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Abstract

Objective: A systemized approach to subjective cognitive complaints (SCCs) in

elderly people is needed owing to the high prevalence of such complaints and their

impact on the psychosocial well‐being of those affected. The aim of this study was

to carry out a systematic review of the characteristics and effectiveness of inter-

vention programmes that use a neuropsychological approach to target SCCs in

cognitively unimpaired older people and that are tested in randomized controlled

trials.

Methods: The search included a time‐unlimited query of Scopus, PsycInfo and

Medline, yielding 215 articles, of which only 7 met the inclusion/exclusion criteria.

Results: The number of intervention programmes was very limited (11 in-

terventions), but diverse, with cognitive stimulation, physical exercise, psycho-

education and cognitive restructuring all used to address SCCs.

Conclusions: Interventions including only cognitive stimulation were not effective in

reducing SCCs, but interventions including cognitive stimulation and psycho-

education, physical exercise, and group sessions and discussions reinforced by the

therapist were effective.
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Key points

� Cognitive failures could affect negatively on the emotional and psychosocial well‐being.

� Cognitive training in combination with psychoeducation and psychical exercise showed the

strongest evidence in improving subjective and objective cognitive functioning.

� Initial guidelines for designing successful interventions to target SCCs in cognitively un-

impaired older people are provided.

� The review has implications for promotion of healthy cognitive aging.
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1 | INTRODUCTION

Cognitive failure, particularly regarding memory, is one of the major

concerns of older people. The subjective experience and manifesta-

tion of this failure take the form of complaints, one of the main

reasons why older people consult their general practitioners.1 The

presence of cognitive complaints is considered one of the first

symptoms of cognitive impairment2 and is a necessary criterion for

the diagnosis of Mild Cognitive Impairment3 or the Neurocognitive

Disorders included in the DSM‐54 Although cognitive complaints are

not always associated with these clinical conditions5,6 and have been

suggested to form part of the normal aging process,7 recent research

suggests that the presence of cognitive complaints is associated with

psychosocial risk factors8 such as symptoms of depression7 and

anxiety.9 Furthermore, cognitive complaints may affect the daily

occupational and social sphere10 and become an important secondary

stress factor. This stress may increase the perception of memory

lapses in older people, which in turn may increase the level of strain

and further perceived lapses, resulting in a vicious cycle of stress.11,12

These data support the relevance of addressing them to lessen their

impact.

The term Subjective Cognitive Complaints (SCCs) has been

coined to refer to self‐reported or third party‐reported cognitive

disturbances, in the absence of objective cognitive impairment and

underlying pathological conditions.13 The information provided by a

third party generally concerns the perception of a problem and is not

strictly subjective, although it is likely to be influenced by the in-

dividual's complaining behavior.14

Pharmacological interventions have shown effectiveness to

improve cognitive function in patients with objective cognitive

impairment,15‐17 but not to reduce SCCs in healthy older adults.18

Anyway, even if pharmacological treatment were effective to reduce

them, due to its potential side effects, non‐pharmacological in-

terventions should be provided as the first choice for healthy in-

dividuals with SCCs. Non‐pharmacological intervention programmes

based on cognitive training19‐21 or moderate aerobic exercise22

have been implemented in order to address cognitive complaints

and the associated distress. However, the effectiveness of such

programmes is not clear, as neither memory training or cognitive

stimulation appear to reduce cognitive complaints, with other stra-

tegies such as psychoeducation or cognitive restructuring being

more effective.11,13

We are aware of the existence of previous systematic reviews

that have analyzed the effectiveness of non‐pharmacological in-

terventions to reduce SCCs.11,13,18 However, the present systematic

review adds to the previous literature by posing a broader research

question that also includes analyzing the main characteristics of the

components of the interventions. Moreover, it differs from previous

reviews in research methodology, regards to the keywords, focusing

on both SCCs and related psychosocial factors. It also distinguish

regard to the inclusion criteria, considering only those studies that

include a group of people over 60 years of age with SCCs and that

use measures of subjective cognitive functioning. Therefore, the

present systematic literature review aimed to clarify the state of

knowledge on neuropsychological interventions aimed at SCCs in

cognitively unimpaired older people, by (a) determining the charac-

teristics of neuropsychological intervention programmes aimed at

managing SCCs and that are tested in randomized controlled trials.

Neuropsychological intervention is defined as that including not only

a cognitive approach but also a functional and psychosocial approach,

and (b) summarizing the results of these interventions in terms of

their impact on subjective cognitive functioning and/or objective

performance.

2 | METHOD

2.1 | PICOD framework

Research questions were raised using the PICOD framework, where

P (Participants/Population) represents cognitively unimpaired older

people with subjective cognitive complaints (SCCs); I (Interven-

tion) = neuropsychological interventions were defined as cognitive

stimulation, psychoeducation, cognitive restructuring and physical

exercise; C (Comparison) = any control group (i.e. social participa-

tion); O (Outcome) = improving subjective and objective cognitive

functioning impact; D (design) = randomized controlled trials studies.

