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Abstract
Background Uncontrolled blood pressure (BP) is a risk factor for Mild Cognitive Impairment (MCI) and dementia.
Aims This study examined the relationship between BP and clinical/cognitive/neuropsychological aspects in MCI individuals.
Methods MCI patients underwent clinical, functional, cognitive and metacognitive, as well as psychological assessments. 
Social network, lifestyle characteristics, and medication prescriptions were also evaluated. Each patient underwent BP 
measurements.
Results Lower values of systolic BP (SBP), diastolic BP (DBP), and mean arterial pressure (MAP) were associated with 
poorer cognitive performance. Notably, MAP showed greater capability in detecting impairments in attention and visuospatial 
abilities compared to SBP and DBP.
Discussion These findings support the notion that in older individuals with MCI excessively low BP values, particularly 
MAP, might represent a risk and suggest that cerebral hypoperfusion may play a key role.
Conclusions Routine assessment of MAP could aid clinicians in adjusting antihypertensive treatment and closely monitor-
ing cognitive function in MCI patients.

Keywords Mild cognitive impairment · Mean arterial pressure · Older adults · Cognitive performance · Neuropsychological 
assessment

Introduction

Mild Cognitive Impairment (MCI) affects around 10–15% 
of individuals aged 65 years and older worldwide [1], with 
MCI subjects having a higher incidence of dementia com-
pared to the general population [2].

One of the potential factors contributing to the pro-
gression from MCI to dementia is midlife hypertension, 
which has been found to increase the risk by 1.19 to 1.55 
fold [3]. Although the impact of arterial hypertension on 
brain morphology and function, including hypertrophic 
vascular remodelling and cerebral hypoperfusion, is well-
established [4], the association between BP and cognitive 
decline in older ages is not yet fully understood, partially 
due to its non-linear trajectory throughout life. Evidence 
suggests that lower BP values in older individuals are asso-
ciated with increased cognitive impairment risk [5], and 
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approximately five years prior to dementia onset, BP tends 
to decline [6]. Moreover, cognitively impaired older adults 
show a U-shaped curve between diastolic BP values and the 
greatest relative risk of mortality [7].

An additional challenge lies in determining the optimal 
BP parameter for identifying MCI patients at elevated risk, 
with mean arterial pressure (MAP) being the most under-
rated candidate. Indeed, although MAP holds promising 
potential being an index that defines the cerebral perfusion 
status by reflecting the systolic and diastolic BP during the 
cardiac cycle [8], its investigation in elderly individuals with 
MCI has been limited thus far. Furthermore, the Mini-Men-
tal State Examination (MMSE) is usually applied to evaluate 
the cognitive status in MCI subjects, notwithstanding other 
tests, such as the Montreal Cognitive Assessment (MoCA), 
have demonstrated superior diagnostic capabilities [9]. 
Indeed, the MMSE does not always detect the alterations in 
executive functions, which are often early impaired in hyper-
tensive patients [10]. Moreover, in older patients, specific 
tests for assessing executive function, selected and divided 
attention, visuospatial skills and speed of processing, such 
as the Trail Making Test (TMT) parts A and B, have been 
demonstrated to be particularly useful in capturing the pro-
gression of cognitive decline from MCI to dementia [11].

The present study examined the possible relationships 
between BP parameters, including MAP, and several cogni-
tive and psychological aspects in MCI patients by applying 
a robust cognitive, neuropsychological and clinical assess-
ment. The objective is to provide novel insights into the 
appropriate management of BP in elderly individuals who 
may require tailored therapeutic interventions.

Materials and methods

Community-dwelling older adults with MCI were enrolled 
at the Geriatric Operative Unit of IRCCS INRCA in Fermo 
(Italy). The study protocol was approved by the local ethics 
committee (IRCCS INRCA Bioethics Advisory Committee, 
Ancona, Italy; code no. 18006), registered on ClinicalTri-
als.gov (code no. NCT04146818), and described in detail 
in Giuli and colleagues [12]. Briefly, the inclusion crite-
ria comprise diagnosis of MCI [13], age 60 years or older, 
presence of a caregiver, and capability to sign the informed 
consent; the exclusion criteria include diagnosis of dementia 
and presence of psychiatric conditions. Every participant 
underwent a comprehensive face-to-face assessment, during 
which they provided information about their daily habits and 
medical history, covering previous and current main pathol-
ogies, hospitalizations, medications, and surgeries. Moreo-
ver, structured neuropsychological tools and scales were 
administered by appropriately trained healthcare experts. 
All evaluations were conducted within a single session, 

