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Abstract
Public health initiatives aim to improve health outcomes for populations by pre-
venting disease and ill- health consequences of environmental hazards and nat-
ural or human- made disasters. Whilst public health  initiatives have been used 
successfully  to modify behaviours  for chronic diseases, many  initiatives  target-
ing reduced dementia risk in older adults suffer from conceptual and statistical 
flaws that greatly limit their usefulness. The limited success in modifying lifestyle 
dementia risk factors has led us to fall short in building a successful roadmap to 
dementia risk reduction. Here we argue for adopting a population- level, holistic 
approach to dementia risk reduction strategies across the lifespan. This approach 
is supplemented by 10 strategies that focus on improving social policies, harness-
ing  existing  policy,  legislature  and  incentive  schemes,  and  identifying  feasible 
approaches to increase recreational and transport- related physical activity to cre-
ating best practice health care that supports healthy brain ageing for all.
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1   |   INTRODUCTION

Preventative  health  is  a  critical  element  of  national  de-
mentia strategic health planning.1 With the prevalence of 
dementia projected on current trends to reach 152 million 
people by 2050 and the cost of dementia care set to out-
strip any other health condition, it is timely that dementia 
takes its place in national preventative health planning.2 
In  2017,  the  World  Health  Organisation  presented  their 
dementia  global  action  plan  and  risk  reduction  guide-
lines.3 In 2018, the United Kingdom introduced dementia 
risk as a part of the NHS Health Check programme, with 
GPs now able  to discuss with patients how  they can  re-
duce  their  dementia  risk,  which  is  a  promising  start.  In 
2019,  Australia  commenced  producing  evidence- based 
guidelines  targeting  better  dementia  care  and  dementia 
prevention  with  resources  on  communication  and  diag-
nosis  readily  available  for  primary- care  stakeholders.4 
However,  further efforts  in  implementing dementia  risk 
reduction in national health programs in many countries 
is still underway.5,6

This  lack  of  attention  may  be  due  to  the  perceptions 
that  (i)  dementia  is  seen  as  an  aged  care  rather  than  a 
chronic health  issue, (ii) dementia  is a non- curable con-
dition where nothing can be done, and (iii) the need from 
the  general  public  to  be  informed  about  a  brain- healthy 
lifestyle  is  not  expediated.7  Indeed,  while  most  govern-
ment  expenditure  on  dementia  justly  relates  to  the  care 
of people with dementia, there is limited recognition that 
prevention may play an important role in reducing the es-
calating costs of this major disease in the future.7

In  this  article,  we  outline  five  common  problems  as-
sociated with adopting healthy brain  lifestyles on a pop-
ulation  level.  We  use  examples  from  different  countries 
and suggest possible strategies based on health- care sys-
tems and implementation science principles to target im-
provements across the life course. Our core argument for 
prompting  better  outcomes  relies  on  changes  operating 
beyond  individual  control  and  focussing  more  on  wider 
societal and policy changes.

2   |   BEHAVIOUR CHANGE 
INTERVENTIONS TARGETING 
BETTER BRAIN HEALTH MAY 
WORK

The Lancet Commission's work on Dementia Prevention, 
Intervention,  and  Care  highlighted  14  modifiable  de-
mentia  risk  factors2,8  and  suggests  that  higher  levels  of 
education  (early life),  absence  of  hypertension,  periph-
eral  hearing  loss  or  obesity  and  avoidance  of  excessive 
alcohol  consumption  (>21  units/week)  or  head  injuries 

are  protective  factors  against  dementia  during mid- life. 
Smoking,  poor  mental  health,  diabetes,  air  pollution, 
physical inactivity and lack of social engagement are risk 
factors  for  the  onset  of  dementia  in later life.2,8  While 
evidence has been inconclusive in establishing a link be-
tween a  single biopsychosocial  risk  factor and dementia 
prevalence, the general consensus is that optimising pro-
tective and modifying behaviours throughout the lifespan 
may have an impact in reducing dementia prevalence, the 
associated burden of care, and costs in years to come.2,8

