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ABSTRACT

Objective: Because leisure-time physical activity (LTPA) is protective against incident dementia,
we hypothesized that LTPA is protective against decline in domain-specific cognitive
performance.

Methods: As part of the Northern Manhattan Study, LTPA was ascertained at enrollment using a
validated in-person questionnaire. We assessed cognition in participants in the Northern Manhat-
tan Study MRI substudy using a standard neuropsychological examination (NPE) (n5 1,228), and
a repeat examination was performed 5 years later (n 5 876). LTPA was summarized as the
maximum intensity of any activity performed, classified as none to light intensity (physical inac-
tivity) (90%) vs moderate to heavy intensity (10%). The NPE was subcategorized using standard-
ized z scores over validated domains: processing speed, semantic memory, episodic memory, and
executive function. We used multivariable linear regression models to examine the association of
LTPA with initial and change in cognitive performance. Analyses were adjusted for sociodemo-
graphics, cardiovascular disease risk factors, and MRI findings (white matter hyperintensity vol-
ume, silent brain infarcts, cerebral volume).

Results: No/low levels of LTPA were associated with worse executive function, semantic memory,
and processing speed scores on the first NPE. The associations were slightly attenuated and no
longer significant after adjusting for vascular risk factors. Cognitively unimpaired participants re-
porting no/low LTPA vs moderate/high levels declined more over time in processing speed (b 5

20.2316 0.112, p5 0.040) and episodic memory (b520.2236 0.117, p5 0.057) adjusting
for sociodemographic and vascular risk factors.

Conclusions: A low level of LTPA is independently associated with greater decline in cognitive per-
formance over time across domains. Neurology® 2016;86:1–7

GLOSSARY
Gc 5 crystallized abilities; LTPA 5 leisure-time physical activity; MET 5 metabolic equivalent; NOMAS 5 Northern Manhat-
tan Study; NPE 5 neuropsychological examination.

With an expected increase in the mean age and proportion of the population older than 65 years,
the public health burden of cognitive impairment and dementia will become substantial.1 There
is substantial evidence for a contribution of subclinical cerebrovascular disease to dementia, both
through direct vascular injury to the brain and/or modification of neurodegenerative processes.
Increasing leisure-time physical activity (LTPA) is one target for dementia prevention because it
is modifiable, does not require the use of medications, and provides substantial benefits for other
diseases of aging.

Prior studies have shown associations between LTPA and cognitive performance,2–8 and a
recent meta-analysis9 has demonstrated a dose-response association between LTPA and subse-
quent risk of dementia. These studies tend to show a protective effect on only vascular dementia
or on Alzheimer disease alone.10,11 Not all groups have documented an association between
physical activity and cognition in older individuals.5,12,13 Randomized clinical trials of LTPA
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programs have shown conflicting results,14–16

with results suggesting improvement in func-
tional but not cognitive status. An NIH State
of the Science Statement suggested that there
may be a protective effect of LTPA on cogni-
tive decline, based on “low-quality” data.17,18

A Cochrane database review concluded that
there is insufficient evidence to support the
effect of LTPA on cognitive decline in older
people.19

Several gaps in knowledge remain in our
understanding of the role LTPA may have
on cognitive decline. Most studies used a sin-
gle measure of cognitive performance obtained
at the same time as (or after) the LTPA assess-
ment, rather than a change over time in cogni-
tive scores. These studies also focused on crude
measures of cognitive performance, such as the
Mini-Mental State Examination, rather than
comprehensive measures of cognition ob-
tained from neuropsychological examinations
(NPEs).20 There are few studies on popula-
tions older than 65 years and on Spanish
speakers residing in the United States. Fur-
thermore, prior studies have not considered
the role that cognitive reserve and baseline
cognitive impairment may have on subsequent
cognitive decline. The aim of this study was to
characterize the independent association of
LTPA with baseline and change in cognitive
performance in a racially/ethnically diverse
elderly population. We hypothesized that
LTPA would be protective against cognitive
decline across multiple domains and that the
effect would be modified by baseline crystal-
lized abilities (Gc), an assessment of lifetime
intellectual achievement as measured through
vocabulary and general knowledge.

METHODS Recruitment of the cohort. The Northern

Manhattan Study (NOMAS) is a population-based prospective

cohort study designed to evaluate the effects of various risk

factors on the incidence of stroke in a stroke-free racially/

ethnically diverse community cohort.21 Eligible participants had

never been diagnosed with a stroke, were older than 40 years, and

resided in Northern Manhattan for $3 months, in a household

with a telephone. Participants were identified by random-digit

dialing and recruited from the telephone sample to have an in-

person baseline interview and assessment (n5 3,298). Starting in

2003, stroke-free participants were invited to participate in an

MRI substudy if they were older than 50 and had no

contraindications to MRI (n 5 2,636). Of these, 488 had

strokes or died before enrollment and an additional 1,057 had

contraindications (n 5 133), refused (n 5 578), or had other

reasons for not participating (n 5 347). To reach recruitment

targets, 199 stroke-free participants who were household

members, but not first-degree relatives, of existing NOMAS

participants were enrolled for a total sample of 1,290.