with each participant’s visit lasting approximately 1.5 h. In 
details, functional (i.e., basic activities of daily living, ADL; 
instrumental activities of daily living, IADL; Short Physical 
Performance Battery, SPPB), cognitive and metacognitive 
(i.e., Memory Complaint Questionnaire, MAC-Q; MoCA; 
MMSE; immediate and delayed Rey auditory verbal learn-
ing test, RAVLT; phonemic verbal fluency test, PVF; Corsi 
Supra-Span test; semantic verbal fluency test, SVF; attentive 
matrices; TMT A; TMT B; TMT A-B; clock drawing test), 
and psychological (i.e., Depression Anxiety Stress Scale, 
DASS; Geriatric Depression Scale-15, GDS-15; 36 health 
survey, SF-36) assessments were performed. Social network 
(i.e., Lubben Social Network Scale, LSNS), lifestyle charac-
teristics (i.e., Physical Activity Scale for the Elderly, PASE; 
Body Mass Index, BMI; smoking habits; alcohol consump-
tion), and medication prescriptions were also evaluated. 
Cognitive tests were adjusted for age and schooling.

Furthermore, each patient underwent three BP measure-
ments at 2 min intervals on the right arm by manual aus-
cultatory method, according to guidelines recommendations 
[14]. All BP readings were conducted during the morning 
(between 9 and 10 AM) within a tranquil, air-conditioned 
room maintained at a temperature of 22 °C to 24 °C. During 
the 12 h preceding the BP measurements, participants were 
prohibited from consuming caffeine, alcohol, or engaging 
in smoking. Furthermore, all participants were instructed to 
adhere to their regular medication routines, including any 
antihypertensive drugs, at their prescribed times. The aver-
age of the second and third BP readings was used for the 
analysis to reduce the risk of overestimation of BP values 
for eventual alerting reaction. Phase I and Phase V Korotkoff 
sounds were used to identify systolic BP (SBP) and diastolic 
BP (DBP), respectively. Pulse pressure (PP) was calculated 
as the difference between SBP and DBP, whereas MAP 
was calculated as DBP plus one-third of the PP. A level of 
SBP ≥ 140 mmHg and/or a level of DBP ≥ 90 mmHg were 
considered thresholds for the new diagnosis of hypertension 
[14].

The cohort analysed in the present study comprises a sub-
set of individuals (n = 101) who were enrolled prior to the 
onset of the SARS-CoV-2 pandemic, consisting entirely of 
older adults who have not received vaccination and, presum-
ably, have not been infected with the virus at the time of 
assessment due to their asymptomatic status and residence 
in a minimally affected area during the initial wave. Thus, 
they would serve as a reference group for investigating the 
potential influence of the disease and the impact of associ-
ated social restrictions on similar studies.

Statistical analyses

The normality of variables was assessed using the Kol-
mogorov–Smirnov test. Data for continuous variables were 
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reported as mean ± standard deviation for normally distrib-
uted variables and as median [interquartile range] for non-
normally distributed variables. Categorical variables were 
presented as percentages. Pearson’s r and Spearman’s rho 
coefficients were used to correlate BP values and cognitive/
neuropsychological parameters. Binary logistic regression 
was applied to evaluate the possible influence of lifestyle, 
drugs, and comorbidities on the relationship between BP 
values and cognitive/psychosocial domains. Comparisons 
among subgroups were performed by one-way ANOVA. 
Statistical significance was set at p < 0.05. All statistical 
analyses were performed with SPSS version 24 (SPSS Inc., 
Chicago, IL, USA).

To determine the statistical power of our study, a post 
hoc calculation was conducted, specifically considering the 
influence of MAP values on performance in TMT A test 
(main outcome). By utilizing the difference between two 
independent means (two-tailed), an effect size of 0.52 (rep-
resenting the difference of MAP values between patients 
with a TMT A score ≤ or > the median level), and an α-error 
of 0.05, we obtained a power value of 0.83. By using the 
median to binarize the TMT A value instead of clinical 
scores, numerical imbalances between the subgroups were 
avoided, ensuring the validity of the analysis.

Results

Table 1 summarizes the main characteristics of the MCI 
cohort.

