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Dementia Epidemiology in Canada
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From Alzheimer Society of Canada (2022).

2030 (=21 cases every hour)

Alzheimer Society of Canada (2022). Navigating the path forward for Dementia in Canada



Why Is Dementia on the rise?
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Multifactorial Etiology of Dementia

« A multifactorial condition involving multiple non-modifiable and modifiable risk factors
throughout the lifespan
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. Adapted from: Nature Reviews Neurology. 2018;14:653-666
Nature Reviews Neurology. 2018: 14:653-666 P gy



The Lancet Commissions I ——
Dementia prevention, intervention, and care: 2020 report of

the Lancet Commission

Gill Livingston, Jonathan Huntley, Andrew Sommerlad, David Ames, Clive Ballard, Sube Banerjee, Carol Brayne, Alistair Burns,
Jiska Cohen-Mansfield, Claudia Cooper, Sergi G Costafreda, Amit Dias, Nick Fox, Laura N Gitlin, Robert Howard, Helen C Kales, Mika Kivimiiki,

Eric B Larson, Adesola Ogunniyi, Vasiliki Orgeta, Karen Ritchie, Kenneth Rockwood, Elizabeth L Sampson, Quincy Samus, Lon S Schneider,
Geir Selbak, Linda Teri, Naaheed Mukadam

Percentage reduction in dementia prevalence
if this risk factor is eliminated

Over 40% of dementia cases worldwide can
be prevented by modifying 12 risk factors
throughout the lifespan

Figure 7: Population attributable fraction of potentially modifiable risk factors for dementia

Livingston et al. Lancet. 2020; 396: 413-46. Life-course model of dementia preventlon



Can CHANGES in these RISK FACTORS
PREVENT or REDUCE dementia risk?



We can learn from a century of progress in
Cardiovascular Disease Prevention



Lifestyle Changes Explained

Deaths (per 100,000 people)
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Nearly HALF of enormous reductions in heart disease &stroke mortality,
while the remaining 20-50% was explained by medical and surgical treatments

Ford et al. N Engl J Med. 2007; 356:2388-2398.



Although prevalence and incidence are expected to
increase due to growing number of older adults,

« Age-specific prevalence reported stable or declining in high income countries

« Age-specific incidence are declining in high income countries

Age-standardised prevalence of dementia
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Figure 2: Estimated trends in the global age-standardised dementia prevalence (A) and all-age number of cases (B), with 95% uncertainty intervals, 2019-50
GBD=Global Burden of Diseases, Injuries, and Risk Factors Study.

GBD 2019 Dementia Forecasting Collaborators. Lancet Public Health. 2022; 7:€105-125. Mukadam et al. Lancet Public Health. 2024; 9:e443-460. Wu et al. Nat Rev Neurol. 2017; 13: 327-339.



Since 2020 Lancet Commission Report,

« Similar studies have been conducted in other countries (including Brazil, US, India, China) to
identify country-specific risk factor profiles and the preventable burden of dementia associated
with risk factors

« The impact of modifiable risk factors differed across the world, but it hasn’t been done in Canada.
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How is the preventable burden of dementia
due to risk factor estimated?

Population Attributable Fraction (PAF)
« Epidemiological measure widely used to assess the public health impact of risk factors in population.

» Indicates the proportion of dementia in the population that would be removed it the exposure/risk
factor (i.e. physical inactivity) was eliminated.

 Initially developed to estimate the burden of lung cancer due to smoking.

Pexp (RRexp—l)
[1 o Pexp(RRexp o 1)]

Pexp: Prevalence of the exposure

PAF =

RRexp: risk ratio of exposure

Greater PAF = Greater contribution to outcome, greater prevention potential

Mansournia. BMJ. 2018;360:k757.



