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  INTRODUCTION
Refl ections on the “New Dementia”

Annette Leibing and Silke Schicktanz

Over himself, over his own body and mind, the individual is sovereign.
—John Stuart Mill, On Liberty (1837)

IN 2017, BASED ON A Lancet report (Livingston et al. 2017), a widely 
mediatized statement appeared in many newspapers around the world: one 
out of  three dementia cases could be prevented if  nine risk factors were better 
managed. The most astonishing part was neither the concreteness of  the pro-
portion (1:3), nor the large number of  cases that could potentially be avoided 
in the case of  a syndrome that for a long time was discussed using apocalyp-
tic numbers and as pretty hopeless in terms of  concrete prevention—it was 
the kind of  risk factors mentioned that were challenging longstanding ideas 
about Alzheimer’s disease (AD). In a more recent report, authors claim that 
even 40 percent of  cases can be avoided (Livingston et al. 2020).

The Lancet Commission on Dementia Prevention, Intervention, and 
Care (Livingston et al. 2017) mentions the following nine modifi able risk 
factors that are related to three life stages: early life education; midlife hy-
pertension, obesity, and hearing loss; and later life smoking, depression, 
physical inactivity, social isolation, and diabetes—as well as other possi-
ble contributing factors, such as poor sleep, pollution, and poor diet. All 
of  a sudden, prevention was no longer restricted to rather uncertain ideas 
around “brain training” (learning languages etc.). Dementia is now under-
stood in more concrete terms and less simply as “destiny,” and this through 
well-known pathways: most of  the risk factors mentioned are seen as easily 
treatable or modifi able, apparently (see below). The Lancet report can be 
read as a sign of  a major change in scientifi c dementia narratives along 
with an accumulation of  more or less consistent results from various ep-
idemiological and intervention studies over the last years, many of  them 
stemming from serious and independent research groups (e.g., Norton et 
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al. 2014). But several other possible factors and explanatory pathways are 
not part of  the Lancet report, with its “big nine risk factors,” but which have 
nevertheless been debated in the last few years. Dental hygiene (and other 
infl ammation processes in the body), prions (an especially scary scenario 
of  possible contamination), and the role of  viruses and bacteria, among 
others, have all been examined as involved in dementia pathologies. This 
shows the complexity and uncertainty of  current dementia models that 
seem to pervade the history of  dementia since Alois Alzheimer’s fi rst de-
scription of  the “peculiar” condition in 1906 during the 37th Meeting of  
South-West German Psychiatrists in Tübingen, Germany. However, that 
preventive action has positive effects seems to be a widely accepted notion 
among scientists, even though two-thirds of  “preventing people” are not 
affected, if  the Lancet ratio is right (for people living in richer nations).

Preventive action is a possibility, and the nine big risk factors are not 
causes; they are at best health-related factors whose effects accumulate 
over time and are not dementia specifi c. For this reason, the recent pre-
ventive turn should—but doesn’t always—help us conceive of  (late-onset) 
dementia as overlapping with a number of  health conditions and aging 
generally. And although a number of  discursive limits can be identifi ed—
many can be found in this edited volume—the preventive turn can also 
serve as a chance for rethinking and softening lines between the complex 
categories of  dementia and the human (and maybe animal) life course.