Figure 1 reports the significant correlations between 
BP values and metacognitive/cognitive profile. Regarding 
MAP, a lower value was associated with worse scores on the 
MoCA (Fig. 1A), Corsi Supra-Span test (Fig. 1B), TMT A 
(Fig. 1C), and MAC-Q (Fig. 1D). In the case of SBP, a lower 
value was associated with worse scores on the Corsi Supra-
Span test (Fig. 1E) and TMT A (Fig. 1F). In the case of DBP, 
a lower value was associated with worse scores on the TMT 
A (Fig. 1G). No significant correlations were found with PP. 
These findings suggest that MAP might outperform SBP and 
DBP as haemodynamic parameter directly associated with a 
better neuropsychological status in the MCI cohort.

By employing the Bonferroni’s correction for multiple 
comparisons to reduce the risk of type I error, only the cor-
relations encompassing MAP and the Corsi Supra-Span test, 
MAP and TMT A, as well as SBP and the Corsi Supra-Span 
test, retained their statistical significance. Despite the uti-
lization of this extremely conservative approach [15], the 
heightened ability of MAP to correlate with cognitive per-
formance, as compared to SBP and even more so to DBP, 
is restated.

Focusing on the only test initially correlated to all three 
BP values (i.e., TMT A test), we subdivided the cohort based 

Table 1  Socio-demographic data, clinical and functional assessment, 
cognitive/metacognitive and psychological profile, lifestyle, and phar-
macological treatment of the MCI cohort

Total
(n = 101)

Age (years), median [IR] 77.0 [72.0–81.0]
Gender (% of women) 73.3
Marital status (%)
 Single 2.0
 Married 48.5
 Divorced/separated 10.9
 Widowed 38.6

Education (years), median [IR] 8.0 [5.0–13.0]
Cardiac arrhythmia (%) 17.8
Hypertension (%) 66.3
Type 2 diabetes (%) 5.9
Osteoarthritis/rheumatoid arthritis (%) 74.3
Osteoporosis (%) 27.7
Gastritis (%) 23.8
Prostatic hypertrophy (%) 14.9
Anxiety (%) 47.5
Depression (%) 30.7
Hypothyroidism (%) 13.9
Dyslipidemia (%) 22.8
ADL, median [IR] 6.0 [6.0–6.0]
IADL, median [IR] 8.0 [8.0–8.0]
SPPB, median [IR] 9.0 [8.0–10.0]
MAC-Q, median [IR] 26.0 [25.0–28.0]
MoCA, median [IR] 22.0 [21.0–24.0]
MMSE, mean ± sd 27.3 ± 1.8
Immediate RAVLT, mean ± sd 38.6 ± 9.5
Delayed RAVTLT, median [IR] 7.1 [5.4–8.8]
PVF, mean ± sd 4.7 ± 8.3
Corsi Supra-span, median [IR] 4.5 [4.2–5.0]
SVF, median [IR] 17.7 [14.7–19.7]
Attentive matrices, mean ± sd 48.7 ± 7.4
TMT A, mean ± SD 0.7 ± 1.6
TMT B, mean ± SD 0.4 ± 1.4
TMT B-A, mean ± SD 0.3 ± 1.8
Clock drawing test, median [IR] 9.0 [7.0–9.0]
DASS depression, median [IR] 4.0 [0.0–8.0]
DASS anxiety, median [IR] 2.0 [0.0–6.0]
DASS stress, median [IR] 8.0 [4.0–12.0]
GDS-15, median [IR] 3.0 [2.0–5.0]
SF36, median [IR] 591.2 [461.1–670.4]
LSNS, mean ± SD 28.0 ± 5.5
Smoker (%) 11.1
Alchool consumption (number of daily drink), 

median [IR]
1.0 [0.0–2.0]

BMI (kg/m2), mean ± SD 25.7 ± 3.6
PASE, median [IR] 394.0 [362.8–422.9]
Benzodiazepines (% of users) 14.9
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on the cut-off Z scores. Patients with a score < 1 (n = 49) 
and ≥ 1/ < 2 (n = 28) had a significantly higher MAP value 
than patients with a score ≥ 2 (n = 15) (Fig. 2A), while SBP 
and DBP values were significantly higher only in patients 
with a score < 1 in comparison to patients with a score ≥ 2 
(Fig. 2B and C). Thus MAP, but not SBP or DBP, “dis-
criminates” both non-paired (< 1) and borderline (≥ 1/ < 2) 
subjects from impaired (≥ 2) ones.

The binary logistic regressions evidenced that no other 
variables had a significant relationship with the cognitive/
neuropsychological domains (Supplemental Table 1). There-
fore, BP values affect the functional domains per se.

Discussion

The present study provides evidence that lower values of 
SBP, DBP, and MAP correlate with poorer cognitive per-
formances in MCI older adults, while PP had no significant 
influence.

