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Participants completed assessments of cognition, lifestyle, health and medical
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characteristics, and self-reported surveys via the BetterBrains online platform

(www.betterbrains.org.au) at baseline, 12 & 24 months. Fig 1. CONSORT diagram for the BetterBrains RCT.

Risk Factor Assessment: At study entry, assessment of 19 self-reported
MDRFs across 4 domains (° , 'mind’, ', 'sleep’) was conducted

and participants with at least 1 MDRF were enrolled.

Change in Cognition & Dementia Risk over 24 Months

The BetterBrains intervention group demonstrated greater annual mean rate of improvement on the cognitive composite
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Dementia Risk: Continuous change from baseline to 24 months on the
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Cardiovascular Risk Factors, Aging & Dementia (CAIDE) risk score (no APOE)

and modified Australian National University AD Risk Index (ANU-ADRI). No significant between-group differences were observed for change in dementia risk at 24 months as measured by the CAIDE (-0-049 SD/year

(95% CI -0-155, 0-057), p=-362) or the modified ANU-ADRI (0-109 SD/year (95% CI -0-133, 0-352) , p=-377).

Conclusion: A decentralised, person-centered, multidomain lifestyle intervention program targeting personalised MDRFs was effective in preserving cognitive function over 24

months compared with psychoeducation (control).
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