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Objective. The relationship between physical activity
and cognitive function is intriguing but controversial.
We performed a systematic meta-analysis of all the
available prospective studies that investigated the
association between physical activity and risk of cognitive decline in nondemented subjects.
Methods. We conducted an electronic literature search
through MedLine, Embase, Google Scholar, Web of
Science, The Cochrane Library and bibliographies of
retrieved articles up to January 2010. Studies were
included if they analysed prospectively the association between physical activity and cognitive decline in
nondemented subjects.

These studies included 33 816 nondemented subjects followed for 1–12 years. A total of 3210 patients
showed cognitive decline during the follow-up. The
cumulative analysis for all the studies under a random-effects model showed that subjects who performed a high level of physical activity were significantly protected ()38%) against cognitive decline
during the follow-up (hazard ratio (HR) 0.62, 95%
confidence interval (CI) 0.54–0.70; P < 0.00001).
Furthermore, even analysis of low-to-moderate level
exercise also showed a significant protection ()35%)
against cognitive impairment (HR 0.65, 95% CI 0.57–
0.75; P < 0.00001).
Conclusion. This is the first meta-analysis to evaluate
the role of physical activity on cognitive decline
amongst nondemented subjects. The present results
suggest a significant and consistent protection for all
levels of physical activity against the occurrence of
cognitive decline.
Keywords: cognitive decline, dementia, exercise, physical activity.

Results. After the review process, 15 prospective studies (12 cohorts) were included in the final analysis.

Introduction
It is unquestionable that physical activity has positive
effects on health; indeed, over the last few decades, a
large body of evidence has shown that physical activity helps to reduce the risk of cardiovascular and
cerebrovascular diseases, diabetes, obesity, hypertension and some cancers [1]. Moreover, it has been
demonstrated that an active lifestyle impacts on all
causes of mortality. With ageing, some cognitive
functions such as attention, memory and concentration decline, becoming slower and inefficient, as for
some physical functions such as walking and balance. These manifestations are the result of neural

cell loss in the frontal, parietal and temporal lobes [2]
and strongly depend on an ipofunction of the monoaminergic and cholinergic pathways [3]. Many of
these cognitive changes are evident and can cause
mild disability, even if a state of dementia is not
reached.
Cognitve decline is heterogeneous, depending on various factors. Many studies have shown an inverse
relation between physical activity and the risk of
developing cognitive decline [4, 5], but the cause of
the association has not been clearly established. Individuals who remain active throughout life, especially
during middle age, generally have better cognitive
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performance during later life, so preserving their cognitive functions for longer. Recent evidence suggests
that in addition to reducing vascular risk factors,
physical activity may increase directly the production
of neurotrophic factors in the brain [6].
The results of a recent meta-analysis showed that
physical exercise is able to reduce the incidence of
neurodegenerative diseases; in particular, dementia
and Alzheimer’s disease [7]. By contrast, few and conflicting data are available on the possible protective
role of physical activity on the occurrence of cognitive
decline, independent of the onset of neurodegenerative disease [8–18].
Therefore, the aim of this study was to conduct a
meta-analysis of all the available prospective cohort
studies that investigated the association between
physical activity and cognitive decline in nondemented subjects.