The Lancet report received some critique from within the medical fi eld: 
for instance, according to Kivimäki and Singh-Manoux (2018: 1574), 
the impact of  the management of  risk factors on lowering dementia rates 
was conceived as too optimistic. Furthermore, the causal relationship 
between these risk factors and their impact on rates of  dementia are not 
well established, and, according to Kivimäki and Singh-Manoux, more 
evidence-based studies are needed. They further argue that the lowering of  
dementia rates in some contexts might be the result of  other concomitant 
and confounding factors and bias (e.g., good education is often also linked 
to better income, health care, housing conditions, and health choices). Fi-
nally, they argue that several other equally serious studies do not show the 
high correlations presented in the Lancet report. Others, however, argue 
that there is enough evidence from an accumulation of  observational and 
other kinds of  studies. Friedland and Nandi (2013), for instance, argue 
against skeptics like Kivimäki and Singh-Manoux, maintaining that the 
“gold standard,” an evidence-based, randomized controlled study design, 
is too narrow and becomes a fallacy because important studies not falling 
into such a strict framework get ignored. In fact, social scientists have for a 
long time made this kind of  critical claim against overrating the so-called 
gold standard (e.g., Timmermans and Berg 2003; Hardon and Pool 2016).
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This book will not resolve the debate about measuring risk, causality, 
and impact; it is fi rst of  all concerned with epistemic and social questions 
around what we call the “new dementia” and its impact on aging in societ-
ies at a moment when scientifi c dementia narratives are apparently becom-
ing more concrete, while at the same time still relying on many unresolved 
and sometimes contradictory theories and models. As a result, what we call 
here the “new dementia” is this uncertain and contested—though appar-
ently concrete—phenomenon of  understanding dementia prevention with 
its epistemic focus on risk factors, risk prediction, prevention claims, and a 
close brain-body-interaction.

The in-reality-not-so-new risk factors (see below) now link the brain to 
the body and to the social environment in a different way than older Alz-
heimer’s models. Of  course, in medical systems in which brain and body 
are not conceived as separate, as is the case in most of  Western medicine,1 
astonishment about the “new dementia” might be less pronounced, or 
would more likely fi nd problematic the insistence on looking exclusively at 
the brain for such a long time. In modern Western thinking, the brain is 
the central—and somehow distinct—organ of  the body and the Western 
image of  the human being is therefore often classifi ed as neurocentric. As 
Jessica Wright (2019) recently showed, this idea can be linked to scientifi c 
models from early Christianity. However, as Don Bates (2000) reminded 
us in his now classic article about alternative medicine, different kinds of  
medical systems have always coexisted in all parts of  the world. An exam-
ple of  this appears in Leibing’s early research in Brazil, in which family 
caregivers, but also health professionals, who in the late 1990s were con-
fronted with genetic explanations for dementia, often juxtaposed genetic 
models with their own ideas: most of  the interviewees elaborated on eti-
ologies that resembled in a striking way mid-twentieth century US bio-
medical theories of  dementia as embedded in personality and life’s stress 
and strain (see Leibing 2002). In the present moment, earlier models of  
brain-centeredness, and newer models in which cognitive decline is ex-
plained as linked to the nine big risk factors (and other factors, depending 
on the author), can be conceived as coexisting in scientifi c discourse and 
media output internationally, though embedded in local contexts. Little 
is known, however, about how individuals perceive and translate these 
newer insights into everyday life, although we believe that much of  what 
is recommended as preventive merges with recommendations made for 
active or successful aging.2 More ethnographic studies in different envi-
ronments are needed in order to situate multiple translations and incor-
porations of  the “preventive turn” in different contexts. It is possible, for 
example, as Leibing (2018) observed, that North Americans receive a dif-
ferent message with respect to preventing dementia than Europeans, the 
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former getting more pharma-related prescriptions, the latter more lifestyle 
recommendations (see also Schicktanz, this volume, on German dementia 
discourses).

At fi rst glance, the turn toward prevention and its translations into prac-
tice merge with several concerns studied intensively in the social sciences 
in recent years: studies on risk, expectations, hope, and social capital, for 
instance, as well as critiques concerning neoliberal models of  self-care can 
all be invoked with regard to the “new dementia.”

