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ORIGINAL RESEARCH

Cardiovascular Health, Race, and Decline 
in Cognitive Function in Midlife Women: The 
Study of Women’s Health Across the Nation
Imke Janssen , PhD; Lynda H. Powell , PhD; Sheila A. Dugan , MD; Carol A. Derby , PhD; 
Howard M. Kravitz , DO, MPH

BACKGROUND: Cognitive decline may progress for decades before dementia onset. Better cardiovascular health (CVH) has 
been related to less cognitive decline, but it is unclear whether this begins early, for all racial subgroups, and all domains of 
cognitive function. The purpose of this study was to determine the impact of CVH on decline in the 2 domains of cognition that 
decline first in White and Black women at midlife.

METHODS AND RESULTS: Subjects were 363 Black and 402 White women, similar in baseline age (mean±SD, 46.6±3.0 years) 
and education (15.7±2.0 years), from the Chicago site of the Study of Women’s Health Across the Nation. Cognition, measured 
as processing speed and working memory, was assessed annually or biennially over a maximum of 20 years (mean±SD, 
9.8±6.7 years). CVH was measured as Life’s Essential 8 (blood pressure, body mass index, glucose, non- high- density lipo-
protein cholesterol, smoking, physical activity, diet, sleep). Hierarchical linear mixed models identified predictors of cognitive 
decline with progressive levels of adjustment. There was a decline in processing speed that was explained by race, age, and 
the 3- way interaction of race, CVH, and time (F1,4308=8.8, P=0.003). CVH was unrelated to decline in White women but in Black 
women poorer CVH was associated with greater decline. Working memory did not decline in the total cohort, by race, or by 
CVH.

CONCLUSIONS: In midlife Black women, CVH promotion may be a target for preventing the beginnings of cognitive decline, 
thereby enhancing independent living with aging.

Key Words: cardiovascular health ■ cognitive decline ■ processing speed ■ racial differences

Knowledge about midlife women’s decline in cog-
nitive function is limited for several reasons. With 
some exceptions,1–6 longitudinal studies of cog-

nitive function have focused on those 65 years of age 
and older, in part because dementia is rare before 
this age. However, dementia is often preceded by a 
decade or more of accelerated cognitive decline,7,8 
suggesting that subtle cognitive changes, indicative of 
later life dementia risk, may be occurring as early as 
the fourth decade of life. This was shown in primar-
ily White people9 but has not been studied in a more 

diverse population. Good cardiovascular health (CVH) 
has been associated with lower rates of cognitive de-
cline in White10,11 and Hispanic12 individuals, suggest-
ing that promotion of CVH may delay or prevent later 
life cognitive impairment. The ARIC (Atherosclerosis 
Risk in Communities) study evaluated the impact of 
CVH on 20- year cognitive decline in a large cohort of 
Black and White participants6 and found an associa-
tion for both subgroups but one that was weaker for 
Black than White participants. Although the Black par-
ticipants had lower education and lower CVH than the 
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White participants, this heterogeneity was not explored 
as an explanation for the weaker effect between CVH 
and cognitive decline in Black participants, nor were 
gender- specific associations reported.

A recent review in adults aged 65 and older13 found 
that the prevalence of individual chronic health condi-
tions (eg, hypertension, obesity, diabetes) and lifestyle 
factors (eg, smoking, low physical activity) differs be-
tween the races but does not fully explain differences 
in cognitive decline. However, these modifiable risk 
factors have typically been studied in isolation and not 
in combination. An exception is the ARIC study that 
conceptualized CVH as Life’s Simple 7.6 This index 
has recently been updated as Life’s Essential 8, fea-
turing a new scoring algorithm and the inclusion of 
sleep, in addition to blood pressure, body mass index, 
glucose, cholesterol, smoking, physical activity, and 
diet.14 Using National Health and Nutrition Examination 
Survey data, Life’s Essential 8 was found to be more 
sensitive to disparities in cardiovascular health across 
sociodemographic groups than Life’s Simple 7.15

By the 1990s, it was becoming evident that the 
first aspects of cognition to decline with age were pro-
cessing speed and working memory.16,17 Processing 
speed is speed of recognition, assessed as the ability 
to compare similarities and differences quickly and ac-
curately among sets of letters, numbers, objects, pic-
tures, or patterns. In women who were 5 years older 

than those in the present study, heart age, an index of 
cardiovascular health based on the Framingham equa-
tion, predicted decline in processing speed, but racial 
differences were not studied.18 Working memory, an 
aspect of executive function, is assessed as the ability 
of a small amount of information to be held in mind 
and used in the execution of cognitive tasks. Because 
these 2 aspects are most sensitive to early aging, they 
were chosen for cognitive testing when the Chicago 
SWAN (Study of Women’s Health Across the Nation) 
cohort was initiated in 1997 in women between the 
ages of 42 and 52 years.

