location associations, but without learning the
mnemonic. Eighteen participants had a diagnosis of amnestic
MCI. A group of 16 healthy controls were allocated to the
same treatment conditions. Both diagnostic groups were
comparable in terms of prognostic factors, and intervention
success was evaluated by a modified change score for learning
object location associations [32].

One study used an episodic memory training of 6 weeks
(mnemonics and psychoeducation) with proven effectiveness
for a MCI population. Fifteen participants with the diagnosis
amnestic MCI and 15 matched healthy controls took part
in the intervention. The data on visual memory, MRI, and
fMRI were collected at baseline and after intervention. Brain
activity was studied during encoding and retrieval of a
memory test. A double baseline was used to study the pos-
sibility of a repetition effect. Furthermore preexisting brain
activation differences between both groups were investigated
by comparing fMRI data at baseline [33].

Another study [16] randomly assigned 12 MCI patients
to a cognitive intervention or an active control group. The
computer-based cognitive intervention aimed to improve
processing speed and accuracy of auditory processing. It
was a time consuming intervention. Participants used the
cognitive training five days a week for a hundred minutes
per day for two months. The active control group made
computer-based exercises with comparable time intensity.

BioMed Research International

Pre- and postintervention fMRI data and a memory test were
administered [16].

A face-name association learning task was used as an
intervention in an earlier study of Hampstead and colleagues
[32]. They studied the effect of this face-name association
learning in six amnestic multidomain MCI patients. The
fMRI was administered before and after the 5 training ses-
sions. They compared fMRI results of trained with untrained
lists in different sessions to compensate for repetition effects
of fMRI. Furthermore they computed a functional connectiv-
ity analysis [32].

In a single case design, the effect of a goal oriented cogni-
tive rehabilitation was studied in a person with amnestic MCI.
Besides fMRI data, performance on a memory tests and an
anxiety and depression questionnaire were collected. Finally,
the progress in personal rehabilitation goals was evaluated. A
face-name association learning task was administered during
the fMRI [31].

3.2.2. Findings. Despite the differences in methodologies,
types of intervention, and sample sizes in the studies (see
Table 3), all investigations found evidence for neurobiological
changes in brain activation after intervention.

In an RCT study with an active control group, an inter-
vention related increase in brain activity in the hippocam-
pus was seen, whereas the active control group showed
a decreased activity in the hippocampus. Participants that
underwent the auditory processing training also improved on
a memory test and the training tasks [16].

The other RCT study that evaluated a mnemonic training,
found evidence for an intervention related increased activity
in the left hippocampal body and the right hippocampus
during retrieval of the trained stimuli. For retrieval of the
untrained stimuli there was an intervention related increased
activity in the right hippocampal. Performance improved
after training for the trained stimuli, not for untrained stimuli
[24].

In an earlier multiple cases study by the same author,
increased connectivity and increased activity in frontal, pari-
etal, temporoparietal areas and precuneus were seen after a
face-name association learning training. The six participants
also improved on trained and untrained memory tasks [32].

A study that evaluated the effect of an episodic memory
training found increased activity in frontal, temporal, and
parietal areas. Some areas were already active at baseline;
other areas were new, alternative areas. Only increased
activity in the right inferior parietal lobe correlated with
improvement on a memory test [33].

A single case study found evidence for a pattern of
brain activity increases and decreases after a goal oriented
cognitive training. Decreases were seen in sensory areas
during both encoding and retrieval, such as the higher
visual areas, left fusiform gyrus, left medial occipital gyrus.
Increased activity was seen in frontal areas, temporoparietal
junction, parahippocampal gyrus, and right globus pallidus.
Both subjective memory satisfaction and subjective memory
performance improved after the intervention [31].



BioMed Research International

uonoeysIes
Krowaw “9oueuriojrod Lrowawr 9A1o3(qns 10139g

SeaIe [BJUOIJ PUE ‘SeITe [eNSIA

1oy31y AJ1ATIOR PaseaIdap ‘Seare Urelq pajefor
UOTIUDAIANUT UT AJTAT}OR PISEAIOUT :UONTUS 05y
SEaIe [BJUOIJ PUE ‘SLaTe [ensIA

19481y AJIATIOR PISBAINIP ‘SedIe UTeIq PaJe[or
UOTIUDATIUT UT AJTAT)OR PIseaIduT :Surpoouy

UOTJUIAINUT 2ATIIUZ0D
pajuaLio [0

I=u

dn-morjo3 oN
SYooMm g

Apnjs aseo o[3urg

[1€]
(6007) Te 10 a1e)D)