Although this book builds on these discernments made by critical stud-
ies, the contributors to this book provide new insights to the wider fi eld of  
the social sciences of  health, as well as the health sciences more broadly. 
Major changes to long-established ways of  thinking are exciting to study, 
and, with regard to the “new dementia,” the impact on medical prac-
tices, disease models, new moralities, materialities, embodiment,3 health 
policies, and people’s everyday lives is signifi cant. But what we found 
especially valuable and enlightening when compiling the chapters col-
lected here is that the contributions provide very original points of  view, 
in which commonplace narratives about dementia—including common 
critical narratives—are seen in a different light. Furthermore, this volume 
addresses what we describe as a major change regarding a phenomenon 
that is rarely studied, at least in Western biomedicine: the way the brain 
is “becoming body” (see Leibing 2015, 2019; Gardner 2017; Lende and 
Downey 2012). Arguments around cardiovascular risk factors (hyperten-
sion, obesity, diabetes), social factors (loneliness, hearing loss as isolation), 
and other brain-centered conditions (depression, stroke) impacting cogni-
tive impairment-as-dementia has in the past often been framed as holistic 
or alternative thinking (or separated from AD as vascular dementia; see 
Leibing, this volume). In this sense, the concept of  the “new dementia” is 
challenging the pessimistic view of  many social scientists regarding neuro-
reductionism, or what Fernando Vidal, in his fascinating study (2009; 
see also Ortega 2009) calls “brainhood”—the brain as the “location of  
the modern self ” and central explanatory model of  the vital body (Vidal 
2009: 5). The “new dementia” diverges from such thinking in its critique 
of  brain-centeredness, and moves the “encultured brain” (see Lende and 
Downey 2012) and the brain-as-body from “alternative” to mainstream 
biomedicine, although, as the chapters in this volume show, this move is 
not without its dangers and pitfalls.

This brain-as-body in context—the brain as entangled with conditions 
like diabetes and hypertension, but also with environmental and social con-
ditions such as pollution and loneliness—conditions that in the past were 
often not perceived as brain-related—is a discourse alerting us to the no-
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tion of  environmental factors as involved in and infl uencing people’s aging 
process. Awareness of  such factors can provide chances for healthier old 
age (e.g., Maloney and Lahiri 2016) or can be framed as reductionism (e.g., 
Lock 2013 on epigenetics). We argue that both are possible, depending on 
how insights are being translated into practice and enacted in different en-
vironments. We further argue that genetics has lost much of  its absolute 
explanatory power as compared to its status at the end of  the last century 
and the beginning of  this one, and that models involving the plasticity of  
the brain—neuroplasticity—based on environmental and metabolic fac-
tors acting on brain structure and functionality provide a stronger model 
than genetics framing the “new dementia.” In fact, the way the “new de-
mentia” is often articulated as partly preventable reinforces notions of  
genetic models as nonplastic and as immutable, when compared to older 
epigenetic models, although there is no single argumentative pathway. As 
an example, the Lancet report explicitly states that “of  course, not everyone 
will be able to make changes [regarding risk factors] . . . some risks of  de-
mentia are genetic and not currently modifi able” (Livingston et al. 2017: 
2674). It is as if  genetic explanations have faded away in the last years even 
though, as Milne (2019) argues, many current clinical trials still target 
genes as the underlying cause of  dementia. We think that most of  the idea 
of  heredity has been relegated to early-onset dementia, which already for 
a long time has been conceived as more “genetic” when compared to the 
more common late-onset form of  dementia. It is the latter that is conceived 
as plastic—as infl uenced by environmental factors—regarding brain func-
tionality. Some researchers argue that although particular genes play a 
role in late-onset dementia, they are not a direct cause; they are seen as 
“susceptibility genes” (Schicktanz and Kogel 2014): “While early onset AD 
is almost certainly genetically based, there are no specifi c gene mutations 
that are associated with inheritance of  the disease in LOAD [late-onset 
AD],” argues Isik (2010: 307; see also Strobel n.d.).

The Lancet report, obviously, did not appear out of  the blue, nor were the 
“new” risk factors understood as having been totally unrelated to the wider 
phenomenon of  dementia in the past. These points are important in or-
der to understand not only the historical context, but also the opportunity 
this new understanding might provide for rethinking aging. The following 
points consider dementia-specifi c clinical, sociocultural, and bioethical 
aspects, without advancing too far into the arguments made in the chap-
ters of  this volume. We aim only to provide some information that should 
orient the reader in order to understand the (in our opinion) fascinating 
and, at the same time, controversial developments in more recent dementia 
research.