CVH is vital for a healthy heart, a healthy brain, and 
healthy aging. Long- term benefits on the brain have 
been less discernible among Black individuals rela-
tive to their White counterparts. The purpose of this 
report is to examine Black- White differences among 
midlife women in the early decline of 2 aspects of cog-
nition and the relationship between CVH and decline. 
Hypotheses of interest, based upon the literature,6,9 
were:

 1. There will be a significant decline in processing 
speed and working memory that begins in 
early midlife and continues over the course 
of a maximum of 20 years in both Black and 
White women.

 2. Better CVH will reduce the rate of decline in 
processing speed and working memory, and 
this association will be stronger in White than in 
Black women.

METHODS
SWAN provides access to public use data sets that 
include data from SWAN screening, the baseline visit, 
and follow- up visits (https:// aging resea rchbi obank. nia. 
nih. gov/ ). To preserve participant confidentiality, some, 
but not all, of the data used for this article are con-
tained in the public use data sets. A link to the public 
use data sets is also located on the SWAN website: 
http:// www. swans tudy. org/ swan-  resea rch/ data-  ac-
cess/ . Investigators who require assistance access-
ing the public use data set may contact the SWAN 
Coordinating Center at the following email address: 
swanaccess@edc.pitt.edu.

Study Population
Participants were women enrolled in SWAN at the 
Chicago site. SWAN is a 7- site multiracial and mul-
tiethnic longitudinal study of women transitioning 
through menopause featuring ongoing annual inter-
views. Women were eligible for SWAN in 1996 to 1997 
if they were between the ages of 42 and 52 years; 
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not pregnant, lactating, or breastfeeding; had an in-
tact uterus and at least 1 ovary; and had menstruated 
and were not using hormone therapy within 3 months 
of enrollment. The Chicago SWAN site features 857 
participants recruited using a complete community 
census from 3 contiguous neighborhoods with a 72% 
participation rate and comparable socioeconomic sta-
tus between the Black and White women.1 Cognitive 
testing started in 1997 with annual or biennial follow- up 
visits over the next 20 years. The approximate com-
parability on socioeconomic status between the Black 
and White women at the Chicago SWAN site provided 
design control for the common confound of race and 
socioeconomic status. Details of the SWAN recruit-
ment and study protocol19 and those of the Chicago 
SWAN cohort have been reported.1 Cognitive as-
sessment was conducted at the Chicago SWAN site 
between January 1997 and January 2017. The study 
was approved by the Rush University Medical Center 
Institutional Review Board, and all women provided 
written informed consent at every visit.

Procedures
All SWAN participants completed a standard protocol 
at every visit. At each follow- up visit, time since base-
line was calculated as the difference between exam 
date at the follow- up visit and exam date at baseline. 
Women were eligible for this analysis if they had not re-
ported a stroke before cognitive assessments started. 
Observations were censored at the time of a stroke 
after the first cognitive test. The analytic sample for this 
report was White and Black women who had at least 1 
observation on both cognitive outcomes. Women were 
excluded if they never participated in the cognitive as-
sessments (n=40) or did not report years of education 
(N=52). The analytic sample consisted of 765 women 
who provided 5079 processing speed and 4933 work-
ing memory assessments. The comparability between 
the total, included, and excluded cohorts is presented 
as Table S1.

Measures
Main Cognitive Outcomes

Processing speed was assessed using the interviewer- 
administered Symbol Digit Modalities Test, in which 
participants identify as many of the 110 symbol- digit 
matches as possible in 90 seconds.20 Possible scores 
range from 0 to 110, with higher scores indicating bet-
ter cognition. Working memory was assessed with the 
Digit Span Backward test, in which participants repeat 
backward as many increasingly long strings (3 to 8) 
of digits as possible without error, scored according 
to the Wechsler- Memory Scale—Revised manual.21 
Possible scores range from 0 to 12, with higher scores 
indicating better cognition.