Juaurireduy aanugo) PIIIAL
‘uor)onIsur o3 SurpIodde UonuIe AJIpour
01 9[qe 219M ASY[T, "'WOTIONIISUT YSB) JO 1092 (1 BaI® UURWIPOI] UT
JuedyTuSIs UONRIPUOd UOTIUI}IE JO [01JU0D D13)eIIg AJ1AT)OR POSBAIOUT YIIM PIJR[OII0D UOTIONIISUT YSB) —
dnoid 01 SurpI0do® UONUL)JE de[NPOW 0} AJI[Iqe 19330q Jnemo @W M (€7] (4102)
uoTjuaAIUI Yse) d[3urs 03 paredwoo Junyse) en B ‘UOT}IPUOD UOTIUD}JE JO [0IJUO0D J132)e1)s 9} U Sururer [euoryu)y 1% °N £cl (y1oc
! 13[se} oauls 03 p pIse] [enp nip I JoT ! P uI Iurer) [euonuany oM ¢ Te 19 S[IASRY
dduewI0j1ad 193399 SUOTIIPUOD Yse) [enp ylog snIA3 [ejuoy a[pprur :
[s®) W01 [ensia pue Jor1a§ut 1YSII UT AJTAT)OR PAseaIdap YIm LO¥
10§ 1092 oU “Yse) dLrowmueydre 10y £>eInooe pue pare[o1100 Sunyse) o[durs ur soueurroyad 10)30g
s uonoear ul pasoxdwr sdnoid wonuaaIauT [V
sjonyuod 0} paredwod 1ySvd
pue yse) premydeq preoq ueds ur juourasoxdur SEpIED Ul 95T2IOUI 153310] PUE SEare Sururen L1owour —
parejax Sururery pamoys dnoid uonuaaojuy Sun{IoM PaxT [9A9]
5] TouTEdS ureIq paje[ol UOTJUIAIIUT UT SISBIIIIP Jsa5Te| Moy :dnosS [oxyuor) dn-morjo3 oN [z2] (1102)
A a1} pamoys jsowr a3 Jgoid oym sjuedionied SYoaM G Te 19 Jowryaag
ur 10y sured oouew10j1od Paje[oI UOIJUIAIAIUT ON ‘Sururen Arowsw
; . Ayanoe urerq paseardap syuedonred [y 104
ITAVY ‘LVSVd ‘premyoeq ueds yidip Sunyrom aandepy
‘premyeq preoq ueds ur paaorduy sdnoi yiog
"UOTJUIAIUT JaYJe JuawdAordwr aoueurtojrad X21100 [ejuoijaid [e1a)e[osiop G9=1u
JO 92130p oures 9y} pamoys sympe p[o pue Junog oy} UI AJTAT}OR PISEIIdIP PUE X2)10D [ejuoijord Sururen [euonusny dn-morjo3 oN [12] (£007)
dnoiS uoryuaaIoyur Yse) fenp oy ur [eI3USA Y[ UT AJIAT)O® PISBAIOUT JIM PIJR[2110D e euot SYoIM ¢-¢ ‘e 32 UOSYILIg
jsour pasoxdur £oemooe pue aw) UOTIOBAI log sT 9ouetIo)Iad Yse) [enp ur juatrasordury 109
Ayiqe Lrowawr 9A1309(qns =1
pue 5% A IOWat 1o - Emu@mcwwm ou X21100 [ejuoijaid uonjowoid yjreay dn-mofjo] oN loz]
dnoss uonuaazyar ur Aousny ?n:o.\, amtom £y1anoe paseardap :dnoid uonualau] yuauodwoonny m\»wmum (9007) Te 32 [rewrs
Yse} Lrouwaw yr=u
ut paaoxduir sympe g [[e pue suosiod 19p[o 91 Jo 8 SE21E PajE[D1 UORUAAINUL UL KiAnow dn-mofjo] oN [og] (€002)
‘P : . paseanur A1op[o pasoxdwr pue sympe :aseyd asn) 100] JO POYION .
(A3opy> paroidurrun a) Sjsey saouazayIp dnois ou :uonismboy Aep 032 5144
Azowowr ur yuswaroxdwr ou suosiad 19p[o 97 Jo § : e 310105 2AT3ddso1g
0z=1u
82105 Aja1xuv 10 U01s$1dap U0 199452 ON sndureooddry ur surjoyo pue suryeaId PIseaIdu] 100] JO POYISN dn-mofrog ON [81] (c002)
yse3 A1owawr uononpoidar ur Juswasoxduwy SY29M G ‘[& 32 B[oNZUS[BA
1O¥
A[19pT0 YT, Aqyresy
u
dn -mofoy urrgy-SuoT
SOWO0DINO [BINOIARYD(] J[NSIY SOWO00INO [J130[0IqOINAU JNSNY UOTJUAIU] woneng Apmig
ugso(q