This open access edition has been made available under a CC BY-NC-ND 4.0 license, 
thanks to the support of the Social Sciences and Humanities Council of Canada.



6 ANNETTE LEIBING AND SILKE SCHICKTANZ

Situating the Reader

The following points are mostly unresolved or partially resolved questions 
that, all together, show the complexity of  the “dementia puzzle.” First, 
Alois Alzheimer’s (1907) initial question, whether the early onset form 
was “peculiar”—whether it was distinct from late onset dementia—can 
now be affi rmed, at least in most cases. Increasingly, researchers are be-
coming aware that, as Molin and Rockwood (2016: 70) put it, “biomark-
ers’ ability to distinguish normal subjects from AD patients lessens with 
age. The typical pattern of  AD-related . . . brain changes seen in the young 
old . . . appears to be less salient in very old patients . . . despite similar 
levels of  cognitive impairment.” Richards and Brayne (2005: 865) make 
a similar observation; they argue that “in older age groups, AD seems to 
be a diffuse clinical syndrome representing the gradual accumulation of  
multiple pathologies, arising from multiple interlocking risk factors over 
the life course. The term Alzheimer’s syndrome seems more appropriate.”4 

Conceiving late onset Alzheimer’s disease—or Alzheimer’s syndrome—as 
an accumulation of  several pathologies makes preventive initiatives imag-
inable by addressing contributing factors that are well known as treatable, 
such as diabetes and hypertension, conditions that have a long history of  
pharmacological and lifestyle interventions. A more effective control of  
these conditions might explain decreasing numbers of  dementia cases in 
some (privileged) groups.

Second, following the Lancet report, prevention has come to be thought 
of  principally as primary prevention—controlling “modifi able risk factors 
to avert the occurrence of  disease,” although secondary prevention—“the 
early detection of  disease before it manifests clinical symptoms”—also 
plays a role (Institute of  Medicine 2010). However, much of  what is con-
sidered early signs—several biomarkers, mild cognitive impairment—is 
contested by some researchers and not reliable as clear indicators of  fu-
ture disease, so maybe preventive measures need to be evaluated not only 
regarding their effects, but also regarding how they weigh on people’s 
everyday lives. Furthermore, preventive measures need to be understood 
in terms of  their impact on society, and this is especially the case when 
they become population-based interventions, as has been observed in the 
cases of  several chronic diseases in which the pharmaceutical industry 
is also strongly involved in promoting certain disease models (see Greene 
2008).

Primary prevention might make more sense if  it were called risk reduc-
tion and not prevention, and it would be even better framed more generally 
as simply healthier aging. Several studies have shown that primary pre-
vention in some contexts has actually reduced dementia cases, but only 
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given the right infrastructure, such as well-functioning health-care and 
education systems (see Leibing, this volume). Along these lines, a radical 
suggestion would be to frame prevention differently: targeting a single risk 
factor or a combination of  several makes sense only if  a “good life,” de-
fi ned as covering basic needs, is guaranteed. But there is more at stake than 
structural and political-economic factors linked to health and social care. 
In rethinking prevention of  dementia, increasing evidence shows that the 
focus on the nine risk factors can become fallacious when other—for in-
stance environmental—factors are ignored or subsumed under a category 
that hides important concomitant factors. And although pollution, for ex-
ample, is mentioned in the Lancet report, it is considered a “weak” factor, 
one not based on enough evidence, as the authors argue, when compared 
to other factors that are more common (and easier to handle) in a tradi-
tional biomedical framework. Since then, a new Lancet Report (Livingston 
et al. 2020) has included air pollution, but also excessive alcohol consump-
tion and traumatic brain injury, as one of  now twelve major modifi able risk 
factors for dementia prevention.