Methods
Selection of studies
Studies that investigated the possible association between physical activity and cognitive decline in nondemented adults were identified through a computerized search of all electronic databases: MedLine
(source: PubMed, 1966 to January 2010), Embase
(1980 to January 2010), Web of Science, The Cochrane Library (source: The Cochrane Central Register of
Controlled Trials, 2009, issue 1), Clinicaltrials.org
and Google Scholar. Relevant keywords relating to
physical activity as Medical Subject Heading terms
and text words (‘physical activity’ or ‘physical exercise’ or ‘exercise’, or ‘fitness’ or ‘training’) were used in
combination with words relating to cognitive impairment (‘cognitive decline’ or ‘cognitive function’, or ‘cognitive impairment’ or ‘cognitive loss’, or ‘dementia’, or
‘cognition’ or ‘memory’). We limited the search strategy to prospective cohort epidemiological studies,
with no language restrictions, supplemented by manually reviewing the reference list of all retrieved articles.
Two investigators (FS, DV) assessed all potentially
relevant articles for eligibility. The decision to include or exclude studies was hierarchical and made
on the basis of the following: (i) the study title; (ii) the
study abstract; and (iii) the complete study manuscript. In the event of conflicting opinions between
investigators, disagreement was resolved through
discussion.
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Eligible studies were included if they met all of the following criteria: (i) a prospective cohort design; (ii) the
association between physical activity and cognitive
function as the primary or secondary outcome; (iii)
nondemented subjects evaluated at baseline; (iv)
clear definitions of methods used to assess cognitive
performance and cognitive decline; (v) reported data
on physical activity levels in relation to cognitive function; and (vi) reported estimates of association between physical activity and cognitive decline. Accordingly, studies were excluded if: (i) the design was
cross-sectional, case control or interventional; (ii)
outcomes other than those of interest for the metaanalysis were considered; (iii) patients with dementia
or cognitive decline at baseline were included in the
study; (iv) the association between physical activity
and cognitive decline was not reported; or (v) estimates of the association between physical activity
and the decline in cognitive function were not
presented (Data S1).
The outcome of interest for the current meta-analysis
was cognitive decline or cognitive impairment, defined as decline in cognitive functioning tests at follow-up examination (see Table 1 for further information about tests used to measure cognitive function).
Data extraction
All data were reviewed and separately extracted by
two independent investigators (FS and DV) using a
standardized form. The following patient characteristics were recorded: data and study cohort, country of
the study cohort, baseline year, number of subjects
at baseline, gender of the cohort, years of follow-up,
age of the study cohort at baseline, definition of outcome of interest, methods used to assess cognitive
function and physical activity, hazard ratio (HR) and
confidence interval (CI) values for risk of cognitive decline, and adjustment for confounding factors in multivariate models.
Statistical analysis
We used Review Manager (RevMan; version 5.0.23 for
Macintosh; Copenhagen, Denmark) to pool results
from the individual studies.
Pooled results are reported as HR and are presented
with 95% CI with two-sided P values using a randomeffects model (DerSimonian and Laird method).
P < 0.05 was considered to be statistically significant. When available, we used the results of the original studies from multivariate models with the most
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complete adjustment for potential confounders; the
confounding variables included in this analysis are
shown in Table 1.

funnel plot of effect size against standard error and,
analytically, by the Egger’s test.

The primary aim of the present meta-analysis was to
evaluate whether high levels of physical activity were
associated with significant protection against cognitive decline at follow-up. Thus, for studies reporting
low levels of physical activity, instead of high, in relation to cognitive decline, we recalculated the HR using
conventional procedures. Statistical heterogeneity
was evaluated using the I2 statistic, which assesses
the appropriateness of pooling the individual study
results. The I2 value provides an estimate of the
amount of variance across studies because of the heterogeneity rather than chance. Where I2 was greater
than 50%, heterogeneity was considered to be high.
Moreover, to further investigate the heterogeneity
across studies, we performed sensitivity analyses by
dividing studies into groups according to their main
characteristics. Subgroup analyses were then performed according to gender, mean sample size of the
study populations (less than ⁄ at least 3500), mean
duration of follow-up (less than ⁄ at least 5 years) and
method used to evaluate cognitive function (minimental state examination (MMSE) ⁄ other). Publication bias was appraised by visual inspection of the

Results
Study identification and selection
Our search strategy yielded 58 articles (Fig. 1). Of
these, we first excluded 17 articles because they had
a cross-sectional, case–control or interventional design. The selected articles were then carefully reviewed, and a further 14 articles were excluded because the reported outcome was incidence of
dementia or Alzheimer’s disease, i.e. not the outcome
of interest. Subsequently, 12 papers were excluded
because they did not report estimates of the association between physical activity and decline in cognitive
function. The reasons for exclusion in all cases are reported as supplementary information.
Thus, 15 prospective studies [5, 8–18] were included
in the analysis. Of these, three conducted analyses
separately for men and women and so were entered
into the final analysis each as a single paper. The
number of participants included in the studies varied
from 27 to 10 308, with a follow-up time ranging from
1 to 12 years. A total of 33 816 nondemented sub-

Papers potentially relevant identified and
screened for retrieval (n = 58)
Articles excluded because of the study
design (n = 17)
Case-control (n = 4)
Cross-sectional (n = 7)
Intervention studies (n = 6)

Papers retrieved for further evaluation (n = 41)

Articles excluded because they
reported outcome not of interest
(n = 14)
Dementia (n = 8)
Alzheimer’s disease (n = 6)

Papers retrieved for a complete evaluation (n = 27)

Articles excluded because of
inadequate statistical data (n = 12)

Fig. 1 Flow chart of search strategy.