Predictors

Women self- identified as Black or White at baseline and 
reported the number of years of education completed. 
Age at baseline was calculated from self- reported date 
of birth and baseline exam date. CVH was assessed 
as Life’s Essential 8 which includes blood pressure, 
non- high- density lipoprotein cholesterol, glucose level, 
body mass index, physical activity, smoking, diet, and 
sleep.14 All of these variables were assessed at the 
SWAN baseline. Figure S1 presents the race- specific 
distribution of Life’s Essential 8.

Body mass index was calculated as weight in 
kilograms divided by height in meters squared. 
Standardized protocols were used to measure height 
and weight. Height was measured without shoes using 
a stadiometer. Weight was measured without shoes 
and in light indoor clothing using scales that were cal-
ibrated to a standard monthly. Resting blood pressure 
was measured with a mercury sphygmomanometer, 
using a standard protocol following at least a 5- minute 
rest with participants seated. Blood pressure was 
measured in the right arm, using an appropriately sized 
cuff. Two sequential blood pressure readings were ob-
tained, 2 minutes apart, and averaged. Blood samples 
for glucose and lipids were collected after a 12- hour 
fast. Total cholesterol and high- density lipoprotein cho-
lesterol were analyzed on EDTA- treated plasma using 
standard methods.22,23 Use of antihypertensive as well 
as cholesterol- lowering medication was self- reported 
annually in SWAN and confirmed via medication review. 
Smoking status was assessed using standard ques-
tions from the American Thoracic Association,24 with 
questions on ever smoking, amount smoked, and quit 
date. Physical activity was assessed with the sports 
and exercise questions of the Kaiser Physical Activity 
Survey.25,26 Each type of sport/exercise activity was 
classified as moderate or vigorous. Diet was assessed 
by the Block Food Frequency Questionnaire27,28 and 
scored according to Mellen.29 Length of sleep was 
self- reported in answer to the question “During the 
past month, how many hours of actual sleep did you 
get at night? (This may be different than the number of 
hours you spend in bed.)”

After converting glucose to hemoglobin A1c accord-
ing to the American Diabetes Association,30 we used 
the Life’s Essential 8 scoring algorithm14 to calculate 
the CVH component scores. CVH was calculated as 
the average of the component scores. Possible scores 
for CVH as well as each component score range from 
0 to 100 with higher scores indicating better CVH.

Statistical Analysis
To make the cognitive outcomes comparable over 
time, observations were converted to Z scores by sub-
tracting the baseline mean and dividing by the baseline 
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SD. CVH as well as its components scores were also 
converted to Z scores. Hypotheses were examined 
using linear mixed models. Random effects were in-
corporated for individual starting level (ie, intercept) 
and individual rate of change (ie, time). Race, age at 
baseline, education, and CVH were modeled as fixed 
effects. Education and age at baseline were centered 
at their baseline mean. The main effect for time is inter-
preted as the slope of change where a negative coef-
ficient reflects cognitive decline. The 2- way interaction 
of a variable with time assesses the impact of that vari-
able on decline in cognition.

Because practice effects can create a spurious 
improvement in studies of cognitive decline, we first 
determined whether there was a practice effect in ei-
ther of the cognitive tests, which would be reflected 
in a positive estimate for time. Eliminating the first 2 
observations minimizes practice effects.31 Because 
practice effects were evident for working memory 
but not for processing speed, analyses for working 
memory deleted the first 2 assessments while anal-
yses for processing speed began at the cognitive 
baseline.

Hierarchical modeling was progressive. Model 1 in-
cluded main effects for time, race, age, education, and 
CVH as predictors of cognitive function at baseline. 
Model 2 added the 2- way interactions of race, age, ed-
ucation, and CVH with time to determine the impact of 
these predictors on decline in cognitive function and, 
for completeness, the 2- way interaction of race and 
CVH. Model 3 added the 3- way interaction of race, 

CVH, and time to determine differential impact of race 
on the association between CVH and cognitive de-
cline. The significant 3- way interaction was confirmed 
in race- specific models. In response to a reviewer re-
quest, further modeling was conducted replacing the 
total CVH score with each CVH component as predic-
tor of decline in processing speed.