2.2 | Search strategy

The systematic review was conducted according to the recommen-

dations of the PRISMA 2020 declaration (Preferred Reporting Items for

Systematic Review and Meta‐analyses statement).23

The search strategy included querying the Scopus, PsycInfo and

Medline databases, without any time limit, including studies pub-

lished up to September 2021. The following keywords were used:

(subjective cognitive complaints OR cognitive complaints) AND

(approach OR training OR intervention OR treatment OR therapy)

AND (non‐pharmacological intervention OR cognitive intervention

OR neuropsychological intervention) AND (anxiety OR depression

OR perceived OR self‐report OR self‐efficacy OR confidence OR

complainer OR subjective OR belief OR beliefs). The title was

screened first, followed by abstracts and full article texts. References

were selected using RefWorks, and duplicates were removed using

the same software.

2.3 | Study selection

One researcher (L.P‐B) examined titles, abstracts and full‐text arti-

cles independently. The contribution of the second author (D.R‐S.)

was requested when necessary. Results of the selection process are

shown in Figure 1. The inclusion criteria were as follows: (a) studies

with a group of people older than 60 years with SCCs; (b) randomized

controlled trials; (c) studies including measurement of SCCs (i.e.
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answer/questionnaire); (d) studies evaluating the efficacy of non‐
pharmacological interventions in SCCs; (e) articles published in

peer‐reviewed journals; (f) articles published in Spanish and English

languages. Exclusion criteria were as follows: (a) studies with phar-

macological interventions and/or any type of intervention not

defined as neuropsychological in character; (b) studies exclusively

investigating people with cognitive impairment (i.e. MCI, dementia),

severe neuropsychiatric disorder or traumatic brain injury; (c) studies

with healthy older people without SCCs but who wish to improve

their cognitive performance; (d) non‐randomized controlled trials;

and (e) theoretical review.

2.4 | Data extraction

A standardized Excel spreadsheet was compiled for each of the

studies related to: study information (i.e. first author, year), the

characteristics of the sample (i.e. size of sample, sex, age and years of

schooling), experimental design (i.e. number of experimental groups),

interventions (i.e. format, duration, type of programme and number

of sessions), the measures of objective and subjective cognitive

functioning (i.e. questionnaire/answer) used and the main results

were examined.

2.5 | Quality and risk‐of‐bias assessment

Review quality was assessed using the quality assessment tool for A

Measurement Tool to Assess Systematic Reviews (AMSTAR).24 The

tool includes 11 criteria on which quality is determined. The instru-

ment considers 5 critical domains: description of the systematic re-

view protocol, adequate literature search, justification of included

and excluded studies, risk of bias of individual studies and application

of appropriate meta‐analytical methods.24 The criteria were rated as

either “yes”, “no”, “I can't answer” and “not applicable”. The level of

the quality was deemed to be high where it had a score greater or

equal to 9. Regarding risk‐of‐bias assessment, the revised Cochrane

risk‐of‐bias tool for randomized trials (RoB 2) was applied.25 The tool

rated 5 key domains related to the following: the randomization

process, the allocation and adherence of the intervention, the mea-

sures used and the outcome. The criteria were rated as either “yes”,

“no”, “not applicable”. Risk‐of‐bias judgment is determined as “low

F I GUR E 1 Flow diagram of the systematic
review study selection process
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risk”, “under/moderate risk” and “high risk”. This process was con-

ducted independently by one author (L.P‐B.), who requested the

input of the second author (D.R‐S) when in doubts.

3 | RESULTS

The literature search identified 204 articles after removal of dupli-

cate citations with the RefWorks application. After the title and ab-

stract were examined, 183 articles were excluded and the texts of

the remaining 21 articles were read in full, in order to decide on

eligibility according to inclusion and exclusion criteria. The main

reasons for exclusion were as follows: interventions not defined as

neuropsychological in nature; studies that exclusively investigated

groups of individuals with cognitive impairment, severe neuropsy-

chiatric disorder or traumatic brain injury; and non‐randomized

controlled trials. Finally, 7 studies were included for systematic re-

view about neuropsychological intervention programmes addressing

SCCs in cognitively unimpaired older people. The PRISMA flow dia-

gram is shown in Figure 1.

The main features of the studies included in the review are

summarized in Table 1. Their presentation below have been orga-

nized into two main sections: one related to the general character-

istics of the studies and the other to the main results of the

neuropsychological approach to SCCs.

3.1 | General characteristics of the studies included

The sample size of the studies included in the review ranged from 40

to a maximum of 223 participants. The mean age of the participants

was 64.33 years (SD = 7.24) in the experimental group and

69.92 years (SD = 11.85) in the control group. Two studies (28%)

were conducted in North America,26,27 two (28%) in Asia,19,20 two

(28%) in Europe,10,28 and one (16%) in South America.21 The majority

of studies recruited participants from the community, except for

three studies that recruited them in long‐term care centers.19‐21 In

relation to educational level, the mean number of years of schooling

was 12.3 (SD = 4.33) in the experimental group and 11.42 (SD = 5.1)

in the control group, although one study provided data according to

educational level, for both the experimental group (no educa-

tion = 5.4%; primary = 75.7%; secondary = 18.9%) and the control

group (no education = 12.5%; primary = 64.3%; secondary = 23.2%).