Experimental  studies  aimed  at  addressing  modifi-
able  dementia  risk  factors  include  the  Finnish  Geriatric 
Intervention Study to Prevent Cognitive Impairment and 
Disability  (FINGER),9  which  was  a  large- scale  multi- 
domain  lifestyle  intervention  study  that  harnessed  goal 
setting  and  monitoring  within  individually  tailored  pro-
grams  for  physical  exercise,  dietary  counselling,  cardio-
vascular risk management, cognitive training, and social 
support in group discussions about lifestyle changes to im-
prove brain health. Despite finding modest improvements 
in cognition composite scores in research participants, the 
FINGER study was a very resource- intensive intervention, 
expensive to deliver and unlikely to be implemented on a 
large scale.9

Other prominent intervention trials targeting multiple 
risk  factors  have  been  less  successful. The  Multidomain 
Alzheimer  Preventive Trial  (MAPT  study)  in  France  ap-
plied  cognitive  training,  counselling  on  nutrition  and 
facilitated  small  group  training,  but  found  no  improve-
ment  in  cognition  composite  scores.  The  Prevention  of 
Dementia by Intensive Vascular care (preDIVA study) in 

Policy Impact
Dementia  is  the  greatest  cause  of  disability  in 
older Australians, with significant individual, so-
cietal, economical and health- care  impacts. This 
paper provides a brief overview of existing public 
health  initiatives  targeting  dementia  prevention, 
and  argues  that  a  complex,  multi- faceted,  socio- 
technical approach supported by the fiscal policy 
is required for translational change.

Practice Impact
This  paper  explores  the  topic  of  dementia  pre-
vention,  and  existing  innovative  interventions 
targeting  awareness  of  dementia  risk  factors 
and reducing dementia risk. It builds on current 
knowledge  by  reframing  existing  theory  and  ex-
perimental  studies  to  further  apply  effective  ini-
tiatives that can work.
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the Netherlands, which used nurse- led advice on health 
behaviours targeting vascular risk factors, found no over-
all change in dementia incidence but a subgroup effect in 
participants  with  untreated  or  sub- optimally  treated  hy-
pertension.10  Whilst  the  behavioural  science  behind  the 
selection of these study interventions is not immediately 
apparent,  these large- scale studies have put on track the 
conversation and emphasis  towards current applications 
of  dementia  prevention  in  a  short  timeframe.  Indeed, 
within Australia, there are several multidomain interven-
tions currently underway (e.g., Body Brain Life,11 Maintain 
Your Brain,12 Better Brains,13 Brain Bootcamp14).

Improving  the  implementation  of  evidence- based 
practice  and  public  health  depends  on  effective  be-
haviour  change.15  Behaviour  change  interventions, 
broadly  defined  as  organised  sets  of  activities  designed 
to  modify  specified  behaviour  patterns,  are  fundamen-
tal  to  effective  public  health  practice  (for  example,  the 
Australian Government's  ‘Slip Slop Slap’  scheme,16 and 
the  UK  Government's  ‘Change4Life’  programme15). 
Despite  the  attraction,  there  are  challenges  underpin-
ning the evidence base, as health problems have complex 
determinants, systems- level changes to determinants of 
health often require years to implement and changing in-
dividual behaviours with public health programs is con-
tingent on multiple factors.15,17 In general, public health 
interventions  targeting  dementia  risk  reduction  should 
be underpinned by a model of behaviour and the factors 
that  influence  it. This  firstly requires an understanding 
of  what  people  already  know  about  dementia  and  the 
preventative risk factors18 before developing an interven-
tion guided by theory.

Public  health  campaigns  utilising  behaviour  change 
techniques  (BCTs)  are  often  effective  in  addressing  risk 
factors  for chronic health conditions and may have con-
tributed  to  declining  dementia  prevalence  over  the  past 
decades  in  some  high- income  countries,19  but  has  not 
always  been  well  chosen  and  operationalised  to  address 
dementia prevention. Awareness campaigns in Japan, the 
United  Kingdom,  and  more  recently  in  the  Netherlands 
and Belgium have all sought to raise the understanding of 
dementia through education.20 In the UK, mass media has 
been  used  to  increase  awareness  and  normalise  demen-
tia, and in the Netherlands a health promotion campaign 
used both mass media techniques and a neighbourhood- 
focussed approach to increase awareness about dementia 
risk reduction in middle- aged community- dwelling indi-
viduals.21  The  health  promotion  campaign  also  adopted 
a mobile application allowing participants to complete a 
survey to identify their personalised dementia risk profile 
to motivate behaviour change.21 In Australia, “Your Brain 
Matters” and “Mind Your Mind” campaigns have further 
highlighted  the  role  of  social  marketing  to  bring  about 

community awareness of dementia risk; however, they did 
not continue beyond the funding period.

