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Abstract

Dementia is a major global public health challenge characterised by heterogeneous neurocognitive disorders and a
growing evidence base for prevention through modifiable risk factors. Public understanding of dementia, however,
remains limited, with persistent misconceptions regarding its inevitability, causes, and prevention potential. This
conceptual review synthesises evidence on public dementia literacy, focusing on understanding of dementia subtypes
and awareness of modifiable risk factors. The available evidence suggests that dementia is widely misperceived as a
normal part of ageing, and that awareness of cardiovascular, metabolic, psychosocial, and environmental risk factors
remains uneven across populations. Despite epidemiological evidence indicating that approximately 45% of dementia
risk, distributed across fourteen established risk factors, is potentially modifiable, public mental models often fail to
reflect this preventability. The review highlights a persistent gap between biomedical evidence and public interpretation,
shaped by health literacy limitations, fragmented risk conceptualisation, and behavioural constraints. Strengthening
dementia prevention communication requires moving beyond awareness-based campaigns toward structurally informed

health literacy approaches that integrate interpretation, applicability, and behavioural translation.

Keywords: Dementia Literacy, Modifiable Risk Factors, Dementia Prevention, Health Literacy, Public Understanding, Risk Perception,
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1. Introduction

Dementia is increasingly recognised as one of the most significant
global public health challenges of the twenty-first century,
affecting more than 55 million people worldwide and projected to
rise substantially with population ageing [1].

Although commonly perceived as a single disease, dementia is an
umbrella term encompassing multiple neurocognitive disorders,
including Alzheimer's disease, vascular dementia, dementia with
Lewy bodies, and frontotemporal dementia (Alzheimer's Society,
n.d.), each characterised by distinct pathological mechanisms and
clinical trajectories [2].

While epidemiological research increasingly indicates that
dementiarisk is not entirely predetermined, public understanding of
this evidence base remains limited [3]. Population-level dementia
literacy appears moderate at best, with persistent misconceptions
around prevention and risk factors reported across multiple survey-
based studies [4,5]. A particularly widespread misconception is that

dementia is an inevitable consequence of ageing, despite decades
of public health communication challenging this assumption [6].

This gap between scientific evidence and public understanding is
not simply a matter of information deficits; it also reflects structural
and cognitive constraints on how health risks are interpreted [3].
Dementia risk accumulates across the life course, yet public
mental models tend to oversimplify this by reducing risk either
to genetic determinism or to normal ageing [7,8]. This conceptual
gap has significant implications for prevention engagement and
early intervention [9]. Understanding these interpretive barriers
is becoming increasingly important as public health policy
shifts from dementia treatment towards primary prevention and
population-wide risk reduction.

2. Scope and Approach

This is a conceptual, narrative review rather than a systematic
review, and it does not follow PRISMA reporting standards. It
draws on peer-reviewed literature concerning dementia literacy,
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risk perception, and health behaviour, identified through targeted
searches of academic databases (including PubMed and PsycINFO)
using terms such as “dementia literacy,” “modifiable risk factors,”
“risk perception,” and “health literacy,” supplemented by existing
systematic reviews and meta-analyses where available, and by key
policy documents, including the WHO risk-reduction guidelines
(2019, 2026) and the Lancet Commission reports (2020, 2024)
[8,10,11]. The aim is to synthesise recurring thematic patterns in
the literature rather than to provide an exhaustive census of all
available studies, and conclusions should be read with that scope
in mind.

3. Alignment with the Updated WHO (2026) Dementia Risk-
Reduction Guidelines

The second edition of the World Health Organisation (WHO)
Guidelines on Risk Reduction of Cognitive Decline and Dementia
(2026) reinforces the global shift from dementia treatment
towards primary prevention through evidence-based, population-
level interventions [11]. Building on the 2019 guidelines, the
updated recommendations incorporate emerging evidence on
modifiable risk factors, including air pollution; provide stronger
recommendations for the management of hearing loss through
hearing aids; discourage the routine use of nutritional supplements
(e.g., vitamins Band E, omega-3 fatty acids) for dementia prevention
in individuals without deficiency; and place greater emphasis
on cognitive training, social engagement, and multidomain
lifestyle interventions. The guidelines continue to advocate for
interventions targeting physical activity, healthy diet, smoking
cessation, reduction of harmful alcohol use, and management
of hypertension, diabetes, obesity, and other cardiovascular risk
factors as central strategies for reducing dementia risk.