What about tertiary prevention, “the control of  existing diseases to pre-
vent more serious complications” (Institute of  Medicine 2010)? Current 
drug interventions could be thought of  as tertiary prevention, although 
they have been criticized for a long time as mostly ineffective and as a prod-
uct of  pharma-marketing. Controlling the nine above-mentioned risk fac-
tors when dementia has been already diagnosed is feasible, especially while 
targeting vascular health and social integration, which would, if  not slow 
down the progress of  the disease, nevertheless lead to a better quality of  
life with dementia. A small number of  studies show that disease progres-
sion can be positively affected by targeting multiple factors: for instance, in 
the MEND study (Bredesen et al. 2016) the control of  blood sugar levels, 
stress, sleep issues, and physical exercise among other factors resulted in 
long-term improvement for all enrolled patients, although results were re-
ceived with skepticism by some researchers (see Heerema 2019 for a short 
overview).

Third, for clinical researchers and other health professionals, but also 
for social scientists, it is important to distinguish between individual, com-
munity, and population-based settings for prevention (or risk reduction), 
a distinction that often is not clarifi ed in prevention studies (Orrell and 
Brayne 2015). And, obviously, a preventive optimism needs to be tempered 
by the fact that people cannot or do not want to always follow what seems 
likely to be best for their health. Distinguishing between different levels of  
prevention and the direct but less visible impact of  different kinds of  pre-
ventive practices—not only moral prescriptions in health campaigns and 
government responsibilities for resources, but also processes like biomed-
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icalization and pharmacologization—need to be considered in order to 
make clear what is at stake regarding this “new dementia” (for a more de-
tailed analysis of  these points, see Leanza and others in this volume).

Fourth, as mentioned above, the “new” risk factors are in reality not so 
new: they have in the past generally been associated with vascular demen-
tia, but also been linked to AD. However, previously not much importance 
was attributed to AD risk factors, except perhaps for education, tightly 
linked to the notion of  the brain considered as analogous to a muscle—“use 
it or lose it” (see Keuck, this volume).

Finally, a number of  ethical issues emerged with the turn toward preven-
tion: fi rst, it raises the important ethical question of  responsibilization and 
who is charged with taking preventive action: the individual, the health-
care system, the state, or all three? General concerns, often fueled by so-
cioeconomic, neoliberal developments such as cutting back public health 
care or state investments in education, can result in an unjustifi ed and in-
effective focus on individual responsibility (see Foth, this volume; Schweda 
and Pfaller, this volume). However, the concept of  responsibilization also 
needs to be situated—its meaning differs between sociocultural contexts, 
for example regarding the extent to which state and medical expertise are 
accessible and provided (see Leanza and Schicktanz, this volume, for more 
details).

Another important question, one that differs from traditional “demen-
tia ethics,” is the question of  what the normative foundations and values 
for the underlying “prevention ethics” are. Common frameworks in bio-
ethics focus mainly on the ethics of  an inter-individual doctor-patient re-
lationship and—in one way or another—consider primary norms, such 
as respect of  autonomy (or just respecting the other), care and wellbeing, 
avoiding harm, equal rights, and access to treatment. Prevention ethics, 
however, cannot be easily captured within these normative assumptions. 
Instead, what is needed is a political-ethical framework that justifi es indi-
viduals’ rights and duties toward themselves and others, including abstract 
institutions such as the state or future generations. Such a framework also 
needs to encompass epistemic uncertainties and missing causalities often 
prevailing in preventive claims when it comes to normative conclusions 
regarding concrete actions. The “if ” and long-term perspective of  action 
need to be embedded in individual as well as social consideration of  what 
constitutes a “good life” (see Schicktanz, this volume; Schweda and Pfaller, 
this volume). The increasing interest in prevention shows the urgent need 
to develop new prevention-ethics frameworks. Existing public health ethics 
still relies—in a problematic way—on too simplistic (neo)liberal or commu-
nitarian assumptions of  what the individual and society “are” and what 
they (do not) owe each other. The dominance of  utilitarian frameworks 
in public health, intermingled with strong assumptions about individual 
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sovereignty—as the quote from John Stuart Mill in the beginning of  this 
introduction indicates—is for this purpose problematic and must be re-
considered. Normative ethics also neglect social ideas of  what a good life 
should be and how the life course impacts our decisions and actions.