Our results are in line with previous longitudinal stud-
ies that have demonstrated an increased risk of develop-
ing dementia in older individuals with persistently low BP 

values [16, 17]. However, a recent meta-analysis seems to 
doubt these results, as showed that in older subjects both 
high SBP and low DBP values were significantly associated 
with an increased risk of cognitive disorders [3]. Nonethe-
less, the authors themselves pointed out the need for further 
investigation into the relationship between cognitive decline 
and elevated SBP, as other factors such as the APOE allele 
may potentially modify this evidence. The same meta-anal-
ysis confirmed that no association exists between PP and the 
risk of developing cognitive impairment.

Several mechanisms have been proposed to explain the 
cognitive decline occurring in older adults with low BP val-
ues, including the harmful effects of cerebral hypoperfu-
sion that could lead to oxidative stress, synaptic dysfunction, 
tau hyperphosphorylation, beta amyloid accumulation, and 
neuroinflammation [18–20] or the possibility of a “reverse 
causation” scenario, whereby the onset of dementia itself 
may impact the central control of BP [21]. Furthermore, it is 
worth considering that lower MAP values may reflect a com-
promised capability of cerebral flow autoregulation, which 
has already been observed in elderly people with MCI [22].

So, what is new in our study? The fact that it addressed a 
gap in the existing literature. Currently, there are limited or 
insufficient information available regarding the role of MAP 
in the context of MCI. Here, we provide valuable insights 
into the impact of MAP on cognitive health in this popula-
tion. Remarkably, MAP demonstrated superior capability in 
reflecting impairment of attention and visuospatial abilities 
compared to SBP and DBP. Indeed, in addition to being 
associated with worse scores on a greater number of neu-
ropsychological tests, MAP also exhibited a stronger nega-
tive correlation with the TMT A, highlighting its potential 
for effectively discriminating among impaired, borderline, 
and non-impaired patients. Besides, MAP, which incorpo-
rates both SBP and DBP values, captures changes in both 
cardiac output and systemic vascular resistance [8]. This 
comprehensive representation of physiological factors could 
elucidate its stronger correlation with cognitive decline com-
pared to SBP and DBP alone. The fact that MAP reduction 
affected above all the results of TMT A, among the neu-
ropsychological tests administered, is particularly interest-
ing. In patients with Alzheimer’s disease, an early reduction 
in cerebral perfusion occurs in brain areas implicated in the 
regulation of spatial attention such as the posterior cingulate 
cortex [23]. Hence, the early impairment of the TMT A in 
old MCI patients with lower MAP could reflect the initial 
reduction of these brain areas’ perfusion, which could pre-
cede the onset of dementia.

Another interesting outcome of our study was the cor-
relation observed between MAP and TMT A, as opposed 
to other tests assessing the domain of attentiveness. We 
explained this finding by considering that TMT A might 
more effectively capture the decline in psychomotor speed, 

Table 1  (continued)

Total
(n = 101)

Antidepressants (% of users) 3.0
Lipid-lowering drugs (% of users) 17.8
Beta-blockers (% of users) 20.8
RAS-acting agents (% of users)* 41.6
non-RAS-acting agents (% of users)a 21.8
Diuretics (% of users)b 21.4
MAP (mmHg), mean ± SD 96.6 ± 10.8
SBP (mmHg), median [IR] 140.0 [130.0–150.0]
DBP (mmHg), mean ± sd 74.3 ± 10.4
PP (mmHg), median [IR] 63.5 [55.0–76.2]

ADL Basic activities of daily living, IADL instrumental activities of 
daily living, SPPB short physical performance battery, MAC-Q mem-
ory complaint questionnaire, MoCA montreal cognitive assessment, 
MMSE mini mental state examination, RAVLT rey auditory verbal 
learning test, PVF phonemic verbal fluency test, SVF semantic verbal 
fluency test, TMT A trail making test A, TMT B trail making test B, 
TMT B-A trail making test B-A, DASS depression anxiety stress scale, 
GDS-15 geriatric depression scale-15, SF-36 36 health survey, LSNS 
lubben social network scale, BMI body mass index, PASE physical 
activity scale for the elderly, MAP mean arterial pressure, SBP sys-
tolic blood pressure, DBP diastolic blood pressure, PP pulse pressure, 
RAS: renin-angiotensin system.
*Angiotensin-converting enzyme inhibitors angiotensin II receptors 
antagonists
a Calcium channel blockers alpha 2-adrenoceptors antagonists
b Loop diuretics thiazides potassium-sparing diuretics
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Fig. 1  Mean arterial pressure (MAP) exhibits significant correlations 
with a greater number of cognitive/neuropsychological domains com-
pared to systolic and diastolic blood pressures (SBP and DBP). MAP 
shows positive correlations with scores on the Montreal Cognitive 
Assessment (MoCA) (A) and Corsi Supra-Span test (B) and negative 
correlations with scores on the trail making test A (TMT A) (C) and 
Memory Complaint Questionnaire (MAC-Q) (D). These correlations 