The implementation challenges highlighted by the updated WHO
(2026) guidelines extend beyond identifying effective dementia
risk-reduction interventions to understanding how individuals
engage with, interpret, and implement those recommendations
within their everyday lives [11]. Although the guidelines provide
comprehensive evidence regarding modifiable risk factors and
recommended preventive strategies, translating this evidence into
sustained behavioural change remains a complex implementation
challenge influenced by individual health literacy, contextual

circumstances, and broader social determinants of health. Recent
conceptual scholarship has therefore begun to explore explanatory
approaches that integrate dementia prevention literacy, digital
health literacy, implementation science, and realist evaluation to
better understand how preventive knowledge becomes meaningful
and actionable in practice [12-19]. Collectively, these perspectives
complement the WHO recommendations by shifting attention from
what interventions should be promoted towards understanding how
evidence-based prevention messages are translated into sustained
preventive behaviours across diverse populations.

4. Dementia as a Misunderstood Clinical Category
Alzheimer's disease dominates public perceptions of dementia,
often serving as a proxy for all dementias. This simplification masks
clinically meaningful distinctions between conditions. Vascular
dementia, for instance, is strongly associated with cardiovascular
and metabolic risk factors such as hypertension and diabetes [5].

Public awareness of these distinct conditions remains heavily
skewed. Frontotemporal dementia and Lewy body dementia are
particularly under-recognised in public knowledge structures,
which can delay recognition of behavioural and cognitive
symptoms; these are often attributed to ageing, stress, or
psychiatric conditions rather than neurodegenerative disease [1].
Alongside this under-recognition of specific clinical subtypes,
broader public knowledge of overall dementia risk profiles also
shows striking variation. Evidence suggests that populations
consistently demonstrate lower awareness of cardiovascular and
environmental determinants compared with lifestyle-related
factors such as physical inactivity [5,6]. This knowledge gap
persists globally, including within high-income nations that benefit
from well-funded public health campaigns.

To complement this discussion, Figure 1 summarises the principal
forms of dementia encountered in clinical and public health
practice. Distinguishing between these disorders is fundamental to
improving dementia literacy, because each subtype is characterised
by distinct pathological mechanisms, clinical presentations, and
prevention implications. Presenting dementia as a heterogeneous
syndrome, rather than a single disease, provides an essential
foundation for interpreting contemporary prevention evidence.
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Note: Different types of dementia can affect people in different ways. Symptoms, progression and needs will vary from person to person.

Figure 1: Overview of the Major Forms of Dementia

Note. This figure illustrates the heterogeneity of dementia by
summarising the principal dementia syndromes discussed in
this review. Recognising that dementia comprises multiple
neurocognitive disorders, rather than a single disease entity, is a
key component of dementia literacy and supports more accurate
interpretation of dementia prevention messages.

5. Misconceptions Linking Dementia and Normal Ageing

The belief that dementia is a normal part of ageing remains
widespread. Survey evidence indicates that a substantial
proportion of adults across multiple countries continue to endorse
this misconception, although prevalence varies by education and
health literacy levels [4].

Australian population data similarly indicate that some adults
consider dementia an inevitable part of ageing, despite ongoing
national prevention efforts [21]. From a behavioural perspective,
this belief matters because it lowers perceived controllability and
may reduce engagement in preventive behaviours.

Evidence from behavioural science suggests that reduced self-
efficacy and outcome expectancy constrain protective behaviours
more broadly [21]. This is consistent with protection motivation
theory and social cognitive theory, both of which indicate that
behavioural intentions are strongly influenced by personal efficacy
[22-25]. Because a significant portion of the public perceives

dementia as an inevitable part of ageing, there is a clear need for
education on modifiable risk factors and brain-health-promoting
behaviours [26].

