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[bookmark: _Toc118449061]Abstract
This paper researches the contributing factors to the prevalence of Dementia in 40 years and above. From the study done by various research teams, the incidence of Dementia is known to vary from nation to nation, and the study helps in giving out robust measures on the variation of dement incidences in the United Kingdom and giving out an overall estimation by age, sex, lifestyle, and ethnicity. The research covers the effects of Dementia on various age brackets, particularly from 40 years and above. Also, it majors on the most recent literature on the association among the risk factors changes, conditions, and behavior in middle life ranging from 40 to 60 years. Risk factors include smoking, physical activity, lifestyle, health conditions like depression, loneliness, social Isolation, and cognitive simulation. The risk factors considered in the latest systematic review are also from relevant research papers in the most recent review on dementia and middle-life risk factors. 
Besides, the paper also has focused on the research papers that inform the impacts of Dementia except in areas where the risk factors of papers had reports that indicated cognitive impairments. They majored in qualitative findings associated with relative risks or the dementia onset ratio odds, like between the ones experiencing and those who never faced the risk. However, it is also vital to note the vital caveats that the paper is written from the research papers that concentrated more on the mild-life factors. The risk factors are linked with dementia onset, which might be the source of it. The risk factors are related to each other. Whenever the intervention is associated with only one risk factor and not the other risk factors that relate to each other, using the risk estimates that are not adjusted would overstate the likely intervention impacts. The adjusted estimates need to be used when assessing the possible impact of future incidences of Dementia.

[bookmark: _Toc118449062]Background Information
Dementia is a general name for the symptoms affecting brain conditions. It is characterized by memory loss and difficulty thinking, finding solutions to problems or a language. Dementia affects a substantial percentage of individuals globally and about a 0.85million people in the UK. According to studies, over a million people in the UK in 2025 will have Dementia, and this prediction can come true unless some public health intervention and strategies curb it (Alzheimer, 2021). Alzheimer's research argued that Dementia is the most feared disease in the UK and affects most people 40 years and above. This means it is most feared than other diseases like diabetes and cancer. The Prime Minister had once highlighted some measures and ways to be put in place to tackle Dementia and made it a priority. This has built a foundation for writing this research paper to find contributing factors leading to the prevalence of Dementia at 40 years and above in the UK (Richard, 2013).
[bookmark: _Toc118449063]Methods
The keyword from this research was risk factors for Dementia. The outcome from the search was 1300 from the source, and after carefully sorting out, the screen information was 65, where the topics were closely related. After the analysis to determine the critical articles, the sources identified were 29, 10 were from grey literature, and 9 were included
Initial results 1300

Screened 65
Identified 29
Grey Literature 10
Identified 9



	



MRC is a study based on the population and study of people aged 40 years and above who lives in the community and institutions. The method used in the article is designed into two waves with a two-year wave apart. The approval of the study's ethics was also obtained on every site. Two sites were from North Wales, Cambridge shire, and other urban areas: New Castle, Nottingham, and Oxford. Also, they selected the known possible risk factors for chronic diseases (Folstein, 2018). 
[bookmark: _Toc118449064]The Baseline of the sample.
They drew the population samples from the Family Health Service Authorities that had covered a particular geographical area. They are registers based on the practitioners' population, which gives a complete enumeration of a population that includes all institutions. There was also a random selection of over 100 individuals from each center aged from 40 to about 75 years and above. 
[bookmark: _Toc118449065]Approach and Sequence of the Interviews.
From the study, the approach to individuals was made through introductory letters from the general practitioners and through telephone calls to seek to explain the study after visiting. Also, interviewers were recruited locally for every site with backgrounds, age ranges, and medical professions. Training for local interviewers was done by trainers from the same place and had been trained by the national coordinators to ensure consistency. A repeat of the interviewing was not done, but monitoring the interviewing quality and their feedback was done throughout the study (Brayne, 2017). 




[bookmark: _Toc118449066]Prevalence assessment 
The prevalence assessment interview was based on the clinic content and was built on the Geriatric Mental State of version B3, which focused more on depression and Dementia. It made it easy for depression and allowed the dementia generation to measure the study. Also, a combined screen assessment was done where all the parties were taken for the combined assessment. It was thus a merged interview with key variables collected from the screen, daily living activities, physical health changes, and the interview assessment diagnostic components (Henderson, 2018)
[bookmark: _Toc118449067]A Thematic Review of The Published Literature
	Author(s). Date
	Aim of the paper
	Types of studying information
	Key findings and conclusions
	Strengths, weaknesses, links to other sources. 