The Chapters: A Short Overview

The book5 begins with a section on discursive and social practices of  demen-
tia prevention. The chapter by Lara Keuck provides a fascinating argument: 
the author shows how “windows to act”—opportunities to intervene into 
the pathological process—became a narrative continuous in the history of  
dementia sciences since the category was coined in 1910, although core 
questions and models have changed over time. Concentrating on three key 
historical turning points, Keuck shows that Alzheimer’s disease—a “work-
ing title,” as she calls it—has always stood on shaky, uncertain grounds, 
where signs and symptoms of  dementia were “performed” as a medical 
problem. She warns against deconstructing dementia narratives, as several 
social scientists working on dementia do, and invites the reader to look in-
stead at “overarching assumptions” and to study how “they are put to work 
within concrete early intervention versus prevention programs.”

Annette Leibing, in the next chapter, focuses on the more recent his-
tory—the turn toward prevention—and introduces three “mini” epistemic 
changes (“mini” when compared to Keuck’s discussion of  larger changes 
in the history of  dementia)—changes that are part of, and support, the 
current preventive logic, such as the “vascularization” of  the category AD. 
Using ethnographic data on geriatric care in Brazil, she further shows how 
the (not so) new risk factors—factors that previously were either marginal-
ized with regard to AD or subsumed under the category “vascular demen-
tia”—can easily lead to blame and exclusion. However, relying on the older 
metaphor, common in dementia narratives (e.g., by Alzheimer’s societies), 
of  AD as a “democratic disease,” she shows that conceiving of  dementia as 
undemocratic would be one way of  framing prevention as a chance, but 
not a certainty, for a better old age.

As in Leibing’s chapter, Silke Schicktanz’s text, by examining the local 
“new dementia and prevention” discourse in Germany, shows the impor-
tance of  situating dementia narratives. Former studies have shown that 
the German discourse on aging and dementia differs from US discourse: 
in Germany, trust in the public health-care system is strong, and positive 
images of  persons with dementia are often invoked. Regarding health bud-
gets, patient advocacy groups prioritize care rather than research on AD. 
In her analysis, Schicktanz explores in detail how dementia prevention is 
discussed within different areas of  public discourse: the German medical 
professions, the media, and patient advocacy. These different spheres are 
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not separated but rather interlinked by various communication channels, 
such as popular science, clinical communication to patients, information 
provided by patient organizations, and, more generally, internet forums. 
She also identifi es a tendency in the German media to simplify prevention 
measures and to overrate single risk information. Finally, her analysis con-
cludes with related ethical refl ections by focusing on ethical considerations 
that distinguish between medical-clinical and public health ethics.

In the following chapter, Matthias Leanza looks at prevention of  demen-
tia through the lens of  the Foucauldian concept of  governmentality. As op-
posed to traditional governmentality studies, however, Leanza, inspired by 
Niklas Luhmann and Bruno Latour, shows the improbability of  preventing 
dementia through lifestyle changes. He convincingly destabilizes common 
narratives adopted by social scientists by suggesting that more nuanced ar-
guments need to be found regarding the often-repeated and rarely unques-
tioned critique of  neoliberalism.

In his chapter, Alessandro Blasimme makes the intriguing argument 
that the idea of  dementia as more manageable through prevention is “try-
ing to conceptualize the normal and the pathological along the same vital 
continuum.” He links recent clinical narratives about dementia as mod-
ifi able to geriatric frailty and (anti-aging) geroprotectors—concepts that 
equally conceive the aging body as modifi able. Blasimme suggests using 
the term “ground-state prevention,” which he defi nes as a more general 
and unspecifi c biological enhancement and strengthening of  people’s re-
silience, a conceptualization of  prevention that transcends the normal and 
pathological, as well as nosological, boundaries.