Studies included in the meta-analysis (n = 15)
(5, 8–18)
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jects were included in the analysis. During the followup period, 3210 incident cases of cognitive decline
were reported.
Characteristics of the studies included in the metaanalysis are summarized in Table 1. The included
studies were conducted all over the world, including
China, Singapore, USA, Canada and Europe. All of
the studies included only elderly subjects (>65 years)
with the exception of the study by Singh-Manoux
et al., [14] that investigated younger subjects too.
With regard to the methods used to assess cognitive
functioning at baseline, most of the studies used the
MMSE. In addition, the definition of cognitive decline
at follow-up varied substantially in terms of points of
decline for cognitive tests used to measure cognitive
function.
Meta-analysis
Meta-analytic pooling under a random-effects model
showed that subjects who performed physical activity
at baseline had a significantly reduced risk of cognitive decline during follow-up. Indeed, by grouping
studies according to the different levels of physical
activity, subjects who reported performing a high level of activity had a 38% reduced risk of cognitive decline with respect to those who reported being sedentary (HR 0.62, 95% CI 0.54–0.70; P < 0.00001)
(Fig. 2). We found no significant heterogeneity
amongst the studies (I2 = 17%; P = 0.26).
Similarly, when low-to-moderate levels of physical
activity were taken into consideration, the significant
protection against cognitive decline during follow-up
was still observed (HR 0.65, 95% CI 0.57–0.75;
P < 0.00001), and with no significant heterogeneity
amongst the studies (I2 = 33%; P = 0.10) (Fig. 3).

Physical activity and risk of cognitive decline

Sensitivity analyses
To investigate the possible differences across studies,
we performed sensitivity analyses by grouping studies according to various characteristics such as gender of the study population, study size (mean size of
the study sample was 3500), length of follow-up
(mean duration was 5 years) and method used to
determine cognitive function (MMSE ⁄ other). Smaller
studies, including only women, and with a shorter
duration of follow-up, showed a tendency towards a
higher estimate of association in terms of significant
reduced risk of cognitive decline, compared with larger studies, in men, and with a longer follow-up period (Table 2).
Publication bias
Funnel plots of effect size versus standard error to
investigate possible publication bias were broadly
symmetrical, suggesting the absence of publication
bias for both high and moderate levels of physical
activity (P > 0.05 for both levels, Egger’s test) (Figs 4
and 5).
Discussion
This is the first meta-analysis that aimed to investigate the association between physical activity and
cognitive decline in nondemented subjects. The overall analysis of 15 cohort prospective studies investigating 30 331 nondemented subjects followed for a
period of 1–12 years and 3003 incident cases of cognitive decline showed that physically active individuals at baseline have a significantly reduced risk of
developing cognitive decline during follow-up. Indeed, the cumulative analysis demonstrated a 38%
reduced risk of cognitive decline in subjects with high

Fig. 2 Forest plot of studies
investigating a high level of physical activity.
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Fig. 3 Forest plot of studies
investigating a low-to-moderate
level of physical activity.

Table 2 Subgroup analyses
High level of

Moderate level of

Studies, n

physical activity

physical activity

Males

10

0.63 (0.56–0.72)

0.70 (0.62–0.79)

Females

10

0.60 (0.51–0.71)

0.63 (0.54–0.75)

<3500 subjects

12

0.53 (0.45–0.64)

0.57 (0.48–0.67)

‡3500 subjects

3

0.70 (0.62–0.79)

0.77 (0.68–0.87)

Gender

Sample size

Duration of follow-up
<5 years

9

0.54 (0.44–0.65)

0.55 (0.46–0.66)

‡5 years

6

0.67 (0.59–0.77)

0.74 (0.65–0.85)

Method used to determine cognitive function
MMSE

10

0.64 (0.54–0.75)

0.67 (0.57–0.78)

Others

5

0.56 (0.46–0.68)

0.57 (0.50–0.80)