In the 7 studies reviewed, 11 different interventions were identi-

fied as having been carried out. Most of the interventions had a group

format,10,19,20,21,26,27,28 with the number of participants in the group

ranging from a minimum of 310 to a maximum of 25.27 The in-

terventions had an individual format in only two cases.21,28 The dura-

tion of the programmes was not very uniform, ranging from 4 weeks28

to 24 weeks27 and only two studies included follow‐ups, after 610 or

9 months.20

The number of sessions in the programmes ranged from a min-

imum of 710 to a maximum of 62.27 The duration of the sessions

varied between 1 h10,26,27 and 1 h 30 min.20,21,28 In addition, the

number of sessions per week ranged from 110,20 to 4.21

Regarding the type of programmes or strategies used in the

intervention, 4 categories were identified. The first category includes

those interventions referring to specific cognitive training.19‐21 The

second category includes those studies in which the interventions

combine cognitive training and physical activity.26,27 The third cate-

gory includes interventions focusing on psychoeducation and health

promotion.19,27 Finally, the fourth category combines cognitive

training with cognitive restructuring and pschoeducation.10

Analysis of the strategies used shows that cognitive training aims

to optimize and maintain the overall cognitive state through tasks that

involve training in strategies and skills. The strategies are mainly aimed

at episodic memory training,10,19,20,21,26,27 but also consider visuo-

spatial ability,27 reasoning,20 processing speed,19,26 attention10,20,21,26

and executive function.21,26 The cognitive Mind‐Motor training used in

one study27 specifically focuses on improving visuospatial episodic

memory, based on an activity that depends on the number of steps and

the order and direction of the feet. Interventions focusing on physical

activity always include aerobic exercises26,27 and the sessions end with

breathing and relaxation exercises, except for one that only included

stretching and toning exercises.26 Finally, psychoeducational inter-

vention strategies and cognitive restructuring strategies both aim to

(a) raise awareness about the cognitive and functional aging process,

contextual factors, compensatory strategies and behavior,10,28 (b)

change beliefs and attitudes related to memory and establish personal

expectations about memory, (c) educate participants in affective‐
emotional health and inform them about neurodegenerative diseases

typical of aging and the associated problems10,19,28 and (d) educate the

participants in physical and social health.14

The following methods were used to implement the in-

terventions: digital cognitive training programmes21,26; a grid carpet

(2.5 � 1 m) for Mind‐Motor training27; and lecture sessions with

PowerPoint presentations, in cognitive training workshops19,20 and

psycho‐educational interventions.10,19,28

Finally, in relation to the cognitive measures used, for subjective

assessment, a general question related to memory “Do you feel that your

memory or thinking skills have worsened?26,27 or the application of

different questionnaires on forgetfulness10,19,20,21,28 have been used.

In order to assess objective performance in relation to global cognitive

status, most studies used the MMSE screening test19‐21,27,28 or the

MoCA.10,27 For assessment of specific cognitive domains, different

neuropsychological tests, such as the Trail Making Test10,21,26 and the

Wechsler memory and attention subscales,21 have been used.

3.2 | Main results of the neuropsychological
approach to cognitive complaints

In general, the results regarding neuropsychological intervention in

SCCs indicate an improvement in cognitive functioning at the sub-

jective level10,19,20,21,28 and also in objective performance,19‐21,26,27

although the improvement is not always significant.
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3.2.1 | Cognitive training (4 interventions)

The results of the three studies using interventions based on cognitive

training showed the following: (a) only one intervention significantly

reduced self‐reported memory complaints19; (b) three interventions

improved performance in the specific cognitive domains trained, that

is, memory,19,20 visuospatial ability,19 conceptualization,20 attention,

executive function/mental inhibition/flexibility and orientation (Inte-

grated Programme of Psychostimulation)21; (c) only the Integrated

Psychostimulation Program21 significantly improved global objective

cognitive performance; and finally, (d) two interventions improved

SCCs although not significantly: the Integrated Programme of Psy-

chostimulation21 and cognitive training intervention.20

3.2.2 | Cognitive training and psychical exercise (3
interventions)

Regarding interventions based on the combination of cognitive

training and physical exercise used in two studies, they have shown:

(a) significant improvement in global cognitive status when combined

games to improve speed‐accuracy, visual and auditory processing and

aerobic exercises were used26; (b) significant improvement in visuo-

spatial working memory when combined multimodal exercise and

Mind‐Motor Training were used27; (c) improvement in different

cognitive domains (memory, executive function/mental inhibition/

flexibility, divided and selective attention) with cognitive training

using a computer program, although the improvement was only sig-

nificant for attention26; (d) aerobic exercise alone did not lead to

cognitive improvement, either objectively or subjectively.26

3.2.3 | Psychoeducation and health promotion (2
interventions)

The results of the two studies using interventions based on psycho-

education have shown improvement in subjective and objective

cognitive functioning.19,28 In particular, they have shown that: (a) the

promotion of emotional, physical and social health in older people

with SCCs improved subjective well‐being and objective cognitive

performance, but did not lead to a significant reduction in SCCs19; (b)

a significant improvement in the subjective cognitive reducing

negative emotions towards cognitive functioning,28 but not in

objective cognitive functioning.

