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Abstract. A decade has passed since we published a comprehensive review in this journal addressing the topic of promoting
successful cognitive aging, making this a good time to take stock of the field. Because there have been limited large-scale,
randomized controlled trials, especially following individuals from middle age to late life, some experts have questioned
whether recommendations can be legitimately offered about reducing the risk of cognitive decline and dementia. Despite
uncertainties, clinicians often need to at least make provisional recommendations to patients based on the highest quality data
available. Converging lines of evidence from epidemiological/cohort studies, animal/basic science studies, human proof-
of-concept studies, and human intervention studies can provide guidance, highlighting strategies for enhancing cognitive
reserve and preventing loss of cognitive capacity. Many of the suggestions made in 2010 have been supported by additional
research. Importantly, there is a growing consensus among major health organizations about recommendations to mitigate
cognitive decline and promote healthy cognitive aging. Regular physical activity and treatment of cardiovascular risk factors
have been supported by all of these organizations. Most organizations have also embraced cognitively stimulating activities,
a heart-healthy diet, smoking cessation, and countering metabolic syndrome. Other behaviors like regular social engagement,
limiting alcohol use, stress management, getting adequate sleep, avoiding anticholinergic medications, addressing sensory
deficits, and protecting the brain against physical and toxic damage also have been endorsed, although less consistently. In
this update, we review the evidence for each of these recommendations and offer practical advice about behavior-change
techniques to help patients adopt brain-healthy behaviors.

Keywords: Cognitive aging, cognitive decline, cognitive reserve, dementia, healthy aging, healthy lifestyle, mild cognitive
impairment, preventive medicine, risk reduction

INTRODUCTION

In 2010, we published an article in this journal
entitled, “Promoting successful cognitive aging: a
comprehensive review” [1]. A decade has passed,
making this a good time to take stock of the field,
which has garnered increasing interest. The number
of articles on cognitive/brain health and dementia
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risk reduction has grown substantially. A Pubmed
search of papers linked to relevant key words,
including “brain health,” “healthy brain aging,”
“promoting cognitive health,” “preventing cognitive
decline,” “dementia risk reduction,” “dementia pre-
vention,” and “Alzheimer prevention,” went from
917 published in 2001-2010 to 6,243 published in
2011-2020. Many of the suggestions made in 2010
have been supported by additional research and have
been increasingly embraced clinically. Several major
health organizations have published brain health
recommendations based on research studies inves-
tigating how various behaviors and lifestyle factors
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affect the risk of developing cognitive decline and
dementia [2–7]. In this update, we will summarize the
findings of past and recent research, present them in
an accessible format, and offer practical advice about
helping patients to adopt brain-healthy behaviors.

An aging population

According to a 2019 United Nations report, the
population over the age of 60 is growing faster than
other age groups [8]. Average life expectancy has dra-
matically increased in the last several decades and
is predicted to continue increasing on a similar tra-
jectory. In 2019, the global life expectancy at birth
reached 72.6 years, an increase of more than eight
years since 1990. By 2050, the global life expectancy
is predicted to reach 77.1 years [8]. As of 2019, there
were an estimated one billion people over the age
of 60 globally. This number is expected to grow to
2.1 billion by 2050, and to 3.1 billion by 2100 [8].
Already in Europe, more than a quarter of the pop-
ulation (190 million) is older than age 60 [8]. In
the United States (U.S.), the older population is also
growing rapidly, as 75 million Baby Boomers (the
cohort born between 1946 and 1964) turn 65. Cur-
rently, 53 million people over the age of 65 live in
the U.S. In the next decade, that number is projected
to grow to 74 million [8]. Members of this age group
have been particularly concerned about maximizing
longevity and quality of life. The prospect of losing
memory and independence is among the most feared
aspects of aging. In fact, studies have suggested that
more than half of adults over the age of 65 have
concerns about their memory [9–15].

The many costs of dementia

Dementia is a general term that describes a set of
symptoms, including difficulties with thinking and
memory, which interfere with the ability to perform
activities of daily living [13, 16]. The most com-
mon cause of dementia, Alzheimer’s disease (AD),
is associated with the abnormal accumulation of the
proteins amyloid-� (A�) and tau in the brain [13].
Relatedly, mild cognitive impairment (MCI) is a
term used to describe the intermediate stage between
normal cognitive aging and dementia. Activities of
daily living remain intact with MCI, but the brain
is often already undergoing early changes due to
Alzheimer’s disease and related dementias (ADRDs)
[17, 18]. ADRDs are the fifth-leading cause of dis-
ability and death among older individuals globally

[19]. There are an estimated 50 million people in
the world who suffer from ADRDs, and this num-
ber is expected to more than triple to 152 million
by 2050 [13]. Additionally, 15–20% of adults over
65 have MCI due to ADRDs [13, 18]. It is gen-
erally acknowledged that ADRDs are some of the
costliest diseases to society, due to many direct and
indirect costs associated with caring for patients
[20]. Compared to their peers, patients with demen-
tia have worse overall health, increased utilization of
healthcare services, higher out-of-pocket healthcare
spending, shorter life expectancy, and greater like-
lihood of dying in hospitals [21–27]. Similarly, the
health outcomes and general wellbeing of caregivers
and families of patients with ADRDs are notably
worse than their age-matched peers, with higher rates
of anxiety and depression, worse sleep quality, and
poorer overall quality of life [25, 28–30]. The finan-
cial impact of cognitive decline on health systems is
largest in the transition from MCI to dementia [31,
32]. Projection models demonstrate that delaying the
onset of dementia by five years can reduce its preva-
lence by 50%, substantially decreasing financial and
social burdens on patients, families, and healthcare
systems [33, 34]. Specifically, some economic mod-
els demonstrate that delaying the transition from MCI
to dementia by five years could result in a cost-savings
of more than $500,000 per patient [32]. Therefore,
it is imperative to develop clinical care models that
focus on stabilizing patients with MCI and reducing
the risk of dementia for healthy older adults. In the
aggregate, even small effects on preserving cognitive
abilities may have a significant impact on society.

PROMOTING SUCCESSFUL COGNITIVE
AGING

Many theories about normal aging have suggested
that aging is associated with the risk of declining
neurophysiological functions, which often leads to
reductions in cognitive processing and capacity [35].
As we [1] and others [36, 37] have suggested, the
promotion of healthy cognitive aging can be linked
to the dual goals of 1) preventing loss of and 2) facil-
itating enhancement of brain and cognitive reserve.
Brain reserve refers to differences in the “hardware”
of the brain, including the number of neurons and
synapses, which allow brains to withstand a greater
burden of disease or injury before cognitive func-
tion is affected [38]. Cognitive reserve includes the
ability to use brain networks more proficiently in
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Fig. 1. Model of cognitive decline. The solid black line represents the trajectory of cognitive decline due to neurodegenerative disease. The
dashed line represents the threshold for clinical dementia, i.e., the inability to manage activities of daily living. The gray line represents the
impact of additional injuries to the brain, which can decrease brain reserve and cause a leftward shift of the trajectory of cognitive decline,
leading patients to cross the threshold for clinical dementia earlier. The dotted line represents the effect of increased cognitive and brain
reserve, which can cause a rightward shift in the trajectory of cognitive decline, leading patients to cross the threshold for clinical dementia
later. These principles involving theoretical shifts in the trajectory of cognitive decline also apply to adults without neurodegenerative disease,
though the initial downward trajectory is much less steep.

response to every-day cognitive, emotional, and func-
tional demands, as well as the capacity to utilize
alternative cognitive strategies or neural networks in
response to cerebral injury or decline [38].

A simple model of brain reserve and deterioration
suggests that, when the number of healthy, function-
ing neurons or their connections falls below a critical
level or threshold, individuals manifest symptoms of
cognitive impairment and, eventually, dementia [39].
Figure 1 illustrates the trajectory of cognitive decline
in individuals with neurodegenerative disease. Addi-
tional cerebral insults (e.g., due to strokes) would
shift the theoretical trajectory of cognitive decline
to the left, causing patients to cross the threshold for
dementia earlier in life. Conversely, boosting cog-
nitive or brain reserve (e.g., through education or
cognitively stimulating activities) would shift this
theoretical curve to the right, allowing patients to
cross this threshold later in life.

Blue Ribbon Panels: inadequate evidence that
interventions can reduce dementia risk

Over the past decade, several systematic reviews
by prestigious academic and expert governmental
panels have concluded that there is inadequate high-
quality evidence that the risk of cognitive decline and
dementia can be modified. For example, in 2010, a
15-member panel at the National Institutes of Health

Consensus Development Conference released a state-
ment on preventing AD and cognitive decline, saying
that firm conclusions could not be drawn about the
association of any potential modifiable risk factor
with cognitive decline or AD [40]. In 2011, an
eight-member panel for the U.S. Centers for Disease
Control completed a systematic review of interven-
tion trials investigating the effect of physical activity
and exercise on cognition in older adults. This review
acknowledged some positive results but concluded
that there was insufficient evidence that physical
activity improved cognition in older adults [41].
More recently, in 2017, the Minnesota Evidence-
based Practice Center conducted systematic reviews
on the effects of physical activity [42], cognitive
training [43], and prescription and over-the-counter
medications [44] on cognitive decline and demen-
tia; it concluded that no interventions approached
the evidence level necessary to make clinical rec-
ommendations. In general, these review panels call
for large-scale, randomized control trials (RCTs) to
address the issue. Ideally investigators would ini-
tiate RCT interventions during midlife and follow
participants over decades to determine the impact on
developing cognitive deterioration and dementia in
late life. Unfortunately, such studies would be expen-
sive and impractical to carry out, and financial support
for such endeavors seems unlikely. A critical question
is whether clinicians or public health officials should
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wait for the results of large-scale RCTs like these
to become available before advising patients or the
wider public on behavioral and lifestyle changes to
reduce dementia risk

Converging evidence

Despite uncertainties and incomplete information
regarding the management of many health risks and
medical conditions, clinicians often need to address
challenging issues currently facing their patients.
Most clinicians are not in a position to simply
tell patients that they should come back in 15–20
years when we may have more definitive answers.
Rather, clinicians are obligated to offer at least pro-
visional recommendations to patients and policy
makers based on the highest quality of evidence avail-
able. Healthcare providers can also play an important
role in identifying and treating conditions that reduce
brain reserve and cognitive capacity, including car-
diovascular risk factors, metabolic syndrome, sleep
disorders, mood disorders, and side effects from
medication. They are well-positioned to serve as
advocates for brain health and wellbeing.

Epidemiological evidence suggests that up to 35%
of ADRD cases may be due to modifiable risk fac-
tors [4], and that healthy lifestyles can offset genetic
risk of developing ADRDs [45]. Thus, encouraging
ways to promote brain health and reduce risk of cogni-
tive decline is particularly important, especially given
the absence of disease-modifying treatments for neu-
rodegenerative diseases.

As detailed in our 2010 review, there are several
different ways to evaluate whether a proposed fac-
tor or intervention may have an impact on healthy
cognitive aging. Four major lines of evidence have
been used: 1) epidemiological/cohort studies, 2) ani-
mal/basic science studies, 3) human proof-of-concept
studies, and 4) human intervention studies. Often, the
strongest recommendations are a reflection of con-
verging lines of evidence.

Epidemiological studies follow a cohort of sub-
jects longitudinally to determine the impact of
specified risk factors on outcomes, while attempting
to control for other relevant factors. Animal or basic
science studies allow for more controlled environ-
ments. Animals can be exposed to a risk factor
or a hypothesized healthy behavior can be elicited.
Systemic, cellular, or molecular effects can be
investigated to help identify underlying mecha-
nisms. Biological outcomes including changes in
brain structure, synaptic and receptor activity, and

levels of neurotransmitters, hormones, growth fac-
tors, and inflammatory markers can be measured.
Human proof-of-concept studies examine markers of
plasticity, brain and cognitive reserve, efficiency,
and neural compensation in relevant populations
or in small, controlled investigations, using meth-
ods such as structural and functional imaging, or
measurements in serum or cerebral spinal fluid. In
human RCTs, individuals are randomized to treat-
ment or control groups, baseline measurements are
obtained, and outcomes are measured to delineate
treatment effects. Human RCTs are considered the
“gold standard” in supporting treatment and public
health recommendations, especially if they include
large numbers of participants. Table 1, adapted from
our original article, provides a brief summary of the
advantages and limitations of the different sources of
evidence.

Consensus recommendations

Based on the available lines of evidence, there
is growing consensus among major health organi-
zations that certain healthy behaviors and lifestyles
can mitigate cognitive decline and promote success-
ful cognitive aging [2–7]. Regular physical activity
and treatment of cardiovascular risk factors have been
supported by all of these organizations. Most organi-
zations have also embraced cognitively stimulating
activities, a heart healthy diet, countering metabolic
syndrome, and smoking cessation. Other behaviors
such as regular social engagement, limiting alco-
hol use, stress management, getting adequate sleep,
avoiding medications with anticholinergic properties,
addressing sensory deficits, and protecting the brain
against physical and toxic damage have received less
consistent endorsement. Research has provided evi-
dence that adoption of these brain-healthy behaviors
can improve cognition, reduce the risk of brain injury
or dysfunction, and augment overall wellbeing and
quality of life for cognitively normal older adults. The
recommendations of several major organizations are
outlined in Table 2.

For each major recommendation for maintaining
brain health and mitigating cognitive decline identi-
fied, we have provided a narrative summary of the
best available evidence. We relied on high-caliber
systematic reviews and meta-analyses, especially of
RCTs and long-term observational studies, prefer-
ably that included assessments of publication bias
and quality of methodology and outcome data.
These reviews and meta-analyses were identified by
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Table 1
Advantages and limitations of different lines of evidence

Lines of Evidence Advantages Limitations

Epidemiological/Cohort
Studies

• Large number of subjects • Association not causation; difficult to determine the
‘direction’ of cause/effect for exposure/outcome
(reverse causality problem)

• Data on multiple factors
• Longitudinal follow-up over many years

• Uncertainty about the influence of unidentified factors
• Uncertainty about whether an intervention aimed at an

identified factor would have an impact on biological
or clinical outcome

Basic Science/Animal
Studies

• Investigation under highly controlled conditions • Reduction of complex issues into simple ones
• Determination of underlying mechanisms
• Identification of intervening variables that help

explain clinical outcomes (e.g., changes in brain
structure, neurotransmitters, growth factors,
inflammatory markers, etc.)

• Need to translate findings from basic science or
animal models to the study of humans

• Elucidating underlying mechanisms does not signify
that manipulating an identified factor will alter clinical
outcome

Human “Proof-of-
Concept” Studies

• Opportunity to examine markers of cerebral
plasticity, reserve, efficiency, and neural
compensation

• Similar to limitations of basic science/animal studies
noted above

• Utilization of tools of cognitive neuroscience to
elucidate underlying mechanism

• Opportunity for further hypothesis testing and
generation

Human Intervention
Studies

• Often considered the “gold standard”
• Randomization helps control for selection bias and

other variables that may influence clinical
outcomes

• Outcome measures can include cognitive
performance as well as biological or neuroimaging
markers

• Potential feasibility concerns, including financial,
logistical, or ethical barriers

• Uncertainty about the generalizability of observed
effects to other populations or settings

• Uncertainty about whether statistically significant
results are clinically relevant

• Uncertainty about whether a study outcome is due to a
particular dose/duration of an intervention, or
characteristics of the particular sample

Table modified from Daffner 2010 [1].

Table 2
Recommendations from major health organizations for maintaining brain health and mitigating cognitive decline

Institute of Alzheimer’s Lancet American Heart National World Health
Medicine Association Commissions Association Academies Organization

[2] [3] [4] [5] [6] [7]

Physical activity
√ √ √ √ √ √

Cognitive stimulation/education
√ √ √ √ √

Social engagement
√ √ √

Heart healthy diet
√ √ √ √

Treat cardiovascular risk factors (hypertension)
√ √ √ √ √ √

Treat cardiovascular risk factors (diabetes
mellitus)

√ √ √ √ √

Treat cardiovascular risk factors
(hyperlipidemia)

√ √

Maintain a healthy weight/counter metabolic
syndrome

√ √ √ √

Stop or reduce smoking
√ √ √ √ √

Manage stress and depression
√ √ √

Maintain adequate sleep
√ √

Manage hearing and visual impairments
√

Avoid medications with anticholinergic
properties

√

Limit alcohol use
√ √ √

Protect the brain from physical and toxic injuries
√ √
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searching for relevant key terms in the PubMed,
EMBASE, and PsycInfo databases. We scrutinized
individual studies that were highlighted in these
reviews and meta-analyses or were identified through
additional searches of the same databases for the
most recent publications on the subject. We also
conducted systematic searches for articles on rele-
vant basic science/animal investigations and human
proof-of-concept studies. Our major aim was to syn-
thesize converging evidence from epidemiological,
basic science/animal, proof-of-concept, and RCT
studies, with the goal of producing a coherent nar-
rative that would be readily accessible to clinicians
and researchers in the field.

Physical activity

There is robust evidence that participation in phys-
ical activity is associated with a decreased risk of
cognitive decline and dementia. The U.S. Department
of Health and Human Services recommends that all
adults do at least 150 minutes of moderate-intensity
aerobic activity, or at least 75 minutes of vigorous-
intensity aerobic activity a week, or an equivalent
combination of moderate- and vigorous-intensity aer-
obic activity [46]. These guidelines also call for
strength training exercises targeting all major mus-
cle groups at least two times a week for additional
health benefits [46]. Between 2006 and 2018, how-
ever, only 23% of adults 18 years and older in the
U.S. were meeting recommendations for aerobic and
muscle-strengthening exercise [47], based on aggre-
gate survey data. This number dropped to 16% of
adults between the ages of 65 and 74, and to 10% of
adults 75 years and over [47].