indicate that patients with lower MAP tend to have poorer cognitive/
neuropsychological performances. SBP correlates positively with 
scores on the Corsi Supra-Span test (E) and negatively with scores 
on TMT A (F), while DBP correlates positively with scores on TMT 
A (G). Therefore, SBP and DBP also indicate that lower values are 
associated with poorer performances, albeit in a smaller number of 
functional domains. *p < 0.05; **p < 0.01

Fig. 2  Mean arterial pressure (MAP) better reflects performance 
in the TMT A test than systolic and diastolic blood pressures (SBP 
and DBP). MAP values are significantly higher in non-impaired (Z 
score < 1) and borderline (Z score ≥ 1/ < 2) subjects compared to 
impaired (Z score ≥ 2) patients (A). On the other hand, SBP (B) and 

DBP (C) are significantly higher only in non-impaired than impaired 
subjects. These findings suggest that MAP may be a more robust indi-
cator of performance in the TMT A test, while SBP and DBP may 
have a more limited association with cognitive impairment in this 
context. *p < 0.05; **p < 0.01; ***p < 0.001
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a phenomenon previously observed in elderly individuals 
with hypotension, including those afflicted by MCI [24, 25]. 
Moreover, TMT A evaluates executive functions, a domain 
hypothesized to be influenced by BP values [26] potentially 
stemming from modifications in blood flow to the frontal 
and prefrontal regions of the brain [27]. It is plausible that 
alternative attention assessment tools could be less adept 
at quantifying the impairment in psychomotor speed and 
executive functions among MCI patients. Notably, the per-
formance in TMT B necessitates cognitive shifting capacity, 
while attention matrices predominantly yield insights into 
visual selective attention/inhibition and working memory.

An additional noteworthy aspect is that we did not 
observe any significant influence of commonly used medica-
tions for hypertension and cardiac dysfunction on cognitive 
performance. Previous studies have suggested that RAS-
acting agents may reduce the risk of cognitive decline by 
favourably modulating the renin-angiotensin system, which 
involves mitigating inflammation, vascular dysfunction, and 
insulin resistance [28, 29]. However, our result aligns with 
the current perspective in the medical literature, which does 
not designate any specific class of antihypertensive drugs as 
preferable for the prevention of cognitive decline, given the 
lack of definitive evidence [30].

In summary, our findings lend support to the notion that 
in older individuals with MCI, excessively low BP values, 
particularly MAP, are linked to poorer neuropsychological 
performance, particularly in domains related to attention 
and visuospatial skills. Therefore, the routine assessment 
of MAP, alongside traditional SBP and DBP measure-
ments, could be adopted for older patients with MCI. The 
calculation of MAP can serve as a convenient “surrogate 
index” of cerebral perfusion, aiding clinicians in therapeutic 
decision-making (e.g., adjusting antihypertensive treatment) 
and facilitating diagnostic processes (e.g., ensuring closer 
neuropsychological monitoring for individuals with lower 
MAP).

It is important to acknowledge the limitations of our 
study, including its single-centre design, the use of cross-
sectional analysis, the absence of information regarding 
participants’ genetic profiles and brain imaging tests. This 
may restrict the generalizability of our findings and hin-
der the determination of causality. Furthermore, due to the 
extremely low number of individuals with type 2 diabetes in 
our cohort, we were unable to adequately examine the poten-
tial relationships between cognitive performance and this 
condition. Lastly, despite our calculation of PP, which can 
serve as an indicator of large artery stiffness, our study was 
devoid of a measurement pertaining to carotid stiffness—
a factor known to influence cerebral perfusion regulation 
[31]. Consequently, we were unable to comprehensively 
estimate its impact on cognitive deterioration within our 
patient cohort.

However, our research also has merits. Notably, it is the 
first study to investigate the associations between various BP 
parameters, including MAP, and cognitive decline in elderly 
individuals with MCI using a comprehensive cognitive/neu-
ropsychological test battery.