Emerging risk factor — Sleep disturbance
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Figure 7: Population attributable fraction of potentially modifiable risk factors for dementia




Emerging Multidomain Lifestyle Intervention Trials

A 2 year multidomain intervention of diet, exercise, cognitive
training, and vascular risk monitoring versus control to
prevent cognitive decline in at-risk elderly people (FINGER):

Effect of long-term omega 3 olyunsaturated fatty acid supplementation

with or without multidomain intervention on cognitive function in elderly
adults with memory complaints (MAPT): a randomised, placebo-

LICEERIEN Etfectiveness of a 6-year multidomain vascular care
Around world intervention to prevent dementia (preDIVA):
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Intervention Study Design Choice

Standardly Tailored Design

Control Intervention A+B

« Randomize people with 1+ risk factor
to intervention or control groups

* Objective is to lower number of risk
factors AND level of cognitive
Impairment in Intervention group

« Does not permit inferences about
specific combinations or interaction
effects (synergistic)

Montero-Odasso & Speechley et al. Alzheimer’s Research & Therapy. 2022; 14:94

2x2 Factorial Trial Design

Control Intervention A only Intervention B only  Intervention A+B

« Randomize people with 2 risk factors (A and B) to 4 groups

* If there is a strong interaction:

* Modifying A will reduce its main effect on outcome
AND its interaction effect with B

* Question: Which 2 risk factors should we start with?



Gaps in the Literature

» The distribution of risk factors differs across individuals and populations and risk factors can
also cluster in individuals.

 Little is known about the dementia risk factor profile within our population.
* The potential population impact of sleep disturbance is unknown.

» The most effective combination of risk factors to target is still in question.




Study Objective

« To estimate the preventable burden of dementia related to the
modifiable risk factors in Canada

 To explore which combinations of modifiable risk factors have
the highest prevalence and strongest association with
cognitive change in middle-aged and older adults in Canada




* To estimate the prevalence and potential population

Impact of 12 modifiable risk factors including sleep
disturbance

StUdy 1 » To assess how the prevalence and potential population
Impact differ across sex and age groups

« To compare the prevalence and potential population
Impact with other countries



Canadian Longitudinal Study on Aging

« A large national longitudinal study following 51,388 men and women, who were aged

between 45 and 85 when recruited, for at least 20 years
 Participants were recruited from all 10 Canadian provinces.

» Baseline data from the Comprehensive cohort

0=

2011 2015 2018 2021 2024 20 years
—4 FOLLOW UP EVERY 3 YEARS
clsa elcv , , , , , .
51,338 men and L (S J'\ ' J\ ' '\ ' M ' " —
women alged 45-85 Baseline FU-1 FU-2 FU-3 FU-4 FU-5 FU-6
v
TRACKING COMPREHENSIVE
Cohort Cohort
(n= 21,241) (N=30,097)

Raina et al. Can J Aging. 2009; 28(3): 221-229



Canadian Longitudinal Study on Aging Q?

cisa élcv

Canadian Longitudinal Study on Aging

/ *

TRACKING Cohort COMPREHENSIVE Cohort

N=21,241 N=30,097
Randomly selected \;vithin 10 provinces Randomly selected within 25-50km of 11 data collection
centres in 7 provinces
(Alberta, British Columbia, Manitoba, Newfoundland and
Labrador, Nova Scotia, Ontario, Quebec)

/\

Telephone Interview Home Interview DCS Visit
: v :
Questionnaire — Cores set of information Physical examination
(demographic/lifestyle, behaviour, social, physical, psychological, economic, health Biospecimen collection
status, health services) Full neuropsychological
battery

Raina et al. Can J Aging. 2009; 28(3): 221-229



12 Modifiable Risk Factors
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Livingston et al. Lancet. 2020; 396: 413-46.



Data Analysis

* Prevalence and Population Attributable Fraction (PAF) of individual risk factors were calculated.
« Greater Prevalence: Greater risk factor is more common in our population

« Greater PAF: Greater contribution to dementia — greater prevention potential

Pexp (RRexp—l)

PAF =
[1 — Pexp(RRexp _ 1)]

« The same analytic technique and relative risk used in the Lancet Commission 2020 Report
was used to calculate the PAF

« This includes weighting for risk factor overlapping using Principal Component Analysis.

* Prevalence estimates were weighted with inflation weight

Livingston et al. Lancet. 2020; 396: 413-46.