Epidemiological studies have demonstrated that
high levels of exercise in mid- and late life are associ-
ated with increased cognitive performance, decreased
rate of cognitive decline, and decreased risk of all-
cause dementia as well as dementia subtypes [48–52].
For example, the Nurses’ Health Study of over
18,000 women, aged 70 to 81 years, found that reg-
ular, long-term physical activity was associated with
better cognitive performance, including tests of gen-
eral cognition, verbal memory, category fluency, and
attention [48]. However, as with many of the factors
being discussed, the causal direction of the associa-
tion is hard to determine. Perhaps, reduced physical
activity is due to the early impact of an underlying
neurodegenerative process. Against this hypothesis
are epidemiological studies that suggest a relation-
ship between earlier-in-life physical activity and the

incidence of dementia in older age. For example, a
longitudinal study of women, followed for 44 years
starting in midlife, found that high fitness during
middle age was associated with a decreased risk of
dementia compared to medium and low fitness, and
a delay of 9.5 years for onset of dementia symptoms
compared to medium fitness [49]. These results are
consistent with findings from large meta-analyses of
prospective studies [53, 54].

Although many cohort studies demonstrate pos-
itive outcomes associated with physical activity,
others have shown conflicting results. One epi-
demiological study of the Whitehall cohort (10,308
participants, aged 35–55 years at study inception)
found no association between exercise and cognitive
decline or exercise and incidence of dementia over
15 and 27 years, respectively [55]. Notably, this study
relied on self-report questionnaires to determine level
of physical activity, and over 50% of participants
reported adhering to consensus recommendations of
more than 2.5 hours of moderate to vigorous exer-
cise per week, which seems implausible based on
rates in the general population. If the amount of
physical activity was inaccurately reported, it would
undermine conclusions that could be drawn about the
relationship between exercise and dementia risk.

Studies of animals have indicated that exercise pro-
motes neurogenesis, synaptogenesis, and improved
learning and memory, through upregulation of pro-
teins including brain-derived neurotrophic factor
(BDNF), vascular endothelial growth factor, and
insulin-like growth factor [56–60]. In animal mod-
els of AD, exercise is also associated with reduced
A� deposition and tau pathology [61–63].

In humans, physical activity plays a major role
in promoting cardiovascular health, which is closely
linked to brain health. Managing cardiovascular risk
factors, including hypertension, diabetes mellitus
(DM), hyperlipidemia, and obesity/metabolic syn-
drome, can reduce the risk of cognitive decline
and dementia. (See “Treat cardiovascular risk fac-
tors”, below, for a more detailed discussion on
cardiovascular health and brain health.) Exercise
has also been shown to diminish the risk of falls,
a common cause of head injury, in older adults
[64]. In addition to enhancing cardiovascular health
and reducing fall risk, exercise has been shown
to promote neurogenesis, synaptogenesis, and brain
vascularization in humans through upregulation of
insulin-like growth factor-1 [65–67] and BDNF [68].
Serum levels of BDNF, which promotes neuroplas-
ticity, synaptic growth and density, and hippocampal
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neurogenesis [69–72], have been shown to increase
both immediately after exercise [73, 74] and fol-
lowing a longer intervention period [75, 76]. One
study of 19 older adults found that serum BDNF
immediately following a single 35-minute physical
activity session was significantly elevated compared
to BDNF levels immediately following other poten-
tial brain-healthy endeavors (i.e., cognitive activity
and meditation) [74]. Aerobic physical activity has
also been shown to attenuate loss of brain volume
and decrease white matter changes [77–80], which
can be seen on magnetic resonance imaging (MRI)
scans and have been associated with increased inci-
dence of cognitive impairment and dementia [81].
In one study, 120 older adults were randomized to
an aerobic exercise group or a stretching and toning
control group. Although the two groups had simi-
lar hippocampal volume at baseline, over one year,
the control group exhibited an approximate 1.5%
decline in hippocampal volume, while the exercise
group showed an approximate 2% increase. Within
the aerobic exercise group, increased hippocampal
volume was associated with improvement on a spatial
memory task [77]. Additionally, both aerobic [82] and
resistance [83] training have been shown to increase
measures of functional neuroplasticity.

Physical activity also may protect against the
adverse consequences of cerebral A� and tau depo-
sition, which include accelerated cognitive decline
and the development of AD. For example, one study
of 43 cognitively healthy older adults found that
self-reported levels of current physical activity were
associated with a decreased positron emission tomog-
raphy (PET)-quantified tau burden [84]. A recent
report from the Harvard Aging Brain Study, a lon-
gitudinal investigation of cognitively normal older
individuals, indicated that increased baseline phys-
ical activity markedly reduced the negative impact of
A� burden, as measured by Pittsburgh Compound B
(PiB)-PET, on cognition and cerebral atrophy over a
median of six years [85]. The potential benefits of
physical activity also may apply to other neurode-
generative conditions. For example, in a longitudinal
study of both mutation carriers and non-carriers
in families with autosomal dominant frontotempo-
ral lobar degeneration, greater physical activity was
associated with > 55% slowing of clinical decline per
year [52].

Aerobic exercise interventions have been asso-
ciated with decreased age-related cognitive decline
[86, 87], improved executive function [88, 89], and
improved memory [77, 90, 91] in cognitively normal

older adults, and improved memory in individuals
with MCI [80]. In one intervention trial, Lauten-
schlager and colleagues randomized 170 older adults
with subjective cognitive decline to a six-month
home-based physical activity intervention or an edu-
cation and usual care control group. Compared to
usual care, the six-month program of physical activity
provided a modest improvement in cognition, which
was sustained over an 18-month follow-up period
[92]. Blumenthal and colleagues randomized 160
sedentary older adults with risk factors for demen-
tia to six months of one of four groups: aerobic
exercise, Dietary Approaches to Stop Hypertension
(DASH) diet nutritional counseling, aerobic exercise
plus DASH nutritional counseling, or health educa-
tion. Participants who engaged in aerobic exercise
or aerobic exercise plus DASH nutritional counsel-
ing had improved scores on measures of executive
function compared to DASH nutritional counseling
or health education alone [88]. Additionally, an RCT
conducted by de Oliveira Silva and colleagues found
that an exercise intervention improved mobility and
executive function in those with MCI, but not those
with AD dementia, suggesting that exercise inter-
ventions may be more effective when implemented
earlier in disease progression [93]. Resistance train-
ing interventions have also been associated with
improved attention [65] and executive function [65,
94] in cognitively normal older adults, and improved
attention [82], memory [82, 95], and global cognitive
function [96, 97] in individuals with MCI.

Although not all exercise interventions have been
associated with improved cognition, a systematic
review found that exercising for at least 52 hours
during the length of an intervention, regardless of
how many weeks the intervention lasted or dura-
tion of exercise events, was associated with improved
cognitive performance, including global cognition,
processing speed/attention, and executive function.
All studies associated with no improvement in cog-
nitive outcomes had interventions lasting less than 52
total hours [98].

Cognitive stimulation and education

Converging evidence highlights the importance of
remaining cognitively engaged throughout one’s life.
In early life, fewer years of education is associated
with reduced cognitive reserve and increased risk of
dementia in late life [4]. Education may have a greater
impact on dementia risk in low- and middle-income
countries, where secondary education might not be
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available to everyone. This risk factor is most effec-
tively addressed by implementing public policy that
supports high-quality education for all children.

Although early-life education is critically impor-
tant, cognitive stimulation during all stages of life has
been shown to influence brain health and cognition.
Epidemiological studies have shown that cognitive
activity in both mid- and late life is associated with
improved cognitive performance and reduced risk
of cognitive decline and dementia [50, 99–103].
Najar and colleagues found that cognitive activity in
midlife was associated with a 34% reduced risk of
all-cause dementia and 46% reduced risk of AD over
a follow-up period of 44 years, after adjusting for age,
education, socioeconomic status, hypertension, body
mass index, smoking, DM, angina pectoris, stress,
and major depression [50]. For cognitive activity
in late life, a meta-analysis of 19 studies in cogni-
tively healthy older adults found that participation
in cognitive leisure activities (e.g., crossword puz-
zles, card games, computer use, arts and crafts) was
associated with 31% risk reduction for cognitive
impairment and 42% risk reduction for dementia.
Cognitive leisure activities were also significantly
associated with improved memory, processing speed,
and executive function [103]. It is important to note
that the studies included in this meta-analysis differed
in the confounding variables for which they adjusted
and rarely took other lifestyle factors like physical
activity or diet into account.

Studies of animals have demonstrated that envi-
ronmental enrichment, which provides cognitive
stimulation, is associated with improved cognitive
functioning across the lifespan [104], as well as
increased neurogenesis, upregulated neuronal growth
factors, and increased synaptic density and plasticity
[105, 106]. Environmental enrichment has also been
shown to decrease cognitive deficits and A� burden
in animal models of AD [107, 108].

The mechanisms by which cognitive activity
reduces the risk of cognitive decline and dementia
in humans are still unclear [109–113]. One hypoth-
esis is that regular cognitive engagement contributes
to increased neuroplasticity that partially offsets
otherwise expected cognitive losses or the actual
accumulation of pathologic changes due to aging or
neurodegenerative conditions [114]. The evidence to
support or refute this hypothesis is inconclusive. For
example, an intervention trial, in which our Center
was one of two sites, found that cognitive training for
35 minutes per day, five days per week for five weeks
was associated with a 10% increase in serum BDNF

[109], a neurotrophic factor that, as noted above, has
been associated with neuroplasticity. Another inter-
vention trial, however, found that cognitive training
for one hour per day, five days per week for ten
weeks was not associated with serum BDNF levels
[75]. Other possible mechanisms include reduction
in AD pathology or decreased loss of brain volume.
A cross-sectional study of 65 healthy older adults,
ten AD patients, and 11 young controls demonstrated
that cognitive activity, especially in early and midlife,
was associated with decreased A� deposition, as
measured by amyloid PET [110]. Cognitive training
for executive function specifically has been linked
to attenuated loss of grey matter [115]. Conversely,
multiple cross-sectional imaging studies found nei-
ther current nor past cognitive activity had any effect
on A� burden, brain glucose metabolism, or hip-
pocampal volume [111, 112]. More human research
is needed to elucidate the relationship between cog-
nitive activity and brain health.

Cognitive training interventions have shown pro-
mising results, including increased hippocampal acti-
vation during memory tasks [116, 117], improved
cognition in several domains, and decreased risk of
cognitive and functional decline [118–125]. Some of
the most impressive outcomes have been reported for
the Advanced Cognitive Training for Independent
and Vital Elderly (ACTIVE) study, in which 2,832
older adults (mean age 73.6) were randomized to
either a ten-session group training focused on one of
three cognitive domains (memory, reasoning, or pro-
cessing speed) or to a no-contact control group. After
ten sessions, all groups showed significant improve-
ment in the domain trained. After two years, cognitive
improvement from baseline was maintained for all
training groups [118]. Ten years after the ACTIVE
intervention, all cognitive training groups reported
less functional decline compared to the no-contact
control group and measured improvement in the rea-
soning and processing speed groups was retained
[122]. Additionally, individuals randomized to the
processing speed training group reportedly had a 29%
risk reduction for dementia [123]. The dropout rate
(often due to the death of these aging participants) was
similar across groups and the attrition rate was simi-
lar to that of other studies over the ten-year follow-up
period.

Not all cognitive training interventions have shown
positive results. For example, one study by Kallio
and colleagues found no improvement in cogni-
tion after cognitive training for adults with mild to
moderate dementia [126], suggesting that cognitive
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interventions may be more effective when they
occur before the onset of dementia. Additionally,
many cognitive training interventions have demon-
strated enhanced performance on the task trained
as well as near-transfer effects (i.e., improvement
in an untrained task that involves the same cogni-
tive domain used in the trained task), but have been
less successful in showing far-transfer effects (i.e.,
improvement in an untrained task in a different cog-
nitive realm than had been trained) or an impact on
activities of daily living [122–125].

Although it is important to encourage patients
to engage cognitively, not all activities will neces-
sarily yield equal cognitive benefit. In the Synapse
Project, McDonough and colleagues randomized
39 older adults to High-Challenge (quilting and/or
digital photography) or Low-Challenge (e.g., social-
izing, listening to music) groups. Compared to the
Low-Challenge group, the High-Challenge group
showed increased ability to modulate brain activity,
as measured by functional MRI, in regions associ-
ated with attention and semantic processing [127].
Additionally, despite evidence supporting cognitive
stimulation for brain health, many popular commer-
cial cognitive or memory training platforms have
limited supporting evidence [128, 129]. To date there
has been no compelling evidence that computerized
cognitive training is superior to other less expensive,
readily-available, intellectually-stimulating activi-
ties. However, it remains to be determined whether
continuously-titrated task difficulty based on real-
time performance or having to pay for cognitive
training may be motivating influences to achieve the
desired outcome. Our view is that if individuals enjoy
using these platforms, there is no harm in supporting
their use. Perhaps most importantly, existing research
suggests that engaging in new, challenging cogni-
tive activities may yield a greater benefit for brain
health and cognition in older adults than carrying out
familiar, undemanding mental activities.

Social engagement

Epidemiological evidence suggests that reduced
social participation, less frequent social contact, and
feelings of loneliness are associated with cognitive
impairment and incident dementia [100, 130–134].
However, the causal direction of this association is
difficult to prove, because more impaired individuals
may have fewer social interactions. Decreased social
engagement may be a prodromal symptom of demen-
tia, but increasing evidence has demonstrated that it

is also an independent risk factor. For example, indi-
viduals living with a partner in mid- to late life have
a reduced risk of cognitive impairment and all-cause
dementia compared to those who are single, sepa-
rated, or widowed [130, 131]. Maintaining a large
social network may also help promote healthy cogni-
tive aging. In a five-year prospective study of 2,249
older women without dementia, social network size
was directly associated with reduced risk of demen-
tia and cognitive impairment. The women who had
daily contact with friends and family cut their risk of
dementia by nearly half [132]. Additionally, a meta-
analysis of 51 longitudinal cohort studies examining
social network size and social activity found that
aspects of social isolation, including low levels of
social activity and small social networks, were asso-
ciated with decreased cognitive function in late life
[133].

In animals, social isolation (via individual hous-
ing) has been shown to exacerbate memory deficits
and promote cognitive decline by increasing systemic
inflammation [135, 136], oxidative stress [135], neu-
roinflammation [137], and A� levels [135, 137], and
by decreasing BDNF levels and neurogenesis [135,
138, 139].

In humans, decreased social interaction and often
attendant feelings of loneliness have been linked to
factors that may increase risk of cognitive impairment
and dementia, including worsened sleep [140, 141]
and increased stress [140], inflammation [141–144],
and systolic blood pressure [145]. Conversely, higher
levels of social engagement in older adults provide
increased opportunities for cognitive stimulation,
problem solving, and social support, and have been
linked to increased total brain and grey matter
volumes [146], greater grey matter integrity in sev-
eral regions relevant to social cognition [147], and
increased neural network function, which boosts cog-
nitive reserve [148]. Social network size and level of
social engagement have also been shown to modify
the relationship between AD pathology and cog-
nitive function [149, 150]. In a recent report of
cognitively normal older adults participating in the
Harvard Aging Brain study, Biddle and colleagues
observed that the negative impact of high A� on
cognitive decline was modulated by level of social
engagement [150]. Lower baseline social engage-
ment was associated with greater A�-related decline
in cognitive test scores, while higher baseline social
engagement was associated with preserved cognitive
test scores over a three-year follow-up period. These
results regarding social engagement are reminiscent
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of the findings suggesting that higher baseline phys-
ical activity may modulate the deleterious effect of
A� cognitive decline, as noted above [85]. Interest-
ingly, baseline A� levels were not linked to a decline
in social engagement after controlling for relevant
co-variates, and did not modulate the negative associ-
ation between lower baseline cognitive performance
and subsequent reduction in social engagement.

Intervention trials aimed at promoting social
engagement have also shown promise for boosting
brain health and cognition. In one intervention, 149
older adults were randomized to Experience Corps
[151], a team-based training group, or the waitlist
control group. Experience Corps members trained in
teams to work in elementary schools for 15 hours
per week for six months, helping students to suc-
ceed academically and socially. After completing
the program, participants showed improvement in
memory and executive function compared to con-
trol. Notably, participants with impaired executive
function at baseline showed the greatest improvement
[151]. A functional MRI study of eight participants in
Experience Corps and nine matched waitlist controls
found that intervention participants also exhibited
increases in prefrontal cortex and anterior cingulate
cortex activation compared to controls following the
six-month intervention period [152]. A subsequent
two-year trial of the Experience Corps intervention
found that, compared to control, participation in the
program was associated with decreased volume loss
in brain regions associated with dementia. In men,
participating in the program was associated with
a small increase in brain volume in these regions
[153]. Another study compared the effects of three
different social-cognitive interventions: group-based
cognitive training, health promotion classes, and a
social engagement-promoting book club. All three
interventions resulted in a significant improvement
in cognitive performance, with no significant differ-
ences between the groups [154].

Heart-healthy diet

Several heart-healthy diets have been associated
with a decreased risk of cognitive decline and demen-
tia, including the Mediterranean diet (MeDi) [155],
the DASH diet [156], and the Mediterranean-DASH
Intervention for Neurodegenerative Delay (MIND)
diet [157]. Each of these diets includes an abundance
of fruits and vegetables and emphasizes consump-
tion of antioxidant-rich foods. DASH differs from
the other diets in that it encourages consumption of

low-fat dairy products, aims to reduce sodium and
fat intake, and does not prescribe nor prohibit wine
consumption [156]. The MIND diet is unique in spec-
ifying greater intake of leafy green vegetables and
berries over other plant-based foods [157]. These
diets contrast with a more common diet consumed in
the U.S. and other parts of the Western world, which is
characterized by excess sodium, saturated fat, refined
grains, red and processed meats, and calories from
solid fats and added sugar [158].