Standard protocol approvals, registrations, and patient
consents. The study was approved by the institutional review

boards at Columbia University Medical Center and the Univer-

sity of Miami Miller School of Medicine. All participants pro-

vided written informed consent.

Cohort evaluation. Data regarding baseline demographics and

risk factors were collected through interviews of participants by

trained bilingual research assistants. Race/ethnicity was deter-

mined by self-identification. Standardized questions were asked

regarding cardiovascular disease risk factors, such as

hypertension and diabetes, as previously described. Smoking

was categorized as current (within the past year), former, or

never smoker of cigarettes, cigars, or pipes. Moderate alcohol

use was defined as current drinking of .1 drink per month

and #2 drinks per day. Insurance status was defined as having

no insurance or Medicaid vs having private insurance/Medicare.22

Educational achievement was self-reported as number of years in

school and degree achieved.

An NPE was administered in a quiet room by trained bilin-

gual research assistants in English or Spanish, on the same day

as the MRI. An exploratory factor analysis as well as a review of

findings reported in previous studies informed the selection of

tests for each cognitive domain and Gc.14,15 The z scores for

processing speed, executive function, semantic memory, episodic

memory, and Gc were calculated by averaging z-transformed neu-

ropsychological test scores. Specifically, episodic memory was

assessed with 3 subscores on a 12-word 5-trial list-learning task:

list learning total score, delayed recall score, and delayed recog-

nition score. Executive function was assessed with 2 subscores:

the difference in time to complete the Color Trails Test, Form

1 and Form 2, and the sum of the Odd-Man-Out subtests 2 and

4. Processing speed was assessed with the Grooved Pegboard task in

the nondominant hand, the Color Trails Test, Form 1, and the

Visual-Motor Integration test.16 Semantic memory was assessed

with 3 tests: picture naming (modified Boston Naming Test), cat-

egory fluency (Animal Naming), and phonemic fluency (C, F, L in

English speakers and F, A, S in Spanish speakers). Baseline Gc was

assessed with theWide Range Achievement Test for English Speak-

ers, the Word Accentuation Test for Spanish speakers, and English

or Spanish version of the Peabody Picture Vocabulary Test, third

edition revised.23–25 Cognitive impairment at the time of initial

neuropsychological testing was defined as having a z score of less
than 21.5 on any of the initial cognitive domain scores.

Five years after the initial MRI, the cohort was invited to par-

ticipate in a second NPE. For the change from initial to second

NPE, the primary outcome in this study, we regressed the indi-

vidual test scores at the second assessment on the corresponding

initial test scores adjusting for age, education, and time interval

between the 2 assessments using linear regressions, and used

the standardized residuals from the regression models as the stan-

dardized change NPE test scores.26 The changes in neuropsycho-

logical domain scores were then obtained by averaging the

relevant individual standardized residuals.

Imaging for subclinical cerebrovascular disease was performed

on a 1.5T MRI system (Philips Medical Systems, Best, the Neth-

erlands) at the Hatch Research Center. The processing of MRI

scans to quantify white matter hyperintensity and cerebral, lateral

ventricular, and intracranial volumes, and to identify subclinical

brain infarcts, has been described previously.27
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Assessment of LTPA. LTPA was measured using an in-person

questionnaire adapted from the National Health Interview Survey

of the National Center for Health Statistics.28 The questionnaire

captures the duration and frequency of LTPA performed for

exercise for the 2 weeks before the interview. Participants were

then asked whether they performed any LTPA in the preceding 2

weeks, and those who answered no were coded as inactive. For each

activity, duration of activity and the number of times engaged in

this same activity were obtained. If the duration of activity was less

than 10 minutes, it was coded as “no activity.” This questionnaire

has been previously reported as reliable and valid in this

population,29 and correlates with body mass index and activities

of daily living. Objective measures of physical fitness correlate well

with LTPA questionnaires.30 Questionnaires were correlated with

compendia of LTPA to summarize activity in metabolic equivalents

(METs).31 Participant activity was defined as the maximum

intensity (in METs) of any activity performed and as moderate–

heavy activity (MET $6), light intensity (,6), and none. For

analytical purposes, we combined light intensity and no activity

as the referent groups because only moderate–heavy activity was

protective against stroke in our cohort.29

Statistical analysis. Baseline demographics by LTPA categories

were compared using x2 tests for categorical variables and Student

t tests for continuous variables.
The primary exposure was LTPA summarized as a categorical