Data Analysis

« To build the life-course model, prevalence was estimated by lifespan
« Early life | <18 years but we included all ages (45 to 85 years)
« Midlife | 55 to 64 years

« Later life | 65 to 85 years

« To explore how risk factor profile differ by sex and age groups, prevalence and PAF were
stratified by 4 age groups (45-54, 55-64, 65-74, 75-85) and sex (men, women).

« To compare our results to global estimates and other countries, the results were qualitatively
compared to the Lancet 2020 report (global) and other six studies that employed the same
methodologies (a total of 8 countries)

Livingston et al. Lancet. 2020; 396: 413-46.



Participant Characteristics
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Risk Factor Prevalence

RR Prevalence

Early life (age <18 years)

Less Education 1.6
Midlife (age 45-65 years)

Hearing loss 1.9
Traumatic brain injury 1.8
Hypertension 1.6
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Depression 1.9
Social isolation 1.6
Physical inactivity 14
Diabetes 1.5
Sleep disturbance 1.2
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Early life @ Less education

Potential Population Impact

Hearing loss

Weighted PAF
RR Prevalence ('35% cl) 4.4% Traumatic brain injury

Early life (age <18 years) Midlife _
Y 9 _ % 6.2% Hypertension
Less Education 1.6 14.0% 3.2% (1.9, 4.3) ,
Midlife (age 45-65 years) iﬁr Excessive alcohol use
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Sleep disturbance 1.2 40.0 % 3.0% (1.8, 3.8) Weighted population attributable fraction for 12

49.2 % (31.1, 64.9) potentially modifiable risk factors for dementia in Canada



Potential Population Impact

Early life @ Less education

Hearing loss

RR Prevalence

Weighted PAF _ _
(95% CI) 4.4% Traumatic brain injury
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Prevalence by Age groups

Prevalence (%)
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More prevalent in men

P reva I e n c e by S ex More prevalent in women
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Potential Population Impact by Age groups

Less education
1 Hearing loss 4 )
45-54 49.1%
Traumatic brain injury
J
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Diabetes , s :
| * Prevention potential increases with age

Sleep disturbance - Prevention potential was already as high as 49% at age 45-54

* Importance of
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Potential Population Impact by Sex

Less education

Hearing loss Overall

Traumatic brain injury

Hypertension Women

Sex

Excessive alcohol use

Obesity Men
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Diabetes

e
I 52.4%

.

40.0 60.0 80.0
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* Prevention potential was similar between men and women

Bl Sleep disturbance
« Depression in women

« Traumatic brain injury and excessive alcohol use in men



Potential Population Impact - vs. to High Income Countries

Note. Risk factors available in all studies are presented

Less education

Hearing loss
Hypertension
Obesity

Smoking
Depression

M Social isolation
Physical inactivity

Diabetes

Livingston et al. Lancet. 2020; 396: 413-46.

Global . 33.29%
Canada I ]40.9% -

UusS l ]36.0%
New Zealand - 41.5% -

Australia I ]35.5%

Denmark I ]33.2%

0.0 10.0 20.0 30.0 40.0 50.0 60.0
Combined weighted PAF (%)

Prevention potential was GREATER in Canada & New Zealand
Risk factor profiles varied by countries
Risk factor profile of Canada differed from US; similar to Australia & Denmark

Prominent risk factors: Hearing loss, Physical inactivity, Obesity

Lee et al. JAMA Netw Open. 2022; 5(7):€2219672; Ma'u et al. Lancet Reg Health West Pac. 2021; 13:100191. See et al. Lancet Public Health. 2023; 8(9):4590-4598. Jorgensen et al. Alzheimers Dement. 2023; 19(10):4590-4598.



Potential Population Impact — vs. to Low- or Middle- Income Countries

Note. Risk factors available in all studies are presented

Global . 33.2%

Less education
Canada I 40.9% «
Hearing loss
India l 41.2% <
Hypertension
_ Latian America ’ 55.9%
Obesity
Smoking China I 39.5% -
Depression Brazil | 42.1% -
M Social isolation
0.0 10.0 20.0 30.0 40.0 50.0 60.0
Physical inactivity Combined weighted PAF (%)

Diabetes
* Prevention potential was similar to low- or middle-income countries

* Prominent risk factor: Less education and smoking (vs. to Canada)

Livingston et al. Lancet. 2020; 396: 413-46. Mukadam et al. Lancet Glob Health. 2019; 7(5):€596-e603. Suemoto et al. Alzheimers Dement. 2023; 19(5):1849-2667.