Epidemiological studies have shown that all three
of these heart-healthy diets are beneficial to brain
health and cognition. Adherence to the MeDi has
been associated with increased cognitive function
[159] and decreased risk of cognitive impairment
[159, 160] and AD [155, 161]. The DASH diet has
been linked to decreased risk of AD [161]. The MIND
diet has been associated with better cognitive function
[159], decreased rate of age-related cognitive decline
[162], and decreased risk of cognitive impairment
[159] and AD [161]. One study of 923 older adults
followed for an average of 4.5 years found that only
high adherence to the MeDi or DASH diet was asso-
ciated with decreased risk of AD, while moderate
to high adherence to the MIND diet was associated
with decreased risk of AD [161]. A study of 1,220
older adults determined that the MIND diet, but not
MeDi, was associated with decreased risk of cogni-
tive impairment over a twelve-year follow up period
[163]. Taken together, these results suggest that the
MIND diet may be most effective for promoting
brain health and cognition, but more research, includ-
ing high-quality RCTs, is needed. Meta-analyses of
prospective cohort studies have affirmed that a high
level of adherence to these diets is associated with
reduced risk of developing MCI and AD [164–168].
One meta-analysis examined specific components
of the MeDi and demonstrated that increased con-
sumption of unsaturated fatty acids, antioxidants, and
B vitamins was associated with decreased risk of
dementia, and low levels of vitamin D were associated
with cognitive decline [166]. Some of these studies
have shown a degree-of-adherence-dependent effect
of these brain-healthy diets [159, 160]. In contrast,
observational evidence suggests that a more typical
Western diet is linked to worsened age-related cog-
nitive decline [169].

Like physical activity, eating a heart-healthy diet
plays an important role in managing cardiovascu-
lar risk. The MeDi has been linked to beneficial
effects on hypertension, DM, obesity, and hyperlipi-
demia [170]. Additionally, there is evidence that these
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diets boost cognition and reduce risk of dementia
by decreasing vascular inflammation, white mat-
ter changes, and A� and tau pathology [171, 172].
In both animal and human studies, several compo-
nents of these heart healthy diets, including omega-3
fatty acids [173, 174], antioxidant vitamins [175],
and polyphenols [174, 176], have been linked to
decreased neuroinflammation and neuronal death.
In humans, increased adherence to the MeDi has
also been associated with increased total brain vol-
ume [177, 178] and decreased hippocampal atrophy
[179]. Additionally, higher MeDi scores, greater con-
sumption of vegetables, vitamin A, and �-carotene,
and mild-moderate alcohol consumption (see “Limit
alcohol use” section, below) have been linked to
decreased A� burden [180–182].

Intervention trials have also demonstrated a link
between heart-healthy diets and improved cogni-
tive function, including global cognition, memory,
and executive function [183–186]. For example,
the PREDIMED trial assigned 7,447 cognitively
healthy older adults to either MeDi supplemented
with olive oil, MeDi supplemented with nuts, or a
control diet (general advice to reduce dietary fat).
Both of the MeDi groups showed a reduction in
myocardial infarction, stroke, and death from cardio-
vascular events compared to the control group [187].
Subsequent subset analyses of PREDIMED partic-
ipants found that both MeDi groups also showed
improved cognitive function compared to control
[183, 184]. RCTs have also examined interventions
using specific components of the MeDi, includ-
ing polyphenol-rich berries [188–190] and omega-3
fatty acids [190–194]. Interventions using berries and
berry-based supplements have shown some promis-
ing results for improving performance on cognitive
tests. For example, in a small study conducted by
Boespflug and colleagues, 16 older adults completed
a randomized trial in which they received either
daily blueberry powder or placebo powder for a 16-
week period. After the intervention, participants who
received blueberry supplements exhibited increased
blood oxygen level-dependent signal activation in
the left hemisphere network that serves verbal work-
ing memory during an n-back working memory task
compared to controls. Results also suggested that par-
ticipants who received blueberry supplements tended
to have increased accuracy on the one-back task
[188]. These results are consistent with findings from
large, longitudinal cohort studies, which have demon-
strated that berry consumption is associated with
a decreased rate of cognitive decline [195]. The

evidence on omega-3 fatty acids alone is more mixed,
with some studies suggesting improved cognition
[190–192] and others suggesting no effect [193, 194].

Not all studies have demonstrated positive effects
of following a brain-healthy diet. For example, one
population-based cohort study found that diet quality
in midlife had no effect on subsequent risk of demen-
tia [196]. A six-month RCT of 160 sedentary adults
comparing the effects of aerobic activity, DASH diet,
and a combination of both found that the DASH diet
alone had no significant effects on executive function
[88]. Participants assigned to both aerobic activity
and the DASH diet, however, showed the greatest
improvement in executive function, suggesting a pos-
sible synergistic effect [88]. It is important to note that
this intervention only lasted for six months, compared
to a median of 4.1 years in the PREDIMED trial; it
may take a longer study duration to observe the effects
of a heart-healthy diet on cognition.

Given the many evidence-based benefits of the
MeDi, DASH, and MIND diets for both brain and
overall health, patients should be encouraged to adopt
manageable, sustainable changes to increase their
adherence to a heart- and brain-healthy diet.

Treat cardiovascular risk factors

Cardiovascular risk factors including hyperten-
sion, DM, hyperlipemia, obesity, and metabolic
syndrome are associated with an increased risk
of developing cognitive impairment and dementia.
Often these factors may be addressed through adopt-
ing healthy behaviors, including physical activity and
a heart-healthy diet, as discussed above. In some
cases, however, it may also be appropriate to prescribe
medications to treat these conditions to diminish risk
of both cardiovascular disease and dementia more
expeditiously.

Hypertension
The connection between hypertension and cog-

nitive function is well-documented, and controlling
hypertension is recommended by all major health
organizations for reducing the risk of cognitive
decline. Until recently, hypertension was defined
as > 140/90 mmHg, but is now separated into
stage 1 hypertension (130–139 mmHg systolic,
80–89 mmHg diastolic) and stage 2 hypertension
(> 140/90 mmHg) [197]. Epidemiological evidence
has demonstrated that midlife hypertension is a major
risk factor for all-cause dementia [198], vascular
dementia [199], and cognitive dysfunction [200],
including poorer executive function, memory, and
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processing speed [201, 202]. Several meta-analyses
of both observational and intervention studies have
demonstrated that use of antihypertensive medica-
tions can mitigate the increased risk of cognitive
decline and dementia [203–205].

While the link between midlife hypertension and
dementia risk has been established for several years
[206–210], the evidence on late-life hypertension and
dementia risk has been less conclusive [4]. Individu-
als with early dementia often have a decrease in blood
pressure [211], which likely reflects the disease rather
than a decrease in risk of cognitive decline. Support-
ing this hypothesis, steep declines in blood pressure
between mid- and late life have been associated with
increased risk of dementia [209, 210, 212].

Hypertension negatively impacts the brain in a
number of ways. In animal models, hypertension has
been associated with decreased cognitive function,
increased inflammation and oxidative stress, micro-
hemorrhages and infarcts, endothelial dysfunction,
increased A� accumulation, and disruption of the
blood-brain barrier (BBB) [213]. In humans, hyper-
tension has also been linked to neurovascular
dysfunction [214], increased risk of stroke [215,
216], increased global and regional brain atrophy
[217, 218], increased white matter changes [218–
220], increased A� [221–224] and tau [216] pathol-
ogy, and increased BBB permeability [225]. The
BBB, a continuous, closed membrane within all
cerebral blood vessels, is critical in protecting neu-
rons from circulating neurotoxic debris, cells, and
pathogens in the blood, and increased permeability
can increase neuroinflammation and trigger differ-
ent pathways of neurodegeneration [226]. Treating
hypertension with medication may at least partially
moderate these negative effects on brain health. For
example, a recent autopsy study of 96 AD cases and
53 pathological controls found that antihypertensive
medication use was associated with a less extensive
spread of AD pathology in the brain [227].

Recent RCTs have shown promising results for
programs aimed at controlling hypertension [88, 228,
229]. In the SPRINT-MIND trial [228], 9,361 older
adults were randomized to either standard or inten-
sive blood pressure control groups (target systolic
blood pressures for the groups were < 140 mmHg and
< 120 mmHg, respectively). Compared to standard
blood pressure control, intensive blood pressure con-
trol was associated with a 19% decreased risk of MCI
alone and 15% decreased risk of MCI and demen-
tia combined. The 17% reduction in risk of probable
dementia did not reach significance, which may have

been related to the early termination of the trial due to
robust cardiovascular benefits. The SPRINT-MIND
trial also showed promising evidence that intensive
blood pressure control was well-tolerated across all
ages and did not contribute to negative effects on cog-
nition [228, 230]. Intensive blood pressure control in
participants over 80 years old was associated with a
greater risk of developing hypotension and possibly
syncope, but was not associated with a higher risk of
falls as compared to the standard blood pressure con-
trol group [230]. In most participants over 80 with at
least three co-morbidities, intensive blood pressure
control was associated with decreased risk of major
cardiovascular events, MCI, and death [231].

In a sub-study of the SPRINT-MIND trial, cerebral
white matter lesions were measured in a subset of par-
ticipants who had an MRI scan at baseline and four
years after randomization [232]. After four years,
the participants in the intensive blood pressure con-
trol group had a smaller increase in cerebral white
matter lesions compared to the participants in the
standard blood pressure control group [232]. Over-
all, the SPRINT-MIND trial highlights the potential
for early and aggressive blood pressure lowering
interventions to have a positive impact on the cere-
brovascular health of older adults, which may lower
risk of cognitive impairment [228, 231, 232].

Evidence varies on the direct effects of blood
pressure control on cognitive function or decline.
A sub-analysis of the Heart Outcomes Prevention
Evaluation (HOPE)-3 trial found that long-term
blood pressure lowering with candesartan plus
hydrochlorothiazide versus placebo did not affect
cognitive decline in older adults, but did signifi-
cantly reduce their blood pressure [233]. However,
in HOPE-3, systolic blood pressure of the interven-
tion group was only a mean of 6.0 mmHg lower
than the control group, which was much less than
the reduction achieved in SPRINT-MIND. Similarly,
the Hypertension in the Very Elderly Trial cogni-
tion function assessment (HYVET-COG) also found
that antihypertensive therapy in patients 80 years or
older did not have a statistically significant effect
in reducing incident dementia, but did significantly
reduce blood pressure [234]. However, the HYVET-
COG study was terminated early due to significant
reductions in all-cause mortality and stroke, which
could have confounded analysis of the incidence of
dementia. Similar to SPRINT-MIND, the HYVET-
COG study also found that older participants with
higher Frailty Index scores did not have an increased
risk of falls or mortality with antihypertensive therapy
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[235]. Several studies have confirmed that hyper-
tension management does not contribute to negative
effects on frailty and mobility, allaying a common
worry for clinicians in the use of some antihyperten-
sive regimens in this population [235–237]. Though
the HOPE-3 and HYVET-COG studies did not show
improvements or changes in cognition directly, the
positive, “downstream” effects that reducing blood
pressure have on cerebrovascular and neurodegen-
erative disease risk are sufficiently well-founded to
support the practice of antihypertensive therapy for
these at-risk, older adults.

Diabetes mellitus
The connection between DM and dementia is well

established. Although both type 1 and type 2 DM
are associated with increased risk of cognitive dys-
function [238], type 2 is more often studied in the
context of dementia. The presence of type 2 DM
has been associated with impaired cognition [239,
240], increased risk of falls [239], and an increased
risk of all-cause dementia [241–244] and AD [241,
245], likely through repeated fluctuations of blood
sugar levels (hyperglycemia and hypoglycemia), and
consequent systemic and cerebrovascular complica-
tions [246]. A study of 10,316 patients with a new
diagnosis of DM and 41,264 age- and sex-matched
controls found that DM was associated with a 47%
increased risk of dementia [242]. In patients with
DM, hypertension and/or hyperlipidemia did not sig-
nificantly increase dementia risk, suggesting that the
increased risk of dementia was primarily driven by
DM itself [242]. The Ginkgo Evaluation of Memory
Study investigated the relationship between DM and
domain-specific cognitive impairments, and found
that participants with DM scored worse on cognitive
baseline tests and showed greater cognitive declines
over a median of 6.1 years in phonemic verbal flu-
ency and executive function compared to their healthy
peers [240]. Impaired cognition can lead to poor
self-management of DM, creating a vicious cycle of
worsened symptoms and worsened cognition, which
may be associated with unfavorable health outcomes
and decreased quality of life [247].

The mechanisms by which DM likely impacts
cognitive function and dementia risk have been
reviewed thoroughly [246, 248–250]. Briefly, glu-
cose toxicity, hyperinsulinemia, and vascular damage
resulting from DM may contribute to increasing risk
of cognitive decline and dementia. In animal models,
DM has been associated with cognitive dysfunction,
neuroinflammation, vascular injury, atrophy of the

hippocampus and prefrontal cortex, increased risk
of stroke, and increased AD pathology [246, 248,
250]. In humans, Type 2 DM has been linked to
systemic inflammation, neuroinflammation, global
and regional atrophy, white matter hyperintensities,
decreased functional connectivity, decreased glucose
metabolism in the brain, increased AD pathology,
increased risk of stroke, and comorbid depression
[246, 248, 249]. Some of these changes are also
observed in prediabetic populations. For example, in
a cross-sectional study of 2,439 middle-aged adults
from the Framingham Offspring cohort, both DM
and prediabetes were associated with decreased total
cerebral brain volume [251].

Some evidence demonstrates that intensive gly-
cemic control may mitigate the increased risk of
cognitive decline and dementia. A study by Yaffe
and colleagues found that elderly adults with DM
had lower cognitive test scores at baseline than par-
ticipants without DM, and participants with DM
and poor glucose control over a nine-year follow-up
period had worse cognitive function and a greater rate
of cognitive decline than others [252]. In an obser-
vational study of 3,433 patients with type 1 DM,
individuals with more than 75% of their hemoglobin
A1c (HbA1c) measurements at 8.0–8.9% or > 9%
were more than twice as likely to develop demen-
tia over a mean follow-up of 6.3 years compared to
individuals with minimal exposure (less than 10% of
HbA1c measurements) to these levels. Conversely,
patients with better glycemic control (i.e., more
than 75% of HbA1c measurements at 6.0–6.9% or
7.0–7.9%) had an approximate 60% dementia risk
reduction compared to those with minimal expo-
sure to well-controlled levels of HbA1c [253]. A
secondary analysis from the Finnish Diabetes Pre-
vention study, which randomized middle-aged adults
to a four-year lifestyle intervention or control group,
showed that better glycemic control was associated
with better cognitive performance nine years post-
intervention in individuals with impaired glucose
tolerance at baseline [254]. However, most RCTs
conducted to date have not found benefits of intensive
glycemic control interventions on cognitive function
or decline [255–258]. Despite these negative findings,
there is ample evidence that untreated DM is harm-
ful to brain health. Patients should be encouraged to
adopt healthy lifestyles to prevent or delay the onset
of DM. Providers should work with patients in order
to detect early signs of DM, obtain an early diagno-
sis, manage hyperglycemia, and encourage regular
monitoring of the disease.
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Hyperlipidemia
Hyperlipidemia (total cholesterol > 200 mg/dL

[259]) has been associated with dementia risk,
although evidence is less conclusive than other
cardiovascular risk factors. Some epidemiological
evidence has shown that high cholesterol in midlife
is associated with increased risk of all-cause demen-
tia [260], AD [208, 260–262] and vascular dementia
[261], while other studies have found no link [263].
Late-life cholesterol levels have not been linked to
risk of cognitive impairment or dementia [262, 264].

The precise mechanism by which cholesterol
impacts dementia risk is still unclear [265]. In a trans-
genic mouse model expressing human apolipoprotein
B-100, hyperlipidemia has been associated with
cardio- and cerebrovascular damage, vascular dys-
function, increased permeability of the BBB,
and atherosclerosis [266]. In humans, hyperlipi-
demia increases the risk of cardiovascular disease,
atherosclerosis, and stroke [267, 268]. Additionally,
Bowman and colleagues investigated the relationship
between the BBB and the pathology of AD and found
that dyslipidemia was prevalent in 47% of study par-
ticipants with mild-to-moderate AD and 75% of those
who had AD with BBB impairment, suggesting that
dyslipidemia may play a role in decreasing BBB
integrity [269]. Total cholesterol and low-density
lipoprotein cholesterol levels have also been asso-
ciated with increased A� burden in humans [224,
270].

In order to reduce cardiovascular risk, the Ameri-
can Heart Association (AHA) and American College
of Cardiology (ACC) recommend keeping total
cholesterol levels below 170 mg/dL [259]. The AHA
and ACC suggest eating a heart-healthy diet, staying
physically active, quitting smoking, and maintain-
ing a healthy weight to reduce cholesterol levels
[259]. Patients with elevated cholesterol may also
need to be treated with a statin. For most patients,
the AHA and ACC recommend initiating statin ther-
apy when low-density lipoprotein cholesterol levels
exceed 70 mg/dL [259]. Some evidence suggests that
the use of statins may mitigate the risk of all-cause
dementia [271] or AD [272]. See “Other medica-
tions that may affect cognition” for a more complete
review of the current evidence on statin use and risk
of dementia.