variable, with moderate–heavy LTPA as the reference, and no/

light LTPA as the main exposure of interest. A secondary analysis

was conducted in which the no and light LTPA were examined

separately, with no LTPA as the reference. This analysis (table e-1

on the Neurology® Web site at Neurology.org) showed similar

cognitive performance and decline over time between these 2

groups, while the conclusions regarding cognition in the moder-

ate–heavy LTPA group remained consistent, confirming the pri-

mary analysis that grouped no/light LTPA together as the referent

category. A series of multivariable-adjusted linear regression mod-

els were constructed to examine the association between LTPA

and the 4 cognitive domains (executive function, memory, lan-

guage, processing speed) at the first NPE, and with the z scores for
the change in the domains from first assessment to follow-up

assessment. Model 1 was adjusted for age at MRI, sex, education,

medical insurance status (Medicaid or no insurance vs Medicare

or private insurance), Gc, and the time from baseline to first

cognitive assessment. Model 2 was additionally adjusted for mod-

ifiable vascular risk factors (smoking, moderate alcohol consump-

tion, body mass index, hypertension, diabetes). Model 3 was

adjusted for variables in model 1 plus MRI markers (subclinical

brain infarct, white matter hyperintensity volume, cerebral vol-

ume). The analyses of change in cognitive performance did not

include age at MRI or education as covariates because these var-

iables were included in the derivation of the z scores. We exam-

ined potential effect modification by Gc and the MRI markers by

including interaction terms between these variables and LTPA in

model 3. We ran sensitivity analyses excluding participants who

were cognitively impaired at baseline based on initial domain z
scores, which was defined as having a z score of less than21.5 on

any one or more of the cognitive domains (n5 247). All analyses

were conducted using SAS version 9.2 (SAS Institute, Cary, NC).

RESULTS Description of the cohort. The study popu-
lation included NOMAS MRI cohort members (n5

1,228) with LTPA measures and NPEs at baseline.

Table 1 Study cohort characteristics

Characteristic

Total MRI sample with LTPA and baseline
NPE available (n 5 1,228)

Sample with both baseline
and follow-up NPE available
(n 5 876)

Overall

Reported
no/light LTPA
(n 5 1,106)

Reported
moderate to
heavy LTPA
(n 5 122)

Reported
no/light LTPA
(n 5 789)

Reported
moderate to
heavy LTPA
(n 5 87)

Body mass index, kg/m2, mean (SD) 28.1 (4.8) 28.2 (4.8) 27.3 (4.2) 28.4 (4.8) 27.6 (4.3)

White matter hyperintensity volume
(% of total cranial volume), mean (SD)

0.7 (0.8) 0.7 (0.8) 0.6 (0.8) 0.6 (0.8) 0.5 (0.7)

Cerebral volume (% of total intracranial volume),
mean (SD)

72.5 (4.3) 72.4 (4.2) 72.8 (4.5) 73.0 (4.0) 73.1 (4.4)

Age at scan, y, mean (SD) 70.6 (9.0) 70.9 (9.0) 69.0 (8.6) 69.3 (8.3) 67.9 (8.0)

Education, y, mean (SD) 9.6 (5.1) 9.3 (5.0) 12.2 (5.3) 9.5 (5.0) 12.1 (5.5)

Women, n (%) 748 (60.9) 682 (55.5) 66 (5.4) 492 (56.2) 51 (5.8)

Medicaid/no insurance, n (%) 584 (47.6) 545 (44.4) 39 (3.2) 396 (45.2) 30 (3.4)

Smoker status, n (%)

Current 196 (16.0) 180 (14.7) 16 (1.3) 126 (14.4) 10 (1.1)

Former 453 (36.9) 392 (31.9) 61 (5.0) 279 (31.9) 45 (5.1)

Never 579 (47.2) 534 (43.5) 45 (3.7) 384 (43.8) 32 (3.7)

Moderate alcohol consumption, n (%) 502 (40.9) 430 (35.0) 72 (5.9) 314 (35.8) 52 (5.9)

History of hypertension, n (%) 839 (68.3) 766 (62.4) 73 (5.9) 534 (61.0) 53 (6.1)

Diabetes, n (%) 238 (19.4) 223 (18.2) 15 (1.2) 152 (17.4) 12 (1.4)

Silent brain infarcts, n (%) 109 (8.9) 103 (8.4) 6 (0.5) 58 (6.6) 3 (0.3)

Abbreviations: LTPA 5 leisure-time physical activity; NPE 5 neuropsychological examination.
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Baseline characteristics of the cohort are presented in
table 1. Our cohort is elderly (mean age 5 71 years)
with a high proportion of Hispanics and participants
who have not completed high school. Participants with
1 vs 2 NPEs did not differ by the measure of LTPA.
The prevalence of participants who reported moder-
ate–heavy physical activity was 10%. The scores on the
NPE declined between the first and second examina-
tion in all 4 domains, with a slightly greater decline in
processing speed compared to other domains.