The Journal of Prevention of Alzheimer's Disease

1 Prev Alz Dis 2024;5(11):1490-1499 Original Research
Published online June 7, 2024, hitp:/ / dx.doi.org/10.14283 /jpad.2024.105

Potentially Modifiable Dementia Risk Factors in Canada: An Analysis
of Canadian Longitudinal Study on Aging with a Multi-Country
Comparison

S. Son*?, M. Speechley’, G.Y. Zou", M. Kivipelto*>*’, F. Mangialasche**, H.H. Feldman®*, H. Chertkow'",
S. Belleville'"?, H. Nygaard", V. Hachinski'**, F. Pieruccini-Faria®'*, M. Montero-Odasso’*!°

1. Department of Epidemiology and Biostatistics, Schulich School of Medicine & Dentistry, University of Western Ontario, 1465 Richmond Street, London, ON, Canada,
N6G 2MI; 2. Gait and Brain Lab, Parkwood Institute, Lawson Health Research Institute, 550 Wellington Road, London, ON, Canada, N6C UA7: 3. Robarts Research
Institute, University of Western Ontario, 1151 Richmond St, London, ON, Canada, N6A 3K7; 4. Division of Clinical Geriatrics, Center for Alzheimer Research, Department
of Neurobialogy, Care Sciences and Society, Karolinska Institutet, Karalinska Vigen 37 A, 171 64 Solna, Sweden; 5. Neuroepidemialogy and Ageing Research Unit,
School of Public Health, Imperial College London, St Dunstan’s Road, London, United Kingdom, W 8RP; 6. Theme Inflammation and Aging, Medical Unit Aging,
Karolinska University Hospital, Halsovagen 7, Huddinge, 141 86 Stockholm, Sweden; 7. Stockholms Sjukhem, Research and Development Unit, Mariebergsgatan 22, 112
19 Stockholm, Sweden; 8. Alzheimer's Disease Cooperative Study, University of California San Diego, 9500 Gilman Drive, La Jolla, CA, USA, 92037-0948; 9. Department
of Neurosciences, University of California San Diego, 9375 Gilman Dr, La Joila, CA, USA, 92161; 10. Kimel Centre for Brain Health and Wellness and Anne & Allan Bank
Centre for Clinical Rescarch Trials, Bayerest Hospital, 3560 Bathurst St, Toronto, ON, Canada, M6A 2E1; 11. Canadian Consortium on Neurodegeneration in Aging
(CCNA), Administration, 3560 Bathurst St, Taronto, ON, Canada, M6A 2E1; 12. Research Center, Institut Universitaire de Gériatrie de Montréal, 4565 Queen Mary Rd,
Montréal, QB, Canada, H3W 1W5; 13, Department of Psychology, Université de Montréal, 90 avenue Vincent d'Indy, Montréal, QB, Canada, H2V 259; 14 Division of
Neurology and Djavad Mowafaghian Centre far Brain Health, University of British Columbia, 2215 Wesbrook Mall, Vancouver, BC, Canada, V6T 123; 15. Department
of Clinical Neurological Sciences, Schulich School of Medicine and Dentistry, University of Western Ontario, 1151 Richmond St, London, ON, Canada, N6A 3K7;
16. Department of Medicine, Division of Geriatric, Schulich School of Medicine and Dentistry, University of Western Ontario, 550 Wellington Rd, London, ON, Canada,
N7C0A7

Corresponding Author: Manuel Montero-Odasso, Departments of Medicine (Geriatrics) and Epidemiology and Biostatistics, Schulich School of Medicine & Dentistry,

University of Western Ontario, 500 Wellington Road, London, ON, Canada, N6C 0A7, mmontero@uwo.ca

Abstract

BACKGROUND: It has been suggested that up to 40% of
dementia cases worldwide are associated with modifiable risk
factors; however, these estimates are not known in Canada.
Furthermore, sleep disturbances, an emerging factor, has not
been incorporated into the life-course model of dementia
prevention.