Obesity and metabolic syndrome
Obesity and metabolic syndrome (or insulin resis-

tance syndrome), which is characterized by abdo-
minal obesity, hyperglycemia, dyslipidemia, and

hypertension [273], have been well-established as
risk factors for dementia [274–278]. In clinical stud-
ies, obesity is most often defined using body mass
index (BMI). It is important to note that BMI does
not account for differences in body composition,
and therefore is not a perfect representation of adi-
posity. However, the association between BMI and
dementia risk is still strong. For example, in a
recent study of 6,582 individuals over the age of
50, Ma and colleagues found that obesity (defined
as BMI ≥ 30 kg/m2) at baseline was associated with
an increased risk of dementia over a mean follow-up
period of 11 years [274]. Several studies have demon-
strated a positive association between midlife, but
not late-life, obesity and risk of developing dementia
[279, 280]. Data from the Whitehall II study demon-
strated that obesity at age 50, but not at ages 60 or
70, was associated with an increased risk of dementia
[280]. The lack of association between obesity in late
life and dementia risk, however, may be attributable to
the “preclinical” decrease in weight that can often be
seen in early cognitive impairment, prior to dementia
onset [280].

Obesity (particularly central or abdominal obe-
sity) in both animals and humans has been linked
to release of pro-inflammatory cytokines, includ-
ing interleukin-6 and tumor necrosis factor alpha,
and chronic systemic inflammation [281]. Obesity-
associated inflammation and hyperinsulinemia con-
tribute to endothelial dysfunction, which leads to
increased BBB permeability and decreased insulin
transport to the brain [281]. The dysregulation
of adipokines, including leptin, adiponectin, and
resistin, that occurs in individuals with obesity may
also play a role in increasing the risk of dementia,
but more research is needed to fully elucidate these
relationships [282]. Together, the systemic effects
of obesity have deleterious effects on the brain,
but losing weight may partially mitigate these neg-
ative effects. Prehn and colleagues randomized 37
obese women to a weight-loss intervention follow-
ing a caloric restriction or control condition [283].
Following the 12-week intervention period and a
four-week period where the new weight was main-
tained, the intervention was associated with increased
grey matter volume in the inferior frontal gyrus
and hippocampus and augmented hippocampal func-
tional connectivity [283].

Weight loss interventions have shown promise
for improving cognition in cognitively normal older
adults [284] and older adults with MCI [285–287].
For example, Napoli and colleagues randomized
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107 cognitively normal older adults to weight
management (diet), exercise, combination weight
management and exercise, or a control group [284].
After the 52-week intervention period, participation
in any of the three intervention groups was asso-
ciated with increased scores on the Mini-Mental
State Exam compared to control [284]. In another
intervention trial, Horie and colleagues randomized
80 older adults with MCI and BMI ≥ 30 kg/m2 to
either routine medical care or routine medical care
with nutritional counseling [285]. Both groups had
significant decreases in BMI over the 12-month inter-
vention period, and decreases in BMI were associated
with improvements in cognition, with no difference
between groups [285]. The results from these studies
suggest that targeting weight loss may be a promising
approach for improving cognition or slowing the rate
of decline in individuals who already have cognitive
impairment.

Stop or reduce smoking

Epidemiological evidence has demonstrated the
detrimental effects of smoking on cognitive per-
formance [288, 289], risk of all-cause dementia
[290–293] and AD [290–295], and rate of cogni-
tive decline [292]. For example, one cohort study of
21,123 adults followed for 20–30 years, found that
smoking more than two packs per day in midlife
was associated with an increased risk of dementia of
over 100% [291]. Evidence suggests that amount of
smoking is positively correlated with risk of demen-
tia. In a meta-analysis of 37 observational studies,
for every 20 cigarettes smoked per day, there was a
34% increase in the risk of all-cause dementia [293].
Reducing or quitting smoking, however, may par-
tially or even fully mitigate this increased risk of
dementia. Multiple studies have shown that former
smokers do not have an increased risk of dementia or
AD compared to never-smokers [290, 293].

In animals, exposure to cigarette smoke is asso-
ciated with increased markers of oxidative stress,
depleted cerebral antioxidants, and increased proin-
flammatory cytokines [296]. In humans, cigarette
smoke has been linked to increases in oxidative stress
and neuroinflammation, risk of stroke, white mat-
ter hyperintensities, subcortical atrophy, and cerebral
A� deposition [297–299]. Additionally, in cogni-
tively healthy individuals, chronic smoking may lead
to atrophy of areas of the basal forebrain that pro-
vide cholinergic input to the brain, increasing risk of
developing AD [300].

In contrast to most of the literature, a few stud-
ies have found no effect or a protective effect of
cigarette smoking on dementia risk [301, 302]. How-
ever, these results may be misleading due to study
participant selection bias, survivor bias, or funding
by the tobacco industry [295, 303, 304]. Even after
controlling for survivor bias, however, one recent
study found that smoking tobacco was not associated
with incident dementia, despite strong correlations
with other chronic diseases and earlier mortality
[305]. Despite a few conflicting results, there is over-
whelming evidence that smoking is harmful to brain
and overall health, and providers should encourage
patients to stop or reduce smoking.

Manage stress and depression

Stress
Stress has been defined as a condition or feeling

experienced when a person perceives that demands
exceed the personal and social resources the indi-
vidual is able to mobilize [306]. Managing life’s
stressors is often recommended in order to maintain
a cognitively healthy lifestyle. Demanding moments
can elicit a stress response that varies in intensity,
duration, and predictability across each individual
experience [307]. This inherent heterogeneity com-
plicates our understanding of the mechanisms by
which stress affects cognition. Importantly, not all
stress is harmful to cognition. When the stress
response is moderate and controlled, it can benefit the
way people learn and adapt [308]. For example, mild
stress improves task accuracy by facilitating cogni-
tive functions like selective attention [309]. Acute and
chronic moderate and severe stress, however, have
been shown to be deleterious to cognitive processes.

Generally, acute stress has been found to tran-
siently degrade cognitive capacities such as working
memory, processing speed, and attention [310–312].
Coping with acute stress may require cognitive
resources to be diverted from tasks at hand to help
contain the stressful experience, which can under-
mine cognitive performance and function [313]. In a
meta-analysis of 51 studies, Shields and colleagues
found that acute stress exerted a greater effect when
working memory load was high. Additionally, acute
stress is associated with significantly reduced cogni-
tive flexibility across various conditions [312].

The transition from acute to chronic stress is
marked by a prolonged, maladaptive response that
can have an even greater impact on cognition. For
example, a two-year study of 2,713 older adults
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revealed that those with higher levels of perceived
stress performed worse on tests of processing speed
and attention when compared to less stressed peers
[314].

Critically, there is a growing body of evidence that
has shown chronic life stress to be associated with an
increased risk of dementia [315, 316]. In one 35-year
prospective study of 1,462 women, frequent or con-
stant stress reported in midlife was associated with
an increased risk of dementia [315]. Additionally,
smaller studies have found that people who suffer
chronic life stressors [317], have current stress dis-
orders [318], or who report a lack of control over
their high pressure jobs [319] developed dementia
at higher rates than those living less stressful lives.
A review of epidemiological evidence showed that
increased life stress has been linked to greater risk
of MCI or dementia in a number of studies, even if
stress is not the primary or direct contributing factor
[316].

The precise mechanism by which acute and chro-
nic stress affect cognitive performance and cog-
nitive decline over time is still unclear, although
several factors likely contribute. First, recent find-
ings point to the physiologic response of chronic
stress having deleterious effects on cortical structures
critical to the progression of dementia [320, 321].
The hippocampus is rich in corticosteroid receptors,
making it especially vulnerable to increased activity
of the hypothalamic-pituitary-adrenal axis [308]. In
both animals and humans, high glucocorticoid levels
have been linked to increased oxidative stress and
subsequent neurodegeneration in the hippocampus
[321, 322]. Glucocorticoid exposure in animals has
also been linked to decreased hippocampal BDNF
expression [323]. In a review of animal studies,
both behaviorally-induced stress and mimicry of the
stress response via corticosterone treatment signif-
icantly altered hippocampal structure and function
[324]. In humans, elevated cortisol levels have also
been associated with decreased total brain volume
[325, 326] and increased white matter changes [327].
Additionally, cortisol release may directly affect AD
pathology. In a double transgenic mouse model of
AD, the strain that experienced increased oxida-
tive stress showed accelerated amyloid deposition,
tau phosphorylation, and gliosis [328]. These find-
ings are consistent with older animal models that
showed in vivo cortisol administration increased lev-
els of A� [320] and tau accumulation [329, 330].
A study of 99 older adults with probable AD found
that plasma cortisol levels were associated with A�

burden, as measured by PiB-PET [331]. Thus, the
physiologic response to chronic stress may com-
pound the neuropathological changes associated with
AD and hasten their clinical expression.

Finding ways to manage stress may be helpful
as a preventative measure in reducing the risk of
dementia. One strategy is practicing meditation or
mindfulness, which have been shown to have many
health benefits for older adults. They are easily acces-
sible, low-risk methods that can be practiced to reduce
stress levels and improve sleep quality and mood, all
of which may decrease the risk of developing MCI or
dementia [332]. In a recent RCT, adults with memory
concerns enrolled in a 12-week meditation program
demonstrated significant improvements in measures
of cognitive function, with sustained benefits after
six months [333]. In another study, 14 patients with
MCI reported that a mindfulness-based stress reduc-
tion program was helpful in lowering stress levels and
promoting wellbeing [334]. Meditation and mind-
fulness practices have also been shown to diminish
release of excess cortisol and increase cerebral blood
flow within the frontal lobes, a brain region that is
especially important for cognitive functioning [335].
Additionally, yoga has been found to have a positive
impact on biomarkers of cellular aging, presum-
ably by regulating stress and inflammatory responses
[336]. Yoga has also been found to improve daily
attention, memory, and executive function in indi-
viduals with MCI [337, 338]. Encouraging patients
to manage stress may mitigate risk of cognitive
decline.

Depression
There is conflicting evidence about whether de-

pression in older adults is an independent risk factor
for or a prodromal symptom of mild cognitive impair-
ment and dementia. We suspect that depression may
reflect either, depending on the individual. A review
of observational studies reported that depression prior
to age 60 was associated with a two- to four-fold
increase in dementia risk, while late-life depression
was associated with a two- to five-fold increase in
dementia risk [339]. Not all studies, however, have
found an association between both mid- and late
life depression and dementia risk. One epidemiolog-
ical study found that each self-reported depressive
episode until approximately age 51, often of vary-
ing duration and sometimes with years separating
episodes, was associated with an increased risk of
developing dementia, suggesting that depression may
be a dementia risk factor [340]. In individuals 51 and
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younger, those who had one elevated symptom of
depression demonstrated an 87% increased risk of
dementia [340]. In contrast, a study of 10,189 individ-
uals followed over a 27-year period beginning at age
45 found that depressive symptoms in midlife, regard-
less of severity or duration, were not associated with
a greater risk of dementia [341]. In the same study,
however, depressive symptoms in late life, and specif-
ically in the decade preceding the onset of dementia,
were associated with an increased risk of dementia
[341]. These results suggest that depression may be a
feature of the “preclinical” phase of dementia rather
than an independent risk factor. It is important to note
that studies of late-life depression are highly variable
in their timing and length of follow up, making it
difficult to define depression as a risk or prodromal
factor. Illustrating the complexity of the data, a meta-
analysis of 34 studies on depression and dementia
suggested that early or midlife depression may be a
risk factor, while late-life depression is commonly a
prodromal symptom [342].

Despite the conflicting evidence about its connec-
tion to dementia risk, depression has been associated
with decrements in general cognitive abilities such
as processing speed, attention, and executive con-
trol [343, 344]. Approximately 30–40% of depressed
older adults exhibit signs of executive dysfunction
during cognitive examination [345]. When compared
to healthy controls, depressed adults over the age
of 60 performed significantly worse on measures
of episodic memory, language processing, executive
function, and processing speed [346]. Notably, those
who received psychotherapy for late-life depression
exhibited a significant improvement in processing
speed after 12 weeks of treatment [347]. Addition-
ally, depression is known to negatively impact sleep
integrity. Adults that have shortened or fragmented
sleep have been found to report subsequent, subopti-
mal cognitive processing [348, 349]. See “Maintain
adequate sleep” for further discussion on sleep, cog-
nition, and dementia risk.

Proposed pathways for increased dementia risk
include the direct physiological effects of depression
on stress hormones, hippocampal volume, and neu-
ronal growth factors [342]. In a study of 218 older
adults, five years of untreated depression accurately
predicted a decrease in left hippocampal volume,
which was associated with cognitive impairment
[350]. Additionally, Sawyer and colleagues found
that depressed individuals had increased atrophy of
the right hippocampus over a four-year period. This
atrophy was an accurate predictor of decreased scores

on the Mini-Mental State Exam [351]. The exact
relationship between hippocampal volume loss and
depression is unknown, but animal studies suggest
that depression may contribute to the pathophysiol-
ogy of neurotoxic damage [352] or decreased levels
of neuronal growth factors, including BDNF [353].
Animal models of depression have demonstrated that
the administration of exogenous BDNF can reverse
depressive-like behaviors, including reduced explo-
ration and behavioral despair, which are connected to
decreased synaptic density in the hippocampus [353].

Despite uncertainty about the causal relationship
between depression and dementia, it seems prudent
to treat depression as a potential way to help prevent
further stress on neurocognitive networks vulnerable
to impairment.

Maintain adequate sleep

Adequate sleep is important in order to maintain
brain health throughout life. The U.S. National Sleep
Foundation recommends 7–9 hours of sleep per night
for adults under 65 years of age, and 7-8 hours of sleep
for adults 65 years and above [354]. Epidemiologi-
cal evidence has shown that poor and disrupted sleep
are associated with decreased cognitive performance
[355], increased rate of cognitive decline [356], and
elevated risk of cognitive impairment [357, 358], AD
[356–359], and all-cause dementia [359, 360].

Getting enough sleep is imperative for healthy cog-
nitive aging, as it plays a key role in consolidating
memories, maintaining cognitive performance, and
clearing potentially neurotoxic metabolites, includ-
ing A�, that build up during wakefulness [361, 362].
In animal models, chronic sleep deprivation has been
linked to increased inflammation, increased neuronal
death, decreased neurogenesis, increased volume loss
in the hippocampus and medial prefrontal cortex,
and increased A� and tau pathology [363]. Studies
in humans have shown that shorter sleep dura-
tion and lower quality of sleep are associated with
increased systemic inflammation [364], decreased
amyloid clearance [362, 365], and greater A� bur-
den over time [366–368]. An RCT by Ooms and
colleagues randomized cognitively healthy middle-
aged men to a night of unrestricted sleep or total
sleep deprivation. Unrestricted sleep was associated
with the expected, normal morning decrease of A�42
levels in the cerebrospinal fluid compared to sleep
deprivation after a single night, which interfered with
this decrease [365]. This result suggests that poor
sleep may have direct effects on the homeostatic
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fluctuations and clearance of aggregated neurotox-
ins, which may help explain the association of poor
sleep with neurodegenerative processes.

Sleep-disordered breathing
Sleep-disordered breathing (SDB) is a common

reason for poor and disrupted sleep in adults. Obstruc-
tive sleep apnea (OSA) is a type of SDB in which
a person has frequent episodes of absent breathing
(apneas) and/or slow, shallow breathing (hypop-
neas) linked to complete or partial blockage of air
movement, respectively. These events often result in
arousal from sleep and decreases in blood oxygen
saturation that interfere with restorative sleep [369].
Globally, nearly one billion adults are estimated to
have OSA, though most cases are undiagnosed and
untreated [370]. SDB, and particularly OSA, is linked
to several factors that may increase risk of cogni-
tive decline, including sleep disruption, increased
inflammation and oxidative stress, and cardiovas-
cular comorbidities [371]. Indeed, epidemiological
evidence suggests that SDB may increase risk of
MCI, all-cause dementia, and AD [358, 359, 372]
and decrease the age of onset of MCI and AD
dementia [373]. Promisingly, observational studies
[373], prospective clinical studies [374], and RCTs
[375–377] have demonstrated that use of continuous
positive airway pressure (CPAP) seems to at least
partially mitigate the negative effects on cognition
and dementia risk associated with SDB. Treatment
of SDB with CPAP is also associated with improved
white matter integrity and decreased A� burden in
cognitively healthy older adults [374, 378]. Patients
should be screened regularly for SDB and other sleep
disorders, because diagnosis and treatment may play
an important role in reducing risk of cognitive decline
for many of them.

Manage hearing and visual impairments

Living with hearing or vision impairment can
be difficult and even debilitating, especially if left
untreated. Epidemiological evidence has suggested
that hearing, vision, or combined sensory impairment
can increase the risk of developing cognitive impair-
ment and dementia and increase the rate of cognitive
decline [379–388]. One meta-analysis found that
hearing impairment in midlife nearly doubled the risk
of developing dementia in late life [389]. While most
epidemiological studies have found a link between
diminished hearing or vison and cognitive impair-
ment or dementia, some have found no significant

effect of either sensory limitation [390] or a signifi-
cant effect of hearing but not vision impairment [391].