RESULTS
Baseline Characteristics
Table  1 shows the characteristics of the cohort at 
baseline. There were 363 Black and 402 White women, 
who were middle aged (mean±SD, 46.6±3.0 years) with 
no significant age difference by race. White women 
had slightly though significantly more education than 
Black women (years of education 15.9±2.1 versus 
15.5±2.1, P=0.007, respectively). The mean±SD cog-
nitive scores were 58.2±11.1 for processing speed 
and 6.7±2.1 for working memory with significantly 
higher (better) scores for White versus Black women, 
mean score differential 4.4 (95% CI, 2.8–6.0) for pro-
cessing speed and 0.8 (95% CI, 0.5–1.1) for working 
memory (P<0.001 for both). CVH was lower for Black 
women than for White women on the total CVH score 
and all component scores except diet, tobacco use, 
and non- high- density lipoprotein. Participants were 
followed up for a maximum of 20 years (mean±SD, 
9.8±6.7 years) with no difference in follow- up time by 
race. The mean±SD time between assessments was 

Table 1. Characteristics at Cognitive Baseline Overall and by Race

Overall Black race White race P value

N (%) 765 363 (47.5) 402 (52.5)

Age at baseline, y, mean±SD 46.6±3.0 46.8±3.0 46.4±2.9 0.057

Education, y, mean±SD 15.7±2.1 15.5±2.1 15.9±2.1 0.007

Follow- up time, y, mean±SD 9.8±6.7 9.7±7.0 9.9±6.6 0.727

Processing speed score, mean±SD 58.2±11.1 55.9±12.2 60.3±9.7 <0.001

Working memory score, mean± SD 6.7±2.1 6.3±2.0 7.1±2.0 <0.001

Cardiovascular health score*, mean±SD 63.3±16.1 58.2±15.1 67.8±15.6 <0.001

Cardiovascular health score*, median 
(interquartile range)

63.8 (52.9–75.6) 58.8 (46.9–68.8) 68.8 (57.5–80.0) <0.001

Diet score, mean±SD 46.5±28.5 44.8±28.3 48.0±28.7 0.124

Physical activity score, mean±SD 45.2±43.4 35.3±40.8 54.2±43.8 <0.001

Tobacco score, mean±SD 58.5±37.6 60.2±38.5 57.0±36.7 0.245

Sleep score, mean±SD 79.4±24.7 72.2±26.6 85.2±21.5 <0.001

Body mass index score, mean±SD 59.2±34.3 51.8±32.7 65.9±34.3 <0.001

Non- high- density lipoprotein score, 
mean±SD

70.4±29.9 68.6±30.0 72.1±29.8 0.110

Glucose score, mean±SD 88.6±22.4 85.5±24.9 91.4±19.6 <0.001

Blood pressure score, mean±SD 59.3±33.4 49.6±33.8 68.1±30.5 <0.001

Financial strain, N (%) 276 (36.1) 149 (41.0) 127 (31.6) 0.007

*Cardiovascular health assessed as Life’s Essential 8 with the total score and each component score ranging from 0 to 100, with higher scores indicating 
better cardiovascular health.
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1.8±1.0 years. Table S1 compares the entire Chicago 
SWAN cohort to those included in this analytic sample 
and shows that those included were representative of 
the total cohort in sociodemographic factors, cognitive 
scores, and CVH, with the only exception being lower 
(worse) glucose scores in the excluded group. The dis-
tribution of the CVH scores by race (Figure S1) shows 
that scores were lower for Black than White women 
but that the variation was similar.

Processing Speed
Hierarchical models are presented in Table 2. Model 1 
presents main effects of variables assessed at base-
line. There was a significant negative main effect of 
time, indicating that in the total cohort there was a 
small decline in processing speed by 0.010 units on the 
Z score scale per year. There were significant main ef-
fects for age (older women scored lower than younger 
women), race (Black women scored lower than White 
women), and education (women with more years of 
education scored higher than women with fewer years 
of education). CVH was unrelated to processing speed 
at baseline.

Model 2 adjusts for main effects at baseline and 
examines decline in processing speed using 2- way in-
teractions between each of the variables and time. It 
shows that independent of the significant race differ-
ential at baseline, there was a significant interaction of 
race by time (Black women declined faster than White 
women, independent of baseline differences). It also 
shows a significant interaction of age by time (women 
who started testing at an older age declined faster than 
younger women). CVH and education were unrelated 
to decline in processing speed.