3.2.4 | Psychoeducation, cognitive restructuring and
cognitive training (1 intervention)

The intervention based on a combination of psychoeducation, cogni-

tive restructuring and training in mnemonic strategies, improved the

subjective perception of cognitive functioning and decreased SCCs,

although the changes were not statistically significant.10T
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3.3 | Methodological quality of the included studies

The quality was deemed to be high (9 out of a maximum of 11 points,

corresponding to 81.81% positive responses). Five studies had a

moderate/under risk of bias (71.42%); only one study had a low level

of risk (14.2%), and one was high risk (14.2%). All studies specified

the eligibility criteria and used randomization. The failures were

mainly related to the absence of single and/or double‐blinding of

participants or professionals (performance bias),10,19,20,27 and to the

validity of the subjective variables28 and the incomplete outcome

date (attrition bias)10,19,20,21,27,28

4 | DISCUSSION

The results of the present review study show that the number of

intervention programmes that use a neuropsychological approach, in

randomized controlled trials, aimed at the management of SCCs in

cognitively unimpaired older people is very limited. Moreover, scien-

tific evidence shows that studies carried out to assess intervention

programmes use different designs, technical perspectives and strate-

gies. In this regard, the following types of programmes or interventions

aimed at addressing SCCs have been identified: specific cognitive

training alone or combined with physical exercise, and psycho-

education and/or cognitive restructuring, alone or combined with

cognitive training.

The most commonly used type of intervention is cognitive

training.19‐21 Programmes based on cognitive training, mainly mem-

ory, attention and executive function/mental inhibition/flexibility, are

generally organized in group sessions of 90 min each, at least once a

week, and with an average duration of 10 weeks. These intervention

programmes include the ACTIVE programme, which generated a

significant improvement in cognitive state, both subjectively and

objectively, of people with SCCs.19 The aims of this program and also

the Integrated Psychostimulation Program21 are to (a) improve

objective performance (specifically memory, attention and executive

function), (b) generalize the use of external and internal memory

strategies and, (c) encourage social participation through discussion

and feedback from the professionals involved. However, unlike the

ACTIVE programme, the Integrated Psychostimulation Program did

not produce any significant improvement in the subjective well‐being

of people with SCCs, although it did reduce the associated symptoms

of anxiety. The difference in the results of the two programmes may

be related to differences in their format, which is group‐based in the

case of the ACTIVE programme. This consistent with previous evi-

dence on the personal, relational and emotional benefits of group‐
based interventions.29‐31 In this regard, Yin and colleagues

confirmed that the combination of group counseling and memory

training would improve emotional well‐being and learning memory

performance in older adults with SCCs who reported depressive or

anxious symptoms.32 Furthermore, although specific cognitive

training by itself, without reflection or group discussion, leads to

improvements in objective cognitive functioning, it does not do so at

the subjective level.21 In this regard, Oh and colleagues showed that

memory training in an individual format, through a smartphone

application (the Smartphone‐based brain Anti‐aging and memory

Reinforcement Training, SMART), improved cognitive performance

but not reduce the feeling of subjective failure33

Intervention programmes combining cognitive training and phys-

ical activity have also been used to address cognitive complaints,

although only in two cases,26,27 and with programmes that are orga-

nizeddifferently. Inone case, the programme is carried out in individual

sessions for cognitive activity and group sessions for physical activity

(with amaximum of 12participants), with one hour for each activity, for

3 days a week, for 12 weeks.26 In the other case, the physical exercise

and Mind‐Motor training programme is carried out in group sessions

(maximum 25 participants), each of 60 min (cognitive activity = 15 min;

physical activity = 45 min), 3 times a week, for 24 weeks.27 In both

cases, the intervention improved objective cognitive performance, but

did not reduce SCCs. The improvement in objective performance

seems to be independent of the time dedicated in the sessions to each

of the programme components. Thus, the Mind‐Motor27 intervention

programme, which dedicates 45 min to physical activity and 15 min to

cognitive training, produced the same improvement in objective

cognitive performance as the intervention that specifically dedicates

1 hour to each activity.26 The fact that the improvement at the

objective level appears to be independent of the time dedicated to each

component may be related to other characteristics of the interventions

such as their duration, which is 24 weeks in one study27 and only

12 weeks in the other.26 This finding is consistent with data suggesting

that to be effective, interventions should last at least 6 months.34

Moreover, aerobic exercise by itself, without cognitive training, did not

yield any improvement in global cognitive status, unlike cognitive

training alone.26 Consistent with this finding, research by Kamegaya

and colleagues showed that the practice of aerobic physical exercise

alone improved some aspects of cognitive function, although not

significantly, even if maintained for 12 weeks.35

Regarding the two programmes that include interventions based

on psychoeducation, this is aimed at working both on the under-

standing of complaints as part of normal aging and on training and

information on their influence on daily life.19,28 Thus, three funda-

mental aspects are addressed in these programmes: information on the

normal cognitive and functional aging process; education in affective‐
emotional health; and information on the different neurodegenerative

diseases typical of old age. However, the impact of both programmes

on cognitive status differed, both subjectively and objectively. Only the

intervention carried out in one study28 produced a significant

improvement in subjective well‐being by reducing negative emotional

reactions to cognitive functioning, although it did not improve objec-

tive cognitive performance. This finding align with those from previous

studies on SCCs exploring the role of group psychoeducation in psy-

chological well‐being.13,14 This difference in the impact of the two

programmes on subjective cognitive state may be related to differ-

ences in their characteristics. Thus, apart from differences in the

number and duration of sessions, only women were included in one of

them,28 which may bias the generalization of the results. In addition to

these differences, the programmes use different types of psycho-

educational intervention strategies. Importantly, one programme28
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encouraged maximum social participation through debate and