'SAIPNIS Pajd9[as JO SONISLIg)ORIRYD UIRIA ¢ HT1dV],



BioMed Research International

1=u
. syuowr
. . » SONIATIOR 1] AJrep . snaunoaid pue ‘snif3 S — 9 105 dn-so0g . [se] (£002)
pue ‘uonioA Keia ‘uonrudod ur Juswasorduy aen3uroisod ‘seare [ejuoij AJIATIOR PISEIIOUL syuow ¢ [e 30 exeue],
ased o3urg
m=u
syutod SN & porosdut ssiopuodsay MMMMH I1e L31Anoe paseardop a.&w-E%ﬁ uoN UOTJRI[IqeydT dn-morjoy oN . [¥€] (S002)
1301 [eJuoy J1A10€ paseadap s1opuodsay [eUOTIBAIONY umowyun Ie 10 efedeN
$309[qNs UTYIIA
. onusA L surrasiApryeydsoyd +
. 1) JO PUR 3} J& JOU JNq “‘WONUIAIUT SULINp
SIOUIIPYIP OU IoM . Sururen aantuSo) (¥) 0g=1u
X9)100 [ensia Arewrrid £)1A1)o€ paseaIoul § "I
219U} (SYIUOW 9) UOTJUSAIAIUT 3} JO PUD Y} Iy ) Tounud + dn-morjoj oN [st]
. X2}100 [ejarred-orodurs) wsroqejowr asoon[3 .
O + § 99M UI 7 + [ 13 ULy} UOI}LJUSLIO UO SII0DS . Sururen aantuSo) (g) SYIUOW 9 (F661) T8 32 SSIOH
pue 21008 FSIATIAl UOTIB[1100 JuedyTudis : 1o d
Joydry Juedoyrugis pue s1opuodsar d10wW § 1) 15 1amod e Sururen aanruSo) () 104
3 d mw . PP y10ddns [eoog (1)
paseand(q ¥ + ¢ 18 1omod [eqo[S paseanur :ngyg
BIIUWId(]
Apoq redwreooddry
"SUOT)RI0[ Jy311 £31a130€ PaseaIdap [S[ONU0D AYI[eSH ye=1u
102(qo paurenun 10§ 19972 UOTJUSAIIIUT ON A[Terayeqiq [rey pue £poq dn-morjoy oN 2] (z1027)
) : Sururen sruowa U .
suoneoo[ 309(qo paurer) Jurasrnar pue Jurpooua redwreooddry £31an3oe paseaiour ;DN [BAILY Soom 7 Te 10 peaysdwrey
ur pasoxduar sjonuod Ayyreay pue dnoid (DN £poq 1eduresoddry 1D
o] A11AT)0€ paseaour ;DN Surpoouy
syse} Sururex dnou3 Sururex dn-mo w M .
ue 189) L1owaw utr pasoxdurr dnoid Mowcowb. :u. jouod u snduresoddry ftanoe pasearap dnoid Surssa001d A1oppn , s WMEZ RRE) nuwwz
pue s} 'P : B ! uonjuaataiul ur sndweooddry Araryoe paseasou] : npnv o HUM (1107) e A
“UOTJUIAIDIUI 0] Paje[2I oq Seare pazijerdads ur
£y1Anoe paje[nINOOE puE SEATE UTRIQ MIU AJIAT}OR o= u
9sBAIOUT © ue A[19p[d AYI[eay [eAILI}D -
P HIOW PHE ALEPI DA [BIOLA Sururen dn-mojfoj oN [¢€] (1102)
159) A10wWoW € WO pasoidur sdnois yiog UOTJUSAI)UI O} paje[al
Krowowr orposidyg SYo9M 9 “T& 39 A[[IAJ[[PY

seale ureiq ur £J1anoe pasearour :JHN Surpoouyg
“UOTJUIAIIUT 0} PaJe[oI SeaIe urelq
ur £31AT)o® paseardap AP Ayireay Surpoouyg

[013U0d ase))

=U
AJ1ATI09UT0D o
se) AIOWaW paureIjun pue paure T Gururea) uonenosse dn-moroy o

[ AIOUISW patielyun pue pauted paseanur :safueyd AJIANIIUUOD AP s uon ﬂ- 1197 ON . [ee] (1107)
soueurroyrad ur juswaaordwr Jueoyrudig SWRU-308,] SooM 7 Te 30 peaysdwer]