Future large prospective studies might aim to investigate 
whether an excessive reduction in MAP in older patients 
with MCI may not only lead to a decline in specific cognitive 
functions, as observed in our study, but also contribute to an 
increased conversion rate from MCI to dementia. Addition-
ally, forthcoming research in older adults with MCI might 
focus on identifying potential BP thresholds below which a 
reduction in MAP may not be clinically advisable due to the 
risk of exacerbating cognitive decline.

Supplementary Information The online version contains supplemen-
tary material available at https:// doi. org/ 10. 1007/ s40520- 023- 02668-5.

Author contributions Conceptualization: ES and CG; methodology: 
ES, CG, MSA, CP; formal analysis and investigation: MB, PF, FP; 
writing—original draft preparation: ES and MB. Writing—review and 
editing: ES, MB, PF, MSA, CP, FP, CG; funding acquisition: CG; 
supervision: CG.

Funding This study was supported by “Ricerca Finalizzata” funding 
from the Italian Ministry of Health Grant and the Marche Region (grant 
number GR-2016–02363041) to Cinzia Giuli and IRCCS INRCA.

Data availability The datasets generated and/or analysed during the 
current study are available from the corresponding author on reason-
able request.

Declarations 

Conflict of interest On behalf of all authors, the corresponding author 
states that there is no conflict of interest.

Statement of human and animal rights This study was approved by 
IRCCS INRCA Ethical Committee, Ancona, Italy (code no. 18006) and 
was performed in accordance with the ethical standards as laid down in 
the 1964 Declaration of Helsinki and its later amendments.

Informed consent Informed consent was obtained from all participants 
included in the study.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

https://doi.org/10.1007/s40520-023-02668-5
http://creativecommons.org/licenses/by/4.0/


Aging Clinical and Experimental Research            (2024) 36:9  Page 7 of 7     9 

References

 1. Anderson ND (2019) State of the science on mild cognitive 
impairment (MCI). CNS Spectr 24:78–87. https:// doi. org/ 10. 
1017/ S1092 85291 80013 47

 2. Tangalos EG, Petersen RC (2018) Mild cognitive impairment 
in geriatrics. Clini Geriatr Med 34:563–589. https:// doi. org/ 10. 
1016/j. cger. 2018. 06. 005

 3. Ou YN, Tan CC, Shen XN et al (2020) Blood pressure and risks 
of cognitive impairment and dementia: a systematic review and 
meta-analysis of 209 prospective studies. Hypertension 76:217–
225. https:// doi. org/ 10. 1161/ HYPER TENSI ONAHA. 120. 14993

 4. Walker KA, Power MC, Gottesman RF (2017) Defining the rela-
tionship between hypertension, cognitive decline, and dementia: 
a review. Curr Hypertens Rep 19:24. https:// doi. org/ 10. 1007/ 
s11906- 017- 0724-3

 5. Forte G, De Pascalis V, Favieri F et al (2019) Effects of blood 
pressure on cognitive performance: a systematic review. J Clin 
Med 9:34. https:// doi. org/ 10. 3390/ jcm90 10034

 6. Peters R, Peters J, Booth A et al (2020) Trajectory of blood pres-
sure, body mass index, cholesterol and incident dementia: system-
atic review. Br J Psychiatry 216:16–28. https:// doi. org/ 10. 1192/ 
bjp. 2019. 156

 7. Cacciatore F, Abete P, de Santis D et al (2005) Mortality and 
blood pressure in elderly people with and without cognitive 
impairment. Gerontology 51:53–61. https:// doi. org/ 10. 1159/ 
00008 1436

 8. Mount CA, Das JM (2022) Cerebral perfusion pressure. In: Stat-
Pearls (ed) Treasure Island. StatPearls Publishing, St Petersburg

 9. Tsoi KK, Chan JY, Hirai HW et al (2015) Cognitive tests to detect 
dementia: a systematic review and meta-analysis. JAMA Intern 
Med 175:1450–1458. https:// doi. org/ 10. 1001/ jamai ntern med. 
2015. 2152

 10. Moraes NC, Aprahamian I, Yassuda MS (2019) Executive 
function in systemic arterial hypertension: a systematic review. 
Dement Neuropsychol 13:284–292. https:// doi. org/ 10. 1590/ 1980- 
57642 018dn 13- 030004

 11. Gomar JJ, Bobes-Bascaran MT, Conejero-Goldberg C et al (2011) 
Utility of combinations of biomarkers, cognitive markers, and risk 
factors to predict conversion from mild cognitive impairment to 
Alzheimer disease in patients in the Alzheimer’s disease neuro-
imaging initiative. Arch Gen Psychiatry 68:961–969. https:// doi. 
org/ 10. 1001/ archg enpsy chiat ry. 2011. 96