Model 3 adjusts for all variables in Model 2 but adds 
the 3- way interaction of race, CVH, and time. This sig-
nificant 3- way interaction shows that independent of 
racial differences at baseline and racial differences in 
decline, there was a significant difference by race in the 
association between CVH and decline in processing 
speed. This 3- way interaction was confirmed in mod-
els stratified by race (Table S2) and is portrayed in the 
Figure. In contrast to the continuous CVH scores used 
in Table 2, the Figure divides women into 4 groups de-
fined by race and CVH, dichotomized above or below 
the median, and shows predicted values with 95% 
confidence bands. White women with higher CVH 
scored better on processing speed throughout the 
follow- up than White women with lower CVH scores, 
but neither group appeared to decline over time. Black 
women had lower scores than their White counterparts 
at baseline, but those with higher CVH did not show 
much decline in processing speed in contrast to those 
with lower CVH who showed a significant decrease of 
≈10% from their initial score over the 2 decades of the 
study.

Practice effects were not detected for processing 
speed, given that the time variable was negative; how-
ever, a sensitivity analysis deleting the first 2 obser-
vations produced the same results showing that the 
impact of CVH on cognitive decline was restricted to 
Black women. CVH component- specific analyses are 
presented in Table  S3. They show that blood pres-
sure and smoking were the components that were 
primarily responsible for the significant 3- way interac-
tion. Additional models were run with further adjust-
ments for medical conditions, number of medications, 
financial strain, menopausal status, but these further 

Table 2. Hierarchical Models for Processing Speed (Z Score) Starting at Baseline

Effect Model 1, estimate (95% CI) Model 2, estimate (95% CI) Model 3, estimate (95% CI)

Intercept 0.309 (0.233 to 0.385)‡ 0.284 (0.204 to 0.364)‡ 0.274 (0.193 to 0.354)‡

Time, y −0.010 (−0.015 to −0.005)‡ −0.003 (−0.010 to 0.004) 0 (−0.007 to 0.007)

Race* −0.469 (−0.579 to −0.359)‡ −0.419 (−0.534 to −0.304)‡ −0.415 (−0.530 to −0.300)‡

Age, y −0.025 (−0.043 to −0.007)‡ −0.017 (−0.035 to 0.002) −0.017 (−0.035 to 0.002)

Education, y 0.094 (0.068 to 0.121)‡ 0.096 (0.069 to 0.124)‡ 0.095 (0.068 to 0.123)‡

CVH† 0.030 (−0.029 to 0.088) 0.023 (−0.058 to 0.105) 0.047 (−0.036 to 0.130)

Race*×time −0.015 (−0.025 to −0.005)‡ −0.017 (−0.027 to −0.007)‡

Age×time −0.003 (−0.004 to −0.001)‡ −0.002 (−0.004 to −0.001)‡

Education×time −0.001 (−0.003 to 0.002) 0 (−0.003 to 0.002)

CVH†×time 0.004 (−0.002 to 0.009) −0.004 (−0.011 to 0.004)

Race*×CVH −0.012 (−0.127 to 0.102) −0.063 (−0.182 to 0.056)

Race*×CVH†×time 0.016 (0.005 to 0.026)‡

Time, baseline age, education in years; baseline age and education centered. Model 1: main effects. Model 2: Model 1 plus 2- way interactions. Model 3: 
Model 2 plus 3- way interaction. CVH indicates cardiovascular health.

*Race: Referent is White.
†CVH=Z score of Life’s Essential 8.
‡Significant at P<0.05.
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adjustments had no impact on the significance of the 
3- way interaction.

Working Memory
Practice effects in working memory were evident when 
all observations starting at baseline were included, 
suggested by a positive time effect (ie, participants 
appeared to be improving in working memory over 
time) (data not shown). Thus, working memory analy-
ses adjusted for practice effects by starting at the third 

cognitive assessment. Table  3 presents hierarchical 
models for working memory. Model 1 shows that the 
control for practice effects worked based upon a nega-
tive, nonsignificant coefficient for Time interpreted as a 
small decline in working memory over time in the total 
cohort. Race and education were significant showing 
that Black women and those with lower education had 
lower scores on working memory at baseline. These 
main effects were unchanged when 2- way interactions 
with time were added (Model 2) or the 3- way interac-
tion of race, CVH and time was added., none of which 

Figure. Processing speed by time, race, and cardiovascular health (Life’s Essential 8).
Median refers to the overall median of cardiovascular health (63.8). CVH indicates cardiovascular health.