JIomiau J[nejop ur AJ1Anjoe paseasour :Surpooug sose2 afurs o[y

u

dn -mofoj urrsy-SuoT
SOUWIOOINO [EINOTARYI] JNSAY $9W0oINO [ed130[01qOINAU JNSNY UOTIUSAISIU] woneang Apmig

udrsa(q

‘ponuNUO)) ¢ HIAV],



BioMed Research International

*areos uorssaxdap ornersad ;o

*S[[D]S UOT)EOTUNTUTIOD PUE [BID0S 10 3[edS :HSY ]
3591 Surusards enjuawap :300 SYQVY
“UOTJRUTUIEXD 9)e)S [BJUSWIUTU ‘TSN

*a511 Jo Ayirenb :job

epuador
paarasaxd
s1300-Sy AV 23 Jo s9eds L1owrowr pue afenue] dn-morjog
a3 ur yuswasoiduir :dn-mojoy urisy-Suoy SIURE[E) pUE SHSPNU W3O 0E=uQ9=u
Suraq-1jom reorsdyd . weroxd uonenuwmns SEEIN [62]
10 snjejs [euonjouny ur oSueyd JuedyIudis oN 1BL (] < 1yBH) sn3 [eiodway totiadns [eUOTSUSWIPT[NIA 7¢ 103 dn-mof[og (¥102) Te 30 o1deq
: ‘ U [e1938[1q AJIAT}OR PISBAIOUT :UOTJUIAIIIULISOJ : e :
800-gy YV Jo soreos : : SYooM (T
Krowowr pue 9fenSue| ‘TdN ut Juswasoxdwr 104
JueAS[aI [EDTUI pamoys dnoid uonuasIayu]
B[NSUI [eI2Je[Iq Y} pUE Seare [ejuorjord
£ :
o1 wonoosse IR e poseaap wontuSooy o=
SWBU-908J JOUUEDS UL ) UO JI92 JUIWIedI) ON U[rSuY [2I572TIq T3 PUE seare EInonsad RS UOTJBIqeya1 dn-morjo3 oN [82] (€102) T
(INdOD) s[e08 [enprarput jo dueurroyrad 2AIUZ00 paIo[Ie], SYooM 8 39 UdYDsseeJ UBA
Ayanoe pasearour Jueoyrudis :uonrugodray
pue uonoejsiyes uo paaoxdwr dnoid uoryusardyuy ] . 10
sadueyp Jueoyrudis ou :Jurpoouy
dnous uoruaniaguy
‘sarreuuonsonb guruonouny yuapuadapur ayy pue spiom Aousnbazy H=u
SIsed o>b_zmou 9AJ JO NO N0J '$153) wE:oPGW 31y 107 suor3ax 10119350d JO SIPIS 197 9} UO dn-moroy 0 [9g] ( )
BTJUSWAP ) UO 109JJ9 JUIUBI} JUBdYIUSIS ON Hoty 10 SUOot ‘ JO SIPIS Y[ o Sururen; aanrudon 119 ON 9¢] (€102
paseanur Apueoyruds a1om ([enyusjod aanedau) SYoaM G ‘e 32 1euoaidg
21035 Bupuioseal [eqion enjuajod uonrudooar ayy jo sapmyrjdure 2 Apnys eUOTIBAIS
oy} uo jusuwraroxdur jueoyruis Ajreurdrews y I i 30 sopmtl L s [euot 90
9SIq S3[€JS UOTJEDTUNUIOD —u
pue [eroos juswasoxdwr pue jemn3urd ve=
(9s1q) saTeDds UOHEIIUNIWIOD UOTJBIUILIO A)1[eaT dn-morjo3 oN [9Z] (1102)
. JIOLId)UE OB PISEIIOUT UM UOTIR[IIIO)) .
pue [epos ut pasoidur :dnoiS wonyuazau . . ITM 20UDSTUTIINY Syjuowr ¢ [e 30 ewnueyy
X2}100 [e1odurd) JOLIdJUT )9 ‘[eIoje[lq en3urd
JoLId)UE A)1AToR pasearoul :dnoxd wonuaAId)uy Lo
sn143 reroduwa) orraoyur oy ‘snakS rendury
£S19)SN[D 7 UT AJTAT}OR PISEIIOIP ‘UOTIUIAINUI (I
duw Areord4 oL=u
Qv ut paxredur A[reard4y
sadue 3 £ : dand; dn-morfoy oN (2]
o ON SuoI3al urelq ut AJIAT}OR PISeaIdIP S[OIU0d (Y asodmdnnpy .
. syjuowr 9 (1107) e 10 1918104
SOUI[O9P OU :UOTIUIAINUI [DIA
v ut paxredur £[reord4y LOY
SUOISaI UTRIq UT AJIAT}OR PISEIIOIP S[OIUOD DA
u
dn -mofoy urrgy-SuoT
SOWO0DINO [BINOIABYD(] J[NSY SOWO0DINO [B130[0IqOINIU JNSNY UOTJUIAIINU] woneng Apmig
udrsa(g

"panunuoy) :¢ A19V],



10

In conclusion, mostly an increase in brain activation
specifically in areas typically involved in intervention related
cognitive processes [16, 24, 31, 33] was seen, as well as
activation of the default network [24, 32]. In several studies,
the authors claimed that normalisation of the pattern of brain
activation after intervention had occurred as a possible result
of restoration [24, 31-33] whereas the activation of additional
areas was interpreted as a compensatory mechanism [24, 32].