 12. Giuli C, Paoloni C, Santillo E et al (2020) Study of the effects 
of adapted tango and multidimensional intervention in preven-
tion of dementia in aging: developing healthy lifestyle programs 
(STRENGTH project)-the experimental protocol of a prospective 
randomised controlled trial. Aging Clin Exp Res 32:2529–2537. 
https:// doi. org/ 10. 1007/ s40520- 020- 01504-4

 13. Albert MS, DeKosky ST, Dickson D et al (2011) The diagnosis 
of mild cognitive impairment due to Alzheimer’s disease: recom-
mendations from the national institute on aging and Alzheimer’s 
association workgroup. Alzheimers Dement 7:270–279. https:// 
doi. org/ 10. 1016/j. jalz. 2011. 03. 008

 14. Williams B, Mancia G, Spiering W et al (2018) ESC/ESH guide-
lines for the management of arterial hypertension. Eur Heart J 
39:3021–3104. https:// doi. org/ 10. 1093/ eurhe artj/ ehy339

 15. Hollestein LM, Lo SN, Leonardi-Bee J et al (2021) MULTIPLE 
ways to correct for MULTIPLE comparisons in MULTIPLE types 
of studies. Br J Dermatol 185:1081–1083. https:// doi. org/ 10. 1111/ 
bjd. 20600

 16. Verghese J, Lipton RB, Hall CB et al (2003) Low blood pres-
sure and the risk of dementia in very old individuals. Neurol-
ogy 61:1667–1672. https:// doi. org/ 10. 1212/ 01. wnl. 00000 98934. 
18300. be

 17. Ruitenberg A, Skoog I, Ott A et al (2001) Blood pressure and risk 
of dementia: results from the Rotterdam study and the Gothenburg 
H-70 study. Dement Geriatr Cogn Disord 12:33–39. https:// doi. 
org/ 10. 1159/ 00005 1233

 18. Sierra C (2020) Hypertension and the risk of dementia. Fronti 
Cardiovasc Med 7:5. https:// doi. org/ 10. 3389/ fcvm. 2020. 00005

 19. de la Torre JC (2012) Cardiovascular risk factors promote brain 
hypoperfusion leading to cognitive decline and dementia. Car-
diovasc Psychiatry Neurol 2012:367516. https:// doi. org/ 10. 1155/ 
2012/ 367516

 20. Zhao Y, Gong CX (2015) From chronic cerebral hypoperfu-
sion to Alzheimer-like brain pathology and neurodegenera-
tion. Cell Mol Neurobiol 35:101–110. https:// doi. org/ 10. 1007/ 
s10571- 014- 0127-9

 21. Masoli JA, Delgado J (2021) Blood pressure, frailty and dementia. 
Exp Gerontol 155:111557. https:// doi. org/ 10. 1016/j. exger. 2021. 
111557

 22. Zhang L, Pasha EP, Liu J et  al (2020) Steady-state cerebral 
autoregulation in older adults with amnestic mild cognitive 
impairment: linear mixed model analysis. J Appl Physiol 
129:377–385. https:// doi. org/ 10. 1152/ jappl physi ol. 00193. 2020

 23. Johnson NA, Jahng GH, Weiner MW et al (2005) Pattern of cer-
ebral hypoperfusion in Alzheimer disease and mild cognitive 
impairment measured with arterial spin-labeling MR imaging: 
initial experience. Radiology 234:851–859. https:// doi. org/ 10. 
1148/ radiol. 23430 40197

 24. Swan GE, Carmelli D, Larue A (1998) Systolic blood pressure 
tracking over 25 to 30 years and cognitive performance in older 
adults. Stroke 29:2334–2340. https:// doi. org/ 10. 1161/ 01. STR. 29. 
11. 2334

 25. Foster-Dingley JC, van der Grond J, Moonen JE et al (2015) 
Lower blood pressure is associated with smaller subcortical brain 
volumes in older persons. Am J Hypertens 28:1127–1133. https:// 
doi. org/ 10. 1093/ ajh/ hpv006

 26. Gogniat MA, Won J, Callow DD et al (2022) Mean arterial pres-
sure, fitness, and executive function in middle age and older 
adults. Cereb Circ Cogn Behav 3:100135. https:// doi. org/ 10. 
1016/j. cccb. 2022. 100135