Table 3. Hierarchical Models for Working Memory (Z Score) Starting at Third Cognitive Assessment

Effect Estimate (95% CI) Estimate (95% CI) Estimate (95% CI)

Intercept 0.692 (0.581 to 0.803)‡ 0.699 (0.581 to 0.817)‡ 0.702 (0.584 to 0.820)‡

Time, y −0.006 (−0.013 to 0) −0.006 (−0.016 to 0.003) −0.008 (−0.018 to 0.003)

Race* −0.693 (−0.854 to −0.532)‡ −0.684 (−0.851 to −0.517)‡ −0.686 (−0.853 to −0.519)‡

Age, y −0.076 (−0.159 to 0.006) −0.054 (−0.140 to 0.031) −0.054 (−0.139 to 0.031)

Education, y 0.115 (0.077 to 0.153)‡ 0.113 (0.074 to 0.152)‡ 0.113 (0.074 to 0.153)‡

CVH† 0.039 (−0.047 to 0.125) 0.004 (−0.117 to 0.125) −0.003 (−0.125 to 0.120)

Race*×time −0.004 (−0.019 to 0.010) −0.004 (−0.018 to 0.011)

Age×time −0.008 (−0.016 to 0) −0.008 (−0.016 to 0)

Education×time 0.001 (−0.003 to 0.004) 0.001 (−0.003 to 0.004)

CVH†×time 0.005 (−0.002 to 0.013) 0.008 (−0.003 to 0.018)

Race*×CVH† 0.039 (−0.128 to 0.206) 0.052 (−0.120 to 0.224)

Race*×CVH†×time −0.005 (−0.019 to 0.010)

Time, age at 3rd cognitive assessment, education in years; age and education centered. Model 1: main effects. Model 2: Model 1 plus 2- way interactions. 
Model 3: Model 2 plus 3- way interaction. CVH indicates cardiovascular health.

*Race: Referent is White.
†CVH= Z score of Life’s Essential 8.
‡Significant at P<0.05.
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were significant. There was no impact of CVH on base-
line working memory, decline in working memory, or 
differential decline in working memory by race.

DISCUSSION
An innovation of this report is its focus on specific domains 
of cognitive function. Because most studies evaluate cog-
nitive decline with a global cognitive index, it precludes an 
ability to determine whether different cognitive domains 
have different patterns of decline. The domains chosen 
were processing speed and working memory because 
they are among the first to decline with aging16,17 and thus 
an appropriate focus for a study aimed at detecting early 
cognitive decline in young women who began follow- up 
at an average age of 46.6 years.

The first hypothesis tested was that there would be 
a significant decline in processing speed and working 
memory over the course of a maximum of 20 years of fol-
low- up in both Black and White women. This was based 
upon data from the Whitehall study that showed cogni-
tive decline in early midlife in primarily White people9 and 
is consistent with other reports from the national SWAN 
cohort study.18,31 However, all of these prior reports were 
based upon participants who were an average of 7 years 
older than the participants in this current report. In these 
younger women, there was no evidence of decline in 
working memory. There was a decline in processing 
speed, but it differed by age and race. Older women and 
Black women declined faster than younger women or 
White women. Prior studies of racial differences in cogni-
tive decline have produced inconsistent results, resulting 
in calls for further research.32,33 The current findings con-
tribute to this research by showing that in young women 
with an average starting age of 46.6 years, cognitive de-
cline on the 2 measures expected to decline first was 
inconsistent across these measures of cognition. Decline 
was not observed in working memory. Decline in pro-
cessing speed was evident overall but better explained 
by differential decline within race and age subgroups.