The precise mechanism by which hearing and
vision impairment affect cognition and dementia risk
is still largely unknown. Several possible mechanisms
have been presented. One possibility is that sensory
deficits may have a direct impact on the brain. A
study by Lin and colleagues found that hearing loss
in humans was associated with an accelerated rate of
brain atrophy in the whole brain and, regionally, in the
right temporal lobe (including the superior, middle,
and inferior temporal gyri) and the parahippocampal
cortex [392]. Animal models of adult deafness have
shown that gradual hearing loss is associated with
decreased spatial memory, decreased hippocampal
plasticity, and changes in neurotransmitter receptor
expression [393]. The association between hearing
loss and these changes in the brain may be medi-
ated by reduced neural stimulation of the auditory
cortex, decreased auditory signal strength over time,
or some shared neuropathologic or intrinsic cellular
aging process that affects both cochlear and brain
aging [392, 394]. Another possibility is that other
biological factors related to aging and microvascular
pathology underlie the relationship, as these factors
can contribute to both sensory deficits and impaired
cognition [389, 395]. Our own research suggests that
an individual’s efforts to manage degraded sensory
signals, as occurs in vision impairment, may deplete
limited cognitive processing resources, which likely
contributes to increased cognitive difficulties [396].
Finally, hearing and vision loss can undermine an
individual’s daily functioning by reducing ability to
participate in physical, social, or cognitive activities
[395], and can result in depression [397], social iso-
lation, or loneliness [398], which are independent
risk factors for worsened cognitive outcomes and
dementia. A recent study by Maharani and colleagues
found that conditions of depression and loneliness at
least partially mediated the effects of hearing loss
on cognition [398]. The connection between hear-
ing and vision impairment and dementia is likely due
to a combination of several of these factors. Further
complicating the evidence, however, a recent study
by Brenowitz and colleagues found that impaired
hearing was associated with increased neurofibril-
lary tangle burden prior to, but not after, the onset of
cognitive impairment, suggesting that impaired hear-
ing may also be a preclinical marker of tau-related
neurodegeneration [399]. More research is needed
to fully elucidate the relationship between sensory
deficits and dementia risk.
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Observational cohort studies have suggested that
correcting hearing or vision impairment may boost
cognition and counter a patient’s trajectory of cogni-
tive decline [400–403]. RCTs are needed to further
investigate these findings and determine exactly what
factors might explain treatment responses and impact
risk. In the meantime, however, widespread efforts to
treat hearing and vision loss have become increas-
ingly important as the population ages. Two of the
most easily remediable visual impairments, uncor-
rected refractive error (URE) and cataracts, make up
75% of the total visual impairments in older individ-
uals (42% for URE and 33% for cataracts) [404].
Recent investigations funded by the National Eye
Institute have predicted that the number of indi-
viduals in the U.S. with URE will double between
2015 and 2050, increasing from 8.2 million indi-
viduals to 16.4 million individuals [405]. Disabling
hearing loss is predicted to grow at a similar rate,
increasing from 466 million individuals to 900 mil-
lion individuals globally between 2018 and 2050
[406]. Ensuring patients maintain updated eyeglass
prescriptions, undergo cataract surgery if appropri-
ate, and use hearing aids may help to mitigate risk of
cognitive decline and dementia. It is our contention
that patients should not expend limited cognitive
resources on simply trying to decode sounds or deci-
pher visual images.

Avoid medications with anticholinergic
properties

Several classes of medications have been investi-
gated to determine their effect on brain health and
cognition. Thus far, medications with anticholinergic
properties have the most conclusive evidence linking
them to impaired cognition and increased risk of cog-
nitive decline. Several epidemiological and cohort
studies have demonstrated that use of anticholinergic
medications is associated with decreased cognitive
performance on tests of memory, executive function,
and visual attention and increased risk of dementia
[407–415]. A recent study of 688 cognitively normal
older adults found that use of anticholinergic medica-
tions was associated with increased rates of memory
and language decline and elevated risk of progression
to MCI. These effects were enhanced in individuals
who also had genetic risk of AD or cerebrospinal
fluid biomarkers for AD [414]. One common tool
used to quantify the effects of anticholinergic med-
ications is the Anticholinergic Cognitive Burden
(ACB) scale, a 3-point scale based on the strength

of the medication’s anticholinergic properties in the
brain as determined by receptor affinity assays and
expert-based consensus of clinically relevant cog-
nitive effects [416]. Observational studies that use
the ACB scale have confirmed that medications with
higher ACB scores are linked to increased risk of
dementia [409, 410]. A recent cohort study of 8,216
older adults found that recurrent use of anticholiner-
gic medications with the highest ACB score of 3 (but
not 1 or 2) was associated with a 68% increased risk
of developing dementia during a ten-year follow-up
period [409]. When separated by medication class,
antidepressant, antiparkinson, antipsychotic, and
antimuscarinic bladder medications with anticholin-
ergic properties, specifically, have been associated
with increased risk of dementia [410, 411]. Other
classes of drugs with anticholinergic properties,
including antihistamines, gastrointestinal antispas-
modics, and skeletal muscle relaxants, have not been
definitively linked to increased risk of dementia [410,
411], although this does not preclude cognitive risks
from use of these medications.

Importantly, not all studies have found a clear link
between anticholinergic medication use and demen-
tia risk. For example, a cohort study of 3,690 older
adults found that, while strong anticholinergic med-
ications more than doubled risk of MCI, there was
no association between anticholinergic medications
and dementia risk [417]. As the authors acknowl-
edged, these results were likely impacted by the short
duration of the study (one year).

There are several potential mechanisms by which
anticholinergic medications may increase risk of
cognitive decline and dementia. By definition,
anticholinergic medications block cholinergic trans-
mission, which is critical for cognitive processes such
as memory and attention. A recent study by Chhat-
wal and colleagues using functional connectivity
MRI in humans found that anticholinergic drugs dis-
rupt neural network connectivity involved in learning
and memory, which may have subsequent effects on
network-based resistance to neuropathologic change
[418]. Limited evidence also suggests that anti-
cholinergic medication use may be associated with
increased brain atrophy in humans [415]. Studies of
animals and in vitro human cells have demonstrated
that anticholinergic medications may increase A�
formation, decrease acetylcholine-stimulated hydrol-
ysis of amyloid-� protein precursor (A�PP), or
lower levels of phosphatidylcholine, a component of
the synaptic membrane [419]. In animal models of
AD, anticholinergic burden has also been linked to
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increased tau pathology and neuroinflammation via
microglial activation [420].

More research is needed to determine if dis-
continuing use of anticholinergic medications can
improve current cognitive performance or counter
the increased risk of cognitive decline and demen-
tia that prior use may have conferred. In one
population-based cohort study of 4,128 older adults,
discontinuing use of anticholinergic medications was
associated with a decreased risk of dementia over
a four-year follow-up period [412]. To date, only a
few RCTs have investigated the cognitive benefits of
interventions to decrease anticholinergic medication
burden and results remain inconclusive [421, 422]. In
one study conducted by Kersten and colleagues, 87
older adults with no dementia (n = 27), mild dementia
(n = 36), or moderate dementia (n = 24) were ran-
domized to either a pharmacist-initiated reduction
of anticholinergic burden or a control group with
no medication changes. The intervention reduced
anticholinergic drug burden scores as designed, but
had no significant effect on cognitive function over
the eight-week trial [421]. It is difficult to interpret
these results. Of note, observing intervention-related
differences in dementia patients who received pro-
cholinergic agents (i.e., cholinesterase inhibitors)
required at least six months in clinical trials that
included hundreds of participants [423]. More inter-
vention trials are needed to investigate whether
reducing anticholinergic burden may improve cog-
nition or slow cognitive decline.

In the meantime, current evidence suggests that
prescribing medications with strong anticholinergic
properties should be avoided when possible, and
efforts to reduce or eliminate these medications in
older patients already on them seem prudent.

Other medications that may affect cognition
The relationship between dementia risk and other

medications like benzodiazepines, proton pump
inhibitors (PPIs), and statins has also been inves-
tigated. Although the evidence on anticholinergic
medications seems to point toward increased risk of
dementia, the current evidence on these other medi-
cations is less conclusive.

Concerns have been raised about the negative
impact of prolonged benzodiazepine use. Some
observational evidence suggests that benzodiazepine
use is associated with increased risk of dementia
[424–427], and that risk increases with exposure
duration and strength [426, 427]. A recent meta-
analysis of 10 observational studies found that

benzodiazepine use was associated with a 51%
increased risk of dementia. Risk was higher for
long-term benzodiazepine use (> 3 years) and benzo-
diazepines with a longer half-life (> 20 hours) [428].
Conversely, several observational studies have found
no link between benzodiazepine use and dementia
risk [409, 429–432]. For example, a recent Dan-
ish nationwide-cohort and nested case-control study
did not find an association between use of benzodi-
azepines and risk of dementia, even for cumulative
exposure or when divided into short- and long-
acting drugs [429]. Notably, even in studies that
found no association overall, there was an increased
risk of dementia with small amounts of benzodi-
azepine use (1–30 total standard daily doses over a
ten-year period) in older adulthood [431], or new
benzodiazepine use in the year prior to dementia
diagnosis [430]. Benzodiazepine use during those
periods of time could reflect the treatment of anxi-
ety or other prodromal neuropsychiatric symptoms
of dementia. More research on benzodiazepine use
and dementia risk is needed in order to determine
causality and the impact of potentially confound-
ing variables. In the absence of conclusive evidence,
expert consensus currently suggests that appropriate
benzodiazepine use will not lead to the develop-
ment of dementia [433]. Still, to moderate risk of
potential long-term effects, clinicians should con-
sider prescribing shorter-acting benzodiazepines for
limited periods of time when possible.

The evidence on PPIs, such as omeprazole, pan-
toprazole, and lansoprazole, and risk of dementia
is similarly mixed. Some observational studies have
found a link between PPI use and risk of dementia
[434–436] and AD [435]. In one of these studies,
a significant association was also observed between
cumulative PPI use and dementia risk [436]. Con-
versely, many other observational studies have found
no association between PPI use and risk of dementia
[437–439] or AD [440, 441] regardless of cumula-
tive exposure level or pattern of use. Meta-analyses
conducted to date seem to confirm the lack of associ-
ation [204, 442]. Further complicating the picture,
a few studies have found that PPI use is associ-
ated with a decreased risk of cognitive decline [443]
or dementia [444], suggesting a possible protective
effect. For example, a prospective cohort study of
10,486 adults over 50 years old found that continuous
or intermittent PPI use was associated with decreased
risk of decline in cognitive function and decreased
risk of conversion from MCI to dementia com-
pared to never use. Overall, the evidence on PPI use
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and brain health does not point conclusively in any
direction.

Statins, or HMG-CoA reductase inhibitors, are
widely prescribed in the treatment of cardiovascular
and cerebrovascular diseases. In addition to low-
ering cholesterol levels, statins have been shown
to exhibit many other effects, including improving
endothelial function, inhibiting platelet activation,
and decreasing inflammation [445], thereby reducing
the risk of cardiovascular disease and stroke [446].
Statins have also been associated with decreased
cerebral A� deposition [447, 448]. Accordingly, sev-
eral observational studies have linked statin use to
decreased incidence of all-cause dementia [449–451]
or decreased rate of cognitive decline [452]. Meta-
analyses of pooled data seem to support these results
[271, 272, 453, 454]. However, intervention trials
completed to date have not supported a link between
statin use and cognitive status [233, 455]. For exam-
ple, in the HOPE-3 study (as discussed above in the
section on “Hypertension”), 2,361 older adults were
randomized to receive blood-pressuring-lowering
medication (candesartan plus hydrochlorothiazide)
or placebo and lipid-lowering medication (rosuvas-
tatin) or placebo once daily until study completion,
an average of 5.7 years later. Neither blood pres-
sure lowering, lipid lowering, or their combination
had a significant effect on cognitive decline over the
5.7-year follow-up period [233]. Some observational
studies have also found no link between statin use and
risk of dementia [456], rate of cognitive decline [457],
or neuroimaging biomarkers of AD [458]. Addition-
ally, a 2017 retrospective cohort study of 3,500 adults,
ages 51 to 100, found that statins increased the risk
of cognitive impairment and dementia [459]. As dis-
cussed, however, data from most studies conducted
to date do not seem to support negative effects of
statins on brain health. As with the other medications
reviewed here, more research, including additional
RCTs, is needed to further clarify the effects of statins
on cognition and dementia risk. Despite the results of
some epidemiological studies that suggest a correla-
tion between statin use and reduced cognitive decline,
there is currently no compelling reason to initiate
treatment with a statin for the purpose of improv-
ing cognitive status or preventing decline. Likewise,
there is no persuasive evidence that statin use leads
to a deterioration of cognitive abilities.

Nutraceuticals and supplements
Nutraceuticals and supplements have been the

subject of a number of recent reviews [460–462].

Although they fall outside the scope of this arti-
cle, nutraceuticals and supplements are worth briefly
mentioning due to the rapid growth of the industry
in recent years. While no official legal or regulatory
definition exists to date, a “nutraceutical” is generally
defined as a food or food-based product that pro-
vides medical or health benefits [463]. Nutritional
supplements are dietary add-ons, like vitamins, pro-
teins, or minerals, that are also often found naturally
in foods. These products are not regulated by agen-
cies such as the U.S. Food and Drug Administration,
and their safety and efficacy is often based on testi-
monials rather than scientific research [464]. A 2018
meta-analysis of 38 studies examined the human evi-
dence of various supplements, including omega-3
fatty acids, soy, gingko biloba, B vitamins, vitamin
D plus calcium, vitamin C or beta-carotene, multi-
ingredient supplements, and other over-the-counter
interventions, and found insufficient evidence that
any of these supplements improved cognitive per-
formance in a clinically meaningful way or reduced
the risk of cognitive decline or dementia [461].
Despite the minimal scientific evidence supporting
their efficacy, nutraceuticals and supplements target-
ing memory have become increasingly popular due
to the lack of disease-modifying treatment options
for AD and other dementias. By marketing their
products as memory- or cognition-enhancing, this
multibillion-dollar industry seems to be taking advan-
tage of aging individuals eager to retain their mental
capacities [465].

Limit alcohol use

Alcohol use has been identified as a risk factor for
cognitive decline and dementia, but some evidence
suggests that certain levels of alcohol consumption
may have a protective effect. Major health organiza-
tions recommend limiting alcohol use to a moderate
level, defined as up to one drink per day for women
and up to two drinks per day for men [158]. Exceeding
this recommended amount is considered heavy alco-
hol use [158]. Epidemiological evidence on alcohol
consumption points toward a U-shaped dementia risk
curve, with mild to moderate drinking associated with
the lowest risk of dementia compared to either absten-
tion or heavy drinking [4, 466–470]. A non-linear
relationship has also been observed between alcohol
consumption and cognitive function, whereby alco-
hol abstinence is associated with a higher risk of
impaired memory and executive function compared
to moderate alcohol intake [471].
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Alcohol use disorder (AUD) specifically has been
associated with a particularly strong risk of all-cause
dementia. A nationwide, retrospective cohort study
involving 31.6 million adults in France found that
AUD more than tripled risk of all-cause dementia.
The association was particularly clear for early-
onset dementia (before age 65), although underlying
dementia pathology was not determined [469]. These
results are especially concerning given the prevalence
of AUD. As of 2018, an estimated 5.8% of adults had
AUD in the U.S. alone [472].

The risks of excessive alcohol consumption on the
nervous system are well established. Longstanding
evidence has demonstrated heavy alcohol use is asso-
ciated with structural and functional abnormalities of
the brain [473]. In animals, long-term consumption
of alcohol has been linked to increased neuroinflam-
mation via microglial activation and upregulation of
pro-inflammatory cytokines [474], decreased BBB
integrity [475], and increased expression of A�PP
and elevated A� deposition [476]. In humans, heavy
drinking is linked to increased risk of cardiovascular
disease and stroke [477, 478], increased neuroinflam-
mation via microglial activation and upregulation
of pro-inflammatory cytokines [474], thiamine defi-
ciency (which can contribute to cognitive and
neurological dysfunction) [479], and alcohol-related
dementia or alcohol-induced persisting amnestic syn-
drome [479]. Neuroimaging and neuropathological
studies have also shown widespread loss of white
matter in individuals with diagnosed AUD [479].

Conversely, mild to moderate alcohol consump-
tion in humans has been linked to decreased risk of
cardiovascular events [478, 480] and decreased A�
deposition in older adults [180], suggesting possible
reduced risk of AD. The neuroprotective effect of
mild to moderate alcohol consumption may be due to
antioxidant polyphenols or ethanol itself, which have
each been associated with decreased neuroinflamma-
tion and oxidative stress [480]. The Mediterranean
diet, as discussed in the “Heart-healthy diet” sec-
tion, allows for regular, mild- moderate alcohol intake
and especially emphasizes the consumption of wine.
Red wine, specifically, is abundant with antioxidant
polyphenols such as resveratrol and has been linked
to the best cardiovascular and brain health outcomes
[480, 481].

It is important to note that there is conflicting
evidence about both the benefits of mild-moderate
alcohol consumption and the risks of heavy alcohol
consumption. For example, a recent cohort study of
3,021 older adults found that alcohol consumption

within recommended limits (i.e., 7.1 to 14.0 drinks
per week) was not associated with decreased risk of
dementia in cognitively normal individuals or indi-
viduals with MCI compared to drinking less than
1.0 drinks per week [482]. Exceeding 14.0 drink per
week, however, was associated with the most severe
cognitive decline in individuals with MCI [482]. A
meta-analysis found that light to moderate drinking
was associated with a 25% to 28% decrease in risk of
AD, vascular dementia, and all-cause dementia com-
pared to abstinence, but heavy drinking had no impact
on dementia risk. The authors acknowledge that there
could be a bias due to sampling or survival effects,
as heavy drinkers are less likely to participate in or
finish these studies and more likely to have comor-
bid health conditions [483]. More research is needed
to understand the effect of various levels of alcohol
consumption on brain health.

Despite outstanding questions about the effect of
alcohol consumption on risk of cognitive decline and
dementia, the general health risks of heavy alcohol
use are widely acknowledged. Patients should be
encouraged to limit their alcohol consumption to a
mild to moderate level, especially if they are already
experiencing cognitive difficulties. Evidence sug-
gests that the best drinking pattern for cardiovascular
and brain health may be one glass of red wine per day.

Protect the brain from physical and toxic injuries

Physical injury
Traumatic brain injury (TBI) results from an

impact to the head that disrupts normal brain function
[484]. The most common causes of TBI are falls and
motor vehicle accidents [484]. TBI has been asso-
ciated with an increased risk of cognitive decline
and dementia. Physical injury to the brain reduces
brain reserve, thus lowering an individual’s capacity
to compensate for the development of neurodegen-
erative processes. Whether TBI directly promotes
neurodegenerative processes, however, remains an
area of ongoing research.