 27. Elias MF, Goodell AL, Dore GA (2012) Hypertension and cogni-
tive functioning: perspective in historical context. Hypertension 
60:260–268. https:// doi. org/ 10. 1161/ HYPER TENSI ONAHA. 111. 
186429

 28. Wharton W, Goldstein FC, Zhao L et al (2015) Modulation of 
renin-angiotensin system may slow conversion from mild cog-
nitive impairment to alzheimer’s disease. J Am Geriatr Soc 
63:1749–1756. https:// doi. org/ 10. 1111/ jgs. 13627

 29. Barthold D, Joyce G, Diaz Brinton R et al (2020) Association 
of combination statin and antihypertensive therapy with reduced 
Alzheimer’s disease and related dementia risk. PLoS ONE 
15:e0229541. https:// doi. org/ 10. 1371/ journ al. pone. 02295 41

 30. Yang W, Luo H, Ma Y et al (2021) Effects of antihypertensive 
drugs on cognitive function in elderly patients with hypertension 
a review. Aging Dis. https:// doi. org/ 10. 14336/ AD. 2020. 1111

 31. Muhire G, Iulita MF, Vallerand D et al (2019) Arterial stiffness 
due to carotid calcification disrupts cerebral blood flow regula-
tion and leads to cognitive deficits. J Am Heart Assoc 8:e011630. 
https:// doi. org/ 10. 1161/ JAHA. 118. 011630

Publisher's Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.1017/S1092852918001347
https://doi.org/10.1017/S1092852918001347
https://doi.org/10.1016/j.cger.2018.06.005
https://doi.org/10.1016/j.cger.2018.06.005
https://doi.org/10.1161/HYPERTENSIONAHA.120.14993
https://doi.org/10.1007/s11906-017-0724-3
https://doi.org/10.1007/s11906-017-0724-3
https://doi.org/10.3390/jcm9010034
https://doi.org/10.1192/bjp.2019.156
https://doi.org/10.1192/bjp.2019.156
https://doi.org/10.1159/000081436
https://doi.org/10.1159/000081436
https://doi.org/10.1001/jamainternmed.2015.2152
https://doi.org/10.1001/jamainternmed.2015.2152
https://doi.org/10.1590/1980-57642018dn13-030004
https://doi.org/10.1590/1980-57642018dn13-030004
https://doi.org/10.1001/archgenpsychiatry.2011.96
https://doi.org/10.1001/archgenpsychiatry.2011.96
https://doi.org/10.1007/s40520-020-01504-4
https://doi.org/10.1016/j.jalz.2011.03.008
https://doi.org/10.1016/j.jalz.2011.03.008
https://doi.org/10.1093/eurheartj/ehy339
https://doi.org/10.1111/bjd.20600
https://doi.org/10.1111/bjd.20600
https://doi.org/10.1212/01.wnl.0000098934.18300.be
https://doi.org/10.1212/01.wnl.0000098934.18300.be
https://doi.org/10.1159/000051233
https://doi.org/10.1159/000051233
https://doi.org/10.3389/fcvm.2020.00005
https://doi.org/10.1155/2012/367516
https://doi.org/10.1155/2012/367516
https://doi.org/10.1007/s10571-014-0127-9
https://doi.org/10.1007/s10571-014-0127-9
https://doi.org/10.1016/j.exger.2021.111557
https://doi.org/10.1016/j.exger.2021.111557
https://doi.org/10.1152/japplphysiol.00193.2020
https://doi.org/10.1148/radiol.2343040197
https://doi.org/10.1148/radiol.2343040197
https://doi.org/10.1161/01.STR.29.11.2334
https://doi.org/10.1161/01.STR.29.11.2334
https://doi.org/10.1093/ajh/hpv006
https://doi.org/10.1093/ajh/hpv006
https://doi.org/10.1016/j.cccb.2022.100135
https://doi.org/10.1016/j.cccb.2022.100135
https://doi.org/10.1161/HYPERTENSIONAHA.111.186429
https://doi.org/10.1161/HYPERTENSIONAHA.111.186429
https://doi.org/10.1111/jgs.13627
https://doi.org/10.1371/journal.pone.0229541
https://doi.org/10.14336/AD.2020.1111
https://doi.org/10.1161/JAHA.118.011630

	Association between low values of mean arterial pressure and impaired cognitive performance in older patients with mild cognitive impairment: cross-sectional preliminary findings from the STRENGTH Project
	Abstract
	Background 
	Aims 
	Methods 
	Results 
	Discussion 
	Conclusions 

	Introduction
	Materials and methods
	Statistical analyses

	Results
	Discussion
	References