comment on doubts about the session in discussion groups and

encouraged participants to keep a diary to consolidate what has been

learned, unlike the other programme.19

Finally, regarding the intervention that includes cognitive

training, cognitive restructuring and psychoeducation, only one

study10 combined the three techniques in a programme carried out in

group sessions, each of 60 min, with a maximum of five people per

group, once a week, for 7 weeks. This intervention, which emphasized

training and information on aging and cognitive complaints, gener-

ated a non‐statistically significant improvement in the subjective

perception of cognitive status and complaints, both by enhancing

personal goals regarding memory and by changing erroneous beliefs

about cognitive and functional aging. In addition, the programme

generated an improvement in objective cognitive functioning by

succeeding in getting participants to generalize the use of internal

memory strategies, although not the use of external strategies.10

In conclusion, the review of the literature on non‐pharmacological

interventions with a neuropsychological approach aimed at SCCs in the

elderly highlights two interventions that have a significant positive

impact on subjective cognitive functioning. One is the ACTIVE cogni-

tive training programme proposed by Cohen‐Mansfield and col-

leagues19 and the other is the psychoeducational intervention tested

by Hoogenhout and colleagues.28 Regarding their characteristics, the

ACTIVE programme combines training specific cognitive areas and

participation in group discussions. By contrast, the intervention by

Hoogenhout and colleagues28 in addition to providing psycho-

education on cognitive and functional aging, favored group participa-

tion and cognitive reinforcement by keeping a diary. Both programmes

probably owe their efficacy at the subjective level to the organization

of group sessions for a minimum of 4 weeks and to the fact that they

enhanced the social intervention of the participants. These data pro-

vide initial guidelines for designing successful interventions targeting

SCCs in cognitively unimpaired older people, thereby improving the

current health policy for the elderly. To our knowledge no specific

programmes are usually offered to older adults without objective

impairment but do have cognitive complaints, rather interventions

aimed at training cognitive abilities, such as cognitive stimulation or

memory training programmes.

Finally, it should be pointed out that all intervention programmes

based on psychoeducation and/or cognitive restructuring reduced,

although not significantly, self‐reported cognitive complaints,

improving the personal and social well‐being of the elderly partici-

pants. On the other hand, specific or combined cognitive training

programmes (e.g. with physical exercise, psychoeducation or cogni-

tive restructuring) improved objective cognitive performance both

globally and in the areas specifically trained.26,27

4.1 | Limitations

Although this systematic review provides guidelines for the neu-

ropsychological approach to SCCs in cognitively unimpaired older

people, these should be applied by considering the review findings.

First, the analysis of SCCs is a recent line of research, and very

few studies have been conducted to date. Moreover, we were

unable to carry out a meta‐analysis because the studies included

were heterogeneous in terms of methodology (e.g. therapeutic

approaches, cognitive domains, diversity in measurement in-

struments). On the other hand, most studies have used small

samples.10,20,21,28 Furthermore, only two studies included long‐
term follow‐up of the impact of the intervention on subjective

cognitive functioning and/or objective performance.10,21 Never-

theless, a long‐term follow up assessment it would be useful to

examine whether the level of stress and perceived memory lapses

decreases after maintenance of the learned cognitive, social and

psychoeducational strategies. More prospective longitudinal studies

are needed. Lastly, the scientific evidence regarding the efficacy of

the techniques used like as the cognitive restructuring is limited

and therefore results in this regards should be interpreted with

caution.

4.2 | Conclusions

This systematic review showed that interventions including only

cognitive stimulation were not effective in reducing Subjective

Cognitive Complaints, but interventions including cognitive stimula-

tion and psychoeducation, physical exercise, and group sessions and

discussions reinforced by the therapist were effective. Despite the

limited number of studies, it provides an initial guide for designing

successful interventions, which should run on the organization of

group sessions for a minimum of 4 weeks and to the social inter-

vention of the participants. Our findings may have implications for

public health policies focused on promoting healthy cognitive aging,

and the design of prevention and intervention programs for the early

stages of cognitive impairment.

AUTHOR CONTRIBUTIONS

Concept and design: Dolores Rodríguez‐Salgado; Lucía Pérez‐Blanco;

Methodology: Lucía Pérez‐Blanco; Dolores Rodríguez‐Salgado;

Acquisition, analysis or interpretation of data: Lucía Pérez‐Blanco.

Writing original draft: Lucía Pérez‐Blanco; Critical revision of the

manuscript for important intellectual content: Dolores Rodríguez‐
Salgado; Lucía Pérez‐Blanco; Writing review & editing: Dolores

Rodríguez‐Salgado, Lucía Pérez‐Blanco.

ACKNOWLEDGMENT

None.

CONFLICT OF INTEREST

The authors declare that there is no conflict of interest.

DATA AVAILABILITY STATEMENT

The data that support the findings of this study are available from the

corresponding author upon reasonable request.