Challenges  that  have  arisen  in  previous  campaigns 
include  not  effectively  targeting  the  ‘at- risk’  popula-
tion,  using  ineffective  BCTs  or  using  BCTs  ineffectively, 
or  misunderstanding  the  public's  awareness  and  infor-
mation  about  health  consequences.8,9  Critically,  earlier 
campaigns  typically  use  a  limited  number  of  behaviour 
change  techniques  (out  of  93  possible  techniques),  and, 
whilst communication or marketing is one possible policy 
category,  to  fully  utilise  BCTs  effectively,  recommended 
structural  enablers  of  healthy  behaviour  such  as  system 
level changes through policy, legislation, and taxation are 
required.3

3   |   TARGETED STEPS

Adopting system- level changes presents many challenges, 
and  the  common  reasons  for  these  are  highlighted  in 
Table  1.  A  feasible  approach  is  to  implement  a  targeted 
dementia  prevention  intervention,  supported  by  achiev-
able  fiscal  changes,  to  successfully  reduce  dementia 
risk across  the age span. Achieving  these objectives will 
initially  require  measuring  population  dementia  risk, 
evaluating  outcomes  of  specific  BCTs  and  a  plan  for  a 
wide- scale  population- level  implementation.2  Although 
dementia  prevention  recommendations  have  been  re-
cently described,5 our strategies target reduced dementia 
risk  on  a  population  level  and  are  intended  for  changes 
to  the  health- care  system  (see  Figure  1).  The  strategies 
are  further  predicated  on  the  recognition  that  there  is  a 
societal responsibility to act and will require the involve-
ment of governments, the private sector, researchers, and 
communities to implement. Our highlighted suggestions 
are  based  on  effective  system- level  behaviour  changes 
that  can  promote  healthy  behaviour  and  are  further  de-
scribed according to three main categories. In light of an 

T A B L E  1   Five common problems associated with adopting 
healthy brain lifestyles on a population level

1. People (including health- care professionals) generally are not 
aware of what the risk factors for dementia are21,23

2. People want to change their behaviours but lack support 
for their motivations (e.g., being in an obesogenic 
environment)24

3. Behaviour change interventions are poorly understood and 
not developed systematically by researchers and suffer from 
poor evaluation and minimal translation24

4. The health issue is misunderstood and neglected at a policy 
level25

5. Insufficient guidance provided to Governments on how to 
approach the issue25
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environment that is limited in resources, these categories 
are provided in order, whereby implementation of the first 
category  is  likely  to  result  in  faster  and  more  impactful 
change.

I) Adopting a population health approach to dementia16: 
There is a clear need to invest in research targeting preven-
tion, early intervention and treatment of dementia. Whilst 
implementation of innovative mass media campaigns on 
dementia  risk  is a  sensible approach,  the effective  fram-
ing of healthy brain ageing  through healthy eating and/
or physical activity messaging for parents and children, as 
well as specific messages for vulnerable groups and com-
munities  or  other  groups  experiencing  disproportionate 
harm is key.

At the very core, interventions need to utilise evidence- 
based BCTs to reduce dementia risk and involve hard- to- 
reach  groups  (e.g.,  individuals  with  low  health  literacy, 
low SES, poor literacy) in the development of initiatives, 
as well as targeting middle- aged individuals (40– 75 years).

II) Building community capacity to optimise self- 
management of risk factors2,3:  Initiatives  should  use 

structural  enablers  such  as  policy,  legislation,  and  taxa-
tion to promote healthy behaviour. For better diet, subsi-
dising healthy foods, taxation of unhealthy foods (i.e., less 
nutritional value and are high in fat, sugar, and calories) 
alongside policy changes  to regulate pricing of  food and 
improving  food  security  for  at  risk- populations  will  re-
duce  economic  barriers  to  health  eating.3  For  increased 
cognitive activity, better and equal access to education for 
all individuals is also crucial, especially for low socioeco-
nomic families and individuals residing in rural locations. 
Adopting a system approach, family- as- coach, educational 
programs in secondary school age will lead to more accu-
rate health beliefs and knowledge, and thus to better life-
style  choices. Furthermore,  the  stimulation of work can 
potentially have positive effects for cognitive health, and 
considerations  around  the  retirement  age  or  increasing 
opportunities for retired adults to keep cognitively active 
through  community  and  social  programs  could  further 
delay the onset of dementia.