	Knoefel (2013)
	Finding the relationship between Dementia and age and sex
	Data from the medical research council of cognitive Function, UK

	There was no substantial evidence of the variation across sites, and the increasing rates are not showing the possible risk factors
He concludes that rates of Dementia are not tailing off at old age. 

	His primary strength is to find out that the five sites increase in age and increase the chances of Dementia.
It linked with other previously researched studies by concluding that there is no significant difference in the effects of Dementia in both sexes 

	Barkley (2014)
	Find the relationship between heavy drinking and cognitive impairment 
	Population-based study 
	Excess alcohol for an extended period of time damages the brain, thus increasing the rate of dementia development. 
	 The major strengths are that he identified the effects on the brain of excessive alcohol consumption

	Clarke (2012)
	Find out the link between the lifestyle risk factors and Dementia
	 Data from American Society of Nutrition
	Excess sleep and high leisure time increase the chances of dementia effects.
	His weakness is that the studies conducted were observational the mechanism behind the associations was not assessed.

	Dewey (2017)
	Finding out the incidence of Dementia on seniors from ethnic and racial minority groups in the UK
	It was based on the analysis of information form a national cohort of older people
	Identified the risk of Dementia which is a challenge to UK public health that deserves a greater attention.
	Strengths is that despite the geographical region variations, he realized that there was the high rate of Dementia for black and Hispanic participants.