Many epidemiological and cohort studies suggest
that physical injury of the brain of any severity
can increase the risk of dementia [4, 485–489], or
decrease age of onset of MCI [490] or AD [491].
A nationwide cohort study in Denmark found that
a history of TBI, regardless of severity, was associ-
ated with a 24% increased risk of all-cause dementia
diagnosis and a 16% increased risk of a clinical AD
diagnosis. The risk of dementia was also increased
with multiple events (22% increased risk for one TBI
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versus 183% increased risk for five or more TBIs)
[485]. In a retrospective cohort study of 357,558 vet-
erans with and without TBI, even mild TBI without
loss of consciousness (LOC), was associated with
a doubled risk of dementia [487]. Consistent with
these results, a recent meta-analysis found that his-
tory of TBI of any severity was associated with an
84% increased risk of all-cause dementia [4].

In addition to lowering brain reserve, TBI may
increase dementia risk by increasing neuroinflam-
mation, white matter changes, and AD-related path-
ology, although the exact etiology varies depending
on the nature, frequency, and severity of injury
[492, 493]. Data suggest that, in some patients, TBI
initiates long-term neuroinflammation and neuro-
degenerative processes [494, 495]. For example,
an autopsy study of 52 individuals with moderate-
severe TBI and 44 healthy, age-matched controls
found evidence of ongoing TBI-initiated inflamma-
tory processes including activated microglia, axonal
degeneration, and atrophy of the corpus collosum
for up to 18 years following a single TBI [494].
Additionally, TBI has been linked to increased AD
pathology in the brain. In animal models of TBI,
brain injury is associated with increased expression of
A�PP [496, 497] and accumulation of A� [498, 499]
and tau [496]. Similarly, imaging and autopsy studies
in humans have shown that TBI is linked to increased
A� and tau accumulation [500]. The APOE �4 allele
has also been associated with a significantly increased
risk of developing AD after TBI with LOC, suggest-
ing a possible synergistic effect between history of
TBI and genetic risk of AD [501].

Not all studies have found a clear effect of TBI
on the development of dementia. One study of 706
older adults from the National Alzheimer’s Coor-
dinating Center found that a history of TBI with
LOC did not impact the course of cognitive decline
in participants with or without AD [502]. Another
recent study by Sugarman and colleagues found that,
in 4,761 deceased participants from the National
Alzheimer’s Coordinating Center, remote TBI with
LOC was not associated with AD neuropathology
in cases of autopsy-confirmed AD or with late-life
cognitive performance in individuals with or without
autopsy-confirmed AD [503]. It is worth noting that
both of these studies relied on self-report data to deter-
mine history of TBI. Given these conflicting findings,
more research is needed to understand the connection
between TBI, cognitive decline, and AD pathology.

Even while research continues, it is wise to protect
our brains from loss of cognitive capacity and brain

reserve. It is important to encourage patients to wear
protective equipment, especially seat belts and bicy-
cle helmets, when participating in activities that are
associated with the risk of head strike, and to reduce
their risk of falls by staying physically active.

Toxic injury
Air pollutants nitrogen dioxide (NO2), carbon

monoxide (CO), and fine ambient particulate mat-
ter (PM2.5) from traffic and wood burning [4, 504]
as well as acute CO poisoning [505, 506] have been
linked to increased risk of cognitive decline and
dementia. Cohort studies have shown that living in
an area with traffic-related air pollution, specifically,
is associated with increased incidence of dementia
[507–510]. For example, in a Canadian population-
based cohort study of approximately 2.2 million
older adults, individuals living within 50 meters of
a highly-trafficked road had a 7% increased risk of
dementia compared to individuals living greater than
300 meters away [507].

Air pollutants have also been associated with wors-
ened cognitive performance. PM2.5 exposure has
been associated with decreased performance in work-
ing memory and orientation [511], verbal learning
[512], and visuospatial ability [513]. NO2 has been
linked to decreased memory and executive function
[512] as well as visuospatial ability [513]. A recent
study of two cohorts in New York City investigated
the link between long-term exposure to ambient air
pollution and cognitive decline. Among 5,330 par-
ticipants in the larger cohort, living in areas with
higher levels of air pollution was associated with
lower cognitive scores at baseline and more rapid
rates of cognitive decline over time, after adjust-
ing for sociodemographic factors, including race and
ethnicity, education, and socioeconomic status. No
association was found, however, in the smaller cohort
with fewer repeat measures of cognition [514].

Air pollutants likely increase the risk of cognitive
decline and dementia through several mechanisms
[515]. Exposure to pollutants is linked to increased
inflammation, oxidative stress, and A� accumulation
in both animals [516–518] and humans [519–521].
An autopsy study of 47 clinically-healthy individ-
uals who died suddenly, aged two to 45 years,
found that exposure to high levels of air pollution
was already associated with increased inflammation
and A� accumulation in children and young adults
[520]. Additionally, exposure to air pollution has been
linked to increased risk of medical conditions that
may worsen cognition. Long term exposure to PM2.5
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has been associated with increased risk of acute coro-
nary events [522] and cardiovascular mortality [523].
Short term exposure to NO2 and PM2.5 have been
associated with increased risk of stroke and mortality
due to stroke [524].

The effects of neurotoxic metals (e.g., lead, mer-
cury, aluminum, etc.) and pesticides on dementia risk
have also been investigated, but results remain incon-
clusive [515]. More research is needed to understand
the connection between these toxic substances and
dementia risk.

Although it may be difficult to eliminate pollution-
and heavy metal-related exposures, it is important
for clinicians and patients to understand the likely
connection between these environmental hazards and
cognitive decline and dementia. It is also important
to understand that communities with overall lower
socioeconomic status are more likely to be exposed
to a higher concentration of air pollutants, and are
therefore more likely to experience the health risks
associated with air pollution [525]. Establishing pub-
lic policies aimed at reducing air pollution in these
communities is of paramount importance for miti-
gating this disparity. On an individual level, ways
to reduce risk of toxic injury to the brain include
installing a carbon monoxide detector at home and
wearing protective equipment when working with
toxic materials.

Multimodal interventions

Epidemiological studies have demonstrated that a
combination of brain-healthy behaviors and lifestyles
may yield a greater benefit than participation in any
single activity [526–528]. For example, findings from
two Chicago-based longitudinal studies indicated that
a composite healthy lifestyle score, including moder-
ate to vigorous physical activity, non-smoking, light
to moderate alcohol consumption, MIND diet adher-
ence, and late-life engagement in cognitive activities,
was associated with a 27% decreased risk of AD for
each additional healthy lifestyle factor [528].

In recent years, interventions that combine mul-
tiple behavior changes have also demonstrated a
positive impact on cognition [529, 530] and a
possible synergistic effect on dementia risk [531,
532]. For example, the Finnish Geriatric Intervention
Study to Prevent Cognitive Impairment and Dis-
ability (FINGER) study, a two-year study of 1,260
older individuals at risk for cognitive impairment,
investigated a multimodal intervention that combined
diet, exercise, cognitive training, and management of

cardiovascular risk factors. Participation in the inter-
vention was associated with improved BMI, dietary
habits, physical activity, and cognition, includ-
ing executive functioning and processing speed.
Although the effect sizes measured were very small,
the intervention was also associated with a 24%
decreased risk of cognitive decline [531]. Not every
multimodal behavioral trial, however, has shown such
promising results. In the three-year Multidomain
Alzheimer Prevention Trial (MAPT), a multimodal
intervention for older adults, which included phys-
ical activity, nutrition, and cognitive training and
consumption of polyunsaturated fatty acids, in com-
bination or individually, had no significant effect on
cognitive decline [533]. A recent report by Yu and col-
leagues, which analyzed many of the evidence-based
suggestions for AD prevention, found insufficient
evidence to draw any robust conclusions about
multimodal interventions due to intervention het-
erogeneity and small sample sizes [534]. More
clinical trials are needed to determine whether mul-
timodal interventions are effective in preventing or
delaying cognitive decline. Ongoing global research
efforts, including the U.S. Study to Protect Brain
Health Through Lifestyle Intervention to Reduce
Risk (US-POINTER) and the Multimodal Interven-
tions to Delay Dementia and Disability in Rural China
(MIND-CHINA) study, are aiming to replicate the
results of FINGER, and test the generalizability of
a similar multimodal intervention to improve brain
health [535, 536].

Promoting behavior change

As described in this review, there is growing con-
sensus among health organizations about what to
recommend to older adults in order to promote
successful cognitive aging and reduce the risk of cog-
nitive decline. However, a substantial gap remains
between what healthcare providers and public health
specialists think patients should do and what they
are actually doing. For example, only 16% of adults
between the ages of 65 and 74 and 10% of adults 75
years and over in the U.S. regularly meet the physi-
cal activity guidelines established by the Department
of Health and Human Services [47]. Evidence that
dementia risk is modifiable will not make a difference
unless individuals actually change their behavior.

There are many barriers to translating knowledge
about factors that may promote healthy cognitive
aging into real-world practice. Changing human
behavior often requires complex, multidimensional
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interventions, blending elements of psychology,
social science, and medicine. Standard clinical prac-
tice does not systematically promote or monitor
improvement of modifiable lifestyle changes, but a
growing field of research is seeking to address this
limitation. Recent efforts to characterize and stan-
dardize behavior change techniques (BCTs) have
allowed researchers to define and replicate behav-
ior change interventions across different populations
and target behaviors [537]. Several techniques that
have relied on principles derived from motivational
interviewing (MI), behavioral activation (BA), and
behavioral economics (BE) have shown promise in
encouraging behavior change across many medical
specialties and conditions.

MI focuses on reflecting and reinforcing the partic-
ipant’s intrinsic motivation through a non-judgmental
empathic alliance, increasing optimism, intent, and
self-efficacy in patients [538–540]. Principles of MI
are widely used in psychiatry and addiction medicine,
where successful interventions have been developed
to address several behaviors and conditions, such
as smoking cessation [541] and alcohol use disor-
der [542]. In patient populations with or at risk for
chronic health conditions, the incorporation of MI
principles into behavior change counseling has effec-
tively increased physical activity [543], weight loss
[544, 545], and management of cardiovascular risk
factors [546, 547]. MI has been shown to be effective
even in brief or time-limited interventions [542, 548].

BA uses tangible, actionable goal setting to
increase accountability and self-efficacy [549]. BA
is a collaborative process between health providers
and patient that accounts for individual goals and
obstacles to increase positive activities and improve
patients’ ability to self-monitor activity levels [550,
551]. BA also has been used to promote brain-healthy
behaviors, including cognitive, physical, and social
activity, relying on action plans with visual cues,
written schedules, step-by-step sequencing, and pro-
cedural memory to account for cognitive deficits
[549].

BE combines principles of psychology and eco-
nomics to optimize behavior change. More traditional
clinician education and counseling tends to appeal
to patients’ slow, logical, rational cognitive system
by providing facts and evidence, whereas behavior is
often driven by fast, automatic, unconscious think-
ing [552]. BE focuses on the latter; it accounts for
individuals’ often limited willpower and rationality
and their use of mental shortcuts in decision-making
[553]. BE-guided interventions often involve making

changes to individuals’ environments or daily struc-
tures to try to develop positive, automatic, habit-based
behaviors [554]. This approach has been employed in
numerous public health settings, including primary
care physical activity counseling [555], nutritional
counseling [556], sleep interventions [557], and heart
failure clinical care [558].

Table 3 offers examples of motivational strate-
gies using each of these three principles and ways
to implement them into one’s own medical practice
or a program across a health system.

Recent studies have used BCTs to change behav-
ior in the service of promoting brain health [549,
559]. A study by Rovner and colleagues randomized
Black individuals with MCI to a two-year interven-
tion of BA for cognitive, physical, and social activities
versus supportive therapy. Results demonstrated that
BA participants engaged in more cognitive activi-
ties and exhibited less memory decline and greater
functional stability than supportive therapy partici-
pants [549]. In the Brain Health Champion study, our
team demonstrated the efficacy of a low-cost, health-
coaching intervention in older adults with MCI or
mild dementia. Using evidence-based BCTs, includ-
ing MI and BA, the health-coaching intervention
was associated with increased adherence to brain-
healthy behaviors and improved self-reported quality
of life [559]. The results of these studies demonstrate
the promise of employing models of evidence-based
BCTs to encourage the adoption of brain-healthy
behaviors. More research is needed to investigate the
most effective and efficient ways for clinicians to help
patients to implement behavior change, including the
use of mobile health platforms and other innovative
technologies.

CONCLUSION

The converging evidence from epidemiological,
basic science, human proof-of-concept, and avail-
able RCT studies provides a strong justification for
lifestyle-modification and brain-health-promoting
interventions to help prevent and delay cognitive
decline. Table 4 provides a brief summary of lifestyles
and behaviors reviewed in this paper, the main evi-
dence supporting their role in fostering brain health,
and emerging consensus recommendations. The fac-
tors discussed hold promise for decreasing the risk
of cognitive impairment and dementia. Of particular
importance is physical activity, cognitive and social
stimulation, and management of cardiovascular risk
factors.
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Table 3
Behavior change toolbox

Strategy BCT Purpose Implementation

Motivational Interviewing MI Increase willingness to change by eliciting
“change talk” from patients and caregivers.

Use MI questions and interviewing techniques.

Activity Scheduling BA Lower barriers to activation by blocking out
predetermined times for exercise and social
interactions. Create habits by setting up a
consistent schedule of activities.

Suggest use of planners and calendars, online
or in print. Encourage participation in
structured, pre-scheduled activities and
events such as exercise classes, volunteering,
community events.

Activity Monitoring BA Increase accountability by self-monitoring
adherence to recommendations.

Suggest use of food and exercise logs (online
or in print) to track and report activities.

Goal Reappraisal/Updating BA Ensure that goals are manageable and
actionable; deal with failure to meet goals
productively.

Work with patients to update/scale back goals
if goals are not being met.

Skills Training BA Increase ability to change by teaching a
structured skillset to compensate for memory
difficulty or lack of motivation.

Teach methods of systematic goal setting;
suggest referrals to specialists, where
appropriate.

Progressive Rollout BA Make change more manageable by starting
with a single domain and adding education
and goals in new domains in a stepwise/
individualized manner.

Begin by focusing on a single domain and add
additional education/support strategies as
patients progress.

Social Networks BE Increase motivation by adding support from
and friendly competition within peer group.

Suggest use of apps or social media that
encourage communication and competition
within groups. Refer patients or caregivers to
resources, like support groups, that
encourage social engagement.

Commitment Contracts BE Create financial or other incentives for change
by requiring a specific behavior to redeem a
reward.

Generate a specific short-term goal and the
reward, if achieved.

BA, behavioral activation; BCT, behavior change technique; BE, behavioral economics; MI, motivational interviewing.

It is important to acknowledge that none of the
recommendations made in this article have been
definitively proven in the way that some experts insist
is required for evidence-based treatment guidelines.
In fact, as noted in the introduction, “gold-standard”
large-scale RCTs that follow participants over years
to decades may never be conducted for many of these
recommendations.

Thus, these guidelines are best viewed as provi-
sional ones, based on the highest-quality evidence
currently available. In this context, it is worth con-
sidering the negative consequences of being wrong
about specific lifestyle recommendations or medi-
cal interventions that turn out not to reduce the risk
of cognitive decline and dementia. There are poten-
tial opportunity costs associated with following these
guidelines. The time, effort, and resources individuals
devote to following them could be invested in carry-
ing out other activities or making different choices.
Moreover, many of the recommendations involve
putting restrictions on one’s life, for example, reduc-
ing access to certain enjoyable foods, alcohol, or
cigarette smoking, or feeling constrained by having
to wear seat belts and helmets or by having to get
seven or more hours of sleep at night. Additionally,

individuals may be embarrassed by wearing hear-
ing aids or seeking treatment for depression, or may
feel ashamed about being overweight or not exercis-
ing enough. Individuals may also feel uncomfortable
carrying out challenging cognitive activities or doing
aerobic exercise. We recognize the potential costs of
these actions, many of which recapitulate the reasons
why some of our patients do not embrace them.

Of note, even if these lifestyle choices and health-
care efforts do not prove to directly mitigate cognitive
decline or delay dementia, they are often beneficial
for other reasons. For example, management of car-
diovascular risk factors, such as hypertension, DM,
and elevated cholesterol, reduces the chances of suf-
fering from a stroke or myocardial infarction.

Cardio- and cerebrovascular risk can be lowered
by following a heart-healthy diet or participating
in regular physical activity, the latter of which also
diminishes the incidence of falls. Smoking cessa-
tion reduces the risk of heart disease, stroke, and
lung disorders. Adequate sleep has been linked to
improved mood, sense of wellbeing, and cognitive
performance. Use of seat belts and helmets helps
to diminish the severity of traumatic brain injury
due to accidents. Thus, even if the recommendations
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Table 4
Summary of evidence and consensus recommendations for different lifestyle/behavior interventions

Lifestyle/Behavior Main Evidence Consensus Recommendations

Physical activity • Epidemiological: Exercise in mid- and late life is
associated with decreased risk of cognitive decline
and dementia.

• Participate in regular aerobic exercise and resistance
training

• Weekly guidelines:
• 150 min. moderate-intensity or
• 75 min. vigorous-intensity
• Strength training for all muscle groups

• Animals: Exercise yields ↑ BDNF, ↑ VEGF, ↑ IGF-1;
↓ AD pathology

• Humans: Exercise yields ↑ BDNF, ↑ IGF-1; ↓ brain
volume loss, ↓ AD pathology, ↓ cardiovascular risk
factors

• RCTs: Exercise interventions yield improved memory,
executive function, and functional neuroplasticity

Cognitive stimula-
tion/education

• Epidemiological: More years of education is
associated with reduced risk of dementia. Cognitive
activity in mid- and late life is associated with
decreased risk of cognitive decline and dementia.

