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Longevity Supplements: What the Evidence Actually

Shows

Patients arrive with curated supplement stacks. This is where the data currently sit for UK primary care
prescribers. A quick reference for the consultation, not a prescribing recommendation.

SUPPLEMENT

EVIDENCE
VERDICT

WHAT THE EVIDENCE SHOWS

Omega-3 Consistent, modest reductions in myocardial infarction and

EPA + DHA cardiovascular mortality at higher doses, broadly above 1.8 g EPA plus
DHA daily." The DO-HEALTH trial found 1 g daily gave no benefit on
blood pressure, cognition, physical performance or fracture risk.> Most
over-the-counter products under-dose. High-dose preparations raise
atrial fibrillation and bleeding risk, relevant on anticoagulants.”

Folic acid SPECIFIC Modest evidence for stroke prevention where dietary intake is

INDICATION inadequate or homocysteine is elevated. The finding does not extend to

healthy adults pursuing longevity."”

Coenzyme SPECIFIC Benefit shown in heart failure specifically. No evidence of benefit in

Q10 INDICATION healthy adults."”

Vitamin D NO BENEFIT IF One of the most prescribed supplements in primary care, yet large trials

REPLETE and systematic reviews show no benefit on cardiovascular outcomes,

cancer incidence or all-cause mortality in adults without documented
deficiency.””

NAD+ UNPROVEN Reliably raise NAD+ levels in blood and tissue, but a 2026 systematic

precursors review concluded clinical effectiveness for anti-ageing outcomes
remains unproven.® No significant effect on glucose, insulin or lipids.”

Polyphenols UNPROVEN Compelling activity in experimental models, but no human trial has

resveratrol, demonstrated clinical benefit for cardiovascular ageing or longevity to

curcumin date.’

Beta-carotene

AVOID

Not merely unhelpful. The evidence shows it increases mortality and
stroke risk. Should be avoided."”

IN THE CONSULTATION

Discuss supplement use proactively at every
consultation, particularly in older patients on multiple
medications, where interactions are common and often
undisclosed. Guide supplementation by documented
deficiency or specific clinical indication, not by
longevity aspiration.'”
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