PÉREZ‐BLANCO AND RODRÍGUEZ‐SALGADO - 9



ORCID

Lucía Pérez‐Blanco https://orcid.org/0000-0001-8264-1271

Dolores Rodríguez‐Salgado https://orcid.org/0000-0003-0509-

1581

REFERENCES

1. Juncos‐Rabadán O, Pereiro AX, Facal D, et al. Prevalence and cor-

relates of mild cognitive impairment in adults aged over 50 years

with subjective cognitive complaints in primary care centers. Geriatr
Gerontol Int. 2014;14(3):667‐673. https://doi.org/10.1111/ggi.12157

2. Choe YM, Byun MS, Lee JH, Sohn BK, Lee DY, Kim JW. Subjective

memory complaints as a useful tool for the early detection of Alz-

heimer's disease. Neuropsychiatric Dis Treat. 2018;14:2451‐2460.

https://doi.org/10.2147/ndt.s17451

3. Albert MS, DeKosky ST, Dickson D, et al. The diagnosis of mild

cognitive impairment due to Alzheimer's disease: recommendations

from the National Institute on Aging‐Alzheimer's Association

workgroups on diagnostic guidelines for Alzheimer's disease. Alz-
heimers Dement. 2011;7(3):270‐279. https://doi.org/10.1016/j.jalz.

2011.03.008

4. American Psychiatric Association. Manual diagnóstico y estadístico de
los trastornos mentales (DSM‐5). Editorial Médica Panamericana;

2014.

5. González‐Martínez P, Oltra‐Cucarella J, Sitges‐Maciá E, Bonete‐
López B. Revisión y actualización de los criterios de deterioro cog-

nitivo objetivo y su implicación en el deterioro cognitivo leve y la

demencia. Rev Neurol. 2021;72(8):288‐295. https://doi.org/10.

33588/rn.7208.2020626

6. Purser JL, Fillenbaum GG, Wallace RB. Memory complaint is not

necessary for diagnosis of mild cognitive impairment and does not

predict 10‐year trajectories of functional disability, word recall, or

short portable mental status questionnaire limitations. J Am Geriatr
Soc. 2006;54(2):335‐338. https://doi.org/10.1111/j.1532‐5415.

2005.00589

7. Markova H, Andel R, Stepankova H, et al. Subjective cognitive

complaints in cognitively healthy older adults and their relationship

to cognitive performance and depressive symptoms. J Alzheimers Dis.
2017;59(3):871‐881. https://doi.org/10.3233/jad‐160970

8. Montejo P, Montenegro‐Peña M, Prada D, García‐Mulero E, García‐
Marín A, Pedrero‐Pérez EJ. Memory complaints: mental health,

diseases, pain and loneliness. A population Study in the city of

Madrid. Rev Neurol. 2019;69(12):481‐491. https://doi.org/10.33588/

rn.6912.2019252

9. Mascherek A, Werkle N, Göritz AS, Kühn S, Moritz S. Lifestyle

variables do not predict subjective memory performance over and

above depression and anxiety. Front Psychol. 2020;11. https://doi.

org/10.3389/fpsyg.2020.00484

10. Frankenmolen NL, Overdorp EJ, Fasotti L, Claassen JAHR, Kessels

RPC, Oosterman JM. Memory strategy training in older adults with

subjective memory complaints: a randomized controlled trial. J Int
Neuropsychol Soc. 2018;24(10):1110‐1120. https://doi.org/10.1017/

s1355617718000619

11. Metternich B, Kosch D, Kriston L, Härter M, Hüll M. The effects of

nonpharmacological interventions on subjective complaints: a sys-

tematic review and meta‐analysis. Psychother Psychosom.

2009;79(1):6‐19. https://doi.org/10.1159/000254901

12. Farina FR, Bennett M, Griffith JW, Lenaert B. Fear of memory loss

predicts increased memory failures and lower quality of life in older

adults: preliminary findings from a fear‐avoidance of memory loss

(FAM) scale. Aging Ment Health. 2020;26(3):486‐492. https://doi.org/

10.1080/13607863.2020.1856780

13. Canevelli M, Adali N, Tainturier C, Bruno G, Cesari M, Vellas B.

Cognitive interventions targeting subjective cognitive complaints.

Am J Alzheimers Dis Other Demen. 2013;28(6):560‐567. https://doi.

org/10.1177/1533317513494441

14. Slavin MJ, Brodaty H, Kochan NA, Trollor JN, Draper B, Sachdev PS.

Prevalence and predictors of “subjective cognitive complaints” in the

Sydney memory and ageing study. Am J Geriatr Psychiatr.
2010;18(8):701‐710. https://doi.org/10.1097/jgp.0b013e3181df49fb

15. Parsons CG, Danysz W, Dekundy A, Pulte I. Memantine and

cholinesterase inhibitors: complementary mechanisms in the treat-

ment of Alzheimer’s disease. Neurotox Res. 2013;24(3):358‐369.

https://doi.org/10.1007/s12640‐013‐9398‐z
16. Tan C‐C, Yu I‐T, Wang H‐F, et al. Efficacy and safety of donepezil,

galantamine, rivastigmine, and memantine for the treatment of Alz-

herimer´s disease: a systematic review and meta‐analysis. J Alzher-
imers Dis. 2014;41(2):615‐631. https://doi.org/10.3233/jad‐132690

17. Li D‐D, Zhang Y‐H, Zhang W, Zhao P. Meta‐analysis of randomized

controlled trials on the efficacy and safety of donepezil, galantamine,

rivastigmine, and memantine for the treatment of Alzheimer´s dis-

ease. Front Neurosci. 2019;13:472. https://doi.org/10.3389/fnins.