Association of LTPA and initial NPE. In models
adjusted for baseline demographics at the time of
MRI (age, sex, education, insurance, Gc, and time
from baseline to first cognitive assessment), no/light
LTPA was associated with worse scores in all cogni-
tive domains compared to moderate- to heavy-
intensity LTPA, although the association was not
statistically significant for episodic memory (table
2). After adjusting for modifiable stroke risk factors
and MRI findings, the results attenuated slightly and
were no longer significant. In a sensitivity analysis, we
restricted the sample to those without evidence of
cognitive impairment at baseline and found similar
results, with worse scores on processing speed for
those who were physically inactive. Similarly, this
association was slightly attenuated and failed to
reach statistical significance in models adjusting for
vascular risk factors and MRI variables (table 2). We
found no interactions between LTPA and Gc or MRI
markers in relation to any of the cognitive domains
(data not shown).

Association of LTPA with change in NPE scores. When
we examined change in cognitive performance over time,
we found similar associations. Participants reporting no/-
light LTPA compared to moderate- to heavy-intensity

LTPA showed greater decline over time in processing
speed, adjusting for sociodemographic and vascular risk
factors, but the difference no longer reached
significance after adjusting for MRI markers (table 3).
For episodic memory, the decline in scores was of a
similar magnitude to that seen for processing speed for
participants who were physically inactive compared to
those reporting moderate–heavy LTPA but this did not
reach significance adjusting for sociodemographic and
vascular risk factors (p5 0.057, table 3). There was no
association between LTPA and change in executive
function or semantic memory. We also did not find
any interactions between LTPA and Gc or MRI
markers in relation to change in neuropsychological
performance (data not shown). In additional
analyses, we examined moderate- to heavy-intensity,
light-intensity, and no-activity groups separately
(tables e-1 and e-2). We found that those with
moderate–heavy activity had higher baseline scores
and slower decline in comparison to inactive
patients, while those with light activity had no
association with initial or change in NPE.

Association of LTPA with change in NPE scores

excluding those with cognitive impairment at initial

NPE. When we excluded participants with evidence
of cognitive impairment at initial NPE assessment,
participants reporting no/light LTPA declined signif-
icantly more in processing speed and episodic mem-
ory compared to participants reporting moderate–
heavy LTPA adjusting for sociodemographic and vas-
cular risk factors (table 3). After further adjusting for
structural MRI findings, the association remained sig-
nificant for episodic memory (p 5 0.027) but atten-
uated slightly for processing speed and no longer
reached significance (p 5 0.073). The magnitude of

Table 2 Association of no/light leisure-time physical activity (vs moderate–heavy) and initial cognitive performance by domain

Processing speed Executive function Semantic memory Episodic memory

ba 6 SE p Value ba 6 SE p Value ba 6 SE p Value ba 6 SE p Value

Total sample (n 5 1,247)

Model 1 20.148 6 0.071 0.039 20.165 6 0.078 0.035 20.131 6 0.064 0.043 20.146 6 0.077 0.060

Model 2 20.116 6 0.071 0.105 20.125 6 0.078 0.109 20.114 6 0.065 0.078 20.120 6 0.078 0.122

Model 3 20.101 6 0.071 0.159 20.125 6 0.079 0.114 20.102 6 0.065 0.116 20.113 6 0.078 0.147

Unimpaired at baseline (n 5 980)

Model 1 20.146 6 0.063 0.021 20.121 6 0.069 0.079 20.096 6 0.062 0.123 20.122 6 0.072 0.088

Model 2 20.119 6 0.063 0.059 20.089 6 0.069 0.199 20.080 6 0.062 0.201 20.106 6 0.072 0.141

Model 3 20.113 6 0.063 0.073 20.084 6 0.069 0.225 20.070 6 0.063 0.266 20.102 6 0.072 0.160

Model 1: adjusted for age, sex, education, Medicare status, crystallized abilities, time from baseline to first cognitive assessment, and moderate to heavy
reported physical activity. Model 2: model 1 plus modifiable vascular risk factors (smoking status, moderate alcohol consumption, body mass index,
hypertension, diabetes). Model 3: model 2 including MRI markers (infarct, white matter disease, atrophy).
a Beta (b) represents the average z score difference in neuropsychological examination at baseline between no/low leisure-time physical activity and
moderate–heavy leisure-time physical activity (as a reference).
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the decrease in episodic memory between the 2 NPEs
was equivalent to 10 years of aging in our multivar-
iable models (p , 0.001).