Most of the studies tried to relate the changes in brain
activation to intervention success. Most studies formulate this
intervention success as performance improvement on a cog-
nitive task that was the target of the intervention. One single
case study also studied subjective complaints of cognition,
mood, and anxiety. These authors reported improvement in
subjective measures of memory performance and satisfaction
[31].

3.3. Patients with Dementia

3.3.1. Study Characteristics. Eight studies [25-29, 34-36]
focused on patients with dementia. Four of the studies used
a RCT design [25-27, 29]. Study population, intervention
targets, and outcome measures differed.

The most recent RCT study [29] aimed to improve
cognition, behaviour, and motor functioning with an intense,
multidimensional stimulation program. The effectiveness
of this program was studied in 60 persons with AD on
a questionnaire for behavioural and psychiatric problems
(NPI), language, and memory scales of the Alzheimer’s Dis-
ease Assessment Scale-Cognitive subscale (ADAS-cog), func-
tional status, physical well-being, and fMRI. The intervention
group was compared to a waiting list. Twenty healthy controls
served as a reference for the typical activation pattern while
performing the in-scanner verbal fluency task. The strength
of this study was a long-term follow-up measurement [29].

In another RCT study [27] the effect of a six-month
cognitive intervention program designed to improve global
cognitive functioning, mood, and quality of life in patients
with MCI and mild AD was investigated. To study disease-
related brain activation differences at baseline, PET data
of the MCI and AD group were compared with PET data
of a group of eleven healthy elderly. In the active control
condition, participants made pencil and paper assignments
focused on sustained attention (mostly intact in MCI and
AD). A specific PET method was used that is known to
be more sensitive in detecting disease related metabolic
disturbances in mild to moderate stages of neurodegenerative
diseases [27].

The RCT study of Heiss et al. [25] also used a six-month
intervention for 80 participants with AD. The content of
their intervention was different. The 17 participants received
social support (group 1), 18 participants received cognitive
training twice a week (group 2), 18 participants received a
combination of the cognitive training and the drug pyritinol
that is used for symptomatic treatment of AD (group 3),
and finally 18 participants received cognitive training and
the dietary supplement phosphatidylserine. At baseline and
at several times during intervention and postintervention
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neuropsychological tasks, the quantitative EEG, resting state
PET, and stimulation PET were administered [25].

The fourth RCT study [26] investigated 24 residents of a
geriatric nursing home with a diagnosis of vascular dementia
(VaD). They were randomly assigned to reminiscence with
reality approach condition or were treated to the standard of
care. The duration of the intervention was 3 months. Reminis-
cence with reality approach claimed to invoke memories with
the aid of materials and generated a better awareness of the
“here and now.” Scores on a cognitive screening test (MMSE),
a mood questionnaire (GDS), a behavioural observational
questionnaire (BRSE), and PET data were all collected. A
region of interest analysis (anterior cingulate left and right)
was conducted with the PET data. [26].

The efficacy of tailored cognitive rehabilitation in 19
people with early stage AD or mixed AD/VaD was evaluated
by van Paasschen et al. [28]. The goal of this study was
to relate clinically relevant improvement and differences in
brain activity. A passive control group with no treatment as
well as an active control group with relaxation therapy was
used. In 8 weekly sessions, personalized goals concerning
memory were targeted in the cognitive rehabilitation. The
main outcome measure was the Canadian Occupational
Performance Measure (COPM) that rated the satisfaction and
performance of participants on several goals with respect to
daily living. Brain activity was studied with fMRI [28].

Whereas most studies selected fMRI to study brain
activation, Spironelli et al. [36] used Event Related Potentials
(ERP) to evaluate possible changes in brain functioning after
cognitive training in 11 people with mild to moderate AD.
Their intervention aimed to stimulate different cognitive
domains based on everyday activities and exercises. The 11
matched healthy controls underwent one experimental ERP
session to serve as a reference for possible altered response
patterns. The intervention success was also evaluated with
neuropsychological tests and questionnaires of everyday
activities [36].