2019.00472

18. Bhome R, Berry AJ, Huntley JD, Howard RJ. Interventions for sub-

jective cognitive decline: systematic review and meta‐analysis. BMJ
Open. 2018;7(1). https://doi‐org.ezbusc.usc.gal/10.1002/trc2.12180

19. Cohen‐Mansfield J, Cohen R, Buettner L, et al. Interventions for

older persons reporting memory difficulties: a randomized

controlled pilot study. Int J Geriatr Psychiatry. 2015;30(5):478‐486.

https://doi.org/10.1002/gps.4164

20. Kwok T, Bai X, Li J, Ho F, Lee T. Effectiveness of cognitive training in

Chinese older people with subjective cognitive complaints: a ran-

domized placebo‐controlled trial. Int J Geriatr Psychiatry.
2012;28(2):208‐215. https://doi.org/10.1002/gps.3812

21. Pereira‐Morales A, Cruz‐Salinas AF, Aponte J, Pereira‐Manrique F.

Efficacy of a computer‐based cognitive training program in older

people with subjective memory complaints: a randomized study. Int J
Neurosci. 2018;128(1):1‐9. https://doi.org/10.1080/00207454.2017.

1308930

22. Sánchez‐González JL, Calvo‐Arenillas JI, Sánchez‐Rodríguez JL. The

effects of moderate physical exercise on cognition in adults over 60

years of age. Rev Neurol. 2018;66(7):230‐236.

23. Page MJ, McKenzie JE, Bossuyt PM, et al. The PRISMA 2020

statement: an updated guideline for reporting systematic reviews.

BMJ. 2021;372(71). https://doi.org/10.1136/bmj.n71

24. Shea BJ, Hamel C, Wells GA, et al. AMSTAR is a reliable and valid

measurement tool to assess the methodological quality of system-

atic reviews. J Clin Epidemiol. 2009;62(10):1013‐1020. https://doi.

org/10.1016/j.jclinepi.2008.10.009

25. Higgins JPT, Thomas J, Chandler J, et al. eds. Cochrane Handbook for
systematic reviews of interventions. 2nd ed. John Wiley & Sons; 2019.

26. Barnes D, Santos‐Modesitt W, Poelke G, et al. The mental ac-

tivity and exercise (MAX) trial: a randomized controlled trial

to enhance cognitive function in older adults. JAMA Intern
Med. 2013;173(9):797‐804. https://doi.org/10.1001/jamainternmed.

2013.189

27. Boa Sorte Silva N, Nagamatsu L, Gill D, Owen A, Petrella R. Memory

function and brain functional connectivity adaptations following

multiple modality exercise and mind‐motor training older adults at

risk of dementia: an exploratory sub‐study. Front Aging Neurosci.
2020;12:1‐16. https://doi.org/10.3389/fnagi.2020.00022

28. Hoogenhout E, de Groot R, van der Elst W, Jolles J. Effects of a

comprehensive educational group intervention in older women with

cognitive complaints: a randomized controlled trial. Aging Ment
Health. 2012;16(2):135‐144. https://doi.org/10.1080/13607863.

2011.598846

29. Haslam C, Haslam SA, Jetten J, Bevins A, Ravenscroft S, Tonks J. The

social treatment: the benefits of group interventions in residential

10 - PÉREZ‐BLANCO AND RODRÍGUEZ‐SALGADO

https://orcid.org/0000-0001-8264-1271
https://orcid.org/0000-0001-8264-1271
https://orcid.org/0000-0003-0509-1581
https://orcid.org/0000-0003-0509-1581
https://orcid.org/0000-0003-0509-1581
https://doi.org/10.1111/ggi.12157
https://doi.org/10.2147/ndt.s17451
https://doi.org/10.1016/j.jalz.2011.03.008
https://doi.org/10.1016/j.jalz.2011.03.008
https://doi.org/10.33588/rn.7208.2020626
https://doi.org/10.33588/rn.7208.2020626
https://doi.org/10.1111/j.1532-5415.2005.00589
https://doi.org/10.1111/j.1532-5415.2005.00589
https://doi.org/10.3233/jad-160970
https://doi.org/10.33588/rn.6912.2019252
https://doi.org/10.33588/rn.6912.2019252
https://doi.org/10.3389/fpsyg.2020.00484
https://doi.org/10.3389/fpsyg.2020.00484
https://doi.org/10.1017/s1355617718000619
https://doi.org/10.1017/s1355617718000619
https://doi.org/10.1159/000254901
https://doi.org/10.1080/13607863.2020.1856780
https://doi.org/10.1080/13607863.2020.1856780
https://doi.org/10.1177/1533317513494441
https://doi.org/10.1177/1533317513494441
https://doi.org/10.1097/jgp.0b013e3181df49fb
https://doi.org/10.1007/s12640-013-9398-z
https://doi.org/10.3233/jad-132690
https://doi.org/10.3389/fnins.2019.00472
https://doi.org/10.3389/fnins.2019.00472
https://doi-org.ezbusc.usc.gal/10.1002/trc2.12180
https://doi.org/10.1002/gps.4164
https://doi.org/10.1002/gps.3812
https://doi.org/10.1080/00207454.2017.1308930
https://doi.org/10.1080/00207454.2017.1308930
https://doi.org/10.1136/bmj.n71
https://doi.org/10.1016/j.jclinepi.2008.10.009
https://doi.org/10.1016/j.jclinepi.2008.10.009
https://doi.org/10.1001/jamainternmed.2013.189
https://doi.org/10.1001/jamainternmed.2013.189
https://doi.org/10.3389/fnagi.2020.00022
https://doi.org/10.1080/13607863.2011.598846
https://doi.org/10.1080/13607863.2011.598846
https://orcid.org/0000-0001-8264-1271
https://orcid.org/0000-0003-0509-1581