DISCUSSION In this racially/ethnically diverse
cohort of older adults, we found that, compared to
moderate–heavy LTPA, no or low leisure-time
physical activity was associated with a greater
decline in processing speed among all participants,
and episodic memory among those unimpaired at
baseline. The degree of decline was equivalent to
the expected decline associated with approximately
10 years of cognitive aging. Our study is unique in
demonstrating that the different effect on decline in
processing speed over time between 2 LTPA groups
may be more appreciable among those without initial
cognitive impairment. This observation is consistent
with the paradigm that interventions aimed at
preventing cognitive decline need to occur before
symptoms are manifest. Similar to prior studies in
non-Hispanic white populations, our results provide
evidence that physical activity may thus delay the
onset of cognitive decline, and that effect could be
more prominent among those who are cognitively
intact at baseline and add to the growing data
establishing modifiable risk factors for dementia.32–34

Prior studies have limitations for understanding
whether or not all individuals will have a protective
effect against cognitive decline from LTPA. Our
findings inform the role of LTPA in slowing the rate
of cognitive decline in the presymptomatic state before
pathology may become irreversible.9

The hypothesized mechanisms of action for the
protective role of LTPA on cognition have been
related to 2 broad categories: vascular and nonvascu-
lar. LTPA reduces the incidence of hypertension and

diabetes and ameliorates end-organ damage, includ-
ing subclinical cerebrovascular disease among those
who already have it.35 In our study, this is unlikely
to be the sole explanation given the continued asso-
ciation after adjusting for these factors, although
residual confounding cannot be entirely excluded.
LTPA is also associated with a lower risk of silent
brain infarction, which is associated with cognition,
and adjusting for subclinical MRI evidence of brain
disease partially attenuated our results.22 There are
extensive animal and human data to suggest that
LTPA may influence several biological processes
involved in cognition independent of cerebrovascular
injury, including angiogenesis, neurogenesis, and
neuronal connectivity.36,37

Our findings of a lack of a protective effect when
we included those who were cognitively impaired are
in keeping with results from randomized clinical trials
in Alzheimer disease in which LTPA did not affect
measures of memory.38 Episodic memory may be
influenced by connectivity between the hippocampus
and higher cortical structures, and although these
pathways appear to be affected by ischemic damage,
they are also dependent on the degree of b-amyloid
deposition. Recent data suggest that LTPA may
attenuate some of the deleterious effects of amyloid
deposition in the preclinical stage,39 which we were
not able to examine in our cohort.

Our study has some important limitations. Close
to one-quarter of the sample did not have a repeat
NPE, limiting power to detect associations with
change in cognitive performance and introducing
possible selection bias. However, in our analyses, we
found that participants with and without repeat
NPE did not differ by LTPA level. Although this sug-
gests that selection bias did not confound the

Table 3 Association of no/light physical activity at baseline (vs moderate–heavy) and change in cognitive performance by domain

Processing speed Executive function Semantic memory Episodic memory

ba 6 SE p Value ba 6 SE p Value ba 6 SE p Value ba 6 SE p Value

Total sample (n 5 993)

Model 1 20.254 6 0.112 0.023 20.040 6 0.114 0.728 20.047 6 0.113 0.677 20.219 6 0.116 0.060

Model 2 20.231 6 0.112 0.040 0.005 6 0.114 0.968 20.045 6 0.114 0.693 20.223 6 0.117 0.057

Model 3 20.219 6 0.114 0.055 0.018 6 0.115 0.878 20.018 6 0.115 0.875 20.224 6 0.117 0.056

Unimpaired at baseline (n 5 728)

Model 1 20.243 6 0.116 0.037 20.046 6 0.115 0.689 20.072 6 0.111 0.519 20.231 6 0.115 0.046

Model 2 20.226 6 0.117 0.053 20.007 6 0.115 0.954 20.075 6 0.112 0.506 20.257 6 0.116 0.027

Model 3 20.212 6 0.118 0.073 0.006 6 0.117 0.958 20.050 6 0.113 0.658 20.258 6 0.117 0.027