6. Public Understanding of Modifiable Risk Factors

A substantial proportion of global dementia risk is potentially
modifiable. The 2024 Lancet Commission update estimates
that approximately 45% of dementia cases could be delayed
or prevented by addressing fourteen specific modifiable risk
factors across the life course, an upward revision from the 2020
Commission's earlier estimate of around 40% across twelve
factors, reflecting the addition of untreated vision loss and high
LDL cholesterol as newly recognised risk factors [2]. These risks
span cardiovascular, metabolic, psychosocial, and environmental
determinants. However, societal awareness of these factors
remains highly uneven and fragmented. Multi-country survey
data suggest that community perception is heavily skewed toward
individual behavioural choices, while structural or environmental
hazards are routinely overlooked. As a result, systemic risk
profiles often remain unmanaged, reflecting a widespread public
difficulty in connecting everyday ambient exposures to long-term
neurocognitive health.

7. Cardiovascular and Metabolic Barriers

Cardiovascular risk factors, such as midlife hypertension, are
particularly under-recognised by the general population as direct
threats to brain health. Despite robust epidemiological data linking
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vascular integrity to cognitive outcomes, the public frequently
conceptualises high blood pressure solely as a cardiac or renal
issue, reflecting a fragmented understanding of systemic health.

Similarly, metabolic risk factors such as type 2 diabetes and midlife
obesity are rarely integrated into public discourse regarding
neurodegeneration. While well understood in the context of stroke
or heart disease, their neural implications remain obscure to the
layperson. This gap persists despite clear evidence that chronic
midlife adiposity and glycaemic dysregulation can damage
microvascular and macrovascular neural architecture, leaving
individuals exposed to largely unrecognised physiological risks
throughout midlife.

8. Psychosocial and Social Hazards

Socialrisk factors, including chronic depression and social isolation,
face similar barriers to recognition. Population studies suggest
that communities generally have a limited understanding of how
non-lifestyle, internal cognitive and emotional states alter long-
term neurological outcomes. Psychological distress is frequently
viewed through an emotional lens rather than as a variable that can
accelerate cognitive decline over time. This limited understanding

leaves critical windows for early psychosocial intervention
underutilised, particularly during midlife transitions where social
disconnection can begin to compound broader neurodegenerative
risk.

9. Environmental Threats and Translation Gaps
Environmental exposures, particularly ambient air pollution
and traumatic brain injury, remain among the least understood
risk variables among the general public. This gap partly reflects
their comparatively recent inclusion in epidemiological risk
frameworks, and also highlights ongoing challenges in public
health communication, where abstract, macro-environmental
threats are difficult to translate into immediate, actionable
individual choices. Although the evidence base supporting life-
course dementia prevention has expanded substantially, translating
this evidence into formats that are understandable, relatable,
and actionable for the public remains a significant public health
challenge. To help illustrate this translation task, Figure 2 brings
together major dementia forms, associated modifiable risk factors,
and prevention strategies consistent with the updated WHO
guidelines, as one example of how such evidence can be organised
for a general audience.

DEMENTIA FORMS, RISK FACTOR PREVENTION,
AND STRONGEST INTERVENTIONS (AGES 40-65)

Aligning Digital Dementia Risk-Reduction Education with the WHO 2026 Guidelines
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Figure 2: Major Dementia Forms, Modifiable Risk Factors, and Evidence-Based Prevention Strategies for Adults Aged 40—65
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Note. This infographic organises dementia prevention information
across major dementia syndromes, drawing on the WHO (2026)
guidelines and the 2024 Lancet Commission risk factors [11]. It
is presented here as an illustrative knowledge-translation example
rather than as independent supporting evidence, and is not intended
as a clinical practice guideline.

10. Why Knowledge does not Translate into Behaviour
Although awareness of dementia risk factors exists to varying
degrees, it does not consistently translate into preventive
behaviour. One explanation is behavioural avoidance, given the
high emotional threat associated with dementia and its association
with loss of identity and autonomy.