To target better physical activity, adopting urban plan-
ning strategies (e.g., increase bicycle paths, footpaths, and 

F I G U R E  1  Three main approaches to achieving lower dementia risk reduction in older adults are presented. Purple represents adopting 
a population health approach, blue represents strategies towards building community capacity, and green represents how to integrate 
dementia prevention strategies and knowledge into existing public health behaviour change initiatives.
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covered landscapes) as well as additional contributions to 
subsidised or free public transport for older adults can facil-
itate access to public facilities such as senior parks, swim-
ming pools, and sporting equipment, which can encourage 
physical activity.3 Activity- based programs that support de-
sired behaviours for older adults should also be provided.

As  behavioural  risk  factors  are  influenced  by  social 
determinants  of  health,  supporting  health- care  system 
changes  to  facilitate  integrated  multi- disciplinary  pre-
vention  and  care  across  services,  settings,  and  sectors  is 
needed. Governments should support and educate the fu-
ture and existing health workforce to engage target groups 
on risk factors through education and curriculum of medi-
cine, health science, psychology and paramedics. We need 
to take an integrated healthcare approach by building part-
nerships between healthcare services in the public, private, 
and  community  sectors  to  facilitate  a  greater  support  of 
healthcare  initiatives and choice  for consumers accessing 
care. At the very basic level this approach should include 
communicating  interventions  to decision- makers and  the 
public. At the next level, measuring public health campaign 
reach, increases in referrals and real- time monitoring and 
feedback about what works is absolutely paramount. The 
continual support  through ongoing  funding and resource 
commitments to successful programs is also necessary.

III) Integrate dementia prevention strategies and 
knowledge into existing public health behaviour change 
initiatives3,6: The majority of the Australian public rec-
ognise  the  symptoms of dementia and believe  that de-
mentia risk can be reduced. However, most are unaware 
of  the  association  between  dementia  risk  and  cardio-
vascular  factors.18  We  need  to  leverage  existing  public 
awareness  of  chronic  disease  risk  factors,  reduce  the 
duplication  of  existing  programs  targeting  the  same 
lifestyle  behaviours  and  join  forces  with  cardiovascu-
lar  disease  and  stroke  prevention  programs  to  address 
same risk factors. Such an approach will  improve cost- 
effectiveness of public health interventions by address-
ing risk factors for multiple stakeholders.

Connecting  primary  care  stakeholders  (e.g.,  general 
practitioners) to promote awareness of dementia risk fac-
tors  for patients  is vital. Actions could  involve  including 
dementia risk assessment within primary care by making 
it  a  part  of  the  incentives  scheme  and  employing  social 
prescribed practices to help improve patients’ health and 
well- being.

3.1  |  Ongoing evaluation of progress 
remains key

The extent  to which a multi- faceted approach envisaged 
here has achieved  its potential, both  in  terms of process 

outcomes (e.g., whether newly and more widely applied 
preventive services have been used) and in terms of meas-
urable,  cost- effective  health  improvement,  is  essential. 
Once the approach is determined efficacious, the next step 
is to address how the strategy can be effectively integrated 
into real- world public health and clinical service systems. 
Implementation science will be required to untangle any 
complex,  multiple  evidence- based  intervention,  identify 
strategies to encourage the provision and use of effective 
initiatives, promote the integration of evidence into policy 
and program decisions with the goal of adapting interven-
tions to a range of diverse populations and settings, and 
identify approaches  for  scaling up effective  initiatives  to 
improve its delivery.22

4   |   CONCLUSIONS

Reducing dementia risk in middle- aged and older adults 
will  inevitably  be  a  complex,  multi- faceted,  socio- 
technical  intervention  that  requires  careful  attention 
to  design,  implementation,  and  evaluation.  Behaviour 
change interventions, whilst producing favourable out-
comes in other public health areas, are complex and re-
quire many features in order to be successful and adhere 
fidelity. Public health initiatives to reduce dementia risk 
in  adults  require  a  greater  understanding  of  the  per-
sonal,  environmental,  cultural,  and  political  determi-
nants that  influence health, and we still have a way to 
go. However, we are now in a unique position to lever-
age international research strengths and enhance part-
nerships between government, community, and private 
sector groups to deliver effective dementia mitigation in 
the future.
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