Model 1: adjusted for age, sex, education, Medicare status, crystallized abilities, time from baseline to first cognitive assessment, and moderate to heavy
reported physical activity. Model 2: model 1 plus modifiable vascular risk factors (smoking status, moderate alcohol consumption, body mass index,
hypertension, diabetes). Model 3: model 2 including MRI markers (infarct, white matter disease, atrophy).
a Beta (b) represents the average difference in neuropsychological examination change in z score per year between no/low leisure-time physical activity and
moderate–heavy leisure-time physical activity (as a reference).
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association between LTPA and decline on NPE, it re-
mains a limitation. We did not collect information on
lifetime patterns of LTPA, such as midlife LTPA,5

which others have shown can have a significant
effect on multiple outcomes associated with aging,
including cardiovascular mortality and stroke. The
NOMAS MRI study did not collect objective meas-
ures of physical fitness, such as actigraphy, but pre-
vious studies have shown moderate correlation of
LTPA questionnaires with actigraphy. Information
on occupational physical activity was also not cap-
tured, although the protective effect of occupational
activities on cardiovascular disease has been incon-
sistent and this elderly population was less likely to
be working. We did not correct for multiple testing
across domains in our data analyses, although the
domains were highly correlated in the sequential
models and across domains.

Important strengths of our study include an
understudied population with a high burden of cardi-
ovascular disease risk factors, and use of more than
one measure of cognitive function derived from a sen-
sitive neuropsychological test battery. Of note, LTPA
has protective effects against multiple other condi-
tions associated with aging, with little associated
risk,21 and our observational findings support the
hypothesis that even the elderly benefit from LTPA.

We found that LTPA was associated with a protec-
tive effect against cognitive decline, independent of
structural brain injury as captured by MRI. LTPA
is a likely therapeutic target for cognitive decline with
aging. Further studies are also required to understand
the mechanism of action. Physical activity poses an
attractive target for lessening the public health burden
of cognitive impairment because of its low cost, lack
of interaction with medications, and other health
benefits.

AUTHOR CONTRIBUTIONS
Study concept and design: Drs. Willey, Gardener, Elkind, Sacco, Wright.

Acquisition of data: Drs. Willey, Sacco, Elkind, Wright. Analysis and

interpretation: Dr. Gardener, Dr. Dong, Ms. Moon, Dr. Cheung. Crit-

ical revision of the manuscript for important intellectual content: all au-

thors. Study supervision: Drs. Elkind, Sacco, Wright.

STUDY FUNDING
Dr. Willey is supported by the National Institute of Neurological Disor-

ders and Stroke (NIH/NINDS K23 NS 073104). Dr. Wright is sup-

ported by a related grant from the National Heart, Lung, and Blood

Institute (NIH/NHLBI R01 HL 108623) and by the Evelyn

F. McKnight Brain Institute. Funding for this project was provided by

NIH/NINDS R37 NS 29993. The sponsor had no role in the design,

methods, participant recruitment, data collections, analysis, and prepara-

tion of the manuscript.

DISCLOSURE
The authors report no disclosures relevant to the manuscript. Go to

Neurology.org for full disclosures.

Received June 15, 2015. Accepted in final form February 4, 2016.

REFERENCES
1. Middleton LE, Yaffe K. Promising strategies for the pre-

vention of dementia. Arch Neurol 2009;66:1210–1215.

2. Etgen T, Sander D, Huntgeburth U, Poppert H, Forstl H,

Bickel H. Physical activity and incident cognitive impair-

ment in elderly persons: the INVADE Study. Arch Intern

Med 2010;170:186–193.

3. Larson EB, Wang L, Bowen JD, et al. Exercise is associated

with reduced risk for incident dementia among persons 65

years of age and older. Ann Intern Med 2006;144:73–81.

4. Middleton LE, Manini TM, Simonsick EM, et al. Activity

energy expenditure and incident cognitive impairment in

older adults. Arch Intern Med 2011;171:1251–1257.

5. Rovio S, Kareholt I, Helkala EL, et al. Leisure-time phys-

ical activity at midlife and the risk of dementia and Alz-

heimer’s disease. Lancet Neurol 2005;4:705–711.

6. Scarmeas N, Luchsinger JA, Schupf N, et al. Physical

activity, diet, and risk of Alzheimer disease. JAMA 2009;

302:627–637.

7. Vercambre MN, Grodstein F, Manson JE, Stampfer MJ,

Kang JH. Physical activity and cognition in women with

vascular conditions. Arch Intern Med 2011;171:1244–

1250.

8. Verghese J, Lipton RB, Katz MJ, et al. Leisure activities

and the risk of dementia in the elderly. N Engl J Med

2003;348:2508–2516.

9. Sofi F, Valecchi D, Bacci D, et al. Physical activity and risk

of cognitive decline: a meta-analysis of prospective studies.