OBJECTIVE: To estimate the population impact of 12 modifiable
risk factors in Canadian adults including sleep disturbances, by
sex and age groups, and to compare with other countries.
DESIGN: Cross-sectional analysis of Canadian Longitudinal
Study on Aging baseline data.

SETTING: Community.

PARTICIPANTS: 30,097 adults aged 45 years and older.
MEASUREMMENTS: Prevalence and Population Attributable
Fractions (PAFs) associated with less education, hearing loss,
traumatic brain injury, hypertension, excessive alcohol, obesity,
smoking, depression, social isolation, physical inactivity,
diabetes, and sleep disturbances.

RESULTS: The risk factors with the largest PAF were later life
physical inactivity (10.2%; 95% CI, 6.8% to 13%), midlife hearing
loss (6.5%; 3.7% to 9.3%), midlife obesity (64%; 4.1% to 7.7%),
and midlife hypertension (6.2%; 2.7% to 9.3%). The PAF of later
life sleep disturbances was 3.0% (95% CI, 1.8% to 3.8%). The 12
risk factors accounted for 51.9% (32.2% to 68.0%) of dementia
among men and 52.4% (32.5% to 68.7%) among women. Overall,
the combined PAF of all risk factors was 49.2% (31.1% to 64.9%),
and it increased with age.

CONCLUSION: Nearly up to 50% of dementia cases in Canada
are attributable to 12 modifiable risk factors across the lifespan.
Canadian risk reduction strategies should prioritize targeting
physical inactivity, hearing loss, obesity, and hypertension.

Key words: D, ia, pr tion, risk reduction, lifestyle, CLSA.

Received April 5, 2024
Accepted for publication May 17, 2024

Introduction

ith rapid global population aging, the
Wnumber of individuals living with dementia
worldwide is expected to triple, from 57
million to 152 million, by 2050 (1). In Canada, dementia
prevalence is projected to increase by 187% to 1,712,400
by 2050 (2). Dementia is a multifactorial syndrome that
results from multiple pathologies, including those that
cause neurodegeneration as well as vascular, metabolic,
and inflammatory processes that are associated with
potentially modifiable risk factors (3, 4). Lifestyle
interventions offer a promising non-pharmacological
approach to reducing dementia burden by tempering
modifiable risk factors. Risk reduction can potentially
be achieved through individual and public health
approaches, which could complement emerging disease-
modifying treatments directed at the pathological
processes (4).

The 2020 Lancet Commission Report on Dementia
Prevention, Intervention, and Care (5) indicated that up
to 40% of dementia cases worldwide are attributable
to 12 modifiable factors comprising health behaviours,
illnesses, and environmental exposures across the
lifespan, known as the life course model of dementia
prevention. This conclusion was reached by estimating
the weighted population attributable fraction (PAF),
which quantifies the contribution of a given risk factor by
combining both prevalence and the association between
risk factor and disease, such as risk ratio, while adjusting
for intercorrelation among risk factors.
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To identify the combination of dementia modifiable risk

factors that are both highly prevalent and responsible Study 2
for greatest cognitive change in the Canadian

population



Canadian Longitudinal Study on Aging

» Baseline and the first follow up data from the Comprehensive cohort

@ D 2011 2015 2018 2021 2024 20 years

= FOLLOW UP EVERY 3 YEARS
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L

TRACKING COMPREHENSIVE 3 years of follow up
Cohort Cohort
-

N=21,241 N=30,097
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within 10 provinces 11 data collection centres in 7 provinces
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Telephone Interview Home Interview DCS Visit
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Questionnaire — Cores set of information Physical examination

(demographic/lifestyle, behaviour, social, Biospecimen collection

physical, psychological, economic, health Full neuropsychological
status, health services) battery




12 Modifiable risk factors

Self-reported poor sleep quality, Less /
insomnia, sleep apnea, daytime \ Education