The next section is about the early detection of  dementia, exploring an 
interval in which, theoretically, primary and secondary prevention might 
start, depending on whether mild cognitive impairment (MCI)—the topic 
of  the two chapters of  this section—is defi ned as not yet or already part of  
a process called dementia. MCI—the fi rst signs of  cognitive decline that 
might or might not develop into a dementia syndrome—are generally de-
fi ned as an in-between category, as neither normal nor pathological, al-
though it has become thought of  as more pathological in recent years. The 
two chapters of  this section elaborate on MCI as a critical issue situated be-
tween prediction and prevention. The fi rst text, by Tiago Moreira, describes 
the changes (or “drift”) between conceptions of  MCI in 2001 and 2018. 
He explains that, once considered a major risk for developing a dementia, 
MCI has become over the years a much looser category with little predic-
tive value. And although the continued use of  MCI is based on the need 
to capture the subjective memory complaints of  worried people, now that 
“the link between MCI diagnostic work and AD technological expectations 
appears to be weakened, the trade-off  between current patients and future 
therapies has lost most of  its leverage.” Moreira argues that most people 
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with MCI will feel the burden of  a diagnostic label and will live a liminal 
life under a category that has lost a lot of  its earlier certitude and meaning.

The second paper of  this section, written by Stephen Katz, Kevin Peters, 
and Peri Ballantyne, is divided into three parts: fi rst, based on interviews 
with researchers and practitioners in the dementia fi eld, “diagnostic in-
consistencies, biomarker uncertainty, and pharmaceutical capitalization” 
are highlighted. The second part sheds light on the commercialization of  a 
growing neuro-memory market, in which memory products such as foods 
and memory exercises mean lucrative business and, at the same time, pro-
vide hope for individuals searching for an optimization of  their cognitive 
health. Part three is based on focus groups with people affected with MCI 
and shows how their rhetoric gives meaning to disruption and apprehen-
sion. Together, the juxtaposition of  these three sections lets the authors 
show how “MCI, early detection technologies, and dementia campaigns 
are redrawing the health politics of  aging.” They further conclude that 
early detection and the idea of  prevention result in current landscapes of  
aging in a “post-diagnostic ethical fallout of  personal support.”

The third section of  this edited volume problematizes the central issue 
of  the preventive turn, prevention itself, including lifestyle. Kirsten Bell calls 
lifestyle the core problem in current public health questions. Bell compares 
the recent turn toward dementia prevention with a similar, though in many 
aspects contrasting, process in cancer and lifestyle discourses, and situates 
prevention close to the notion of  chronic illness, a discourse of  hope and 
greater predictability. In her lucid discussion of  the notion of  chronic dis-
ease and prevention, Bell observes that “more surprising than the idea that 
dementia might be prevented via lifestyle modifi cations is that it happened 
so recently.” Possible answers she gives to these questions are that, unlike 
cancer, dementia is located between physical and mental classifi cations, 
while pathological changes are not clearly defi ned and often contested, and 
that lifestyle as prevention might also mean that “something is being done 
about conditions where science reaches the limits of  its knowledge.”

With the rise of  the prevention paradigm in contemporary society, later 
life is becoming a screen onto which individual and social prognoses, plans, 
and future scenarios are projected, as Mark Schweda and Larissa Pfaller 
argue intriguingly in their chapter. In consequence, the circumstances of  
old age are no longer seen as a matter of  simple fate or luck but rather as 
aspects of  a life phase that can be actively shaped and prudently modeled 
by means of  preventative measures. In their more conceptual article, they 
discuss in detail how the critique of  the “responsibilization of  aging” and 
“successful aging” in the era of  neoliberal governmentality is justifi ed or 
not—and how a differentiated analysis and discussion of  responsibility 
claims can help to substantiate the current interdisciplinary discussions at 
the intersection of  social sciences, ethics, and moral economy.
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Finally, Thomas Foth provides an important historical-genealogical 
analysis of  the most relevant idea of  “lifestyle” and therefore of  the in-
creasingly common idea of  the subject’s responsibility for her health and 
death. Most interestingly, this idea was brought to life by a Canada-founded 
commission in the mid-1970s (the Lalonde report) and now dominates 
most international health promotion and prevention programs, including 
those of  the World Health Organization (WHO). Foth’s genealogy dissects 
the underlying biopolitical and socioeconomical assumptions associated 
with this report and furthermore critically analyzes how the dispositive 
of  “lifestyle” was not only strategically used to reshape public health-
care systems in many socio-liberal Western societies but has even radi-
cally changed the way we think about our behavior around health-related 
issues.