J Intern Med 2011;269:107–117.

10. Ravaglia G, Forti P, Lucicesare A, et al. Physical activity

and dementia risk in the elderly: findings from a prospec-

tive Italian study. Neurology 2008;70:1786–1794.

11. Abbott RD, White LR, Ross GW, Masaki KH, Curb JD,

Petrovitch H. Walking and dementia in physically capable

elderly men. JAMA 2004;292:1447–1453.

12. Podewils LJ, Guallar E, Kuller LH, et al. Physical activity,

APOE genotype, and dementia risk: findings from the

Cardiovascular Health Cognition Study. Am J Epidemiol

2005;161:639–651.

13. Burns JM, Cronk BB, Anderson HS, et al. Cardiorespira-

tory fitness and brain atrophy in early Alzheimer disease.

Neurology 2008;71:210–216.

14. Baker LD, Frank LL, Foster-Schubert K, et al. Effects of

aerobic exercise on mild cognitive impairment: a con-

trolled trial. Arch Neurol 2010;67:71–79.

15. Kramer AF, Hahn S, Cohen NJ, et al. Ageing, fitness and

neurocognitive function. Nature 1999;400:418–419.

16. Lautenschlager NT, Cox KL, Flicker L, et al. Effect of

physical activity on cognitive function in older adults at

risk for Alzheimer disease: a randomized trial. JAMA 2008;

300:1027–1037.

17. Plassman BL, Williams JW Jr, Burke JR, Holsinger T,

Benjamin S. Systematic review: factors associated with risk

for and possible prevention of cognitive decline in later

life. Ann Intern Med 2010;153:182–193.

18. Daviglus ML, Bell CC, Berrettini W, et al. NIH state-of-

the-science conference statement: preventing Alzheimer’s

disease and cognitive decline. NIH Consens State Sci

Statements 2010;27:1–30.

19. Angevaren M, Aufdemkampe G, Verhaar HJ, Aleman A,

Vanhees L. Physical activity and enhanced fitness to

improve cognitive function in older people without known

cognitive impairment. Cochrane Database Syst Rev 2008:

CD005381.

6 Neurology 86 May 17, 2016

ª 2016 American Academy of Neurology. Unauthorized reproduction of this article is prohibited.

http://neurology.org/lookup/doi/10.1212/WNL.0000000000002582


20. Folstein MF, Folstein SE, McHugh PR. “Mini-Mental

State”: a practical method for grading the cognitive state of

patients for the clinician. J Psychiatr Res 1975;12:189–198.

21. Willey JZ, Moon YP, Paik MC, Boden-Albala B,

Sacco RL, Elkind MS. Physical activity and risk of ische-

mic stroke in the Northern Manhattan Study. Neurology

2009;73:1774–1779.

22. Willey JZ, Moon YP, Paik MC, et al. Lower prevalence of

silent brain infarcts in the physically active: the Northern

Manhattan Study. Neurology 2011;76:2112–2118.

23. Dunn L, Dunn L. Peabody Picture Vocabulary Test. Cir-

cle Pines, MN: American Guidance Service; 1997.

24. Stone M, Jastak S, Wilkinson G. Wide range achievement

test. Rasch Meas Trans 1995;8:403.

25. Del Ser T, Gonzalez-Montalvo JI, Martinez-Espinosa S,

Delgado-Villapalos C, Bermejo F. Estimation of premor-

bid intelligence in Spanish people with the Word Accen-

tuation Test and its application to the diagnosis of

dementia. Brain Cogn 1997;33:343–356.

26. Duff K. Evidence-based indicators of neuropsychological

change in the individual patient: relevant concepts and

methods. Arch Clin Neuropsychol 2012;27:248–261.

27. Willey JZ, Gardener H, Moon YP, et al. Lipid profile

components and subclinical cerebrovascular disease in

the Northern Manhattan Study. Cerebrovasc Dis 2014;

37:423–430.

28. Moss AJ, Parsons VL. Current estimates from the National

Health Interview Survey. United States, 1985. Vital

Health Stat 1986;(160):i–iv, 1–182.

29. Sacco RL, Gan R, Boden-Albala B, et al. Leisure-time

physical activity and ischemic stroke risk: the Northern

Manhattan Stroke Study. Stroke 1998;29:380–387.

30. Siconolfi SF, Lasater TM, Snow RC, Carleton RA. Self-

reported physical activity compared with maximal oxygen

uptake. Am J Epidemiol 1985;122:101–105.

31. Ainsworth BE, Haskell WL, Whitt MC, et al. Compen-

dium of physical activities: an update of activity codes and

MET intensities. Med Sci Sports Exerc 2000;32:S498–

S504.