• Implement public policy to ensure access to high
quality education

• Remain cognitively active throughout life
• Engage in new or challenging activities for the

greatest cognitive benefit• Animals: Cognitive stimulation yields ↑ cognitive
function, ↑ neurogenesis, ↑ synaptogenesis; ↓ AD
pathology

• Humans: Cognitive stimulation yields ↑
neuroplasticity; ↓ brain volume loss, ↓ AD pathology

• RCTs: Cognitive interventions yield improvement in
several cognitive domains and decreased risk of
cognitive decline; Effects are strongest for new and/or
challenging activities

Social engagement • Epidemiological: Low levels of social activity and
small social networks in mid- and late life associated
with increased risk of cognitive decline and dementia.

• Participate in social activities regularly throughout life
• Maintain a large, supportive social network
• Stay in touch with friends and family as often as

possible• Animals: Social isolation yields ↑ inflammatory
mediators, ↑ stress hormones, ↑ AD pathology; ↓
neurogenesis, ↓ BDNF

• Humans:
• Low social interaction: ↑ stress, ↑ inflammation; ↓

sleep
• High social interaction: ↑ brain volume

• RCTs: Social interventions yield improved cognitive
performance and decreased brain volume loss

Heart healthy diet • Epidemiological: MeDi, DASH, and MIND diets are
associated with increased cognitive performance,
decreased rate of cognitive decline, and decreased risk
of cognitive decline and dementia.

• Emphasize consumption of vegetables, fruits, and
antioxidant-rich foods

• Limit refined grains, saturated fat, red and processed
meats, and added sugars

• Consider the Mediterranean, DASH, or MIND diets• Animals: Eating a heart-healthy diet yields ↓
inflammation, ↓ neuronal death

• Humans: Eating a heart-healthy diet yields ↑ total
brain volume; ↓ inflammation, ↓ hippocampal
atrophy, ↓ AD pathology

• RCTs: Heart-healthy diet interventions yield improved
global cognition and executive function

Treat cardiovascular
risk factors
(hypertension)

• Epidemiological: Hypertension in midlife is
associated with increased risk of all-cause dementia
and decreased memory, executive function, and
processing speed.

• Control hypertension through a healthy lifestyle
and/or medication

• Target a systolic blood pressure < 120 mmHg

• Animals: Hypertension yields ↓ cognitive function; ↑
inflammation, ↑oxidative stress, ↑ microhemorrhages
and infarcts, ↑ endothelial dysfunction, ↑ BBB
permeability, ↑ A� accumulation

• Humans: Hypertension yields ↑ neurovascular
dysfunction, ↑ risk of stroke, ↑ white matter changes,
↑ global and regional atrophy, ↑ AD pathology, ↑
BBB permeability

• RCTs: Intensive blood pressure control yields robust
cardiovascular benefits and decreased risk of cognitive
impairment

(Continued)
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Table 4
(Continued)

Lifestyle/Behavior Main Evidence Consensus Recommendations

Treat cardiovascular
risk factors (DM)

• Epidemiological: DM is associated with decreased
cognitive function and increased risk of dementia.

• Adopt healthy lifestyles to prevent DM or delay onset
if possible

• Develop healthcare programs to detect the first signs
of DM and make an early diagnosis

• Promote regular meetings with a doctor to monitor
and manage the disease

• Animal: DM yields ↑ neuroinflammation, ↑ vascular
injury, ↑ brain atrophy, ↑ risk of stroke, ↑ AD
pathology

• Humans: DM yields ↑ inflammation, ↑ global and
regional atrophy, ↑ white matter hyperintensities, ↑
risk of stroke, ↑ risk of depression, ↑ AD pathology;
↓ functional connectivity, ↓ brain glucose metabolism

• RCTs: Glycemic control interventions have not
demonstrated a clear effect on brain health and
cognition

Treat cardiovascular
risk factors
(hyperlipidemia)

• Epidemiological: High cholesterol in midlife is
associated with increased risk of all-cause dementia,
AD, and vascular dementia.

• Follow AHA/ACC guidelines for maintaining healthy
cholesterol and lipid levels

• Aim to keep total cholesterol levels < 170 mg/dL
• Exercise, eat a heart-healthy diet, maintain a healthy

weight, and quit smoking to help lower cholesterol
levels

• Consider use of statins to control hyperlipidemia

• Animals: Hyperlipidemia yields ↑ cardio- and
cerebrovascular damage, ↑ vascular dysfunction, ↑
BBB permeability, ↑ atherosclerosis

• Humans: Hyperlipidemia yields ↑ risk of
cardiovascular disease, ↑ risk of stroke, ↑
atherosclerosis, ↑ BBB impairment, ↑ AD pathology

• RCTs: Interventions using statins to treat
hyperlipidemia do not have a clear effect on brain
health and cognition

Maintain a healthy
weight/counter
metabolic syndrome

• Epidemiological: A high BMI and metabolic
syndrome have been associated with increased risk of
dementia.

• Exercise and eat a healthy diet to maintain a healthy
weight and counter metabolic syndrome

• Aim to keep BMI between 18.5 and 24.9 kg/m2

• Treat components of metabolic syndrome with
medication when appropriate

• Animal: Obesity yields ↑ inflammation, ↑ endothelial
dysfunction

• Human: Obesity yields ↑ inflammation, ↑ endothelial
dysfunction; ↓ brain volume

• RCTs: Weight loss interventions yield improved
cognitive performance

Stop or reduce
smoking

• Epidemiological: Smoking in mid- and late life is
associated with decreased cognitive performance,
increased rate of cognitive decline, and increased risk
of dementia. Quitting or reducing smoking mitigates
increased risk of dementia.

• Quit smoking or limit smoking as much as possible

• Animals: Exposure to cigarette smoke yields ↑
oxidative stress, ↑ proinflammatory cytokines; ↓
cerebral antioxidants

• Humans: Exposure to cigarette smoke yields ↑
oxidative stress, ↑ neuroinflammation, ↑ risk of
stroke, ↑ white matter hyperintensities, ↑ subcortical
atrophy, ↑ AD pathology

• RCTs: Not available
Manage stress and

depression
• Epidemiological: Acute stress is associated with

decreased cognitive performance, and chronic life
stress is associated with increased risk of dementia.
Depression has been linked to decreased cognitive
performance and increased dementia risk, although it
remains unclear if depression is a risk factor,
prodromal symptom, or both.

• Treat depression
• Consider practices like mindfulness or other forms of

meditation to help reduce stress levels

• Animals:
• Stress: ↑ oxidative stress, ↑ hippocampal atrophy, ↑

AD pathology; ↓ BDNF
• Depression: ↑ neuronal death; ↓ BDNF

• Humans:
• Stress: ↑ oxidative stress, ↑ white matter changes, ↑

AD pathology; ↓ total brain volume
• Depression: ↓ hippocampal volume

• RCTs: Stress-reducing practice interventions yield
improved cognitive function
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Table 4
(Continued)

Lifestyle/Behavior Main Evidence Consensus Recommendations

Maintain adequate
sleep

• Epidemiological: Disrupted sleep and sleep disorders
are associated with decreased cognitive performance,
increased rate of cognitive decline, and increased risk
of dementia.

• CDC sleep recommendations:
• Adults under age 65 : 7–9 hours per night
• Adults ages 65 and older: 7-8 hours per night

• Treat sleep-disordered breathing (e.g. OSA) and other
sleep disorders• Animals: Sleep deprivation yields ↑ inflammation, ↑

neuronal death, ↑ brain volume loss, ↑ AD pathology;
↓ neurogenesis

• Humans: Disrupted sleep and sleep disorders yield ↑
inflammation, ↑ cardiovascular comorbidities; ↓
memory consolidation, ↓ amyloid clearance

• RCTs: Treating sleep disorders partially mitigates
negative effects on brain health and dementia risk

Manage hearing and
visual impairments

• Epidemiological: Hearing and vision impairments
undermine daily functioning, increase rate of cognitive
decline, and increase risk of cognitive impairment and
dementia. Correcting sensory impairment may counter
trajectory of cognitive decline.

• Correct hearing or visual impairments with hearing
aids, eyeglasses, or cataract surgery

• Animals: Sensory impairments yield ↓ spatial
memory, ↓ hippocampal plasticity; altered
neurotransmitter receptor expression

• Humans: Sensory impairments yield ↑ rate of atrophy,
↓ total brain volume; Compensatory efforts lead to
depleted cognitive processing resources

• RCTs: Not available
Avoid medications

with anticholinergic
properties

• Epidemiological: Use of strong anticholinergic
medications is associated with decreased cognitive
performance (i.e., memory, executive function, and
visual attention) and increased risk of dementia.

• Avoid medications with anticholinergic properties
when possible

• If anticholinergic medications are necessary, try to
choose ones with a low anticholinergic cognitive
burden• Animal: Exposure to anticholinergic medications

yields ↑ neuroinflammation, ↑ AD pathology
• Humans: Exposure to anticholinergic medications

yields disrupted neural network connectivity
important for memory and learning; ↑ brain atrophy

• RCTs: Interventions aimed at decreasing
anticholinergic burden do not have a clear effect on
brain health and cognition

Limit alcohol use • Epidemiological: U-shaped dementia risk curve,
where mild-moderate alcohol use has a potentially
protective effect; Heavy alcohol use is associated with
highly increased risk of dementia.

• If drinking alcohol, do so within recommended limits
(1–7 drinks/week for women; 1–14 drinks/week for
men)

• Animals: Alcohol exposure yields ↑
neuroinflammation, ↑ AD pathology; ↓ BBB integrity

• Humans: Heavy alcohol use yields ↑ structural and
functional abnormalities, ↑ neuroinflammation, ↑ risk
of cardiovascular disease and stroke; Moderate alcohol
use yields ↓ AD pathology, ↓ cardiovascular risk

• RCTs: Not available
Protect the brain from

physical and toxic
injuries

• Epidemiological: Injury to the brain is associated with
decreased cognitive performance and increased risk of
all-cause dementia.

• Wear a seat belt and bicycle helmet
• Wear protective equipment when working with toxic

materials
• Implement public policy aimed at reducing air

pollution
• Install a carbon monoxide detector at home

• Animals: Injury yields ↑ inflammation, ↑ AD
pathology

• Humans:
• Physical injury yields ↑ inflammation, ↑ AD

pathology, ↑ white matter changes, ↑ brain atrophy;
• Toxic injury yields ↑ inflammation, ↑ AD

pathology, ↑ cardiovascular risk
• RCTs: Not available

ACC, American College of Cardiology; AD, Alzheimer’s disease; AHA, American Heart Association; BBB, blood-brain barrier; BDNF,
brain derived neurotrophic factor; BMI, body mass index; CDC, Centers for Disease Control and Prevention; DASH, Dietary Approaches
to Stop Hypertension; DM, diabetes mellitus; IGF-1, insulin-like growth factor 1; MeDi, Mediterranean diet; MIND, Mediterranean-DASH
Intervention for Neurodegenerative Delay; OSA, obstructive sleep apnea; RCT, randomized controlled trial; VEGF, vascular endothelial
growth factor.
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reviewed in this paper do not directly result in reduced
risk of cognitive deterioration and dementia, there
are other very compelling reasons for providers and
health systems to promulgate them. On balance, we
are comfortable with the risk/benefit profile of this set
of recommendations. However, clinicians will need to
review the data and decide for themselves. Clinicians
are in an optimal position to educate their patients
about available evidence, explain why they favor
certain lifestyle choices, and use behavior-change
techniques to assist patients in achieving their goals.

Given the epidemiological evidence that more than
a third of ADRD cases may be due to modifiable
risk factors, helping individuals make brain-healthy
behavior changes could improve the lives of mil-
lions of older adults around the world and reduce
the social and economic burdens associated with
cognitive decline and dementia. The lifestyles and
behaviors examined in this review are not exhaus-
tive, and ongoing research continues to refine our
understanding of the factors that promote success-
ful cognitive aging. We expect that work in this field
will continue to expand rapidly and anticipate that
our next update will need to be completed in much
less than a decade.
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Kivimäki M, Singh-Manoux A (2017) Physical activity,
cognitive decline, and risk of dementia: 28 year follow-up
of Whitehall II cohort study. BMJ 357, j2709.

[56] Fordyce DE, Wehner JM (1993) Physical activity enhances
spatial learning performance with an associated alteration
in hippocampal protein kinase C activity in C57BL/6 and
DBA/2 mice. Brain Res 619, 111-119.

[57] Churchill JD, Galvez R, Colcombe S, Swain RA, Kramer
AF, Greenough WT (2002) Exercise, experience and the
aging brain. Neurobiol Aging 23, 941-955.

[58] Neeper SA, Gómez-Pinilla F, Choi J, Cotman CW (1996)
Physical activity increases mRNA for brain-derived neu-
rotrophic factor and nerve growth factor in rat brain. Brain
Res 726, 49-56.

[59] Vaynman S, Ying Z, Gomez-Pinilla F (2004) Hippocam-
pal BDNF mediates the efficacy of exercise on synaptic
plasticity and cognition. Eur J Neurosci 20, 2580-2590.

[60] Hillman CH, Erickson KI, Kramer AF (2008) Be smart,
exercise your heart: Exercise effects on brain and cogni-
tion. Nat Rev Neurosci 9, 58-65.

[61] Nichol KE, Poon WW, Parachikova AI, Cribbs DH, Glabe
CG, Cotman CW (2008) Exercise alters the immune
profile in Tg2576 Alzheimer mice toward a response
coincident with improved cognitive performance and
decreased amyloid. J Neuroinflammation 5, 13.

[62] Kim D, Cho J, Kang H (2019) Protective effect of exercise
training against the progression of Alzheimer’s disease in
3xTg-AD mice. Behav Brain Res 374, 112105.

[63] Ohia-Nwoko O, Montazari S, Lau Y-S, Eriksen JL (2014)
Long-term treadmill exercise attenuates tau pathology in
P301S tau transgenic mice. Mol Neurodegener 9, 54.

[64] Sherrington C, Fairhall NJ, Wallbank GK, Tiedemann A,
Michaleff ZA, Howard K, Clemson L, Hopewell S, Lamb
SE (2019) Exercise for preventing falls in older people

living in the community. Cochrane Database Syst Rev,
CD012424.

[65] Cassilhas RC, Viana VAR, Grassmann V, Santos RT, San-
tos RF, Tufik S, Mello MT (2007) The impact of resistance
exercise on the cognitive function of the elderly. Med Sci
Sports Exerc 39, 1401-1407.

[66] Baker LD, Frank LL, Foster-Schubert K, Green PS,
Wilkinson CW, McTiernan A, Cholerton BA, Plymate
SR, Fishel MA, Watson GS, Duncan GE, Mehta PD,
Craft S (2010) Aerobic exercise improves cognition for
older adults with glucose intolerance, a risk factor for
Alzheimer’s disease. J Alzheimers Dis 22, 569-579.

[67] Tsai C-L, Wang C-H, Pan C-Y, Chen F-C (2015) The
effects of long-term resistance exercise on the relationship
between neurocognitive performance and GH, IGF-1, and
homocysteine levels in the elderly. Front Behav Neurosci
9, 23.

[68] Vecchio LM, Meng Y, Xhima K, Lipsman N, Hamani C,
Aubert I (2018) The neuroprotective effects of exercise:
Maintaining a healthy brain throughout aging. Brain Plast
4, 17-52.

[69] Leal G, Bramham CR, Duarte CB (2017) BDNF and hip-
pocampal synaptic plasticity. Vitam Horm 104, 153-195.

[70] de Pins B, Cifuentes-Dı́az C, Farah AT, López-Molina
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C (2002) Improvement of cognitive function by mental
and/or individualized aerobic training in healthy elderly
subjects. Int J Sports Med 23, 415-421.

[91] Antunes HK, De Mello MT, Santos-Galduróz RF, Gal-
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Hahn A, Flöel A (2016) Impact of omega-3 fatty acid sup-
plementation on memory functions in healthy older adults.
J Alzheimers Dis 51, 713-725.

[192] Bo Y, Zhang X, Wang Y, You J, Cui H, Zhu Y, Pang W,
Liu W, Jiang Y, Lu Q (2017) The n-3 polyunsaturated fatty
acids supplementation improved the cognitive function in
the Chinese elderly with mild cognitive impairment: A
double-blind randomized controlled trial. Nutrients 9, 54.

[193] Danthiir V, Hosking DE, Nettelbeck T, Vincent AD, Wil-
son C, O’Callaghan N, Calvaresi E, Clifton P, Wittert
GA (2018) An 18-mo randomized, double-blind, placebo-
controlled trial of DHA-rich fish oil to prevent age-related
cognitive decline in cognitively normal older adults. Am J
Clin Nutr 107, 754-762.

[194] Leckie RL, Lehman DE, Gianaros PJ, Erickson KI,
Sereika SM, Kuan DCH, Manuck SB, Ryan CM, Yao JK,
Muldoon MF (2020) The effects of omega-3 fatty acids on
neuropsychological functioning and brain morphology in
mid-life adults: A randomized clinical trial. Psychol Med
50, 2425-2434.

[195] Devore EE, Kang JH, Breteler MMB, Grodstein F (2012)
Dietary intakes of berries and flavonoids in relation to
cognitive decline. Ann Neurol 72, 135-143.

[196] Akbaraly TN, Singh-Manoux A, Dugravot A, Brunner EJ,
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[225] Muñoz Maniega S, Chappell FM, Valdés Hernández MC,
Armitage PA, Makin SD, Heye AK, Thrippleton MJ,
Sakka E, Shuler K, Dennis MS, Wardlaw JM (2017)
Integrity of normal-appearing white matter: Influence of
age, visible lesion burden and hypertension in patients
with small-vessel disease. J Cereb Blood Flow Metab 37,
644-656.