Two studies used PET data as the neurobiological out-
come. One study was a single case design on the effect of
eight weekly reminiscence sessions on activities of daily liv-
ing, cognition, volition, vitality, behavioural problems, well-
being, caregiver burden, and PET data. A comprehensive
geriatric assessment was also administered six months after
intervention [35]. The other study provided 11 VaD patients
with recreational rehabilitation. They used PET to study
blood flow differences after intervention. The group of 11
patients was divided into responders (improved more than
3 points on the MMSE) and nonresponders [34].

3.3.2. Findings. The eight studies that investigated cognitive
intervention effects on brain functioning of people suffering
from dementia differed in design, type of intervention,
duration of the intervention, type of neurobiological and
behavioural outcomes, and the presence of follow-up mea-
sures (Table 3). Despite those differences, all studies found
neurobiological changes after intervention.

In the most recent RCT study, an increased activity in
the superior temporal gyrus bilaterally, the thalamus and the
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right lentiform nucleus was seen after a multidimensional
stimulation program. The intervention group also showed
clinical relevant improvement in neuropsychiatric symptoms,
language, and memory scales of a cognitive screening.
There is a significant correlation between the magnitude
of increased activity in the left superior temporal gyrus,
precuneus and left thalamus, and the change in cognitive
screening performance. The improvement in these scales
of the cognitive screening is preserved at 22 weeks afte
intervention [29].

Another multidimensional intervention found evidence
that participants with AD showed decreased activity in two
clusters (lingual gyrus, left inferior temporal gyrus), whereas
the active control group showed decreased activity in a larger
network prefrontal, parieto-occipital and parieto-temporal.
However, there were no significant changes in the behavioural
outcomes [27].

Another RCT study showed that tailored cognitive reha-
bilitation induced increased activity in prefrontal areas and
insula bilaterally, whereas both active and waiting list control
groups showed decreased activity in those areas. The inter-
vention group improved on satisfaction and performance of
individual goals; both control groups showed no improve-
ment [28].

A RCT study that evaluated the effect of reminiscence
with reality orientation found that intervention related
increased activity in the anterior cingulate correlated signifi-
cantly with improvement in social and communication scales
[26].

A single case study on the effect of reminiscence reported
increased activity in frontal areas, precuneus and poste-
rior cingulate gyrus after intervention. The participant also
improved on measures of cognition, vitality, volition, and
daily life activities [35].

In a RCT study hat evaluated the effect of four dif-
ferent interventions, global EEG power increased in both
intervention groups that combined cognitive training with
a dietary supplement or a symptomatic drug for dementia.
There were no significant changes in brain metabolism after
intervention in predetermined target regions. Additional
regions of interest were analysed; this revealed an increase in
metabolism in the visual association area during functional
activation for the cognitive training and phosphatidylserine
group. For this intervention group there was also an increase
in resting state metabolism in temporal regions, but only for
the participants in this particular intervention group that
had initial metabolism values below 90% of normal in the
temporal region. There were also some behavioural benefits
for this intervention group. In weeks 8 and 16, the group that
received cognitive training and phosphatidylserine scored
significantly better on orientation than the other intervention
groups. This effect was no longer present at the end of the
intervention [25].

An increased amplitude of the recognition potential for
high frequency words on the left sides of posterior regions
after cognitive training was demonstrated in an ERP study.
Most behavioural outcomes fail to show a significant inter-
vention effect, despite a marginally significant improvement
on verbal reasoning [36].

1

Responders of a recreational rehabilitation intervention
showed decreased activity in frontal areas after intervention.
The nonresponders showed activity decreases in a large
network of brain areas after intervention [34].

Thus, most studies found an increase in brain activation
after intervention or less decrease in activation versus the
control group. One study reported that the responders in their
intervention showed a significant decrease in cerebral blood
flow in the frontal regions, whereas nonresponders showed
a decrease in a larger network of brain areas. Their study,
however, is the least quality of all the included studies [34].
According to one study [25], the changes in neuropsycho-
logical measurements and brain activity were temporary and
disappeared at the end of the six-month intervention. Two
studies however demonstrated a behavioural intervention
success of 22 weeks and six months after intervention.
Both studies did not follow up with the neurobiological
changes [29, 35]. The three most recent studies [28, 29, 36]
and the study of Tanaka and colleagues [35] tried to link
clinical improvement to changes in brain activation by using
behavioural outcomes that were not only cognitive tasks but
more related to daily functioning, individual goals, subjective
complaints, or social skills. Baglio and colleagues took this
one step further to statistically relate the brain activation
changes to the behavioural outcomes [29].