; Sleep
sleepiness, restless leg syndrome : -
disturbance Hﬁa“”9_> Threshold of >25 dB at 500, 1000, 2000
Self rted di : 0SS and 4000 Hz in the better ear using
elirreported diagnosis \ / unaided pure tone hearing
%4

Less than secondary school graduation

ft 2 diabet
Ot ype < diabetes v\Diabetes

<150 mins of moderate-to- Traumatic
vigorous or <75 mins of Brain —»
vigorous activity (frequency Injury
and duration of physical
activity reported in PASE
was converted to the total
hours of physical activity

A head injury resulted in losing
consciousness

— Phys_ic_al
Inactivity Systolic blood pressure
Hypertension — >140 mmHg (average of

5 measurements) or

per weel) Social self-reported diagnosis
Isolation of hypertension
Less than one social contact Alcohol
within a month with family, Consumption  >21 ynit of alcohol per week
friends, or neighbours \ . (number of standard drinks
Depression B ( was converted usi ng.UK
Self-reported di is of e e . National Health Service

poried S1agnosis © Obesity formula)

clinical depression Smoking \

Current cigarette smoker (in past 30 days) 4 BMI of >30 kg/m?

Livingston et al. Lancet. 2020; 396: 413-46.



Risk factor combinations

« To identify the five most prevalent dyad, triad, and tetrad combinations of 12 risk
factors, prevalence of all possible combinations were estimated, that were a total of:

* 066 possible dyad (combination of 2 risk factors)
« 220 possible triad (combination of 3 risk factors)

« 495 possible tetrad (combination of 4 risk factors)



Outcome - Cognitive performance

« Composite NTB (neuropsychological test battery ) Z scores

* Global: 7 tests
 Memory: RAVLT Immediate and Delayed (5 minutes) word recall

« Executive function: Category fluency, Animal fluency, Mental Alteration test, Victoria
Stroop test)

« Higher score indicates better performance

« Widely used primary outcome in dementia clinical trials



Data analysis

* Linear mixed effects model to assess the association between risk factor combinations

and change in cognition

« 2 modelling strategies:

To assess the pooled effect
of risk factor combinations

To assess whether the joint effect of
risk factor combination is greater
than the sum of the individual
effects (biological interaction)

Risk factor combinations were fitted as binary indicator
of the combination (yes or no) and interaction between
the combination and time was also included

Each risk factor was fitted as an individual main effect
and interaction between all these risk factors and
time was also included



Data analysis

Linear mixed effects model to estimate the association between risk factor combinations
and change in cognition

2 modelling strategies:

Analyses were limited to the top 5 most prevalent combinations

Effect measure: Mean difference in change in cognition between the groups (over 3 years)
« Adjusted for age, sex, and risk factors that were not included in the combination

» Model was weighted with analytic weights



Number of risk factors
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15.0% 1% * 95% of participants had at least 1 risk factor
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Five most prevalent combinations

Dyad

Triad

Tetrad

Combination

Physical inactivity + Sleep disturbance
Hypertension + Physical inactivity
Hearing loss + Physical inactivity
Obesity + Physical inactivity

Hypertension + Sleep disturbance

Hypertension + Physical inactivity + Sleep disturbance
Hearing loss + Hypertension + Physical inactivity
Hypertension + Obesity + Physical inactivity

Obesity + Physical inactivity + Sleep disturbance

Hypertension + Obesity + Physical inactivity

Hypertension + Obesity + Physical inactivity + Sleep disturbance
Hearing loss + Hypertension + Physical inactivity + Sleep disturbance
Hearing loss + Hypertension + Obesity + Physical inactivity