Protection motivation theory suggests that fear-based information
is only effective when accompanied by high self-efficacy and clear,
actionable pathways [22]. Recent empirical evidence in dementia
risk communication is broadly consistent with this: while moderate
threat can trigger awareness, elevated dementia-related fear can act
as a psychological barrier that dampens motivation and encourages
cognitive avoidance, unless individuals are also supported with a
strong sense of self-efficacy [27,28]. Without clear, low-barrier
actionable pathways, individuals may resort to emotion-focused
coping and psychological distancing rather than adaptive lifestyle
change [29]. Health literacy frameworks further emphasise that
functional knowledge alone is insufficient for behaviour change;
individuals must also be able to interpret and apply health
information within their own social and environmental contexts
[30].

Implementation science  highlights additional structural
barriers, including socioeconomic status, healthcare access, and
environmental constraints, all of which shape the feasibility of
preventive behaviour in practice [31].

11. Discussion

11.1. Conceptual Implications for Public Health

One important contribution of this review is to reframe the dementia
prevention problem, not primarily as a deficit of awareness or
resource availability, but as a gap between knowing and acting,
shaped by self-efficacy, fear-driven avoidance, and structural
constraints on translating knowledge into behaviour.

Taken together, the evidence reviewed here suggests that dementia
literacy is not primarily constrained by a lack of information, but by
a broader misalignment between biomedical evidence and public
mental models [32,33]. Lay conceptual frameworks frequently
favour psychological or social explanations over biological ones,
which may lead individuals to misinterpret or disengage from
epidemiological risk information. Public understanding tends to
frame dementia as a single, largely inevitable disease, whereas
the scientific evidence describes a heterogeneous and partially
preventable syndrome shaped by exposures across the life course.

This misalignment appears to limit the effectiveness of awareness-
based prevention strategies on their own. Effective dementia

prevention messaging is likely to require:

1. Accurate understanding of dementia subtypes:
distinguishing between different aetiologies, such as
Alzheimer's disease, vascular dementia, and mixed
neuropathologies, to reduce oversimplification or

misinterpretation of risk data [7].

2. Clear linkage between systemic health and brain health:
explicitly connecting midlife metabolic or cardiovascular
conditions (e.g., hypertension, diabetes) to long-term
neurodegenerative outcomes [3,34].

3. Translation of risk knowledge into actionable behaviours:
providing clear, culturally adapted, and achievable lifestyle
interventions rather than abstract epidemiological statements
[3,7]

Without this kind of integration, increased public awareness alone

seems unlikely, on current evidence, to overcome the cognitive

and structural barriers described above or to produce sustained
behavioural change [9]. Effective dementia prevention therefore
appears to require knowledge translation strategies that bridge the
gap between scientific evidence and everyday decision-making,
alongside implementation approaches — such as realist evaluation

— that can account for how context shapes whether and how

individuals act on prevention information.

As an example of this translational approach, an evidence-
informed educational infographic based on the concepts discussed
in this review has been developed and is provided in Appendix 1,
and archived in an open-access repository for use by researchers,
educators, clinicians, and community organisations [17]. The
resource illustrates how contemporary dementia prevention
evidence can be communicated in a format designed to support
public understanding, risk reduction, early recognition, caregiver
support, and timely help-seeking.

The publication of the second edition of the WHO Risk Reduction
of Cognitive Decline and Dementia Guidelines further strengthens
the relevance of the present framework [11]. Although the updated
guidelines provide comprehensive recommendations regarding
modifiable risk factors and preventive interventions, they do not
explicitly explain the mechanisms through which individuals
engage with, interpret, and implement these recommendations.
The Realist-Informed Conceptual Framework addresses this
implementation gap by explaining how contextual factors and
interpretative engagement influence the translation of evidence-
based recommendations into sustained behavioural change.

Importantly, the literature reviewed also reveals several important
uncertainties. Much of the available evidence concerning
dementia literacy derives from cross-sectional survey research,
which provides valuable insights into population knowledge but
offers limited understanding of how individuals subsequently
interpret or act upon prevention information over time. Cultural
differences in dementia beliefs, varying health literacy levels, and
differences in healthcare systems further limit the generalisability
of findings across populations. Consequently, improving dementia
prevention communication will likely require context-sensitive
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implementation strategies that recognise these broader social and
environmental influences rather than relying solely on universal
awareness campaigns.