3.4. Methodological Quality. The selected 19 studies were
quite heterogeneous in terms of design, sample size, popu-
lation, intervention methods, and neurobiological outcome
measurements. Therefore, it was decided to not statistically
pool the data to perform a quantitative meta-analysis. Eight
studies were comprised of patients with a diagnosis of
dementia; five studies involved patients with Mild Cognitive
Impairment; and six studies included healthy elderly. Of the
selected studies there were 13 randomized controlled trials,
3 prospective studies, 1 study using a within-subjects design,
and 2 single case studies.

The overall methodological quality of the included studies
varied. For the RCTs, the overall score of the methodological
quality varied from 3 to 9 (maximum 9) with a level of
evidence ranging from A2 to B according to the CBO
(Table 1). The overall score for the methodological quality of
the observational studies varied from 3 to 9 (maximum 9).
The CBO level of evidence ranged from B to C (Table 2).

Six of the 13 RCT studies lacked an intention to treat
analysis. Randomization was blind in only six of the 13 RCT
studies. In more than half of the studies the outcome assessor
was not blind to the treatment condition. In the observational
studies, almost none of the studies had blinded outcome
assessors and almost every study had a selection bias.

A hierarchy of quality was composed based on the design
and methodology. With regard to the studies that focused
on healthy elderly, the study of Belleville et al. [23] had the
highest methodological quality. For the studies that comprise
patients with MCI, the studies of Belleville and Bherer [15]
and Erickson et al. [21] had the highest methodological
quality. The study with the highest methodological quality
that involved patients with dementia was that of Baglio et al.
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[29]. Akanuma et al. [26] was limited in the informative value
due to a lack of detailed methods and results.

4. Discussion

In this paper, the literature was reviewed to investigate
whether cognitive interventions in elderly lead to changes
in brain activation suggestive of neural plasticity even in
damaged neural systems. The methodological quality of
the 19 studies was rated according to the guidelines of
the Dutch Institute for Health Care Improvement (CBO,
http://www.cbo.nl/).

The results illustrate that all studies, conducted in diverse
populations from healthy elderly to patients with dementia,
show changes in brain activation post intervention. The
methodological quality of the studies varied with the CBO
level of evidence ranging from A2 to C (Tables 1 and 2).

All four studies in healthy elderly found brain activation
differences after intervention. Two studies found increases in
brain activation post intervention, primarily in the occipital
parietal cortex and retrosplenial cortex [30] as well as in
the hippocampus [18]. Post hoc only the older participants
that improved on a memory test showed these brain activity
increases [30]. However, this could not be documented by
more clinical outcomes due to a lack of such outcomes or a
fail to link brain activation changes to clinically meaningful
improvement.

On the contrary, another study found a decrease after
intervention in the dorsolateral brain activity [20]. The
relationship between this decreased activity dorsolateral and
clinically relevant improvement was not evident. Only an
improvement in verbal fluency was found, but no sig-
nificant intervention effects were found on the subjective
measurements of self-awareness of memory performance
and other cognitive tasks [20]. Three studies successfully
linked intervention-related performance gains to brain acti-
vation changes by statistical analyses. One study found
performance-related brain activity decreases in the cortical
regions known to be involved in cognitive functions tar-
geted by the intervention and performance related brain
activity increases in subcortical areas [22]. Another study
provided evidence that training induced dual task perfor-
mance improvement was related to increased activity in
the left ventral prefrontal cortex and decreased activity in
the dorsolateral prefrontal cortex. Compared with an adult
sample, age related differences in brain activity were reduced
after intervention [21]. The study of Belleville and colleagues
[23] concluded that the type of intervention influenced the
loci and type of brain activity. A better performance in
single tasking was correlated with decreased activity in the
right inferior and middle frontal gyrus. An improved ability
to modulate attention according to task instruction was
correlated with a greater activity in Brodmann area 10 [23].

Two studies argued that the decreases in brain activity
could be explained by an increased cognitive efficiency, thus
demanding less effort [20, 22]. The increase in subcortical
brain activity was, according to these authors, evidence that
the performance was becoming less executively demanding
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and more proceduralized as the training proceeded [22]. This
is in line with the theory of Bartrés-Faz and Arenaza-Urquijo
on cognitive efficiency [19]. In addition, the study with the
highest methodological quality highlighted the importance
of the type of intervention format. Intervention format has
effect on the loci and type of brain activation changes after
intervention. They refer to the framework of Lorden and
their own theoretical framework named INTERACTIVE
[21]. These models state that repeated practice would lead
to decreased activity in the brain areas involved in the task,
indicating increased cognitive efficiency. Interventions that
aim to learn participants new strategies will lead to increased
activity in alternative networks involved in learning those
strategies [21].

Another study interpreted the performance related brain
activity pattern of increased activity in the left ventral
prefrontal cortex and decreased activity in the dorsolateral
prefrontal cortex, as evidence conflicting with views of com-
pensation related reduced brain activity asymmetry. While
brain activity differences between adults and older adults
were significantly reduced after training, they interpreted this
as evidence that cognitive training can modulate age related
patterns of brain activity [23].