32. Buchman AS, Boyle PA, Yu L, Shah RC, Wilson RS,

Bennett DA. Total daily physical activity and the risk of

AD and cognitive decline in older adults. Neurology 2012;

78:1323–1329.

33. Lytle ME, Vander Bilt J, Pandav RS, Dodge HH, Ganguli M.

Exercise level and cognitive decline: the MoVIES project.

Alzheimer Dis Assoc Disord 2004;18:57–64.

34. Daviglus ML, Plassman BL, Pirzada A, et al. Risk factors

and preventive interventions for Alzheimer disease: state of

the science. Arch Neurol 2011;68:1185–1190.

35. Thompson PD, Buchner D, Pina IL, et al. Exercise and

physical activity in the prevention and treatment of ather-

osclerotic cardiovascular disease: a statement from the

Council on Clinical Cardiology (Subcommittee on Exer-

cise, Rehabilitation, and Prevention) and the Council on

Nutrition, Physical Activity, and Metabolism (Subcom-

mittee on Physical Activity). Circulation 2003;107:

3109–3116.

36. Erickson KI, Voss MW, Prakash RS, et al. Exercise train-

ing increases size of hippocampus and improves memory.

Proc Natl Acad Sci USA 2011;108:3017–3022.

37. Cotman CW, Berchtold NC, Christie LA. Exercise builds

brain health: key roles of growth factor cascades and

inflammation. Trends Neurosci 2007;30:464–472.

38. Pitkala KH, Poysti MM, Laakkonen ML, et al. Effects of

the Finnish Alzheimer disease exercise trial (FINALEX): a

randomized controlled trial. JAMA Intern Med 2013;173:

894–901.

39. Okonkwo OC, Schultz SA, Oh JM, et al. Physical activity

attenuates age-related biomarker alterations in preclinical

AD. Neurology 2014;83:1753–1760.

Neurology 86 May 17, 2016 7

ª 2016 American Academy of Neurology. Unauthorized reproduction of this article is prohibited.



DOI 10.1212/WNL.0000000000002582
 published online March 23, 2016Neurology 

Joshua Z. Willey, Hannah Gardener, Michelle R. Caunca, et al. 
Manhattan Study

Leisure-time physical activity associates with cognitive decline: The Northern

This information is current as of March 23, 2016

Services
Updated Information &

 002582.full.html
http://www.neurology.org/content/early/2016/03/23/WNL.0000000000
including high resolution figures, can be found at:

Supplementary Material

 0002582.DC1.html
http://www.neurology.org/content/suppl/2016/03/21/WNL.000000000
Supplementary material can be found at: 

Subspecialty Collections

 y
http://www.neurology.org//cgi/collection/risk_factors_in_epidemiolog
Risk factors in epidemiology

 http://www.neurology.org//cgi/collection/cohort_studies
Cohort studies

 http://www.neurology.org//cgi/collection/cognitive_aging
Cognitive aging

 or
http://www.neurology.org//cgi/collection/all_neuropsychology_behavi
All Neuropsychology/Behavior
following collection(s): 
This article, along with others on similar topics, appears in the

  
Permissions & Licensing

 http://www.neurology.org/misc/about.xhtml#permissions
its entirety can be found online at:
Information about reproducing this article in parts (figures,tables) or in

  
Reprints

 http://www.neurology.org/misc/addir.xhtml#reprintsus
Information about ordering reprints can be found online:

rights reserved. Print ISSN: 0028-3878. Online ISSN: 1526-632X.
1951, it is now a weekly with 48 issues per year. Copyright © 2016 American Academy of Neurology. All 

® is the official journal of the American Academy of Neurology. Published continuously sinceNeurology 

http://www.neurology.org/content/early/2016/03/23/WNL.0000000000002582.full.html
http://www.neurology.org/content/early/2016/03/23/WNL.0000000000002582.full.html
http://www.neurology.org/content/suppl/2016/03/21/WNL.0000000000002582.DC1.html
http://www.neurology.org/content/suppl/2016/03/21/WNL.0000000000002582.DC1.html
http://www.neurology.org//cgi/collection/all_neuropsychology_behavior
http://www.neurology.org//cgi/collection/all_neuropsychology_behavior
http://www.neurology.org//cgi/collection/cognitive_aging
http://www.neurology.org//cgi/collection/cohort_studies
http://www.neurology.org//cgi/collection/risk_factors_in_epidemiology
http://www.neurology.org//cgi/collection/risk_factors_in_epidemiology
http://www.neurology.org/misc/about.xhtml#permissions
http://www.neurology.org/misc/addir.xhtml#reprintsus