The second hypothesis tested was that better CVH 
would slow the rate of decline in processing speed and 
working memory for the total cohort and that this as-
sociation would be stronger in White women than in 
Black women. This hypothesis was derived from the 
ARIC study that found an association between CVH 
and a global measure of cognitive decline in both White 
and Black participants, but one that was weaker in the 
Black participants.6 In our study, CVH was unrelated to 
early decline in processing speed or working memory. 
The discrepancy between the results of these 2 studies 
is likely due to the differences in the cohorts studied. 
Participants in ARIC, relative to SWAN, were older (54 
versus 47 years, respectively), and less well educated 
(≤12 years of education: 63% versus 13%, respectively), 
factors that have been related to cognition.34

The ARIC finding of a weaker association between 
CVH and cognitive decline in Black versus White par-
ticipants triggered our interest in exploring potential ra-
cial differences. The results provide a key finding of this 
report. Although Black women declined faster in pro-
cessing speed than White women, there was hetero-
geneity within the Black subgroup. Those with lower 
CVH declined faster than those with higher CVH.

To study the biologic plausibility of this finding, we 
conducted supplementary components analyses of 
the global CVH score and found that the main drivers 
of this heterogeneity within the Black subgroup were 
blood pressure and smoking status (Table  S3). The 
subgroup of Black women with low CVH (CVH below 
the median) had a significantly higher rate of hyperten-
sion than the Black women with high CVH (CVH above 
the median; 77.8% versus 41.6%, respectively) . Black 
Americans have greater exposure to the adverse effects 
of elevated blood pressure with earlier onset of about 
5 years before their White counterparts and lower hy-
pertension control.35 Moreover, Black Americans have 
greater exposure to the adverse effects of nicotine, 
higher exposure to second- hand smoke,36 and greater 
use of menthol cigarettes37 that mask the harshness of 
tobacco smoke and make it harder to quit.36–39 Serum 
cotinine, a marker of nicotine, is higher in Black than 
White individuals possibly because of their lower ces-
sation rates38,39 and has been associated with worse 
cognitive functioning, including processing speed.40

Strengths of the current study include the large 
population- based cohort, a domain- specific approach 
to cognitive decline, and use of a state- of- the- art sum-
mary measure of CVH. The population- based cohort 
featured large numbers of both Black and White middle- 
aged women from a well- characterized sample obtained 
by community- based random sampling of a geograph-
ically defined population with low in-  and outmigration, 
and a high 72% participation rate. Participants came 
from 3 contiguous neighborhoods on the south side of 
Chicago that differed in socioeconomic status across 
neighborhoods but equated socioeconomic status 
across racial subgroups within each neighborhood. This 
provided design control for the confound between race 
and socioeconomic status, resulted in more compara-
bility between Black and White participants in education, 
age, and CVH than is commonly observed in studies 
of racial differences, and made long- term longitudinal 
evaluations feasible. The domain- specific approach to 
cognitive function was sensitive to early decline in young 
participants and made it possible to detect modifiable 
predictors of early decline. The cognitive domain of 
processing speed is a leading indicator of early cog-
nitive aging and maintenance of independence.17,41,42 It 
measures the ability to identify visual and verbal infor-
mation quickly and accurately and is important for such 
activities of daily living as driving42 and walking speed.43 
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In contrast, we did not detect any decline in working 
memory, consistent with a prior report in slightly older 
women.18 Use of a state- of- the- art combined measure 
of CVH provides a novel contribution to a literature on 
cognitive aging that is characterized primarily by studies 
of individual medical conditions (ie, hypertension and 
diabetes)44 and lifestyle factors (ie, physical activity and 
smoking).4,44–47

Limitations are that the assessment of CVH included 
several self- reported measures (ie, smoking, physical 
activity, diet, and sleep), a problem that is characteristic 
of many large epidemiological studies such as SWAN. 
Thus, differential accuracy of reporting across race 
cannot be ruled out. In addition, it was not possible to 
examine a range of potential explanations for the hetero-
geneity observed within the Black women on the asso-
ciation between CVH and decline in processing speed. 
In particular, structural racism leads to lower quality of 
health care and CVH33 and could be a more fundamen-
tal explanation for the decline in processing speed than 
that provided by CVH. But unfortunately, structural rac-
ism was not part of the SWAN assessment battery.

CONCLUSIONS
In summary, decline in processing speed, a leading in-
dicator of age- related cognitive decline,41 appears to 
begin early in the fourth decade of life primarily in those 
Black women with poorer CVH. These data provide 
a new rationale for optimizing CVH, particularly blood 
pressure control and smoking cessation, in Black 
women at midlife. By so doing, it could foster main-
tenance of independence with aging and reduction of 
health disparities in cognitive disorders.
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