[226] Sweeney MD, Sagare AP, Zlokovic BV (2018) Blood-
brain barrier breakdown in Alzheimer disease and other
neurodegenerative disorders. Nat Rev Neurol 14, 133-150.

[227] Affleck AJ, Sachdev PS, Stevens J, Halliday GM (2020)
Antihypertensive medications ameliorate Alzheimer’s dis-
ease pathology by slowing its propagation. Alzheimers
Dement 6, e12060.

[228] Williamson JD, Pajewski NM, Auchus AP, Bryan RN,
Chelune G, Cheung AK, Cleveland ML, Coker LH, Crowe
MG, Cushman WC, Cutler JA, Davatzikos C, Desiderio L,
Erus G, Fine LJ, Gaussoin SA, Harris D, Hsieh M-K, John-
son KC, Kimmel PL, Tamura MK, Launer LJ, Lerner AJ,
Lewis CE, Martindale-Adams J, Moy CS, Nasrallah IM,
Nichols LO, Oparil S, Ogrocki PK, Rahman M, Rapp SR,
Reboussin DM, Rocco MV, Sachs BC, Sink KM, Still CH,
Supiano MA, Snyder JK, Wadley VG, Walker J, Weiner
DE, Whelton PK, Wilson VM, Woolard N, Wright JT,
Wright CB (2019) Effect of intensive vs standard blood
pressure control on probable dementia: A randomized clin-
ical trial. JAMA 321, 553-561.

[229] Zhang H, Cui Y, Zhao Y, Dong Y, Duan D, Wang J, Sheng
L, Ji T, Zhou T, Hu W, Chen Y, Sun S, Gong G, Chai Q, Liu
Z (2019) Effects of sartans and low-dose statins on cere-
bral white matter hyperintensities and cognitive function in
older patients with hypertension: A randomized, double-
blind and placebo-controlled clinical trial. Hypertens Res
42, 717-729.

[230] Sink KM, Evans GW, Shorr RI, Bates JT, Berlowitz D,
Conroy MB, Felton DM, Gure T, Johnson KC, Kitzman
D, Lyles MF, Servilla K, Supiano MA, Whittle J, Wiggers
A, Fine LJ (2018) Syncope, hypotension, and falls in the
treatment of hypertension: Results from the randomized
clinical systolic blood pressure intervention trial. J Am
Geriatr Soc 66, 679-686.

[231] Pajewski NM, Berlowitz DR, Bress AP, Callahan KE,
Cheung AK, Fine LJ, Gaussoin SA, Johnson KC, King
J, Kitzman DW, Kostis JB, Lerner AJ, Lewis CE, Oparil
S, Rahman M, Reboussin DM, Rocco MV, Snyder JK,
Still C, Supiano MA, Wadley VG, Whelton PK, Wright
JT, Williamson JD (2020) Intensive vs standard blood
pressure control in adults 80 years or older: A secondary
analysis of the systolic blood pressure intervention trial. J
Am Geriatr Soc 68, 496-504.

[232] SPRINT MIND Investigators for the SPRINT Research
Group, Nasrallah IM, Pajewski NM, Auchus AP, Chelune
G, Cheung AK, Cleveland ML, Coker LH, Crowe MG,
Cushman WC, Cutler JA, Davatzikos C, Desiderio L,



T.J. Krivanek et al. / Promoting Successful Cognitive Aging 909

Doshi J, Erus G, Fine LJ, Gaussoin SA, Harris D, Johnson
KC, Kimmel PL, Kurella Tamura M, Launer LJ, Lerner
AJ, Lewis CE, Martindale-Adams J, Moy CS, Nichols LO,
Oparil S, Ogrocki PK, Rahman M, Rapp SR, Reboussin
DM, Rocco MV, Sachs BC, Sink KM, Still CH, Supiano
MA, Snyder JK, Wadley VG, Walker J, Weiner DE, Whel-
ton PK, Wilson VM, Woolard N, Wright JT, Wright CB,
Williamson JD, Bryan RN (2019) Association of inten-
sive vs standard blood pressure control with cerebral white
matter lesions. JAMA 322, 524-534.

[233] Bosch J, O’Donnell M, Swaminathan B, Lonn EM,
Sharma M, Dagenais G, Diaz R, Khunti K, Lewis BS,
Avezum A, Held C, Keltai M, Reid C, Toff WD, Dans A,
Leiter LA, Sliwa K, Lee SF, Pogue JM, Hart R, Yusuf S,
on behalf of the HOPE-3 Investigators (2019) Effects of
blood pressure and lipid lowering on cognition: Results
from the HOPE-3 study. Neurology 92, e1435-e1446.

[234] Peters R, Beckett N, Forette F, Tuomilehto J, Clarke R,
Ritchie C, Waldman A, Walton I, Poulter R, Ma S, Comsa
M, Burch L, Fletcher A, Bulpitt C, HYVET investigators
(2008) Incident dementia and blood pressure lowering in
the Hypertension in the Very Elderly Trial cognitive func-
tion assessment (HYVET-COG): A double-blind, placebo
controlled trial. Lancet Neurol 7, 683-689.

[235] Warwick J, Falaschetti E, Rockwood K, Mitnitski A, Thijs
L, Beckett N, Bulpitt C, Peters R (2015) No evidence that
frailty modifies the positive impact of antihypertensive
treatment in very elderly people: An investigation of the
impact of frailty upon treatment effect in the HYpertension
in the Very Elderly Trial (HYVET) study, a double-blind,
placebo-controlled study of antihypertensives in people
with hypertension aged 80 and over. BMC Med 13, 78.

[236] Benetos A, Petrovic M, Strandberg T (2019) Hypertension
management in older and frail older patients. Circ Res 124,
1045-1060.

[237] Odden MC, Peralta CA, Berlowitz DR, Johnson KC, Whit-
tle J, Kitzman DW, Beddhu S, Nord JW, Papademetriou
V, Williamson JD, Pajewski NM, Systolic Blood Pres-
sure Intervention Trial (SPRINT) Research Group (2017)
Effect of intensive blood pressure control on gait speed
and mobility limitation in adults 75 years or older: A
randomized clinical trial. JAMA Intern Med 177, 500-507.

[238] McCrimmon RJ, Ryan CM, Frier BM (2012) Diabetes and
cognitive dysfunction. Lancet 379, 2291-2299.

[239] Smith MA, Else JE, Paul L, Foster JK, Walker M, Wesnes
KA, Riby LM (2014) Functional living in older adults
with type 2 diabetes: Executive functioning, dual task per-
formance, and the impact on postural stability and motor
control. J Aging Health 26, 841-859.

[240] Palta P, Carlson MC, Crum RM, Colantuoni E, Sharrett
AR, Yasar S, Nahin RL, DeKosky ST, Snitz B, Lopez O,
Williamson JD, Furberg CD, Rapp SR, Golden SH (2017)
Diabetes and cognitive decline in older adults: The Ginkgo
Evaluation of Memory Study. J Gerontol A Biol Sci Med
Sci 73, 123-130.

[241] Ott A, Stolk RP, van Harskamp F, Pols HA, Hofman
A, Breteler MM (1999) Diabetes mellitus and the risk
of dementia: The Rotterdam Study. Neurology 53, 1937-
1942.

[242] Fan Y-C, Hsu J-L, Tung H-Y, Chou C-C, Bai C-H (2017)
Increased dementia risk predominantly in diabetes mel-
litus rather than in hypertension or hyperlipidemia: A
population-based cohort study. Alzheimers Res Ther 9, 7.

[243] Frison E, Dufouil C, Helmer C, Berr C, Auriacombe
S, Chêne G (2019) Diabetes-associated dementia risk

and competing risk of death in the Three-City Study. J
Alzheimers Dis 71, 1339-1350.

[244] Xue M, Xu W, Ou Y-N, Cao X-P, Tan M-S, Tan L,
Yu J-T (2019) Diabetes mellitus and risks of cognitive
impairment and dementia: A systematic review and meta-
analysis of 144 prospective studies. Ageing Res Rev 55,
100944.

[245] Zhang J, Chen C, Hua S, Liao H, Wang M, Xiong Y, Cao
F (2017) An updated meta-analysis of cohort studies: Dia-
betes and risk of Alzheimer’s disease. Diabetes Res Clin
Pract 124, 41-47.

[246] Lee JH, Choi Y, Jun C, Hong YS, Cho HB, Kim JE, Lyoo
IK (2014) Neurocognitive changes and their neural corre-
lates in patients with type 2 diabetes mellitus. Endocrinol
Metab 29, 112-121.

[247] Byrn MA, Adams W, Penckofer S, Emanuele MA (2019)
Vitamin D supplementation and cognition in people with
type 2 diabetes: A randomized control trial. J Diabetes Res
2019, 5696391.

[248] Sims-Robinson C, Kim B, Rosko A, Feldman EL (2010)
How does diabetes accelerate Alzheimer disease pathol-
ogy? Nat Rev Neurol 6, 551-559.

[249] Zhao X, Han Q, Lv Y, Sun L, Gang X, Wang G (2017)
Biomarkers for cognitive decline in patients with diabetes
mellitus: Evidence from clinical studies. Oncotarget 9,
7710-7726.

[250] Biessels GJ, Despa F (2018) Cognitive decline and
dementia in diabetes mellitus: Mechanisms and clinical
implications. Nat Rev Endocrinol 14, 591-604.

[251] Tan ZS, Beiser AS, Fox CS, Au R, Himali JJ, Debette S,
Decarli C, Vasan RS, Wolf PA, Seshadri S (2011) Asso-
ciation of metabolic dysregulation with volumetric brain
magnetic resonance imaging and cognitive markers of
subclinical brain aging in middle-aged adults: The Fram-
ingham Offspring Study. Diabetes Care 34, 1766-1770.

[252] Yaffe K, Falvey C, Hamilton N, Schwartz AV, Simonsick
EM, Satterfield S, Cauley JA, Rosano C, Launer LJ, Strot-
meyer ES, Harris TB (2012) Diabetes, glucose control,
and 9-year cognitive decline among older adults without
dementia. Arch Neurol 69, 1170-1175.

[253] Lacy ME, Gilsanz P, Karter AJ, Quesenberry CP, Pletcher
MJ, Whitmer RA (2018) Long-term glycemic control and
dementia risk in type 1 diabetes. Diabetes Care 41, 2339-
2345.

[254] Lehtisalo J, Lindström J, Ngandu T, Kivipelto M,
Ahtiluoto S, Ilanne-Parikka P, Keinänen-Kiukaanniemi
S, Eriksson JG, Uusitupa M, Tuomilehto J, Luchsinger
JA, Finnish Diabetes Prevention Study (DPS) (2016) Dia-
betes, glycaemia, and cognition-a secondary analysis of
the Finnish Diabetes Prevention Study. Diabetes Metab
Res Rev 32, 102-110.

[255] Launer LJ, Miller ME, Williamson JD, Lazar RM, Ger-
stein HC, Murray AM, Sullivan M, Horowitz KR, Ding
J, Marcovina S, Lovato LC, Lovato J, Margolis KL,
O’Connor P, Lipkin EW, Hirsch J, Coker L, Maldjian
J, Sunshine JL, Truwit C, Davatzikos C, Bryan RN,
ACCORD MIND investigators (2011) Effects of intensive
glucose lowering on brain structure and function in peo-
ple with type 2 diabetes (ACCORD MIND): A randomised
open-label substudy. Lancet Neurol 10, 969-977.

[256] Cukierman-Yaffe T, Bosch J, Diaz R, Dyal L, Hancu
N, Hildebrandt P, Lanas F, Lewis BS, Marre M, Yale J-
F, Yusuf S, Gerstein HC, ORIGIN Investigators (2014)
Effects of basal insulin glargine and omega-3 fatty acid
on cognitive decline and probable cognitive impairment



910 T.J. Krivanek et al. / Promoting Successful Cognitive Aging

in people with dysglycaemia: A substudy of the ORIGIN
trial. Lancet Diabetes Endocrinol 2, 562-572.

[257] Luchsinger JA, Perez T, Chang H, Mehta P, Steffener J,
Pradabhan G, Ichise M, Manly J, Devanand DP, Bagiella E
(2016) Metformin in amnestic mild cognitive impairment:
Results of a pilot randomized placebo controlled clinical
trial. J Alzheimers Dis 51, 501-514.

[258] Biessels GJ, Verhagen C, Janssen J, van den Berg
E, Zinman B, Rosenstock J, George JT, Passera A,
Schnaidt S, Johansen OE, CARMELINA Investigators
(2019) Effect of linagliptin on cognitive performance in
patients with type 2 diabetes and cardiorenal comorbidi-
ties: The CARMELINA Randomized Trial. Diabetes Care
42, 1930-1938.

[259] Grundy SM, Stone NJ, Bailey AL, Beam C, Birtcher
KK, Blumenthal RS, Braun LT, de Ferranti S, Faiella-
Tommasino J, Forman DE, Goldberg R, Heidenreich PA,
Hlatky MA, Jones DW, Lloyd-Jones D, Lopez-Pajares N,
Ndumele CE, Orringer CE, Peralta CA, Saseen JJ, Smith
SC, Sperling L, Virani SS, Yeboah J (2019) 2018 AHA/
ACC/AACVPR/AAPA/ABC/ACPM/ADA/AGS/APhA/
ASPC/NLA/PCNA Guideline on the Management of
Blood Cholesterol: A Report of the American College
of Cardiology/American Heart Association Task Force
on Clinical Practice Guidelines. Circulation 139,
e1082-e1143.

[260] Anstey KJ, Lipnicki DM, Low L-F (2008) Cholesterol as
a risk factor for dementia and cognitive decline: A system-
atic review of prospective studies with meta-analysis. Am
J Geriatr Psychiatry 16, 343-354.

[261] Solomon A, Kivipelto M, Wolozin B, Zhou J, Whitmer
RA (2009) Midlife serum cholesterol and increased risk
of Alzheimer’s and vascular dementia three decades later.
Dement Geriatr Cogn Disord 28, 75-80.

[262] Anstey KJ, Ashby-Mitchell K, Peters R (2017) Updating
the evidence on the association between serum cholesterol
and risk of late-life dementia: Review and meta-analysis.
J Alzheimers Dis 56, 215-228.

[263] Mielke MM, Zandi PP, Shao H, Waern M, Östling S, Guo
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Vellas B, MAPT Study Group (2017) Effect of long-term
omega 3 polyunsaturated fatty acid supplementation with
or without multidomain intervention on cognitive func-
tion in elderly adults with memory complaints (MAPT):
A randomised, placebo-controlled trial. Lancet Neurol 16,
377-389.

[534] Yu J-T, Xu W, Tan C-C, Andrieu S, Suckling J, Evan-
gelou E, Pan A, Zhang C, Jia J, Feng L, Kua E-H, Wang
Y-J, Wang H-F, Tan M-S, Li J-Q, Hou X-H, Wan Y,
Tan L, Mok V, Tan L, Dong Q, Touchon J, Gauthier S,
Aisen PS, Vellas B (2020) Evidence-based prevention of
Alzheimer’s disease: Systematic review and meta-analysis
of 243 observational prospective studies and 153 ran-
domised controlled trials. J Neurol Neurosurg Psychiatry
91, 1201-1209.

[535] WWFINGERS, US-POINTER, http://wwfingers.com/us-
finger/, Accessed on 23 July 2020.

[536] Rosenberg A, Mangialasche F, Ngandu T, Solomon A,
Kivipelto M (2020) Multidomain interventions to prevent
cognitive impairment, Alzheimer’s disease, and demen-
tia: From FINGER to World-Wide FINGERS. J Prev
Alzheimers Dis 7, 29-36.

[537] Michie S, Richardson M, Johnston M, Abraham C, Fran-
cis J, Hardeman W, Eccles MP, Cane J, Wood CE (2013)
The behavior change technique taxonomy (v1) of 93 hier-
archically clustered techniques: Building an international
consensus for the reporting of behavior change interven-
tions. Ann Behav Med 46, 81-95.

[538] Moyers TB (2014) The relationship in motivational inter-
viewing. Psychotherapy 51, 358-363.

[539] Rollnick S, Mason P, Butler C (1999) Health behavior
change: A guide for practitioners, Churchill Livingstone,
Edinburgh.

[540] Miller W, Rollnick S (2013) Motivational interviewing:
Helping people change, Guilford Press, New York, NY.

[541] Lindson N, Thompson TP, Ferrey A, Lambert JD, Aveyard
P (2019) Motivational interviewing for smoking cessation.
Cochrane Database Syst Rev 7, CD006936.

[542] D’Onofrio G, Pantalon MV, Degutis LC, Fiellin DA,
O’Connor PG (2005) Development and implementation
of an emergency practitioner-performed brief interven-
tion for hazardous and harmful drinkers in the emergency
department. Acad Emerg Med 12, 249-256.

[543] O’Halloran PD, Blackstock F, Shields N, Holland A, Iles
R, Kingsley M, Bernhardt J, Lannin N, Morris ME, Taylor
NF (2014) Motivational interviewing to increase physi-
cal activity in people with chronic health conditions: A
systematic review and meta-analysis. Clin Rehabil 28,
1159-1171.

[544] Olson R, Wipfli B, Thompson SV, Elliot DL, Anger WK,
Bodner T, Hammer LB, Perrin NA (2016) Weight control
intervention for truck drivers: The SHIFT Randomized

http://wwfingers.com/us-finger/


920 T.J. Krivanek et al. / Promoting Successful Cognitive Aging

Controlled Trial, United States. Am J Public Health 106,
1698-1706.

[545] Barnes RD, Barber J (2017) Preliminary examination of
metabolic syndrome response to motivational interview-
ing for weight loss as compared to an attentional control
and usual care in primary care for individuals with and
without binge-eating disorder. Eat Behav 26, 108-113.
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