MMSE, mini-mental state examination

levels of physical exercise, compared to sedentary
subjects. Moreover, low-to-moderate levels of physical activity similarly resulted in a significantly reduced risk of deterioration of cognitive performance
()35%).
To date, few studies have investigated the relationship between an active lifestyle and cognitive performance in mentally healthy subjects, and results have
been conflicting [8–18]. Recent data, including some
from longitudinal studies and randomized trials, reported a significant association between physical
activity during leisure time and a reduced risk of cognitive impairment at follow-up [4, 9], whereas other
studies reported no significant benefit of physical
activity on the decline in cognitive function [10, 19].
Recently, Hamer & Chida [7] conducted a meta-analysis to investigate the role of physical activity on the

occurrence of neurodegenerative diseases in nondemented subjects. In the overall analysis, they found
that physical activity is able to decrease the risk of
neurodegenerative diseases such as clinical dementia and Alzheimer’s disease, but they did not take into
account cognitive decline as a clinical outcome. By
contrast, the present meta-analysis is the first, to the
best of our knowledge, that included only cognitive
decline as the clinical outcome. The choice to study
healthy subjects in relation to the decline in cognitive
functions was based on the hypothesis that physical
activity may help cognitive performance during ageing, by preventing disability rather than a specific disease. Cognitive decline can, in fact, occur as a part of
the ageing processes of the brain, without leading to
dementia but resulting in a poorer quality of life.
Nonetheless, the diagnosis of dementia is based on a
number of parameters other than the worsening of
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exercise. This may stimulate the release of neurotrophins, increasing synapses and dendritic receptors, and promoting neuronal growth and survival
[22]. Finally, it has been reported that an active lifestyle is able to prevent stress by reducing cortisol
levels, which can positively influence cognitive function [23].

Fig. 4 Funnel plot for studies investigating a high level of
physical activity.

Fig. 5 Funnel plot for studies investigating a low-to-moderate level of physical activity.

cognitive performance, and patients referred to as
‘nondemented’ could show signs of slight cognitive
decline as early clinical manifestations of neurodegenerative disease.
Several explanations for the protective effect of
physical activity on cognitive functions have been
suggested. First, physical exercise helps to maintain cerebrovascular integrity, by sustaining blood
flow and the supply of oxygen and nutrients to the
brain [20]. Furthermore, physical activity positively
influences cardiovascular risk factors, such as diabetes, hypertension, obesity and dyslipidaemia,
and reduces the incidence of cardiovascular and
cerebrovascular events, with global haemodynamic
benefits [21]. Secondly, another possible protective
mechanism is the neurotrophic effect of physical

10

There are a few limitations in this meta-analysis.
First, the methods used to investigate cognitive decline and levels of physical activity varied substantially across the included studies. The MMSE test
was the most frequently used tool for the diagnosis of
cognitive decline, but other tests were used in some
studies. This might have resulted in a nonhomogenous definition of cognitive decline amongst the studies. Indeed, the MMSE test with the classical cut-off
(>3-point decline at follow-up or a score lower than 24
points) seems to be very suitable for the diagnosis of
cognitive decline but is affected by learning bias and
is therefore less accurate compared to other neuropsychological tests. By contrast, however, sensitivity
analysis showed no significant difference for estimates of association in relation to the different methods used to determine cognitive function. Moreover,
with regard to physical activity, data were obtained
from questionnaires; thus, bias could be introduced
by misinterpretation of the questions and the personal perception of fatigue. In addition, studies differ
in the methods used to classify the level of activity,
ranging from studies with a simple differentiation of
active ⁄ not active to others with three or four levels of
intensity. Nevertheless, heterogeneity results as well
as subgroup analyses did not show any significant
differences in risk reduction amongst physically active subjects in terms of the intensity of activity. Indeed, in the overall results, we did not observe a dose–
response effect; instead, we found similar estimates
of association for both high and low-to-moderate
intensity of exercise.
In conclusion, these results highlight the important
role of physical activity in the protection of mental
functions even in subjects without neurodegenerative disease. These considerations could be important especially because the population is ageing and
a good cognitive function is fundamental for individual autonomy and quality of life, even in nondemented subjects. The effect of physical activity does not appear to be dose dependent, but may be stronger in
women than in men. However, further studies are
needed to determine the optimal type, frequency and
intensity of exercise to preserve the integrity of cognitive function.
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