The afterword, written by Peter Whitehouse and Danny George, is a call 
for more critical dementia research. The two authors see the preventive 
turn as a chance to focus less on the narrow paradigm of  cure, and more 
on structural factors infl uencing dementia rates, such as pollution and 
unemployment.

Subtitle and Intentions

This book’s aims are articulated in its subtitle Critical Perspectives on a New 
Paradigm of  Preparing for Old Age. Our intention is to pay attention to mul-
tiple perspectives that capture both the promises as well as the pitfalls of  
current preventive insights regarding dementia and, more generally, old 
age. “Critical,” then, does not necessarily mean deconstruction—it means 
acknowledging multiple ways of  thinking about lowering the incidence of  
dementia.

The volume’s subtitle further suggests that prevention is preparation. 
This could suggest a naive intention to somehow avoid aging, but realis-
tically it means that old age cannot be separated from the rest of  the life 
course; it means that actions, alliances, biologies, stress and strain—the 
whole habitat of  early life—cannot be clearly separated from how we age 
and who we are later in life. Individual actions like physical activities and 
good food are only details in that broader picture of  a good life. And if  we 
imagine individual preventive action as “only details” among many other 
factors, prevention might lose its moralizing and sometimes stigmatizing 
sense with respect to the individual. This is where this volume aims to con-
tribute to future discussions: at the intersections of  social sciences, pub-
lic health, and ethics. Ultimately, if  we think about prevention as linked to 
achieving a good life, ideally for all, discussions about dementia prevention 
become discussions about social justice, living conditions, and responsibil-
ities—for ourselves and others.
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Notes

 1. We are aware that “Western” and “the West” are problematic notions (e.g., Appiah 
2016), although the more recent concept of  the “global north/south” is equally 
homogenizing and inaccurate (e.g., Kloß 2017), as is “industrialized countries,” 
and other notions of  agglomerating countries in which modern, university-taught 
medicine is the predominant system of  healing. We therefore stick to “Western,” 
aware of  its shortcomings and blind spots (see Tani and Sakai 2019).

 2. The multidimensional translation and dissemination of  the “new dementia” in 
different social and national contexts is an ongoing research project, coordinated 
by Annette Leibing and Silke Schicktanz and funded by the Social Sciences and 
Humanities Research Council (SSHRC; Canada) and Deutsche Forschungsgemein-
schaft (DFG; Germany).

 3. The embodiment of  the “new dementia” can be conceptualized as attitude—“the 
preventive self,” for example—but also as affecting the body itself, as altered and 
situated biology (Niewöhner et al. 2011; Wolf  and Hall 2018).

 4. In 1996—a period in which genetic explanations were predominant in dementia 
models—Shua-Haim and Gross had already suggested changing the term from AD 
to Alzheimer’s syndrome, arguing that there are numerous pathways that lead to 
severe cognitive decline, especially shown by the involvement of  different genes 
found at the origin of  Alzheimer’s.

 5. This edited volume is the result of  two workshops that took place in 2018: in July in 
Göttingen, Germany, and in September in Montreal, Canada. Although there was a 
limited budget, we are very grateful that we were able to gather an interdisciplinary 
and international group of  researchers who all provided new, original, and intrigu-
ing insigh ts into the study of  the wider phenomenon of  dementia prevention. Sev-
eral additional authors and coauthors—Peri Ballantyne, Danny George, Kevin Hall, 
Tiago Moreira, Kevin Peters, Larissa Pfaller and Peter Whitehouse—were not part 
of  the workshops, and kindly accepted our invitation to contribute to this book.
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