[bookmark: _Toc118449068]Findings
The study gives out the first multi-site incidences comparison rates in the homogenous ethical populations in countries within Europe using one methodology. They are comprehensive sites with exposures that vary and are of potential essence in Dementia; no differences were found in all the sites (Harskamp, 2013). The incidence reflected prevalence despite variations in life expectancy in all the regions in Europe. The estimate indicates methods that can be reflected in time for cohort effects investigations. No effects on gender and the same were indicated in the other various studies with the same rates overall on men and women. Age makes the rate of both sexes drastically rise. No evidence was found on the slowing rate of old age groups, and the individuals at greater risk were 65 years to 90 years.
Also, on the considerations of methodology, the samples selected were from different geographical positions and with actual response rates. On the other side, the base population represented the sampled population and included responses from institutions. Centrally, many studies on Dementia do not provide robust estimates of the population since they include subjects from institutions and cannot accurately measure the population locally (Knoefel, 2014). 
Biases of interviewers, ratings and interviewers' responses across the sites influence the epitome of the findings. However, they are controlled through the coordinator at the national level giving out systematic training, quality control at an average level, and interviews structured highly. Also, in diagnosis from the interview assessment was stable and indicated the validity of the research conducted in various settings (Dodge, 2011). The main benefit of the standard clinical diagnosis is that trained interviewers conduct the interviews and thus achieve the standard ratings. This leads to a computerized algorithm, which reduces the possibility of systematic biases, giving out consistency in all the sites (Pilgrim, Jama). Clinical records review was used for diagnosis and vastly from the prevalence phase. This resulted from data poverty instead of clinical (DM, 2011) uncertainty. Additionally, there was no diagnosis consensus for some time; hence, the estimates were provided, even though they were not clinically attractive.
The analysis never addressed the subtyping of the clinic, the donation series in the components the article gave out the individual proportions that had Dementia with different pathologies. The analysis showed that Alzheimer's pathology controls the studied age groups and the vascular disease, which all occur in various persons. There might be various biasness in sensitivity analysis, and mortality and dropout are the primary reasons. In this analysis, the mortality effects have been considered, and it does not give a substantially different result (Khachaturian, 2010). 
Contrary, the method used on statistical methods was explicitly created for this kind of study. However, the article argued that the exact details of the study design were taken into account. The method thus generalizes the two-phase selection process to every study of chronic disease. Therefore, they are based on the weighing methods defined with the strata; however, using many groups, such as sex, age, and center, would be unstable. 
According to the method used b Gemma (2019) in his research, the dementia risk factors were identified through the analysis of the complementary medicine database from the inception for the reviews of risk factors of Dementia. They are prespecified that there would include a meta-analysis on the specified fundamental factors that precede the diagnosis of Dementia. Also, evidence shows if the risk factors are earlier or later relevant and use a specific clinical strategy to define the risk factors (Lepore, 2012). The risk factors that could have the syndrome of Dementia were excluded, and they were motor syndrome associated with stroke. Gemma also, on the statistical analysis, calculated the crude dementia incidence rats, which was separate from every ethnic group. The risk starting date was the participant's date of joining the study. For follow-up time determination, the earliest was the end date. The principal analysis was for the ones who completed the ethnicity data and all the covariates, including the risk factors (Kukull, 2010).
[bookmark: _Toc118449069]Discussions
Studies with two-phase similar to this and two-wave designs assume that individuals at bassline who have a negative screening could not have Dementia. No substantive assumptions are made in this design, with the sampling for interviews assessment above a given cut point (Breteler, 2015). An account of the analysis was taken, and all two, that is, incidence waves and prevalence, which are small proportions of the given standard cut points, had Dementia. However, the analysis has shifted to the kind of error. It gives an assurance that the obtained outcome through this method is of similar magnitude order just the on the once published studies with a comprehensive comparison with the analysis conducted by Jolly and Jorm. Therefore, there is no marked heterogeneity between the United Kingdom and other European sites (Jorm, 2017). The same exercise is performed by all the exact estimates, away from the young age groups. Other estimates suggest that if studies do not account for all the features, they can underestimate their rates. The same differences, specifically the ages above 40 years and above, can have a broader effect at a given population level. Moreover, it has a vast implication for those making policy, even though age differences at a young age will need some care providers and policy changes (Dewey, 2017). 
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According to the paper, it suggests that at a given population level, there is the absence of a decline in incidences at extreme ages. Hence, no extreme survivor effects have been previously suggested based on prevalence rates. Contrary research suggests that Dementia is common in old age and is a significant killer in old age (Barkley, 2014). According to the analysis illustrations, almost every woman who does not have Dementia will survive almost  90 years compared to those who have Dementia. This outcome is almost the same as the one conducted before; from young samples, the expectancy of life will decrease the dementia severity (Clarke, 2012). Samples from people living in the community and institutions show no differences in survival rates among the non-responders and the responders at 85 years of age. The results are somehow underestimated since it does not consider the upcoming dementia developments. This can be essential because dementia incidence is very high in this age group (Pedersen, 2015).
Contrary, the other research has it that samples of individuals with 85 years were that 85 years was that the main predictors were mortality which shows that a third of the deaths were men and half were women. Therefore, the prevalence of Dementia can be the main effect on mortality rates in European countries, mainly the UK, which has a vital implication for health (Guzman-Velez, 2016). The papers further add that counseling and treatments are vital in 40 years. Above that is old age in particular because it increases the survival rate for the ones with mild antidementia drugs (AD), the stage where the treatment with the AD drugs needs to be initiated since it does not differ from those who live without dementia conditions. Even though Dementia significantly impacts the survival rate, the death reports show that their causes are due to only minor cases (Suemoto, 2016).