care settings. Psychol Aging. 2010;25(1):157‐167. https://doi.org/10.

1037/a0018256

30. Odgers‐Jewell K, Ball LE, Kelly JT, Isenring EA, Reidlinger DP,

Thomas R. Effectiveness of group‐based self‐management education

for individuals with Type 2 diabetes: a systematic review with meta‐
analyses and meta‐regression. Diabet Met. 2017;34(8):1027‐1039.

https://doi.org/10.1111/dme.13340

31. Huckans M, Pavawalla S, Demadura T, et al. A pilot study examining

effect of group‐based Cognitive Strategy Training treatment on self‐
reported cognitive pronblems, psychiatric symptoms, functioning,

and compensatory use in OIF/OEF combat veterans with persistent

mild cognitive disorder and history of traumatic brain injury. J
Rehabil Res Dev. 2010;47(1):43‐60. https://doi.org/10.1682/jrrd.

2009.02.0019

32. Yin S, Zhu X, Li R, et al. Alleviated anxiety boosts memory training

gain in older adults with subjective memory complaints: a random-

ized controlled trial. Am J Geriatr Psychiatr. 2022;30(2):184‐194.

https://doi.org/10.1016/j.jagp.2021.05.006

33. Oh SJ, Seo S, Lee JH, Song MJ, Shin M‐S. Effects of smartphone‐based

memory training for older adults with subjective memory complaints:

a randomized controlled trial.AgingMent Health. 2018;22(4):526‐534.

https://doi.org/10.1080/13607863.2016.1274373

34. Colcombe S, Kramer AF. Fitness effects on the cognitive function of

older adults: a meta‐analytic study. Psychol Sci. 2003;14(2):125‐130.

https://doi.org/10.1111/1467‐9280.t01‐1‐01430

35. Kamegaya K. Long‐Term‐Care Prevention Team of Maebashi City,

Maki Y, Tomohary Y, Murai T, Yamahuchi H. Pleasant physical ex-

ercise program for prevention of cognitive decline in community‐
dwelling elderly with subjective memory complaints. Geriatr Ger-
ontol Int. 2012;12(4):673‐679. https://doi.org/10.1111/j.1447‐0594.

2012.00840.x

How to cite this article: Pérez‐Blanco L, Rodríguez‐Salgado D.

Neuropsychological approach to subjective cognitive

complaints in cognitively unimpaired older people: a

systematic review. Int J Geriatr Psychiatry. 2022;1‐11. https://

doi.org/10.1002/gps.5728

PÉREZ‐BLANCO AND RODRÍGUEZ‐SALGADO - 11

https://doi.org/10.1037/a0018256
https://doi.org/10.1037/a0018256
https://doi.org/10.1111/dme.13340
https://doi.org/10.1682/jrrd.2009.02.0019
https://doi.org/10.1682/jrrd.2009.02.0019
https://doi.org/10.1016/j.jagp.2021.05.006
https://doi.org/10.1080/13607863.2016.1274373
https://doi.org/10.1111/1467-9280.t01-1-01430
https://doi.org/10.1111/j.1447-0594.2012.00840.x
https://doi.org/10.1111/j.1447-0594.2012.00840.x
https://doi.org/10.1002/gps.5728
https://doi.org/10.1002/gps.5728

	Neuropsychological approach to subjective cognitive complaints in cognitively unimpaired older people: A systematic review
	1 | INTRODUCTION
	2 | METHOD
	2.1 | PICOD framework
	2.2 | Search strategy
	2.3 | Study selection
	2.4 | Data extraction
	2.5 | Quality and risk‐of‐bias assessment

	3 | RESULTS
	3.1 | General characteristics of the studies included
	3.2 | Main results of the neuropsychological approach to cognitive complaints
	3.2.1 | Cognitive training (4 interventions)
	3.2.2 | Cognitive training and psychical exercise (3 interventions)
	3.2.3 | Psychoeducation and health promotion (2 interventions)
	3.2.4 | Psychoeducation, cognitive restructuring and cognitive training (1 intervention)

	3.3 | Methodological quality of the included studies

	4 | DISCUSSION
	4.1 | Limitations
	4.2 | Conclusions

	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGMENT
	CONFLICT OF INTEREST
	DATA AVAILABILITY STATEMENT