All of the reviewed studies of cognitive interventions in
MCI patients found neurobiological changes in brain acti-
vation after intervention despite differences in methodology.
There was mostly an increase in brain activation, in areas
typically involved in intervention related cognitive processes.
This was seen as well as activation of the default network.
In several studies, even normalisation of the pattern of
brain activation after intervention was claimed. The study
of Rosen et al. had the highest methodological quality in
this review and showed that even brain structures known to
be injured in patients with MCI such as the hippocampus
retained sufficient brain plasticity to benefit from cognitive
interventions [16]. This activation of the default network
and hippocampus is in line with Bartres’ assumption that,
in pathological aging, the cognitive reserve enhances the
recruitment of compensating brain networks particularly
the frontal areas, hippocampus, and the precentral gyrus
[19]. Cognitive behavioural interventions might increase
this cognitive reserve [4, 8]. Functionally relevant clinical
improvement has been given little attention in these studies.
A statistical approach to the relationship between interven-
tion success on behavioural measures and brain activation
changes was only made by one study [26]. Long-term follow-
up measures to determine the stability of the intervention
success were not included.

Studies in dementia patients also found neurobiological
changes after intervention. Most of the studies found an
increase in brain activation or a diminished decrease in
activation after intervention. The study of Forster et al. [27]
was the only one that found a decrease in activation post
intervention, but the construct of this study has poor method-
ology with little detailed information about the methods
and results. According to one study that used a six-month
intervention, the increased brain activity and improvement
on neuropsychological tests were temporary in persons with
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AD and then disappear over time [35]. Other studies demon-
strated a preserved improvement in the clinical outcomes
such as cognitive tasks, daily life activities, and vitality at
22 weeks and six months after intervention. However, they
did not follow up the neurobiological outcomes [26, 32].
Thus, it remained unclear if the changes in brain functioning
were temporary. The study with the highest methodological
quality correlated improvement in social and communication
scales with increased activity in the anterior cingulate, an area
known to be involved in social behaviour [26].

One study excluded [27]; all of the authors interpreted
their findings as evidence for brain plasticity. Some even
stated that cognitive interventions activate compensating
brain networks in pathological ageing and could possibly
restore brain activation. However, the stability of this effect
remains unclear.

Opverall, these results suggest that cognitive interventions
lead to neurobiological changes even in potentially damaged
neural systems. However, the interpretation of changes in
activation patterns is complicated. For instance, a decrease in
brain activation can indicate increased cognitive efficiency as
suggested in the cognitive reserve hypotheses of Bartrés-Faz
and Arenaza-Urquijo [19] and the learning phases model of
Doyon in Lustig et al. [37]. On the other hand, a decrease in
brain activation might reflect exhaustion of neural resources
accompanied by a decline in clinical performance as sug-
gested by the CRUNCH model [37].

Moreover, the type of intervention would influence the
loci and type of activation changes after intervention [21].

The complexity of interpreting these neurobiological data
underlines the importance of including clinical measure-
ments to gain insight into the clinical relevance of neu-
robiological changes. Unfortunately, in several studies, this
information is lacking or neurobiological data is interpreted
as evidence for plasticity/restoration of function in the
absence of a demonstrated intervention success on clinical
outcomes. In the more recent studies, there is increased
attention for the clinical relevance of neurobiological changes
with promising results. In five studies [21-23, 26, 32] per-
formance gains were linked to brain activation. Four studies
used correlations to correlate improvement on a dementia
screening test [22], social and communication scales [26]
and changes in performance on different attentional tasks
[21, 23] to relevant changes in brain activation. A fourth study
used the maximum gain score on working memory tasks as a
covariate in statistical analysis [32].

These studies focus on relating performance improve-
ment to brain activity changes. However, the transfer of these
performance gains to untrained tasks and more importantly
to daily life functioning is a great issue [21].

The heterogeneity in populations, outcome measures
and interventions as well as the small sample sizes and
relatively large amount of case studies further complicate the
comparability of the findings between studies.

We recommend that future studies should include mea-
sures of clinically meaningful improvement as well as long-
term follow-up data to evaluate the stability of the effects. The
influence of task demands, premorbid cognitive reserve, and
learning phases on brain activation should be considered to
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increase comparability between studies. The results thus far
indicate that the elderly show changes in brain activation after
cognitive interventions. However, the exact interpretation
and stability of these changes remain unclear just like to
what extent cognitive interventions are effective to reach the
ultimate goal: to delay conversion to or prevent progression
of dementia.
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