The research paper written by Gemma(2018) argued that a study was conducted to compare dementia risk factors, which was done in three different ethnicities, and it was found that no substantial evidence to support the allegation that an association is modified by ethnicity. A higher risk of Dementia was found in the self-defined Black ethnic groups who remained after adjusting the 12 risk factors that were later included (Albert, 2013). A similar risk was found in the participants of South Asia, who had a high burden of the modified risk factor that was a shallow risk as compared to Black participants who had high generic risk and also a high burden of risk factors that were modified. However, efforts to the prevention of Dementia should be concentrated on the kind of individuals in the UK (Reynolds, 2014). 
The UK Biobank had the best minority group representation compared to other cohorts in the UK. However, the number of cases of Dementia in the Minority ethnic group was deficient, which resulted in a comprehensive level of confidence for almost every estimate. It is a vast cohort that has an extended follow-up. The association is shown among Dementia and the minority and the stratified hazard ratios for the risk factors of 12 dementia in all the three most prominent ethnic groups in the UK. According to this article, the self-identified Black have a high risk of developing Dementia compared to those identified as white. However, they have a high risk of Dementia when compared with those who are identified as south Asian and White. However, the outcome of Dementia is infrequent in the well-educated and healthy cohorts, and this finding is consistent with the previous studies. 
Besides, the outcome of higher frequency of the black population is in line with African American studies in the USA. However, its relationship with Dementia in this research is not consistent. In other studies, it has been found that alleles have significantly less effect on Alzheimer's disease. In contrast, others are associated with a high risk of Dementia, which is connected to cholesterol metabolism and cardiovascular disease. Also, the results from mean age to the ones living with education were the same in all the ethnic groups, but the participant's rates with education were only up to the age of 16 years was a higher rate in the white group. The previous studies were replicated to educate future effects and the increased rate of Dementia from the previously studied risk factors, including hyperbaton, diabetes, obesity, and social Isolation, among others. Among these risk factors, the one with the highest dementia HR is diabetes. Also, the consumption of alcohol was measured, and it was found that any amount of alcohol consumed leads to damaging the brain and atrophy (Luciana, 2016). It included the UK Biobank participants and did not equate to the clinical dementia diagnosis, and no evidence was found that moderates are drinking, resulting in clinical problems. In equal terms, the increased dementia risks to the ones taking any amount of alcohol can be a result of unmeasured confounding and also due to bias. The high cholesterol rates were somehow high than other populations based on the estimates in the healthy population.  
Anderson (2017), in his article, also found some lifestyle behaviors that are the risk factors for dementia development. He researched some effects of diets on Dementia, and according to him, there are few studies, making it hard to develop a pattern for establishing the association. He did not include diet as a main dementia risk factor. According to a report from World Alzheimer, it is cited that there is a significant association between Dementia and diet and all measures of diet in older adults (Plassman, 2018). However, they did not separate the effects from middle-aged life, and most did not use Dementia as the outcome but cognitive decline.
According to Anderson (2017), in the relevant studies, there are some indications that intake of high saturated fats has a high risk of Dementia. Moreover, the relationship seemed to follow a specific pattern, so when fat intake is moderated, it is linked to a low risk of Dementia. When the intake was no fat, intake was also linked to increased risk. Additionally, consuming coffee, tea, vegetables, and fruits was inconclusive from the most recent tea, coffee, and caffeine consumption on Dementia, with no consistency in a pattern found for their association. There was also an inconsistent pattern in the antioxidants. 
Lastly, Johansson (2014) argued about the relationship between loneliness and social Isolation and the risk of Dementia. His significant findings were that there is no substantial estimate on mid-life Social Isolation and its impact on Dementia. Additionally, few studies report a long-term effect on older age from mid-life. Studies look at any association between Dementia and loneliness, social engagements, Isolation, or old-age cognitive functioning  (Parker, 2011). Johansson linked Alzheimer's report with his study, arguing that social engagements were measured in old age. A review by Fratiglion1 (2015) states that the association between leisure activities and older age and Dementia varies on the follow-up times from one to eight years.
[bookmark: _Toc118449070]Conclusion and Recommendations
In summary, Dementia is a condition that is not curable, defined as the progressive deterioration of cognitive abilities that affects the brain's ability to function independently. It affects more older adults and is a significant problem in aging societies. When describing the commonness of Dementia, the researcher uses two measurements: the prevalence, which means the number of people that have Dementia in a given time or a given period. Although Dementia is a huge health issue, there is no need for comparative data on its prevalence and incidences. This is because various studies use different theories and data collection methods, which are unsuitable for accurate comparisons. 
The study of various research papers found that the known risk factors differences among some sites do not significantly differ among men and women. Other previous suggestions, that is, the incidence that falls to the old age groups, was not confirmed by the available data. The outcome is for future planning of healthcare in the United Kingdom and also in other nations with aging populations that are rapidly aging. Also, from the other articles, we realized that some lifestyle behaviors like smoking significantly affect mortality and the incidences of Dementia. Individuals who change their lifestyle behavior in middle age can experience a better life expectancy. However, it is possible to gain a reduced risk of dementia onset at a certain age; for instance, in the sixties and seventies, the risk due to dementia onset can go up when they change their behaviors.
Lastly, it is recommended that further studies be conducted to examine the effects of dementia incidences of changes in lifestyle in mid-life. There should be following up of the individual cohorts in their middle life who records regular interval on the physical exercises they do and the alcohol amount they take, and other risk factors. A continued follow-up needs to be done on the cohort to their old age, keeping on a specific interval in their cognitive functions, dementia onsets, and life quality. However, the studies seem complex and take time and cost.	
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