Hearing loss + Obesity + Physical inactivity + Sleep disturbance

Hearing loss + Hypertension + Obesity + Sleep disturbance

Prevalence (%)
35
30
27
25
18

15
14
14
14
14

7.9
6.8
5.9
5.1
3.8



Dyad combination with the strongest association

» QOverall cognition improved over time

« Combination of hearing loss and physical inactivity had the strongest detrimental effect on
cognitive changes

better performance

o
2.51 25- § 25
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= o]
$ 2.0 2201 ] £29-
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5 . 2] . . l®) .
g MD=-0.07 % (95% CI -0.17 t0 -0.12; p<0.001) % MD=.0.03
g 104 (95% CI -0.09 to 0.06; p<0.001) S 1.01 £ 1.07 (95% Cl -0.04 to -0.01; p<0.001)
205 £05 005
G > £
0.0+ 0.0+ $ 0.0
Baseline Year 3 Baseline Year3 ™ Baseline Year 3
poor performance Time Time Time

No hearing loss + Physical inactivity

Hearing loss + Physical inactivity



Dyad combination — Biological Interaction

0.15

J10.01
0.04

0.08 > 0.04 +0.01

o
|
o

0.05

Change in Global Composite
Z score over 3 years

0.00 Note. Number shown are Mean

None Hearing loss Physical Both Difference compared to None (blue)
only inactivity only

« The joint effect of hearing loss and physical inactivity was lager than the sum of individual
effect of hearing loss and physical inactivity — synergistic effect on additive scale

« Synergistic biological interaction was not observed among other combinations



Triad and tetrad combination with strongest association
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KEY
TAKEAWAYS

29

Up to 50% of dementia cases in Canada are attributed to 12
modifiable risk factors — a great potential for dementia
prevention in Canadal

The prevention potential was already large at midlife — the
importance of implementing public health strategies from
midlife, not later life

Strategies to increase physical activity and promote
effective management of hearing health, obesity, and
hypertension have the greatest potential to mitigate a large
proportion of dementia cases in Canadal

Targeting hearing loss and physical inactivity in multidomain
intervention trial may offer the greatest potential on reducing
dementia risk compared to other combinations!



So, What’s Next?

Limitation Future Research
* Recently Lancet Commission added 2 new  Utilize longer follow up data and data linkage
risk factors (high LDL cholesterol and visual » Use relative risk reflecting Canadian population

loss) and re-classified some later life risk

factors to midlife risk factors  Incorporate change in risk factor levels and its

Impact on cognition
* Relatively short follow up data to assess

cognitive change and dementia risk



Desk Calendar for Dementia Prevention and Risk Reduction

Desk calendar was created using Knowledge Translation and Exchange Program

Funding from the Knowledge Translation and Exchange Program of the Canadian

Consortium on Neurodegeneration in Aging.

Never Too Early and Never Too Late
To Start Caring About Your Brain Health

LA Stay cognitively active!
A N U A RY A= Who needs a gym membership when you can flex those
5 3 brain muscles with fun challenges and mental workouts?
Let's keep those neurons partying!
MON TUE WED THU FRI SAT SUN

3 s []s L]

6 7 8 9 10 L 12 L]
13 14 15 16 17 L 18 L {19 L
20 21 22 23 24 L 25 L |26 L
27 28 [ |20 10 3 L]

01 Less Education

Fun Facts

CCNABZCCNY

Set Your Goals

Did you know that 14% of Canadians have less formal
education? This can be an important factor when looking
at overall brain health and dementia risk! L &

o O O

ey

Having less education plays a role in 3.2% of dementia
cases in Canada—just another reason to keep those

brains busy and learning!

@ :
Men Women
13.2% 12.1%

Prevalence of less
education is similar
between men and women

TR ]

Recommendation

* Get your game face on! Challenge your brain with some
brain-boosting games like crossword puzzles, sudoku, or
word searches, Who knew being a word wizard or a number
ninja could be so much fun?

= Keep the learning party going! Remember, age is just a

number, but your knowledge can keep multiplying! So grab

your party hat and dive inta life-long learning—because who
wouldn't want to be the most interesting person at the
dinner table?

Channel your inner polyglot! Learn a

new language, pick up a quirky hobby, or

More prevalent in later life

24.7%

16.8%

- become the next Mozart! Because let's be W )
G honest, who wouldn't want to impress R =
their friends with a random fact about ] )
ancient pottery or serenade themwitha +
ukulele rendition of their favorite song?
s s Gs7e 7505

surim.son@sjhc.london.on.ca
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