12. Limitations

This review has several limitations. As a conceptual narrative
review, it did not employ systematic search procedures, formal
study selection criteria, or quantitative quality appraisal.
Consequently, the synthesis reflects thematic interpretation of
the available literature rather than a comprehensive systematic
assessment of all published evidence.

Although this approach is appropriate for theory development
and conceptual integration, future systematic reviews, realist
syntheses, and empirical implementation studies are required to
evaluate the mechanisms proposed here across diverse populations
and healthcare contexts.

13. Conclusion

Public understanding of dementia remains fragmented and
incomplete. Although awareness of dementia as a condition is
widespread, understanding of its clinical subtypes and modifiable
risk factors is more limited. The evidence reviewed here points
to an uneven population-level recognition of cardiovascular,
metabolic, psychosocial, and environmental determinants of
neurodegenerative risk. Addressing this gap is likely to require a
shift away from purely awareness-focused campaigns and toward
structurally informed health literacy approaches that prioritise
contextual interpretation and behavioural translation, alongside
continued efforts to align public mental models with evolving
epidemiological evidence.

Future research should move beyond measuring public awareness
alone and instead investigate how individuals interpret, personalise,
and implement dementia prevention information within their
everyday lives. Greater integration of behavioural science, health
literacy, implementation science, and realist evaluation offer
promising opportunities for developing educational interventions
that are not only evidence-based but also contextually meaningful
and behaviourally effective. By strengthening the translation of
epidemiological evidence into practical public understanding,
dementia prevention initiatives may ultimately achieve greater
population-level impact.
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Appendix

Appendix 1. Educational Infographic
The infographic below (Carey, 2026f) is provided in full for reference and reviewer accessibility. It is also permanently archived in an
open-access repository at https://doi.org/10.6084/m9.figshare.32888588

Dementia Awareness and Support in Midlife (Ages 40-65)

Knowledge, Healthy Behaviours, and Support for Others

Dementia is not a normal part of ageing. Many risk factors can be modified in midlife, and informed
can improve outcomes for people living with dementia and their families.
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Appendix 2. Programme of Scholarship: Conceptual Impact Summary

This Figure provides a conceptual overview of the wider programme of scholarship (Carey, 2026a-2026¢) from which the realist-
informed framework discussed in this review is drawn, summarising the underpinning research framework, the context-mechanism—
outcome—impact chain, and the associated publication outcomes. The framing question “what works, for whom, in what circumstances,
and why?” reflects the foundational formulation of realistic evaluation (Pawson & Tilley, 1997).

FROM AVAILABILITY TO IMPACT:
A PROGRAMME OF SCHOLARSHIP IN DEMENTIA EDUCATION AND PREVENTION

Independent Academic Researcher: Dr Peter Carey

Peer-Reviewed
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R ptualising Dementia Edi ion: From Information Transfer to PrePrints.Org v Yes International Internal Medicine Journal (IIMJ): OA, 2026, 4(2), 01-09.
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figshare v Yes Biomedical Science and Clinical Research: OA, 5(3), 1-25.

A conceptual impact chain for the entire body of work, concisely visualizing themes and outcomes based on the body of scholarship.
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Figure: From Availability to Impact: A Programme of Scholarship in Dementia Education and Prevention. Conceptual impact chain
summarising the realist evaluation framework, publication outcomes, and dissemination pathways underpinning Carey (2026a—2026f).
The realist evaluation framing question is drawn from Pawson and Tilley (1997).

,

Copyright: ©2026 Peter Carey. This is an open-access article distributed
under the terms of the Creative Commons Attribution License, which
permits unrestricted use, distribution, and reproduction in any medium,
provided the original author and source are credited.

Volume 4 | Issue 2 | 9

Int Internal Med J, 2026 https://opastpublishers.com/



